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Thesis structure and terminology
As this study is nested in a public health tradition, which represents a hybrid between the medical
sciences and the humanities and social sciences, I have chosen parts from different research
traditions in the structure of this thesis.
The basic structure is inspired by the medical sciences’ well-known IMRaD format (Introduction,
Methods, Results and Discussion), but supplemented with a chapter on interpersonal and
epistemological Positioning of the research and researcher and a designated chapter on Ethics.
1. The first chapter is a brief ‘Introduction’ to set the scene and present my phenomenon of
investigation, my aims and research questions for this PhD and the three articles, it consists of.
2. Chapter 2 on ‘Background’ outlines overall findings and theories from the different research
fields relevant to my area of inquiry, namely the fields of international migration, mental health
and cultural psychiatry, health equity, patient-provider encounters and cultural consultation.
3. Chapter 3 on ‘Positioning of the Research and Researcher’ acknowledges that research is always
co-constructed with the researcher, hence I have laid out reflections on my understanding of
epistemology, my preconceptions and my role in the research process.
4. Chapter 4 on ‘Methodology’ gives a detailed description of the study design, study settings and
the quantitative and qualitative methods and analytical processes applied in my three articles.
5. Chapter 5 gives an overview of ‘Ethical Considerations’ as well as legal frameworks and permits
in relation to this study.
6. Chapter 6 presents a condensed ‘Summary of Findings in the Articles’.
7. Chapter 7 rounds of the thesis with a ‘Discussion’ of findings, methods and implications for
research and clinical practice.
Thesis Summaries in English and Danish (Chapter 8) and references for the thesis (Chapter 9) are
found at the end. So far, findings from this study have been described in three scientific articles,
x

which are attached as either manuscript or published article (Chapter 10) followed by other
relevant appendices from the study (Chapter 11).
There are some inconsistencies in my use of terminology and writing across the articles and the
thesis. Firstly, the inconsistency in my use of spelling is caused by the publishing journal of Article
1, which required American English spelling. I have preferred British English for my thesis and the
two qualitative articles (2 and 3).
There are also variations in my use of terminology, which are results of my own academic
development over the years as well as inconsistencies in literature and a constant conceptual
refinement and attuning to political influences in the research fields. Below I present my use of
terminology in this thesis:
•

Illness/disease: Generally, I follow Kleinman’s renowned distinction between illness and
disease (Kleinman 1987). I use illness (a person’s lived experience and expression of
suffering and dysfunction) when describing a patient perspective or the cultural dimensions
of mental illness. I use disease or disorder (the healthcare provider’s interpretation and
translation of illness into their biomedical and diagnostic framework) primarily in the
Background chapter, when referring to a medical framework or to categories in
epidemiological or clinical studies.

•

Patient/participant: In Article 1, I primarily used the term participant to designate
individuals who participated in the patient satisfaction survey and did so at the end of
treatment, where they were no longer patients.
In Article 2 and 3, I used the term patient to highlight the duality of the patient-provider
encounter. End-of-care interviews were made with individuals who were no longer patients,
but reviewers recommended me to use one term for consistency. In the literature, other
terms such as service user or consumer are increasingly used to underline agency in
patients. I now prefer patient rather than more commercial terms, to underline the legal
entitlement to care as patients.

•

Care/treatment: I use both terms. Treatment is mainly applied when referring to the
clinical or medical response to specific diagnoses. Care or mental healthcare is used more
broadly to describe treatment and support to (prolonged) mental illness management
(Montagni and McDaid 2017).

•

Migrant: There is no formal legal definition of this umbrella term (Johnson et al. 2019),
but I refer to the United Nations’ Educational, Scientific and Cultural Organization
xi

(UNESCO)’s definition of a migrant as: “Any person who lives temporarily or permanently
in a country where he or she was not born and has acquired some significant social ties to
this country” (Stubley 2021).
•

Refugee: I refer to the definition: “A person who, owing to a well-founded fear of
persecution for reasons of race, religion, nationality, membership of a particular social
group or political opinions, is living outside the country of his or her nationality. In the
European Union, this term is used of a person who has specifically sought and received
legal asylum.” (Johnson et al. 2019).

•

Ethnicity/ethnic group: I refer to the definition: “The social group a person belongs to
and either identifies with or is identified with by others, as a result of a mix of cultural and
other factors including language, diet, religion, ancestry and physical features traditionally
associated with race. All people have an ethnicity - not only minorities” (Johnson et al.
2019). There is a distinction between ‘ethnic category’ which refer to sometimes static and
essentialist categories (Anthias 2010) defined by others, and ‘ethnic group’ which is selfdefined by group members (Johansen 2005).

•

Non-Western countries: I refer to the following definition. Western countries: The 27
member countries of the EU, Andorra, Iceland, Liechtenstein, Monaco, Norway, San
Marino, Switzerland, Great Britain, Vatican City State, Canada, USA, Australia and New
Zealand. Non-Western countries: All other countries (Statistics Denmark 2020).

•

Cultural psychiatry / transcultural psychiatry: are often used interchangeably,
despite definitory differences (Dein and Bhui 2013). Transcultural psychiatry deals with
the psychiatry of ethnic minorities. Cultural psychiatry is a more recent term and covers
the interplay between culture and mental health for both minority and majority groups and
has an increasing awareness of the dominant culture and historic heritage of psychiatry
itself (Kirmayer 2012; Kirmayer and Ban 2013; Kirmayer and Minas 2000). I use cultural
psychiatry, unless I refer to the Competence Centre for Transcultural Psychiatry (CTP).

In cases other than the above, I will strive to define concepts and terminology along the way, when
applied in the text.
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INTRODUCTION

1. Introduction
In the thesis, I investigate patient satisfaction and the use of the American Psychiatric Association
(APA)’s cross-cultural assessment tool, the Cultural Formulation Interview (CFI), among migrant
patients in a Danish mental healthcare context.
The study contributes to the scientific fields of public health, international migration and cultural
psychiatry, and to the evidence base guiding mental health service delivery for the increasing
population of culturally diverse migrant patients.
The specific knowledge added by this study from a Danish context to the international field of
mental healthcare is the description of factors of importance for migrant patient satisfaction and
the elucidation of migrant patient and providers’ perceptions of the CFI as a possible clinical tool to
enhance cultural competences and patient involvement.
The possible impact of this study in a long-term perspective is that an increased understanding of
what matters to migrant patients and how to approach issues of culture in care can ultimately lead
to more health equity, by means of individualisation, increased quality of and adherence to care.
1.1.

Aims and research questions

The literature (described in the Background chapter) shows that migrants are subjected to inequity
in healthcare, risk of discrimination, limited patient involvement and are less satisfied with
patient-provider encounters. Health providers report difficulties with diagnoses, adherence,
language and communication in their work with migrants. Cultural differences in illness
explanations and care expectations as well as mutual understanding is a challenge in multi-cultural
patient-provider encounters.
At the Competence Centre for Transcultural Psychiatry (CTP), specialised in cultural dimensions of
care and treating only migrant patients, I was interested in assessing patient satisfaction. I wished
to discern treatment-related factors associated with satisfaction to understand migrant patients’
care needs and expressions of quality in care. I found the quantitative survey method suitable for
obtaining an overview of factors related to satisfaction among migrant patients and for looking for
distributions and trends in a large representation of the population (Frederiksen et al. 2017).
To further explore migrant patient satisfaction and the cultural dimensions of illness perceptions
and patient-provider encounters, I was interested in the CFI as a possible approach to improving
patient-provider encounters and migrant patient satisfaction. Surveys are not well suited for
providing details and nuances of a phenomenon. I aimed for an in-depth understanding of how the
CFI was practiced and how it affected interpersonal dimensions of the encounter from the
1
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perspectives of both migrant patients and providers. I therefore used different types of qualitative
methods.
1.1.1.

Aims

This study draws on different types of empirical material to shed light on the phenomena under
investigation: multicultural patient-provider encounters in Danish mental healthcare, including
use of the CFI.
My study and the empirical data production—entailing a patient survey, participant observations,
video and audio recordings of CFI encounters and subsequent interviews with providers and
patients—were guided by the overall study aims:
•

From a migrant patient perspective, to investigate satisfaction with multicultural patientprovider encounters at a specialised Danish transcultural mental healthcare service, with a
focus on factors that shape satisfaction.

•

From the perspectives of providers and migrant patients, to explore the use of the CFI as a
possible approach to improve multicultural encounters.

1.1.2.

Research questions for the three articles

My analysis of the empirical material was informed by the following specific research questions for
the three articles included in this thesis:
•

Article 1: What is the level of satisfaction with mental healthcare among a non-Western
migrant population receiving treatment for PTSD and depression, and which treatmentrelated factors reported in a patient satisfaction survey were associated with overall
treatment satisfaction?

•

Article 2: How does explicit cultural inquiry in the CFI generate provider experiences,
ranging from alliance and understanding to distance and othering, when used in Danish
mental health assessment encounters?

•

Article 3: How does the CFI affect intersubjective recognition and patient engagement when
used in mental health assessments of migrant patients in Denmark?

2

BACKGROUND

2. Background
In this chapter I introduce theories and central concepts pertinent to the research areas of
relevance for this study: international migration, migrant mental health, access and equity in care,
multicultural patient-provider encounters, cultural competences, working alliance and the CFI. In
each section, I start with presenting overviews of international perspectives and discussions. Where
possible, I conclude the section with a summary of the corresponding situation in Denmark.
2.1.

Migration and mental health

Migratory movements have been fundamental to human history and development and have created
opportunities, diversity and growth in both genetic and sociocultural domains of human life
(Bhopal et al. 2020; Bhugra 2021). However, migration is also related to social friction and can
have profound negative implications. Currently, international migrants constitute 3.5 % of the
world’s population with an estimated 272 million migrants globally (IOM 2020). Hereunder,
approx. 1 % of the world’s population is forcibly displaced, which is equivalent to 79.5 million
people (UNCHR 2020).
Migration can be voluntary or forced, although the distinction is not clear cut and reasons for
migration often entail elements of both (IOM 2020; Lindert et al. 2008; Thomas and Thomas
2004). Mixed migration flows of refugees and migrants can be caused by push and pull factors.
Factors such as personal persecution, armed conflict, generalised violence, natural disasters,
climate change, geopolitical issues or poverty and hunger can push people from their place of
origin, whereas factors such as job opportunities and better living conditions can attract people to
new destinations (Thara and Raman 2021). Push and pull factors often work in combination , for
instance when people with clear refugee protection needs are led onwards from countries of first
asylum to destinations with better opportunities in larger movements with other migrants (IOM
2020). Displacement of people can happen internally within their country of origin, or people can
cross national borders and be termed asylum seekers, refugees, migrants, immigrants,
undocumented migrants (or the derogatory term illegal immigrants), victims of trafficking, settlers,
migrant workers, guest workers and ethnic minorities. In some countries, the term migrants also
include descendants (IOM 2020; Jensen 2013).
This thesis focuses on individuals who immigrated to Denmark and were born abroad to parents
without Danish citizenship. Due to the unclear use of terminology in the field of mixed migration,
in this thesis I apply the term ‘migrant’ to encompass all refugees, asylum seekers and all the
various groups of migrants, whilst recognising the personal and juridical differences across the
categories (IRIN 2015). I adhere to the definition of a migrant as: “Any person who lives
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temporarily or permanently in a country where he or she was not born and has acquired some
significant social ties to this country” (Stubley 2021).
2.1.1.

Migrants and social determinants of mental health

Both forced and voluntary migration can be associated with severe traumatic experiences and
stress. Migration trajectories can encompass stressors occurring in the country of origin, whilst on
the move, and after reaching a resettlement country (Stubley 2021; Wilson 2004).
Premigration trauma can be multiple and prolonged and include torture, imprisonment, war
experiences, witnessing death and violence, forced separation from family and natural disasters
(Carlsson et al. 2018; Silove et al. 1997; Sonne, Carlsson, Bech, Vindbjerg, et al. 2016).
Migration trajectories can be lengthy and unsafe and include long-term transit stays in refugee
camps or in hiding. During migration individuals can be at risk of death, extreme weather
conditions, kidnappings, forced labour, physical and sexual abuse, torture, coercion and violent
‘push-backs’ to their destination of departure (IOM 2020; UNHCR 2019).
Postmigration stressors in various forms can trigger, maintain or worsen existing mental health
problems (Solberg et al. 2020). The time following migration can be marked by several types of
loss, such as the loss of home country, culture, language, family and friends, work, identity and
social status, and the ability to navigate in the new society and its healthcare system (Nielsen et al.
2015). Scholars argue that the postmigration phase, be it permanent or temporary, can cause a
‘trauma of geographical dislocation’, which threatens the basic feeling of safety that is fundamental
to all human beings (Stubley 2021). Postmigration can also be associated with feelings of guilt over
the loss of self and over those left behind in danger (Wilson 2004) and stress related to the lack of a
robust social network (Bruhn et al. 2018). Prolonged asylum procedures and insecure residency
status has consistently shown to predict incidence and severity of post-traumatic stress disorder
(PTSD) and other mental disorders in migrants (Bruhn et al. 2018; Hallas et al. 2007). Economic
strain and unemployment also impacts PTSD and other forms of distress (Bruhn et al. 2018;
Solberg et al. 2020). The legal and social framework as well as political discourses of the
resettlement country further impact migrant mental health (Lindert et al. 2008). Migrants from
non-Western countries are often socio-economically disadvantaged (Spallek et al. 2015) and can be
exposed to marginalisation, discrimination and racist microaggressions, individual racism or
structural racism (Ayonrinde and Miller 2021). Discrimination can reactivate or sustain
persecutory anxieties in migrants (Wilson 2004) and the cumulative experiences of racism can lead
to development of new mental health problems, such as ‘the invisibility syndrome’, race-related
stress, chronic indignation, depression, substance abuse or violence (Ayonrinde and Miller 2021).
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2.1.2. Migrants and mental health status

The aetiology of mental disorders involves a complex interaction between genetic determinants and
biological, psychological and social factors embedded in cultural contexts (Kirmayer and Ryder
2016). As is apparent, literature documents a strong link between migration, social determinants
and mental health problems.
Nevertheless, it is difficult to describe the mental health status of migrants, due to the substantial
individual, inter-group and intersectional differences (Bhugra 2004). Further complexities are
added in the form of cultural variations in illness perception and expressions, barriers in access to
healthcare, methodological variations in studies and challenges with cross-cultural use of
psychiatric diagnostic categories (Bhugra 2003; Bhugra et al. 2014; Kirmayer and Ryder 2016;
Lewis-Fernández and Kirmayer 2019; Swinnen and Selten 2007).
Studies consistently point to a substantially increased prevalence of psychosis and schizophrenia
among refugees and migrants and their descendants (Cantor-Graae et al. 2003; Cantor-Graae and
Selten 2005; Dapunt, Kluge, and Heinz 2017; Lindert et al. 2008; Selten, van der Ven, and
Termorshuizen 2020). These findings are primarily ascribed to social disadvantages and social
exclusion rather than to genetic factors, and literature indicates higher rates of schizophrenia when
there are marked cultural and social dissimilarities between the country of origin and the
resettlement country (Kinzie 2006a; Selten et al. 2020).
In a selected migrant group consisting of refugees and other conflict-affected persons, a metaanalysis found the prevalence of PTSD and depression, respectively, to be approx. 30 %, despite
considerable variations in reported rates across studies (Steel et al. 2009).
However, for a broader group of migrants and the prevalence of common psychiatric diagnoses,
findings are more complex (Kinzie 2006b). While some migrant groups exhibit lower rates of
depression (Bhugra 2003), it is anticipated that mental illness occurs at least as frequent in
migrants as in non-migrants (Lindert et al. 2008). Meta-analyses indicate that there is only a small
elevated risk of bipolar affective disorder, unipolar depressive disorder and mood disorders in
general (Swinnen and Selten 2007) or no elevated risk at all compared with non-migrant
populations (Bas-Sarmiento et al. 2017; Foo et al. 2018). However, this picture does not match
theoretical hypotheses that pre- and post-migration stressors increase the risk of developing
depression, anxiety, PTSD and psychosocial stress (Bäärnhielm et al. 2017; Swinnen and Selten
2007).
The reasons why studies do not consistently find increased mental disorders in migrants are that
common affective disorders are not detected and registered as easily as schizophrenia, that people
who migrate tend to have pronounced mental resilience, and that migration leads to improved
social mobility and quality of life, which outweighs the increased risk produced by acculturative
stress (Foo et al. 2018). Other explanations to paradoxical health findings in migrants include
return migration, suggesting that migrants with poor health strive to repatriate, and that religion or
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faith (Bhugra 2004) as well as sociocultural networks in the migrant diasporas or high in-group
ethnic density in communities serve as protective factors (Jervelund et al. 2017; Kirmayer and
Ryder 2016).
To some extent, literature has documented a ‘healthy migrant effect’, suggesting that the most
resourceful individuals are those who succeed in migrating and that migrants are therefore
healthier than their native counterparts upon arrival in a host country (Bousmah, Combes, and
Abu-Zaineh 2019; Jervelund et al. 2017; Kirmayer et al. 2011). However, there seems to be an
unhealthy convergence of the healthy migrant effect, which presents after about 10 years (BasSarmiento et al. 2017) and becomes increasingly pronounced with the length of stay in the
resettlement country (Bousmah et al. 2019). The convergence has been shown for both physical
and mental health and is often explained with acculturation difficulties and low socioeconomic
position in the resettlement country (Bhugra 2003, 2004; Bhugra et al. 2014; Bousmah et al. 2019;
Carta et al. 2005; Lindert et al. 2016). These findings support the call for longitudinal studies and
research on migration in a life-course perspective (Bas-Sarmiento et al. 2017; Jervelund et al.
2017).
In Denmark, a review found an elevated risk of mental disorders, including affective, nervous and
psychotic disorders and first-time psychiatric contacts, among migrants compared with ethnic
Danes (Jervelund et al. 2017). When looking at subgroups, the picture is less clear: refugees
generally had higher risks of mental disorders, but family reunification migrants to both refugees
and migrants had significantly lower risks of first-time psychiatric contacts compared with ethnic
Danes. Self-reported mental health was worse among migrants, where 23–40 % reported
depression or anxiety in contrast to 10 % of ethnic Danes. However, this finding was not mirrored
in a study on workers in the cleaning industry, where self-reported mental health did not differ
significantly between migrants and ethnic Danes (Jervelund et al. 2017; Jørgensen et al. 2011).
2.1.3. Access and quality of mental healthcare

Studies show that migrants have a lower utilisation of mental health services compared with nonmigrants (Lindert and et.al. 2008). Barriers to provision of the basic human right of healthcare to
the diverse population of migrants are numerous and multifaceted. They entail an interplay of
structural, cultural and (inter)personal factors, or so-called formal and informal barriers. Formal
barriers that impede access to mental healthcare include health and migration legislation in the
resettlement country, organisation and financing of healthcare systems, available interpreter
services, as well as legal entitlements to care. Informal barriers include migrants’ knowledge about
the healthcare system, perceptions of mental distress that do not conform with the westernised
biomedical understanding and preferences for care, stigma, low health literacy, and economic and
transportation issues. Informal barriers in the patient-provider encounter include lack of cultural
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competences among healthcare providers, lack of continuity in care, complications in the
diagnostic process, as well as issues of trust and communication—particularly in mental health
care—and language problems (Bäärnhielm et al. 2017; Bousmah et al. 2019; Bradby et al. 2015;
Brandenberger et al. 2019; Colucci et al. 2015; Jensen 2013; Jensen et al. 2014; Michaelsen et al.
2004; O’Donnell et al. 2016; Priebe et al. 2013; Sandhu et al. 2013).
The primary healthcare sector is often the first point of access to the healthcare system and general
practitioners are key actors in ensuring coordination, continuity and person-centred care
(O’Donnell et al. 2016). Primary care is vital in detecting and managing mental illness or referring
to secondary or tertiary sectors. Providers must find a balance between not pathologizing and
overdiagnosing normal reactions to cultural stress and socioeconomic adversities and not
dismissing or misidentifying trauma-related disorders or culturally shaped expressions of illness
(Adeponle et al. 2012; Bhugra et al. 2014). Studies indicate that cultural diversity and
communication problems in consultations can result in migrants receiving fewer referrals to
secondary and tertiary care (Bradby et al. 2015).
In Denmark, a study showed that general practitioners were reluctant and lacked skills to assess
mental health issues among refugees, representing a risk of inequity in access to mental healthcare
(Jensen et al. 2013). Issues with assessing and referring migrants to relevant treatment links to
another study in Denmark showing that refugees and migrants had higher rates of compulsory
psychiatric hospital admissions and were more frequently subjected to coercive measures during
hospitalisations relative to ethnic Danes (Norredam et al. 2010). Likewise, Danish studies found
that some groups of non-Western migrants, originating from Somalia, Turkey or the former
Yugoslavia, had had higher utilization rates of emergency room than had Danish-born individuals
(Norredam et al. 2004) and that migrants in general visited the emergency room more often with
claims that providers considered irrelevant (Norredam et al. 2007). These tendencies were
explained with disparities in health, barriers in access to and communication with general
practitioners, fear of discrimination and lacking knowledge about the organisation of the Danish
healthcare system.
2.2.

Culture and mental health

Scholars argue that the aforementioned problems of access to timely and appropriate mental
healthcare could be mitigated by ensuring cultural competence training across all health services
(Bhugra et al. 2014; Kirmayer, Rousseau, and Guzder 2015). Culture shapes experiences of health
and illness and affects all aspects of care, including illness presentations, coping and help-seeking,
care preferences, patient-provider communication, symptom and diagnostic categorisations, illness
interpretation, as well as organisation of healthcare provision and health policies (Bhugra et al.
2014; Carta et al. 2005; Kirmayer et al. 2015; Kleinman and Benson 2006). In this study, I
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recognise the following definition of culture, which has been formulated by the APA for the
publication of Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5) and the
CFI.
“Culture has been defined as dynamic systems of knowledge, concepts, rules, and practices
that are learned and transmitted across generations, including language, religion and
spirituality, family structures, life-cycle stages, rituals, customs, and moral and legal
systems. Cultures are open, dynamic systems that undergo continuous change over time; in
the contemporary world, most individuals and groups are exposed to multiple cultures,
which they use to fashion their own identities and make sense of experience” (American
Psychiatric Association, 2013a: 749).
The dynamic cultural view that is reflected in the definition above recognises that culture both
endures and changes over time and situations, that we are all part of multiple cultural systems and
that culture produces several identities connected to social life, including language, religion and
ethnicity (Kirmayer and Ban 2013).
When this thesis focuses on migrants, it is important to note that culture does not pertain to only
migrants or ethnic minorities. In any given patient-provider encounter, at least three domains of
culture are at play: 1) the cultures of the patient, 2) the cultures of the provider, and 3) the medical
cultures (Tseng and Streltzer 2004) or the ‘psychiatry culture’ (Johansen 2005). Accordingly,
virtually all clinical encounters can be considered multicultural and cultural competences are
relevant for all providers (Kortmann 2010; Tseng and Streltzer 2004). Culture permeates all
spheres of social life and often operates at a subconscious level. Therefore, culture is likely to be
invisible to the person embedded in it and persons often erroneously perceive themselves as
neutral (Tseng and Streltzer 2004).
In mental healthcare, most scientific knowledge, diagnostic categories, therapeutic interventions
and ways to organise care are constructed and tested in a Western cultural framework, which limits
the transferability to other populations (Aggarwal 2013). If ‘the cultural other’ does not conform to
Western liberal values and does not exhibit traits of autonomy, individualism, self-sufficiency,
openness, intimacy and eye contact, introspection, and internal locus of control, they can be
misunderstood, negatively labelled or misdiagnosed in care (Illovsky 2002; Kirmayer et al. 2015;
Kortmann 2010; Tseng and Streltzer 2004).
In mental health, cultural diversity presents a particular challenge, since this field lacks objective
diagnostic measures, such as scans or biomarkers, and both assessment and treatment are highly
dependent on communication and interpretation (Rohlof, van Dijk, and Bäärnhielm 2016).
Misdiagnoses among migrants with mental health problems are a substantial problem and studies
have shown that an explicit focus on cultural issues in diagnostic assessments led to major
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revisions of diagnoses in more than half of migrant patients (Adeponle et al. 2012; Bäärnhielm,
Åberg Wistedt, and Rosso 2015).
There has been considerable disagreement between positions of universalism (biologically
universal underlying disease) and relativism (culture-specific meaning of illness) in relation to
disease constructs and cross-cultural application of psychiatric diagnoses (Alarcón et al. 2004;
Kortmann 2010; Lewis-Fernández and Kirmayer 2019). Many scholars now view both positions as
extreme and unhelpful in the understanding of cultural implications on mental health and argue
that a more generative approach should focus on the middle ground and on local contexts and
diversity in lived experience (Dahlberg et al. 2009; Dein and Bhui 2013; DelVecchio Good and
Hannah 2015). To understand values and worldviews of the patients and how they ascribe meaning
to their lives, the provider must explore and reflect on social, cultural, historical and political
frameworks for the individuals and their mental health problems (Kirmayer et al. 2015).
2.2.1. Cultural competence and cultural humility

Focus on diversity and culture is gaining increasing attention and recognition as crucial factors in
healthcare delivery (Betancourt et al. 2003). Scholars have advocated the inclusion of concepts
such as cultural competence; cultural sensitivity, awareness and responsiveness; cultural humility;
and cultural safety in healthcare (Foronda et al. 2014; Horvat et al. 2014; Kirmayer 2012). Studies
indicate that attention to cultural competence at both the individual and organisational level can
reduce health disparities between cultural groups (Kirmayer 2012), and that culturally competent
providers easier can establish a therapeutic alliance, which has the potential to enhance treatmentefficacy and satisfaction among patients (Aggarwal et al. 2015; Betancourt 2004). Nonetheless,
there is a lack of consensus on how cultural competences should be defined, measured and
practiced (Bhui, Ascoli, and Nuamh 2012; Kortmann 2010).
Within the area of cultural psychiatry, the term cultural competence is the most frequently used in
research and training (Kirmayer 2012). Cultural competence among mental health providers can
be understood as a model with three dimensions: 1) the professional dimension of skills or clinical
tools, 2) the cognitive dimension, including knowledge about different cultures, and 3) the affective
dimension, which entails a respectful and curious attitude (Horvat et al. 2014; Mösko, GilMartinez, and Schulz 2013; Truong, Paradies, and Priest 2014). At the organisational level, cultural
competence can be defined as: “The ability of systems to provide care to patients with diverse
values, beliefs and behaviors, including tailoring delivery to meet patients’ social, cultural, and
linguistic needs” (Kirmayer 2012).
Despite the frequent use of cultural competence, scholars have criticised the term for reinforcing
essentialism about culture and being founded on an outdated notion of cultures as static groups
consisting of group members that share certain fixed cultural characteristics and values (Dein and
Bhui 2013). Criticism also points to its failure in addressing the socio-political contexts of the
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patients and power relations in the multicultural patient-provider encounter (Fernando 2017;
Kirmayer 2012; Pon 2009). Cultural competence training often resembles courses in other clinical
competences, indicating that it can be taught through a finite curriculum and evaluated
quantitatively (Garran and Rozas 2013; Isaacson 2014). Further, there is a risk that the term is
superficially applied, representing only a ticked box in medical records or accreditation processes,
leading to more stereotyping than nuances (Kleinman and Benson 2006; Lewis-Fernández,
Aggarwal, Hinton, et al. 2016).
Therefore, some scholars argue for the use of the term cultural humility, which has antecedents in
notions of diversity and power imbalances (Foronda et al. 2014; Isaacson 2014; Kirmayer 2012;
Tervalon and Murray-García 1998). It has some overlaps with the concepts cultural safety, cultural
sensitivity and cultural responsiveness in its focus on the willingness and capacity to listen and
learn from patients (Kirmayer 2012). Cultural humility is attentive to the intersectional interplay
between categories of ethnicity, gender, sexuality and social status. The attributes of cultural
humility are openness, self-awareness and egoless supportive interactions. Engagement in cultural
humility should be a life-long process of active self-reflection and critique (Tervalon and MurrayGarcía 1998). A humble attitude demands the provider to go beyond stereotyping and striving to
reach an endpoint of knowledge about cultures, since this is impossible (Isaacson 2014). It is
practised through patient-centred interviewing and care, enabling the patient be the expert on their
own cultures (Isaacson 2014). The benefits of cultural humility are mutual empowerment and
partnership in the interaction, respect and optimal care (Foronda et al. 2014; Tervalon and
Murray-García 1998).
In this thesis, I use cultural competences and cultural humility interchangeably. More recent
definitions of cultural competence have included a recognition of the historical, political, social,
and economic circumstances that produce power differences as well as inequities in health and
healthcare encounters (Kirmayer 2012) and that cultural competences demand ongoing personal
development (Horvat et al. 2014). I favour the term cultural humility, but cultural competences has
been mainstreamed into education and research (Horvat et al. 2014) and resonates with a broader
audience. Therefore, I apply the term in its contemporary form, recognising the hybrid and
dynamic notions of culture, power issues and self-reflexive practices.
In Denmark, most healthcare providers have not been formally trained in cultural competences,
because it is not a mandatory part of most pre- and post-graduate health education programmes
(Ekblad and Kastrup 2013; IOM 2017; Sorensen et al. 2017). Studies suggest that the lack of
cultural competences contributes to lower satisfaction and to inequity in care for migrants (Jensen,
Nielsen, and Krasnik 2010; Mygind et al. 2008)
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2.3.

Patient-provider encounters and working alliance

The patient-provider encounter is the cornerstone of a successful care trajectory. The quality of the
encounter and working alliance is a significant predictor of the diagnostic accuracy, the patients’
motivation and adherence as well as the treatment outcome (Hapsburg and Tjørnhøj-Thomsen
2012; Owen et al. 2011). Alliance and quality in care is easier to establish when the provider works
in a culturally informed manner and adapts behaviour and therapeutic approaches to the patient
(Chu et al. 2016; Owen et al. 2016). Studies suggest that providers who are perceived by ethnic
minority patients as insensitive to cultural and racial dynamics are less likely to obtain therapeutic
alliance, which will lead to worse treatment outcomes (Owen et al. 2016). Conversely, the
establishment of a strong working alliance from the beginning of care can have a buffering effect on
subsequent misunderstandings and facilitate repair of cultural ruptures (Owen et al. 2011).
Explanatory models or frameworks represent a theoretical model that is useful to understand
possible misunderstandings or disagreements in the patient-provider encounter. Explanatory
models entail a person’s notions about a specific episode of sickness and its possible treatment, and
often vary between the parties in the clinical encounter. Kleinman pointed to the central concepts
of illness and disease as the main driver of contrasting explanatory models of patients and
providers (Kleinman 1980). Providers understand the episode as disease and look for aetiology,
symptoms, diagnoses, prognosis and treatment options. Patients and relatives’ explanatory models
elicit how they make sense of the illness episode and care and deal only with what they deem their
most important concern. Out of fear of being criticised or ridiculed, patient explanatory models are
often not voluntarily explicated in detail, or the patient may seek to adapt their illness model to the
expectations of a formal, medical setting (Kleinman 1980).
Explanatory models have been criticised for assuming that patients are able to formulate rational
and coherent explanations of their emotions and bodily sensations in relation to illness (Johansen
2005; Young 1981). Another nuance of the theoretical model is that several illness explanatory
frameworks can co-exist simultaneously in one person (Kirmayer et al. 2003). For instance, a
patient can explain the nature of their illness within the biomedical paradigm (illness is caused by a
chemical imbalance in my brain), whereas the causality (why the chemical imbalance occurred in
my brain and not my brother’s) can be explained with other worldviews, such as religion or
spirituality, destiny, guilt, mental or physical stress (Hastrup 2004). Not only can diverging illness
explanatory frameworks co-exist in one person, they can also transform over time (Kleinman and
Benson 2006; Lewis-Fernández, Aggarwal, and Kirmayer 2016a).
Explanatory models are anchored in larger cognitive systems, which are socially and culturally
shaped (Kleinman 1980). Hence, in patient-provider encounters with large cultural differences,
explanatory models can differ significantly and are important to explore to reach a culturally valid
diagnoses, achieve alliance and trust, and establish a common therapeutic project to which the
patient will adhere (Lewis-Fernández et al. 2014). Ethnic matching of patients and providers has
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not shown consistent findings in terms of patient satisfaction (Carlsson and Kastrup 2021), but
studies suggest that patients are the most satisfied with care when their mental health provider
shares or understands their model of understanding distress and care (Bhui and Bhugra 2002).
Patient-provider encounters are asymmetrical in power relations. The provider has a structural
power position as the one who categorises the patient and their symptoms and as gatekeeper of
care (Jensen et al. 2013). The patient is in a vulnerable situation due to their medical condition and
their dependence on the provider for access to care or illness-related benefits (Rohlof et al. 2016).
Therefore, providers must pay close attention to their role in the encounter and strive to achieve
the best possible quality of care by involving the patient in care decisions (Betancourt 2004) and by
critically reflecting over the cultural frameworks, biases or preconceptions that they bring to the
consultation (Rohlof et al. 2016). The approaches of person-centred care, shared decision-making
and patient involvement are advocated in a mental healthcare context but have not been
extensively subjected to empirical research (Joosten et al. 2008; Storm and Edwards 2013).
Patient-provider encounters are not isolated from the societal and physical surroundings, they are
embedded in. In these encounters both parties draw on structural and cultural frameworks outside
the clinic, which shape their interpersonal interaction, their available positions and their
presentation of self (Goffman 1956; Holstein and Gubrium 1995; Järvinen 2005). Figure 1, which
has also been used in Article 2, depicts some of the factors described in this Background chapter
that affect the multicultural encounter.

