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Introductory chapter 
 

 Discourse around the global mental health context is increasingly growing, with 

significant findings in recent years around areas for research and clinical development. The 

global context is often mistakenly associated solely with low- and middle-income countries 

(LMIC). However, in truly taking a global view of mental health care, high income countries 

(HIC) must also be considered, particularly given that global majority populations also reside 

in HICs. This thesis, therefore, aims to look across, both, LMIC and HIC contexts. 

 Before providing an overview, it is essential that some of the language used across 

both chapters is demarcated. Given this research’s attempt to add to global mental health 

research, global majority language will be used, as opposed to ethnic minority, BAME, BME, 

POC, unless making reference to literature using this language. It is important to name that 

no one label will be fitting for all, but the researcher attempted to take an empowering 

approach to language, placing the power with the global majority, centring them in 

conversations, particularly given that they constitute approximately 80% of the global 

population (Campbell-Stephens, 2020). Whilst it is recognised that global majority 

populations can be minoritised in some countries, this language can be disempowering by 

othering non-white populations. Whilst using global majority language, specific identities 

must still be seen and elevated, and their injustices highlighted. 

To some extent, the researcher was still restricted by the system and existing 

research given that it historically and continues to greatly vary in language used. For 

example, the systematic review search strategy included BAME and used UK/US Census 

terminology given that it was attempting to collate HIC research wherein terms like BAME 

are still widely used. Terms like BAME assume that all ethnic minority populations are 
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homogenous and can be seen as one, leaving room for sweeping generalisations across 

significantly varying ethnic groups across the global population (Aspinall, 2021), whilst 

whiteness is centred and deemed normative (Selvarajah et al., 2020). However, in 

attempting to deconstruct and challenge existing structures and narratives, researchers 

must still be conscious and inclusive of widely used language, or else they may risk not 

shedding light on prior research/clinical findings. 

LMIC and HIC terminology will largely be used across both chapters, as opposed to 

the East or West, Global North or South etc. unless these terms are used within cited 

literature. Categorising based on country incomes is clearly defined as per the World Bank 

(2023), whereas there is more grey around what constitutes the East and West. Just briefly 

outlining some of the differences in language here, it is clear how tangled we can become in 

the semantics of language, but how much weight it holds. A Pashto poem by Syed Shad 

Saud refers to the world by saying, “some said it was divided by culture, some said it was 

divided by water”. This speaks to some of the ideas underpinning this thesis, thinking about 

the global sphere, and historical and ongoing changes that manifest in affecting people’s 

lives in various ways. 

Chapter One’s Systematic Review looked at culturally-adapted psychotherapeutic 

interventions for HIC-born populations. Following PRISMA guidelines, results were 

narratively summarised. Although a large number of the global majority population is made 

up of people who have migrated or been displaced, they were excluded from the review 

given the distinctiveness of their contexts irrespective of whether their migration was 

chosen or forced, which should be the sole focus of a review so as to not lose sight of the 

nuances of migration. 
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Chapter Two’s empirical research was a qualitative exploration of Trainee’s 

experiences of Clinical Psychology training and clinical practice in Pakistan. Using interviews 

and Interpretative Phenomenological Analysis (IPA), the paper aimed to provide a 

foundation understanding of training in Pakistan given the lack of research and insight into 

its’ delivery and trainee associated experiences. The two chapters complimented each 

other. Whilst the empirical research was carried out in a LMIC, it allows for HICs to learn 

from a LMIC and vice versa, particularly when considering global majority experiences. 

Author guidelines for both chapters can be found in Appendix 1. 
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Chapter One: Adaptation of psychotherapeutic interventions for 

people from global majority backgrounds in high income countries 

 
Abstract 

There are no currently known systematic reviews looking at the adaptation of 

psychotherapeutic interventions for people from global majority in high income countries 

and specifically, the quality of the reporting of them. Due to the Western origins of many 

psychotherapeutic models and theories, their appropriateness for people from global 

majority backgrounds is brought to question. Although psychotherapeutic models are 

increasingly being adapted for global majority populations, there is little research regarding 

how well they are reported to allow for replicability of the interventions. Existing literature 

was reviewed using a systematic search strategy applied across four electronic databases. A 

total of fourteen qualitative, quantitative and mixed methods studies were reviewed, for 

which findings were narratively summarised. Bernal’s framework for cultural adaptation and 

Hoffman’s TiDieR checklist for the quality appraisal of intervention reporting were used to 

extract data and analyse results. It was found that the majority of studies did not provide an 

overview of adapted interventions, with largely insufficient reporting. The findings of this 

review suggest that future researchers may wish to better report their adaptations to allow 

for better widespread psychotherapeutic practice for global majority populations in high 

income countries. 

 

Keywords: Adaptation, psychotherapy, global majority, ethnic minority, high income 

countries, systematic review 
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Introduction 

Background 

Given that a substantial number of psychotherapeutic interventions have been 

developed by and for western countries or cultures, this review aims to consider their 

adaptability for global majority populations residing within high-income countries (HICs). 

Given the origins and intent behind many psychotherapeutic approaches, they may lack 

suitability for people from global majority backgrounds. The global treatment gap within 

mental health provision can be attributed to a range of issues, including financial barriers, 

stigma, fragmented service approaches, poor resource, limited research, relevant policy and 

implementation (Kim et al., 2017; Wainberg et al., 2017). Research has significantly grown 

around the use and adaptation of psychotherapeutic interventions in low- and middle-

income countries (LMICs; e.g. Eaton et al., 2011; Latif et al., 2021), with some research also 

highlighting the need of cultural adaptation for diverse populations in HICs (Sashidharan et 

al., 2016; Taylor et al., 2023). As HIC research in the area grows, such countries can learn 

from LMIC findings around better support for global majority populations with mental 

health difficulties (McKenzie et al., 2004). Bernal et al.’s (1995) framework for the cultural 

adaptation of interventions, amongst others, has been used to better tailor interventions 

across global settings. Prior to widespread implementation of adapted interventions, 

research must increase confidence in the efficacy of adaptation processes (Sashidharan et 

al., 2016). 

 

Cultural adaptation 

First, it is important to consider the variation in definitions of culture. Culture can be 

defined as shared or common languages, rituals, behaviours, values or beliefs (Chamberlain, 
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1999). Here, it will be referred to in relation to global majority populations, largely based on 

ethnicity and/or race, with considerations of language and spirituality where appropriate 

(Burnham, 2012). However, culture can be understood as broader than these forms of 

identity. 

There is significant variation in psychological experiences dependent upon cultural 

background, with greater disparities in mental health care and outcomes for people of 

ethnically or racially minoritised backgrounds (Halvorsud et al., 2018; Kilbourne et al., 2018; 

Singh et al., 2013). People from minoritised backgrounds in HICs may experience difficulties 

related to a country’s legacy, such as colonialism, slavery and racism (Weine et al., 2020). 

Findings have suggested that treatment available in HICs for global majority populations are 

limited and lack cultural appropriateness (Jidong et al., 2021). 

Despite significant research advances highlighting treatment needs and areas for 

development in global mental health provision, application to real-world settings is slow 

(Patel et al., 2018). Person-centred care through tailoring interventions to the needs of 

specific populations and individuals is fundamental to better global health care provision 

(WHO, 2015). Poorer outcomes are arguably related to the vast majority of delivered 

interventions being based on Western ideology and narratives of mental health difficulties 

(Fernando, 2010), with a lack of focus on sociocultural diversity (Gopalkrishnan, 2018). 

Given the weight that culture holds in impacting and changing an individual or 

group’s beliefs, and the multiple treatment components that are essential to adaptation 

(Bernal & Saez-Sántiago, 2006), this requires further attention and clarity. Previous findings 

have shown that culturally adapted over non-culturally adapted interventions have better 

outcomes (e.g. Chowdhary et al., 2014), as they tend to use evidence-based approaches, 

which are then also accessible and considerate of cultural needs. Due to globalisation and 
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the increasing multiculturalism in HICs, there is a greater need for services to pay particular 

attention to increasing the quality-of-service provision (Arundell et al., 2021). 

Bernal et al. (2009) defined cultural adaptation as systemically modifying an 

intervention through consideration of context, culture and language, and a client’s values 

and narratives. Cultural adaptation may make changes to content, delivery and access or 

engagement (Castro et al., 2010). Frameworks for cultural adaptation outline considerations 

that differ to guidance for the development of new interventions (Castro et al., 2010). Each 

framework or model likely varies in focus, context, scope and comprehensiveness. Given the 

vast range of adaptation frameworks available (e.g. Domenech-Rodriguez & Wieling, 2004; 

Hwang, 2006), the argument that resource and access to adaptation is unavailable no longer 

stands. Adaptation can range from a need for low (e.g. inclusion of case examples) to high 

(e.g. adapting an intervention to cultural concepts of trauma) resource (Kohrt et al., 2014). 

Bernal et al.’s (1995) framework for the cultural adaptation of interventions includes 

eight dimensions, which are outlined in Table 1. 
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Table 1: Bernal et al.’s (1995) Cultural Framework – dimensions and elements 

Intervention Culturally sensitive elements 

1. Language Culturally appropriate; culturally syntonic language 

2. Persons Role of ethnic/racial similarities and differences between   

client and therapist in shaping therapy relationship 

3. Metaphors Symbols and concepts shared with the population; sayings  

or “dichos” in treatment 

4. Content Cultural knowledge: values, costumes and traditions;  

uniqueness of groups (social, economic, historical, political) 

5. Concepts Treatment concepts consonant with cultural and context:  

dependence vs. interdependence vs. independence; emic ( within  

culture, particular) over etic (outside culture, universal) 

6. Goals Transmission of positive and adaptive cultural values; support  

adaptive values from the culture of origin 

7. Methods Development and/or cultural adaptations of treatment methods.  

Examples: “modelling” to include culturally consonant traditions  

(e.g., cuento therapy (therapy based on folk tales)); “cultural  

reframing” of drug abuse as intergenerational cultural conflicts;  

use of language (formal and informal); cultural hypothesis testing;  

use of genograms, “cultural migration dialogue” 

8. Context Consideration of changing contexts in assessment during  

treatment or intervention: acculturative stress, phase of  

migration; developmental stage; social supports and relationships  

to country of origin; economic and social context of intervention 

 

 Although there are several other frameworks, this approach remains one of the most 

widely used in the adaptation of psychosocial interventions. 

 

Rationale 

Given the importance of adapting psychotherapeutic interventions it is important to 

synthesise research findings that have engaged in adapting psychotherapy interventions for 

global majority populations in HIC to date. This will help to highlight research and clinical 
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gaps, and subsequent areas for improvement in psychotherapeutic provision. Given that the 

need for adaptation has been increasingly evidenced, but translation to the real-world is 

minimal (Patel et al., 2018), the focus of this review is to consider the processes used in the 

adaptation and application of interventions. 

The vast majority of interventions are developed by and for those living in the ‘west’. 

Given the variation in which countries constitute the west, this review is looking at 

adaptation within HICs (World Bank, 2023), which are classified by the gross national 

income per capita of the country. These countries may arguably have more resource and 

infrastructure available for adaptation for a range of populations in comparison to LMICs. 

To our knowledge, a review focusing on cultural adaptations of psychotherapeutic 

interventions specifically within HICs has not been published. Therefore, this review aims to 

comprehensively and systematically review the literature through answering the following 

questions: 

1. Which intervenoons have been adapted for these populaoons? 

2. What process of adaptaoon was used? 

3. How well are the adapted intervenoons described in the studies? 

 

Methodology 

Categories from the PRISMA (Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses; Page et al. 2021) checklist that were relevant to this systematic review were 

used to guide its write-up. The PICO (Population, Intervention, Comparison and Outcome) 

tool was used to maintain an appropriate focus throughout the review: 

Table 2: The PICO tool 
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Population Intervention Comparison Outcome 
Global majority 
populations in High 
Income Countries 

The reporting of cultural 
adaptation of 
psychotherapeutic 
interventions 

Frameworks for the 
process/evaluation of the 
adaptation of 
interventions (e.g. Bernal 
and TIDieR) 

Better reporting 
for better client 
outcomes 

 

Search strategy 

Following scoping searches, final searches were conducted in May 2023 on the 

following databases: PsycINFO, PsycArticles, CINAHL Plus and Proquest. The review was 

registered on PROSPERO (reg. no: CRD42023421169) following approval of a protocol. 

Under four concepts (identity, psychology, treatment, integration), the search terms 

used to search titles and abstracts were: (“Minorit* group” OR “ethnic minorit*” OR “global 

majorit*” OR “BAME” OR “BME” OR Caribbean OR African OR Black OR Asian OR Indian OR 

Pakistani OR Bangladeshi OR Chinese OR Arab OR Hispanic OR “Alaska Native” OR “Native 

Hawaiian”) AND (Mental” OR “mental health” OR psycholo” OR psychiatr* OR 

psychotherap* OR emotion* OR wellbeing) AND (Interven* OR treat* OR therap* OR 

program* OR group* OR support*) AND (Modif* OR adapted OR incorporat* OR cultur* w4 

adapt*). 

Search limiters were: English language, humans, peer-reviewed journals, exclude 

dissertations, 1983 to current date. Journal articles were only available from 1983 onwards 

across the databases used in the review. This strategy was minimally adapted across 

databases. 

UK (Office for National Statistics, 2021) and US Census (United States Census Bureau, 2021) 

terminology was used to capture more studies referring to specific ethnic or cultural groups. 

Although this was not exhaustive, it was deemed a reasonable approach to capture studies 



 17 

using language used by the HICs within which more ethnically-specific research is carried 

out. 

Inclusion/exclusion criteria 

The review’s inclusion criteria were: 

1. Peer-reviewed journal arocles 

2. Papers published in English 

3. Papers published between 1983 and 2023 

4. Studies that used qualitaove and/or quanotaove methodology 

5. Studies that adapted an intervenoon and tested this with a sample 

6. Studies adapong psychotherapeuoc intervenoons for adult global majority  

groups 

7. Studies carried out in a HIC 

The review’s exclusion criteria were: 

1. Papers that were not wriuen in English 

2. Grey literature, including dissertaoons, theses, discussion papers, grey  

literature 

3. Papers that reported secondary or consequenoal data 

4. If the sample majority were displaced populaoons or not born in the HIC 

5. Papers that did not outline adaptaoon for specific cultural groups, e.g. studies  

reporong on “mulocultural” groups were excluded 

6. Adaptaoon for a child or adolescent populaoon 

7. Adaptaoon of group or family-based intervenoons 
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The review included studies whereby interventions were adapted for a within-

country majority population if they were a part of the global majority. For example, if an 

intervention was adapted for a Bahraini population in Bahrain (a HIC). Studies within which 

over 50% of the sample consisted of displaced populations or people not born in the HIC 

were excluded, given the additional difficulties that they may experience that cultural 

adaptation may not always account for. These difficulties may include the role of 

acculturation, trauma, discrimination, loss and uncertainty unique to their migration context 

(Kirmayer et al. 2011). The review excluded child and adolescent, and group or family, 

interventions given the significant variability in treatment focus, approach and delivery 

between children and adults, and one-to-one and group interventions.  Given the variability 

across cultural groups, HICs, psychotherapeutic approaches and presenting difficulties, 

these exclusions were considered reasonable to minimise heterogeneity within an already 

variable review topic. 

 

Search outcome 

Across the four databases, 9548 papers were identified, of which duplicates were 

removed and 5045 papers’ titles and abstracts were screened. Full texts were retrieved and 

reviewed for 88 papers using the inclusion and exclusion criteria, eight of which met 

inclusion criteria. A collaborator independently and blindly reviewed and rated 20% of the 

titles and abstracts of the 5045 papers, and then the full texts of the total of 88 papers. The 

collaborator queried whether some additional papers met the inclusion criteria. Through 

discussion and jointly revisiting the criteria against said papers, they agreed that the 

researcher’s included papers were correct. 
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Six further papers were identified through hand-searching reference lists, journals, 

conducting additional web searches and contacting authors of the eligible studies to query if 

they were aware of any further potentially eligible studies. Therefore, the total studies 

included in the review were 14. The PRISMA diagram in Figure 1 outlines the search process 

and the characteristics of the included studies are outlined in Table 3. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: PRISMA diagram 
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Table 3: Study characteristics and findings 
 

Study Location Population Age range Model Study aim Method Brief results/ findings 

1. BenneL et 
al. (2014) 

New 
Zealand 

Māoris 19-47 
years 

12 one hour 
sessions of CBT 

Evaluate the efficacy of CBT 
adapted for the Māori 
population 

Quantitative – uncontrolled 
naturalistic trial. measures of 
depression and negative 
automatic thoughts 

CBT adapted for the Māori 
population significantly reduced 
symptoms related to depression 
and negative cognitions 

2. Cachelin et 
al. (2014) 

USA Mexican American 
females 

18-55 
years 

Self-help, with eight 
25 minute guidance 
sessions over 12 
weeks 

Test the efficacy of Cognitive 
Behavioural Guided Self-Help 
adapted to treat binge eating 
in the Mexican American 
population 

Mixed methods – focus groups; 
interviews measuring 
acculturation, eating disorders, 
psych. functioning, self-esteem, 
BMI, evaluation 

CBTgsh for binge eating adapted 
for the Mexican American 
population led to reduction in 
binge eating and associated 
symptoms 

3. Dwight-
Johnson et 
al. (2011) 

USA Latinos Not 
reported 

Eight sessions of 
CBT 

Test the efficacy of culturally 
adapted, telephone-based 
CBT for depression in Latino 
adults 

Mixed methods – interviews 
using measures of depression 
and anxiety-related difficulties 

Latino adults accessing culturally 
adapted telephone-based CBT are 
more likely to experience 
reduction in depression 

4. González-
Prendes et 
al. (2011) 

USA Latino male 45 years 12 50 minute 
sessions of CBT 

Illustrate culture-based 
modifications of CBT for a 
Latino with depression 

Qualitative – case study Culturally-adapted CBT improved 
depression and anxiety, activity 
levels and wellbeing 

5. Hwang et al. 
(2015) 

USA Chinese Americans 18-65 
years 

12 sessions of CBT Compare the efficacy of CBT 
vs. culturally-adapted CBT for 
depression in Chinese 
American adults 

Quantitative – RCT – measure 
of depression 

CA-CBT showed a greater overall 
improvement in treatment 
retention rates and symptom 
reduction. Longer treatment may 
be more beneficial 

6. Pan et al. 
(2011) 

USA Asian Americans 18+; 
average 
22.1 years 

One 2-3 hour of 
One-Session 
Treatment (OST) 

Compare standard OST, 
culturally-adapted OST and 
self-help for phobias in Asian 
American adults 

Quantitative – measures of 
avoidance of phobic stimuli 
related and anxiety, and 
general fear 

Both OST-S and OST-CA are 
effective, with OST-CA showing 
additional improvements in some 
phobia-related areas 

7. Pearson et 
al. (2019) 

USA American Indian and 
Alaska Native (AIAN) 
females 

18-60 
years 

13 sessions of 
Cognitive 
Processing Therapy 
(CPT) 

Assess the efficacy of 
culturally adapted CPT for 
AIAN females with PTSD 
symptoms, substance use, 
high-risk sexual behaviour 

Quantitative – RCT – measures 
of PTSD, alcohol and substance 
use, and high risk sexual 
behaviour 

Culturally-adapted CPT showed 
improvements in PTSD. high risk 
sexual behaviour and alcohol use 
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8. Rathod et al. 
(2013) 

UK Black British, African 
Caribbean/Black 
African and South 
Asian Muslims 

18-65, 
average 
33.5 years 

16 40-90 minute 
sessions of CBT for 
Psychosis 

Evaluate the efficacy of 
culturally adapted CBT for 
psychosis (CaCBTp) vs. 
treatment as usual (TAU) 

Quantitative – RCT – measures 
of medication, depression, 
anxiety, Schizophrenia-related 
symptoms, insight 

CaCBTp showed greater overall 
improvements in symptoms 

9. Skilbeck et 
al. (2020) 

UK African-British female 22 years 12 sessions of CBT Integrate familism as a 
culturally-related factor into 
CBT for depression 

Qualitative – case study Findings suggested that culturally-
adapted CBT improved depression 
and anxiety in the context of 
family attitudes/behaviours 

10. Valen[ne et 
al. (2017) 

USA Latinos 20-50+ 
years 

CPT Evaluate the efficacy of 
culturally adapted CPT for 
PTSD in Spanish-speaking 
Latinos 

Qualitative – data collected 
from therapy sessions, 
consultation team meetings, 
therapist and researcher 
fieldnotes 

Culturally-adapted CPT improved 
the acceptability and 
implementation of the 
intervention 

11. Wallace et 
al. (2021). 

USA African American 
female 

36 years Eight sessions of 
CBT 

Consideration of the efficacy 
of culturally-adapted CBT for 
panic and depression in an 
African American female 

Qualitative – case study Highlights positive client 
outcomes through a culturally-
adapted approach to therapy 

12. Webster et 
al. (2023) 

UK South Asian, African, 
Caribbean 

25-88 ye  
ars 

Eight sessions of 
CBT 

To culturally tailor START for 
dementia family carers 

Mixed methods – interviews, 
measures of depression and 
anxiety, and no. of sessions 
attended 

Culturally-tailored START showed 
improvements in mental health, 
quality of life and coping 

13. Weingarden 
et al. (2011) 

USA Jewish male and 
African American 
male 

30-40 
years 

22 50-minute 
sessions of CBT 

Highlight the ability to 
culturally adapt CBT for Body 
Dysmorphic Disorder (BDD) in 
Jewish and African American 
men 

Qualitative – case study Culturally adapted CBT 
significantly improved BDD 
symptoms 

14. Williams et 
al. (2014) 

USA African American 23-49 
years 

Prolonged Exposure 
(PE) Therapy 

Discussion of culturally-
adapted PE for PTSD in 
African Americans 

Qualitative – case study Culturally-adapted PE improved 
PTSD-related symptoms 
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Data analysis and synthesis 323 

The identified studies were appraised using a framework regarding the cultural 324 

adaptation of interventions (Bernal et al., 1995). The Bernal framework outlines culturally-325 

sensitive elements related to eight components of intervention; language, persons, 326 

metaphors, content, concepts, goals, methods and context. The framework was used to 327 

answer question two of this review. A collaborating peer researcher appraised four (a 328 

minimum of 25%) of the included studies to check for reliability. 329 

The TIDieR Checklist (Hoffmann et al., 2014) was used to appraise how well the 330 

interventions were reported by the studies. Higher TiDieR scores equate to a reader’s better 331 

understanding of the competency, fidelity and quality of the adapted intervention. The 332 

TiDieR Checklist (see Appendix 2) allows for authors to structure the reporting of their 333 

interventions, and for reviewers, alike the researcher here, to assess described interventions 334 

and use the information. The checklist was used to answer question three of this review, 335 

allowing for the meaningful interpretation and explanation of findings through a structured 336 

tool. 337 

A narrative synthesis approach was used for data analysis. This method was deemed 338 

most appropriate given the variation in research design across studies, allowing for the 339 

synthesis of findings, patterns and differences across qualitative and quantitative methods. 340 

A narrative approach was also deemed useful when considering the nuances and intricacies 341 

of cultural difference, which is integral to this review. Narrative approaches can allow for 342 

the discussion of overlooked areas to identify gaps and subsequent future 343 

recommendations (Boland, Cherry & Dickson, 2017). 344 

 345 

  346 
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Results 347 

Of the 14 studies, the majority of studies were carried out in the USA (n=10), then 348 

the UK (n=3) and New Zealand (n=1), largely using cognitive-behaviourally informed 349 

approaches. As this review focused on the extent to which studies reported intervention 350 

adaptation and this process, as opposed to the quality of adapted interventions, it does not 351 

currently provide in-depth consideration on the studies’ findings. However, in general, the 352 

adapted approaches all showed positive outcomes across populations in terms of client 353 

outcomes and/or intervention transferability (see Table 3). 354 

Table 4 provides an overview of each study’s adaptation reporting and process. Only 355 

one study (Wallace et al., 2021) adequately provided a session-by-session outline of the 356 

adapted intervention, with three studies (Skilbeck, 2020; Weingarden et al., 2011; Williams 357 

et al., 2014) only giving some examples of adaptations or considerations to hold in mind 358 

regarding adaptation. Seven studies (Cachelin et al., 2014; Hwang et al., 2015; Pearson et 359 

al., 2019; Rathod et al., 2013; Valentine et al., 2017; Wallace et al., 2021; Webster et al., 360 

2023) reported using a specific framework or approach to their adaptation, none of which 361 

used the same framework. Six studies (Bennett et al., 2014; Hwang et al., 2015; González-362 

Prendes et al., 2011; Pan et al., 2011; Pearson et al., 2019; Webster et al., 2023) outlined 363 

other steps in the adaptation process, such as consulting professional or community figures, 364 

reviewing literature, and testing. Four studies (Dwight-Johnson et al., 2011; Skilbeck et al., 365 

2020; Weingarden et al., 2011; Williams et al., 2014) did not report the process through 366 

which they adapted the intervention. 367 

 368 

 369 

 370 
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Table 4: Adaptation reporting and process 371 
 372 

Study Adapted material 
overview provided 

Specific adaptation 
framework used 

Adaptation process/ framework used 

1. BenneL et al. (2014) No No Manual developed drawing on relevant cultural and CBT literature, and consultation with 
Maori/non-Maori psychologists, clients and elders 

2. Cachelin et al. (2014) No Yes Stage Model of Behavioural Therapies (Rounsaville, Carroll & Onken, 2001) 

3. Dwight-Johnson et al. (2011) No No Not reported 

4. Hwang et al. (2015) No Yes Psychotherapy Adaptation and Modification Framework (Hwang, 2009); focus groups with 
therapists, and interviews with Buddhist monks/nuns, Taoist masters and traditional Chinese 
medicine practitioners 

5. González-Prendes et al. (2011) No No Adaptation based on cognitive behavioural approaches, drawing on research re the importance of 
Latino-specific values in CBT 

6. Pan et al. (2011) No No Reviewing research, protocol, develop even cultural adaptations, test viability 

7. Pearson et al. (2019) No Yes Map of Adaptation Process (McKleroy et al., 2006); collaboration with tribal advisory board 

8. Rathod et al. (2013) No Yes Framework of Cultural Adaptations of Psychological Therapies (Tseng et al, 2005) 

9. Skilbeck et al. (2020) No; only brief treatment 
plan 

No Not reported 

10. Valen[ne et al. (2017) No Yes Five-Stage Model for Cultural Adaptation (Barrera et al., 2013) 

11. Wallace et al. (2021) Yes; session-by-session 
adaptations 

Yes Explanatory Bridging Model (Hinton & Patel, 2017) 

12. Webster et al. (2023) No Yes The Cultural Treatment Adaptation Framework (origins unclear from paper), and interviewing 
carers 

13. Weingarden et al. (2011) No; Technique 
embedded within case 
studies 

No Not reported 

14. Williams et al. (2014) No; Considerations 
outlined 

No Not reported 

   373 
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Quality assessment: Reporting of intervention adaptation 374 

Given that this review is interested in how well adapted interventions are reported 375 

by studies, the TIDieR Checklist (Hoffmann et al., 2014) was used was used to appraise this 376 

(see Table 5). Table 4 outlines the extent to which studies reported their adaptation process 377 

and if so, which framework or approach they used. The quality of and extent to which 378 

findings are reported affects their accessibility and subsequent replicability by other 379 

clinicians. For transparency, all studies were included in this review irrespective of how well 380 

they reported interventions, with considerations and implications of reporting quality 381 

considered during data synthesis and the discussion, particularly in consideration of future 382 

research recommendations. 383 

Whilst still requiring more detail, Cachelin et al. (2014), Dwight-Johnson et al. (2011), 384 

González-Prendes et al. (2011) and Webster et al. (2023) can be considered better examples 385 

to look to in comparison to the other reviewed studies regarding the extent to which they 386 

reported on the intervention adaptation process. According to the TiDieR Checklist, Bennett 387 

et al. (2014), Pan et al. (2011), Weingarden et al. (2011) and Williams et al. (2014) might be 388 

considered examples of studies that do not effectively report adapted interventions.  389 

All of the studies provided an intervention name and rationale for the adaptation of 390 

the intervention. However, the vast majority of studies lacked clear and detailed 391 

information regarding the adaptation process, including materials used, procedures taken, 392 

facilitators and information around intervention delivery, such as location and frequency. 393 

 394 

 395 

 396 
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Table 5:  TIDieR Checklist (Hoffman et al., 2014) Quality Appraisal 397 
 398 

 Hoffman et al.’s (2014) TIDieR Checklist 

Study Brief name Why What 
(materials) 

What 
(procedure) 

Who 
provided 

How Where When and 
how much 

Tailoring Modification How well 
(planned) 

How well 
(actual) 

1. BenneL et 
al. (2014) 

✓ ✓ X X X X X / / X / X 

2. Cachelin et 
al. (2014) 

✓ ✓ ✓ X / ✓ X ✓ X X / / 

3. Dwight-
Johnson et 
al. (2011) 

✓ ✓ ✓ X ✓ ✓ ✓ ✓ X X ✓ ✓ 

4. González-
Prendes et 
al. (2011) 

✓ ✓ / ✓ ✓ ✓ / ✓ X X X X 

5. Hwang et al. 
(2015) 

✓ ✓ /  X / / / / X X ✓ ✓ 

6. Pan et al. 
(2011) 

✓ ✓ / X X X X / X X ✓ / 

7. Pearson et 
al. (2019) 

✓ ✓ / / / X ✓ X X X / / 
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8. Rathod et al. 
(2013) 

✓ ✓ X X ✓ X / ✓ X X ✓ / 

9. Skilbeck et 
al. (2020) 

✓ ✓ / / ✓ / / / / X X X 

10. Valen[ne et 
al. (2017) 

✓ ✓ / X / / X X X X / / 

11. Wallace et 
al. (2021). 

✓ ✓ / ✓ X / X X / X X X 

12. Webster et 
al. (2023) 

✓ ✓ / / ✓ ✓ ✓ ✓ / X ✓ ✓ 

13. Weingarden 
et al. (2011) 

✓ ✓ X / X X X ✓ X X / / 

14. Williams et 
al. (2014) 

✓ ✓ / X X X X X X X X X 

Key: ✓: information provided.     /: Information partly provided.     X: information not provided. 399 

 400 
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Bernal Framework: Adaptations that were made 401 

The Bernal et al.’s (1995) framework of cultural adaptation of interventions was used 402 

to scrutinise the scope of the adaptation as outlined in Table 6. Whilst the majority of 403 

studies offered commentary that can be considered within Bernal et al.’s (1995) eight 404 

dimensions, the studies largely outlined considerations for therapists to make, as opposed 405 

to the interventions’ substantive content and how they can be replicated (see table 6). 406 

Examples of considerations for the therapist to make, as opposed to operational 407 

adaptations, included the things that a therapist might want to hold in mind during 408 

intervention delivery, such as cultural background, or do to develop their cultural 409 

competence (e.g. Dwight-Johnson et al., 2011; Weingarden et al., 2011; Williams et al, 410 

2014). Overall, studies lacked information about the professional background of therapists 411 

and how they can be appropriately trained or supported during training delivery. 412 

The findings reported in Table 6 have been further narratively synthesised below 413 

according to Bernal’s eight dimensions: 414 

1. Language 415 

Five studies (Pan et al., 2011; Rathod et al., 2013; Skilbeck et al., 2020; Weingarden 416 

et al., 2011; Williams et al., 2014) did not report any language-related changes. Of the nine 417 

studies that did report changes, five reported a form of translation being carried out. Six 418 

studies (e.g. Dwight-Johnson et al., 2011; Wallace et al., 2021) described the incorporation 419 

of concepts or phrases relevant to the cultural group, linguistic, regional or semantic 420 

considerations being made, or the simplification of language. For the most part, the studies 421 

did not provide actual examples of translated content or where this can be accessed. 422 

2. Persons 423 
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Two studies (Hwang et al., 2015; Rathod et al., 2013) did not report any changes 424 

related to this dimension. Ten studies commented on the therapist-client relationship, or 425 

the importance of who delivers the interventions and the way in which this is done. For 426 

example, Pan et al. (2011) reported that the cultural group gives important to hierarchy, 427 

thus placing emphasis on this being considered during intervention delivery. Some studies 428 

commented on techniques that might help the therapist to support the therapeutic alliance, 429 

such as additional session time to support engagement (e.g. Pearson et al., 2019; Williams 430 

et al., 2014). Despite the majority of studies highlighting the importance of the relationship 431 

with the client, few outlined examples of how this can be done in practice. 432 

3. Metaphors 433 

Five studies (Cachelin et al., 2014; Pan et al., 2011; Rathod et al., 2013; Skilbeck et 434 

al., 2020; Weingarden et al., 2011) did not report adaptation of relevant metaphors, 435 

concepts or proverbs. Some studies provided specific examples of culturally-sensitive 436 

metaphors, symbols or stories, including visual aids. Bennett et al. (2014) referred to the 437 

incorporation of Maori proverbs, known as whakatauki in the context of CBT, thus bridging 438 

the gap between the adaptation and original intervention, offering clarity in the adaptation 439 

process and related rationale for the reader. However, six studies (e.g. Dwight-Johnson et 440 

al., 2011) referred to changes being made, without changes clearly being reported. 441 

4. Content 442 

Two studies (Dwight-Johnson et al., 2011; Rathod et al., 2013)  did not report any 443 

adaptations made under the content dimension. Of the other studies, some commented on 444 

the incorporation of religion or spirituality, such as the use of prayer in sessions (Bennett et 445 

al., 2014), tribal or cultural customs, values and traditions, and meaningful activity, such as 446 
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poetry or music. These considerations were made by seven studies (e.g. González-Prendes 447 

et al., 2011) in relation to factors for the therapist to be aware of and hold in mind, which in 448 

itself was considered integral to culturally-adapted approaches. Five studies (e.g. Pearson et 449 

al., 2019) identified ways in which activities could integrate appropriate narratives or 450 

practices. 451 

5. Concepts 452 

Two studies (Dwight-Johnson et al., 2011; Rathod et al., 2013) did not report 453 

adaptations made under this dimension. The other 12 studies referred to the intervention 454 

considering specific values that the cultural group may place importance upon. For example, 455 

considering the role of strength, family, community experiences (e.g. Valentine et al., 2017), 456 

and social context. 457 

6. Goals 458 

Four studies (Dwight-Johnson et al., 2011; Rathod et al., 2013, Valentine et al., 2017; 459 

Webster et al., 2023) did not report adaptations related to this dimension. Some studies 460 

commented on development of goals and the cultural space in relation to context, 461 

worldview and client narratives. Nine studies (e.g. Bennett et al., 2014) referred to how 462 

therapists may do this, whilst others provided minimal information, merely referring to the 463 

adaptation without additional guidance. 464 

7. Methods 465 

Two studies (Dwight-Johnson et al., 2011; Rathod et al., 2013) did not provide 466 

adaptations related to intervention methods. The vast majority commented on the 467 

intervention’s practical adaptation, tailoring of materials and graphics, and use of culturally-468 

sensitive techniques. For example, reframing anxiety according to cultural narratives and 469 
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beliefs (Pan et al., 2011). Five studies (e.g. Hwang et al., 2015) did not provide explicit 470 

examples of adaptation to methodology, but commented on considerations to make. For 471 

instance, considering social context during intervention delivery, but studies not explicitly 472 

stating how to do so. 473 

8. Context 474 

Two studies (Hwang et al., 2015; Rathod et al., 2013) did not report adaptations 475 

under this dimension. The other 12 studies commented on the importance of context, 476 

support systems, delivery of interventions in the community, client educational level, 477 

culturally-specific considerations around stigma or trauma, and history. For example, given 478 

heightened concerns in some Black and Asian communities regarding social opinion, 479 