SOCIETAL OR STRUCTURAL FACTORS
HEALTH ORGANISATION FACTORS
Forced migration
and geopolitical
issues
Policies and
legislation on
health and
migration
Central
regulation and
financing of
healthcare
systems
Entitlements to
healthcare
Socio-economic
inequalities
Discourses in
society on
mental health
and migrants

CONSULTATION FACTORS
PATIENT

PROVIDER
Type of service
Specialised vs
mainstream
services
Time, resources,
physical
arrangements
Culture
Referral practice
and patient target
group

Explanatory models
of disease
Education and training
Expertise, skills, ways of
understanding, explaining and
talking about disease
Proficiency in diagnostic tools,
technical equipment,
procedures, guidelines and
instructions
Personal background, age,
gender, socio-economic status,
ethnicity, culture, religion
Pre-conceptions about
migrants and ethnic minorities

(INTERPRETER)

Explanatory models
of illness

Problem, stressors, support,
and coping
Life world, everyday life, family,
stories, experiences
Perceptions of the provider,
preconceptions and previous
healthcare experiences
Language, age, gender, socioeconomic status,
discrimination, ethnicity,
culture, stigma, religion,
education

Figure 1: Patient-provider encounters in mental healthcare and their embeddedness in society.
Adapted from (Jensen 2013), based on the work of (Kleinman 1988; Tjørnhøj-Thomsen 2009)
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Mental health providers report challenges in encounters with socially disadvantaged and traumaaffected culturally diverse patients. In addition to direct clinical problems, providers can have
emotional reactions including feelings of hopelessness, resignation, anger, and mistrust, which can
result in distancing from patients and compassion fatigue or over-involvement and reduced
capacity for using professional skills (Bäärnhielm and Sundvall 2018; Jensen et al. 2013;
Rothschild and Rand 2006).
International literature shows that migrant patients experience less empathy, receive less
information, and participate less in shared decision-making in provider encounters (Ferguson and
Candib 2002). In mental healthcare, patients with limited language and communication
proficiency are particularly challenged in expressing needs and involving themselves in care
(Brandenberger et al. 2019), and migrant patients tend to disengage from mental healthcare
against the advice of their provider more frequently than do non-migrants (Kortmann 2010).
In Denmark, research shows that health providers experience trouble in their daily clinical work
when communicating with, understanding, diagnosing and treating people with a migrant
background (Jensen 2013; Jensen et al. 2010; Nielsen, Krasnik, and Michaelsen 2008). Likewise,
migrant patients report discrimination in care trajectories, lower trust in the providers, less
attention to their personal predicaments and less involvement in decisions about care than ethnic
Danes when encountering the healthcare providers (Esholdt, Fuglsang, and Rimdal 2009). The
same study found–in interviews–that both migrants and general practitioners experienced that too
much patient involvement reduced migrant patients’ trust in the expertise and authority of the
general practitioners (Esholdt et al. 2009).
Satisfaction with encounters has been examined in an emergency room context, where patients
with Middle Eastern background and providers were significantly less satisfied with their
encounters compared with encounters with Danish born individuals or other migrant group
patients, even after controlling for the perceived relevance of the patient visit (Mygind et al. 2008).
2.4.

The Cultural Formulation Interview (CFI)

Focus on cultural competences has been proposed as a way to improve multicultural encounters—
creating more satisfactory working conditions and care trajectories for both patients and providers.
In this section, I describe the tool to guide a cultural assessment, CFI, which was implemented and
studied in this thesis (refer to the CFI in Appendix 11.1).
2.4.1. The Outline of the Cultural Formulation (OCF)

In 1994 the importance of addressing cultural issues in mental healthcare was acknowledged by
including an Outline of Cultural Formulation (OCF) in the fourth edition of the Diagnostic and
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Statistical Manual of Mental Disorders (DSM-IV) (American Psychiatric Association 1994). The
OCF framework was meant to guide the systematic assessment of the patient’s cultural identities
and contexts relevant to the illness, for explanatory models of illness and for the patient-provider
relationship (Aggarwal 2012; Lewis-Fernández 2009). However, providers faced challenges in the
practical implementation of the OCF. It was not operationalised for use in busy clinical everyday
life and it did not come with best-practice guidelines stating the purpose, target group and timing
of its use (Lewis-Fernández, Aggarwal, and Kirmayer 2016a). Furthermore, the placement of the
OCF in an appendix and the limited dissemination efforts resulted in underutilization of the
framework (Aggarwal 2012; Groen et al. 2017; Lewis-Fernández 2009). These pitfalls stimulated
clinical and academic frontrunners in cultural psychiatry to develop local interview guides based on
the OCF but adapted to their particular clinical setting and patient population (Lewis-Fernández,
Aggarwal, and Kirmayer 2016a). This great variability in the OCF-grounded instruments inhibited
exchange of clinical experiences with the OCF as well as international, standardised research
opportunities and left the OCF less applied and less evidence based (Aggarwal et al. 2013).
2.4.2. The CFI and its theoretical underpinnings

The limited clinical uptake and research on the OCF informed the process of developing the CFI for
the subsequent publication of DSM-5 in 2013 (Aggarwal et al. 2015; American Psychiatric
Association 2013b; Lewis-Fernández et al. 2014; Mezzich et al. 2009). The CFI was developed by
cultural psychiatry experts in the DSM-5 Cultural Issues Subgroup with the intention to explore
“what is at stake” for the patient (Kleinman and Benson 2006). In this exploration the CFI guides
the provider to take their point of departure in the individual patient’s illness experience. The CFI
should help the provider learn and use the patient’s vocabulary, understand how the patient
ascribes meaning to their illness and initiate a dialogue that gives agency and empowerment to the
patient. By asking questions that allow for the patient’s social context and relations to come
through, the CFI offers a deliberate supplement to the otherwise reductionistic and
decontextualized criteria-based diagnostic process in the medical assessment consultation
(Aggarwal 2013; Knipper 2013; Lewis-Fernández 2009). The purpose of this person-centred
approach is to improve understanding of the patient as well as of their clinical problem and
treatment preferences. The benefits of an improved overall understanding through use of the CFI
should be more valid diagnoses; better treatment plans, patient involvement and engagement in
care; a better working alliance; enhanced patient satisfaction; and improved clinical outcomes
(DeSilva, Aggarwal, and Lewis-Fernández 2018; Lewis-Fernández 2009; Lewis-Fernández,
Aggarwal, and Kirmayer 2016a; La Roche and Bloom 2018).
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The CFI draws on several theoretical frameworks (Aggarwal, Jiménez-Solomon, et al., 2016; Groen,
et al., 2016; Lewis-Fernández, Aggarwal and Kirmayer 2016a), with the main influences from the
following:
•

A narrative approach, which empowers the patient to narrate their own illness experience, its
social context and the meaning they attach to it

•

A person-centred care approach, which applies the patient’s idioms of distress in the definition
of the clinical problem and involves the patient in treatment planning

•

A dynamic, cultural approach, which recognises that culture is not static and that, while
cultural identity is multifaceted and should be self-ascribed by the patient, it can also change
over time and in different contexts. The dynamic notion of culture also recognises that cultures
shape illness explanatory models and that all patients and providers—regardless of ethnocultural backgrounds—are part of cultural networks that affect clinical care.

To facilitate a wider clinical application of the CFI and research focusing on its implementation and
effectiveness, the CFI was constructed in a systematic process. The development was based on OCF
research, experiences with developing local OCF-based instruments, and consensus between
members of the DSM-5 Cultural Issues Subgroup. A pilot version of the CFI was tested in an
international field trial in the United States, Peru, Canada, the Netherlands, Kenya, and India to
explore its feasibility (can it be done?), acceptability (do people like it?), and clinical utility (is it
helpful?) with patients and providers (Aggarwal et al. 2013, 2015). After the field trial, the CFI was
revised accordingly (Lewis-Fernández et al. 2017).
The final CFI is presented in a standardised format and comes with written guidelines for the
interviewer alongside each question. Furthermore, a fidelity instrument (CFI-FI) for intervention
research was developed (Aggarwal et al. 2014), a handbook was published in 2016 (LewisFernández, Aggarwal, Hinton, et al. 2016), and an online training module was launched in New
York State in 2017 (Aggarwal et al. 2018) and since made available for a broader international
audience.
The CFI is organised in a core CFI version (16 questions for the patient), an informant version (17
questions for family, friends or caregivers) and 12 supplementary modules for further telescoping
on core CFI domains and for special patient groups, including migrants and refuges (module 11).
The core CFI consists of four domains: 1) cultural definition of the problem, 2) cultural perceptions
of cause, context, and support, 3) cultural factors affecting self-coping and help seeking, and 4)
cultural factors affecting current help-seeking. The core CFI can be used with all patients regardless
of their cultural or ethnic backgrounds in all clinical assessments. If a more comprehensive cultural
assessment is deemed necessary, the core CFI can be supplemented with relevant parts of the two
other CFI tools (Aggarwal et al. 2016).
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The core CFI examines how the individual patient perceives their problem as well as resources,
support systems and strains in their social network, family, faith and cultural identity. Additionally,
the CFI elicits perceived barriers regarding care and the relation with the provider. The CFI makes
up a brief, clinical tool that can partly guide a difficult assessment session and partly enhance the
provider’s awareness of their cultural competences, the patient perspective and the bridging of the
diverging explanatory models to enhance adherence with treatment recommendations (American
Psychiatric Association 2013b)
2.4.3. Empirical studies on the CFI

Empirical studies in various countries and health settings have investigated patient and provider
perceptions of the core CFI in its final form or its field trial tested precursor (Jarvis et al. 2020;
Lewis-Fernández, Aggarwal, and Kirmayer 2020). In summary, the studies showed that patients
seemed to value the CFI to a greater extent than did the providers (Aggarwal et al. 2013; LewisFernández et al. 2017; Paralikar et al. 2015; Rohlof et al. 2017; Skammeritz et al. 2020).
Patient perspectives on being interviewed with the CFI have been explored with qualitative
methods in studies from the US, Mexico and India (Aggarwal et al. 2013; Muralidharan et al. 2017;
Paralikar et al. 2015; Paralikar, Deshmukh, and Weiss 2020; Ramírez Stege and Yarris 2017).
Patients in these studies expressed how the CFI generated feelings of trust, safety and validation of
their perspective in the encounter. They further recounted how the CFI provided a space for
sharing vulnerable experiences, that it generated reflections, that it elicited the sociocultural
context of their illness, and that it led to engagement in care (Muralidharan et al. 2017; Paralikar et
al. 2015, 2020; Ramírez Stege and Yarris 2017).
Patients also expressed scepticism due to the CFI’s lack of differentiation from other mental health
interviews and its uncomfortable inquiry about religion, history (Aggarwal et al. 2013), and culture
(Ramírez Stege and Yarris 2017; Wallin et al. 2020).
In these patient perspective studies the CFI was not used completely as intended. In some
instances the CFI was employed with extant patients and was therefore not used as part of the
diagnostic intake (Ramírez Stege and Yarris 2017), and in most instances it was conducted by a
designated study provider, who could not grant access to care nor be in charge of the continued
care trajectory (Aggarwal et al. 2013; Muralidharan et al. 2017; Paralikar et al. 2015, 2020).
Provider perspectives on the CFI were often conditioned by providers’ perceptions of extra time
spent with a low added value compared with routine assessments. Providers also reported that the
purpose of the CFI or parts of it was unclear to them; some had difficulties changing habits, and
some complained over the rigidness of the format and order of questions and repetitions. Studies
also found providers experiencing that certain symptoms, cognitive impairment, low levels of
education or low age among patients could lead to incoherent and irrelevant answers. In particular,
the conceptualisation and explicating of culture has led to difficulties in practice (Aggarwal et al.
16

BACKGROUND

2020; Aggarwal et al. 2013; La Roche and Bloom 2018; Paralikar et al. 2015; Ramírez Stege and
Yarris 2017). Providers did not find that their diagnostic assessments were significantly changed by
the CFI (Rohlof et al. 2017; Skammeritz et al. 2020)
Conversely, providers have ascribed overall value to the CFI’s ability to enhance rapport; elicit
patient narratives; facilitate patient involvement and individualised care; provide a more thorough
and nuanced understanding of the individual patient, their symptoms, resources and social
support; and improve diagnostic accuracy (Aggarwal et al. 2015; Díaz et al. 2017; Gearin et al.
2020; Ramírez Stege and Yarris 2017; La Roche and Bloom 2018; Skammeritz et al. 2020; Wallin
et al. 2020).
Although the CFI has been used and studied mostly in migrants (Aggarwal et al. 2020), there are
no recommendations on its use with language interpreters. Our multisite CFI study and a Swedish
study included interpreters. The findings suggest that the CFI can be used with interpreters, but
that interpreter-mediation most likely compounded the complexity of the questions on culture and
identity (Skammeritz et al. 2020; Wallin et al. 2020)
The CFI has been advocated as a significant contribution to the field of cultural psychiatry
(Kleinman 2016). It is argued to be gold standard in mental healthcare, since there are no other
comparable international and easily available clinical tools to guide a patient involving culturally
competent assessment based on contemporary understandings of culture (Regeser López et al.
2020). The intentions are for the CFI to be widely applied as routine practice in clinical care and
that research will shed light on patient and provider experiences with and perceived utility of the
CFI in clinical practice (Lewis-Fernández et al. 2017; Lewis-Fernández, Aggarwal, and Kirmayer
2016b). In all types of healthcare interventions, such as the CFI, it is relevant to assess how its use
is shaped by different settings and social dynamics (Rod et al. 2014), hereunder varying national
contexts, healthcare systems, provider groups and patient populations, which motivated this PhD
study.
2.5.

Danish mental health services and migrants in Denmark

2.5.1. The Danish healthcare system

The Danish healthcare system is mainly tax financed and influenced by the Scandinavian welfare
model of free and equal access. Universal coverage is offered to Danish citizens and legal migrants
who obtain registration in the National Register of Persons (IOM 2017). Asylum seekers do not
have similar entitlements but can receive acute care and other “necessary, urgent or pain-reliving”
care, including mental healthcare to some extent, when this is granted by the asylum centres or the
Danish Immigration Service (IOM 2017).
Patients entitled to universal care can access primary and acute care without referral, whereas
access to secondary and tertiary care requires referral. Primary care, as well as private practicing
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psychiatrists, deal with mild mental health problems. Secondary and tertiary in- and outpatient
services deal with more severe mental disorders. Public mental health services and private
psychiatrists are free of charge for patients with referrals. Psychologists in private practice
predominantly charge out-of-pocket payments, although there are some exemptions with public
reimbursement. Prescription medicine is paid out-of-pocket, but it is substantially subsidised. Outof-pocket payments amount to approx. 14 % of Danish healthcare expenditure and impact access
for low-income groups (Olejaz et al. 2012).
The public mental health services offer standardised treatment trajectories with a predefined
duration and content, with the aim to uniform content and maximum waiting time across the
country.
Patients with limited Danish proficiency have a right to be assisted by an interpreter. Since June
2011, there has been a user fee for interpreter assistance, currently applicable to all who have
resided in Denmark more than three years. There are certain exemptions to the fee, including
patients with reduced physical or mental capacity that restricts them from gaining economic means
or learning or maintaining the Danish language1. However, the user fee impacts equal access to
care, and medical doctors report that it impairs the quality of the consultation (Olejaz et al. 2012;
Slot and Wessel 2019). Danish law prohibits discrimination and states that all persons irrespective
of racial or ethnic origin should have equal rights and access to services, including healthcare
(Danish Ministry of Social Affairs and Integration 2012).
2.5.2. Migration, immigration policies and discourses in Denmark

Denmark was primarily a country of emigration until the 1960s–1970s. Then immigration to the
country began with invited unskilled labour migrants primarily from Turkey, Pakistan, and the
former Yugoslavia (Nielsen et al. 2015). War and military conflict in the Balkans and the Middle
East from the beginning of the 1990s led to an increased migration to Denmark from refugeeproducing countries. In Denmark, migrants make up 11 % of the population, with 58 % originating
from non-Western countries. The largest migrant groups come from Syria, Turkey, Iraq, Iran and
Bosnia-Herzegovina (Statistics Denmark 2020).
Historically, migration to Denmark has been limited, and the history of Danish colonialism has not
been widely acknowledged or actively communicated to the majority population (Hervik 2019;
Rostgaard and Schou 2010). Consequently, the general collective self-understanding has been that
Denmark has a culturally homogenic population in a welfare state with concerns for human rights

1

https://www.regionh.dk/english/Healthcare-Services/patient-rights/Pages/Interpreter-assistance.aspx

(webpage accessed: 18 March 2021).
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and where all enjoy equal rights and privileges (Danbolt and Myong 2019; IOM 2017; Krag 2007;
Rytter and Pedersen 2014).
However, along with the progressing migration in the past three decades, the political rhetoric on
‘the ethno-cultural other’ has become increasingly discourteous (Hervik 2019a). In Denmark, as in
several other Western countries, the terror attack in the USA on 11 September 2001 (9/11) created a
marked shift towards negative discourses around Muslims and the Islamic faith which extended
more generally to the heterogenous group of people from Middle Eastern countries (IOM 2017;
Jacobsen 2019; Kirmayer et al. 2015).
During the period of this PhD study, immigration policies and access to social benefits for migrants
were repeatedly restricted in an effort to make migration to Denmark less attractive (Mouritsen et
al. 2009). This political shift was spearheaded by the government led by Venstre—the Liberal Party
of Denmark—and supported by the right-wing nationalist Danish Peoples Party, which became the
second largest Danish party in the 2015 parliamentary election. However, this move towards of one
of Europe’s most restrictive integration regimes (Emilsson 2015) has continued with the current
government led by the Social Democratic Party.
Experiences of racial discrimination in Denmark have largely been ignored and under-researched
(Hervik 2019b; Anker et al. 2011). Nevertheless, the sparse existing literature has documented
inequalities in health and structural discrimination in access to healthcare, education, employment
and housing among migrants (Hervik 2019b; Slot 2014).
2.6.

The challenge: Improving multicultural patient-provider encounters

The literature presented above shows that geopolitical issues, conflict and human rights violations
as well as the specific biographical experiences of migrants shape their mental health. In
resettlement countries, migrants often exhibit more mental health problems compared with nonmigrants. Migrants are subjected to structural patterns of socioeconomic disadvantages as well as
inequity in access to care and lower quality of care due to formal and informal barriers in health
systems that are not sufficiently equipped for a multicultural patient population.
Migrant patients report lower satisfaction with health encounters, less trust in providers, less
attention to specific predicaments and less involvement from the providers compared with nonmigrants.
Providers report lower satisfaction and challenges with communication, mutual understanding,
diagnosing and care in encounters with migrant patients.
Culturally competent providers are more likely to achieve alliance, mutual understanding and
treatment-efficacy in multicultural encounters. Accordingly, they contribute to reducing health
disparities across cultural groups and to increasing patient satisfaction, involvement and
adherence to care. In Denmark, healthcare providers are not trained in cultural competences.
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The CFI is a concrete, evidence-based clinical tool to enhance cultural competences and patient
involvement in care.
Based on the above there is a clear need to improve multicultural encounters in mental healthcare
and to find ways to meet the World Health Organization’s Mental Health Action Plan for 2013–
2030, which underlines that persons affected by mental illness should be able to “access high
quality, culturally-appropriate health and social care in a timely way to promote recovery” (WHO
2013).
To form a coherent line from theory to methods (Hoeyer 2008), I used methods designed to
investigate the theoretically motivated areas of attention, namely migrant patient satisfaction,
individualised care, cultural competences and patient-provider encounters.
I used a patient satisfaction survey to understand migrant patient satisfaction and qualitatively
explore the CFI as an approach to increase patient satisfaction as well as the clinical focus on
cultural dimensions of mental illness, cultural competences and patient involvement.
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3. Positioning of the research and researcher
In this chapter, I present my approach to understanding multicultural patient-provider encounters
and the CFI. I position my research epistemologically and present my use of multiple methods and
theoretical concepts. I clarify my preconceptions, my role in the research process and how I strived
to remain critical and transparent in my approach to research.
3.1.

Navigating multiple methods and research paradigms

My academic background is in Public Health Science, which is placed at the intersection of natural
science, social science and the humanities, and inherently employs a multitude of philosophical
and methodological approaches (Vallgårda and Koch 2008).
3.1.1.

Combining methods

The overall aims of this study guided my methodological choices. I combined qualitative and
quantitative methods to investigate different aspects of the phenomenon of investigation: the
multicultural patient-provider encounter in mental healthcare and the CFI.
My first overall aim was to investigate the patient perspective on multicultural patient-provider
encounters in mental healthcare with a focus on factors that improve the quality of encounters.
This called for a large quantitative study that demonstrated patient ratings of factors pertinent to
the quality of care and associations between treatment-related factors and overall satisfaction.
Surveys are useful to ‘map’ a phenomenon and to systematically look for general trends and
distributions within a specific population (Frederiksen et al. 2017). Patient satisfaction surveys are
also useful to inform decision-makers in health about resource allocations, training needs, policies
and practices (Batbaatar et al. 2015). However, surveys are not useful to elicit details and nuances
or to elucidate underlying or unrecognised values (Frederiksen et al. 2017).
The latter is better investigated with qualitative methods, which focus on how a phenomenon is
practised, understood and developed and seek to interpret experiences, meaning, actions,
interactions and relationality (Brinkmann and Tanggaard 2015; Clarke, Friese, and Washburn
2017; Wertz et al. 2011). Therefore, I conducted qualitative interviews and different forms of
observations to investigate my second overall aim of assessing provider and migrant patient
perspectives on the use of the CFI as a possible approach to improve multicultural mental health
encounters. Table 1 gives an overview of the different methods and data types used in my three
articles, when, where and by whom data were generated and how data informed the study.
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Data
applied
in article

Methods

Type of data

Quantitative

Patient
satisfaction
survey

2009 2017

CTP

Patients

-

Participant
observations

Aug
2015 Jan
2016

CTP,
MMH,
SSH

Laura
Glahder
Lindberg

Article 2
Article 3

Video and
audio
recordings of
CFI sessions

Jan
2016 March
2016

CTP

MDs

Article 2

Provider
interviews

Feb
2016 May
2016

Article 3

End-of-care
patient
interviews

April
2017 Sept
2017

Article 3

CFI
debriefing
patient
interviews

Sept
2017 July
2018

Article 1

Qualitative

Data
period

Data
generated
at setting

Data
generated
by

CTP,
MMH,
SSH

CTP

CTP

Laura
Glahder
Lindberg

How the data informed the study

Comprehending patient
perspectives on care.
Forming hypotheses for qualitative
interviews
Comprehending the patientprovider encounter.
Forming hypotheses for qualitative
interviews
Comprehending the patientprovider encounter in a CFI
framework.
Forming hypotheses for
qualitative interviews
Comprehending provider
perspectives on patient-provider
encounter, cultural competences
and the CFI. Forming hypotheses
for patient interviews
Comprehending patient
perspectives on patient-provider
encounter, cultural competences
and the CFI. Forming hypotheses
for subsequent patient interviews
Comprehending patient
perspectives on patient-provider
encounter, cultural competences
and the CFI

Table 1: Data types, data generation and how data were used in the study and articles

My study was a multiple methods research project, not a ‘mixed methods’ project (Creswell 2015). I
did not use quantitative and qualitative data strands to investigate the exact same research
question, nor did I integrate the two data types in my analysis (Creswell 2015). However, I applied
some of the strategies and characteristics of combining methods that have been formalised and
recognised in the past three decades of establishment of the mixed methods research tradition. The
main overall reason for combining methods is to achieve a more comprehensive and nuanced
understanding of the phenomenon under investigation (Greene 2007). The combination and
triangulation of methods can also enhance the validity and reliability of findings (Bryman 2006).
3.1.2. Social constructivism and the ‘Dialectic Stance’

I used methods that draw on different assumptions regarding ontology (what is knowledge?) and
epistemology (how do we know it?) (Creswell 2003).
The questionnaire survey (used in Article 1) is traditionally placed in a positivistic or postpositivistic paradigm, which has the objective of observing, quantifying and analysing (causal)
relations between variables that already exist in social reality. Post-positivism is reductionistic in
the sense that complex phenomena are reduced to a set of measurable and testable variables. The
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aim is to discover overall laws of nature or theories that govern the physical and social world as it is
(Creswell 2003; Romm 2013).
The approach to participant observations and interviews that I took in my qualitative studies (used
in Article 2 and 3) draws on a constructivist paradigm. Social constructivism is anti-essentialist. It
does not view social phenomena as having an essential core that will remain unchanged in time
and place. Social constructivism assumes that individuals ascribe subjective meaning to their
experiences and that meaning is socially, culturally and historically constructed in interaction with
other individuals (including the researcher). Hence, constructivism explores complexity and
focuses on action, processes and interactions. The researcher aims to interpret meaning in data,
and therefore lays out their own socially and historically shaped understandings to make their
interpretations transparent (Creswell 2003; Creswell and Clark 2018; Romm 2013).
Taken together, my three articles in this thesis are positioned in two contrasting scientific
paradigms with conflicting assumptions, beliefs and objectives. The two paradigms have
traditionally been understood as each other’s opponents or even rivals. However, several dominant
positions within the body of research on multiple and mixed methods propose alternative
understandings.
One position is founded in the philosophical tradition of American pragmatism, as described by
Chicago school scholars in the 1910s and 1920s (Charmaz 2006; Creswell and Clark 2018). Mixed
methods scholars have highlighted pragmatism as the optimal scientific paradigm in their search
for a coherent worldview that embraces both qualitative and quantitative methods. Pragmatism is
agnostic about ontology. In the pragmatist paradigm, the research question is of paramount
importance, hence all methods that can answer parts of the overall research question are welcomed
(Creswell and Clark 2018). Pragmatism recognises the existence of both the natural, physical world
and the socially constructed world of thoughts, discourses and cultures (Greene 2007), and hence
favours plurality in both perspective and forms of knowledge (Charmaz 2011). It sees different
methodologies as complementary to each other instead of mutually exclusive.
Another prominent position on combining methods is called the Dialectic Stance. This position
values the generative potential of mixing methods and diversity in research (Creswell 2015; Greene
2007). According to this understanding, the use of different methods is an explicit strategy to
generate a more comprehensive understanding of the phenomena under investigation by
elucidating different perspectives on it. In the dialectic stance, the goal is not to reach convergence
between worldviews or to set up a new scientific paradigm, as in pragmatism. The goal is to
disregard unproductive disagreements over paradigmatic dichotomies, which are essentially
socially constructed. The dialectic stance recognises important paradigmatic differences but
engages in a respectful and democratic conversation between these differing worldviews and
methods in order to advance knowledge. The dialectic stance recognises the value of knowledge on
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both the general and the particular, patterns and complexities, as well as outside and inside
perspectives (Greene 2007).
In this thesis, I take on the approach of the dialectic stance. I am not agnostic to ontology but
recognise the fundamental paradigmatic differences between the types of knowledge I have
produced with quantitative and qualitative methods. I argue that a mono-method study would be
insufficient to gain a broad understanding of multicultural patient-provider encounters in Danish
mental healthcare and that the productive dialogue between my findings has added value to my
understanding and pointed to each methods’ weaknesses (Creswell 2015).
However, in this thesis, I assigned ‘dominant status’ to the qualitative material and its associated
social constructivist framework (Creswell et al. 2006; Romm 2013). In my use of survey data, I was
very aware that the measured variables were constructed by researchers and clinicians,
representing what the developers deemed to be relevant information and formulated in ways that
made sense to the developers. The formulations of questions could be value-laden and invoke
certain understandings, points of attention, expectations and forms of social desirability among the
respondents. I was attentive to the fact that our questionnaire could overlook or censor certain
perspectives by not offering relevant questions or response categories. I was also aware that
questionnaires in general can silence illiterate actors and actors who do not have the energy or who
actively choose not to participate. I discussed all the above shortcomings of the questionnaire in my
patient satisfaction article (Lindberg et al. 2019). In conclusion, I was as critical towards the
instrument and the responses it co-constructed as I was towards my interviews and observations. I
kept a social constructivist gaze on the survey data, which I did not view as representations of an
existing social reality or truth that was there merely to ‘collect’ (Romm 2013).
3.1.3. Abductive approach to empirical data and theory

My research is an empirical study, but I did not work from an empiricist tradition, which takes a
strictly inductive approach to understanding the phenomenon under investigation (Birkler 2008).
Rather than arguing inductively or deductively, I took an abductive approach to working with
hypotheses and testing them in empirical data. The abductive ideal has roots in the pragmatist
paradigm and posits that all scientific knowledge is ‘fallible’ and uncertain. We should never rest
assured that produced knowledge reflects the truth. When we enter a new field of research, not as a
‘tabula rasa’, but with presumptions, our knowledge should be examined with reflexivity and
supported by evidence. Therefore, our first hypothesis on the phenomena of investigation should
be creative and explanatory, based on observed patterns, presumptions and a ‘guessing instinct’
(Clarke et al. 2017: 28). This hypothesis is then to be empirically tested. Through empirical
material, we will see whether our hypothesis was a good explanation or whether data produced
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friction and new recognitions, leading to a
better explanation or hypothesis, which
again should be tested. This abductive
process continues until the best possible
explanation has been reached. The
circular movement between data and
theory keeps refining our understanding,
but also implies that we never reach a
finite explanation (Birkler 2008; Clarke et
al. 2017). The process is illustrated in
Figure 2 (Strübing 2007), even if the real
life process can take many detours and is

Figure 2: Model of the abductive approach in
Grounded Theory and Situational Analysis
Figure copied from (Strübing 2007)

often not as neat (Clarke et al. 2017). I
used the abductive approach in my

generation of qualitative data, recruitment of new patients, memoing, my Grounded Theory coding
and analysis, employment of theory, and my use of Situational Analysis maps, which is in
accordance with the intentions of the methods (Charmaz 2006; Clarke et al. 2017) (see
Methodology chapter).
In my analysis of data, I used theoretical frameworks and concepts. In the hybrid research field of
public health, there are often conflicting understandings of what theory is and how to use it.
According to Hoeyer, three overall metaphors describe different approaches to applying theory in
research processes: a representation, a tin-opener, a lens (Hoeyer 2008).
•

The use of theory as the most correct representation of reality is typical for biomedical,
epidemiological and to some extent organisational research. Here, theory consists of a
summary of state-of-the-art knowledge from the best studies—for example on the functions of
an organ or risk factors of depression—that is often deemed applicable across settings and
contexts.

•

Theory as a tin-opener or inspiration is typical for social science and social constructivist
research. In this approach, research is still founded on condensed knowledge but recognises
that phenomena or categories are shaped by researchers and that comparisons across time and
contexts warrant attention to different conceptualisations. Theory is not used as a final
explanation but as a starting point and during the research process to delimit the phenomenon
of investigation and to open new angles and opportunities for investigation. Theoretical
inspiration can come from within the healthcare field or from various other academic fields or
from religious or cultural rituals, films or novels etc.
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•

Theory as a lens adopts a more pronounced social constructivist approach, stating that there is
no such thing as a phenomenon with a somewhat stable core that can be studied. A category
does not exist without the person who names it, and the category does something to people
experiencing themselves through the category. In this view, theory is a choice and an
underlying premise and does not change over time.

In this thesis, I adopted the second view on theory, metaphorically seeing theory as a tin-opener.
This corresponds with the abductive approach described above, with my ontological worldview
being ‘changeable’ and somewhere between stable and fluid (Hoeyer 2008), and with my social
constructivist epistemological stance. I see the tin-opener approach is similar to Blumer’s
description of ‘sensitizing concepts’, which I adhered to in my qualitative analysis (Charmaz 2011)
and explain in more detail below.
Sensitizing concepts was first described by the American sociologist Herbert Blumer. In contrast to
definitive concepts, which are much used in social science research, sensitizing concepts are not
clearly defined and cannot be measured or benchmarked. They are not prescriptive of what to see,
but suggest direction and direct attention to certain elements of an unknown empirical terrain
(Blumer 1969). They can be used to make sense of the empirical world and to draw inference from
a particular case example to a universal common experience (Blumer 1969). Blumer mentions
‘culture’ as one example of the many existing sensitizing concepts. In grounded theory studies,
sensitizing concepts are most often used as an inspiration for open-ended inquiry. They offer a
point of departure to ask questions and to organise and think analytically about data (Charmaz
2006). Already established sensitizing concepts will typically not constitute the end product of the
grounded theory analysis, since that would restrict the open-minded view of the researcher and
limit the empirical and analytical opportunities of the project (Charmaz 2015). However, in some
instances, sensitizing concepts can be the end product of an analysis if the researcher applies them
together with great critical self-reflection of preconceptions and assumptions about data and the
empirical field (Charmaz 2011, 2015). In these instances researchers apply grounded theory
methods to test, validate, unfold and refine established theoretical sensitizing concepts through
specific and thorough empirical examples (Blumer 1969; Charmaz 2011). This describes my
approach to using theory in my two qualitative grounded theory articles.
In my articles, I draw on the following concepts to open up, understand and abstract from my data:
1) In Article 1, I draw on theories on the patient satisfaction construct and how it can be used
to understand quality of care. I explain my findings based on theories of person-centred
care (Coulter and Jenkinson 2005; Eliacin et al. 2015; Joosten et al. 2008), cultural
competence and humility (Chu et al. 2016), ‘the happy migrant effect’ (Garrett et al. 2008)
and health-related deservingness (Willen 2012b).
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2) In Article 2, I find that my empirical data resonate with the sensitizing concepts of ‘cultural
humility’ (Tervalon and Murray-García 1998), ‘othering’ (Jensen 2011; Grove and Zwi
2006), the understanding of identity in relation to ‘specific others’ (e.g. providers in a
healthcare setting) and ‘the generalised other’ (norms and values in society) coined by
George Herbert Mead (Mik-Meyer 2010), the order and ritualisation of interactions
(Goffman 1956) and ‘cultural ruptures’ in patient-provider encounters (Owen et al. 2011).
3) In Article 3, I draw on the sensitizing concepts of ‘accounts’ (Scott and Lyman 1968) and
‘health-related deservingness’ (Willen 2012a) and use the theoretical framework of
‘interpersonal recognition’ by social philosopher Axel Honneth (Honneth 2003)
When I adopt the epistemological perspective of social constructivism, there is a coherent line
between theoretical underpinnings in my approach to data production, the analytical tools of
Grounded Theory and Situational Analysis, and the theoretical concepts I draw on. It also concurs
with the anti-essentialist cultural foundations of the CFI.
3.2.

Researcher position and preconceptions

A characteristic feature of qualitative inquiry, social constructivism and Grounded Theory is
reflexivity in the research process (Charmaz 2006). The researcher must reflect critically and
systematically upon their own assumptions, preconceptions, positions and biases and explicate
how these have implications for their findings (Malterud 2001a; Priya 2016), which I will do below.
3.2.1. Social justice, rights-based and resource perspectives

I conducted and wrote this PhD from a social justice perspective (Charmaz 2011). Social justice
research addresses inequalities in health, poverty, unemployment, race and ethnocultural markers,
other structural issues that affect occurrence and expression of (mental) illness, as well as access to
and engagement in care. Researchers in this field are guided by moral imperatives on how the
world should be structured and how privileges should be distributed. It is significant for the study
credibility that the researcher is transparent about these values (Charmaz 2011).
I have a rights-based approach to my research. I recognise the Universal Declaration of Human
Rights’ standards of non-discrimination, dignity and equality for all regardless of race, religion,
language, national or social origin (United Nations General Assembly 1948), and the vision of the
Sustainable Development Goals (United Nations 2015) that no one will be left behind in the
promotion of mental health and wellbeing. In addition, I refer to Danish law, which prohibits
discrimination and states equal rights and access to services, including healthcare (Danish Ministry
of Social Affairs and Integration 2012).
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In my approach to migrant mental health, I subscribe to a resource perspective and argue for the
importance of recognising everyone’s resources and opportunities. I strive to adopt this approach
in definitions of both problems and solutions, despite the deficit perspective on migrants
commonly seen in research and in Danish educational and healthcare contexts (Jensen 2014),
which is also reflected in parts of my Background chapter presenting negative aspects such as poor
mental health, low health-literacy and complicated pathways to care in migrants.
In minority research, scholars should always pay attention to the relation between the minority and
majority groups. It is a common mistake to solely focus on the minority group without
acknowledging that members of that group navigate in systems of power, privilege and hierarchy,
which govern minority possibilities of action (Krag 2007). Minority research should always point to
mechanisms of marginalisation, such as social inequality, stereotyping and stigma, which
contributed to the minority status of the group of interest. Further, members of the minority group
should have a say in research, voicing their perception of their own conditions (Krag 2007), which
is supported by a recent review on migrants and healthcare (Lebano et al. 2020). I seek to address
both social determinants of migration and mental health problems, processes of marginalisation
and to let the voice of migrant patients come through, indirectly through a satisfaction survey and
more directly in qualitative interviews.
My vision for this thesis was to improve assessment and care of mental health problems in migrant
patients, and hence to reduce ethnic and cultural disparities in health. A pathway to better mental
healthcare is, in my opinion and supported by research, that the provider seeks more active
involvement and better understanding of the help-seeking individual and their cultural
backgrounds (Brandenberger et al. 2019). To meet this vision, I found it relevant to investigate
dimensions of migrant patient satisfaction and the CFI as a tool to enhance patient satisfaction,
person-centred care and cultural understanding in multicultural encounters.
3.2.2. Insider or outsider?

The idea for this study was conceived as part of my employment at CTP. I had been working at CTP
as a research coordinator for nearly three years when the CFI intervention phase began, and I was
enrolled as a PhD student in 2015. My employment and leader at CTP gave access to the field and
to formal and informal conversations with providers on ‘culture in the clinic’ and partly informed
my hypotheses. This also provided me with an insider perspective on some elements in the
research situation: I had taken part in weekly case conferences, staff meetings, patient data
collection and quality assurance. Hence, I was familiar with the culture and challenges of a mental
health clinic, I was partly tasked and salaried by the management to investigate a specific
phenomenon, and I did not have a newcomer’s view on the situations I was observing or inquiring
about (Johansen 2018; O’Reilly 2012). Nonetheless, I was practically the only employee who did
not have daily contact with patients or have a clinical background. Hence, to some extent I had an
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outsider perspective on the clinic and particularly on the patient-provider encounter and could
approach encounters and patients without being distracted by the clinical gaze on symptoms,
diagnoses, adherence to medicine or the like (Johansen 2018). Researching one’s own organisation
has advantages in the form of easy access and intimate knowledge that can lead to stronger
analyses. However, there are also caveats related to organisational loyalty and considerations on
exposure of less flattering findings (Alvesson 2009).
I observed myself making notes and empirical codes calling the CTP both “us/them” and
“here/there”, which illustrates how I occupied the space between the insider and outsider
perspective. This in-between position is characteristic of qualitative researchers, since even
‘outsiders’ will become entangled with their research field eventually and ‘real insiders’ will add a
distance to the field through the researcher’s gaze and reflexivity (Dwyer and Buckle 2009).
Therefore, dilemmas between being an insider or outsider and how to present data loyally will
always exist. It is not a problem that can be solved, but a circumstance that requires continuous
attention and reflection throughout the research process.
3.2.3. Hypotheses based on preconceptions

The table below displays my preconceptions and initial hypotheses for the three articles of my PhD:
the patient satisfaction survey, the provider perspective on the encounter and the CFI, and the
patient perspective on the encounter and the CFI.
To summarise, my rough and generalised initial hypotheses were that 1) patient satisfaction was
associated with a subjective feeling of health improvement and with a good contact to the main
provider and cultural understanding, and that 2) providers would tend to be positive towards the
CFI and 3) patients would be both negative and positive, but mostly negative towards the CFI.
Point of view

Hypothesis
Article 1: Based on preliminary descriptive analyses on patient satisfaction data, I anticipated that

Patients

satisfaction would be high. Based on literature on patient satisfaction and patient involvement, I

(Article 1 +

anticipated that variables that significantly increased odds of satisfaction would be ‘Improvement in

Article 3)

wellbeing’, ‘Cultural understanding’ and ‘Contact to MD/psychologist’.
Article 3: Based on anecdotes from my provider colleagues on patients who felt provoked by
Western categorisations (of ethnic groups or national borders in formerly colonised regions of the
Middle East and Africa) or the introduction of cultural or religious explanations to mental distress, I
anticipated that some patients would dislike the cultural questions of the CFI, and that some would
approve the cultural awareness as an approach to individualised care.
Article 3: Based on literature, participant observations, and my own ideas of individualised care, I
anticipated that the patients would generally be sceptical about the use of a standardised interview
guide such as the CFI.
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Article 2: Based on the feedback on our CFI study presentation, I anticipated that providers would
Providers

find the CFI tool useful to address some frequent clinical problems in caring for migrant patients.

(Article 2)

Article 2: Based on my experience from working at CTP, I anticipated that an evidence-based and
structured CFI tool would be welcomed by the providers as part of the general political agenda and
medical ideology of evidence-based medicine and standardised care.

Table 2: Initial hypotheses for my three articles

3.3.

Researcher interaction with research participants

In the research process, my encounter with participants was affected by the inherent asymmetrical
power positions in the research interview (Kvale and Brinkmann 2014) and by me as a person and
professional (Mik-Meyer and Järvinen 2005).
In encounters with patients, I came as a relatively young, ethnic Danish, able-bodied, employed
female researcher, representing both the Danish healthcare system and academia, wanting to
understand their marginalised perspectives as mental health patients and migrants. These
individuals were resourceful in many aspects and many of them would have characteristics similar
to mine. Nevertheless, I approached them in the capacity of being patients and having migrant
backgrounds, which are typically not positions associated with power.
In my encounter with mental health providers, there was a larger extent of symmetry in the
interviews and observation situations. I still represented the characteristics mentioned above, but
most often they did not differ from the characteristics of the providers. Further, I engaged in these
relations with the objective of learning about the providers’ expert views on encounters that they
were formally educated and clinically skilled to talk about. Hence, they talked to me from a
professional, more than a personal, position.
In both types of encounter, I had to be reflexive about my own and the informants’ positions.
Interviews tend to be ritually organised encounters, which governs actions and available positions
for the interviewer and informant, respectively (Goffman 1956). I perceive research interviews as
performative acts, where both interviewer and informant engage in ‘impression management’ and
strive to convey a coherent and sensible presentation of self with reference to implicit expectations
to their roles (e.g. “well-prepared and sympathetic interviewer”, “compliant and grateful patients”
or “professional and responsible health providers”) (Goffman 1956; Holstein and Gubrium 1995;
Järvinen 2005). Therefore, I believed that both patients and providers would present aspects of
their social identity that they found optimal or favoured in the current situation.
For disclosure, I wore my official name tag from my employment at CTP in the Mental Health
Services during the participant observations and interviews, which took place in a hospital setting.
I believe that I blended in easily due to my acquaintance with mental health organisations and the
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medical terminology. However, this clearly placed me in the staff-category in the eyes of the
patients, which is a role that often prevails during a research study (O’Reilly 2012).
My employment at CTP could have biased patients and providers towards more positive accounts
of their care or CFI experience. To counteract this bias, I underlined that CTP management had
tasked me to search for ways to improve care and that critique was welcomed as the only way to
understand what and how to change. When scheduling interviews with patients, I suggested
meeting in the patients’ homes or in a public space to give patients more control over the interview
conditions, to redress power relations and to encourage them to talk more freely. Most patients,
however, preferred not to discuss their mental healthcare near their family at home or strangers in
public and chose the CTP setting. Where relevant, we arranged the interview to coincide with other
CTP appointments to reduce travelling expenses.
For the patients who invited me to their homes, I brought a green plant which I gave them after the
interview as a small sign of my gratitude for their time and hospitality. For the patients who met
me at CTP or in a public space, I offered hot beverages and pastries.
I preceded all interviews by emphasising the patients’ anonymity and stressing that feedback would
not be disclosed to any current or former providers or would in any way affect their access to care. I
informed the patients that I was not a provider, was not allowed to read their medical record, knew
nothing about their health problems, and wanted to understand their perspectives and perceptions.
I explained the process of my research project and how I would make cross-cutting themes and
present anonymised summaries, and how I would write articles for international journals. I also
explained that I would strive to communicate the findings to providers, care managers, decisionmakers and patients.
3.3.1. How interactions shaped findings

I experienced that patients were very grateful for their care at CTP and expressed only positive
evaluations of the CFI. Even when I encouraged critique to advance understanding and make
progress in care, or formulated direct questions about negative experiences, I rarely got different
responses. Elements of cultural communication were at play and it is possible that my way of
retrieving information in a linear and direct manner—asking questions and expecting answers—did
not resonate with all informants (Kvale and Brinkmann 2014: 198). I was concerned that this
feedback was a selected and censored version and that I would overlook important nuances. As
mentioned in Article 3, I discussed this with providers at CTP, my supervisors, peer groups and the
CTP research advisory board. To avoid generic answers and to enable my own interpretation, I
changed strategies to to inquiring in ways where the response required more detailed descriptions
and examples. I found the youngest patients were the most critical, those with whom I might have
had a more informal or friend-like conversation. Hence, I recruited more, younger informants.
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In relation to my inquiry regarding culture and care, I struggled with posing the questions in a
straightforward, easily understandable and non-assuming way. Just like some of the providers in
my data, I found that I was unaccustomed to introducing conversations about ethnic or cultural
identity and searched for the right words. With some patients–primarily the younger patients–my
attempts instantly resonated with them and they easily engaged in or even took over the
conversation. With other patients, it was more difficult to have a lively conversation about culture.
This sometimes extended to other themes and was also associated with the mental state of the
patient.
With the providers, I experienced no reservations in taking a critical stance towards the CFI, even
when they were my colleagues and perhaps regarded me as a proponent of the CFI. However, I
noted a tendency of expressing views on ‘cultural encounters’, ‘cultural competences’, ‘important
elements of care’ etc., in rather general terms and that many used buzzwords or other consolidated
terminology, instead of using own words or describing phenomena in detail. Here too, I
encouraged examples to better grasp how the individual provider translated the terminology into
practice. Further, I had the opportunity to observe how providers enacted the terms in interactions
with patients in my participant observations and the CFI recordings.
3.4.

A critical stance to research

Due to my partial insider position at CTP and in relation to the CFI intervention, I actively engaged
in strategies to distance myself from the research object and context.
My primary PhD supervisor was senior consultant and head of research at CTP. However, I made
agreements with two additional and external PhD supervisors from the professional backgrounds
of anthropology and public health. They asked analytical questions to my implicit assumptions and
introduced empirical and theoretical perspectives from an outsider position.
I joined two network groups within mental health research: one multi-methods network for public
health science researchers, and one qualitative methods network for researchers from various
disciplines. Both groups met regularly and became familiar with each other’s projects. I also
attended a one semester workshop-based PhD course for qualitative researchers in diverse
academic fields. In these three groups I had the opportunity to share anonymised empirical data
and preliminary analytical ideas and receive valuable methodological feedback and thematic
outsider perspectives. Further, I presented preliminary study findings at conferences and CFI
seminars and received a critical and competent appraisal of my work. I believe that this practice of
researcher triangulation contributed to methodological rigor and strengthened the validity of my
findings (Malterud 2001a).
In terms of the validity tool ‘respondent validation’ (Malterud 2001a), I have presented and
discussed my findings on several occasions in both clinical and research fora at CTP. My aim was
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partly to give something back to my research participants and partly to assess how my findings
resonated with actual research participants and more generally in the clinical context of the
research. Before submitting the qualitative article about providers, participants who contributed
with quotes viewed the manuscript to approve or object to factual mistakes or misunderstandings.
For patients, I had asked about their interest only in summaries of the finished project; this was
indicated in their consent forms. Therefore, whilst writing up this thesis, I sent the former patient
participants a general summary of the study, including a more elaborate description of my patient
perspective findings.
Considerations about my approach to recruiting and interviewing research participants and how I
represented them in writing, which is also part of a researcher’s reflective stance (Charmaz 2006),
is described in the chapters 4 and 5: Methodology and Ethical considerations.

33

METHODOLOGY

4.Methodology
As described in Chapter 1, I chose a multiple methods design to enable a more comprehensive and
nuanced fulfilment of my research aims. In the previous chapter, I focused on my position and
approach to research. In this chapter I present my methodology, entailing strategies and choices in
the research process as well as the specific methods applied.
4.1.

Study design

In this study, I set out to investigate multicultural patient-provider encounters and the CFI in a
mental health setting and chose a multi-methods approach to elucidate the phenomenon. My main
study setting was a specialised transcultural outpatient service for migrants (CTP). A few other
settings were included in parts of my study and provided insights into using the CFI in mainstream
mental health and a somatic healthcare service for migrants.
Firstly, I used a quantitative survey on patient satisfaction to map out how migrant patients rated
their mental healthcare and to explore what treatment-related variables were key to satisfaction.
Secondly, I conducted a qualitative sub-study to explore in depth the preliminary findings from the
patient satisfaction survey and what literature indicates is vital to mental healthcare of migrant
patients namely, how to approach issues of culture in care and how to involve patients in care.
My study on cultural consultation was built around an intervention entailing the clinical use of the
CFI. I did not design a full-scale intervention study, with logic models, fidelity study, process
evaluation etc., but I adhered to the definition that an intervention is “any action taken by health
care workers (including people working in social care and public health situations) with the aim
of improving the well-being of people with health and/or social care needs” (Richards and
Hallberg 2015: 2).
The CFI intervention entails a change of clinical practice in the assessment of new patients.
Although this may appear as a minor change in care trajectories, it is, nevertheless, regarded as a
complex intervention, according to Richards and Hallberg. Most interventions are inherently
complex in their own right, but further complexity is added with the research questions and
methods. Asking questions such as: “How does the intervention work”, “What works and what does
not”, “What could be optimised and under what conditions”, rather than “Does the intervention
work: yes/no” determines the complexity of the intervention study (Richards and Hallberg 2015).
The study design for this PhD, including data production phases, focus, settings, type of empirical
material and timeline is displayed in Figure 3 and is described in the following.
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Phase

CFI pilot
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Setting
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Post-CFI intervention phase

Providers

Patients
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(n=686)

(18 days)

(n=20)

(n=17)

(n= 8)

(n= 8)

Aug 2015 –
Jan 2016

Jan 2016 –
March 2016

Feb 2016 –
May 2016

April 2017 –
Sept 2017

Sept 2017 –
July 2018

Data
production
period

Data: 2009-2017 – Descriptive analyses: 2015+2016+2017 – Logistic regression analysis: Spring 2018

Figure 3: Timeline, focus and setting of empirical data production and the CFI intervention

4.1.1.

CFI pilot phase

Prior to launching the CFI intervention at CTP, a small group of providers and the CFI researchers
(myself, Signe Skammeritz (SS) and head of research, Jessica Carlsson (JC)), had run a pilot study
during January–October 2014 to roughly assess the overall feasibility of the tool in our setting. To
do this, we first had to make our own translation into Danish, since the official translation was not
published at that time. In the subsequent CFI intervention, starting in summer 2015, we used the
official Danish translation of the CFI (American Psychiatric Association 2013c), which was
translated by trained psychologists employed at the publisher Hogrefe, holding the translation
rights to DSM-5 publications in Denmark. Since the CTP was the first actor to request and apply
the Danish CFI, the publisher disclosed a preliminary draft and engaged in a dialogue about the
translation with researchers and providers from the CTP. Based on our pilot testing and our own
translation of the instrument, the most significant feedback from us concerned the use of ‘race’ in
the introduction to questions 8, 9 and 10, since the term ‘race’ is contentious (Bhopal et al. 2020)
and not considered a culturally appropriate term in Denmark (Danbolt and Myong 2019). In the
final version and with permission from APA, Hogrefe removed the term ‘race’ from the sentence,
leaving only ‘ethnic background’. From CTP, we further suggested to exchange their choice of the
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Danish word for ‘medical doctor’ with a broader term equivalent to ‘clinician’ as used in the
original CFI, to include more types of healthcare provider as per the intention of the CFI (Aggarwal,
et al. 2013). This was accepted by Hogrefe. We further suggested changing the formulation of a few
questions to make it an open question instead of one that could be answered with a yes/noresponse, but Hogrefe deemed this to be too far from the original CFI.
During the pilot phase, two mental health nurses conducted the CFI with new patients and gave
feedback to the researchers at several meetings. The CFI was further tested by two resident medical
doctors (MD) and a senior consultant, two with a migrant background, and video-recorded for the
intervention training. I started my participant observations towards the end of the pilot phase,
observing consultations in which the CFI was used.
In concurrence with the preparations for the intervention and research at CTP, we advocated the
use of the CFI at other specialised and mainstream healthcare services and invited them to
participate in research on its implications for care (please see section 4.2: Recruitment of settings
for the CFI study, for more information).
4.1.2. CFI intervention phase

When the overall CFI intervention at CTP began in summer 2015, mental health nurses and social
counsellors started using the CFI systematically as part of the multidisciplinary clinical assessment
of newly referred patients. Nurses and social counsellors used the CFI in their first encounter with
newly referred patients, who had already had one or two sessions with an MD.
After approx. 3 months, the CFI administration was delegated to the MDs in order for another part
of the overall CFI intervention study, conducted by SS, to assess CFI implications on the diagnostic
process (Skammeritz et al. 2020). At CTP, diagnoses are given by the MDs; accordingly, the MDs
administered the CFI in their own second or third sessions with a new patient. Clinical assessments
at CTP typically stretched over one–three sessions due to the amount of information needed and
out of concern for the patients’ cognitive and emotional capacity.
The four other healthcare services included in the CFI intervention study selected only one
provider each, who would use the CFI in assessments of newly referred migrant patients.
During the intervention, I engaged in participant observations in all five study settings. At CTP, the
MDs recorded a total of 20 CFI sessions during the research period. After approximately six
months of the intervention, I conducted semi-structured interviews with the 17 providers across
the participating settings who had used the CFI at least once (provider characteristics in Table 1,
Article 2). Following this, the overall CFI intervention study was concluded in summer 2016.
4.1.3. Post-CFI intervention phase

The termination of the overall CFI intervention study led to procedure changes at CTP. The CFI
was no longer part of the standard clinical assessment with the MD but was conducted by MDs or
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mental health nurses as part of a multidisciplinary assessment only when deemed necessary by the
MD. At this time, I conducted end-of-care interviews with a subset of eight patients from the CFI
recording sample. They did not clearly recollect the CFI. Therefore, under the circumstances of the
post-CFI intervention phase, I recruited eight new patients for a CFI debriefing interview shortly
after their CFI assessment. Data production for my PhD study was concluded in July 2018, when I
had interviewed all 16 patients about their experiences with patient-provider encounters and the
CFI.
4.2.

Recruitment of settings for the CFI study

Empirical data for this PhD were produced in five different public healthcare services. During the
summer of 2015, SS and I contacted 11 healthcare services across Denmark for participation in the
CFI study. Services were purposely selected based on the proportion of migrants in their catchment
areas and past collaboration, indicating an interest in and need for an approach to cultural
consultation. The 11 services included two specialised mental healthcare services, eight mainstream
mental healthcare services and one specialised somatic health service.
The procedure for recruitment was initially for our head of research, JC, to send emails with
information about the CFI and invitations to the research project to the managers. Reminders were
sent and follow-up phone calls were made by the researchers (LGL or SS) to assess interest and
provide further information.
Eight settings were interested in the project and agreed to set a date for a morning conference or
staff meeting where SS and I presented the research project. The presentation contained
background information about cultural psychiatry and the CFI, some video clips to show the CFI in
practice, basic information about the amount of time they would need to invest and some “selling
points” regarding what they could gain from research participation, including co-authorships on
articles from the study.
The presentation resonated with staff and management at all settings due to their frequent clinical
frustrations and curiosity regarding care for the migrant patient group. We returned shortly after
with a folder containing CFI prints, information about the studies, questionnaires for SS’ study on
diagnostics, an iPad for possible footage of CFI sessions and corresponding consent forms in seven
languages (Arabic, Danish, English, Persian, Somali, Turkish, Urdu).
We reiterated the criteria for inclusion in the study, which were: 1) participation in our 1-hour CFI
training, and 2) use of the CFI with at least 1 newly referred migrant patient.
To ensure visibility, transparency and general information about our project, we posted a brief
study description sheet on a centrally placed whiteboard at the clinic.
In relation to my project, managers or appointed key persons for the project were informed that I
was interested in brief follow-up interviews with (some of) the participating healthcare providers. I
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made it clear that it would not be necessary for them to engage in any other time-consuming
activities. If possible, I was interested in participant observations and recordings of CFI sessions,
but I downplayed the role and importance of this part.
After this start-up procedure, SS and I scheduled regular follow-up visits or phone calls to maintain
the positive attitude towards the project. Despite the continual follow-up procedure, accompanied
by emails from the top management of our Mental Health Centre supporting the project and
encouraging participation, there was little interest in using and documenting the CFI. In three
cases, the settings never used the CFI, resulting in them being excluded from the study.
Numerous explanations for the lack of engagement in the study were presented in our follow-up
visits or calls. The most frequent explanation was insufficient time to ask the 16 extra questions. All
new patients were assessed as part of a fixed patient trajectory or ‘treatment package’ and the staff
referred to strict ministerial rules about what to cover and document during the first sessions.
Hence the CFI was the last priority of those already busy with agenda-loaded patient-provider
encounters. Another theme of explanations was organisationally founded and concerned
organisation mergers, lack of human resources, competing research projects, New Public
Management procedure implementation (Lean), or new IT systems (Epic / Sundhedsplatformen),
all of which disrupted the everyday routine of the department and consumed the surplus energy
needed to embrace new interventions.
Those providers in participating settings who tried the CFI, often tried it only a few times. The
reasons they gave for not implementing it more systematically related to a lack of control over their
own working time or a feeling of not getting enough vital information from the CFI compared with
their usual conversations with patients. This last part of explanations for not using the CFI
consistently is unfolded in the analysis of Article 2.
Because three of the eight interested settings never completed a CFI and were excluded, study
participation and data generation for the CFI study occurred at only five settings.
4.3.

CFI study settings

All five data production settings were located in the Capital Region of Denmark, where individuals
with a migrant background constitute 20 % of the population.
Most data in this PhD study originated from the CTP, where all quantitative data material and most
of the qualitative data were generated. Therefore, in the following, I present an overview of the four
other settings and then describe CTP in detail.
The participating settings were three mainstream mental health services (MMH) from the
secondary healthcare sector. Of these, two were outpatient services and one was an open inpatient
service. The fourth setting was placed in the tertiary healthcare sector and served only refugee and
migrant patients with primarily somatic complaints. Due to the high level of comorbid mental
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illnesses among the patient population of the specialised somatic health service (SSH), the
management found it relevant to test the CFI in their context.
The final setting in the CFI study and this PhD is the public tertiary outpatient mental health clinic,
the Competence Centre for Transcultural Psychiatry (CTP). In my articles I sought to anonymise it
by using SMH as an abbreviation equivalent to MMH and SSH. Anonymisation is irrelevant and
impossible in this thesis; therefore, I use the official abbreviation, CTP.
CTP has a specialised function in the capital region of Denmark and receives referrals from primary
and secondary care. CTP offers manualised, multidisciplinary treatment to two patient groups: 1)
adult refugees with trauma-related mental health problems, such as PTSD, depression and anxiety,
and 2) adult migrants with a variety of mental health problems and cultural circumstances that are
considered to significantly affect their illness, diagnostic assessment and care2. Research is an
integrated part of care and research findings are to be clinically implemented. The research goals
are to contribute to evidence-based and effective care of refugees and migrants, to understand the
implications of cultural factors and to enhance patient adherence to care3. Most trauma-affected
refugee patients participate in ongoing randomised controlled trials, which delivered data to the
patient satisfaction substudy of this PhD. Research on the second target group of migrants is more
recent and includes the qualitative studies of this PhD.
The setting for a patient-provider encounter is more than merely basic physical surroundings. It
influences the atmosphere, sets the frame for interaction between the parties (Hapsburg and
Tjørnhøj-Thomsen 2012) and represents a culture of its own. Therefore, I present a ‘thick
description’ (Emerson, Fretz, and Shaw 2011; Geertz 1973) of the CTP environment, where the bulk
of data was generated. The clinic is a newly constructed one storey building. On the outside it is
painted dark grey and it is situated at the Mental Health Centre Ballerup, in a large compound with
numerous similar looking buildings. The inside is light and the decor mainly white and glass. CTP
management and staff have made an effort to make the clinic more ‘homely’ and welcoming as well
as culturally diverse. It has a large world map covering the wall opposite to waiting room; colourful
posters with neutral content; green plants; complimentary tea, coffee and water; and a visible staff
conference room with cultural artefacts from staff journeys or gifted by patients.
Consultation rooms are the providers’ own offices. They are fairly spacious and typically include a

2

https://www.psykiatri-regionh.dk/centre-og-social-tilbud/kompetencecentre/transkulturel-

psykiatri/Patienter/Sider/M%C3%A5lgruppe.aspx (webpage accessed: 15 February 2021)
3

https://www.psykiatri-regionh.dk/centre-og-social-tilbud/kompetencecentre/transkulturel-

psykiatri/Research/Pages/Research-strategy.aspx (webpage accessed: 15 February 2021)
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desk with computer near the window, a cupboard with books and plants, a whiteboard, posters or
children’s drawings hanging on the walls, and a round table for consultations. Patients are often
invited to take the seat nearest the door so they can exit easily if they are not feeling well. The
interpreter is typically asked to sit next to the patient with their chair drawn back from the table,
indicating that they are on the periphery of the patient-provider interaction (Gryesten et al. 2021).
The patient may bring relatives or a mentor from the municipality. Typically, larger network or
family consultations are held in the conference room. The provider sits close to their desk and
sometimes has notes or a medical record on the table but not their computer.
CTP is open during daytime and consultations are 1 hour. Interpreters are entitled to a break
between patients, so interpreter-mediated sessions are rounded off after 50 minutes. Secretaries
welcome and check in patients on arrival. CTP is situated in a suburb of Copenhagen and
transportation to the clinic is often by train and bus or car.
4.4.

CFI training

For all settings participating in the CFI study, we launched the CFI intervention and research study
with a 1-hour training session, conducted by the researchers (LGL and SS). For SSH and CTP,
training was available for all employed staff. For the three remaining settings who each selected
only one participating provider, training was given individually.
Our study was launched more than one year prior to the publication of the DSM-5 Handbook on
the Cultural Formulation Interview (Lewis-Fernández et al. 2016). At that time we were not
familiar with any material that gave a detailed description of the recommended training for the
CFI. Therefore, we developed our own training module based on what we believed was important
to know about the CFI, inspiration from available publications giving very brief descriptions of the
CFI field trial training (Aggarwal 2013; Aggarwal et al. 2013, 2015; Hinton et al. 2015), and what
was practically feasible in this pragmatic study. In the CFI field trial, training was a 2-hour session
including review of the CFI guidelines, a video demonstration and interactive role playing. We
deemed role play too lengthy for the 1-hour session we had negotiated with management. Further,
we allocated time for contextualising information on cultural encounters, which we believed to be
important for a Danish study population, since cultural competence training is not widely available
or mandatory in the Danish healthcare system.
Hence, our training consisted of a brief introduction to cultural consultation and differences in
illness perceptions and preferences in care. We continued with explaining the rationale behind and
possible benefits of the CFI and introduced the three CFI tools: the core CFI for the patient, the
informant CFI version and the supplementary modules. We continued with the core CFI by reading
aloud and explaining the intention of each of the 16 questions. We presented a patient case and
showed excerpts from a video-recorded CFI to illustrate its use and potential. We underlined the
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importance of probing and following the original order of the questions. We gave copies of the
Danish CFI to all providers and allowed time for questions before ending the training. Finally, we
distributed information sheets about the study, including contact information to the researchers in
case of any further questions or doubts (Lindberg et al. 2020; Skammeritz et al. 2020).
4.5.

Patient satisfaction: Quantitative methods and analysis (Article 1)

The quantitative data on patient satisfaction in my PhD derive from CTP and were not part of the
CFI intervention study.
4.5.1. Data and study population

At the end of treatment courses at CTP, all patients are invited to complete a questionnaire
regarding their satisfaction. Patients who participate in research at CTP have given consent for
their data to be analysed. Therefore, the available data for this study derive from patients
participating in research studies at CTP during 2009–2017. These studies were four randomised
controlled trials (RCT) called PTF1-PTF4, which offered treatment as usual (TAU) or TAU and an
add-on treatment modality for trauma-affected refugees. Hence, all patients in this study had been
offered a course of interdisciplinary PTSD treatment scheduled for six months, but often stretching
over a longer period. Treatment courses began with weekly MD consultations including medication
and psychoeducation. After two months, this was followed by four months of weekly 1-hour
psychotherapy sessions and monthly MD consultations. The psychologists performed manualbased trauma focused therapy and, as the MDs, adhered to specific manuals developed for a
multicultural, trauma-affected patient group (Buhmann, Carlsson, and Lykke 2018). All patients
were offered at least one session with a social worker at CTP. Language interpretation by an on-site
interpreter who followed the patient throughout the treatment course was provided free of charge if
needed, which was the case for 54%–63% of the patients in the four trials (Buhmann et al. 2016;
Carlsson et al. 2018; Nordbrandt et al. 2020; Sonne, Carlsson, Bech, Elklit, et al. 2016).
Patients were eligible for RCT inclusion if they were 18 years or older, had refugee status or had
been family reunified with a refugee, and had a PTSD diagnosis according to the diagnostic criteria
of ICD-10. Exclusion criteria were severe psychotic disorders (ICD-10 diagnosis F2x and F30.1F31.9), addiction to psychoactive substances (ICD-10 diagnosis f1x.24-f1x.26), hospital admission
for somatic or mental health treatment, and for the one trial that tested psychopharmacological
treatment: pregnancy or breastfeeding (refer to Article 1, Table 1 for participant characteristics).
4.5.2. Patient satisfaction questionnaire and data entry

The patient satisfaction questionnaire was locally constructed by healthcare providers and
researchers at CTP based on clinical experience, research literature and similar satisfaction surveys
from other mental health settings (Buhmann et al. 2018). The constructed self-report
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measurement tool focused on patient experiences with different aspects of mental health treatment
at CTP. The questionnaire was forward-backward translated by experienced translators frequently
used at CTP from Danish into the five commonest languages among patients at CTP, namely
Arabic, Bosnian, English, Persian and Russian.
At the patients’ final treatment session, their primary healthcare provider asked them to complete
the questionnaire via pen and paper. If patients had used a language interpreter or were illiterate,
their interpreter was available to assist them. Each questionnaire was marked with a unique
patient identification number and was not anonymous. Patients could return the completed
satisfaction questionnaire in a box in the secretariat or complete it at home and return it by mail. If
it was not possible for a patient to attend a final session, the satisfaction questionnaire and a
stamped, addressed return envelope were posted to them.
Providers were not informed about the results of the completed questionnaire, which was handled
by research staff and entered in a database. Each questionnaire was entered twice by two
independent research staff and any possible discrepancy was subsequently checked and corrected
in accordance with the paper file.
At CTP, selected items from the ongoing patient satisfaction survey were used for internal
monitoring and staff discussions. As a research coordinator, I was responsible for extracting data
and conducting descriptive analyses throughout 2015–2017. My role as a research coordinator also
placed me in the revision group when the questionnaire was altered at the initiation of a new RCT.
Therefore, I had some insight into the distribution of responses and was intrigued about how the
patients understood and interpreted the formulations of the questions, which informed my
qualitative interviews, although the regression analyses of the satisfaction data were completed
after I did the interviews (se timeline in Figure 3)
4.5.3. Measures

Background variables were registered at the patients’ assessment sessions and were linked to
satisfaction variables via the unique patient identification number. Inspired by other satisfaction
surveys (Batbaatar et al. 2017; Hill et al. 2009), we included the following background variables:
•

Age (continuous variable: full years lived based on date of birth and the time of assessment for
treatment at CTP)

•

Sex (dichotomous variable: male/female)

•

Country of origin (categorical variable: based on patients’ self-identification)

•

Years since arrival in Denmark (continuous variable: full years in Denmark based on year of
arrival and the time of assessment for treatment at CTP)

•

Assistance from an interpreter with MD/psychologist, respectively (dichotomous variable:
yes/no)
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•

Diagnoses (dichotomous variables: yes/no to the following diagnoses: PTSD (F43.1),
Depression, episodic (F.32.XX), Depression, recurrent (F.33.XX), Enduring personality change
after catastrophic experience (F.62.0), other diagnoses)

•

Number of treatment sessions with MD/psychologist, respectively (continuous variable:
number of completed sessions)

•

Previous mental health treatment (dichotomous variables: yes/no to the following treatment
types: Outpatient mental health treatment, Psychotherapy, Inpatient mental health treatment.