Webster et al. (2023) included an additional prompt re confidentiality. Whilst the studies 480 

commented on the importance of these factors, the reporting of adaptations that they 481 

made were poor, as outlined in tables 5 and 6. 482 

 483 
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Table 6: Data extraction using Bernal et al.’s (1995) framework for cultural adaptation of interventions 484 
 485 

 Bernal et al’s (1995) Dimensions and Culturally Sensitive Elements 

Study 1. Language 2. Persons 3. Metaphors 4. Content 5. Concepts 6. Goals 7. Methods 8. Context 

1. BenneL et 
al. (2014) 

Concepts translated in 
native language, but 
how this is 
incorporated into the 
manual is not reported 

Emphasis on family, 
therapist-client 
relationship, 
sharing of personal 
information (e.g. 
tribal affiliation, 
family background) 

Maori-
appropriate 
metaphors, 
proverbs and 
vignettes used 

Spirituality; 
sessions open and 
close with prayer 

Values around 
connectedness 

CBT goals 
considered in line 
with Maori 
proverbs 

Yes, e.g. prayer 
incorporated into 
therapy 

To some extent, e.g. 
tribal history, social 
support  

2. Cachelin et 
al. (2014) 

English language 
sessions, materials and 
measures (as English-
speaking sample 
recruited) 

Family-focused role 
plays and vignettes 
incorporated 

Not reported Consideration of 
values, cultural 
narratives and 
activities  

Relevant 
American and 
Latino foods 
considered 

Sensitivity to 
worldviews, social 
context, life 
experience 

Social context 
considered9 

Consideration of 
family support, 
sensitivity to 
worldview 

3. Dwight-
Johnson et 
al. (2011) 

Workbook translated 
to Spanish, and 
content used Latino 
names/ contextual 
examples. Bilingual 
study team members 
reviewed manual 

Option to do first 
session in person 
due to cultural 
considerations 

Consideration of 
idioms, but no 
expansion on this 

Not reported Not reported Not reported Not reported Considerations of 
context, but no 
expansion on this 

4. Hwang et 
al. (2015) 

Manuals translated 
and back-translated to 
ensure conceptual, 
linguistic and semantic 
consistency. Materials 
reviewed across 
regions 

Not reported Cultural 
metaphors and 
symbols 
incorporated 

Philosophical and 
cultural teachings 
integrated 

Culturally-
relevant issues 
and 
communication 
considered 

Yes, but minimal 
detail 

Therapists 
supported to do the 
work, but paper 
does not report 
how 

Not reported 

5. González-
Prendes et 
al. (2011) 

Use of, both, English 
and Spanish as per 
client’s preference. 
Spanish words used to 
establish rapport, e.g. 
at greeting 

The therapist was 
mindful of and 
explored both of 
their cultural 
identities together. 
Reference to ethnic 

Incorporation of 
cultural concepts 
and symbols, 
appropriate 
language use 

Culturally-specific 
knowledge and 
traditions 
considered 

Adaptation of 
terminology used, 
e.g. 
rational/irrational 
thoughts 
reframed to 

Approach actively 
considered 
culture/context, 
sensitive to 
cultural views 

Methods culturally 
adapted, e.g. 
behavioural 
activation in the 
context of the client 
and therapist’s 

Context integral to 
the approach; 
naming that not 
doing so can hinder 
collaboration 
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matching and 
gender roles. 
Interplay between 
therapist and 
familial roles 

helpful/unhelpful; 
code-switching 

cultures/world 
views 

6. Pan et al. 
(2011) 

Not reported Emphasise 
confidentiality and 
vertical nature of 
the client-therapist 
relationship (given 
cultural 
endorsement of 
hierarchy) 

Not reported Consideration of 
values, e.g. 
calmness 

Integration of 
cultural view of 
emotions and 
disclosure 

Explore client’s 
narratives re 
problems and 
normalise 

Extensive 
psychoeducation, 
therapist approach 
to emotional 
reactions and 
reframing anxiety 

Consider 
acculturation and 
cultural background 

7. Pearson et 
al. (2019) 

Simplified language, 
removal of jargon, 
improving readability 

Additional pre-
session to aid 
engagement and 
space for therapy 
rationale, and 
therapist tips to aid 
the relationship 

Adapting 
definitions and 
concepts, use of 
visual aids 

Additional content 
on relationships, 
indigenous, 
spiritual and tribal 
factors, and 
cultural activity 

Exercises and 
examples 
relevant to the 
AIAN community 

Additional pre-
therapy session 
for setting up the 
space 

Use of adapted 
handouts, protocols 
and ceremonies, 
and indigenous 
images 

Cultural adaptation 
of materials, 
concepts and 
definitions for ease of 
community delivery 

8. Rathod et 
al. (2013) 

Not reported Not reported Not reported Not reported Not reported Not reported Not reported Not reported 

9. Skilbeck et 
al. (2020) 

Not reported Reference to 
therapist’s own 
cultural position, 
but not re the 
adaptation 

Not reported Consideration of 
family/cultural 
values and 
attitudes 

Concept of 
familism 
integrated into 
treatment plan 

Space for client 
culturally-specific 
goals 

Methods adapted 
to involve familism 
value, e.g. cognitive 
restructuring 
involving family 

Family/cultural 
history and context 
held in mind 
throughout 

10. Valen[ne et 
al. (2017) 

Manual translated to 
Spanish, consideration 
of regional language 

Consideration of 
client mistrust of 
therapist; how 
adaptation 
addressed this not 
reported 

Consideration of 
cultural idioms of 
distress, 
adaptation of the 
original manual’s 
visual cues  
 

Awareness of 
cultural values, 
customs and 
beliefs 

Integration of 
community 
context (e.g. 
family or 
violence) 

Not reported Manual provided 
additional material 
re specific 
techniques, e.g. 
Socratic 
questioning, more 
relevant 
examples/vignettes 

Relevance of client 
educational level, 
social factors 
affecting trauma 
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11. Wallace et 
al. (2021). 

Use the client’s terms 
for cultural specificity 

Build a strong 
therapist-client 
alliance around 
shared identity 

Draw on cultural 
schemas and 
culturally-relevant 
metaphors 

Incorporate 
culturally-relevant 
behaviour and 
coping, 
meaningful end of 
intervention 
celebration, e.g. 
poems, music  

Consideration of 
client’s technique 
preferences 

Focus on 
establishing the 
treatment and 
client expectancy, 
how therapy will 
help with cultural 
roles 

Reframe in 
culturally-sensitive 
ways 

Consideration of 
stigma, cultural roles, 
social support 

12. Webster et 
al. (2023) 

Translation to Urdu 
where needed; manual 
language simplified 
and amended 

Acknowledgement 
of impact of 
therapist cultural 
competence, but 
unclear if 
adaptation 
incorporated this 

Narratives, values 
and visual aids 
reflected cultural 
considerations 

Adaptations 
considered 
cultural group 
narratives 

Cultural examples 
and themes 
incorporated 

Not reported Materials/graphics 
diversified 

Consideration of 
context, societal 
views, family, e.g. 
role of confidentiality 

13. Weingarden 
et al. (2011) 

Not reported Maintain openness 
between therapist 
and client 

Not reported Consideration of 
cultural beliefs 
and narratives 

Drawing on and 
reframing 
cultural- concepts 

Goals 
incorporated 
cultural values 

Formulation 
integrated cultural 
interpretations, 
adapting therapist 
technique and 
exercises 

Consideration of 
context 

14. Williams et 
al. (2014) 

Not reported Therapist cultural 
disclosure fosters 
safety and 
openness; have 
time for building 
trust, alliance, 
rapport. Address 
therapist-client race 
issues 

Use of concepts 
that resonate 

Understand role of 
values, beliefs, 
faith 

Consider role of 
strength for the 
cultural group, 
intersectionality 

Culturally-
sensitive goals 
developed 

Use of culturally-
sensitive 
assessment and 
activities 

Exploration of race in 
relation to trauma 
experiences, family, 
racial history 

 486 

 487 

 488 
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Discussion 489 

This review aimed to explore which interventions were adapted, the process of 490 

adaptation used and how well this was described, and how well the adapted interventions 491 

themselves were reported. Given that a large number of psychotherapeutic interventions 492 

have not been developed with global majority populations in mind, the adequate 493 

adaptation of interventions and the subsequent reporting of them to allow for replication is 494 

necessary. For this review, 14 studies were identified through the systematic searching of 495 

four relevant databases and additional hand searching for completeness. The review aimed 496 

to explore the reporting of culturally adapted psychotherapeutic interventions within 497 

published qualitative, quantitative or mixed methods research. 498 

Irrespective of model, population, HIC or adaptation process, the reviewed studies 499 

showed similarities in findings, predominantly showing positive outcomes for clients 500 

receiving the intervention. The studies were all clear in their rationale for adaptation for the 501 

specified population and which intervention was adapted. Regarding question 1, a range of 502 

interventions were adapted, 13 of which were variations of cognitive behavioural 503 

interventions, and the final intervention was START (Webster et al., 2023), for which the 504 

theoretical underpinnings were not clearly reported. 505 

In answering question 2 of this review, Bernal’s framework (1995) was used. This 506 

showed that whilst some studies were more comprehensive in outlining the process 507 

through which interventions were adapted and an overview of the tailored approach, the 508 

majority lacked transparency and detail, thus making replicability of the intervention 509 

difficult. It is helpful to note that the majority of studies suggested that further research is 510 

done to clarify or further reinforce their findings. This may explain a prospective reluctance 511 
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to publish intervention outlines or manuals where researchers intend to increase confidence 512 

in the evidence of their intervention’s efficacy before their widespread clinical delivery. 513 

Despite some studies reporting that the intervention content and/or materials were 514 

translated, the extent of this was not clear. Interventions involving lingual adaptation might 515 

have lacked consideration of regional or local linguistic factors. Future studies may benefit 516 

from explicitly naming the process of translating or integration of language-related factors. 517 

Bernal’s framework was used as an organising structure for this review due to its 518 

comprehensiveness and widespread use. Research has shown that intervention adaptation 519 

using the Bernal framework (Smith et al., 2011) led to positive outcomes. Contrastingly, 520 

critique of the framework suggests that its eight dimensions overlap, making differentiation 521 

between them difficult. For example, content, concepts and context dimensions interrelate 522 

to social context, with the framework’s list format making real-world application challenging 523 

(Chu & Leino, 2017). Further, the framework was developed for the adaptation of face-to-524 

face treatment, limiting its applicability to other intervention types such as online delivery 525 

(Harper Shehadeh et al., 2016). Given that the interventions reported in this review’s 14 526 

studies vary in model, mode and format, it can be suggested that Bernal’s framework may 527 

not have been the appropriate tool for them all. However, arguably, no one adaptation 528 

framework is going to align with all approaches or interventions and to ensure the quality 529 

adaptation of interventions, clear, consistent and widely accepted ways of approaching 530 

adaptation need to be used. 531 

Whilst the process of cultural adaptation can be systematic, it is open to subjectivity 532 

and interpretation. It cannot be said that outcomes of a culturally adapted intervention are 533 

solely due to the systematic adaptation when the therapists delivering the interventions 534 

may, intentionally or intentionally, make their own adaptations. For example, in an RCT 535 
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evaluating an adapted vs a non-adapted intervention (e.g. Hwang et al., 2015), therapists 536 

delivering the non-adapted intervention may implement their own adaptations. 537 

Relating to question 3 of this review, the studies significantly differed in their 538 

description of the adapted interventions, as demonstrated using Hoffmann et al’s (2014) 539 

TIDieR checklist (see Table 5). Given the review’s key focus on reporting of cultural 540 

adaptation, the checklist was effective is supporting this process. The researcher was able to 541 

clearly delineate the studies’ quality of reporting key aspects of an intervention, which 542 

demonstrated that this was generally poor. 543 

Although some studies did outline adaptations, these were not always clearly 544 

reported. The author of the current review was required to thoroughly examine disparate 545 

parts of the majority of studies for details, particularly those which did not provide an 546 

intervention outline or plan. Given cross-cultural differences, and the assumption that some 547 

clinicians may use interventions adapted for a cultural group to which they do not belong, 548 

the complexity of having to decipher which adaptations are made, their meaning or 549 

narratives, and how to implement changes when studies have not clearly reported them is 550 

likely to present additional barriers to their use with underserved populations. 551 

 552 

Strengths and limitations 553 

The strengths of this review include its use of a broad search strategy whilst 554 

maintaining focus on clearly identifies aims and outcomes to increase the clarity of its 555 

findings. The review employed a structured approach to identifying consistencies and 556 

inconsistencies in adaptation work and highlighted that there is a need for further research 557 

to be carried out in specific areas, as highlighted below. The review answered its three 558 

questions, collating and summarising key findings, identifying areas for development. 559 



 38 

Given that the studies only covered three out of 81 HICs (World Bank, 2023), despite 560 

the search being carried out systematically and extensively, this suggests that research is 561 

limited and requires expansion into other HICs. The current review was also limited to 562 

studies published in English, thus potentially excluding other relevant findings across global 563 

settings. It is also helpful to note that, as discussed previously, the search strategy was 564 

adapted to include culturally-specific terms. However, there is great variation in language 565 

used around culture and global majority populations, psychotherapeutic interventions and 566 

adaptation, hence, making a focused, yet broad search strategy challenging. Beyond the 567 

systematic search, extensive hand searching and contact with authors of eligible studies was 568 

used to ensure that a comprehensive review was carried out. 569 

This review may be limited in the way in which culture was defined and populations 570 

were grouped. Although the cultural population was clearly defined as people from a global 571 

majority background, which may encapsulate ethnicity and race, and other intersectional 572 

identities, perception of these groups is somewhat open to interpretation given the 573 

complexity of individual and group identities (Fernando, 2010). The author attempted to 574 

overcome this challenge through identifying studies which focused on clear cultural groups, 575 

as opposed to the grouping of a range of cultures, which might have adapted interventions 576 

for “multicultural” groups, as opposed to a specific culture or race. 577 

The overlap and distinction between global majority versus ethnic minority language 578 

presents a further consideration, as discussed in the introductory chapter. Both terms were 579 

held in mind during this review, including within the search strategy, as there is significant 580 

variance in published language. Whilst global majority is increasingly being used in research 581 

and clinical settings, the majority of literature refers to ethnic minority groups, particularly 582 

within HICs. The author chose to use global majority terminology, as it allows for a wider 583 
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world view of cultural groups, their origins, and the complexities within and around them, 584 

and is more empowering of these populations. However, the author recognises that ethnic 585 

minority terminology may better underline the inequalities that these groups face, given 586 

that in many HICs they may be minoritised. 587 

Although this review attempted to look at adaptation for HIC-born populations, this 588 

was not made explicit by some studies, so some participants might have been LMIC-born, 589 

thus affecting acculturation levels and subsequently, how effective a culturally-adapted 590 

treatment may be for people who have migrated, been displaced or sought refuge, 591 

particularly if they have experienced associated trauma. 592 

Whilst the review used an established and widely recognised cultural adaptation 593 

framework (Bernal et al., 1995) to explore the quality of adaptation of the studies, this is 594 

just one of many frameworks. Other frameworks might have uncovered alternate findings. 595 

Although Bernal’s framework offers clear guidance related to each of the eight dimensions, 596 

the author’s data extraction relied upon their interpretation of Bernal’s dimensions, and 597 

whether each study’s adaptations (where reported) aligned with the dimensions and 598 

language used by Bernal to describe each of the changes that can be made to make an 599 

intervention more culturally-sensitive. Whilst the author had discussions about data 600 

extraction with their research team to minimise author bias and a collaborating peer 601 

researcher appraised some of the studies to increase reliability, it is helpful to note that the 602 

process was inevitably open to some subjectivity. Given the variation in the settings, 603 

cultures, approaches and reporting across included studies, this subjectivity is arguably 604 

unavoidable. 605 

 606 
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Clinical implications 607 

Services working towards an evidence-based approach, which may rely upon 608 

research to guide intervention delivery, might struggle to do so whereby research 609 

significantly varies in its reporting of adapted interventions. As highlighted by this review, 610 

studies lack comprehensive and detailed reporting of adaptation, thus leaving readers in the 611 

dark about how to implement interventions where they are recommended. 612 

Although not the focus of this review all of the interventions led to better client 613 

outcomes. This suggests services supporting ethnic minority or global majority populations 614 

within HIC, particularly in areas that are high in ethnic density, would benefit from adapting 615 

psychotherapeutic interventions according to the cultural group that one identifies with. In 616 

practice, this may be challenging, given the vast range of cultural groups that one service 617 

may serve. However, as discussed in this review, some changes can be slight, easy to 618 

implement and require low resource. Ideally, a service would systematically adapt an 619 

intervention, particularly to work to an evidence-based approach, which may be 620 

compromised with minor, less structured adaptations that may be open to bias and 621 

individual interpretation. 622 

 623 

Research implications 624 

As mentioned, some studies explicitly recommended that further research is done to 625 

clarify or increase confidence in their findings. Studies may benefit from reporting details of 626 

the intervention more comprehensively, such as through the use of Hoffmann et al.’s (2014) 627 