Items from the patient satisfaction questionnaire: The satisfaction questionnaire was adjusted at the
onset of each new RCT. For this study, we selected ten items related to treatment satisfaction,
which were similar across all four RCTs (refer to Article 1, Table 2 for an overview).
The dependent outcome variable, “Overall treatment satisfaction”, was measured by the single
item: 1) Have you found the treatment at CTP worth your time and effort? We coded the response
as 0 for “No” and 1 for “Yes”. Thus, a higher OR implies a higher probability of being satisfied.
Independent variables from the satisfaction questionnaire were the patients’ perceptions of
2) Improvement in wellbeing, 3) Influence on treatment, 4) Cultural understanding, 5) Satisfaction
with the contact to the MD, 6) Satisfaction with the contact to the psychologist, 7) Respect from the
MD, 8) Respect from the psychologist, 9) Feeling more hopeful, and 10) Received information
about illness and treatment.
All independent variables were rated on a four-point Likert scale. For the statistical analysis, they
were dichotomised to the response categories 1: Yes (Yes, to a high degree / Yes, to a certain
degree) and 2: No (No, only to some degree / Not at all).
4.5.4. Statistical analysis

In SPSS v22, we used binary logistic regressions to estimate the association between the dependent
outcome variable “Overall treatment satisfaction” and the independent variables listed above and
reported in Article 1, Table 2.
We initially conducted descriptive analyses with frequencies, percentages, and graphical charts for
an overview. With cross tabulations between each independent variable and the outcome variable,
we checked the expected frequency assumption of at least 5 expected counts in each cell (Field
2013). To meet this assumption, as mentioned, we dichotomised all independent variables
representing either Yes or No. Further, we dropped the two items: “Perceived respect and
consideration shown by the MD” and “…the psychologist”, because they had less than 5 expected
counts in several cells.
Subsequently, we tested each independent variable and background variable separately in
univariate logistic regression models to assess the significance of their individual association with
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“Overall patient satisfaction”. Aiming for a parsimonious model, we chose to control for a limited
number of background variables that have been shown to have an impact on patient satisfaction,
namely age and sex. Diagnostic categories have also been shown to influence patient satisfaction in
mental healthcare (Hasler et al. 2004), but due to the homogeneity in diagnoses among patients in
our study, we did not include diagnostic information. Missing data were excluded from the
analysis. Only statistically significant independent variables were included together in the full
logistic regression model.
From the full regression model, we excluded independent variables that were nonsignificant at the
0.05 level in a manual backward selection procedure, starting with the variable with the largest P
value. For each dropped variable, we compared the new model with the full model with Nagelkerke
R Square to ensure that the explanatory value of the variation in overall patient satisfaction in the
new model did not decrease significantly compared with that of the full model.
In the final model, only statistically significant independent variables and theory-based potential
confounders remained. We assessed the final model for goodness of fit with the Hosmer-Lemeshow
test. To check for multicollinearity, we calculated the VIFs for the independent variables of the final
model (Field 2013).
Finally, to examine potential differences between respondents and non-respondents, we compared
background variables of the two groups using chi-square and independent samples t-test.
4.6.

CFI study: Qualitative methods and analysis (Article 2 and 3)

4.6.1. Study population and data generation

In the following, I begin by describing methods that were applied in both Article 2 and 3—CFI
recordings and participant observations. I then describe methods that were specific for Article 2—
provider interviews—and, finally, methods specific for Article 3—patient interviews.
Article 2 and 3
CFI recordings
Participating MDs at CTP recorded 20 of their CFI sessions during January–March 2016. The MDs
invited all patients who had a CFI scheduled as part of their clinical assessment to participate in the
study. Participation implied written informed consent, stating that the patient agreed to have their
CFI session recorded and that the researchers could access basic demographic information from a
research form completed by the MD.
Other CFI studies have audio recorded CFI sessions for data analyses. Because of our study focus
on patient-provider encounters and relations, we wished to video record CFI sessions to enable
observations of mimic, gestures and interactions between the patient, provider and a possible
interpreter throughout the CFI and its specific questions.
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At CTP, where videos were recorded, we have a mandate and a strong tradition for research and
training. Providers are accustomed to asking patients for video recordings and CTP has good
experiences with this. Providers always underline the patients’ rights to decline without any
implications for their further care. Some patients are highly suspicious, and some have paranoid
symptoms. These patients will most often not be asked about recordings. If they are asked,
providers experience that they reject immediately. This was probably also the case in the CFI study.
However, this knowledge is anecdotical, since we did not instruct MDs to collect data on patients
who declined participation and have no record of frequency or causes of this.
In the CFI study, some patients were willing to contribute to the research project but unwilling to
be filmed and chose audio recordings instead. This was accepted, and the video camera was turned
upside down facing the tabletop. In the cases of video recordings, MDs were instructed to place the
iPad standing upright on their desk, hence capturing the patient, provider, and a possible
interpreter, sitting around the consultation table. The videos exhibited a typical consultation
situation, as described in detail under CTP in section 4.3: CFI study settings.
We set an initial goal of 15–20 CFI recordings based on estimates of the amount of data I could
analyse in depth qualitatively, the project timeline and clinical capacity for this research project.
The selection of patients was a convenience sample, representing the results of the order in which
patients were referred to CTP and scheduled for a CFI in the study period, the MDs’ effort to
encourage participation and the patients’ willingness to be recorded. I aimed for a rich data set that
had potential to represent relevant and diverse experiences. Therefore, I reviewed the incoming
CFI recordings throughout the data generation process to assess participant characteristics and
write preliminary analytical memos.
When 20 CFI sessions had been recorded, we had seven audio and 13 video recordings. The
recorded encounters presented a varied combination of the demographic characteristics age,
gender, and country of origin for both patients and providers and for providers, professional
seniority and CFI experience. There were also variations in seemingly successful and challenging
CFI performances as well as the presence of interpreters. Further, I found that I had reached data
saturation regarding the overall study objective (Charmaz 2015) of ‘exploring the use of the CFI as
a possible approach to improve multicultural encounters’. Hence, the data generation process was
terminated.
CFI sessions were recorded by one male and six female MDs. All but one from a Southeast Asian
country originated from Denmark. Clinical assessments of newly referred patients were
predominantly allocated to resident MDs, who therefore recorded most CFIs. The mean duration of
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recorded CFI’s after information and consent were given was 28 minutes4 (range 15–45 minutes).
Of the 20 sessions, 12 were interpreter mediated, which obviously left shorter time for
conversations on the actual CFI content. However, interpreter-mediated sessions were longer
(mean: 30 minutes) than the remaining eight sessions, conducted in Danish without interpreter
assistance (mean: 25 minutes). Interpreted CFI sessions were in Arabic (3), Dari (1), Farsi (2),
Montenegrin (1), Pashto (2), Romanian (1), and Turkish (2).
Participating patients included seven men and 13 women aged 21–62 years. Most patients were
born in the Greater Middle East or North Africa (Afghanistan, Algeria, Iran, Iraq, Lebanon,
Morocco, Pakistan, Syria, Turkey) and three originated from Southeastern Europe (Bulgaria,
Montenegro, Romania). Their mean length of stay in Denmark was 13 years (range: 6 months to 27
years). Nine patients had refugee status, eight had been reunited with a family member who had
already been granted asylum in Denmark, and three had immigrated to Denmark.

Participant observations
During the CFI intervention phase, I did participant observations at all five settings. Access to the
providers and managers was already established, so I merely asked if I could follow their work for a
few days. I encountered no reservations and all providers agreed to my presence, possibly due to
the tradition of frequent student visits as part of the healthcare education. The patients, however,
were more reluctant about my participation and a few declined when the provider asked for
permission that I joined their consultation.
I did participant observations for 18 days: nine at CTP, and nine at the remaining four settings. At
CTP, I specifically selected and observed CFI sessions with different providers and professions. At
the other settings, I followed the appointed CFI provider for two or three full days, participating in
all activities including CFIs, ward rounds, patient home visits, network meetings with the
municipality, lunch breaks, staff meetings, and administrative tasks.
I did not adhere to a specific participant observation guide but simply wished to understand the
contexts the CFI had entered into. I tried to remain open to all manner of inputs but had special
interest in interactions and communication between patients and providers, how patients
responded to different types of question, how the practical circumstances around booking and
using interpreters worked, how patients reacted to misunderstandings or errors, and how patients
or their relatives participated in care decisions. When possible, I ‘jotted down’ (Emerson et al.
2011) brief notes after each significant incidence, and when the provider was attending to

4

In Article 3, I presented a mean of 24 minutes due to an error in the data sheet.
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administrative tasks, I had time to write in more detail. If the day was busy, I wrote up full notes,
the same day, on the day, specific events and impressions when I returned home using my jottings
to support my memory (Emerson et al. 2011).
My observations and field notes served as context for my study. Data were not coded and were not
used directly in the analysis. Observations primarily served as an entry point to my understanding
of the field, the patient-provider encounter, and the CFI in action early in the research process.
Hence, observations formed my preconceptions and informed the development of my interview
guides for both providers and patients.
Article 2
Provider interviews
When entering the CFI study, all providers had been informed that I wished to conduct an
interview to gather their different types of experiences. As part of my follow-up visits or emails
during the intervention phase, I scheduled interviews with all participating providers.
My eligibility criteria for interview participation were that providers had received CFI training and
administered a minimum of 1 CFI with a migrant patient during the study period. Hence, eligible
providers included 13 from CTP, one from each of the three participating MMHs and one from SSH
(refer to Table 1, Article 2 for demographic characteristics). All 17 providers agreed to take part in
an interview towards the end of the intervention phase, in spring 2016.
Provider interviews were semi-structured and took about 1 hour. They were undertaken in the
provider’s clinical office and were audio recorded with the provider’s written consent. I adhered to
an interview guide (see Appendix 11.2), which I had developed based on the overall study aim,
cultural consultation literature and my participant observations in other CFI sessions. I was overt
and transparent about my study focus and started the interview with information about the study
and what the interview would contain. I stated that I had no conflicts of interest regarding the CFI
and that I was genuinely curious about their experiences. I informed the interviewees about
anonymity and retraction of consent. Since many of the them were my close colleagues at the CTP,
this contributed to shaping the roles and interactions in the interviews. In chapter 3, I described
my strategies to remain critical towards the CFI and remain open-minded and transparent towards
participants in the qualitative studies.
The interview guide contained open-ended questions about the following themes: Multicultural
healthcare encounter experiences, Self-perceived cultural competences, and Experiences with the
CFI. The interviews were rounded off by collecting basic demographic information. Questions
about the CFI were, for example,
•

Do you find that the CFI provides additional information that you would not otherwise
capture in a regular assessment interview?

•

How does the CFI differ from a normal assessment consultation?
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•

Do you have any favourite questions that work particularly well? If so, which and why?

•

Do you find any of the questions difficult to use for one reason or another? If so, which and
why?

•

How do you experience the patients’ reactions towards the CFI?

•

How do you experience the questions affect the alliance between you and the patient?

•

Have you experienced the CFI as a facilitator of patient involvement in care?

•

Could anything improve the CFI?

•

How do you find that cultural knowledge about the patient can be used and is relevant to
your clinical practice and its core functions?

For the full interview guide (in Danish), please refer to Appendix 11.2.
Article 3
End-of-care patient interviews
Eight of the 20 patients who had their CFI recorded had given contact information in their written
consent for the videos and confirmed that they wished to know more about the project. I contacted
them by phone or email and invited them to an end-of-care interview. They all agreed to
participate. However, it took time to get in touch due to practical hindrances, such as me not being
able to read their handwritten email addresses, phones that got disconnected, their mental state
and their obligations to participate in activities to receive social benefits. Interviews were often
rescheduled or postponed and I ended up conducting interviews between 0–8 months after end-ofcare. Most patients had received care for approximately 1 year, meaning that interviews were
conducted 1–1.5 years after the CFI was recorded at the beginning of care. Despite having ended
their care, I refer to all participants representing the patient perspective as ‘patients’.
I conducted semi-structured interviews with six women and two men aged 23–53 years during
April–September 2017. I met two patients in their homes, one patient in a café, four patients at
CTP and one did not have the energy to come to an interview, so we talked over the phone. Five
interviews were assisted by interpreters, who also helped me invite and schedule the interviews. Six
patients were born in the North African or Middle Eastern region and two originated from South
Eastern Europe. The interviews lasted from 37 min to 1 h 42 min.
I adhered to an interview guide (Appendix 11.2), which was founded on the overall study aim,
observations from the CFI recordings and my participation in other CFI sessions prior to the
interviews. My preliminary observations in CFI encounters revealed dilemmas and contrasting
interests between patients and providers in selecting the main problem around which the
conversation should revolve, which for patients often was a social rather than a mental health
problem, which led me to thinking about the patients’ expectations of care and whether they would
feel they had been helped by the end of care. I also observed a small number of misunderstandings
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about interpreters or referrals, which were silently accepted by the patients and led me to reflect
over the patients’ previous care experiences and feelings of being a burden or causing
inconvenience. Finally, I participated in CFI sessions that were conducted at a fast pace and with
strict adherence to the CFI guide, which led to considerations about how patients perceived the
relationship with the provider and the respect and interest shown by the provider.
These observations informed the development of my interview guides for patients. It consisted of
open-ended questions with probing options and encouraged descriptions, examples and rich
accounts, instead of more generic answers (Kvale and Brinkmann 2014).
My first drafts of the interview guide were discussed and adapted with my supervisors and my
qualitative methods peer group. During the interview process, I moderately adapted the interview
guide when a patient on their own accord brought up topics that I considered relevant for our
further comprehension and analysis of data (Charmaz 2015). The guide was structured in the
following themes: Expectations of care, Mutual understanding and engagement in care, Working
alliance, and Perceived cultural sensitivity in care. The final questions were about demographic
information.
The following presents examples of questions, translated from Danish for this thesis only.
Typically, I used slightly different formulations depending on the situation and the informant and
asked follow-up and clarifying questions (Kvale and Brinkmann 2014). Please see Appendix 11.2 for
the full interview guide (in Danish).
•

Could you describe what it was like for you to come to CTP for your first visit?

•

In your own words, could you describe how you experienced the care trajectory at CTP?
[Examples]

•

Could you give an example of something that has made you want to / not want to come to
CTP and participate in the care?

•

Could you describe a good / bad situation with one of your providers? What made it good /
bad?

•

What has it been like to talk about your problems to the CTP provider?

•

Did you talk to your providers about issues around your background of importance for your
care here? [e.g. your values, practices, childhood or cultures?]

•

Could you describe how the things you have told me were applied in your treatment course?

•

Does it matter that your provider knows about your background and personal history?

•

Some patients do not think that their cultural background is relevant to the problems they
are seeking help for at CTP. What are your thoughts about that? Have you wished that the
providers would not ask about your background?

•

If you were to give three pieces of advice to the Danish healthcare system to ensure good
quality care for all—regardless of their origin—what would they be?
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CFI debriefing patient interviews
In the end-of-care interviews, the patients did not clearly recall the CFI they had participated in
months earlier. This realisation together with my theoretical sampling approach (Charmaz 2015),
led to a decision to add further interviews directly after the actual CFI session. I conducted eight
interviews in a subsequent data generation process, running from September 2017 to July 2018. At
that time, CFIs were performed only with newly referred patients to CTP in case of doubt about
cultural influences (see section 4.1.3 on Study design). Patients who were scheduled for a CFI
according to this procedure were introduced to the study by the MD or nurse in charge of the CFI.
Because I worked at CTP, I had access to the list of scheduled CFIs and approached the provider
who was to perform the CFI to remind them of my project. I arranged with the provider that I
would wait near their office towards the end of their session, so they could invite me in if the
patient indicated an interest in participating. If I joined the session, I introduced myself, explained
further about the interview and sought permission to phone the patient later. At other times, the
provider oversaw the study information and requested permission for me to phone the patient or
suggested that the patient considered it until their next session. Due to the steps in the information
and decision-making procedure, I conducted the debriefing interviews5 0–14 days after the CFI
session. Despite my CTP insider advantages, proactive measures and frequent reminders, I
encountered barriers to obtaining access to the patients, because I relied on the help of busy
providers and their prioritisation of the conversation with patients who had limited energy. Even
after obtaining contact with a patient, scheduling an interview was complicated due to the
unpredictability of the patients’ commitments, mental state and energy. Two planned interviews
were abandoned due to missed appointments or participant withdrawal.
Despite difficulties in obtaining access to patients, I aimed at a theoretical sample that represented
variation within gender, age, language proficiency and previous experience with mental health
care. My final sample reflected the general proportion of men versus women at CTP who were
scheduled for a CFI in the study period, in which women outnumbered men.
During the interview process, I wrote memos to preserve preliminary analytical ideas and to guide
recruitment, which continued until the study aim was thoroughly explored (Charmaz 2015). Two
men and six women participated in semi-structured interviews lasting 23 min–1 h 17 min. One
patient was interviewed in their home and the remaining seven were interviewed at CTP.

5

I use the term ‘debriefing’ interview, not because the CFI was traumatising, but to conform with the term

used in other CFI studies (Aggarwal et al. 2019; Lewis-Fernández et al. 2017; Muralidharan et al. 2017).

50

METHODOLOGY

Participants were 24–52 years of age, three persons used a language interpreter, and all but one
from the former Yugoslavia were born in the Middle East or North Africa.
My interview guide was developed on the basis of the end-of-care interview guide. Please refer to
that description in the section above. In addition, this guide included direct inquiry about the CFI,
its overall aim and relevance for care, and the specific CFI questions. Examples of these questions
are listed below. Please find the full interview guide (in Danish) in Appendix 11.2.
•
•
•
•
•
•
•
•

How did you experience your conversation with the nurse / MD?
They asked you some questions about your background and culture. What was is like to talk
about that?
They also asked questions about your family and possible religion or faith. What was is like
to talk about that?
Do you feel that the questions were relevant to you?
Do you think the knowledge could be used in your future care at CTP?
How did you like the questions?
Which questions were good? Which were less good? Why?
Were there important issues you would have wanted to talk about that they did not ask
about?

4.6.2. Transcription

I conducted all interviews in Danish, with or without the assistance of an interpreter. I took
contextualising notes after each interview, describing the arrangements of the interview, the
setting, how I perceived the informant’s physical appearance and emotional communication, the
atmosphere during the interview and any preliminary analytical ideas or observations.
All interviews were audio-recorded and transcribed verbatim. I transcribed the CFI recordings to
get closer to the material that I did not personally produce. Student assistants transcribed all
interviews, based on a transcription guide that I developed to standardise their style.
When I received a new transcription, I promptly listened to the recorded interview whilst checking
the textual translation in order to correct errors or inaudible passages that I could still discern
based on my memory. To add meaning to the conversations, I instructed students to include
emotions and intonations such as sarcasm, laughter, whispering, sighs, pauses, crying etc. in
square brackets, and I would validate and make further additions based on my memory and
interview notes.
I analysed both interviews and CFI transcripts as if they were text, but the CFI video transcripts
contained even more brackets on non-verbal communication, which served as appreciated
contextualizing information and is presented within quotations in my articles.
I performed the analytical coding on the Danish transcripts and used mainly Danish codes. For the
articles, I translated codes and quotations to English, and they were subsequently checked and
validated by an English proficient lay person.
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4.6.3. Qualitative analysis

Grounded Theory
For both qualitative articles, I used the same methodological and analytical approach, which is
described in the following. I coded and organised all empirical data according to the principles of
Charmaz’ constructivist grounded theory (Charmaz 2006, 2011, 2015). Grounded theory has a long
tradition and was originally founded in a positivistic paradigm in the 1960s by Glaser and Strauss
(Clarke et al. 2017; Priya 2016). Charmaz’ constructivist version is part of the second-generation
developments of the methodology. It acknowledges that research is constructed by the researcher
in the selection of topics and methods and by the researcher’s actions, views and interactions with
informants and other agents in the field of interest (Charmaz 2011). As Charmaz describes as being
an option, I have applied the strategies of grounded theory but not used the methodology to its full
extent by developing new theories (Charmaz 2011: 294).
I worked with one group of empirical material at a time in the software programme NVivo11
(NVivo 2015). Initially, I worked inductively and very close to the data, by line-by-line coding the
interviews in the first round of ‘open coding’. My open codes were mainly descriptive or in vivocodes (directly expressed by the informant) and based on the question “what is going on?” to all
incidents in data (Charmaz 2006, 2015). When I got more experienced in coding and when I
started seeing patterns in data, I asked questions such as “what is this statement a study of?” and
added more analytical codes or concepts from the literature. In this way, I segued into the second
round of ‘focused coding’. I selected significant and recurrent codes from the first round of coding
and used them to code larger text pieces in the following interviews (Charmaz 2015). When a new
and seemingly important analytical concept arose, I returned to the previously coded material to
look for confirmation or disproval of the existence of that concept across informants. Throughout
the coding and analytical process, I engaged in a constant comparative practice, in which codes
were compared with codes and informants with informants. I compiled all codes on the analytical
topic, re-read them in their deconstructed form and organised the data in conceptual categories
(Charmaz 2006, 2015).
In this analytical process, my co-authors and I were inspired by ‘sensitizing concepts’ (Charmaz
2011), as described by Blumer (1969) and presented in section 3.1.3. Sensitizing concepts from the
literature can be used to open up empirical data, to ask analytical questions, organise and
understand the data and to draw inference from particular cases to universal abstractions (Blumer
1969). I used sensitizing concepts abductively to support my analysis. Going back and forth
between data and theoretical concepts, I used the grounded theory methods to test, validate and
elaborate established theoretical concepts through our particular empirical examples (Blumer
1969; Charmaz 2011). During my reading of literature from related fields, I encountered and wrote
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memos on sensitizing concepts that I later discarded because they were not sufficiently supported
by data or did not have a remarkable explanatory value.
Situational Analysis
I used situational analysis developed by Clarke (Clarke et al. 2017) as an extension of my grounded
theory analysis. Situational analysis builds on constructivist grounded theory’s focus on actions
and interactions and adds a focus on relationality. It has an ecological approach to the research
object and has moved away from the idea that there is a research object and the context around it.
Situational analysis does not believe in context: it believes in situations. In a situation, the context
is always already part of the full picture in the recognition that the research object and the ‘context’
are closely related and co-constitutive. Instead of mentioning the context in the Discussions
paragraph of a manuscript, situational analysis brings the situation to the forefront by mapping
discourses, organisations, human and nonhuman actors from the very beginning of, and during,
the research process (Clarke et al. 2017).
Circumstances, contradictions, paradoxes and processes of the wider ‘situation’ are conceptualized
and depicted through three types of maps: 1) social worlds / arenas map, 2) situational maps, and
3) positional maps. The researcher plots all analytically pertinent factors on the maps and includes
factors identified through scientific literature, media, policy documents, field work, observations,
interviews etc. The maps serve to comprehend the complexity of situational factors, how they are
interrelated and how they matter to the studied phenomenon (Clarke et al. 2017). I display
exemplars of all three maps (see bigger versions in Appendix 11.4) and briefly describe how I found
them useful for this study.
1) In the social worlds / arenas map, I listed social worlds, which are groups of different sizes that
have ‘a life of their own’ and where participants share perspectives and have collective actions
(Clarke et al. 2017). Social worlds are fluid and relational entities and shift perspectives over time
or depending on the arena in which they participate. The arena at the centre of the map is a
discursive site, where the social worlds ‘fight’ or negotiate their different agendas. I used this map
to locate my research project in a broader situation and grasp the different actors operating in that
research arena. By drawing the map used as an example below, I found that ‘migrant patients’ were
not a unity that I could depict on the map. I could not identify the patient group as having shared
identities, ideologies or agendas within the arena of patient-provider encounters. Accordingly, it
became visible that part of my research object was constructed by me and that this group did not
have a strong joint discursive position. It also became visible to me early in the research process,
how the patient-provider encounter was affected by several influential ‘worlds’.
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Figure 4: Social worlds/arenas map for the entire PhD study

2) In the situational map, I initially plotted all human, non-human and discursive elements of the
investigated situation; the multicultural patient-provider encounter and the CFI. During the study
period, my maps evolved as I produced data. I added more data-based elements and also used data
to construct new situational maps and to draw lines between related elements to assist my
analyses. The so-called ‘messy situational map’ presented here shows the complexity of the studied
situation. It is a preliminary map from the early study phase and mainly includes elements framed
by me as a researcher and not as much by the persons in the situation.

Figure 5: Situational map for the entire PhD study
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3) The positional maps focus on the discourses found in the situation and lay out the major
positions taken and not taken in the data. Each positional map depicts the dominant discourses
and positions within a certain issue in a studied situation. Two sides of the chosen issue, typically a
paradox or controversy, are represented by two axes and each position is placed in relation to both
axes. The maps are disassociated from human actors, since individuals and groups often represent
competing and contradictory positions (Clarke et al. 2017). I constructed the positional maps based
on my grounded theory codes and quotations. They served as visual tools to grasp the complexities
in my data and I found them particularly useful in directing attention to “silences” or missing
discourses in my material.
In the example below, I outline my findings of a central and cross-cutting issue in the provider
interviews; namely, the pros and cons of asking explicit questions about cultural background in
mental healthcare. On the vertical axis discursive positions either support or reject the idea that
cultural inquiry facilitates working alliance and understanding of the patient. The horizontal axis
shows how discourses are positioned regarding the role of cultural inquiry in creating distance and
othering in the patient-provider relationship. Positions exist on a continuum between the two
opposite ends and are not connected to individual providers. The positions are condensed by me
based on my grounded theory codes and some are supplemented with actual interview quotations
as a concrete representation of the position. I did not use this map directly to build the final five
conceptual categories, but I used it in my abductive approach to test the hypothesis of a paradox
between distance and alliance and to group the various statements in relation to that.
IMPLICATIONS OF CULTURAL INQUIRY – PROVIDER PERSPECTIVE
Yes

CULTURAL
INQUIRY
è
ALLIANCE
AND
UNDERSTANDING

UNIQUE INFORMATION, IMPROVES
PERSON-CENTERED CARE AND WORKING
ALLIANCE

NO PROBLEM WITH CULTURAL
QUESTIONS BUT NO REMARKABLE
EFFECT OR INFORMATION COMPARED
WITH USUAL ASSESSMENTS

POSITION MISSING

IMPOSSIBLE TO ASK IMPORTANT
QUESTIONS WITHOUT DEALING WITH
CONTROVERSIAL AND SENSITIVE ISSUES
– PATIENTS ARE USED TO IT

YOU MUST ASK STEREOTYPICAL
QUESTIONS TO CONFIRM OR REFUTE
STEREOTYPICAL ASSUMPTIONS.

QUESTIONS ARE EMBARRASING, BUT
WHEN THIS IS OVERCOME, I GET A
BETTER UNDERSTANDING OF THE
PATIENT AND THEIR SUFFERING

YOU INTRODUCE A CULTURAL
EXPLANATION WHICH IS NOT ACCEPTED
OR RECOGNISED BY THE PATIENT. IT CAN
LEAD TO EPIPHANIES - OR PUSH THE
PATIENT AWAY AND IMPAIR ALLIANCE

POSITION MISSING

QUESTIONS ARE TOO DIFFICULT. THEY
RESULT IN AWKWARD SILENCE OR
FORMULAIC ANSWERS THAT DO NOT
MAKE ME WISER
(“FAMILY IS IMPORTANT”)

ITS NO LONGER YOU AND ME – TWO
ALLIED INDIVIDUALS. IT’S US VS. THEM;
“YOUR STRANGE CULTURE
THAT I CAN’T UNDERSTAND”

No
No

CULTURAL INQUIRY
è
DISTANCE AND OTHERING

Yes

Figure 6: Positional map for Article 2. Key discursive positions in provider interviews on the CFI
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5. Ethical considerations
The studies in this PhD were conducted in accordance with the ethical principles of medical
research as described in the Helsinki Declaration (World Medical Association 2013). In addition,
the qualitative studies adhered to ethical guidelines from social science research (American
Psychological Association 2017; British Sociological Association 2017).
A protocol for the full PhD study was submitted to the Regional Committee on Health Research
Ethics in Denmark (Journal no.: H-15011361). They confirmed that the project did not require
approval from the Danish research ethical system, as is the current rule for qualitative and
observational studies.
The study was approved by the Danish Data Protection Agency (RHP-2017-025, I-Suite no.: 05610
and RHP-2014-028, I-Suite no.: 03016) and data were handled in accordance with the Data
Protection Act (Act No. 502 of 23 May 2018, Denmark) and the General Data Protection
Regulation (GDRP EU REGULATION 2016/679).
Data are stored securely under the Capital Region of Denmark, are automatically user logged and
can be accessed only by me through a unique username and password. The data approval is valid
until 1 June 2024, after which all data must be deleted or anonymised by destroying the key file
linking data and identifiable individuals and for the videos, by blurring, removing or replacing
sensitive information.
All participants in this PhD study, patients and providers alike, gave written informed consent.
Patients whose data was used in the patient satisfaction study had agreed to participate in
randomised controlled trials at CTP and signed an informed consent form specific to those studies.
Participation in the trials was voluntary and not a prerequisite for receiving care at CTP. Data from
the trials were treated in compliance with the Danish law on data protection and the trial protocols
were approved by the National Committee on Health Research Ethics.
For the qualitative studies, the recruiting provider and/or myself gave verbal information about the
study, the prospective benefits of the study, anonymity, confidentiality, rights to decline
participation or withdraw at any time from the study. I obtained informed consent from patients
and providers prior to the CFI recordings or interviews (refer to Appendix 11.3). Both patients and
providers received a copy of their written consent including a short summary of the study and
direct contact information to the researchers.
5.1.

Researching migrants with mental health problems

Consent forms for the patients were available in seven languages. Patients with other languages or
limited literary received interpreter-mediated study information. For the patient interviews, a
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multi-staged recruitment process gave the patients time to contemplate participation before we
would schedule an interview (Valibhoy et al. 2016). For patients who cancelled their interview, I
reiterated the option of withdrawing from the study when I contacted them to re-schedule. Some
patients chose to opt out at that stage, which demonstrate that patients understood this as an
actual option.
To protect the identity of the study participants, all quotes are presented under pseudonyms and
without personal identifiers. Interviewed patients had the option of choosing their pseudonym.
Apart from one case in Article 3 where gender is relevant to the point of the quotation, I have
consistently used they/them as indefinite singular pronouns instead of he/she to increase
anonymity.
While noting there is no formal requirement for obtaining permission to conduct qualitative
research in Denmark, it is even more important that the researcher holds themselves accountable
by referring to ethical guidelines in the field. Research can contribute to a particular (negative)
depiction of a group of people by defining a certain set of characteristics as different and
problematic compared with ‘normality’ represented by the majority group (Jensen 2013; Kleinman
and Benson 2006), and so-called vulnerable groups can have an “increased likelihood of being
wronged […] and should receive specifically considered protection” (World Medical Association
2013). In my study, I contemplated these effects with respect to both migrants and mental health
patients. I tried to mitigate the effect by being attentive to how my study approached, portrayed
and communicated findings on this group and how my informants could be affected by the
relationship with the research and with me.
I paid special attention to the fact that individuals with mental health problems may be more
vulnerable in the interview situation and may find it difficult to comprehend the consequences of
research participation (Jensen 2013). Further, I considered how patients who are in a dependent
relationship with a health provider may be less likely to decline research participation (World
Medical Association 2013). Therefore, I tried to assume the special responsibility to thoroughly
inform the patients about their rights and to critically assess the appropriateness of contacting and
interviewing the individual patient, whilst always remembering that the patient’s wellbeing and
safety outweighs the purpose of the research (World Medical Association 2013). During this study,
I consulted the aforementioned international ethical principles and my three supervisors, who have
considerable experience in clinical and research interactions within the fields of migrants and
mental health. With this guidance, I endeavoured to approach the patients with respect and
humility in the recruitment and interview process and create a relaxed and trustful atmosphere
during the interviews. I also strived to analyse data and present my findings in a nuanced and
transparent manner.
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I recruited patients from an outpatient clinic with the help of a mental health provider and
therefore anticipated that the patients were fully capable of considering their participation and
eliciting informed consent. Nevertheless, it remains relevant to consider the power imbalances in
the roles of patients versus researchers / healthcare providers and how they govern the actions of
patients and affect opportunities to decline (Kvale and Brinkmann 2014; World Medical
Association 2013). I experienced all patients as being willing to share their care experiences and
motivated by my need for their help and interest in their opinion. However, in the CFI recordings,
there could have been situations where patients felt compelled to participate, both because they
were given short notice and because they were asked to participate by the MD, who was also a
gatekeeper to their care access at CTP in this early assessment phase. In such instances, it is ideal if
an individual who is not engaged in the patient-provider relationships seek the consent (World
Medical Association 2013); we should have taken this into consideration.
My patient interviews mainly concerned experiences with care and the CFI, and I did not explore
medical or psychological issues or ask about diagnoses, symptoms or traumatic experiences. Some
patients freely disclosed such details and provided rich personal narratives. I listened carefully and
gave expressions of affect and validation (Aggarwal, Cedeno, and Lewis-Fernandez 2019; Kvale and
Brinkmann 2014) but did not encourage further details. I have no formal competencies to deal with
such accounts, but at the end of each interview I rounded off the conversation by ensuring I did not
leave the patient in a state of mental distress (American Psychological Association 2017).
It is a researcher’s duty to communicate research findings to the public (World Medical Association
2013). Findings of this study have been (sought) published in relevant peer-reviewed scientific
journals and presented at various conferences, at staff meetings and at CTP’s cultural competence
courses for providers in the healthcare and social sectors. For the qualitative studies, all
participants have been offered feedback on my findings and all who wished for feedback have
received it in the form of summaries over email or phone for patients, or at staff meetings and
emails for providers (British Sociological Association 2017). Findings from the entire PhD thesis
will be communicated to providers and other relevant parties after its final acceptance.

58

SUMMARY OF FINDINGS IN THE ARTICLES

6.Summary of findings in the articles
6.1.

Article 1: Satisfaction with mental health treatment among patients with a
non-Western migrant background: a survey in a Danish specialized outpatient
mental health clinic

In this article we aimed to explore experiences and satisfaction with mental healthcare for PTSD
and depression among a culturally diverse population of patients with a non-Western migrant
background. We also aimed to uncover specific care-related factors that affected patient
satisfaction.
Of 896 eligible patients, 686 (76.6%) participated in this self-reported patient satisfaction survey
conducted at CTP during 2009–2017. Findings showed that the majority of the participating
patients, n=497 (82.6%), were satisfied with their care.
Factors related to culturally sensitive and individualised care were also rated positively for most
patients, who reported to have felt culturally understood, n=545 (91.6%), to have had an influence
on their care, n=533, (88.1%), and to have felt sufficiently informed about their illness and care,
n=576 (88.9%). The evaluation of therapeutic alliance in care was also positive, since patients
reported satisfaction with the contact to their MD, n=647 (97.0%), and psychologist, n=632
(97.1%).
Despite the satisfaction with care and health care provider, less than half the patients, n=311
(48.8%), had experienced improvements in health or their general situation, and only 39.4%
(n=246) felt more hopeful about their future life.
In the logistic regression models, we found that three care-related items were significantly
associated with the dependant outcome variable, ‘Overall treatment satisfaction’, and that those
three factors could explain 35% of the variance in treatment satisfaction.
Hence, patients who reported ‘Improvement in wellbeing’ OR = 8.5 (95% CI: [4.0–18.1]),
‘Influence on treatment’ OR= 4.7 [2.4–9.2], and ‘Cultural understanding’ OR= 3.4 [1.5–7.6], had
higher odds of being satisfied with care. Age and sex did not significantly change odds.
We were attentive to the issue of non-response, which amounted to 23.4% (n=210) of all invited
patients in the satisfaction survey. Non-respondents tended to be younger, to have resided in
Denmark for a shorter period and to have had fewer treatment sessions; further, there were more
men among non-respondents than among the respondents.
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6.2.

Article 2: The Cultural Formulation Interview—generating distance or
alliance? A qualitative study in Danish mental healthcare

This article presents an analysis of provider interviews and CFI recordings and focuses specifically
on the CFI questions 8, 9 and 10. These three questions relate to the patients’ cultural backgrounds
and identities and how these either provide support and resilience or create barriers and
complications in relation to their presented problems.
I conducted the analysis with an interest in exploring how the explicit cultural questions in the CFI
generated notions of alliance and understanding, as well as distance and othering, when they were
used in mental health assessment encounters with migrant patients in Denmark.
During my analysis, I discovered five conceptual categories. Nearly all providers and CFI videos
pointed to a tension between the CFI’s ability to facilitate ‘Alliance and Understanding’ and to
generate notions of ‘Distance and Othering’, two opposite ends of a continuum, as presented in the
figure below, which is copied from Article 2.
6.2.1. Alliance and Understanding

Discovering the person behind the patient
Most providers saw that questions 8, 9

ALLIANCE AND
UNDERSTANDING

and 10 served to distinguish the CFI

• Discovering the person
behind the patient
• Guiding the steps in a new
cultural landscape

from a regular assessment interview
and described how they had potential
to give different and valuable

DISTANCE AND OTHERING
• Ask a hard question and you hardly get
an answer
• Challenging moral rules in assessment
encounters
• Fearing acts of othering

information. Nevertheless, providers
could not explicate how information
derived from these questions

Figure 7: The five conceptual categories of Article 2

contributed to their evaluation of the patient or treatment plans. Most simply said that the
questions gave a more comprehensive and deeper understanding of the patients’ predicaments,
values and sources of resilience. Further, some providers pointed to the empowering effects of
allowing the patient to be an expert in the interview, providing knowledge on their cultures,
communities, and religion, and hence stepping out of the reduced patient role. They recounted how
this focus on patient involvement, cultural humility and a greater equality in the patient-provider
partnership could often strengthen the working alliance.
Guiding the steps in a new cultural landscape
Providers with limited experience in multicultural encounters particularly benefitted from using
the CFI and felt it provided additional value compared with standard interviews. Those providers
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recounted how they themselves, and their colleagues in mainstream mental health services, tended
to overlook or avoid asking about cultural issues. This avoidance could either be due to a lack of
knowledge or to discomfort and unfamiliarity with approaching the potentially sensitive issue of
culture and confronting personal prejudices. Despite the described professional insecurity,
providers supported a systematic approach to conversations on culture and felt guided by the CFI
in that endeavour.
6.2.2. Distance and Othering

Ask a hard question and you hardly get an answer
In the CFI recordings and among providers, it was a common observation that patients found it
difficult to understand and reply to the “abstract and academic” questions about cultural
background and identity. This was particularly true for patients with low literacy or education
levels. CFI recordings and providers themselves also revealed how providers struggled to formulate
or explain the meaning of the questions, without imposing their own understanding or
preconceptions. This regularly resulted in uncomfortable moments of silence and insecurity.
Patients were often reluctant to answer, relied on the interpreter for help, or responded with
clarifying questions. Other patient responses included having “no culture” or “a normal culture” or
stereotypical and essentialised summaries of cultural values, which had a limited analytical value
for the provider.
Challenging moral rules in assessment encounters
Among the providers, I found two different approaches to asking explicit questions about culture.
One group did not mind asking the sometimes sensitive questions. They explained how mental
health patients become familiar with answering private questions during assessment and care, and
one provider drew an analogy between questions on culture and suicidality. The other group felt
uncomfortable introducing the issue of culture in one of the first encounters. However, it is not
uncommon for mental health providers to retrieve delicate information in the initial patientprovider consultation and this is typically expected by both parties in the ritually organised
encounter. However, the unprompted inquiry about culture was regarded differently. Some
providers explained this by the unexpectedness of drawing culture and cultural causality into a
mental health setting and by the negative connotations to culture produced by discourses in Danish
society. Those providers felt that the abrupt culture questions highlighted differences rather than
commonalities in the patient-provider relationship and that it is more in line with cultural humility
to let the patient take the lead on what to disclose or at least to have time to build a trusting
alliance.
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Fearing acts of othering
In Denmark, cultural competence training is not an integrated part of the health education and I
argue that in our small and relatively homogenous country, we have not developed acquaintance
with and rules for dialogues on cultural identity or race. This can explain my findings on provider
discomfort and uncertainties in navigating the CFI questions. Further, it seemed that the providers
were highly concerned about imposing on the patient the category of ‘the cultural other’ and its
negative connotations created by some Danish politicians and media. In an empirical example a
patient did object to an unspoken prejudice against his culture and identity, but instead of
exploring and acknowledging the patient’s experiences, the provider became apologetic and
diverted the conversation in a more positive direction. Hence, I argue that these questions can
produce discomfort that requires more courage and competence to properly address than that
offered in our study and in the introduction to the CFI.
6.3.

Article 3: Negotiating engagement, worthiness of care and cultural identities
through intersubjective recognition: Migrant patient perspectives on the
Cultural Formulation Interview in Danish mental healthcare

I was interested in the ways in which the CFI affects assessment processes, where access to care is
negotiated and where both patients and providers engage in intersubjective relations that might
form the basis of a longer collaboration on mental healthcare.
Drawing on the theoretical framework of intersubjective recognition by Axel Honneth, I explored
how the CFI affected patient perceptions of recognition and patient engagement in care by
analysing recorded CFI sessions and patient interviews.
In my analysis of the empirical material, I identified three conceptual categories unfolded in the
following three sections.
6.3.1. Previous misrecognition and future engagement in care

The participating patients described several experiences of misrecognition and feelings of
’invisibility’ in previous mental healthcare encounters. This had discouraged them from engaging
in or even continuing care and reduced their expectations for future care.
According to Honneth, misrecognition can harm a person’s self-esteem and make them believe
they have nothing of value to contribute and that it is not worthwhile to pursue personal goals.
When looking for patterns in the CFI recordings, I found this theoretical perspective to be a
possible explanation for the reluctance among most patients to express preferences, reservations,
and needs in the CFI. I also heard in the recordings how the providers persevered in their
invitation to active involvement, despite the limited patient feedback to their questions.
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This insistent provider approach might explain the paradox that the recordings showed somewhat
reduced success in involving the patients, but that patients in the CFI debriefing interviews
underlined how they had felt recognised, dignified and valued as contributors and how this had
made them dare to believe and engage in future care.
6.3.2. Negotiating worthiness of care

Many interviewed patients had doubts about whether they would be granted access to care at CTP
and in their interviews, they spontaneously expressed and negotiated legitimacy of their health
needs and worthiness of care. Negotiations revolved around the patients’ feelings of belonging in
migrant and patient categories, their assessments of illness hierarchies, their value and
contribution to the Danish society, and worries of stigma due to substance use.
However, the CFI debriefing interviews showed how patients felt the CFI session confirmed their
‘health-related deservingness’ by recognising their problems in a contextualised rather than a
stereotypical approach and by inviting them to participate actively in the definition of and solution
to their problem. The findings point to the importance of acknowledging the asymmetrical power
positions in assessment sessions where the provider evaluates the problem, the patient and hence
access to care. The CFI seemed to mitigate these differences by explicitly addressing the patient’s
fear of being misunderstood and by amplifying and securing the patient’s own voice in its
consistent person-centred approach.
6.3.3. Recognition of cultural identities and complex illness narratives

The CFI includes direct inquiry on cultural background and cultural identities. The patients
perceived these questions as complex and difficult to answer spontaneously. However, in the
debriefing interviews they recounted how the questions had stimulated new reflections and
realisations. In both CFI recordings and my interviews, patients often gave accounts of how they
had integrated in Danish society and they often presented themselves as being far from the migrant
stereotype. Despite this wish to belong among ‘the ethnic Danes’, all patients welcomed the CFI
questions about their cultural background. Even if this focused on how they were ‘different’, they
argued that a mental healthcare provider—contrary to other healthcare providers with less complex
tasks—should attain a contextualised understanding of them and their situation and nuance
possible stereotypical perceptions. Further, the patients argued that knowledge on their cultural
background and values would enable individualised care. In previous healthcare encounters, most
patients had experienced intentional ‘colour-blind’ or unintentionally ignorant provider
approaches, which they felt had failed to recognise them as contextualised individuals.
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7. Discussion
In this chapter, I answer to my hypotheses and research questions for each of my three articles. I
then discuss general strengths and limitations of my study and its methodology, and how my
findings raise questions for future research. I conclude with clinical recommendations based on my
work and an overall perspective on where to go from here in migrant mental healthcare.
7.1.

Hypotheses, research questions and related state-of-the-art research

In the following, I conclude on my research questions and findings and compare them with my
preliminary preconceptions or hypotheses, as presented in Table 2.
7.1.1.

Article 1: The patient satisfaction survey

With this exploratory study, I wanted to describe satisfaction with mental healthcare and
investigate which treatment-related factors were associated with overall satisfaction with a
specialised transcultural mental health service for migrant patients.
I found that most patients reported being satisfied with care at CTP. Three factors were
significantly associated with satisfaction and led to higher odds of being satisfied: Improvement in
wellbeing, Influence on treatment and Cultural understanding.
My findings supported my hypothesis of a high satisfaction and the importance of improvement in
wellbeing as well as an understanding and respect for the patient’s cultural background. Contrary
to my hypothesis, the item Contact to MD/psychologist was not significant. I had not expected that
Influence on treatment would be significant, since the providers I interviewed did not always
perceive active involvement as an expectation or wish among the population of migrant patients—
an understanding that has also been described by migrant patients and providers in a previous
Danish study (Esholdt et al. 2009). The strong association between patients’ self-assessed
improvement in health and general life situation and their satisfaction with care supports existing
findings in mental healthcare studies (e.g. Batbaatar et al. 2017; Hasler et al. 2004).
The item Influence on treatment shares traits with concepts such as person-centred care, shared
decision-making and patient involvement, which advocate more patient autonomy and more focus
on individualisation in care (Storm and Edwards 2013). A considerable body of research point to
patient involvement and person-centred care as factors that enhance patient satisfaction in both
somatic and mental healthcare (Batbaatar et al. 2017; Coulter and Jenkinson 2005; Eliacin et al.
2015; Joosten et al. 2008). This research supports my finding that Influence on treatment was
associated with satisfaction among migrants. Nevertheless, studies suggest that multicultural
patient-provider encounters tend to be characterised by a low degree of involvement of the
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minority patient (Ferguson and Candib 2002) and that patient involvement in general is less
practised in mental health services (Whitley 2009). My findings pertain to both a multicultural
population and to mental health services, and still patients report that involvement is vital in their
assessment of care. I therefore argue, that patient involvement and shared decision-making with
migrant patients should be prioritised in clinical practice, despite the possible cultural or languagerelated challenges (Ferguson and Candib 2002). In addition to patient satisfaction, an enhanced
involvement of patients can lead to stronger working alliances, greater retention in care and
improved treatment outcomes (Slade 2017; Whitley 2009).
Cultural responsiveness has improved satisfaction among migrant patients in studies of
psychotherapy (Chu et al. 2016) and general healthcare (Govere and Govere 2016; Sorensen et al.
2017). Thus, my similar finding on the importance of cultural understanding is generalisable to
other healthcare services and underlines the need for cultivating cultural humility and cultural
competences in public mental healthcare services.
I did not find that patient perceived technical and interpersonal competences of the providers (the
items: 5. Satisfied with medical doctor contact, 6. Satisfied with psychologist contact, and 10.
Received information about illness and treatment) was significantly associated with treatment
satisfaction in the full regression model, as I had hypothesised based on the literature (Batbaatar et
al. 2017). This could be due to the consistent and high satisfaction rates on these items and hence
their reduced explanatory value with regards to variance.
There are substantial discrepancies in the conceptualisation of patient satisfaction across studies
and the measurement of the concept is further complicated by its fluctuating dimensions, including
patients’ expectations, needs and preferences (Batbaatar et al. 2015; Staniszewska and Henderson
2005; Williams, Coyle, and Healy 1998). In my patient satisfaction survey, I find high satisfaction
rates, but relatively low reported improvements in health and wellbeing. These seemingly
contradictory findings underline the complexities in the notion of patient satisfaction.
One way to understand this paradoxical finding relates to the patients’ longstanding mental illness
experience. In general, the patient population of trauma-affected migrants at CTP have persistent
and severe mental health symptoms, several comorbid conditions, poor psychosocial functioning,
and report inconsiderable treatment effects (Carlsson et al. 2018). Other studies have found longterm limiting illness a factor for low satisfaction (Batbaatar et al. 2017), which could apply to my
satisfaction study. Nevertheless, the clinical experience at CTP is that patients with long illness
trajectories do not expect to be cured in six months since most of them have tried other treatment
modalities with limited positive outcomes and therefore have limited expectations to the health
outcomes of care.
Limited expectations to care can further be affected by the migrant experience and label. Many
migrants have received little or poor healthcare in their countries of origin and during the
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migration trajectory (Van Loenen et al. 2018), which can lower their expectations for care (Garrett
et al. 2008). In addition, migrant experiences can be shaped by the ‘happy migrant effect’, which
has been described as feelings of being a burden to the system and shame over limited language
proficiency in the resettlement country, which can lead to overrated reports of patient satisfaction
(Garrett et al. 2008). Further, social science theory points to structural dimensions such as
socioeconomic status, ethnicity and deviance from the norm—factors that are all highly pertinent to
my study population of migrants with mental illness—that hinder reports of dissatisfaction with
healthcare (Mulcahy and Tritter 1998). In conclusion, all these perspectives could have affected my
quantitative findings towards more positive reports of satisfaction, improvement in wellbeing,
involvement and cultural understanding. These nuances and possible biases should be considered
in the interpretation of my findings and is a steppingstone to exploring aspects of mental
healthcare satisfaction in migrants with qualitative methods.
7.1.2. Article 2: Provider perspectives on the CFI

I investigated the use of the CFI as an approach to improve patient-provider encounters and
patient satisfaction, with its specific cultural and patient involving focus. My research question
focused on the empirically evident paradox that providers experienced both alliance and
understanding and distance and othering as result of using the CFI.
Explanations for the generation of alliance included the CFI’s active strategies to ensure patient
involvement and empowerment, a more comprehensive understanding of the person behind the
patient, and a needed guidance for the initiation of a cultural conversation.
Explanations for the generation of distance included the abstract nature of the CFI culture
questions and the patients’ inability to reply to them, the unexpectedness of drawing in culture as
an explanatory framework in a medical context, and the negative discursive connotations to ‘the
cultural other’.
I hypothesised that providers would find the CFI tool useful to address some frequently mentioned
clinical problems in caring for migrant patients and that they would approve the evidence-based
and standardised approach. To some extent the first hypothesis was supported, primarily by early
career providers and the few providers from non-specialised services, who were not well-versed in
cultural consultation but found culture important. The latter hypothesis was not confirmed, since
only a few providers endorsed the standardised format and most found it more person-centred to
follow the lead of the patient or preferred to adhere to their own routines.
My analysis demonstrates a dilemma in the use of the CFI: the cultural questions can both lead to a
better understanding and alliance and can also create awkward situations where the questions
seem inappropriate and where notions of othering are at play. This dilemma has long been a
concern of medical anthropologists (Willen, Bullon, and Good 2010) and is also recognised by the
CFI developers, who have put great effort into avoiding unintended disadvantages and
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misunderstandings as a result of superficial cultural assessments conducted as part of a busy
clinical practice (Kleinman 2016a). My empirical study with varied insights from different types of
providers in mainstream and specialised services shows how the balance between depth and
curiosity versus brevity and standardisation in the use of the cultural framework still seems
difficult to find in a healthcare setting that is new to the concept of cultural consultation. However,
I argue that the cultural questions of the CFI offer a much-needed approach to a more systematic
practice of cultural consultations in the Danish healthcare system. Therefore, I suggest that the CFI
is implemented under certain conditions.
Firstly, I believe that my study demonstrates a marked need for thorough training, ongoing
supervision and focus on fidelity regarding how providers should comprehend and communicate
the impact of culture on mental health (care)—especially to a diverse group of patients with varied
prerequisites and preconceptions. Training and supervision should also encourage critical selfreflection about the provider’s own cultural embeddedness, implicit biases and countertransferences, as advocated in the notion of cultural humility and contemporary courses on cultural
competences (Foronda et al. 2014; Guzder and Rousseau 2013; Tervalon and Murray-García 1998;
Willen 2013).
Secondly, if the CFI is conducted in migrant patients, my data points to a need for a transparent
introduction to the CFI and its intention. Currently, the CFI is introduced rather subtly as a general
interest in the patient’s “experience and ideas”. I suggest that a more explicit introduction would
make the patient ready to discuss unexpected and potentially emotional themes connected to their
cultural background and cultural ‘otherness’.
7.1.3. Article 3: Patient perspectives on the CFI

From a patient perspective and based on CFI recordings, I explored the research question on how
the CFI affected perceptions of interpersonal recognition in the patient-provider encounter and
how it affected patient engagement in care.
The patients had had numerous previous experiences with misrecognition in life and healthcare.
This seemed to lower their expectations for care and their aspirations for wellbeing and seemed to
limit the patients’ active involvement in the shared decision-making processes of the CFI. However,
the persevering curiosity, non-labelling and patient-involving approach of the CFI made the
patients feel recognised, valued as contributors and worthy of care after the CFI sessions. This
created hope for their future care and a will to engage. The patients welcomed the CFI focus on
cultural background. They regarded the information as important contextual and nuanced
knowledge for the provider, which could enable individualised care.
My first hypothesis was that patients would occupy two main positions of either disliking the CFI
introduction of cultural and religious explanations to mental distress or welcoming the cultural
awareness as an approach to individualised care.
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With my empirical data, I could not confirm the first position of this hypothesis. In the CFI
recordings, where I did not immediately follow up on patient reactions, I noticed patient reluctance
in answering the culture questions, which could be ascribed to negative perceptions of the
questions. However, I did not obtain specific explanations for this. Based on patient accounts from
the CFI debriefing interviews, I assume that part of the reluctance regarding the culture questions
stemmed from the unexpectedness of the questions and the fact that they were difficult to answer
spontaneously, but that realisations and reflections often occurred after a short time.
The second part of the hypothesis—that patients welcomed the cultural awareness as an approach
to individualised care—was confirmed by data, as described in the summary above, and supported
by several other CFI studies (Muralidharan et al. 2017; Paralikar et al. 2015, 2020; Ramírez Stege
and Yarris 2017). That perceptions of being respected and understood are vital in the patientprovider alliance has been widely documented, including in a qualitative study from Denmark,
showing that this was a salient finding across migrant and non-migrant patients (Jensen et al.
2014) and indicating its universality and broad transferability.
My second hypothesis—that patients would be sceptical about the use of a standardised interview
guide—was refuted by the patients, who actively endorsed the CFI questions and consistent
recognition of the patient perspective. In the first CFI recordings, I saw some examples of
instrumental use of the CFI that did not result in a good flow or ‘spirit’ in the conversation. This,
however, was due to the lack of theoretical and practical training in our study and most likely
happens in the early use of any clinical tool.
Most of the patients in the CFI debriefing interviews recounted how they had to “dig deep”
(Muralidharan et al. 2017) into their minds and personal backgrounds to respond properly to the
complex CFI questions, as has been described in a CFI study by Muralidharan and colleagues. The
patients explained how the questions activated memories and led to reflections and aha moments
on how to understand themselves in a wider, cultural framework. The fact that the patients needed
some time—sometimes hours or days—to unravel the meaning of CFI questions and apply it to
their own lived experience was visible in my CFI recordings, where patients would often hesitate to
answer or give seemingly insecure or superficial responses. Based on my articles 2 and 3, there are
two possible and partly overlapping explanations to this hesitancy. In Article 2, providers
suggested that the CFI questions were too complicated or even awkward and othering for the
patients to respond spontaneously and nuanced in the context of a first encounter. In Article 3,
some patients recounted that the questions took time to digest and that the answers often emerged
after the CFI session. Other patient recollections—in the light of the theory of intersubjective
recognition—indicated that the hesitancy could also be ascribed to previous misrecognition in care
and a consequential lack of self-esteem and enthusiasm to contribute until after the CFI had proved
the providers’ sincere interest in involving and hearing the patient. These different explanations
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call for discussions on how to improve the presentation and formulation of the CFI questions and
how to encourage and follow up on patient contributions.
7.2.

Discussion of methods and study limitations

7.2.1. The patient satisfaction survey

To ensure transparency and quality in my reporting of the patient satisfaction study, I presented
data in accordance with the STROBE recommendations for observational cross-sectional studies
(Vandenbroucke et al. 2007). A strength of my satisfaction survey is its sample size and welldefined study population (Claassen et al. 2005) of non-Western migrant patients in a mental health
setting. Another strength is its contribution to filling a research gap regarding migrant patient
perspectives on mental healthcare in Europe (Priebe et al. 2013).
The survey has a number of limitations. We did not use a standardised or validated questionnaire,
which limits the comparability with other satisfaction surveys (Hill et al. 2009). The questionnaire
was not constructed with participation from patients in the target group (Romm 2013), nor was its
content validated by the target group, which can be relevant in a culturally and linguistically
diverse group (Font and Méndez 2013) and because it refers to rather vague and undefined
constructs, such as ‘culture’, ‘contact’, ‘involvement’. This could have led to diverging
interpretations of the questions among the responding patients. In my analysis, I was mindful that
the patient satisfaction survey was not a neutral instrument to collect ready-made opinions (Romm
2013) but that it co-created the responses. These ambiguities reduced my ability to clearly interpret
our findings and their implications. This necessitated my following qualitative studies, which
aimed to unfold patients’ understandings of cultural understanding and influence on care.
Another limitation was the large proportion (23.4 %) of non-respondents. I found that nonrespondents differed from respondents by having had less treatment sessions, which could reflect a
limited treatment engagement and thereby indicate less satisfaction with care (Staniszewska and
Henderson 2005). Thus, it is plausible that non-respondents were less satisfied, which would bias
the data towards a more positive outcome. A final limitation, which is general to surveys that are
developed by researchers without participation of the target group, is that valuable dimensions of
importance for the patients are likely to be overlooked or even censored (Williams et al. 1998).
7.2.2. The qualitative studies on encounters and CFI

Qualitative data have been increasingly recognised as important evidence in health and medical
research (Malterud 2001b) and dominant positions argue that qualitative and quantitative
methods should be seen as complementary rather than mutually exclusive (Bryman 2006; Creswell
2015; Greene 2007; Malterud 2001a). In a highly cited article, Malterud proposes relevance,
validity and reflexivity as key quality standards for qualitative inquiry (Malterud 2001a).
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Relevance is assessed both in terms of clinical relevance and in terms of the relevance of applied
methods and theoretical concepts to elucidate the object of investigation (Fredslund and Dahlager
2005; Malterud 2001a). In the Background chapter, I present multiple reasons for the clinical
relevance of improving patient-provider encounters in mental healthcare for migrants (for
summary, see 2.6). I tested the relevance of applied methods and concepts through my constant
comparative abductive approach and grounding of findings in data, through respondent validation
among providers, as well as researcher triangulation in multiple network meetings and scientific
conferences.
Internal validity concerns whether the study investigates what it is meant to and is related to
sampling of study participants. I set out to explore multicultural patient-provider encounters and
the CFI in mental healthcare. To ensure multiculturalism, I included only patients with migrant
and cultural minority backgrounds in my theoretical sampling approach (Charmaz 2015). I
recruited providers from different mental health settings, aiming at a broad representation of in- /
outpatient services, mainstream / specialised services, and levels of seniority. As noted earlier,
recruitment was not as easy as anticipated, and mainstream services were underrepresented in
data. I address external validity or transferability of findings in the Discussion section 7.4.
Discussions of reflexivity in my approach to qualitative data generation and my phenomenon of
inquiry has been extensively described in Chapter 3. In this chapter I also transparently lay out my
theoretical standpoint and my preconceptions and hypotheses (Malterud 2001a), which were
checked and accounted for in the first section of this Discussion (7.1).
In my qualitative studies, where either a recorder or me as an interviewer attended all
conversations, empirical data was shaped by the interaction with research (Holstein and Gubrium
1995) and my findings are affected by those circumstances. Other studies have audio recorded CFI
sessions (Aggarwal et al. 2013, 2019; Díaz et al. 2017; Muralidharan et al. 2017; Ramírez Stege and
Yarris 2017). I found no systematic differences in patient responses between video and audio
recordings; however, the videos contributed with valuable information on non-verbal
communication, representing a novel contribution to the CFI literature. Regardless of video versus
audio, the presence of a recorder can impact all human actors in the encounter. Some patients
might perceive video recordings as more intrusive, which could lead to non-participation or evoke
feelings of suspicion. I did not keep track of such non-participation, but similar to the
considerations in the patient satisfaction survey, non-participants could have been less satisfied or
could represent more socially disadvantaged patients (Mulcahy and Tritter 1998), and their
perspectives could have yielded more negative patient feedback.
7.2.3. CFI training

The 1-hour CFI training at the beginning of this study was planned in consideration of resources at
CTP and how much time we expected that the providers from other settings could allocate to this
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research project. We further believed that this time frame would represent a realistic scenario of
the time that other providers would use to become acquainted with the CFI before using it in their
everyday clinical practice (Ramírez Stege and Yarris 2017). Mills and colleagues (2017)
demonstrate that a 1-hour CFI training module can enhance providers’ self-assessed cultural
competences. Still, the providers in my study would probably have experienced less challenges and
barriers towards the CFI, if they had had the chance to practice, reflect and discuss the CFI and its
theoretical underpinnings in the training. Instead, practice of the CFI happened in action together
with the patients. In some of my early CFI recordings, it seemed that the CFI as a clinical tool was
at the forefront of the encounter and the recorded sessions appeared to be rather instrumental. It
was, however, evident from ensuing recordings that providers quickly developed proficiency in
administering the interview, leaving room for full eye contact and a more natural flow in the
conversation. This limitation could have negatively impacted patient experiences of intersubjective
recognition, and could have been counteracted by more comprehensive CFI training including
focus on fidelity (DeSilva et al. 2018). With regards to the provider perspectives on the CFI, I did
not find major differences in reported experiences between providers with high versus low CFI
routine.
I fully recognise the importance of training. That being said, I also argue that an instrument
developed to be used by all types of providers in all types of encounters in multiple international
settings should be as straightforward to use as possible. In line with other researchers (Ramírez
Stege and Yarris 2017; Wallin et al. 2020), I suggest minor future amendments and more useful
probes to the questions 8, 9 and 10 about cultural background and identity, based om my empirical
material on their “abstract and academic” nature, leading to awkward silence, patient insecurity,
superficial responses and hence, questionable analytical value.
7.2.4. Interdisciplinary use of the CFI

In this study, the CFI was administered by MDs, social counsellors, nurses and a social and health
care assistant, which gave a multidisciplinary perspective on CFI experiences in my provider
interviews. All recorded CFIs were conducted by MDs. Debriefing interviews with patients were
conducted more than a year later, in the post-intervention phase, when CFIs were also
administered by mental health nurses. Our patient data (end-of-care interviews and debriefing
interviews) could be affected by interprofessional differences in CFI administration between nurses
and MDs, related to dominant professional cultures, competing tasks in the consultation and
perceived value of cultural information. Patient perceptions of hierarchies between MDs and
nurses regarding decisions of access to care could also impact their interaction and openness in the
CFI.
Interdisciplinary or team-based use of the CFI is little explored (Lewis-Fernández et al. 2020). A
Swedish CFI study (Wallin et al. 2020) elucidated important issues regarding conveying CFI
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information from one provider to the provider in charge of diagnoses and treatment planning. The
study suggests that time constraints and loss of nuances when sharing information in a team could
limit the potential of the CFI. However, study providers would often document the CFI in medical
records in the form of patient quotations, which maintained the patient voice and perspective
(Wallin et al. 2020) in an otherwise reductionistic and static tool (Lewis-Fernández et al. 2020).
7.2.5. Use of interpreters

Social constructivism sees language as our entry point to reality. Language and communication is
central to the interpersonal interaction through which we comprehend and interpret ourselves and
others (Charmaz 2006; Christensen and Svendsen 2019). Therefore, communication through
interpreters in this study clearly added extra layers of interpretation and complexity to my analysis
of the situation. Interpreters were present in the 20 of 36 patient interviews and patient-provider
encounters that form the empirical basis of this study. I used the same interpreter who had assisted
the patient in former consultations or treatment trajectories at CTP. Prior to my patient interviews,
I informed the interpreters about the overall aims of my study, the more specific objective of
including the patient perspective and what topics I would cover in my interview. Most interpreters
had mediated CFI sessions and knew the interview well. We also agreed upon the approximate
length of my sentences, before I would pause for the interpreter to translate. When scheduling the
interview, the interpreters gave verbal consent to having the conversation recorded. After the
interview, we did a short debriefing, including how the interpreter perceived the patient and the
atmosphere.
In Denmark, there are no certification systems or requirements of formal training or education for
interpreters (Skammeritz et al. 2019). Therefore, interpreter qualifications and experiences can
vary greatly. The assisting interpreters in this study all worked freelance but had permanent
engagement at CTP. Hence, the interpreters were working under the ethical guidelines of CTP,
which underline the importance of confidentiality; declining work in cases of personal relations to
the patient or cultural, political or religious forms of incapacity; completeness and accuracy of the
interpretation; short sentences; neutral tone of voice and non-verbal communication; taking
timeout to ask if something is unclear; skills in dialects; and speaking in the first person singular.
Hence, the expectation to interpreters at CTP—as in most other areas of formal interpretation—is
that they act and translate as neutrally as possible, taking a conduit role, as opposed to a clarifier,
cultural broker, or advocate role (Dysart-Gale 2005). The neutral conduit ideal has proven difficult
to adhere to both in international literature (Green, Sperlinger, and Carswell 2012; Hsieh 2008;
Hsieh, Pitaloka, and Johnson 2013) and in a CTP-based study (Gryesten et al. 2021). The conflict
between ideal and practice was also demonstrated in my material, where interpreters and patients
occasionally had brief internal conversations, where misunderstandings were resolved or complex
terms, such as culture, were explained. It was a limitation of my study that I did not have a
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professional audit or second opinion on the quality of interpretations. Hence, I could not account
for the content of the internal conversations or interpret the implications of them. We have
connections with language scholars from the Humanities at the University of Copenhagen and are
considering secondary analyses of our material with a focus on language and communication as a
possible collaboration project.
7.2.6. “Nothing about us without us”

Since the initiation of this PhD study, active patient or public involvement in health research has
been increasingly applied and valued (Rogers, Bethel, and Boddy 2017). The aim is to involve the
beneficiaries of research in helping to identify, prioritise, design, conduct and disseminate the work
(NIHR/INVOLVE 2020). In line with the rights-based, social justice and resource perspective that
I adopt, my study would have benefitted from migrant and patient insights, not only in the
production of data, but from the very beginning and formulation of the study.
7.2.7. Mainstream versus specialised mental health services

This study was primarily carried out at CTP, a specialised transcultural mental health service. As
opposed to other types of specialised services for migrants (Carlsson and Kastrup 2021), CTP is
part of the public healthcare system in Denmark. This enables continuity in care for patients and
training of or knowledge dissemination to providers in mainstream services.
The advantages of having separate transcultural health services include the advancement and unity
of competences; special focus on complex mental health problems; the ability to serve as research,
training and supervision hubs (Carlsson and Kastrup 2021); and, as expressed by Kleinman, their
potential to develop and transform practice from the margins (Bäärnhielm, Mösko, and Vaage
2021). The disadvantages of having separate services include marginalisation from the remaining
health care system; the signal value of segregating certain ‘different’ patients; and a resulting lack
of awareness and cultural competences in mainstream health services, which can translate into
reduced equity for culturally diverse populations (Carlsson and Kastrup 2021).
As described in the Methodology chapter (4.2), we aimed at a stronger representation from
mainstream mental health services (MMH), but this proved to be more difficult than anticipated.
The limited number and perhaps interest biased MMH providers who volunteered is a shortcoming
of my study. Providers working in specialised services for migrants allegedly differ from the
average provider in their interest in cultural dimensions of mental health. However, most from
CTP were early career providers (Article 2, Table 1) and short-term employees on their way to other
medical specialties. Further, my systematic abductive analysis ensured that the chosen conceptual
categories were validated in and represented across all interviews. Our findings show a range of
different experiences with the CFI, generally shared in all interviews and representing a continuum
of outcomes likely to be experienced by any type of provider in any type of healthcare setting.
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7.3.

Implications for research

In line with the above, research on a systematic implementation of the CFI in mainstream settings
and among non-migrants is scarce (Aggarwal et al. 2020; Rousseau et al. 2018). A variety of factors
that shape the CFI encounter, such as provider profession, prominent societal discourses,
entitlements to healthcare, organisational structures, and patient-related dimensions (Hapsburg
and Tjørnhøj-Thomsen 2012) could be studied for a broader knowledge on CFI implementation
and outcome. Such information is highly relevant in the translation and transition of an instrument
that was developed in a North American context and medical culture to a multitude of settings
across the globe.
In relation to translation of the CFI, future studies should explore the implications of interpreter
assistance during a CFI. Interpreter-mediated CFIs have not been described in the DSM-5
Handbook on the Cultural Formulation Interview despite the likelihood of the CFI being used with
ethnic minorities who cannot receive care in their native language. A recent study found
interpreter-mediation of the CFI feasible despite some difficulties translating the more complex
and abstract questions (Wallin et al. 2020).
It was a limitation that patients who participated in my end-of-care interviews had difficulties
recollecting the CFI and distilling the specific content of the CFI session. The CFI is intended to
provide information on patient preferences that can be used to tailor the care trajectory (DeSilva et
al. 2018). It has not been clearly operationalised how providers should use the obtained CFI
information actively in care (Regeser López et al. 2020). With my study design I could not properly
explore how this person-centred intention materialised in actual changes to care. Future studies
should investigate the CFI potential to impact individualised care in highly regulated and manualbased healthcare systems such as the Danish. Despite emerging cultural changes in mental
healthcare practices, evidence suggests that the full realisation of patient involvement probably
requires a more fundamental structural transformation of healthcare systems (Lewis 2009). Future
studies could help to explore conflicts and common grounds between the CFI intention and general
political goal and appraised idea of person-centred care (Lewis 2009) or ‘art of medicine’ (Fortin
and Maynard 2018; Kleinman 2016b) versus today’s similarly prominent ideas of evidence-based
systematic assessments and structured patient trajectories (Kirmayer 2012).
7.4.