TIDieR Checklist. This will allow for clinicians to better extract and apply findings where 628 

needed, but also for researchers to better ascertain further gaps in findings. 629 
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Future reviews may also benefit from focusing on interventions adapted for migrant 630 

and displaced populations in HICs, exploring the role of acculturation and trauma-related 631 

experiences. A review replicating this strategy, but for child and family interventions in HICs 632 

may be beneficial, with future reviews also considering group interventions. Given that most 633 

cultural adaptation frameworks were developed for a particular population, model or 634 

therapeutic approach (e.g. one-to-one, face-to-face etc.) in mind, a review of cultural 635 

adaptation frameworks may be beneficial to clarify their relevance and use across 636 

populations and intervention type. Across all of these areas, future research might also 637 

benefit from hearing the voices of people accessing the interventions, or struggling to do so. 638 

 639 

Conclusions 640 

This review suggests that the majority of adapted interventions for people from 641 

global majority backgrounds in HICs are cognitive-behavioural. Studies are generally not 642 

reporting these adapted interventions with transparency and clarity, subsequently making it 643 

difficult for adapted interventions to be replicated and applied to practice. This highlights a 644 

disconnect between identified clinical needs and research quality, thus potentially 645 

maintaining ineffective care provision for underserved global majority populations. Future 646 

researchers and authors may wish to better report their findings and adaptations to allow 647 

for better widespread psychotherapeutic practice. 648 

 649 

 650 

 651 

 652 

 653 
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Chapter Two: A qualitative exploration of Trainee’s experiences of 882 

Clinical Psychology training and clinical practice in Pakistan 883 
 884 
 885 

Abstract 886 
 887 
 This study aimed to explore the experiences of Trainee Clinical Psychologists in 888 

Pakistan, with a particular focus on their experiences of training, the context within which 889 

they train and working with local populations. Ten Trainee Clinical Psychologists participated 890 

in online interviews, which were transcribed and analysed via Interpretative 891 

Phenomenological Analysis. Four Group Experiential Themes (GETs) emerged; 1) 892 

Identity/intersectionality, 2) Narratives of the field, 3) Experiences of training and 4) Looking 893 

ahead. There were a total of 11 group-level subthemes across the GETs. The themes 894 

represented, both, individual and collective experiences, including sociocultural and political 895 

narratives. The themes reflected participant experiences of training itself and working with 896 

local populations, with a thread running through of the role of intersectional identities. 897 

Participants made connections between their intra and extra training experiences, and the 898 

interplay between these, their identities as Trainee Clinical Psychologists, and subsequently, 899 

the hopes that they had for training and the wider profession. The study concluded with 900 

recommendations for training in Pakistan and the UK, and future research. 901 

 902 

Key words: Clinical Psychology, training, higher education, Pakistan, South Asia, 903 

experiences, clinical practice 904 
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Introduction 908 
 909 

Pakistan is a low- and middle-income country (LMIC) located in South Asia. It has an 910 

approximate population of 215 million people. Urdu and English are Pakistan’s official 911 

languages, with 44% of the population speaking Punjabi as their first language and 7% Urdu 912 

(Pakistan Bureau of Statistics, 2021b). Although Urdu is only the first language for 7% of the 913 

population, it is a second language for a majority of the population. Punjab is Pakistan’s 914 

most populated province, with more than half of the country’s population residing there 915 

(Britannica, 2023). The vast majority of the country’s population are Muslim at 96%, with 916 

1.5% Christians and 1.6% Jains (Pakistan Bureau of Statistics, 2021a). 917 

Pakistan was historically under British rule between 1858 and 1947 (Rahman et al., 918 

2018) and the impact of its colonial history has remained. Pakistan has faced significant 919 

socio-political instability and change since its partition from India in 1947, with instabilities 920 

continuing to manifest in various forms. Political parties have been accused of financial 921 

corruption and money laundering using the country’s money at times, with less priority on 922 

improving healthcare, educational and social infrastructure (Talbot, 2022). This continues to 923 

have a profound effect on the identity and cohesion of its population, and their trust in 924 

leadership and authority. Understanding the country’s political context is integral to 925 

understanding the foundations upon which educational systems and institutes have been 926 

built (Ashraf & Ismat, 2016). 927 

 928 

Mental health in Pakistan 929 

Knowledge and awareness of mental health care, its need and delivery in Pakistan is 930 

developing (Mirza & Rahman, 2019). This can be attributed to various influences, including 931 

the purported role that religion and spirituality are believed to play in causing mental health 932 
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difficulties (Naeem et al., 2010). For example, as Islam states that difficult experiences can 933 

be a test of faith from God, mental health difficulties may be understood as such by some 934 

(Bagasra & Mackinem, 2014). 935 

Health care is difficult to access for many in Pakistan and is considerably under-936 

resourced (Begum et al., 2020). Mental health provision is often sourced from private 937 

providers, and is largely unregulated and expensive (Malik et al., 2016). There has been the 938 

historical poor prioritisation of mental health care in the country (Bashir, 2018), with 939 

gradual increases in attention paid to its need. Mental healthcare in Pakistan significantly 940 

changed and developed following the British colonisation of Pakistan, much of which 941 

involved the introduction of mental health hospitals (Javed et al., 2020). There has also been 942 

progression in mental health rights, prevention and promotion through the 2001 Pakistan 943 

Mental Health Ordinance (Provincial Assembly of Punjab, 2001), although this requires 944 

updating and attention to this has varied between provinces. The Act bears similarities to 945 

UK Acts given the large numbers of UK-trained psychiatrists working in Pakistan and British-946 

Pakistani psychiatrists with links to the field in Pakistan (Tareen & Tareen, 2016).  947 

Financial stressors, gender, class, power-related difficulties (Mumford et al., 1997), 948 

migration, educational opportunities, and, variably living in urban areas (Kidwai, 2014) can 949 

increase psychological distress in Pakistan. A country’s power and wealth can affect 950 

understanding and treatment of mental health difficulties (Bracken, Giller & Summerfield, 951 

2016), which is integral to understanding mental health care in LMICs. 952 

There are few policies and plans focusing on mental health provision in Pakistan and 953 

those in place are unclear and inaccessible, with little to no evidence and statistics around 954 

access to services and staffing (WHO, 2020), and little discussion in parliament regarding 955 
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health (Sadiq et al., 2019). Implementation of developed laws and regulations continues to 956 

be an issue (Mufti, 2010). 957 

LMICs significantly under-resource mental health services, including Clinical 958 

Psychology (CP), thus decreasing the quality of care (Eaton et al., 2011). Sections of 959 

Pakistani society lacks consideration for mental health in various ways, including culturally, 960 

socially, economically, politically and educationally (Hussain et al., 2018). For instance, a 961 

policy supporting the growth of community mental health and incorporation of mental 962 

health care into primary services from 2003 has not yet been actioned (Hussain et al., 2018). 963 

Few professionals work in community services, with high numbers of mental health 964 

professionals lacking appropriate training (Irfan, 2013), This can partly be explained by a 965 

highly medicalised and psychiatrically-influenced approach when diagnosing and treating in 966 

Urbanised hospitals. Where professionals are trained, the often low political commitment to 967 

maintain standards can result in inconsistent service provision (Budosan, 2023). Statistics for 968 

the number of psychologists per 100,000 in Pakistan were reported as 0.05 by WHO (2020). 969 

Challenges related to the provision of quality care in Pakistan increase when there are 970 

insufficient numbers of qualified mental health professionals (WHO, 2014). 971 

 972 

Clinical Psychology in Pakistan 973 

Despite Clinical Psychology (CP) Institutes having existed in Pakistan for over 40 974 

years, little research has been conducted into the approaches that are used, the impact on 975 

trainees and their experiences, and the subsequent quality of provision for local 976 

populations. The University in Karachi’s Institute of Clinical Psychology was founded in 1983, 977 

making it the oldest CP training facility in Pakistan. CP training is offered by other 978 

universities, including Bahria University’s Institute of Professional Psychology and the 979 
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University of Punjab’s Centre for CP. The various institutes differ in their approaches and 980 

training pathways, with no national regulatory body and considerable variation across 981 

courses. They also vary in public versus private institute status, thus affecting tuition fee 982 

amounts. Training is offered across Masters, MPhil and PhD levels, incorporating academic, 983 

research and/or clinical internship elements. Given the variation in training types and 984 

approaches, the exact number of CP training programmes currently offered is unclear. PsyD 985 

programmes are not currently offered in Pakistan. Whereas a PhD (Doctor of Philosophy) is 986 

largely research-based, a PsyD (Doctor of Psychology) is a professional doctorate whereby 987 

qualification allows for work in clinical practice. However, some known CP PhDs in Pakistan 988 

encompass clinical placement elements, allowing for qualified individuals to subsequently 989 

work in clinical practice. 990 

 991 

Global South 992 

Long-term considerations about the implications of the use of Western materials and 993 

ideas in South Asian CP have been discussed (Lemma, 1999). Research has shown that there 994 

is a lack of information about the cultural and contextual relevance of mental health 995 

support in LMICs (Fernando, 2014). There is a need for mental health courses in higher 996 

education in Pakistan to be standardised, with local context being held in mind more so than 997 

it has been (Khalily, 2011). 998 

Research suggests that although research into CP training in Pakistan is lacking, 999 

psychological interventions in the country were shown to be more successful when drawing 1000 

on culturally-appropriate narratives and tasks (Atif et al., 2019), such as appropriate 1001 

communication and language (Irfan et al., 2017). For instance, whilst the West might 1002 

consider lowering the gaze as poor eye contact, this could be seen as respectful in Pakistan. 1003 
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It can be suggested that Western-developed methods and training materials may not hold 1004 

the relevance of Pakistan-appropriate social, cultural, religious and political factors, local 1005 

accessibility and provision (Syed et al., 2007), and the influence of socioeconomic status and 1006 

education in mind. This holds particular relevance when looking at how the population 1007 

engages with and understands therapy (Naeem et al., 2014). 1008 

Barriers to accessing therapy in Pakistan can include financial implications, stigma 1009 

and societal views, and little knowledge of mental health (Husain, 2020). Religious and/or 1010 

spiritual factors are often used to explain mental health difficulties in Pakistani culture 1011 

(Naeem et al., 2010). For example, Jinn (Arabic for spirits) may be seen as a cause of 1012 

psychosis-related symptoms, such as through possession. Up to 73% of people with 1013 

psychiatric diagnoses used traditional healing (Farooqi, 2006) and approximately 40% of 1014 

people who sought help from a faith healer in Pakistan also met criteria for psychiatric 1015 

diagnoses (Saeed et al., 2000). Accessing mental health support from traditional healers in 1016 

Pakistan can be more cost-effective, socially acceptable, geographically accessible and often 1017 

aligns more so with belief systems (Ali & Gul, 2018). Mental health professionals and 1018 

younger people are more optimistic about the use of psychological therapy, however, 1019 

findings vary regarding experiences of faith healing. Whilst some findings suggest that a 1020 

minority of the population preferred psychological over traditional healing and/or 1021 

medicalised approaches (Munawar et al., 2020), others showed that faith healing led to no 1022 

relief for 32.4% of a sample also accessing support from a psychiatric service (Khoso et al., 1023 

2018). Traditional healing can involve the repetition of Quranic verses or use of a Taweez (a 1024 

protective locket; Farooqi, 2006). 1025 

Some commentators have highlighted ways in which the Global South can model 1026 

practice to the Global North. For example, mindfulness is widely used by the West, but 1027 
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originates in philosophies and belief systems from the Global South (White et al., 2020). 1028 

Whilst Western cultures might draw more so on individualistic approaches, non-Western 1029 

cultures place importance on collective healing, which may be through community or family 1030 

systems (Kirmayer, 2007). Family can play a key role in enabling people to access support 1031 

(Naqvi et al., 2009). 1032 

Whilst research highlights the need for the cultural adaptation of therapy in Pakistan 1033 

(Latif et al., 2021), the Global South tend to use or draw on models and materials that are 1034 

developed in English using Western ideology by and for the Global North without adaptation 1035 

(Yakushko, 2020). However, the impact of this upon CP training in Pakistan is not known. 1036 

This research aims to better understand the experiences of Clinical Psychology (CP) 1037 

Trainees in Pakistan. In developing insight into the profession, the efficacy of training and 1038 

the impact of CP provision upon local populations, the profession can continue to be 1039 

developed with the local population and culture/s in mind. Gaining a better understanding 1040 

of the way in which CPs are trained and their meaning-making may provide a foundation 1041 

upon which further research can be conducted on the profession in Pakistan. This research 1042 

is partly led by local CPs and an Institute wishing to better understand and regulate their 1043 

training pathways, thus providing a clear rationale for local need and application. 1044 

 1045 
 1046 

Methodology 1047 
 1048 

Underpinned by a phenomenological epistemology, the study used a qualitative 1049 

methodology that was guided by Interpretative Phenomenological analysis (IPA; Smith et al., 1050 

2009) using data collected from interviews carried out with Trainee Clinical Psychologists. The 1051 

use of IPA allowed for the development of an in-depth understanding of individual participant 1052 

experiences. 1053 
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Sampling 1054 
 1055 

Following the IPA approach, the study generated a homogenous, purposive sample, 1056 

maintaining a focus on meaning-making for the participant group. To gain rich, in-depth data 1057 

whilst maintaining homogeneity, the study aimed to interview 8 to 10 participants (Smith et 1058 

al., 2022). Ten Trainee Clinical Psychologists were recruited and interviewed. This sample size 1059 

allowed for a range of experiences to be captured. Recruitment from a single site allowed for 1060 

the in-depth exploration of individual experiences, with them all having undertaken the same 1061 

training programme and curriculum, therefore, the participants form a homogenous sample 1062 

as required for IPA. 1063 

The Professor at the ICP, who held a consultant role throughout the study, circulated 1064 

the study poster (Appendix 3) and information sheet (Appendix 4) via email, and physical 1065 

copies were placed around the institute. Prospective participants then expressed interest 1066 

directly to the researcher to maintain confidentiality and minimise the risk of pressure or 1067 

coercion that trainees may have felt from the Professor to participate. Upon email contact, 1068 

participant questions were answered, and/or interviews were arranged and consent forms 1069 

were completed. 1070 

 1071 

The recruitment site 1072 

Participants were recruited through the University of Karachi’s Institute of Clinical 1073 

Psychology (ICP), a public academic institute and the oldest CP institute in the country. 1074 

Participants within this study were enrolled on, either, the MPhil in CP, which lasts for four 1075 

years or the PhD in CP, which lasts for up to eight years. Trainees can practice as Clinical 1076 

Psychologists after the MPhil, with the option of doing further study with the PhD. Both, the 1077 

MPhil and PhD involve undertaking coursework, a minimum number of clinical hours 1078 
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through the institute’s own clinic and short internships at other sites, and research. The 1079 

courses are taught bilingually between Urdu and English, and clinical practice is led by client 1080 

language preferences. 1081 

Participants were undertaking training to obtain the professional title of qualified 1082 

Clinical Psychologist. This title is not protected, as CP training is not regulated in Pakistan. 1083 

Participants were Pakistani nationals. The training at the University of Karachi is largely 1084 

delivered in English and all trainees are proficient in English. 1085 

 1086 

Ethical considerations 1087 

Ethical approval was sought from the University of Karachi’s ICP (see Appendix 5) and 1088 

the University of Liverpool’s Research Ethics Committee (see Appendix 6). University 1089 

sponsorship approval was not required for this research study. 1090 

Participants who emailed the researcher to express an interest in taking part in the 1091 

research, and were happy to proceed after having the opportunity to ask questions or express 1092 

concerns, were asked to sign and date a consent form (Appendix 7) prior to undertaking the 1093 

interview, which they received and returned via email. The information sheet and consent 1094 

form included information about study aims, what participation would involve and ethical 1095 

considerations, including the informed consent, the right to withdraw from the study, 1096 

anonymity and confidentiality procedures. None of the participants withdrew from the study 1097 

during or after the interview. 1098 

Participants were made aware that all person-identifiable information would be 1099 

removed from any direct quotes or discussion included in the study write-up. Participants 1100 

were asked to choose a pseudonym for them to be referred as in the write-up. This allowed 1101 

participants to take ownership of how they were referred to, as the researcher acknowledged 1102 
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how personal and deeply rooted in identity names can be. Participants were able to opt out 1103 

of this and ask the researcher to choose a name if they preferred. Four participants chose 1104 

their pseudonym. The pseudonyms chosen by the researcher are names that may be used by 1105 

people of Pakistani heritage. 1106 

Participants were informed that data was recorded on Zoom and stored on a secure 1107 

laptop. Files were protected using passwords and transcripts were stored using numbers until 1108 

pseudonyms were identified and used instead. Data is being stored according to the 1109 

University of Liverpool’s regulations and will be destroyed after 10 years. The conduct of the 1110 

research team adhered to the EU General Data Protection Regulation 2016 and Data 1111 

Protection Act 2018. 1112 

Participants were informed that their anonymised data was accessible to the study’s 1113 

research team, and that audio files, transcripts and confidential documentation were stored 1114 

securely on the University of Liverpool server. 1115 

 1116 

Procedure 1117 

Authentically following an IPA approach, the interviews opened with a single question 1118 

(Smith et al., 2022), which was developed by the researcher, supervisors and in consultation 1119 

with the advisory group of trainees at the University of Karachi’s ICP. The advisory group was 1120 

made up of current Trainee Clinical Psychologists at the institute from which participants were 1121 

recruited. The number of trainees attending each meeting varied depending upon their 1122 

availability, but a total of ten trainees made up the group. They supported offered insights 1123 

into the local sociocultural, lingual and spiritual context. The advisory group offered input into 1124 

study and material (e.g. recruitment poster) design, recruitment processes, the development 1125 
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of the interviews’ single opening question and prompts, analysis and discussions around 1126 

dissemination. 1127 

The opening question, “Tell me about your experiences of Clinical Psychology training 1128 

in Pakistan”, allowed for the interview to be led by participant experiences and discussion 1129 

points, as opposed to the researchers’ preconceived ideas about what is relevant to explore. 1130 

Whilst a set of potential follow-up prompts (see Appendix 8) were developed, this was not an 1131 

interview schedule. The follow-up questions were centred around themes related to CP 1132 

training; how equipped participants felt to work with local communities, whether training 1133 

covered cultural adaptations of psychological therapies, and positive or challenging 1134 

experiences of training and internships. Although the interviews allowed for participants to 1135 

organically share their experiences without structured questioning, at times the prompts 1136 

were used to refocus the researcher and participants. How much the prompts were used 1137 

varied according to the flow and direction of each interview. Brief demographic data, 1138 

including previous educational experience and age, was verbally collected during interviews. 1139 

The researcher conducted the interviews via Zoom, each one lasting between 32 to 68 1140 

minutes. Post-interview, participants were invited to reflect on the research and interview 1141 

process. This included conducting the interview online and in English, and overall experiences. 1142 

Before interviews were carried out, the role of language was also discussed with the advisory 1143 

group to ensure that nuances and key considerations were held in mind at all stages of the 1144 

process. Transcripts were then generated using the Otter TI software, which were de-1145 

identified and checked for accuracy by the researcher, increasing familiarisation in the 1146 

process. The researcher also transcribed an interview in its entirety to fully immerse in the 1147 

data. 1148 
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To recognise the contribution and time that participants volunteered, they received 1149 

money to the value of £15, which was converted to Pakistani rupees. 1150 

 1151 
Analysis 1152 
 1153 

The interview data was analysed using IPA (Smith et al., 2009). IPA is a qualitative 1154 

approach to experiential research largely based on three areas of the philosophy of 1155 

knowledge; hermeneutics, idiography and phenomenology (Smith et al., 2022). Philosophers 1156 

including Heidegger, Husserl and Sartre influenced the approach’s theoretical underpinnings 1157 

and subsequent approach to drawing on in-depth human experiences. 1158 

Through using IPA, individual narratives were used to describe participant 1159 

experiences, allowing for interpretations and links to be made about a set population (Smith 1160 

& Osborn, 2003). Through the repeated reading of transcripts, note-taking, highlighting 1161 

themes and making references across themes, a step-by-step inductive process was taken 1162 

(Smith et al., 2022).  1163 

IPA’s phenomenological hermeneutic (Larkin, Watts & Clifton, 2006) and idiographic 1164 

approach (Eatough & Smith, 2008) allows for subjective and underexplored experiences to be 1165 

investigated. This was helpful in this study, as it addressed some of the issues with viewing 1166 

the difficulties that humans experience through Eurocentric and medicalised lenses (Cox & 1167 

Webb, 2015). IPA uses the double hermeneutic through the researcher making sense of the 1168 

participant’s sense-making of their experiences (Smith & Osborn, 2003). The researcher is 1169 

able to do this through engaging with their interpretation and the participants’ language 1170 

continually and reflexively (Smith et al., 2022). 1171 

At first, the researcher immersed themselves in the data by listening to and reading 1172 

the interview transcripts twice, noting any initial observations. Secondly, the researcher made 1173 
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exploratory notes, which included; descriptive comments on what was said, linguistic 1174 

comments on the language used, and conceptual comments by engaging with the data more 1175 

interrogatively. Thirdly, the researcher constructed experimental statements through 1176 

summarising the initial exploratory notes, allowing for them to be synthesised and 1177 

consolidated. This step continues to consider participant words, but moves closer to the 1178 

researcher’s interpretation (see Appendix 9). The fourth step involved searching for 1179 

connections between each individual participant’s experiential statements, creating their 1180 

own set of Personal Experiential Statements (PETS). The fifth step brought each participant’s 1181 

PETS together to consider similarities and differences, thus creating the Group Experiential 1182 

Themes (GETS), otherwise known as master themes, and group-level sub-themes within each 1183 

of them (see Appendix 10). The final GETS brought the participants’ experiences together, 1184 

whilst still maintaining the voice and sentiments of each participant. 1185 

The researcher kept analytic notes for each participant, allowing for any assumptions, 1186 

insights and queries to be reflected upon. Following this systematic procedure created a 1187 

transparent, clear and cohesive interpretation of the participants’ experiences (Yardley, 1188 

2000). Triangulation exercises, including discussion with supervisors and peers using IPA, 1189 

keeping a reflective diary, and consultation with the Professor at the Institute in Pakistan, 1190 

were used to increase the rigour of study findings (Carter et al., 2014). A peer also screened 1191 

two of the transcripts against the themes to increase the validity of the findings. 1192 

The study aimed to use photo-elicitation (Collier, 1957) during analysis, which would 1193 

have been triangulated with the themes. Participants were invited to bring photos 1194 

representing what CP meant to them to their interviews, which they would then have been 1195 

asked to describe and elaborate upon in relation to CP. Through analysis, participants’ 1196 

meaning-making through the photos would have added to the qualitative understanding their 1197 
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experiences alongside the IPA themes. The photos also would have been included in the final 1198 

thesis write-up. The photos would have aided discussion and offered more context beyond 1199 

what participants verbalised during interviews. Evidence shows that the careful use of photos 1200 

within interviews can aid rapport-building whilst also allowing participants to guide the 1201 

interviews. It can also help meaning-making and reduce language barriers. Creative data 1202 

collection methods alongside IPA can add depth beyond solely verbally describing 1203 

experiences (Reid et al., 2018). However, as only one participant opted into this, the 1204 

researchers decided against incorporating this aspect into analysis. 1205 

 1206 

Epistemological and reflexive position 1207 

A phenomenological epistemology was used to explore how people experience the 1208 

world (Davidsen, 2013). It allows for participant experiences to be understood in-depth, 1209 

considering how they view the social world, and the way in which they relate to and connect 1210 

with others. As this research aimed to better understand the individual experience and make 1211 

general suggestions, not generate theory, a phenomenological epistemology aligned well.  1212 

 Vygotsky’s (1978) Zone of Proximal Development allowed the researcher to remain 1213 

consciously aware of gaps in their knowledge and to focus on what they were yet to learn. 1214 

This felt particularly important, as the researcher was viewing a LMIC through a HIC lens and 1215 

from a HIC-based institute. 1216 

Through taking a flexible and exploratory stance, the study’s approach was guided by 1217 

the research process and participants. Through self-accountability, using a critical and 1218 

systemic lens, and holding context in mind, the researchers considered the privilege of their 1219 

positions. Social critique and reflexivity allowed for the transparent discussion and 1220 

deconstruction of privilege and power (Finlay & Gough, 2003). 1221 
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In order to consistently and adequately hold a reflexive approach throughout the 1222 

study, the researcher kept a diary, which was regularly used, including after supervision, 1223 

advisory group meetings and research interviews. These reflections were critically evaluated 1224 

with supervisors and the advisory group. The researcher remained open, consciously aware 1225 

of reflexive bracketing, curious of the context of the research, and accountable of their 1226 

perspectives and position. This seemed particularly important given the researcher’s 1227 

identity and closeness to the topic. See Appendix 11 for further information about the 1228 

researcher’s and supervisors’ reflexive positions. 1229 

Miranda Fricker (2003)’s concept of Epistemic Injustice suggests that as a result of 1230 

identity, people are often not given credibility and/or are not accurately understood, both, 1231 

by individuals themselves and others. Holding this idea in mind throughout the study 1232 

allowed for the researcher to better name and, where possible, reduce the use of Western 1233 

frameworks and epistemologies that research is largely conducted from, particularly in HICs. 1234 

This allowed more room for participant context and experience. 1235 

 1236 
Results 1237 

 1238 
The analysis aimed to explore the experiences of Trainee Clinical Psychologists in 1239 

Pakistan, examining their individual and collective experiences of training itself, working 1240 

with local populations and the context within which they train. The sample consisted of nine 1241 

females and one male aged between 23 and 31. Six of the participants were MPhil students 1242 

and four were PhD students 1243 

Through the analytic steps previously outlined, four Group Experiential Themes 1244 

(GETS) were identified, within which there were two to four Group-Level Subthemes each 1245 

(see Table 1). 1246 
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Themes 1247 
 1248 
Table 7: IPA Themes 1249 
 1250 

Group Experiential Themes (GETs) Group-Level Subthemes 

1. IdenFty/intersecFonality 1.1. Class 
1.2. Religion 
1.3. Pakistan and the West 

2. NarraFves of the field 2.1. Family/societal views 
2.2. Changes in narra>ves 

3. Experiences of training 3.1. Complexity and breadth 
3.2. Adapta>on 
3.3. Vigorous training 
3.4. Support 

4. Looking ahead 4.1. Building on current training 
4.2. Moving forward in Clinical Psychology 

 1251 
1. Identity/intersectionality 1252 
 1253 

“my training has taught me that it is always the human, whatever has it…the gender 1254 

or have it as sexual orientation, whatever has its own thinking, what is actually 1255 

basically a human. And every human, I would say that they thought a lot about basic 1256 

human rights” – Malik 1257 

 1258 

A key aspect of participant experiences of training and working in the field were centred 1259 

around the context within which they work and identities of clients accessing clinical 1260 

services, which are represented in the below subthemes. 1261 

 1262 

1.1. Class 1263 
 1264 
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The role of class in accessing and experiencing therapy in Karachi was discussed by 1265 

numerous participants, with terminology such as “lower”, “middle” and “elite” classes 1266 

widely used across the sample: 1267 

 1268 

“there is a lot of difference in the socioeconomic status, like people from the very 1269 

lower middle, very lower class to middle class to uh, good, like from, I wouldn't say 1270 

elite, but a high, upper middle class [mm] definitely” – Anaya 1271 

 1272 

Anaya refers to the diversity between people from different socioeconomic backgrounds, 1273 

highlighting that people belonging to the upper class may be seen as “good”. Other 1274 

participants referred to upper class clients as belonging to the elite class, with this 1275 

privileging them in ways: 1276 

 1277 

“people who are uh, who belong to a elite class or can, you can say that who are 1278 

more educated and more literate, they have more awareness comparative to those 1279 

who are, who are educated till metric or who have just a secondary kind of 1280 

education” – Amira 1281 

 1282 

Amira highlights the intersectionality between people belonging to the elite class and 1283 

educational attainment, with higher education improving awareness of issues related to 1284 

mental health and therapy. Sania stated that due to the elite class’ awareness, therapy “is 1285 

more accessible”, which refers to their privilege. In contrast, despite having awareness of 1286 

and access to therapy, the elite class: 1287 

 1288 
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“have that dilemma of not going there or it's not a good thing and people were like 1289 

consider us mad and all that stuff” – Laiba 1290 

 1291 

Laiba spoke about people within the elite class avoiding therapy out of fear of what people 1292 

might think, which was corroborated by other participants. Sania described a contrasting 1293 

view about how people from lower classes engage with mental health support: 1294 

 1295 

“first I had this preconceived notion that maybe working with lower class people it 1296 

would be very difficult, difficult, because they have their own terms and their own 1297 

vocabularies, but it was very easy for us to communicate with them and to empathise 1298 

with them…they're more open to…open to experience, they're more accepting…than 1299 

people with…higher education or with belonging to a really good upper classes” – 1300 

Sania 1301 

 1302 

Sania spoke to her earlier bias that people belonging to a lower class would be more difficult 1303 

to work with, however, this was not the case in comparison to people from elite classes. 1304 

Laiba communicated a similar sentiment, as her preconceptions were challenged during 1305 

training, with lower classes “very much into the mental health”. Malik commented on a 1306 

need to use more psychoeducation with lower classes, as they “don’t have very uh, good 1307 

knowledge of their own…how their mind works”, reflecting their insight. Participants 1308 

referred to access and therapy costs: 1309 

 1310 

“private institutes, they charge way much and so other people cannot…afford it, so 1311 

yeah, it’s a, it can be a luxury” – Sania 1312 
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 1313 

With high costs in private institutes, people with lower socioeconomic status may struggle 1314 

to access therapy. However, ICP’s public status attempts to overcome this: 1315 

 1316 

“They provide very good service in very reasonable prices, even there are also people 1317 

who, who cannot pay for their assessment or for their therapy, so there's also an 1318 

option for Zakat (Urdu for charity)” – Tara 1319 

 1320 

ICP takes a flexible approach to fees, allowing people with financial difficulties to pay lower 1321 

to no fees for therapy using the option of Zakat (Islamic charity). Alishba stated that it is not 1322 

common that Institutes “gives a lot like therapy for free”. 1323 

 1324 

1.2.  Religion 1325 
 1326 
There was variance in reports of the role of religion in therapy and training: 1327 

 1328 

“in Pakistan, people really consider religion very important. And it can be a driving 1329 

force for a lot of people. They can be mojvated through…these type of, if, cert- 1330 

certain, like verses could be had, because I've heard that there's some therapies that 1331 

do base on…spirituality and such methods. But I think I don't know, I'm not aware of 1332 

such things” – Sania 1333 

 1334 

Participants acknowledged the significance of religion for a lot of Pakistani clients, with 1335 

common beliefs in “jinn and jadu (Urdu for spirits and magic)” and the use of “Maulvi (Urdu 1336 
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for Islamic teacher), faith healers” (Tara), with its integration in therapeutic approaches 1337 

differing: 1338 

 1339 

“we used to learn…about their things, their spirituality that what they, how they used 1340 

to pray and how they used to have their beliefs” – Amira 1341 

 1342 

Teaching during training covers religion, but how it is taught and used in the therapy room 1343 

varies: 1344 

 1345 

“we are hesitant to talk about it, because most of the Western literature says that 1346 

religion should be kept aside from therapy, but what I have personally learned from 1347 

my experiences, that religion is an integral part of your psyche” – Aliza 1348 

 1349 

Some participants were conflicted about how to use religion in therapy given their own 1350 

beliefs and its importance for a lot of clients, but its absence from a lot of therapeutic 1351 

literature and models. Therefore, trainees “try to keep a balance between them” (Tara). 1352 

Given that Pakistan is an Islamic Republic: 1353 

 1354 

“it is another inclusive effort to separate your Islamic perspective and to utilise only 1355 

the pure concepts of a particular theory” – Hiba 1356 

 1357 

In acting in a therapeutically purist way, separating identity where possible, participants 1358 

reported feeling more protected and boundaried: 1359 

 1360 
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“Even I have experienced one or two clients…’if you are from this sect, then I wouldn’t 1361 

be talking to you’” – Laiba 1362 

 1363 

Participants spoke about the interplay between the differing religious identities that they 1364 

and a client hold. Training explores some of these issues: 1365 

 1366 

“we have been taught to idenjfy the cultural thoughts, the religious thoughts. how to 1367 

not to use these things, how to not, how not to use these terminologies not to use 1368 

these concepts in your therapy sessions” – Hiba 1369 

 1370 

Participants stated that training holds the position that religious bias should be accounted 1371 

for away from the therapeutic space, with differing experiences of this amongst trainees. 1372 

 1373 

1.3. Pakistan and the West 1374 
 1375 

Pakistan in context to Western cultures was commented on by most participants in various 1376 

respects, including variance in psychological approaches: 1377 

 1378 

“all these theories are made from…they come from the western side, so they are…we 1379 

can see that they have discrepancies in our culture, if we compare our culture…we 1380 

learn these, these things in our theory classes, in our coursework…they explain us 1381 

how it is different” – Tara 1382 

 1383 
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Widely used theories and models developed in and for Western cultures are frequently used 1384 

by Clinical Psychologists in Pakistan. Tara comments on there being gaps in the theories for 1385 

local use, but this is being considered during training. The need for cultural-sensitivity is 1386 

essential given differences in population experiences and narratives: 1387 

 1388 

“something which can be okay in the West, like a live in relationship for example is 1389 

not okay in Pakistan …So, this is the thing, there are many things which are like, 1390 

people like, what we say like, gender, kind of gender dysphoria kind of thing, people 1391 

do have acceptance in West about this, but in Pakistan, there are cultural biases...so 1392 

these are the things, which are like very much prevailing into Pakistani culture, but 1393 

not in the West, I guess” – Alishba 1394 

 1395 

Differences in beliefs, social norms and behaviour between Pakistan and Western cultures 1396 

present challenges for trainees and therapists in Pakistan, who may want to acknowledge 1397 

both views, but also serve the needs of the local population. These differences also translate 1398 

to the way in which models are applied to Pakistani clients and whether aspects of some 1399 

models are appropriate to use: 1400 

 1401 

“in our society it’s not acceptable a lot by many of our clients’ families, and it will be 1402 

more destructive than beneficial for them. So, these kinds of things are taught in 1403 

ethics class as well…we have to first um, like, find what is going on in their family 1404 

background, where is acceptable, what is not acceptable and then we apply these 1405 

therapies” – Laiba 1406 

 1407 
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Laiba spoke about wanting to “find a middle road, because this is our culture”, with the 1408 

middle being between Pakistani cultural considerations, and Western-developed theories 1409 

and models. 1410 

 1411 

2. Narratives of the field 1412 
 1413 

“So now with the passage of time, at a minority level, at government level, things are 1414 

changing, and people are giving importance to mental health” – Hiba 1415 

 1416 

Societal views of psychologists and mental health varies and has also changed over time for 1417 

varying reasons, which participants offered insight into through trainee and client 1418 

perspectives. 1419 

 1420 

 1421 

2.1.  Family/societal views 1422 
 1423 
Several participants spoke about people within their personal and wider systems believing 1424 

that the profession is “a female subject” (Malik) or that women “should like settle down” 1425 