Transferability of findings

Transferability or external validity entails reflections regarding the contexts in which the findings
can be applied. I presented my main study setting, CTP, in detail to enable the reader to determine
in what situations my findings might be validly applicable (Malterud 2001a).
In this study I explored treatment satisfaction and the CFI in a patient population of firstgeneration migrants. This focus and sampling could indicate that I associate culture with
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minorities only and can contribute to the categorisation of some patients as more different, and
perhaps more difficult, than others. I subscribe to the understanding that culture and the CFI are
relevant frameworks for any clinical encounter (Aggarwal et al. 2020). However, the CFI has been
highlighted as particularly relevant in cases where providers are unfamiliar with the patients’
cultural background (Lewis-Fernández et al. 2014), which is more likely in encounters with
migrants.
I wanted to investigate approaches to increase patient satisfaction and improve care for an underresearched and disadvantaged migrant population (Lebano et al. 2020). Given the limited research
on mental health satisfaction and the CFI among migrants at the time of the study planning, I
selected this population out of an expectation that so-called ‘critical case examples’ would produce
the richest and most profound insights (Flyvbjerg 2006), which thereafter could be transferred and
tested in other populations. To some extent, the specific trauma experiences, the amount of
perceived societal discrimination, misrecognition and feelings of health-related undeservingness
that are reflected in my findings are particularly pertinent to migrants. Nevertheless, I argue that
my patient-related findings on the importance of improvement in mental health and wellbeing,
involvement in care, understanding and respect for one’s cultural background and intersubjective
recognition are applicable to most patient populations and mental health settings.
7.5.

Conclusion and implications for clinical practice

Patient satisfaction surveys can inform policy-makers about training needs and necessary resource
allocations within healthcare systems (Batbaatar et al. 2015). Qualitative studies can give in-depth
information on the complexities of implementation and everyday practices of interventions
(Richards and Hallberg 2015).
To sum up the elaborate descriptions in my three articles, the conclusions and implications for
mental health practice and providers derived from my satisfaction survey and qualitative CFI
studies are as presented in the table below.

RECOMMENDATIONS FOR
GENERAL MENTAL HEALTHCARE
To strive for patients’ self-perceived
improvement of mental health

RECOMMENDATIONS FOR USE OF
THE CULTURAL FORMULATION INTERVIEW
To implement the CFI in assessment encounters
and thereby meet patient’s preferences for the
tool despite some provider reservations
To provide thorough training in the CFI and its
intention, as well as supervision with focus on
fidelity in administration of the tool
To provide training and supervision in how
providers can comprehend and convey the CFI’s
contemporary notions of culture to patients of

To ensure patient involvement and intersubjective
recognition in patient-provider encounters
To prioritise pre- and postgraduate training in
cultural competences and cultural humility and
facilitate systematic provider reflexivity on own
cultural embeddedness and bias
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To raise awareness of migrant patient experiences of
racial discrimination and othering and how to repair
cultural ruptures and endure awkwardness in cultural
consultations
To ensure patient rights to qualified language
interpreters

different educational backgrounds and language
capacities
To ensure time to follow up on CFI sessions, to
capture subsequent patient realisations and
changes in narratives
To develop systematic approaches to
implementing the CFI information in care

Table 3: Conclusion and recommendations for clinical practice

7.6.

Perspectives – where to go from here?

7.6.1. Recognition or redistribution?

In Article 3, I use the theoretical framework of interpersonal recognition by Axel Honneth to unfold
the positive patient accounts of the CFI and to argue for the importance of person-centred care,
patient involvement and cultural humility in patient-provider encounters, which were also central
themes in Articles 1 and 2. But, is recognition as a matter of ‘self-realisation’ (Schmitz 2019) and a
‘difference-friendly society’ (Fraser 2001) enough to fundamentally change mental health
disparities, inequity in care, and bring social justice to the field of mental health? Critical theorist
Nancy Fraser has argued with Honneth over his lack of focus on ‘redistribution’ of goods as the key
to experiences of injustice or misrecognition (Fraser 2001). Fraser posits recognition as a universal
right and argues that distribution of class, politics, services and economics determines recognition
at a structural level (Schmitz 2019). Proponents of Fraser’s position claim that Honneth’s
endeavour for a multicultural society that recognises racial, ethnic, gender-based perspectives can
serve as a ‘false consciousness’ or a disillusion that hinders the pursuit of real justice and social
equality (Fraser 2001). While this critique might be mistaken or overrated (Honneth 2001), it still
carves out two important and opposite positions.
In line with my declared rights-perspective (Chapter 3), I argue that recognition should extend
beyond Honneth’s focus on personal dignity and identity politics (Honneth 2001) to a politics of
recognition (Lewis 2009) that is based on both principles of recognition and redistribution, to
redress both cultural and economic injustices (Fraser 2001).
Nonetheless, in this thesis I focus on intersubjective recognition and satisfaction in multicultural
patient-provider encounters. Migrant patients face structural barriers to health and wellbeing, but
from my position in the healthcare system, dismantling barriers on the level of clinical encounters
and focusing on culturally competent care are the areas in which I am best qualified to intervene,
and I believe this holds potential to impact mental health disparities (Betancourt et al. 2003).
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8.

Summaries

8.1.

English summary

Introduction: In resettlement countries, migrants often exhibit more mental health problems
compared with non-migrants. Migrants are subjected to structural patterns of socioeconomic
disadvantages as well as inequity in access to healthcare and lower quality of care. This is due to
formal and informal barriers in health systems that are not sufficiently equipped for a multicultural
patient population. Migrant patients report lower satisfaction with health encounters, less trust in
providers, less attention to specific predicaments and less involvement in care compared with nonmigrants. Providers report lower satisfaction as well as challenges with communication, mutual
understanding, diagnosing and care in encounters with migrant patients.
Culturally competent providers are more likely to achieve alliance, mutual understanding and
treatment-efficacy in multicultural encounters. Accordingly, they contribute to reducing health
disparities across cultural groups and to increasing migrant patient satisfaction, involvement and
adherence to care. In Denmark, healthcare providers are not trained in cultural competences.
Based on the above there is a need to improve multicultural patient-provider encounters in Danish
mental healthcare, which was the phenomenon of investigation for this study.
Aim: My study and data production were guided by the overall study aims:
•

From a patient perspective, to investigate migrant patient satisfaction with multicultural
patient-provider encounters at a specialised Danish transcultural mental healthcare service,
with a focus on factors that shape satisfaction.

•

From the perspectives of providers and migrant patients, to explore the use of the evidencebased clinical tool, the Cultural Formulation Interview (CFI), as a possible approach to
improve multicultural encounters in Danish mental healthcare.

Methodology: Data were generated at the Competence Centre for Transcultural Psychiatry (CTP)
and four other public healthcare services in the Capital Region of Denmark.
Migrant patient satisfaction was investigated using a cross-sectional patient satisfaction survey
(n= 686) conducted during 2009-2017 at CTP. With logistic regression models, we estimated
associations between ‘Overall treatment satisfaction’ and treatment-related factors.
The CFI was explored with qualitative methods. Empirical data consisted of 20 recorded CFI
sessions, 16 migrant patient interviews, 17 provider interviews, and participant observations. All
data were coded with a constructivist Grounded Theory approach. The analyses draw on the
theoretical framework of intersubjective recognition and selected theoretical concepts.
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Findings: Most migrant patients at CTP, n= 497 (82.6%), were satisfied with their treatment.
Only half of the participants in the study, n= 311 (48.8%), reported health improvements after
having ended treatment. Patients who reported improvements in health were eight times more
likely to be satisfied with their mental health treatment, OR = 8.5 (95% CI: [4.0–18.1]). Patients
who reported to have had an influence on their treatment, OR= 4.7 [2.4–9.2], and who experienced
understanding and respect for their cultural background, OR= 3.4 [1.5–7.6], had higher odds of
being satisfied. In the final regression model, age and sex were insignificant.
The qualitative findings demonstrated the CFI’s ability to facilitate working alliance and to give
providers a more profound and contextually situated understanding of the patient. Further, less
experienced providers felt supported by the CFI in investigating cultural issues. However, nine
providers had felt discomfort and notions of distance and ‘othering’, when the CFI compelled them
to introduce the explanatory framework of culture in a mental health assessment encounter. Eleven
providers had experienced that the abstract nature of the questions inhibited patient responses or
led to short and stereotypical descriptions, which they found to have limited analytical value.
Migrant patients described several instances of misrecognition in their life and previous healthcare
encounters. I suggest that this contributed to restrain their self-esteem and confidence and was a
barrier to the shared decision-making of the CFI and to the patients’ perceptions of worthiness of
care. CFI recordings showed how several patients hesitated or seemed insecure in their responses.
Nevertheless, patients who were interviewed immediately after their CFI described how they had
felt recognised as complex human beings operating in a larger cultural framework. They recounted
how the provider curiosity and patient empowerment that was facilitated by the CFI, was vital for
their subsequent feelings of dignity, hope and engagement in future care.
Conclusion: Implications for practice based on patient satisfaction findings are to enhance
patient involvement with all patients regardless of cultural background and to prioritise training in
cultural competences and cultural humility for healthcare providers. I demonstrated benefits and
pitfalls of using the CFI with migrants in Denmark, where cultural consultation is not an integrated
concept in health education programmes and where the notion of culture can be particularly
contentious due to negative political rhetoric on multiculturalism. I suggest that the CFI should be
introduced with thorough training and supervision in the clinical application of the concept of
culture. Recognition is relevant in all types of interaction with patients, but the recognising CFI
approach can be particularly justified in mental health encounters with migrants or other
marginalised and misrecognised groups, and in the context of assessment encounters where
patients are exposed and where access to care is negotiated.
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8.2.

Danish summary: Sammenfatning

Baggrund: På gruppebasis oplever migranter oftere psykiske problemer end ikke-migranter. I
modtagerlande er migranter typisk dårligere socioøkonomisk stillet og de oplever ulighed i adgang
til og kvaliteten af behandling i sundhedsvæsenet. Dette skyldes strukturelle og personlige
barrierer, samt et sundhedsvæsen, der ofte ikke er tilstrækkeligt klædt på til en multikulturel
patientpopulation. Patienter med migrantbaggrund rapporterer lavere tilfredshed med møder i
sundhedsvæsenet, en mindre grad af tillid til behandlere, at blive mødt med mindre
opmærksomhed på særlige sundhedsmæssige forhold relateret til migranter, samt mindre
medinddragelse i behandlingen, sammenlignet med ikke-migranter.
Behandlere rapporterer om lavere tilfredshed samt udfordringer med kommunikation, fælles
forståelse, diagnosticering samt behandling i deres møde med migrantpatienter. Kulturelt
kompetente behandlere har større succes med at opnå terapeutisk alliance, fælles forståelse og
behandlingseffekt i multikulturelle møder. Kulturelt kompetente behandlere bidrager derved til at
reducere ulighed i sundhed på tværs af kulturelle grupper og til at øge migrantpatienters
tilfredshed med, involvering i og ønske om at følge behandlingen. I Danmark er kulturelle
kompetencer ikke en fast del af uddannelser eller træning i sundhedsvæsenet. Baseret på
ovenstående problemstillinger er der behov for at forbedre multikulturelle patient behandlermøder i den danske psykiatri, hvilket var genstandsfeltet for dette studium.
Formål: Følgende overordnede formål har givet retning til mit studium og generering af data:
•

Fra et patientperspektiv at undersøge migranters patienttilfredshed med multikulturelle
patient behandler-møder i en specialiseret dansk transkulturel psykiatrisk klinik, med fokus
på faktorer, der former tilfredshed.

•

Fra et behandler- og migrantpatientperspektiv, at undersøge brugen af det evidensbaserede
kliniske redskab, Interview til evaluering af kulturelle faktorer (CFI), som en mulig tilgang
til at forbedre multikulturelle patient behandler-møder i den danske psykiatri.

Metode: Jeg producerede empiri på Kompetencecenter for Transkulturel Psykiatri (CTP) og fire
andre afdelinger i det offentlige sundhedsvæsen i Region Hovedstaden. Migranters
patienttilfredshed blev undersøgt baseret på en tværsnitsundersølse af patienter på CTP (n= 686),
som løb fra 2009-2017. Med logistisk regression estimerede jeg associationen mellem ‘Overordnet
behandlingstilfredshed’ og behandlingsrelaterede faktorer. Brug af CFI’en blev udforsket med
kvalitative metoder. Det empiriske materiale bestod af 20 lyd- eller videooptagede CFI-sessioner,
16 patientinterview, 17 behandlerinterview og deltagerobservation. Materialet blev kodet ud fra en
konstruktivistisk Grounded Theory-tilgang. I analyserne trækker jeg på den teoretiske ramme
omkring intersubjektiv anerkendelse samt andre udvalgte teoretiske begreber.
Fund: De fleste migrantpatienter på CTP, n= 497 (82,6%), rapporterede overordnet tilfredshed
med deres psykiatriske behandling, mens under halvdelen, n= 311 (48,8%), angav en forbedring af
79

SUMMARIES

deres helbred eller generelle situation efter behandlingen. Patienter med en selvoplevet forbedring
i helbred havde signifikant bedre odds for at være tilfreds med deres psykiatriske behandling, OR=
8.5 (95% CI [4.0–18.1]). Oplevelsen af at have indflydelse på egen behandling, OR= 4.7 [2.4–9.2],
og at møde forståelse og respekt for ens kulturelle baggrund, OR= 3.4 [1.5–7.6] var signifikant
associeret med tilfredshed og øger forekomsten af tilfredshed. Alder og køn var ikke signifikante.
De kvalitative fund viste, at CFI’en kunne facilitere terapeutisk alliance og give behandlerne en
dybere og mere kontekstuelt forankret forståelse af patienten. Behandlere med lav multikulturel
erfaring oplevede, at CFI’en støttede dem i at åbne en samtale om kulturelle faktorer. Dog havde ni
behandlere oplevet ubehag, professional usikkerhed samt elementer af distance og andetgørelse,
når CFI’en krævede af dem, at de skulle introducere kultur som forklaringsmodel i den indledende
vurdering af nye patienter. Elleve behandlere havde oplevet at den akademiske og abstrakte
formulering af kultur- og identitetsspørgsmål i CFI’en var en barriere og at de ofte medførte meget
korte eller stereotypiske svar fra patienterne, hvilket havde en begrænset analytisk værdi.
Migrantpatienter beskrev utallige tidligere erfaringer med manglende anerkendelse i livet og i
sundhedsvæsenet. Jeg foreslår, at disse erfaringer kan have bidraget til en lav selvværdsættelse og
manglende tro på at egne bidrag er værdifulde, og derfor begrænsede det mulighedsrum for aktiv
deltagelse samt udtryk for præferencer og forbehold, som CFI’en lægger op til. Disse erfaringer kan
også have ført til, at mange patienter spontant indgik i forhandlinger om opfattelser af at være
værdige til behandling. De optagede CFI-sessioner demonstrerede tilfælde af manglende
informationsudveksling og naturlighed i samtalens progression. Trods dette, fortalte patienterne
efterfølgende hvordan de oplevede CFI’en som en anerkendelse af dem som hele mennesker, med
komplekse, kulturelt formede og kontekstafhængige identiteter og sygdomsfortællinger.
Patienterne beskrev hvordan den fordomsfri og nysgerrige CFI-tilgang gav dem handlemuligheder
og efterlod dem med en følelse af værdighed, håb og engagement i behandlingen.
Konklusion: Anbefalinger til praksis baseret på patienttilfredshedsundersøgelsen er at øge
medinddragelsen af patienter uanset kulturel baggrund, samt at prioritere træning i kulturelle
kompetencer og kulturel ydmyghed for sundhedsprofessionelle. I CFI-analysen har jeg vist fordele
og opmærksomhedspunkter omkring CFI-brug med migranter i Danmark, hvor kulturelle
konsultationer ikke er et integreret koncept i uddannelsesprogrammer og hvor kulturbegrebet kan
have særlige negative konnotationer på grund af den politiske retorik om migranter og
multikulturalisme. Jeg anbefaler, at CFI’en bliver implementeret i psykiatrien og eventuelt bredere
i sundhedsvæsenet, men forudsat at der lægges vægt på grundig forudgående træning og
kontinuerlig supervision i den kliniske forståelse og anvendelse af kultur. Anerkendelse er
fundamental i al menneskelig interaktion, men jeg mener, at CFI’ens anerkendende tilgang er
særlig afgørende i den sårbare og asymmetriske indledende psykiatriske vurdering, hvor adgang til
behandling forhandles, og generelt i arbejdet med migranter eller andre marginaliserede grupper.
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Background: Global migration increases ethnic and cultural diversity and demands mental health services to adapt
to provide all patients with equal access to good quality care. Patient satisfaction surveys can inform this service
delivery, thus we explored patient satisfaction among non-Western migrants receiving treatment in a Danish
specialized outpatient mental health clinic [Competence Centre for Transcultural Psychiatry (CTP)]. Methods:
We used multivariate logistic regression models to estimate associations between ‘Overall treatment satisfaction’
and treatment-related items plus potential confounders from a cross-sectional patient satisfaction survey (n = 686).
The satisfaction questionnaire was a self-report measurement tool developed locally at CTP. Participants were
non-Western migrants above 18 years with Post-Traumatic Stress Disorder (PTSD) or depression diagnoses
according to ICD-10. Results: Most participants (n = 497; 82.6%) reported overall satisfaction with their mental
health treatment, but less than half (n = 311; 48.8%) reported an improvement in health and situation after end of
treatment. Participants who experienced a subjective improvement in their health and situation had significantly
higher odds of being satisfied with their mental health treatment [odds ratio (OR) = 8.5, 95% confidence interval
(CI): 4.0–18.1]. Perceptions of influence on the treatment course (OR = 4.7, 95% CI: 2.4–9.2), and of understanding
and respect for one’s cultural background (OR = 3.4, 95% CI: 1.5–7.6) were significantly associated with treatment
satisfaction. Age and sex were insignificant in the final regression model. Conclusions: Implications for practice
based on our findings are to enhance person-centred care and shared decision-making with all patients regardless
of cultural background and to prioritize pre- and postgraduate training in cultural competences and cultural
humility for healthcare providers.
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Introduction
his article contributes to the evidence base guiding mental health

Tservice delivery for the increasing population of non-Western

migrants in Europe. We explore patient satisfaction with a
specialized outpatient mental health service for migrants in
Denmark, using data from a questionnaire survey answered by 686
non-Western migrants.
In Denmark, as well as in other European countries, ethnic
diversity in the population is increasing due to globalization and
migration, and immigrants now make up 10% of the Danish
population.1 The increased diversity is also reflected among
patients in the healthcare system, which poses new challenges in
providing equal access to good quality healthcare.2 Although
migrants encompass a heterogeneous group of individuals, nonWestern migrants in Europe are often socially disadvantaged and
experience inequality in access to timely and appropriate healthcare
services.3,4 Moreover, Danish and international studies show that
migrants experience less trust and empathy, receive less information,
and participate less in shared decision-making in patient–provider
encounters in the host country.5,6
Migration is associated with increased vulnerability to mental
illness, caused by possible trauma exposure and pre- and post-

migration stressors.7,8 However, mental health services are particularly challenged in the multicultural encounter due to language
barriers and because cultural frameworks of patients and providers
shape expressions, interpretations and preferred treatment of mental
health problems.9,10 It is therefore of key importance that mental
health services address challenges of cultural diversity to overcome
disparities11 and increase patient satisfaction.12
Patient satisfaction surveys contribute to understanding patients’
needs and adapting services to these. Treatment satisfaction is closely
related to patient involvement in and retention of treatment13–15 and
has been recognized as an outcome measure of quality in care in
mental13,16 and somatic healthcare services.15,17,18 Additionally, it
can shed light on individual perceptions of treatment gains in
cases where clinical measures cannot show improvement.13
Patient satisfaction is widely used, despite a lack of consensus on
its definition. The concept has been defined as: ‘[. . .] a health care
recipient’s reaction to salient aspects of the context, process and
result of their service experience’19 and ‘[. . .] a sense of contentedness, achievement or fulfilment that results from meeting patients’
needs and expectations with respect to specific and general aspects of
health care’.20 These conceptualizations capture collective elements
of most definitions; that patient satisfaction is an emotional
evaluation based on the comparison between a person’s subjective
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Satisfaction with mental health treatment among
patients with a non-Western migrant background:
a survey in a Danish specialized outpatient mental
health clinic

Mental health treatment among patients

Methods
Setting and participants
This cross-sectional survey was conducted at the Competence Centre
for Transcultural Psychiatry (CTP), which is a public tertiary
outpatient mental health clinic situated in the Capital Region of
Denmark. CTP offers treatment for migrants with mental health
problems, particularly patients with traumatic experiences related
to war, torture or persecution.
All patients at CTP are asked to complete a patient satisfaction
questionnaire after ended treatment. Data available for this study
originates from four randomized studies at CTP (PTF1-4)
conducted during 2009–17.
Participants in PTF1-4 were 18 years or older, had refugee status
or were family reunified with a refugee, and had a PTSD or
depression diagnosis according to the ICD-10 diagnostic criteria.
Exclusion criteria were severe psychotic disorder (F2x and F30.1–
F31.9), addiction to psychoactive substances (F1x.24–F1x.26), need
for somatic or psychiatric hospitalization, and for the two studies
that tested psychopharmacological medicine; pregnancy or
breastfeeding.
Participants were offered treatment at CTP, based on recommendations for PTSD-treatment with antidepressants and traumafocused cognitive behavioural therapy.22 The 6-month treatment
course began with a 2-month phase of weekly consultations with a
medical doctor (MD) focusing on medication and psychoeducation.
This was followed by a 4-month phase of monthly MD-consultations and weekly 1-h psychotherapy sessions with a psychologist.
MDs and psychologists adhered to manuals, which allowed a flexible
use of methods and a culturally sensitive approach in psychotherapy.22 Additionally, participants in PTF4 were offered physiotherapy.23 All participants were offered social counselling and assistance
from an on-site interpreter free of charge if needed.

Measures
Background variables
Background information displayed in table 1 was collected upon
assessment and included: age, sex, interpreter assistance, country
of origin, years in Denmark, diagnoses, number of treatment
sessions with MD and psychologist and previous treatment.

The patient satisfaction questionnaire
The patient satisfaction questionnaire was a self-report measurement
tool comprised of items inquiring about participants’ experience

with treatment at CTP. Clinical researchers at CTP developed the
questionnaire based on literature reviews, satisfaction questionnaires
from other Danish mental health services, and clinical experience
with a multicultural patient population.22 The questionnaire was
forward–backward translated from Danish to five additional
languages: Arabic, Bosnian, English, Persian and Russian.
Participants received the questionnaire after the last treatment
session and could complete it immediately or at home and return
it by mail. If participants missed their last session, the questionnaire
and a stamped return envelope were mailed to them.
The questionnaire underwent adaptations during the study
period, but 10 items that were directly related to treatment satisfaction were similar across the four versions and were applied in this
study. All items were rated on a 4-point Likert scale and are
presented in table 2. The dependent outcome variable, ‘Overall
treatment satisfaction’, was measured by the single item: ‘Did you
find the treatment at CTP worth your time and efforts?’.

Statistical analysis
In SPSS v22, we used logistic regression models to estimate the association between ‘Overall treatment satisfaction’ and items reported
in table 2.
Aiming for a parsimonious model, we assessed a limited number
of variables that are frequent confounders, namely age, sex and use
of interpreter for MD and psychologist. Missing data were excluded
from the analysis.
With cross tabulations between each item and the outcome
variable, we checked the expected frequency assumption of at least
five expected counts in each cell. To meet this assumption, we
dichotomized all items and removed Item 7 and 8 (table 2).
We tested all items and potential confounders separately in
univariate logistic regression models to assess their individual association with ‘Overall patient satisfaction’. Statistically significant
items were included in the full multivariate logistic regression
model. From the full model, we excluded items that were non-significant at the 0.05 level in a manual backward selection procedure.
For each excluded item, we compared the new model with the full
model using Nagelkerke R Square to ensure that the explanatory
value did not decrease significantly.
Statistically significant items and theory-based potential
confounders were retained in the final model. We assessed the
goodness of fit for the final model and checked for multicollinearity.

Ethical considerations
Study data were treated in conformity with the Danish law on data
protection and the National Committee on Health Research Ethics
approved the PTF1-4 protocols. Research participation was
voluntary, required written informed consent, and was not a prerequisite for receiving treatment at CTP. The objective of exploring
patient satisfaction was specified in all PTF1-4 protocols.

Results
Participant characteristics
In total, 686 out of 896 participants (76.6%) included in PTF1-4
returned a completed patient satisfaction questionnaire (table 1).
Participants had a mean age of 45.2 years (range 18–84 years) and
had spent an average of 15.3 years (range 0–41 years) in Denmark
before receiving treatment at CTP. However, several participants had
previously received psychiatric (n = 407; 60.1%) or psychotherapeutic outpatient treatment (n = 312; 45.5%), or had been
admitted to a psychiatric hospital (n = 83; 12.1%). Upon
assessment, 685 participants (99.9%) had symptoms corresponding
to the ICD-10 criteria of PTSD, and 662 participants (99.1%) had
episodic or recurrent depression diagnoses. All participants were
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expectations or standards and the concrete experiences of healthcare,
which can both change along the treatment process.15 Thus, the
concept is highly affected by the patients’ expectations and
knowledge about care, their values, perceptions, cultural norms
and previous experiences with healthcare services.15,21 Other
patient-related characteristics, such as gender and age, are also
shown to influence patient satisfaction but are inconsistently
described in the literature.13–17 Hence, a multitude of factors
should be considered in the interpretation of findings from
satisfaction surveys. However, they also make patient satisfaction
relevant in the exploration of experiences with care in a culturally
diverse population.
Very few recent studies on satisfaction with mental healthcare
among non-Western migrants exist3,22 to guide the provision of
care for this under-researched population. Therefore, the aim of
this exploratory study was to: (i) describe the level of satisfaction
with mental healthcare among a non-Western migrant population
receiving treatment for PTSD and depression, and (ii) to investigate
which treatment-related factors reported in a patient satisfaction
survey that were associated with overall treatment satisfaction.
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Table 1 Baseline characteristics of participants completing a patient satisfaction questionnaire (n = 686)
Baseline characteristics
Age
Years since arrival in Denmark
Number of sessions with medical doctor
Number of sessions with psychologist

SD

Minimum

Maximum

45.2
15.3
8.8
11.9
Frequency

9.0
7.2
2.4
4.5
%

18
0
0
0

84
41
19
27

322
364

46.9
53.1

388
373

58.0
59.3

235
90
86
85
78
112

34.3
13.1
12.5
12.4
11.4
16.3

685
555
145
107
54

99.9
82.2
25.0
16.9
8.9

407
312
83

60.1
45.5
12.1

SD, standard deviation.

Table 2 Items from the patient satisfaction questionnaire applied in this study
4-point Likert scale response categories
4: Yes, to a
high degree

3: Yes, to
some degree

2: No, only to a
low degree

Dichotomized response categories
1: Yes
1. Overall treatment satisfaction
Have you found the treatment at CTP worth your time and efforts?
2. Improvement in wellbeing
Have you felt any improvements in your health or situation during your course of
treatment at CTP?
3. Influence on treatment
Do you feel that you have had an influence on your course of treatment at CTP?
4. Cultural understanding
Do you feel that CTP has understood and respected your cultural background?
5. Satisfied with medical doctor contact
Have you generally been satisfied with your contact to the medical doctor?
6. Satisfied with psychologist contact
Have you generally been satisfied with your contact to the psychologist?
7. Respect from medical doctor
Do you feel that the medical doctor at CTP has shown respect and consideration towards
you as a person?
8. Respect from psychologist
Do you feel that the psychologist at CTP has shown respect and consideration towards
you as a person?
9. Feeling more hopeful
Do you feel more hopeful about your future and your situation?
10. Received information about illness and treatment
Have you received the information about your illness and your treatment that you needed?

Presented with the original 4-point Likert scale and the corresponding dichotomized response categories.

0: No

1: No, not
at all
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Sex
Female
Male
Use of interpreter
With medical doctor
With psychologist
Country of origin
Iraq
Lebanon
Ex-Yugoslavia
Afghanistan
Iran
Other
Diagnosis (ICD-10)
PTSD (F.43.1)
Depression, episodic (F.32.XX)
Enduring personality change after catastrophic experience (F.62.0)
Depression, recurrent (F.33.XX)
Other psychiatric diagnosis
Previous mental health treatment
Outpatient mental health treatment
Psychotherapy
Inpatient mental health treatment

Mean

Mental health treatment among patients
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Table 3 Associations between ‘Overall treatment satisfaction’ and independent variables
%

OR

95% CI

P-value

497
105

82.6
17.4

311
326

48.8
51.2

8.5
1

4.0–18.1

0.000

533
72

88.1
11.9

4.7
1

2.4–9.2

0.000

545
50

91.6
8.4

3.4
1

1.5–7.6

0.003

364
322

53.1
46.9

1.7
1
1.0

0.9–3.1

0.074

1.0–1.0

0.767

647
20

97.0
3.0

632
19

97.1
2.9

576
72

88.9
11.1

246
379

39.4
60.6

Multivariate logistic regression model; OR, 95% CI and P-values are reported for variables included in the final model. Frequencies are
reported for the outcome variable and all independent variables (n = 686).
The significance of bold represents as P < 0.05.

non-Western migrants,1 and more than half received interpreter
assistance during treatment.

Overall treatment satisfaction
Most participants (n = 497; 82.6%) reported overall satisfaction with
their mental health treatment (table 3). For items related to culturally
sensitive and person-centred care, the majority reported to have
experienced cultural understanding (n = 545; 91.6%), to have had an
influence on their treatment (n = 533; 88.1%), and to have received
sufficient information about their illness and treatment (n = 576;
88.9%). For items related to therapeutic alliance, participants
reported high levels of satisfaction with their contact to their MD
(n = 647; 97.0%) and psychologist (n = 632; 97.1%).
In contrast, less than half of the participants (n = 311; 48.8%)
reported an improvement in health and situation after end of
treatment, and only 39.4% (n = 246) reported an increase in hopefulness about their future and general situation.
In the univariate models, all items from the patient satisfaction
questionnaire reached a significance level of P < 0.001, thus having
an individual association with ‘Overall treatment satisfaction’. The
potential confounders age, sex and interpreter assistance were insignificant. Nevertheless, for theoretical reasons age and sex were
included in both the full and final model.
In the full multivariate logistic regression model, the backwards
selection procedure led to exclusion of items 5, 6, 9 and 10 (table 2),
which were not significantly associated with ‘Overall treatment
satisfaction’.
In the final model, three items: ‘Improvement in wellbeing’,
‘Influence on treatment’, and ‘Cultural understanding’ plus age
and sex were retained. Participants who experienced a subjective
improvement in their health and situation had significantly higher

odds of being satisfied with their mental health treatment [odds
ratio (OR) = 8.5, 95% confidence interval (CI): 4.0–18.1]. A
reported experience of influence on the treatment course
(OR = 4.7, 95% CI: 2.4–9.2), and of understanding and respect
for one’s cultural background during treatment (OR = 3.4, 95%
CI: 1.5–7.6) was significantly associated with treatment satisfaction.
Age and sex were insignificant but showed higher odds for satisfaction among women (OR = 1.7, 95% CI: 0.9–3.1), whereas differences
in age did not change odds (OR = 1.0, 95% CI: 1.0–1.0).
The final model explained more variance (2 = 110.5, df = 5, P 
0.000) and did not fit the data significantly worse than the full
model (2 = 5.6, df = 3, P = 0.142). The Nagelkerke R square
estimated that the final model explained 35% of the variance in
treatment satisfaction. Multicollinearity between items was not an
issue (VIFs  1.14).