(Laiba) due to the length of training. CP is also seen as secondary to other disciplines: 1426 

 1427 

“’you didn’t get into medical, that’s why you’re opting for…psychology, the, the little 1428 

sister of medical, which is not worth, worthful…it actually made me strong” – Sania 1429 

 1430 

Sania described comments that she has received and stated that societally, subjects like 1431 

medicine or engineering are superior and may offer “better skills and better uh, uh, better 1432 



 75 

qualification”. The superiority of medical doctors is also the view of some other 1433 

professionals: 1434 

 1435 

“they prefer psychiatry, they prefer medicine, counselling and therapy is this…they 1436 

just ignore it. They keep psychologists for training purpose, for interview taking, for 1437 

history taking, basically, but not for the treatment purposes” – Aliza 1438 

 1439 

In addition to views that psychology is professionally inferior, people societally may think 1440 

that people with mental health difficulties are “dangerous” (Sania), with clients 1441 

subsequently asking psychologists “’Please don’t tell anyone that I’m coming here’” (Laiba). 1442 

Participants also reported that others used belittling language regarding the impact of CP 1443 

training and working in the field on their own mental health: 1444 

 1445 

“everyone they were like the psycho- studying psychology will make you a mental 1446 

case uh, and a nutcase, and you will not be able to survive normally in this society…I 1447 

had to choose some other field” – Laiba 1448 

 1449 

Other participants shared similar sentiments to Laiba, whose family previously worried 1450 

about her pursuing a career in CP, but were later impressed and supportive, with people 1451 

“accepting it’s not something that makes you a mental case”: 1452 

 1453 

“because in the start, it was always like ke (Urdu for that) ‘okay, you can read my 1454 

mind’ but now, this isn't this case anymore" – Anaya 1455 

 1456 
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Although some participants had to “fight a war” with their family to be able to study 1457 

psychology, “now people want to get into psychology as a field” (Sania) and others’ families 1458 

were always open to and pleased with the idea: 1459 

 1460 

“My father was, yeah, he was super excited that, yeah, she’s going, she’s doing this 1461 

thing and he explained, he used the word that we use for psychology in Urdu, 1462 

nafsiyat (Urdu for psyche)” – Tara 1463 

 1464 

Tara’s father was also supportive and encouraging when she struggled at the start of 1465 

training due to its intensity. 1466 

 1467 

2.2. Changes in narratives 1468 
 1469 
As highlighted in the previous subtheme, participants reported some changes in narratives. 1470 

Reasons for this are wide ranging: 1471 

 1472 

“media has played a lot of role, because the celebrijes are coming on social media 1473 

and on TV…the Mental Health Day and the other days in the Suicide Prevenjon 1474 

Day…seminars are being held more commonly… and arranging camps in those areas 1475 

which are rural or…which are underprivileged…liming the sjgma a linle bit” – Laiba 1476 

 1477 

Participants largely attributed changes in narratives to advancements in social media, and 1478 

representation of therapy in TV and film. Mental health campaigns, and psychoeducation, 1479 

including in educational institutions and companies are also more widely used. Kainaat also 1480 
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stated that “connection with the West in a good way” has exposed the population to 1481 

alternate perspectives on mental health. Participants also spoke about people following “a 1482 

trend, like people are doing or elite class…it helps other people to accept it” (Sania), with 1483 

therapy seeming aspirational and a luxury as mentioned in theme 1.1. There have also been 1484 

post-Covid changes: 1485 

 1486 

“I actually think things changed a lot amer Covid…it was also emphasised that it was 1487 

not just a physical illness, it was also affecjng people mentally, because of economic 1488 

crisis and because of social isolajon and everything…in these jmes, awareness really 1489 

spread across the country” – Aliza 1490 

 1491 

In addition to Covid-related awareness, the country has been forced to think more about 1492 

why there is an “increase of suicide rates, the decrease of the ages of the persons who are 1493 

attempting suicide or being aggressive or turning towards substance abuse” (Hiba). There is 1494 

also more exposure to mental health difficulties due to Pakistan’s socio-political climate and 1495 

the difficulties that the country has gone through, and continues to do so: 1496 

 1497 

“living in Pakistan, it's a constant fight, flight or freeze state…so there’s, there's this 1498 

constant trauma that surrounding us, there's so many things that have happened, 1499 

and even right now, everybody's in a fear state, financial instability, economic 1500 

instability, the, I don’t know, earthquake instability...eventually it catches up to 1501 

people” – Kainaat 1502 

 1503 



 78 

Participants spoke about the wider systemic issues affecting the population, and 1504 

subsequently, the way in which the profession, and more specifically can Clinical 1505 

Psychologists function. 1506 

 1507 

3. Experiences of training 1508 
 1509 

“ICP has its own value, which people will never…abandon it or some, no other place 1510 

can replace ICP” – Aliza 1511 

 1512 

Participants offered insights into the positive and negative aspects of their training at the 1513 

institute. They spoke about choosing to train at ICP as opposed to other institutes to 1514 

increase exposure to client work, as opposed to just theory-based learning, and student fees 1515 

being more manageable, as “there’s a big gap” (Sania) between public and private institute 1516 

fees. 1517 

 1518 

3.1. Complexity and breadth 1519 
 1520 

There was widespread agreement that training at ICP offered clinical experience with a 1521 

diverse group of clients, with requirements “to do a set number of hours that certify us as 1522 

therapists” (Kainaat): 1523 

 1524 

“We also have exposures like clinical disorders, proper, the people that you can 1525 

diagnose with clinical disorders, axis one disorders, anxiety, depression, 1526 

psychosis…we have that sort of population as well that does not fall on a diagnostic 1527 

spectrum” – Aliza 1528 
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 1529 

Participants spoke about the complexity of client presenting difficulties, which they value, as 1530 

it allows for the development of their therapeutic skills. They practice “outpatient or 1531 

inpatient services, so that we can learn through medical perspective as well” (Sania), 1532 

offering trainees multidisciplinary perspectives across settings. Their training experience 1533 

offers exposure to a variety of models: 1534 

 1535 

“in ICP, the more focus is on CBT. And then the second is a schema, apart from that 1536 

we have like, went to psychodynamic style, Freud's theories and object relation…the 1537 

ones we are using mostly with our clients…we felt that it is not more effective, then 1538 

we try to study or research in our own or discuss it with our supervisor” – Laiba 1539 

 1540 

Trainees are taught to use a range of therapeutic models, whilst also being supported to 1541 

think autonomously and through supervision about alternative approaches. Training 1542 

through ICP also offers trainees exposure to clients from a range of backgrounds: 1543 

 1544 

“that's the institute that gives you a lot of exposure, a lot of exposure, because that is 1545 

basically government Institute right? So, people from every socioeconomic status 1546 

come there” – Alishba 1547 

 1548 

Alishba’s comments reflect the entire participant group’s experiences of training at a public 1549 

institute. Due to its lower client fees, trainees work with people from diverse socioeconomic 1550 

backgrounds, but also from a “religion point of view, if you talk about the caste thing or 1551 
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speak language” (Alishba). Participants referred to the systemic lens through which they are 1552 

supported to use in practice: 1553 

 1554 

“So I love how the curriculum is designed on working on a more dynamic, uh, frame 1555 

of mind and I think that also helps the students a lot to…to process that and I feel like 1556 

that, that ability to think dynamically, rather than just focus on the behaviour…that's 1557 

kudos to ICP to…make sure that, even though I know the world is moving more 1558 

towards…surface level work” – Kainaat 1559 

 1560 

Whilst participants spoke about seeing high numbers of clients, they also emphasised the 1561 

quality of teaching, which translated to their application in practice. Teaching and practice 1562 

during training is also changeable between Urdu and English: 1563 

 1564 

“in classes we have our, they use English and Urdu both, however with clinics, it 1565 

totally depends upon the client in which language he is comfortable” – Anaya 1566 

 1567 

Participants stated that use of language is largely led by clients that they work with, with 1568 

them being transferred to colleagues who speak a suitable language, such as if clients 1569 

cannot speak Urdu or English proficiently, given that they may be from other areas. 1570 

 1571 

3.2. Adaptation 1572 
 1573 
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Participant experiences of the adaptation of therapeutic models were variable. Whilst CBT 1574 

and some psychometric tests are adapted, adapting approaches outside of this were not 1575 

structured or formalised during training: 1576 

 1577 

“we usually study the models as they are, I don't think Pakistan in itself has or a 1578 

therapist in Pakistan have focused on adaptations of a lot of the models, but…it's just 1579 

something that we had wing it, but…we had to kind of, because, also, there are a lot 1580 

of factors over here that make therapy very different than how it would have been 1581 

practiced in the West” – Kainaat 1582 

 1583 

Most participants shared Kainaat’s experience of individually adapting models on a client-1584 

by-client basis, “we might adapt a few things, then and there” (Anaya), and recognised the 1585 

need for adaptation. This, however, seems to be increasingly integrated into training: 1586 

 1587 

“We do that for our students now, even the senior teachers are…transforming their 1588 

ways as well, but uh, as far as the documentation of those adaptations are 1589 

concerned, we are way behind in that area” – Aliza 1590 

 1591 

In addition to more teaching on adaptation being covered, trainees also reported learning 1592 

from peers and through supervision. Where participants have adapted models or tests, a 1593 

key aspect of this is the translation of language and concepts: 1594 

 1595 

“like for example, the questions are of dollars over there in the, in the manual. So, 1596 

teacher used to say that you can convert it in a rupee, you can ask about the 1597 
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rupees…teacher used to also train us in translating the questions in Urdu in a proper 1598 

professional manner” – Amira 1599 

 1600 

Participants highlighted the importance of adaptation, as some clients “starts to, you know, 1601 

question themselves” (Sania) when they are unable to understand or follow therapy given 1602 

its unsuitability for them, but representation amongst institute staff helps with adaptation. 1603 

 1604 

3.3. Vigorous training 1605 
 1606 
A clear consensus was seen throughout analysis regarding the vigorous and challenging 1607 

nature of training at ICP. Trainees undertake long clinic hours, with some reporting that they 1608 

work from “8:30 ‘til 7:30 in the evening” (Laiba) and being unable to work outside of this to 1609 

earn money. Whilst this was difficult for participants, they also recognised the benefits in 1610 

this approach: 1611 

 1612 

“my mother used to say that ‘if you want, if a coal won't have to change in a precious 1613 

diamond, so you need to bear pressures, pressure of that’. So now we’re just smooth” 1614 

– Amira 1615 

 1616 

Participants stated that trainees often leave due to burnout and the intensity of the training 1617 

environment: 1618 

 1619 

“you should be very resilient to come here and to do the sort of training because it, it 1620 

requires a lot, a lot of time. Because you're doing it with your studies, you're 1621 

managing your studies, you're managing your courses, your assignments, your uh, 1622 
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clients, their, their therapies, their files. So in, in the end, you don't have any time for 1623 

yourself or your family” – Anaya 1624 

 1625 

In addition to balancing various training responsibilities, participants undertake long clinic 1626 

hours, with high client turnover, often presenting with complexity and risk issues. Due to 1627 

the demand placed on a public institute, participants feel that this “often compromises the 1628 

quality of what you’re doing” and can affect experiences of training as a therapist (Kainaat). 1629 

However, therapy and internship classes allow for in-depth reflection: 1630 

 1631 

“So there was a lot of focus on…us improving ourselves, as well as dealing with our 1632 

own countertransferences, our own issues, our own barriers to a therapy as well, so I 1633 

think that was also very, very helpful, too” – Kainaat 1634 

 1635 

Whilst the training is intense, trainees recognise the benefits of this upon their development 1636 

as Clinical Psychologists: 1637 

 1638 

“the students or the trainees at ICP are more refined [mm]. They are more, uh..what 1639 

we can say, they are more knowledgeable in terms of diagnosing, differentiating, 1640 

practising ethically” – Hiba 1641 

 1642 

Participants reported that these challenges also attracted them to ICP given that due to the 1643 

pressure they will “be more acquitted and more, you know, adapted” (Sania). 1644 

 1645 
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3.4. Support 1646 
 1647 
Participants all shared experiences regarding the difficulty of training, but also in the 1648 

support that they received: 1649 

 1650 

“we have very experienced, very supporjve teachers who have been here for fimeen, 1651 

twenty years. So they really…help us navigate that, we do have internship classes 1652 

that help us…process these experiences” – Kainaat 1653 

 1654 

In addition to the general supportive approach held by institute staff, they received support 1655 

with clinical skills, such as through role plays and presentations, “so that we can understand 1656 

more practically” (Amira). Supervision was also widely reported as a safe space to 1657 

encourage trainee openness and development: 1658 

 1659 

“My supervisor was very, very cooperajve, I would, I would go to her anyjme I had 1660 

any issues…she would listen to me and she would say…’I'm here to guide you and this 1661 

is my guidance…now the judgement lies to you nah (Urdu for you know) because you 1662 

also have, you also have to develop your own judgments’. Tho (Urdu for so) she would 1663 

guide me in this way and I love that” – Anaya 1664 

 1665 

Participants spoke about feeling held by supervisors, whilst also being gently challenged to 1666 

develop competencies as individuals, allowing them to “behave in our own natural way” 1667 

(Malik), which they valued on training, as they anticipated not receiving the same level of 1668 

support when working. Trainees were encouraged to tell staff if they experienced difficulties 1669 
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before they escalated, working collaboratively as staff and trainees, with the Institute taking 1670 

“a combined procedure, strict and lenient” (Amira). Participants also spoke about valuing 1671 

peer support and collective learning through “a really good peer bond” (Kainaat). 1672 

 1673 

4. Looking ahead 1674 
 1675 

“it's high time we start..we don't get out of our conventional boxes and start kind of 1676 

really…being more open to how we can help people” – Kainaat 1677 

 1678 

Participants expressed an interest in supporting the development of CP training and the 1679 

field more widely, and had ideas about how this can be done. This included, both, wider, 1680 

collective considerations, and individualistic, personalised factors. 1681 

 1682 

 1683 

4.1. Building on current training 1684 
 1685 
Overall, participants reported few changes that they would make to the MPhil and/or PhD 1686 

training programmes at ICP. Some of changes included practical considerations given that 1687 

trainees work long clinic days to the equivalent of a full-time job, leaving little time for 1688 

socialising or earning money where needed. A suggestion of reducing fees was offered to 1689 

address this, particularly given Pakistan’s financial difficulties. Timing also referred to length 1690 

of training itself: 1691 

 1692 

“in international I have, I have listened that MPhil has been completed in two years 1693 

and PhD in two to three years, but now in Pakistan at our Institute of clinical 1694 
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psychology MPhil is for four years and PhD for eight years…it can be shortened” – 1695 

Amira 1696 

 1697 

Participants wondered if theses can be carried out in a lesser time, as this is often due to 1698 

“the lack of like focus from our supervisors...and technical issues” (Laiba). Other participants 1699 

stated that the length of training allows for the consolidation of learning. Participants also 1700 

offered suggestions regarding the clinical work carried out: 1701 

 1702 

“make you learn more therapies related to adult psychotherapy instead of…child 1703 

therapy, they do focus on it, but the more focus is, the more emphasis on adult 1704 

psychology” – Sania 1705 

 1706 

The focus on more psychotherapeutic approaches in the training curriculum was suggested 1707 

by some participants, whilst others felt that this was covered quite well in training. 1708 

 1709 

4.2. Moving forward in Clinical Psychology 1710 
 1711 
Participants reflected on the wider context within which they are training in throughout 1712 

their interviews, which was apparent during analysis. Suggestions to improve CP training in 1713 

Pakistan included the introduction of a PsyD programme, as only PhDs currently exist, 1714 

allowing for more emphasis on clinical practice and developing specialisms, which some 1715 

participants did not feel as able to do at present: 1716 

 1717 

“being able to carve out a niche when we’re studying, I know, this will take probably a 1718 

bit longer…for the insjtutes to design something according to that” – Kainaat 1719 
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 1720 

In addition to more focus on individual trainee pathways post-training, Kainaat suggested 1721 

that there is more openness in the field: 1722 

 1723 

“with different ways of thinking and different ways of helping other people, I think 1724 

we need to be more open to that, to that we can’t just hold on to the conventional 1725 

methods of therapy” – Kainaat 1726 

 1727 

Examples of this included the use of group therapy or grief support, which are not currently 1728 

available. Participants spoke about the field expanding beyond its current remit or more 1729 

traditional, didactic methods of therapeutic support. They wondered if during training, more 1730 

in-depth teaching on specific therapy models may help with this, which they believed to be 1731 

the case during training courses in the West: 1732 

 1733 

“if we talk about West, so, the, the trainees are, as far as I know, or I can, we can say 1734 

that as far as I assume that there is more in depth training of therapists from therapy 1735 

to therapy, for example, for example, diploma in CBT, for example, graduate in 1736 

schema therapy, like this, right?” – Hiba 1737 

 1738 

Participants felt that teaching staff are “well versed” in their knowledge and skillset, but 1739 

they would value more time on certain models. In respect to the wider profession, there 1740 

was an identified need for better multidisciplinary working and clarification of roles: 1741 

 1742 
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“the way that they have it in the West…it’s a whole network, like you have social 1743 

workers who have their own JDs, you have therapists who have…their own roles 1744 

defined, you have psychiatrists have their own roles defined. I think over here, it’s, it’s 1745 

not that clear…it’s not that connected” – Kainaat 1746 

 1747 

Narratives around professional roles and representation was apparent across interviews, 1748 

with participants also wanting more representation of “male Clinical Psychologists in 1749 

Pakistan [mm mhm], particularly those with the professional degrees, doctorate degrees” 1750 

(Malik) to address the gender disparity. Participants recognised that the above changes rely 1751 

upon more and better research: 1752 

 1753 

“there are very limited researches in our culture, like, on our…populajon. That’s why 1754 

we have not been able to…adapt to many tests or different theories, ‘cause, of 1755 

course, we have to have some researches first” – Sania 1756 

 1757 

Participants recognised research to practice links, which currently require attention, thus 1758 

affecting the development of the profession and training. Participants voiced a wish to be 1759 

involved in pushing the profession forward and to see more change: 1760 

 1761 

“I really want people from Pakistan to come up with…therapeujc paradigms and or 1762 

the school of thought…we do not come up with things of our own, that are actually 1763 

generalised on the populajon that we see, so we follow whatever there is, there 1764 

already is” – Aliza 1765 
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 1766 

This quote resonates with a lot of what has been shared amongst other themes around the 1767 

gaps in provision and training experiences, but also the passion and drive to help and do 1768 

more for the profession and local populations. 1769 

 1770 

Discussion 1771 
 1772 

Clinical Psychology training in Pakistan is currently an under-researched area, with a 1773 

lack of understanding and no known published research regarding how it is experienced by 1774 

trainees in the context of working with local populations. Historically, mental health care 1775 

has not been prioritised in Pakistan (Bashir, 2018). Although there are improvements in 1776 

training across disciplines, societal education, and development and provision of services, 1777 

this is largely through psychiatry (Ali & Gul, 2018). Psychiatry colleagues in Pakistan, too, 1778 

identify a need for further training in psychology and related fields (Javed et al., 2020). 1779 

Through analysing interview data via IPA, this study addressed its key aims; to 1780 

consider how Clinical Psychology training is experienced by trainees in Pakistan through 1781 

focusing on training itself, working with local populations and the training context.  1782 

Subtheme 1.1 (class) highlights participant insights into preconceived ideas that they 1783 

had about the local populations, such as that people belonging to lower classes may be 1784 

harder to work with in therapy, which was challenged for some, who found that upper 1785 

classes were in fact more treatment resistant and fixed at times. A participant spoke about 1786 

the “power struggle” felt with some upper class clients, who had their own ideas of what 1787 

therapy should look like. 1788 

Power seemed integral to trainee experiences of clinical practice given that 1789 

socioeconomic status, education, geographical location, gender, familial and societal views 1790 
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etc. played a mediating role in the opportunities for support presented to clients. This can 1791 

be understood in relation to Ecological Systems Theory (Bronfenbrenner, 1974) wherein 1792 

multiple system levels influence the individual. Power was also implicated in the 1793 

participants’ access to training and education given that they were required to pay fees to 1794 

train, but were unable to work alongside training, particularly during the MPhil; these 1795 

experiences are captured by subtheme 1.1. This assumed that trainees were financially 1796 

secure enough to train and may be supported by family or friends to do so. Nonetheless, as 1797 

a public institute, ICP is more accessible given that its training fees are reportedly 1798 

significantly lower than those of other institutes. A participant reported that ICP’s fees are 1799 

five times lower than other CP Training programmes at private institutes in the region. 1800 

Mental health provision in Pakistan is influenced by religious and cultural beliefs 1801 

(WHO, 2019), which may have historically placed greater emphasis on less Western-centric 1802 

approaches to healthcare. Subtheme 1.2 (religion) highlights participants’ comments on the 1803 

societal use of religion to explain mental health difficulties in Pakistan (Naeem et al., 2010), 1804 

such as Jinn for psychosis (Farooqi, 2006). They stated that clients often access faith healers 1805 

instead of or in addition to therapy, which previous research has widely demonstrated given 1806 

that it is more engrained in Pakistani culture, socially accepted and accessible (Shaikh & 1807 

Hatcher, 2005). Interestingly, although all participants spoke to the weight that religion held 1808 

for a lot of clients, they reported variability in its place during training. Participants stated 1809 

that they were taught to consider client religion and how it can be conducive to client 1810 

change, but to keep religion and therapy separate where possible. Reasons for this included 1811 

a view that Western literature recommends this separation, and due to the interplay 1812 

between therapist and client identity, such as differences in belief systems or sect affiliation. 1813 

Although the training considers the role of religion, it may be that this is expanded upon 1814 
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given how integral it is to the experiences of Pakistani clients and society. This is 1815 

corroborated by prior findings which highlight the need for the integration of spirituality 1816 

into healthcare curriculums in Pakistan (Jawaid, 2020). 1817 

In continuing to understand the context that participants trained in, they spoke to 1818 

local Pakistani narratives in relation and contrast to the West, such as relational norms, 1819 

which may set Pakistani experiences aside from those in the West, as seen within subtheme 1820 

1.3 (Pakistan and the West). Participants placed emphasis on this given that the theory and 1821 

models that they were largely trained with were developed for the West, therefore, they 1822 

felt impelled to find alternative methods of work through adaptation. Where their training’s 1823 

focus on adaptation ended, participants took responsibility to further adapt models with 1824 

and for clients themselves. Given that culturally-adapted therapy in Pakistan has been found 1825 

to be efficacious (Latif et al., 2021), it is encouraging that training somewhat focuses on this 1826 

and trainees, too, are motivated to do this work. However, it seems that there may be more 1827 

work to be done in this area, such as through the delivery of teaching on intervention 1828 

adaptation models and ways in which these can be applied in practice, considering research 1829 

underpinnings and the evidence base. 1830 

Participants offered insight into familial and wider societal narratives of the field, 1831 

including that CP is a female profession or that it may impact the mental health of trainees 1832 

themselves, as highlighted by subtheme 2.1 (family/societal views). Subtheme 2.2 (changes 1833 

in narratives) speaks to participant accounts of changes in narratives over time due to 1834 

reasons such as the influence of social media, the impact of Covid and the difficulties that 1835 

the Pakistani population faces. These narratives lend themselves well to the hermeneutic 1836 

theoretical nature of IPA wherein the part and whole are considered (Smith et al., 2022). 1837 



 92 

Given that CP training and the profession more widely is not regulated in the 1838 

country, experiences are expected to differ on an institutional and regional basis. Based on 1839 

the themes derived here, although ICP’s training involves qualification in postgraduate 1840 

research degrees, including the MPhil and an optional PhD, participants highlighted that it 1841 

places emphasis on clinical skills, as opposed to research and academic skills alone. They 1842 

reported that this seems somewhat distinct to some of the other training programmes in 1843 

the region, which reportedly may give less time to direct clinical practice during training, 1844 

thus attracting some trainees to ICP. Participants also emphasised their training’s exposure 1845 

to working with diverse populations within subtheme 3.1 complexity and breadth, namely 1846 

due to the affordability of its fees and Zakat option. This is helpful to consider in the context 1847 

of Pakistan’s socioeconomic climate, with a 37.2% poverty rate (The World Bank, 2023). 1848 

There is a high number of referrals into the service, thus increasing client need and 1849 

turnover, and demand placed upon trainees. 1850 

The local populations that trainees at ICP work with during training also include 1851 

clients travelling from surrounding areas, which may have fewer or less accessible 1852 

therapeutic services. Trainees at ICP work with a vast range of client identities due to the 1853 

intersection of the country’s rich cultural heritage and traditions, and Islamic values (Gilbert, 1854 

2017). They, therefore, reported that training involved exposure to a breadth of complex 1855 

clinical experience. Within subthemes 3.1 (complexity and breadth) and 3.3 (vigorous 1856 

training), participants stated that they were better prepared for post-training experience 1857 

and that the depth to their training experience enabled them to better work with adversity 1858 

despite the challenges of doing this work during training. Although trainees spoke about 1859 

training requiring them to work at a high level of intensity and frequency, this upskilled 1860 

them and made them more proficient psychologists. In managing these difficulties, they 1861 
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were well supported by training staff and were encouraged to think about the role of self, 1862 

which considered their own feelings and experiences, as highlighted within subtheme 3.4 1863 

(support). Participants consistently felt supported by the institute more widely and 1864 

individual staff members more closely, such as through supervision. 1865 

Participants unanimously reported that adaptation of interventions is essential to 1866 

adequately work with local populations, which is captured by subtheme 3.2 (adaptation) 1867 

and substantiated research findings of psychological interventions being more successful 1868 

when cultural narratives are incorporated (Atif et al., 2019). Participant accounts reflected 1869 

previous findings with child and adult populations in Pakistan (e.g. Syed et al., 2007; Naeem 1870 

et al., 2009), which suggest that models developed for the West are not wholly relevant for 1871 

Pakistani populations given their contextual differences. Participants corroborated findings 1872 

that Pakistani clients’ socioeconomic and cultural contexts affect the extent and nature of 1873 

their engagement. For instance, analysis showed several reports of barriers to therapeutic 1874 

support wherein clients lacked financial means or feared others’ opinions, as also shown by 1875 

Husain (2020)’s findings within a range of Pakistani cities. Participants stated that 1876 

adaptation was not always integrated into their training programme in a structured way, but 1877 

some trainees sought to adapt models themselves with clients and/or supervisors. 1878 

Participants suggested other areas for development within CP as a field and its 1879 

training provision in Pakistan, as noted within subthemes 4.1 (building on current training) 1880 

and 4.2 (moving forward in clinical psychology). It seems like an opportune time to build on 1881 

this work, as conversations about mental health in Pakistan are rising, with provision 1882 

gradually increasing, and as this study highlighted, there are positive shifts in societal 1883 

narratives and ideas. Given the systemic changes that are occurring, there might be more 1884 

space for development. Participant suggestions included more manageable training 1885 
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pathways given its current lengthy duration, a greater psychotherapeutic focus during CP 1886 

training, more research in the field, allowing for more Pakistan-specific model and theory 1887 

development, more creative work and better interdisciplinary working. 1888 

 1889 

Clinical implications 1890 
 1891 

Leading on from participant suggestions for improvements, training in Pakistan may 1892 

wish to consider the practicalities of current pathways. Whilst ICP is affordable, other 1893 

institutes might benefit from offering more financial aid to trainees. Although ICP is more 1894 

accessible to people from a wider range of socioeconomic backgrounds, trainees are still 1895 

unable to work whilst training, thus inevitably affecting access to and representation in the 1896 

field for people who are less financially privileged. With this, training courses may wish to 1897 

review the length of their training programmes, as participants spoke to the length of 1898 

training being at least double the length of courses in the West. This is not to say that 1899 

Western training pathways are a gold standard, however, it brings to question how feasible 1900 

such lengthy training pathways are and what the rationale for this might be. 1901 

Given the areas that participants discussed in this study, services may also wish to 1902 

consider prospective areas for discussion and development in the accessibility of public 1903 

versus private clinical services for clients. Alongside the socioeconomic status of clients, 1904 

local narratives about mental health difficulties and support require continuous 1905 

consideration. Services might benefit from building upon their emphasis on intersectional 1906 

identities (Crenshaw, 1991), such as Pakistani culture in relation to religion and gender, 1907 

holding these intersections in mind when considering the approaches that services take 1908 

therapeutically, strategically and systemically; how does the way that a service functions 1909 

enable or disable certain populations from accessing their support? With this, services and 1910 
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training institutes might wish to consider more diverse ways of working clinically. 1911 

Participants reported that more novel ways of working or modes outside of one-to-one 1912 

therapy were less common. There may be a need for the expansion of therapeutic group 1913 

work, developing services in less typical or traditional settings, such as reaching into 1914 

communities, drawing on consultation more so etc. 1915 

It is also important to note what CP training in the UK can learn from this study’s 1916 

findings, particularly given that 2.7% of the UK population is Pakistani (Office for National 1917 

Statistics, 2021). CP training in the UK may benefit from better considering the 1918 

intersectional role of class, religion, and the interplay between one’s ethnic or cultural 1919 

identity and the West, particularly given that, as discussed above, models and theories and 1920 

largely developed by and for the West. Research carried out with global majority 1921 

populations in LMICs alike the current study can offer insight into training and/or working 1922 

with global majority populations in HICs. 1923 

 1924 

Strengths and limitations 1925 
 1926 
 A key strength of this research study was the cultural insights that the researcher 1927 

and supervisory team held. They were able to openly learn from each other and sit with the 1928 

tensions of their positions. For instance, despite the team, either, having a personal 1929 

connection to Pakistan or working within global mental health, they recognised that they 1930 

were still carrying out the research from positions of privilege in a HIC. The researcher’s own 1931 

ethnic identity allowed for them to understand cultural context, nuances in terminology, 1932 

and Urdu phrases that were used during development of the research idea, data collection, 1933 

analysis and write-up. 1934 
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 The research team had a good working relationship with ICP, allowing them to gain 1935 

insights from the Professor and the advisory group of trainees. Although it was difficult to 1936 

consistently get the advisory group’s insights given their busy schedules, time difference and 1937 

trainees leaving ICP over the last two years, they were keen to support the project and 1938 

valued that the research was being done. 1939 

 The research study strongly followed the IPA procedure through the use of a single 1940 

opening question, allowing for interviews to be in-depth, yet organically led by the 1941 

participant. The richness of the research was possible due to the openness of the 1942 

participants, allowing for quality data and findings. The researcher  had IPA teaching, 1943 

discussed the approach with supervisors and also with peers who were also undertaking 1944 

IPA, and a peer screened two transcripts against the themes to increase validity. 1945 

 Given that this research solely focused on one institute, it is difficult to comment on 1946 

alternate approaches to training or to compare the findings to other research in the area, 1947 

given that there is no currently known, published research on CP training in Pakistan or 1948 

standardised national regulatory guidance as of yet.  Although the findings cannot be 1949 

representative of training across Pakistan, this was pre-empted and research with multiple 1950 

institutes was not deemed possible in the given time for a DClin research project and 1951 

researching across multiple sites may have affected heterogeneity. The research also aimed 1952 

to gather photographs from participants in order to carry out photo elicitation alongside 1953 

IPA, however, only one participant provided photograph, so this was excluded. 1954 

 Although the researcher considered the rapport developed with each participant 1955 

meaningful, this is somewhat stunted over online interviews. This was unavoidable given 1956 

the lack of time and resource available to travel from the UK to Pakistan to carry out 1957 

interviews, but also due to Covid. Online interviews presented some challenges due to 1958 
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technical issues, including due to load shedding in Pakistan; these were overcome with 1959 

relying upon audio calls alone where necessary. Although the time difference was 1960 

anticipated to be a prospective challenge, both, participants and the lead researcher were 1961 

flexible. Overall, the researcher felt that positive relationships were formed with 1962 

participants, who were appreciate of the opportunity to share their experiences. 1963 

 Given IPA’s phenomenological approach to representing multiple individual 1964 

meanings and experiences, as opposed to finding a single truth, implementation of findings 1965 

may arguably be more challenging. In instances where participant experiences, and 1966 

subsequent themes, may contrast each other, the influence of research findings on clinical 1967 

or academic provision may be difficult. Further, whilst suggested that an effective IPA study 1968 

should shed light on a broader context, this may be hard to do with a specific and 1969 

homogenous sample (Pringle et al., 2011). IPA can also be criticised for giving voice to lived 1970 

experience without trying to understand why it occurred (Tuffour, 2017). Although this 1971 

study did not aim to question why, future research may wish to do so. Whilst the researcher 1972 

was aware of these limitations to IPA in advance of the study, it was still deemed the 1973 

appropriate approach and they are helpful to bear in mind. 1974 

 The transcription software was not wholly culturally and lingually appropriate for the 1975 

participant group, as it was not sensitive to non-Western language or concepts. For 1976 

example, it often translated Pakistan to Buxton. This reflects the wider societal and systemic 1977 

challenges in carrying out research with non-Western populations. Transcription software 1978 

cannot be expected to understand context or local language, for example, the name of a 1979 

hospital in Karachi, however, common names and phrases were not recognised. The 1980 

software may also have had limited therapeutic terminology, as it often transcribed 1981 
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psychoanalytical to psychological. The researcher overcame these issues by checking all 1982 

transcripts against audio files. 1983 

 1984 

Research considerations 1985 
 1986 
 Future research might wish to build upon this study’s findings by carrying out similar 1987 

research at other institutes. This includes researching institutes across the country to better 1988 

grasp nuances in regional differences in training, clinical provision, population needs, 1989 

culture, and commissioning or strategy. Research considering similarities and differences 1990 

between public and private institutes may be helpful to better understand this given that 1991 

this study looked only at a public institute, but differences between the two were reported 1992 

by participants. Whilst inferences were made based on participant knowledge and 1993 

understanding of private institutes and some insights offered by the advisory group, the 1994 

validity of these would be strengthened through research with said institutes. 1995 

Research capturing staff and client voices may add an additional layer to 1996 

understanding the benefits of training for local populations, but also for professionals 1997 

receiving and delivering training. Longitudinal research might lend itself well to this area of 1998 

research, such as through tracking training experiences prior to the start of training through 1999 

to post-qualification. The field may benefit from research into the experiences of the staff 2000 

delivering CP training. It might also be interesting for a Pakistani Trainee Clinical 2001 

Psychologist to replicate this study with UK trainees. A similar DClin study is currently 2002 

underway with Uganda’s CP trainees, so there may be opportunity for international 2003 

comparisons to be made. 2004 

 2005 

 2006 
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Reflexivity 2007 
 2008 

A reflexive position allowed me to maintain awareness of unconscious motivations, 2009 

biases and relational dynamics, which enable us to better understand the roles that we 2010 

assume within complex systems, systems that become more complicated and layered when 2011 

researching across cultures and continents. Although I am of Kashmiri-Pakistani heritage, I 2012 

was very aware of my privilege in being born, brought up and educated in a HIC. My ethnic 2013 

heritage afforded me insights into Pakistani culture, but I remained aware that this too can 2014 

increase biases due to my experiences, beliefs and perceptions that are deeply implicated in 2015 

the culture. 2016 

Whilst one of the research supervisors is also British-Pakistani, and the other 2017 

research supervisor has significant research experience within Global Mental Health and 2018 