Analysis of non-responders
Of the 896 participants included in PTF1-4, 23.4% (n = 210) did not
complete the satisfaction questionnaire. We compared baseline characteristics of responders and non-responders with the 2 and the
independent sample t-test to examine potential differences. There
were no significant differences in interpreter use or diagnosis.
However, non-responders were more often men (OR = 1.4, 2 (1)
= 4.0, P = 0.044) and younger [mean = 40.8, standard error (SE) =
0.83] than responders (mean = 45.2, SE = 0.38) (P  0.000). Nonresponders had resided in Denmark for a shorter period
(mean = 13.9, SE = 0.60) than responders (mean = 15.3, SE = 0.30)
(P = 0.041), and had fewer sessions with both MDs (6.9, SE = 0.25)
than responders (8.8, SE = 0.10) (P  0.000) and psychologists (7.6,
SE = 0.46) than responders (mean = 11.9, SE = 1.88) (P  0.000).
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Outcome variable
Overall treatment satisfaction
Yes
No
Independent variables in the final model
Improvement in wellbeing
Yes
No
Influence on treatment
Yes
No
Cultural understanding
Yes
No
Sex
Female
Male
Age
Independent variables in the full model
Satisfied with MD contact
Yes
No
Satisfied with psychologist contact
Yes
No
Received information about illness and treatment
Yes
No
Feeling more hopeful
Yes
No

Frequency
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Discussion
Summary of findings

Interpretation and implications for practice
Our finding of a strong association between a subjective improvement in health and situation and satisfaction is in agreement with
previous studies on mental healthcare.13,17 Thus, symptom
reduction and improvement of functioning should be a continued
focus for mental health providers as well as attention to patients’
diverse health concerns and social and cultural needs.4
Person-centred care and patient involvement has previously been
shown to improve satisfaction in both somatic and mental health
services,17,24–26 which support the generalizability of our finding.
However, involvement is less frequently practised in some multicultural patient–provider encounters5 and in mental healthcare.27 Our
findings in a population of non-Western migrants advocate a
person-centred care approach in all multicultural encounters in
mental healthcare. Thus, linguistic or cultural barriers of shareddecision-making5 should be overcome to reach its possible benefits
on alliance, treatment retention and outcome.27,28
Cultural responsiveness has improved satisfaction among migrant
patients in studies of psychotherapy29 and general healthcare.12,30
Thus, our similar finding is generalizable to other settings and
points to the importance of cultural competence and humility
among providers in mental healthcare.
Patient satisfaction surveys can inform decision-makers about
resource allocations, training needs, policies and practices in
healthcare systems.15 Implications for practice derived from this
survey is to enhance person-centred care with all patients
regardless of their country of origin and prioritize pre- and postgraduate training in cultural competences and cultural humility for
healthcare providers31; an area of mental health that has received
little awareness in most Nordic countries.32
A recent systematic review of determinants of patient satisfaction
found that health providers’ interpersonal care quality was a key
predictor of patient satisfaction.17 Contrary to this finding the participants’ perceived technical and interpersonal competences of the
providers (Item 5, 6 and 10) were not significantly associated with
treatment satisfaction in the full regression model. A possible explanation could be that the high levels of satisfaction with both MD
and psychologist failed to explain variance in outcome.
Despite the popularity of surveys on patient satisfaction there is a
lack of clarity on the concept and its volatile constituting dimensions
of expectations, needs and wants among different patient
groups.15,21,33 This study’s paradoxical finding of high levels of
patient satisfaction relative to low levels of improvement in selfreported wellbeing, illustrates the complexities in the understanding
of patient satisfaction. One explanation for the high satisfaction
pertains to the participants’ lived experiences with illness.
Participants in this study have been described as having persevering
and heavy mental health symptoms, comorbidities, low levels of functioning and only reporting minor treatment effects.34 Other studies
found long-term limiting illness a factor for low satisfaction.17
However, participants in this study might not expect to be cured in
6 months and have adjusted expectations for care accordingly.
Another explanation related to expectations pertains to being a
migrant. Migrants from conflict affected or low-income countries
often have histories of suboptimal healthcare in their country of

Strengths and limitations
A key strength of this study is its large sample size and well-defined
study population3 of non-Western migrant patients, who are
generally under-represented in research. To our knowledge, there
are no comparable large-scale studies investigating the patient perspective on neither general nor specialized mental health services for
migrant populations in Europe.39
It is a limitation of this study that the applied questionnaire was
developed locally, thus not standardized or validated and not easily
comparable with similar surveys. This is a common shortcoming of
patient satisfaction surveys.16 Moreover, ambiguous formulations or
usage of broad concepts such as ‘cultural background’ appeared in
the applied questionnaire, which could have led to diverging interpretations of the questions. A future research endeavour is to
develop a validated patient satisfaction questionnaire for
evaluating multicultural mental healthcare. At last, a limitation of
this study was the large proportion (23.4%) of non-responders. The
non-responder analysis showed that they on average had fewer
treatment sessions with both MDs and psychologists. Engagement
in treatment is a strong indicator of patient satisfaction and a lack of
engagement can be an expression of low satisfaction.33 Thus, it is
plausible that non-responders were less satisfied, which would be a
bias in our data. Moreover, questionnaire surveys only give voice to
those who have the physical and mental energy and abilities to fill
out the questionnaire, and surveys developed by clinicians or researchers could potentially miss or even censor valuable
dimensions of importance for the patients.21 To allow for a more
inclusive understanding of (dis)satisfaction, we suggest that more
effort is put into accessing patients’ experiences of service and the
meaning and value they ascribe to them,21 by conducting qualitative
interviews with patients and individuals disengaging in treatment.
Our final logistic regression model explained 35% of the variance
in treatment satisfaction. This is a vital contribution to the evidence
base for guiding mental health treatment in migrant populations.
Future studies should explore the influence of additional cultural,
ethno-racial, sociodemographic and structural dimensions affecting
satisfaction,17 particularly in multicultural patient–provider
encounters.
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Overall satisfaction with mental health treatment at CTP among
patients with a migrant background was high. Participants who
experienced a subjective improvement in health and general situation
had significantly higher odds of being satisfied with care. Also, participants who reported to have influenced their course of treatment and
who felt that their cultural background was understood and respected
were more likely to give a positive evaluation of treatment.

origin and during their migration journey,35 which can lower their
expectations for care.36 In combination with feelings of guilt for a low
language proficiency in the host country and social desirability, participants can be affected by the ‘happy migrant effect’. This concept
suggests that migrants due to feelings of powerlessness and shame
tend to minimize the significance of problems encountered during
treatment and overrate satisfaction.36 Also, sociological literature
points to structural factors such as social class, ethnicity and
deviance—all highly pertinent to migrants with mental illness—
which impede expressions of dissatisfaction with healthcare,37 and
could have affected findings in this study. The interrelation between
patient satisfaction and perceptions of ‘deservingness’38 among
migrants vs. more universal feelings of vulnerability and gratitude
inherent in the patient position, could be further explored to better
understand the outcome of patient satisfaction surveys.

Mental health treatment among patients

705

16 Hill S, Turner N, Barry S, O’Callaghan E. Client satisfaction among outpatients attending
an Irish community mental health service. Ir J Psychol Med 2009;26:127–30.

Key points

17 Batbaatar E, Dorjdagva J, Luvsannyam A, et al. Determinants of patient satisfaction:
a systematic review. Perspect Public Health 2017;137:89–101.

 Less than half of the participants (patients with non-Western
migrant backgrounds) reported an improvement in mental
health after end of treatment, yet most participants reported
high levels of treatment satisfaction.
 Participants’ experiences of mental health improvement,
influence on the treatment course and respect and understanding of their cultural background significantly increased
odds of treatment satisfaction.
 Implications for practice are to enhance person-centred care
and involvement in shared decision-making with all patients
regardless of cultural or ethnic backgrounds and to prioritize
pre- and postgraduate training in cultural competences and
cultural humility for healthcare providers.
 We further suggest a more thorough exploration of patient
perceptions and expectations of mental healthcare in multicultural patient–provider encounters.

18 Sitzia J, Wood N. Patient satisfaction: a review of issues and concepts. Soc Sci Med
1997;45:1829–43.
19 Pascoe G. Patient satisfaction in primary health care: a literature review and analysis.
Eval Program Plann 1983;6:185–210.

21 Williams B, Coyle J, Healy D. The meaning of patient satisfaction with health care:
an exploration of high reported levels. Soc Sci Med 1998;47:1351–9.
22 Buhmann CB, Carlsson J, Mortensen EL. Satisfaction of trauma-affected refugees
treated with antidepressants and cognitive behavioural therapy. Torture
2018;28:118–29.
23 Nordbrandt MS, Carlsson J, Lindberg LG, et al. Treatment of traumatised refugees
with basic body awareness therapy versus mixed physical activity as add-on
treatment: study protocol of a randomised controlled trial. Trials 2015;16:1–12.
24 Coulter A, Jenkinson C. European patients’ views on the responsiveness of health
systems and healthcare providers. Eur J Public Health 2005;15:355–60.
25 Eliacin J, Salyers MP, Kukla M, Matthias MS. Patients’ understanding of shared
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The Cultural Formulation Interview – generating distance or alliance?
A qualitative study in Danish mental healthcare
ABSTRACT
This article presents provider experiences with the Cultural Formulation Interview (CFI) in Danish
mental healthcare for migrant patients. Semi-structured interviews with 17 providers and 20 recorded
CFI sessions between providers and migrant patients were analysed with a constructivist grounded
theory approach.
Based on our empirical material, we endorse the CFI’s ability to facilitate working alliance and a
more profound and contextually situated understanding of the patient. Further, the CFI supported less
experienced providers in investigating cultural issues. However, we also found that CFI questions
about cultural identity and background evoked notions of distance and ‘othering’ in the encounter.
Nine providers recounted how they had felt discomfort and a professional insecurity when the CFI
compelled them to introduce explanatory frameworks of culture in a mental health assessment
encounter. Eleven providers had experienced that the abstract nature of the questions inhibited patient
responses or led to short and stereotypical descriptions, which had limited analytical value for the
providers.
We demonstrate benefits and pitfalls of using the CFI with migrants in Denmark, which is an example
of a European healthcare context where cultural consultation is not an integrated concept in health
education programmes and where the notion of culture can be particularly contentious due to negative
political rhetoric on multiculturalism. We suggest that the CFI should be introduced with thorough
training and supervision in the clinical application of the concept of culture.

INTRODUCTION
I believe that the Cultural Formulation Interview can create a better alliance. […] It is a good
interview and if it is used in the right way, it can certainly benefit the working alliance. But it
also comes with some pitfalls. It comes with a risk of negatively affecting the alliance […]
Because the patient is annoyed by these questions on their culture.
(Provider, Specialised Mental Health Services for Migrants)
The quote above comes from a mental health provider participating in a Danish empirical study on
experiences with using the Cultural Formulation Interview (CFI) from the Diagnostic and Statistical
Manual of Mental Disorders, DSM-5 (American Psychiatric Association 2013a). The quote outlines
the three major points of this article: 1) That the CFI instrument in itself leads to both benefits and
challenges when applied in everyday clinical practice, 2) that the CFI “should be used in the right
way” including comprehensive training as well as supervision and focus on fidelity in the
administration, and 3) that contextual factors and societal discourses on culture impacts CFI
implementation.
This article adds to requested research on provider experiences with and perceived utility of the CFI
(Lewis-Fernández et al. 2016a), and contributes with empirical evidence to the field of culturallyinformed mental healthcare for migrant patients. It demonstrates benefits and pitfalls of using the CFI
in Denmark, which is an example of a European healthcare context where cultural consultation is not
an integrated concept or curriculum in health education programmes (Sorensen et al. 2017) and where
the notion of culture can be particularly contentious, due to negative political rhetoric used when
discussing multiculturalism (Hervik 2015).

Studies on the Cultural Formulation Interview
The CFI is an internationally renowned clinical tool to guide a cultural assessment in mental
healthcare and has been endorsed as a substantial contribution to the field of cultural psychiatry
(Kleinman 2016). The CFI can be used with all patients regardless of their cultural or ethnic
backgrounds, by all providers in all clinical assessments (Aggarwal et al. 2016). The CFI is organised
in a core version (16 questions for the help seeking individual), an informant version (17 questions for
family, friends or care-givers) and 12 supplementary modules (for further telescoping on core CFI
domains and for special groups, hereunder ‘Immigrants and refugees’).
Empirical studies have evaluated the core CFI in various countries and health settings (LewisFernández et al. 2020). Overall, the literature suggests that providers tend to have more concerns
about the CFI than patients (Paralikar et al. 2015; Aggarwal et al. 2013; Lewis-Fernández et al. 2017;
Skammeritz et al. 2020). Patients generally find that the CFI leads to trust-building; engagement in
care; reflections about their illness and sociocultural context; as well as feelings of being validated
and recognised in care (Ramírez Stege and Yarris 2017; Muralidharan et al. 2017; Paralikar et al.

1

2020; Lindberg et al. 2020).
Providers ascribe overall value to the CFI’s ability to enhance rapport; elicit patient narratives;
facilitate patient involvement and individualised care; improve diagnostic accuracy; and provide a
more thorough and nuanced understanding of the individual patient, their symptoms, resources and
social support (Díaz et al. 2017; Ramírez Stege and Yarris 2017; Aggarwal et al. 2015; La Roche and
Bloom 2018; Gearin et al. 2020; Wallin et al. 2020). Conversely, provider appreciation of the CFI has
been limited by perceptions of extra time spent with a low added value compared with routine
assessments; feelings that the purpose of the CFI or parts of it is unclear; difficulties changing habits;
complaints over the rigidness of the format, order of questions and repetitions; and experiences that
certain symptoms, cognitive impairment, low levels of education or low age among patients can lead
to incoherent and irrelevant answers. Particularly, the conceptualisation of culture has led to
difficulties in practice (Aggarwal et al. 2020; Aggarwal et al. 2013; La Roche and Bloom 2018;
Paralikar et al. 2015; Ramírez Stege and Yarris 2017).

Cultural consultation in a Danish context
In Denmark, migrants constitute 11 % of the population. Nearly 60 % are categorised as non-Western
migrants, with the largest groups originating from Syria, Turkey, Iraq, Iran and Bosnia-Herzegovina.
Historically, migration to Denmark has been inconsiderable, but has increased over the past 30 years
(Statistics Denmark 2020). Simultaneously, antagonism towards non-Western migrants in politics,
media and general society has intensified and immigration policies are increasingly restrictive
(Emilsson 2015). A nationalist movement gained momentum in the 1990’ies and was amplified
following the 9/11 2001 terror attack in the US, which–in Denmark as in many other countries–
created a shift in the discourse around Muslims and the Islamic faith (Kirmayer et al. 2015). These
discourses extended more generally to the heterogenous group of people of non-Western and Middle
Eastern origin, who in Denmark are often associated with insufficient integration and rejections of the
values of liberal, Western democracies (Hervik 2015; Younis and Hassan 2018).
Theoretically, the dominating discourses described above would permeate into Danish welfare state
institutions, including the healthcare system, since those organisations do not operate in a vacuum in
society. Figure 1 presents our understanding of healthcare encounters as embedded in layers of
meaning. On the other hand, racially motivated discrimination conflicts with professional ideologies
and legislation of ethnic equal treatment (Danish Ministry of Social Affairs and Integration 2012).
There is a general political aversion to addressing perceptions of discrimination in Danish society
(Anker et al. 2011). Therefore, there is no recent documentation on the extent of discrimination in the
healthcare arena. Years back, a questionnaire survey showed that 13 % of migrant patients reported
experiences of prejudice and discrimination (Esholdt et al. 2009) and another survey found that 60–80
% of providers in a large general hospital in the capital region of Denmark reported that migrant
patients had difficulties “understanding medical advice” and tended to “overreact to pain and
2

overdramatise illness” (Michaelsen et al. 2004). These findings suggest that multicultural encounters
constitute a challenge and that there is a risk of discrimination and inequity in care for migrants. Preand postgraduate training in cultural competences is not mandatory in the Danish healthcare system
and courses are not frequently available (Sorensen et al. 2017; IOM 2017).
SOCIETAL OR STRUCTURAL FACTORS
HEALTH ORGANISATION FACTORS
Forced migration
and geopolitical
issues
Policies and
legislation on
health and
migration
Central
regulation and
financing of
healthcare
systems
Entitlements to
healthcare
Socio-economic
inequalities
Discourses in
society on
mental health
and migrants

CONSULTATION FACTORS
PATIENT

PROVIDER
Type of service
Specialised vs
mainstream
services
Time, resources,
physical
arrangements
Culture
Referral practice
and patient target
group

Explanatory models
of disease

(INTERPRETER)

Education and training
Expertise, skills, ways of
understanding, explaining and
talking about disease
Proficiency in diagnostic tools,
technical equipment,
procedures, guidelines and
instructions
Personal background, age,
gender, socio-economic status,
ethnicity, culture, religion
Pre-conceptions about
migrants and ethnic minorities

Explanatory models
of illness

Problem, stressors, support,
and coping
Life world, everyday life, family,
stories, experiences
Perceptions of the provider,
preconceptions and previous
healthcare experiences
Language, age, gender, socioeconomic status,
discrimination, ethnicity,
culture, stigma, religion,
education

Figure 1: Patient-provider encounters in mental healthcare and their embeddedness in society.
Adapted from (Jensen 2013), based on the work of (Tjørnhøj-Thomsen 2009; Kleinman 1988)

The Danish CFI study
To enhance focus on cultural dimensions of mental illness from the onset of care and to increase
patient involvement, a group consisting of management, researchers and providers with extensive
experience from previous cultural formulation frameworks–all working in a transcultural mental
health service (SMH) in Denmark–decided to explore the use of the core CFI among patients with a
migrant background. The core CFI, as opposed to the supplementary module on Immigrants and
refugees, was chosen to obtain a brief, systematic and standardised assessment of all patients’
understanding of their illness and its sociocultural context. In 2015, SMH implemented the Danish
translation of the CFI (American Psychiatric Association 2013b) systematically as part of routine
clinical care and invited other healthcare services to join the research project on CFI experiences.
Patients, interpreters and providers participated in various data generation processes. The overall aim
of the multi-site study was to investigate the usefulness of the CFI in a Danish setting and how it
would affect multicultural patient-provider encounters with regards to the diagnostic process, mutual
understanding of illness and cultural context, as well as trust-building and involvement of patients in
care (Skammeritz et al. 2020; Lindberg et al. 2020).
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Aim of this article
In accordance with the body of literature on patient perspectives on the CFI, our multisite study
demonstrated that participating patients valued the CFI as a facilitator of involvement and
intersubjective recognition in the encounter, which confirmed their worthiness of care and led to hope
and engagement in care (Lindberg et al. 2020; Skammeritz et al. 2020). Providers in our study were
ambivalent towards the CFI. Based on 17 provider interviews and recordings of 20 CFI sessions, the
present article seeks to understand and unfold provider experiences, with the aim to counteract
ambivalence and reservations towards the CFI in future implementation situations and thereby meet
the patient’s wish for CFI use. Our analysis was guided by the research question: How does explicit
cultural inquiry in the CFI generate provider experiences, ranging from alliance and understanding to
distance and othering, when used in Danish mental health assessment encounters?

METHODS
Study design and setting
During the summer of 2015, managers of ten specialised and mainstream mental healthcare services
and one specialised somatic health service (11 in total) were invited to participate in the CFI study.
For this exploratory study we aimed at variation in our sample (Malterud et al. 2016), and settings
were purposely selected to represent varied insights with CFI implementation in catchment areas with
high migrant density. Five public healthcare services in the Capital Region of Denmark, in which
migrants make up 20 % of the total population, agreed to participate: Three mainstream mental health
services (MMH) from the secondary healthcare sector (two outpatient services and one open inpatient
service), and two specialised outpatient services from the tertiary healthcare sector serving refugees
and migrants only (one specialised somatic health service (SSH) and one specialised mental health
service (SMH)).
The SMH implemented the CFI on an organisational level as part of the multidisciplinary assessment
of all newly referred migrant patients. The four other settings chose one provider each to test the CFI
with the migrant patients who were newly referred to those providers.
The multi-site study continued until early Summer 2016. Before the study was ended, 20 CFI sessions
at the SMH setting were recorded (January–March 2016) and 17 providers from all participating
settings were interviewed (February–May 2016).

CFI training
The study was initiated with a 1-hour training session for all employed staff at two of the settings
(SMH and SSH) and individually for the volunteering providers at the three remaining settings.
Training was conducted by the authors (LGL and SS) and consisted of a brief introduction to
multicultural healthcare encounters, the rationale for developing the CFI and an introduction to the
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three CFI tools with focus on the core CFI. Excerpts from a video-recorded CFI consultation were
shown and the 16 questions were presented one by one. Printed CFI’s were given to all providers
along with instructions for following the order of questions and for probing. A Q&A-session rounded
off the training. We used the official Danish CFI (American Psychiatric Association 2013c),
translated by trained psychologists employed at the publisher Hogrefe, holding the translation rights
to DSM-5 publications in Denmark.

Provider interviews
All providers who participated in the CFI training and conducted at least one CFI with a migrant
patient in the study period were eligible for an interview. Hence, eligible participants were 13 from
SMH, one from each of the three participating MMH’s and one from SSH. They all (n=17, see Table
1) agreed to be interviewed by the first author (LGL) during February–May 2016 and gave written
informed consent.
The semi-structured interviews lasted about 1 hour and were audio recorded. The interview guide was
based on the overall study aim, literature on cultural consultations and LGLs participant observations
in CFI sessions. The guide contained open-ended questions to the themes: Multicultural healthcare
encounter experiences, Self-perceived cultural competences, Experiences with the CFI.
Table 1: Demographic characteristics of interviewed providers
Characteristics (n = 17)

Number

(%)

Profession
Medical Doctor, resident

8

47

Medical Doctor, psychiatrist

4

24

Nurse

2

12

Social Counsellor

2

12

Health and Social Care Assistant

1

6

15

88

2

12

14

82

Other Scandinavian country

1

6

Middle Eastern country

1

6

Southeast Asian country

1

6

0–9

8

47

10 – 19

4

24

20 – 29

3

18

30 – 39

2

12

3

18

Sex
Female
Male
Country of origin
Denmark

Seniority (years since graduation)

Workplace (data generation setting)
Mainstream Mental Health Services (MMH) (n = 3)

5

Specialised Mental Health Services (SMH) for Migrants (n = 1)

13

76

1

6

None

3

18

0.25 – 1

7

41

2 –9

4

24

10 – 19

2

12

20 – 29

1

6

1–4

7

41

5–9

5

29

10 – 14

2

12

15 – 19

1

6

20 – above

2

12

Specialised Health Services (SH) for Migrants (n = 1)
Experience with specialised services for migrants (years)

Number of conducted CFI's

CFI recordings
From January – March 2016, providers from the SMH-setting recorded 20 CFI sessions. All patients
who came for a CFI as part of their standard assessment at SMH were invited to participate in the
study and have their session recorded. Patients who agreed to participate gave written informed
consent for the recording and for sharing basic demographic information. For video recordings
providers were instructed to film all parties in the encounter.
An initial goal of 15-20 recordings was set based on estimations of how much data we could analyse
in depth qualitatively and what was feasible within the project timeline and capacity of the clinic and
staff. During the data generation LGL reviewed recordings and wrote preliminary analytical memos.
When we reached 20 recorded CFI sessions (seven audio and 13 video recordings), the encounters
presented a varied combination of the demographic characteristics age, gender, and country of origin
for both patients and providers and for providers, professional seniority and CFI experience. There
were also variations in seemingly successful and challenging CFI performances as well as the
presence of interpreters. Further, we found that we had reached data saturation regarding the overall
study objective (Charmaz 2015) and terminated the data generation.
Table 2 displays characteristics of the recorded CFI sessions. One male and six female medical
doctors (MD) recorded their CFIs. The mean CFI duration was 28 minutes (range 15-45 minutes).
Twelve sessions were interpreter-mediated and were longer (mean: 30 minutes) than the remaining
eight sessions, conducted in Danish without interpreter assistance (mean: 25 minutes). The

assisting interpreters all worked freelance but had permanent engagement at SMH and most
interpreters knew the CFI well.
Seven male and thirteen female patients originating from the Greater Middle East, North Africa and
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Southeastern Europe participated in the recorded CFIs. They were 21-62 years old, varied in
migration status and their mean duration of stay in Denmark was 13 years (range 0.5-27 years).
Table 2: Demographic characteristics of CFI sessions pr
CFI recording
#

MDs

Audio
vs. video

Sex

Country of
origin

1

Duration
in
minutes
24

Audio

F

2

35

Audio

3

32

4

Patients

Interpreter

Age

Sex

Country of
origin

Years
in DK

Denmark

29

M

Syria

5

Refugee

F

Denmark

42

F

Morocco

6

Yes

Video

F

Denmark

51

F

Afghanistan

4

Family
reunified
Refugee

33

Video

F

Denmark

44

F

Afghanistan

4

Refugee

Yes

5

19

Video

F

Denmark

36

F

Pakistan

9

Yes

6

30

Video

F

Denmark

44

F

Romania

7

Family
reunified
Immigrant

7

26

Audio

F

Denmark

49

M

Iraq

16

Refugee

Yes

8

45

Audio

F

Denmark

21

M

Syria

0,5

Refugee

Yes

9

23

Video

F

Denmark

28

M

Bulgaria

Immigrant

Yes

10

24

Video

F

Denmark

53

M

Iran

16

Refugee

Yes

11

32

Audio

F

Denmark

45

F

Somalia

23

Refugee

No

12

15

Video

F

Denmark

54

F

Iraq

17

No

13

34

Audio

F

Denmark

42

M

Montenegro

19

Family
reunified
Immigrant

14

17

Audio

F

Denmark

63

M

Iran

27

Refugee

No

15

18

Video

F

Denmark

35

F

Pakistan

8

Yes

16

16

Video

F

47

F

Algeria

25

17

18

Video

F

22

F

Iraq

12

Family
reunified

No

18

39

Video

F

Southeast
Asian
country
Southeast
Asian
country
Denmark

Family
reunified
Family
reunified

43

F

Iraq

16

Refugee

No

19

39

Video

F

Denmark

40

F

24

41

Video

M

Denmark

45

F

Family
reunified
Family
reunified

No

20

Libanon
(Palestine)
Turkey

2

27

Migration
status

Interpretermediated
CFI
No

Yes

Yes
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Ethical considerations
The study protocol was approved by the Danish Data Protection Agency (RHP-2017-025, I-Suite:
05610 and RHP-2014-028, I-Suite: 03016). All study participants gave written informed consent to
CFI recordings and/or interviews. Consent forms, including study information, for patients were
available in seven languages (Arabic, Danish, English, Persian, Somali, Turkish, Urdu). Patients with
limited language proficiency received interpreter-mediated information about the study, anonymity
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and their rights as participants. Patients were thoroughly informed that rejection of research
participation would not affect their continued care. To protect the identity of participants all quotes are
presented without notice of personal identifiers.

Analytical approach
The first author (LGL) coded and organised empirical data according to the principles of Charmaz’
constructivist grounded theory (2006; 2015). All interviews and CFI recordings were transcribed
verbatim in Danish and reviewed several times before line-by-line coding the transcripts in NVivo11.
Danish codes and quotations were translated to English for this article. Hypotheses about the material
were not formulated previous to the first round of ‘open coding’, which consisted primarily of in vivocodes using participants’ own words (Charmaz 2006). In the second round of ‘focused coding’, the
most significant and/or frequent (Charmaz 2015) codes from the first round of coding were selected.
They all revolved around what was primarily at stake in the data; namely, the pros and cons of asking
explicit questions about cultural background in mental healthcare. All material was re-examined for
further dimensions and discussions about the topic. Together with co-authors, selected codes on the
analytical topic were compiled, re-read and organised in five conceptual categories (Charmaz 2006;
2015). Throughout the focused coding, ‘sensitising concepts’ from the literature were used to open up
our empirical data. Sensitising concepts were applied in a constant comparative abductive process going back and forth between data and theory - to raise analytical questions and draw inferences to
universal common experience from our particular case examples (Blumer 1969; Charmaz 2015).
Positional maps, one of the cartographic options available through Situational Analysis (Clarke et al.
2017), were applied during the focused coding process to visually grasp and organise the key
discursive positions and paradoxes within the analytical topic.

RESULTS
Our analysis is based on provider experiences with and recordings of questions 8-10 from the CFI.
Those questions explicitly inquire about cultural backgrounds and identities of the patient and how
that makes a positive or negative difference to the presented problem. The three questions stood out in
our empirical data as the most different, difficult and contested. The remaining CFI questions were
generally perceived by the providers as similar to regular assessment interview questions, but with a
stronger focus on the person-centred and patient-empowering approach, which they appreciated and
found stimulating to their practice.
The following analysis presents the five conceptual categories established during our focused coding.
In our analysis we found that discursive positions in our material could be placed on a continuum
between two opposite ends of distance and alliance. Hence, our conceptual categories are grouped in
two sections representing experiences with ‘Alliance and Understanding’ or ‘Distance and Othering’,
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respectively (Figure 2). Despite the distinct structuring of categories, most providers held
contradictory positions and gave examples of varied experiences along the continuum.

ALLIANCE AND UNDERSTANDING
•Discovering the person behind the patient
•Guiding the steps in a new cultural
landscape

DISTANCE AND OTHERING
•Ask a hard question and you hardly get an
answer
•Challenging moral rules in assessment
encounters
•Fearing acts of othering

Figure 2: Display of our analytical findings: Five conceptual categories grouped in two sections representing
the opposite ends on a continuum of ‘Alliance and Understanding’ or ‘Distance and Othering’.

ALLIANCE AND UNDERSTANDING
Despite occasional difficulties with the CFI, which is unfolded in the following section, all providers
agreed that the CFI’s cultural questions had a great potential of facilitating working alliance and
enhancing understanding and empowerment of the patient.

Discovering the person behind the patient
Questions 8, 9 and 10 were by most providers referred to as valuable and unique. This point was
particularly prominent among MDs, who, due to time constraints and competing clinical priorities,
seldom got a chance to discuss fundamental and existential issues with their patients. The questions
were also viewed as the most innovative part of the CFI, providing additional value, compared with
regular assessment interviews, as explained by a provider:
I actually like these questions on background, culture and upbringing. […] Many patients find
it difficult to understand and reply to the questions. […] But it’s often these exact questions,
that actually carry the potential to bring something completely different to the table.
Compared with any other interview, something remarkable can come up here, right?
(Interview: Provider, SMH)
In terms of treatment planning or other direct use of the cultural information, most providers found it
difficult to articulate how the CFI would result in specific changes. In terms of a fuller and more
contextually situated understanding of the patient, they gave several concrete examples of how
conversations about identity and values made them understand the patients’ feelings of loss of self and
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powerlessness more profoundly. At the same time, the inclusion of cultural context gave an
opportunity to focus on resilience and strength in a life story perspective:
I would always want to cover the significance of culture […] in order to elicit an individual’s
personal history and which cultural elements are influencing the situation. What can be
difficult? But equally important; what can be helpful?
(Interview: Provider, SMH)
Several providers noted how the CFI increased patient agency. They recounted how the CFI invitation
to contribute with inside knowledge about cultural backgrounds, religion or country of origin made
the individual step out of the patient role. The providers gave examples of how the enhanced patient
involvement would redress traditional patient-provider power imbalances and facilitate partnerships in
care, as described in the approach of cultural humility (Tervalon and Murray-García 1998). Their
descriptions on how the culturally informed approach and interest in the person behind the patient
strengthened the working alliance resonated with findings in the literature (Chu et al. 2016; Owen et
al. 2016).

Guiding the steps in a new cultural landscape
A few SMH providers reported that the CFI did not contribute with remarkable additional value to
their practice. They mostly attributed this to their high level of experience with multicultural
encounters and wish to follow the patient flow or their own routines rather than the order of an
instrument. This position has also been found among other senior providers applying the CFI
(Ramírez Stege and Yarris 2017). However, in our study, they argued that the CFI could have a
legitimate position in the work of providers with less multicultural experience:
The CFI facilitates some relevant questions […] and I think it would be useful in other
contexts, where providers do not have a background of theoretical knowledge or practical
experience in relation to this group of patients.
(Interview: Provider, SMH)
This point was supported by both early career professionals in SMH and providers from MMH, who
benefitted from using the CFI. They underlined how the CFI helped addressing cultural issues of
importance that providers would otherwise overlook or actively avoid, and how it could help
confronting and often refuting providers’ unexplored stereotypical assumptions. Three providers from
SMH and MMH had witnessed colleagues performing what they called “excessive cultural
sensitivity” or mistaken political correctness. In these instances, certain questions that could be
misunderstood as stereotypical were avoided in an attempt not to provoke patients or create awkward
situations that could resemble negative rhetoric encountered in the general Danish society. As
elaborated in the quotation below, those providers underlined the need for knowledge about cultural
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dimensions of health-related issues and advocated a more direct form of intercultural communication,
which they felt the CFI could help facilitate.
Don’t be afraid to inquire about e.g. guilt and shame to a patient with a non-Danish ethnic
background. You know? Come on, you can do that! Or put in a different way, there are good
reasons to know about such things. And you are also allowed to ask about the partner’s
support and all those things, where […] people think: ‘Oh, well there is a risk that this issue
might be a challenge for this particular patient group, so we cannot ask about that because we
don’t want to’ … what’s it called… ‘stigmatise or…’
(Interview: Provider, SMH)
A provider from MMH recognised the uncomfortable professional insecurity on how to approach the
cultural ‘other’ and confront personal prejudices, but argued that providers cannot let their own
inhibitions stand in the way for obtaining vital information. This provider suggested exchanging the
standard assessment guide in MMH with the CFI to get access to valuable cultural information and
avoid making assumptions, because: “If you don't ask about culture, you will never know the impact
of it”.
To conclude, providers in this study generally endorsed the CFI with regards to facilitating a stronger
working alliance and understanding of the patient, through its invitation for the patient to contribute
with cultural information of importance for the collaboration and future care.

DISTANCE AND OTHERING
In our empirical material nearly all discursive positions recognised the paradox that the CFI - despite
its ability to facilitate alliance and its intention of applying a dynamic approach to cultures could also
lead to experiences of distance and othering. Othering are social processes where a powerful majority
group constructs and names less powerful groups, and by drawing lines between ’us’ and ’them’, they
normalise and maintain a social distance (Jensen 2011; Grove and Zwi 2006). In the following we will
explore how such experiences were produced in the interactions between providers and patients and
were affected by a lack of fidelity to the CFI as well as contextually situated in the Danish political
environment.

Ask a hard question and you hardly get an answer
MD: When it comes to your background, what does it mean to you? Are any aspects of your
culture or the person you are today particularly important to you?
Patient: I have the same … You know, the values I had in my home-country, I also have them
here. It’s not that I have new ones, or…
MD: So, would it be fair to say that those values still have the same importance for you?
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Patient: Yes.
MD: Mmh. Could you try and say something more about those values?
Patient: What exactly is it that you would like to know…? Can you be more specific?
MD: Well, I’m thinking: you say that you have brought the same values, as you had in your
home-country… Have you thought about what those values are?
Patient: Well, it’s … I’m a little uncertain what exactly you’re looking for? But I really have
the exact same values that I had in my home-country. I haven’t changed in any way… It’s the
same….
MD: Ok, you don’t change [nodding]
[Patient looks uneasy and gazes down while their hands fidget on the tabletop]
Patient: There are no changes.
(CFI video: Provider, patient, interpreter, SMH)

The above excerpt from a video-recorded CFI session between an MD and a patient, originally from
Pakistan, shows how CFI question 8 about culture and identity does not immediately resonate with the
patient. It exemplifies a common criticism from the providers, who complained that most patients had
difficulties understanding the “abstract and academic” CFI questions 8-10. It also exemplifies how
providers reported that they struggled to re-phrase or specify the questions. The CFI recordings
uncovered how providers preceded the set of questions 8-10 with a summary of the formal CFI
introduction to the questions. They often used their own words and omitted some of the examples
from the list. This finding suggests challenges with fidelity in the administration of the CFI in this
study. Nevertheless, other CFI studies have similar findings of provider difficulties with explicating
the culture questions and a need for high levels of self-reflexivity among the patients (Aggarwal 2012;
Paralikar et al. 2020; Ramírez Stege and Yarris 2017; Lewis-Fernández et al. 2020; Wallin et al. 2020;
Skammeritz et al. 2020). Because the CFI has three successive questions about cultural identity,
providers told of uncomfortable situations, where patients who just wanted to comply and answer
‘correctly’ became increasingly insecure as the questions continued and emanated feelings of
inadequacy or became wary as to the intention of this collection of questions. In the CFI recordings
the patients’ unease were evident in their reluctance to answer, when their eyes sought help from the
interpreter, or when they told the provider that: “I really try hard to answer all of those questions”, or
asked: “Was that a good answer to your question?”. Several providers recounted how well-educated
patients could answer the questions, but illiterate or less-educated people struggled to answer. Many
participating providers referred feedback from patients reporting that they had “no culture” or just “a
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normal culture”. This type of formulaic answers was also experienced by a provider, who had
conducted 13 CFI’s at the time of interview:
I almost always got the reply: ‘What do you mean?’. And then, a bit depending on which
examples I used, I got a reply to that example […] Some patients give very general answers.
The kind of answers that are almost stereotypical, like: ‘Well, in my culture, families are very
close-knit’ or ’Our family-ties are very strong – that’s something I carry with me’. Ok, yes...
Or: ‘I have been raised to make things work or carry out my duties’ or something along those
lines. And it is, of course, also a relevant piece of information. But often when we ask general
questions, we receive quite general replies, if any at all.
(Interview: Provider, SMH)
As a possible explanation to what is referred in the quotation, scholars suggest that when an
interviewer imposes an a priori category or theoretical framework in the formulation of a question, it
can limit or distort responses and result in arbitrary so called ‘non-answers’, such as yes, no or maybe
(Emerson et al. 2011; Spradley 1979). It has been argued that rather than applying standardised
assessment questions about culture or identity, the provider should learn from the other through
comprehensive personal narratives (Anthias 2002; Hollinsworth 2013). Still, such descriptions can be
essentialised and stereotypical when given and used by people, who are not used to working
analytically with the concepts (Anthias 2002). Cultural identity is a meaningful concept in a
formulation of the problem (Anthias 2002; Rose 2019). Yet, based on our empirical examples and the
presented theoretical considerations, we found that the CFI questions about cultural identity in
practice, when answered in few words at one point in time and space, could clash with the antiessentialist intention of the CFI and were perceived by the providers to have limited analytical value.