LMICs, they too are in positions of privilege, which we were all able to openly and 2019 

transparently talk about. We carried out the research from institutions in the UK, a HIC. We 2020 

ensured that the Professor at the University of Karachi held a consistent position through 2021 

the study, drawing on her views and experiences, increasing accountability and authenticity. 2022 

However, arguably, in relation to the participating trainees, the Professor in Pakistan, too, 2023 

was in a position of power. 2024 

As a trainee myself, it was a privilege to elevate the voices of other trainees, and for 2025 

it to also be those with whom I felt a deeper cultural connection. Given my identity, I was 2026 

naturally more attuned to the wider context in and around Pakistan, cultural sentiments 2027 

shared in interviews and was able to interpret data through a lens that somewhat 2028 

overlapped with that of the participants. This helped with rapport-building and allowed for 2029 

participants to share more openly, such as communicating some phrases in Urdu, which 2030 

might not have held the same meaning when translated in English. 2031 



 100 

A double hermeneutic was employed through participants making sense of their 2032 

experiences and me making sense of the participants (Smith & Osborn, 2003). It is helpful to 2033 

consider the added layer of me making sense of participant experiences as someone who 2034 

shares trainee and Pakistani identities with them. 2035 

My identity in relation to the study topic presented challenges in ways. I sensed that 2036 

some participants were unsure of my position and connection to Pakistan until I offered 2037 

more insight into the research and myself after the interviews ended. I grappled between 2038 

sharing more about myself before the interviews to build rapport and increase a sense of 2039 

safety, and waiting until after the interviews to minimise the bias and influence of my 2040 

position. 2041 

I also wondered if with my closeness to the culture, participants may have felt able 2042 

to forego explaining some of the cultural details around their experiences through the 2043 

assumption that I would already know. Thus resulting in over-supposing and under-telling 2044 

(White et al., 2022). I wonder how the interview data might have looked if someone with a 2045 

distinct identity carried out the research; does shared identity mediate feelings of safety 2046 

between a researcher and participant? 2047 

 During the interviews, I was conscious of my position within a HIC wherein some 2048 

participants spoke about wanting to pursue further study and/or work in HICs. Whilst this 2049 

can be understood in the context of opportunities available in LMICs and individual 2050 

aspirations, I wondered whether this played a role in how some answers were constructed 2051 

and shared within the interviews. 2052 

 2053 

 2054 

 2055 
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Conclusion 2056 
 2057 
 Through interviews with ten Trainee Clinical Psychologists, the study was able to 2058 

meet its aims to better understand their experiences of training in Pakistan. Participants 2059 

offered insights into their training experiences, academically and clinically, and shed light on 2060 

the wider systems within which they work and clients access support. Findings suggested 2061 

that participants valued their training programme, felt supported and well equipped to work 2062 

in the field, particularly given the diversity and vigour of their training experiences, but 2063 

there were areas for development, including around the length and focus of training. Whilst 2064 

CP and its training pathways in Pakistan may require further development, this relies upon 2065 

further research being done in the area, for which recommendations have been made. 2066 

 2067 
 2068 
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 2073 
 2074 
 2075 
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 2078 
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 2387 

TIDieR�checklist� � � � � � � � �
�

 
WHEN and HOW MUCH 

  

8. Describe the number of times the intervention was delivered and over what period of time including 

the number of sessions, their schedule, and their duration, intensity or dose. 

_____________ _____________ 

 TAILORING   

9. If the intervention was planned to be personalised, titrated or adapted, then describe what, why, 

when, and how. 

_____________ _____________ 

 MODIFICATIONS   

 ,If the intervention was modified during the course of the study, describe the changes (what, why ۆ.10

when, and how). 

_____________ _____________ 

 HOW WELL   
11. Planned: If intervention adherence or fidelity was assessed, describe how and by whom, and if any 

strategies were used to maintain or improve fidelity, describe them. 

_____________ _____________ 

 ۆ.12
 

Actual: If intervention adherence or fidelity was assessed, describe the extent to which the 

intervention was delivered as planned. 

_____________ _____________ 

** Authors - use N/A if an item is not applicable for the intervention being described. Reviewers – use ‘?’ if information about the element is not reported/not   
sufficiently reported.         

† If the information is not provided in the primary paper, give details of where this information is available. This may include locations such as a published protocol      
or other published papers (provide citation details) or a website (provide the URL). 

 .If completing the TIDieR checklist for a protocol, these items are not relevant to the protocol and cannot be described until the study is complete ۆ

*�We�strongly�recommend�using�this�checklist�in�conjunction�with�the�TIDieR�guide�(see�BMJ�2014;348:g1687)�which�contains�an�explanation�and�elaboration�for�each�item.�

*�The�focus�of�TIDieR�is�on�reporting�details�of�the�intervention�elements�(and�where�relevant,�comparison�elements)�of�a�study.�Other�elements�and�methodological�features�of�
studies�are�covered�by�other�reporting�statements�and�checklists�and�have�not�been�duplicated�as�part�of�the�TIDieR�checklist.�When�a�randomised�trial�is�being�reported,�the�
TIDieR�checklist�should�be�used�in�conjunction�with�the�CONSORT�statement�(see�www.consortͲstatement.org)�as�an�extension�of�Item�5�of�the�CONSORT�2010�Statement.�
When�a�clinical�trial�protocol�is�being�reported,�the�TIDieR�checklist�should�be�used�in�conjunction�with�the�SPIRIT�statement�as�an�extension�of�Item�11�of�the�SPIRIT�2013�
Statement�(see�www.spiritͲstatement.org).�For�alternate�study�designs,�TIDieR�can�be�used�in�conjunction�with�the�appropriate�checklist�for�that�study�design�(see�
www.equatorͲnetwork.org).��
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Appendix 3 – Study poster 2388 
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Appendix 4 – Participant information sheet 2392 
 2393 

 2394 
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Appendix 5 – University of Karachi ethical approval 2405 
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Appendix 6 – University of Liverpool ethical approval 2411 
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Appendix 7 – Participant consent form 2420 
 2421 

 2422 
 2423 
 2424 

 

Page 1 of 2 

Participant Consent Form 

 
Version number & date: v3 – 04/02/22 
Research ethics approval number: 11448 
Title of the research project: A qualitative exploration of Trainee’s experiences of Clinical Psychology 

training and clinical practice in Pakistan. 
 
Name of researcher: Misbah Hussain (Trainee Clinical Psychologist) 
 
               Please initial box 

1. I confirm that I have read and have understood the information sheet dated 

12/02/2022 for the above study. I have had the opportunity to consider the 

information, ask questions and have had these answered satisfactorily. 

2. I understand that taking part in the study involves completing a remote interview.  

3. I understand that my participation is voluntary and that I am free to stop taking part 

and can withdraw from the study at any time (prior to data analysis commencing) 

without giving any reason and without my rights being affected. In addition, I 

understand that I am free to decline to answer any questions asked in the 

interview. 

4. I understand that I can ask for access to the information that I provide and I can 

request the destruction of that information if I wish at any time prior to analysis of 

the data. I understand that following analysis I will no longer be able to request 

withdrawal of the information that I provide. 

5. I understand that other authorised researchers may use my words in publications, 

reports, webpages, and other research outputs, only if they agree to preserve the 

confidentiality of the information as requested in this form.  

6. I understand that the information that I provide will be held securely and in line 

with data protection requirements at the University of Liverpool. 

7. I agree to take part in the above study. 

 
 
Please return this electronic consent form via email to Misbah.Hussain@liverpool.ac.uk. 

 

 

__________________________  __________  ______________________ 

Participant name   Date   Signature 
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 2426 
 2427 
 2428 
 2429 

 

Page 2 of 2 

 

__________________________  __________  ______________________ 

Name of person taking consent  Date   Signature 

 
 
 
Lead Researcher      
Misbah Hussain 
Trainee Clinical Psychologist 
University of Liverpool 
Misbah.Hussain@liverpool.ac.uk 
 
Under supervision of 
Dr Anna Chiumento 
Primary Supervisor 
University of Liverpool 
Anna.Chiumento@liverpool.ac.uk 
 
Dr Ross White 
Secondary Supervisor 
Queen’s University Belfast 
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Appendix 8 – Interview guidance and prompts 2430 
 2431 
 2432 
Demographic information to collect 2433 

- Prior educa>onal experience 2434 
- Age 2435 
- Geographical loca>on 2436 
- Religion/cultural iden>ty 2437 
- Language; mother tongue 2438 

 2439 
 2440 
Interview prompts 2441 
 2442 
Opening question: Tell me about your experiences of Clinical Psychology training in Pakistan 2443 
 2444 
Possible areas to explore: 2445 
 2446 

- Why CP? 2447 
 2448 
Training 2449 

- What the curriculum is like 2450 
- Gaps in the curriculum 2451 
- Whether the curriculum seems relevant to the local popula>ons 2452 
- Teaching modes 2453 
- Length of training 2454 
- Access to training 2455 

 2456 
Clinical experience 2457 

- Experience prior to training 2458 
- Experience during training 2459 
- Career aspira>ons; kind of psychologist you hope to be 2460 

 2461 
General view of CP 2462 

- How you viewed it prior to and during training 2463 
- General understanding of CP from others; professionals and general public/family/friends 2464 

etc. 2465 
 2466 
 2467 
 2468 
 2469 
 2470 
 2471 
 2472 
 2473 
 2474 
 2475 
 2476 
 2477 
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Appendix 9 – Transcript example, with Experiential Statements and Exploratory Notes 2478 
 2479 

Experiential 
statements 

Data Exploratory notes 
Descriptive, linguistic, 
conceptual 

 
 
 
Insufficient 
adaptation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Adaptation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Adaptation 
 

They're not that, I mean, in my personal 
opinion, they're not that much adapted to them 
[mm], a lot of people don't understand. It's and, 
but it has helped, the cultural adapted one, it 
has helped to make them understand ‘cause in 
co- in CBT we have to help them understand a 
lot of things [mm] So when we don't know the 
words, right words, how to make them 
understand it has really helped, because with 
cog, like, if I'm telling them to, you know, 
understand what is cognitive errors, they 
couldn't understand what is cognitive errors. So, 
uh, are, they, in the culturally adapted manual, 
certainly cognitive errors could be made 
understanding them by saying, sorch ki gulthiya 
(Urdu for thinking mistakes) [mm], though, 
when I said that, sorch ki gulthiya hothia (Urdu 
for thinking mistakes happen). So it was more 
easier for my clients to understand ke (Urdu for 
that) okay, what we're talking about, but with a 
lot of, uh, p- clients, they are unable to 
understand, they become resistant [mm] to that 
kind of therapy, because they’re like acha (Urdu 
for okay) they know a lot of things, and they're 
saying a lot of words that I don't understand. 
And then I think this is self-esteem, it starts to 
you know, get more [mhm], they starts to, you 
know, question themselves, ke (Urdu for that), 
we don't know a lot of stuff, and they're telling 
us a lot of things and we might be incompetent, 
we might be a failure, so all the core beliefs just 
start, you know, uh, starts act- start getting 
active and all that [mm]. I think ke (Urdu for 
that), it Pakistan does over here, we do need a 
lot of therapies, ‘cause there are a lot of 
therapies, and uh, we there should be work on 
it, to make it more more culturally adaptive, so 
that we can help clients. 

 
Not adequately adapted, 
but helps clients to 
understand terms/jargon, 
e.g. cognitive errors 
 
 
 
Culturally adapted 
interventions helps with 
using appropriate jargon 
and language 
 
 
 
Cultural adaptation does 
help with language and 
examples – e.g. using 
translated phrases. Use of 
Urdu phrase to illustrate 
point 
 
Language barriers in non-
adapted intervention may 
increase treatment 
resistance 
 
Clients may start to 
question themselves more 
and affect their sense of 
self when they don’t 
understand therapeutic 
jargon 
 
 
Need for more 
intervention adaptation to 
support the local 
population 
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Appendix 10 – Analytic excerpt for Group Level Subtheme 1.2. Religion 2480 
 2481 

Experiential Statement Quotes 

Integral role of religion 
 
 
 
 
 
 
 
Religion in the curriculum 
 
 
 
 
 
 
Religion; strengths-based 
 
 
 
 
 
 
Religion as splitting 
 
 
 
 
 
 
 
 
Black magic 
 
 
 
 
 
 
 
 
Mental health and religious 
explanations 
 

“I think it might help a lot of people, because over here in 
Pakistan, people really consider religion very important. And 
it can be a driving force for a lot of people. They can be 
motivated through, you know, these type of, if, cert- certain, 
like verses could be had, because I've heard that there's 
some therapies that do base on, you know, spirituality and 
such methods” – Sania 
 
“we learn about the psychotherapeutic treatment, along 
with the religious beliefs and all, for example, like if I'm a 
Muslim and I have got client who is Christian, so they have 
different beliefs on it [mhm]…and for example, if there is a 
religious belief that uh, just like a kind of black magic and all” 
– Amira 
 
“Real religiosity and others’ spiritual things, we consider it as 
an as strengths in the needs of the client. If, if it benefits the 
client [mm], it, I..we would uh..we do that [mhm]. But 
mostly, we don't utilise the, utilise these things. Um, we only 
do it for the clients who have uh strong religious 
connections” – Malik 
 
“religion, and politics are the two things which are 
prohibited, or which are not very much encouraged, so it's 
kind of discouraging, like, don't use these…I have 
experienced one or two clients, so who's got a big like, verbal 
aggressive, “do you belong to this sect? Or do you uh, relate 
it to this sect?” And when I said no, and then she said, “Oh, 
then it’s if you are from this sect, then I wouldn’t be talking 
to you”” – Laiba 
 
“Few weeks ago, we had this one workshop about jinn and 
jadu (Urdu for spirits and black magic) [mm]…when we have 
clients with schizophrenia, they talk about these things…and 
if they don't talk about this, their families do have this belief 
that there is certain, you know, certain jinn, who has 
possessed her, or him…they usually go to, they usually go to 
molvi (Urdu for Islamic teacher), faith healers, for their 
problems” – Tara 
 
“some which has possessed them, they have some uh, 
supernatural experiences. Um, they have experienced some 
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sort of supernatural activity or anything. Um, however, if you 
go into detail, it's usually psychosis [mm]” – Anaya 
 
“Uh, I think it is, we are hesitant to talk about it, because 
most of the western literature says that religion should be 
kept aside from therapy..but what I have personally learned 
from my experiences, that religion is an integral part of your 
psyche, you cannot, you know, just keep it away or you 
cannot just completely exclude that from therapy [mm]” – 
Aliza 
 
“So basically, we are prepare for everything and if there is 
like any religious kind of thing, which we face and OCD, when 
they have like religious, like, thoughts related to religion, and 
how to deal with it. So they prepare us for, like, exclude any 
biases” – Alishba 
 
“we really go case by case, we try not to bring too much of 
religion into it, because then..you know, it gets very 
complicated, because religion is not just religion, religion, 
then is further in Pakistan divided into sects [mm]. So you 
know, so that's also very tricky…clients, you know, asking our 
names and second names, and, you know, trying to guess 
which sect we belong to” – Kainaat 
 
“So, during all this training procedure from time to time we 
have been taught to identify the cultural thoughts, the 
religious thoughts..how to not to use these things, how to 
not how not to use these terminologies not to use these 
concepts in your therapy sessions. So, it's a part of our 
training” – Hiba 
 

 2482 
 2483 
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Appendix 11 – Researcher and supervisor reflexivity table 2484 
 2485 
	 2486 

Initials  Gender  Involvement in 
study  

Training  Credentials/E
ducation  

Occupation  Other relevant experience/views?   

MH Female  Every stage of the 
empirical study and 
systematic review 

Research methods 
training to doctoral 
level in Clinical 
Psychology (DClin) 

BA, PgDip, 
MRes, DClin 
(to be 
completed 
2023) 

Trainee Clinical 
Psychologist 

Kashmiri-Pakistani, British born female living in the UK. 
Background in clinical psychology practice across 
physical and mental health settings. Experience of 
working with diverse populations in the UK, including 
displaced children and adults  

AE Female Regular supervisory 
meetings, reading 
and providing 
feedback on the draft 
write up 

Research methods 
lecturer on the DClin 

PhD (2019) Lecturer British Pakistani female, born and raised in the UK. 
Academic background, particularly interested in mental 
health experiences of individuals in low income countries 
and of minority groups in the UK. 

RW Male Regular attendance 
at supervision 
meetings and 
providing feedback 
on drafts of the 
systematic review 

Research methods. 
Research director on 
the DClinPsy 
programme at 
Queen’s University 
Belfast 

PhD (2003) 
DClinPsy 
(2007) 
 

Professor of Clinical 
Psychology 

British born in Northern Ireland. Grew up in the 
protestant faith during The Troubles. Moved to Scotland 
to train as a Clinical Psychologist and worked there and 
in England for 15 years before returning to Northern 
Ireland in 2019. I directed a MSc programme on global 
mental health and have worked on research projects in 
sub-Saharan Africa and with forcibly displaced 
populations living in UK and EU. 

AC Female Primary supervisor 
for first 18 months, 
providing input on 
research questions 
and study design. 

Ongoing training and 
learning around 
qualitative and 
empirical ethics 
research methods. 

PhD (global 
mental health 
/ empirical 
ethics) 

Tenure Track 
Research Fellow 

Experience of conducting cross-cultural qualitative and 
mixed-methods global mental health research, including 
in Pakistan. Teaching research methods on DClin 
program and engaging with DClin trainees in diverse 
global settings. Research interest in the global 
translation of knowledge and practice. Personal interest 
in research mentorship and growth of those I supervise. 
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