Challenging moral rules in assessment encounters
Some providers were reluctant to ask explicit questions about culture. Other providers were not and
described how patients are used to being asked all types of private questions, when receiving mental
healthcare. They were convinced that if questions are posed in an acceptable way, patients will answer
without feeling provoked. A provider supported this statement and compared questions about culture
with questions about suicidality.
It depends on one’s abilities to formulate the question so it comes across as genuine. In several
of the questions I normally ask, I would think to myself: ‘Ok, how can I ask this question in a
natural way?’ You know: ‘So, how is it these days, have you had any suicidal thoughts
recently?’… ‘Hello, there!’, right? [laughs] And that’s how I think some of these [culture]
questions might belong to the same species of questions. But ok, patients will just have to get
used to such questions. That’s just how it is.

13

(Interview: Provider, MMH)
The provider refers to a psychiatry culture that has socialised providers into a type of interaction
where they retrieve sensitive information from relatively short encounters with near strangers.
Encounters, such as the outpatient consultation, tend to be ritually organised by moral rules, which
govern the possible actions of the participants (Goffman 1956). Thus, both patient and provider
should expect this type of direct communication. Yet, some providers felt embarrassed by asking
cultural questions, and the above comparison with questions about a sensitive issue such as suicide is
indicative of the status of culture in Denmark. Here, the notion of culture is frequently mentioned
when inferiorising groups or individuals who do not comply with norms or rules of the society
(Hervik 2019), or in anti-immigration rhetoric, where culture is often used as a proxy for race
(Saresma 2019). In a healthcare setting the category of ‘the cultural patient’ is often evoked when
ethnic minority patients are perceived as difficult and deviating from ‘the good patient’ (Johansen
2006). When introducing cultural explanations to mental issues, a new area of social life is drawn into
the clinic (Johansen 2008), which can seem unnatural for both patient and provider (Aggarwal et al.
2019):
It’s because the patients feel that it is a bit unserious. Particularly, if they just defined their
problem as a depression or another illness. Then they feel that you suddenly introduce culture
or… connect issues that shouldn’t be connected. Like: ‘Are you not taking me seriously now?’
or ‘Are you pointing a finger? Or trying to blame my culture for my problem?’
(Interview: Provider, SMH)
Based on this and similar provider accounts, we suggest that the providers perceived the introduction
of culture as a violation of the implicit moral rules of content and questions in the initial mental health
encounter. The intention with the CFI is to expand what counts as evidence in an otherwise
biomedically reductionistic encounter (Aggarwal 2013). Nevertheless, this shift still seemed to
produce friction in some encounters, which points to the need of a stronger focus on that issue in
future CFI implementation, training and supervision. A provider who had conducted 18 CFI’s
recounted how questions about culture seemed unnatural in the initial healthcare context and therefore
threatened the alliance by alluding to in- and out-group divisions:
Well, culture encompasses so many things […] But the CFI questions are primarily about your
culture […]. It becomes a bit alienating and creates barriers or a kind of a divide. Because, […]
one gets the impression that patients feel we distance ourselves from them by asking these
questions. Suddenly it’s no longer just about two human beings, a provider and a patient, sitting
together. Now, the patient also represents a different culture than the one I’m sitting with.
(Interview: Provider, SMH)
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Despite the CFI’s theoretical underpinning of contemporary cultural theory, this provider still
perceived the questions in a more static and descriptive cultural framework. The provider referred to
the examined culture as a concrete, person-specific thing that the patient brought with them into the
room, which demarcated a boundary between patient and provider. The provider had a social science
degree and started the quote by recognising how culture is multifaceted, but criticised the way the CFI
seemed to shape the conversation about culture. This criticism seemed to be about the unexpectedness
of the questions in the context of a first healthcare encounter and the way they focus attention on
differences rather than on common ground. When asked how the CFI is different from the culturally
informed approach, which is generally regarded to be a desirable method, the same provider replied:
Because the agenda is that we must ask these questions. Normally, if a patient brings up
cultural issues of their own accord, I would ask follow-up questions of relevance to those issues
[…] But… when we must ask these questions, it creates a distance between the patient and
provider. It’s difficult to say what exactly it does to the encounter. But, I for one, haven’t had a
lot of positive experience with it.
(Interview: Provider, SMH)
In the literature, a ‘cultural opportunity’ is defined as a moment in therapy with an obvious contextual
opening to address issues relevant to the patients’ cultural identity. Missed cultural opportunities are
negatively associated with treatment outcomes (Owen et al. 2016), supporting the idea that cultural
awareness is key in therapy. However, studies suggest that it is unnecessary and has no effect on
treatment outcomes to abruptly initiate conversations about race and cultural issues in the first session
(Owen et al. 2016). Taken together, we find that these two points could explain the reservations of the
quoted provider and their ambivalence in relation to the provider-driven introduction of culture as
explanatory framework for illness. Our findings raise questions about whether the current
recommendation of using the CFI in the initial encounter (Lewis-Fernández et al. 2020) may contrast
with the suggested – and for some providers preferred - approach of cultural humility, where
providers take time to build a trusting alliance before introducing contentious issues and respect
patient autonomy over what to disclose and when (Owen et al. 2016).

Fearing acts of othering
Individuals who are categorised as ‘migrant, cultural minority, or transcultural patients’ have
subjective experiences with the classification, which are shaped by the categorising majority groups
and by discourses in society and the healthcare system (Mik-Meyer 2016; Krag 2007). Contemporary
discourses in Danish society are produced in the context of an increasing neo-nationalism and post
9/11-rhetoric about non-Western migrants and ‘Middle Eastern or Muslim culture’, which is framed
as incompatible with Danish democratic values (Hervik 2015; Younis and Hassan 2018; Lex et al.

15

2007; Rytter and Pedersen 2014). Yet, in the aftermath of the Holocaust, the concept of race has been
practically eliminated from the active vocabulary in Denmark, as in many other European countries,
and conversations about racial identity or discrimination and its implications have been inhibited for
decades (Goldberg 2006; Hervik 2019). We argue, that the lack of acquaintance with words and rules
for conversations about cultural identity and the lack of training on cultural competence in Denmark
could explain the insecurity we find in our data related to navigating the three CFI questions on
cultural identity. Our CFI recordings showed how the inquiry was sometimes accompanied by
apologetic giggling and how providers made disclaimers about the difficult questions:
MD: The culture you grew up with, what kind of significance does it have for you? I mean
your background… What does it mean to you? And what is particularly important for you as
an individual?
[Interpreter translates. Patient asks briefly. Interpreter speaks in Arabic. Silence. MD
intervenes]
MD: For many people this can be a difficult question…
Patient: Well, I don’t think there is that big a difference. When it comes to what you can do…
the feeling of liberty… and freedom of thought. But here [in Denmark] there is more freedom
to participate and choose what you want politically. We don’t have that. Beyond that, I don’t
see a big difference. I think that our [Syrian] culture is not a bad culture.
MD: Mm. I actually think that the question is to be understood in a more positive way.
Whether there is something in the culture or background which matter? Which can actually
also be a source of support?
[Interpreter translates. Long break. All laugh a bit. Interpreter continues talking]
Patient: Ok. It’s a bit difficult to answer, but I think… that there is something […] Our
upbringing is different than here, in a way. But at the same time there is not that… eh… big a
difference. You know, I have learned that if I go out… and try to… have fun… at night. I will
do it to have fun. Not to bother other women, for instance. As happened recently.
[This interview is from 20 January 2016 and the patient is allegedly referring to the highly
media covered 2015-16 New Year’s Eve in Cologne and other German cities, where young
migrant men of ‘North African and Arab background’ sexually assaulted a number of women
during celebration gatherings]
MD: Mm... [Chuckles awkwardly]
Patient: It’s a bit difficult for me to understand [Patient and interpreter laugh apologetically]
(CFI audio: Provider, patient, interpreter, SMH)
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In the above excerpt the provider was quick to make amends for the misunderstanding when the
patient defended Syrian culture. The provider emphasized the positive intention of the question focusing on resilience and resources - even though the CFI asks for impact that makes the problem
both better and worse. We believe that this reflects how some providers were extremely concerned
about their power to impose the ‘cultural minority category’ and its negative connotations to patients
who did not bring up the issue themselves. In the case above, the provider could have taken another
approach in trying to explicate and repair the possible cultural rupture (Owen et al. 2011). By
acknowledging instead of dismissing the patient’s feelings of othering, the provider could have
explored reasons why he felt a need to justify Syrian culture and why it was important for him –
unprompted and in this social interaction - to distance himself from criminal and sexually aggressive
young migrant men, which is an othering stereotype represented in Danish media (Jensen 2011). The
provider did not confront the rupture but was apologetic and generally seemed uncomfortable.
Feelings of discomfort and distance in relation to the CFI questions on cultural background was
mentioned several times by providers in our study, and in the section above we have offered our
analysis on why this was the case in our particular setting.

DISCUSSION
Conclusion
The intention of this article was to understand and unfold provider experiences, to counteract possible
ambivalence and reservations in future CFI use. Our analysis shows a dilemma in the use of the CFI;
that the cultural questions can lead to a better understanding and alliance with the patient, but also
create awkward situations where the questions seem inappropriate in context and where notions of
othering are at play. We suggest that this dilemma can be understood at three levels: 1) at the CFI
instrument level, where some formulations were difficult to understand for providers and patients, 2)
at the organisational level, where training, supervision and adherence to the CFI was not sufficiently
addressed, and 3) at the contextual and structural level, where societal discourses and traditions on
cultural consultation in Denmark impacts CFI implementation.

Perspectives and clinical implications
The paradox of distance versus alliance is known from the everyday use of the concept of culture.
Cultural differences can open up to curiosity, deeper understanding and meaning-making, or they can
inhibit conversations and contribute to categorisations, superficial understandings and prejudices
(Kleinman and Benson 2006). To avoid stereotypical approaches to culture, ethnographic fieldwork
has provided a method to gain ‘thick descriptions’ by immersing oneself in the others’ social world;
living under their circumstances, observing, interpreting and understanding the meanings of their
cultural systems (Emerson et al. 2011; Goffman and Lofland 1989). Evidently, this ideal is outside the
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scope of healthcare providers in their busy clinical practice. So how can providers make a short-cut to
elicit information about the patients’ cultures? The CFI aims to “strike a balance between depth and
concision in clinical assessment” (Lewis-Fernández et al. 2016b). In this balancing act, the CFI
developers are well aware of the possible unintended consequences of a superficial cultural
assessment leading to stigma and even greater misunderstandings in patient-provider encounters
(Kleinman 2016). Our empirical study with varied insights from different types of providers in both
mainstream and specialised mental healthcare shows how the balance still seems challenging in a
healthcare setting which is new to the concept of cultural consultation. Quotations in this article
demonstrate how several providers seemed to adopt an outdated and static understanding of culture,
e.g. as something the patient “grew up with”. This and other findings of our overall CFI multi-site
study suggest that some providers seemed to conflate culture with ethnicity or migration status
(Skammeritz et al. 2020), which is a common misconception in reductionistic biomedical systems.
We argue that the cultural questions of the CFI represent a courageous and welcome opening to a new
landscape of culturally informed care, which is gradually becoming recognised and requested in
Danish and Nordic healthcare systems (Ekblad and Kastrup 2013). Accordingly, the CFI could
possibly be successfully implemented in Danish healthcare if certain provisos are considered.
Firstly, it would require comprehensive training and ongoing supervision of providers on how to
understand and communicate the impact of culture on mental health (care) and how to subsequently
apply the CFI information during care. Competencies in conveying the concept of culture’s “abstract
and academic” meaning to patients across countries, contexts, and patient educational levels are
essential for successful CFI implementation. We suggest that the clinical validity of the CFI depends
on the providers’ ability to understand what is being asked and to follow up with probes that clarify
the intent of the questions for the patient. It is necessary to actively address the complexity,
multiplicity and dynamic development of the cultural networks that both patient and provider are
embedded in, to avoid the risk that CFI question 8 evokes essentialised understandings and
applications of culture, which has also been discussed by other CFI scholars (Ramírez Stege and
Yarris 2017). Ongoing critical self-reflection about the provider’s own culturally-shaped perceptions,
implicit biases and counter-transferences should play an essential role in both training and
supervision, as encouraged in the concept of cultural humility and contemporary cultural competence
courses (Willen 2013; Tervalon and Murray-García 1998; Guzder and Rousseau 2013; Foronda et al.
2014).
Secondly, if used with cultural minority patients, there seems to be a great need for a clear framing of
the CFI and its purpose. In the CFI’s current introduction, the interview is presented subtly as a broad
curiosity about patient “experience and ideas”. A more explicit and transparent introduction that
prepares the patient for content that might not be expected in a mental health assessment could be
beneficial. This could further support a potentially emotional conversation about issues that can lurk
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behind the “ostensibly benign idiom of culture” (Willen 2013), such as acculturative stress, structural
inequalities and experiences of racial discrimination, and subsequently yield richer responses and
accounts. More effort should be put into setting the scene for the interview and establishing a safe
space for both patient and provider, as suggested by the provider in the opening quotation of this
article. However, the facilitation of a safe space is not only a matter of personal relationships and
professional skills. It is profoundly impacted by societal and organisational structures (Figure 1).
Therefore, contextual factors affecting CFI implementation and outcome should be explored further.

Study limitations and generalisability of findings
In this study, where either a recorder or the interviewer (LGL) were present in all conversations,
knowledge is co-produced by the interaction with research (Holstein and Gubrium 1995). The
presence of a recorder in CFI sessions could impact all human actors in the encounter. For some
patients, the suggestions of video recordings could lead to non-participation or evoke feelings of
suspicion. Other CFI studies have used only audio recordings (Aggarwal et al. 2013, 2019; Díaz et al.
2017; Muralidharan et al. 2017; Ramírez Stege and Yarris 2017), however, we found no systematic
differences between our video and audio recordings with regards to question 8, 9 and 10. The videos
did contribute with valuable information on non-verbal communication, which has been presented in
brackets in the quotations and represents a novel contribution to the CFI literature.
Interpersonal relations between informants and the interviewer affect the flow and content of the
conversation. Since most providers were colleagues of LGL, preconceived ideas about one another’s
positions could affect the interview. However, LGL acted throughout with an open and neutral stance
and all providers gave nuanced accounts of both positive and negative CFI experiences and did not
seem to withhold or modify information to please the interviewer.
This study explored CFI implementation as a change of clinical practice in the assessment of new
patients. We did not design a full-scale intervention study, with logic models, fidelity study, process
evaluation etc. (Richards and Hallberg 2015). As mentioned, we observed challenges with fidelity in
the recorded CFI sessions, where providers occasionally would use their own words or not summarise
the introduction to questions 8-10 completely. The definition of fidelity in relation to the CFI focuses
on “core components of interventions [..] delivered” (Aggarwal et al. 2014) and not on the level of
specific wording of the questions. There is an ongoing debate in academic and clinical environments
around drift from the CFI. The discussion revolves around stringent adherence to CFI formulations
and order of questions on one hand, versus following the patient and extensive use of probing or
follow-up questions on the other hand. Future studies should focus on CFI fidelity and how different
forms of CFI administration impact the patient-provider interaction.
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Our initial 1-hour CFI training was based on pragmatic resource considerations and is likely to
represent real-world conditions of how the CFI will be applied in everyday practice (Ramírez Stege
and Yarris 2017). A 1-hour CFI training can yield positive effects on providers’ self-assessed cultural
competences (Mills et al. 2017). However, more thorough training with a strong cultural theory
foundation and more active pedagogical measures such as role play, supervision or self-reflection
exercises, which have proven to be successful in other studies (Lewis-Fernández et al. 2014), could
have led to more consistently positive CFI experiences in this study (Rousseau et al. 2018). The lack
of practical training is also reflected in the design, where seven of the 17 providers had conducted less
than five CFI’s at the time of interview (Table 1). Hence, they had not obtained full familiarity with
the CFI, which may have impaired the quality of the conversation and retrieved information (Ramírez
Stege and Yarris 2017). In our empirical data, we did not find significant differences in provider
perceptions when comparing CFI experienced providers with less experienced providers.
Another real-life condition in this study was the frequent use of language interpreters. Twelve out of
20 recorded CFIs and probably a fair amount of the reported provider experiences involved
interpreters. Interpreter-mediated CFIs have not been described in the DSM-5 Handbook on the
Cultural Formulation Interview despite the likelihood of the CFI being used with ethnic minorities
who cannot receive care in their native language. One recent Swedish study found interpretermediation of the CFI feasible despite some difficulties translating the more complex and abstract
questions (Wallin et al. 2020). All providers were accustomed to working with interpreters. The
assisting interpreters in this study all worked freelance but had permanent engagement at and
extensive experience from SMH. Hence, the interpreters were working under the ethical guidelines of
SMH and knew the CFI well. Still, it is well established that issues related to alliance and effective
communication are complicated by the presence of an interpreter, which is likely to have affected our
research findings (Kosny et al. 2014). Particularly when working with complex concepts such as
culture, there is a risk that interpreters add examples, leave something out or impose their own
connotations to the concept in their choice of words. It was a limitation of our study that we did not
have a professional audit or second opinion on the quality of interpretations and that we did not assess
provider or interpreter fidelity to the CFI (DeSilva et al. 2018). Future studies should explore the
implications of interpreter assistance during a CFI.
The bulk of data (all CFI recordings and most interviews) originated from SMH, where the CFI was
implemented at an organisational level. It was mainly administered by nurses as part of a
multidisciplinary assessment, but for resource and research purposes, social counsellors and MDs
administered the CFI for shorter periods. The other participating healthcare services did not
implement the CFI systematically, but chose one anchor person to test the CFI with their own
patients. The limited number of participants from MMH is a potential shortcoming of this study, since
SMH providers working exclusively with migrant patients allegedly differ from the average provider
20

in their interest in and will to work with cultural dimensions of health and illness. Hence, research on
a systematic implementation of the CFI in MMH and in settings with lower patient-diversity could
yield different findings and should be conducted (Rousseau et al. 2018).
In this study we assessed the use of the CFI with a patient population of first-generation migrants.
This clashes with the intention that the CFI should be used with all patients regardless of cultural
backgrounds and contributes to the categorisation of some patients as more different - and perhaps
more difficult - than others. However, the CFI has been highlighted as particularly relevant in cases
where providers are unfamiliar with the patients’ cultural background (Lewis-Fernández et al. 2014),
which is more likely in encounters with migrants. We wanted to test approaches that can support
culturally informed care for a migrant population, and given the limited research on the CFI use, we
chose this population based on the anticipation that critical case examples would generate the most
rich and profound insights (Flyvbjerg 2006), which subsequently could be transferred and tested in
other populations. Hence, our analysis might not represent the average CFI encounter but raises
awareness of benefits and unintended consequences that the CFI can generate to a certain extent in
any given encounter.
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Abstract This qualitative study presents migrant patient perspectives on using
the Cultural Formulation Interview (CFI) in mental health assessments in Denmark.
Empirical data consisted of 20 recorded CFI sessions and 16 patient interviews,
coded with a constructivist grounded theory approach. Empirical findings prompted
us to draw on the theoretical framework of intersubjective recognition in the analytical process. Our analysis showed how patients had multiple previous experiences
of misrecognition in life and healthcare. This seemed to restrain their self-esteem
and available positions for expressing preferences and reservations during the CFI
and led to negotiations of worthiness of care. Despite occasional lack of flow and
information in the recorded CFI sessions, patients subsequently recounted how they
felt the CFI recognised the complexity and context of their cultural identities and
illness narratives. Patients described how the CFI-guided provider approach of
curiosity and empowerment carried significant meaning and left them feeling dignified, hopeful and engaged in future care. Intersubjective recognition is
fundamental in all human interaction, but we argue that the recognising CFI
approach is particularly important in vulnerable and asymmetrical mental health
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assessment encounters where access to care is determined and when working with
migrants or other marginalised groups.
Keywords Recognition  Mental health  Health-related deservingness 
Migrants  Cultural Formulation Interview

Introduction
The Cultural Formulation Interview (CFI) is an internationally acclaimed clinical
tool to guide a cultural assessment in mental healthcare. It was developed for the
2013 publication of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5) (American Psychiatric Association 2013a). The core CFI consists of 16
open-ended questions. Taking a person involving approach, the CFI encourages the
patient to define their problem and elaborate on explanatory models of illness,
coping, preferences in care, cultural identities, as well as social and cultural context.
The CFI is meant to facilitate patient involvement and engagement in care, mutual
trust and building of rapport, enhanced patient satisfaction, culturally valid
diagnoses, tailoring of care plans, and improved clinical outcomes (LewisFernández, Aggarwal, and Kirmayer 2016; Lewis-Fernández 2009; DeSilva et al.
2018; La Roche and Bloom 2018). The CFI has been theoretically endorsed as a
substantial contribution to cultural psychiatry (Kleinman 2016). However, there is
still a need for empirical studies on experiences with and implications of using the
CFI in clinical practice (Lewis-Fernández et al. 2017). As for all types of
interventions, it is relevant to assess how CFI use is conditioned and influenced by
varied settings and social dynamics (Rod et al. 2014), including different national
contexts, healthcare systems, provider groups and patient populations.
The Danish CFI Study
At a specialised mental health service (SMH) for migrants in Denmark, a patient
satisfaction survey found that patients’ perceptions of influence on care as well as
understanding and respect for their cultural backgrounds were significantly
associated with treatment satisfaction (Lindberg et al. 2019). To increase focus
on those factors, the SMH decided to investigate the use of the CFI in a Danish
setting. In 2015, the SMH included the Danish translation of the CFI (American
Psychiatric Association 2013b) systematically in routine clinical care and invited
other healthcare services to join a research project on CFI experiences. Five
healthcare services in the Capital Region of Denmark participated in the multi-site
study, hereunder two specialised outpatient services for migrants and three
mainstream mental health services. The study included migrant patients, providers
and interpreters over approx. 1 year (2015–2016) and generated empirical material
from focus group discussions, individual qualitative interviews, video- and audio
recordings, questionnaire surveys and medical records (Skammeritz et al. 2020). In
the multi-site study, empirical data was analysed to assess implications of the CFI
on the diagnostic assessment process and the multicultural patient-provider
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encounter with regards to mutual understanding of the illness and cultural issues, as
well as trust building and patient involvement. This article presents patient reported
experiences with the CFI and observations from recorded CFI sessions.
Previous CFI Studies and Aim of This Study
Empirical studies have assessed patient and provider experiences with the core CFI
in its final format or its field trial tested precursor (Jarvis et al. 2020). Generally,
patients seemed to appreciate the CFI to a higher extend than providers (Paralikar
et al. 2015; Aggarwal et al. 2013; Lewis-Fernández et al. 2017; Skammeritz et al.
2020). Patient perspectives on taking part in a CFI have been elucidated with
qualitative methods in studies from the US, Mexico and India (Muralidharan et al.
2017; Aggarwal et al. 2013; Ramı́rez Stege and Yarris 2017; Paralikar et al. 2019;
Paralikar et al. 2015). Patients in these studies expressed how the CFI generated
feelings of trust and safety in the encounter and provided a space for sharing
vulnerable experiences, illness context and personal reflections (Muralidharan et al.
2017; Paralikar et al. 2015, 2019). Patients also reported reservations regarding the
CFI’s lack of differentiation from other clinical interviews and its uncomfortable inquiry about religion, past history (Aggarwal et al. 2013), and culture
(Ramı́rez Stege and Yarris 2017).
However, in these studies, the CFI was used with both new and extant patients
and conducted by a designated study clinician who was not a gatekeeper of access to
care nor responsible for the continuation of care (Muralidharan et al. 2017;
Aggarwal et al. 2013; Paralikar et al. 2015, 2019), or the CFI was not conducted as
part of the diagnostic intake (Ramı́rez Stege and Yarris 2017). Hence, these studies
do not entirely represent assessment processes where new patients are considered
for treatment (Aggarwal et al. 2013). Therefore, they might not shed light on
patients’ engagement in the CFI when used in vulnerable assessment situations
where access to care is being negotiated and decided. Nor do they elucidate patients’
need for intersubjective recognition when entering a possible long-term relationship
with a provider in charge of care. These two phenomena are the focus of this article,
which was informed by the research question: How does the CFI affect
intersubjective recognition and patient engagement, when used in mental health
assessments of migrant patients in Denmark?
Migrants in Denmark
The Danish healthcare system is publicly funded through taxation and offers
universal healthcare for all Danish citizens and migrants with residence permits.
Migrants make up 10% of the Danish population, with the biggest groups
originating from Syria, Turkey, Iraq, Iran and Bosnia-Herzegovina (Statistics
Denmark 2019). Historically, migration to Denmark has been limited and the
Danish history of colonialism has not been widely acknowledged or known amongst
the majority population. Hence, the general collective self-understanding is that
Denmark has a culturally homogenic population with equal rights and privileges in
society (Danbolt and Myong 2019). Nonetheless, migration to Denmark from
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primarily non-Western countries has increased during the past three decades and the
political discourse on migrants or ‘the cultural other’ has become harsher (Hervik
2019a). During the times of this study, immigration policies and access to social
benefits for migrants were repeatedly restricted by the government, led by
Venstre—the Liberal Party of Denmark. The right-wing nationalist Danish Peoples
Party became the second biggest party in the parliamentary election in 2015 and
new neo-nationalist political parties emerged and captured considerable media
exposure.
Minority experiences of racial discrimination have by large been neglected and
under-researched in Denmark (Hervik 2019b; Anker et al. 2011). However, ethnic
minorities are subject to inequalities in health and there are structural patterns of
discrimination in access to healthcare, education, employment and housing (Hervik
2019b; Slot 2014). Migrants report discrimination in care trajectories, experience
that providers are less attentive to their illness narratives and feel less involved in
decisions about care (Esholdt et al. 2009). As for mental health, migrants experience
more mental problems (Singhammer and Bancila 2011; Norredam et al. 2009) and
more frequent coercion in mental healthcare (Norredam et al. 2010) than ethnic
Danes. The majority of healthcare providers in Denmark have not received
formalised training in cultural consultation, since this is not mandatory in most preand post-graduate education programmes (Ekblad and Kastrup 2013).
Recognition: The Overall Theoretical Framework
‘‘No human being comes to a knowledge of himself or herself except through others.
From the outset of our lives we are in intersubjectivity’’ (Jackson 1995:118).
Intersubjective interaction is vital in the dialogic formation of self and personal
identity, because the self internalises perspectives of other people (Taylor 1994;
Honneth 2001b). The critical theory on recognition by social philosopher Axel
Honneth (Honneth 2003) posits intersubjective recognition as a fundamental human
need. Honneth argues that recognition is constitutive in the development of identity,
autonomy, dignity and integrity. Intersubjective recognition is vital in three spheres
of life: (1) the intimate sphere of family and friends should provide love-based
recognition of the individual’s private particularity, (2) the legal sphere in society
should afford non-discriminatory rights-based recognition of equal citizens, and (3)
the cultural sphere of social relations in society and ‘communities of value’ should
provide esteem-based recognition of the individual’s unique contributions and
merits (Anna 2018; Schmitz 2019; Honneth 2003). Intersubjective recognition in
each of the three spheres leads to the development of three positive self-relations;
respectively self-confidence, self-respect and self-esteem. Correspondingly, in each
of the three spheres, a critical damage or undermining of the self can occur in case
of misrecognition or disrespect such as: (1) abuse, assault, or physical humiliation
like rape and torture, (2) rights denial, discrimination or exclusion, and (3)
denigration, humiliation, insult or vilification (Anna 2018; Honneth 2001b, 2003;
Anderson and Honneth 2005).
In our empirical data, we saw implications of (mis)recognition in all of
Honneth’s three spheres. Due to the focus of this study, we primarily engage
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literature on the third sphere of esteem-based recognition in social relations. Theory
on this sphere elucidated how previous misrecognition in care and the contrasting
patient experiences of being recognised and ‘socially visible’ (Honneth 2001a)
during the CFI, mattered in the patient-provider encounters.

Methods
Study Setting
This qualitative study draws on 16 semi-structured interviews with migrant patients
who participated in a CFI and on 20 recordings of CFI sessions.
Empirical data for this study were generated from August 2015 to August 2018 at
SMH, one of the services in the described multi-site study. SMH is a public
outpatient mental health service in the Capital Region of Denmark. As part of the
tertiary healthcare sector, it is a specialised unit serving only refugees and migrants.
Upon referral, SMH primarily provides multidisciplinary care to adult traumaaffected refugees. SMH also provides care to other groups of migrants who are
assessed to be in a cultural context that significantly affect their mental health
problems or their possibility of receiving care in the primary or secondary
healthcare sectors. All available care trajectories at SMH are manualised to
standardise the content and quality of services.
Training
This study was initiated in 2015 with a 1-h CFI training session for all providers at
the SMH. We initiated training with a condensed theoretical and historical
background for the development of the CFI. We then showed scenes from a videorecorded CFI session and introduced all 16 questions of the core CFI. We underlined
the concept of applying the patient’s own words for their defined problem
throughout the interview as well as the need for following the order of questions and
for probing in case of missing or superficial responses. Training was conducted by
the first and fourth author (LGL and SS). Both were employed at SMH at the time of
the study; LGL as researcher and SS as medical doctor (MD) and researcher.
Training was announced by the last author (JC), who was senior consultant and head
of research at SMH.
Study Design
Following the training, the CFI was used systematically with all refugee and
migrant patients (henceforth migrant patients is used as a catch-all term) referred to
SMH to assess the extent and impact of cultural issues on their health problems. The
CFI was part of a broader multidisciplinary assessment for receiving care at SMH
and was conducted by the MD who would be responsible for continued care, if this
was granted.
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Fig. 1 The two data generation processes yielding empirical data for this study (represented by the green
boxes). Process 1: Video and audio-recorded CFI sessions (n = 20) and end-of-care patient interviews
(n = 8). Process 2: CFI debriefing patient interviews (n = 8)

After approx. 6 months of systematic CFI use, MDs at SMH recorded some of
their CFI sessions (n = 20) and all providers in the overall multi-site study were
interviewed about their CFI experiences. After this, the multi-site study on CFI
implementation was finalised. However, at the SMH we were able to follow the CFI
as it was subsequently used in everyday clinical practice and recruit patients for
debriefing interviews. The CFI was then used more sporadically, mainly by nurses
in the multidisciplinary assessment of new patients for whom diagnoses, cultural
influences and care plans were undecided.
To assess the CFI’s impact on care, patients from the recorded CFIs (n = 8) were
interviewed at the end-of care, however, most did not clearly recall the CFI. Based on
these findings and our theoretical sampling approach (Charmaz 2015), we decided to
supplement with CFI debriefing interviews (n = 8) in a subsequent data generation
process. The different data generation methods, which are described in detail below,
allow for a methodological triangulation on CFI use in action and in patients’
retrospective reconstruction of it. Figure 1 displays the two data generation processes.
Recorded CFI Sessions
CFI sessions were recorded from January to March 2016. All patients were invited
to have their CFI recorded. For those who accepted, some preferred audio (n = 7)
over video recordings (n = 13).
LGL assessed recordings for quality and content as they came in and made
preliminary analytical memos. Our initial goal was 15–20 recordings with varied
interactions between patients of different age, gender, country of origin and providers of
different age, gender, professional seniority and CFI experience. After 20 recordings
with a fair variability on session characteristics such as interpreter assistance (n = 12)
and the above-mentioned demographic variables for patients and providers, data
generation was terminated. Average CFI duration was 24 min (range 15–45 min).
CFIs were recorded by one male and six female MDs, all originating from
Denmark except one from a Southeast Asian country. Assessments of new patients
were primarily allocated to resident MDs who therefore recorded most CFIs.
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Seven male and 13 female patients aged 21–62 years participated. Diagnoses
upon admission were post-traumatic stress disorder (PTSD) and/or depression. Most
patients originated from the Greater Middle East or North Africa and three from
South Eastern Europe. Their average duration of stay in Denmark was 13 years
(range 0.5–27 years). Nine patients had refugee status, eight had been reunited with
a family member with refugee status, and three had immigrated to Denmark.
Patient Interviews
End-of-Care Patient Interviews
In their written consent, eight of the 20 patients from the CFI recordings had
provided contact information and expressed a wish to follow the research project.
All eight were invited to an end-of-care interview and agreed to participate. Due
to practical obstacles such as unclearly handwritten email addresses, disconnected phones, patients’ unstable mental state and concurrent obligations related
to receiving social benefits, some interviews were rescheduled and postponed
several times. Hence, interviews were conducted 0–8 months after end-of-care.
Correspondingly, since most care trajectories lasted about 1 year, interviews
were conducted 1–1.5 years after the CFI took place at the beginning of care.
Despite having ended care, all participants in the study will be referred to as
patients.
Semi-structured interviews with six women and two men aged 23–53 years were
conducted by LGL during April through September 2017. Interview settings was
chosen by the patients; resulting in three interviews in patients’ homes, one at a
café, one over the phone, and four at SMH. Five interviews were interpretermediated. Six patients originally came from North Africa or the Middle East and
two from South Eastern Europe. Interviews lasted 37 min to 1 h 42 min.
The interview guide was informed by the overall study aim, observations from
the recorded CFI sessions and LGL’s participation in other CFI sessions. It
contained open-ended questions to the themes: Expectations for care, Mutual
understanding and engagement in care, Working alliance, and Perceived cultural
sensitivity in care. The guide was slightly adapted during the interview process,
when patients brought up other topics considered relevant for the further
understanding and analysis of data (Charmaz 2015).
CFI Debriefing Patient Interviews
In a second data generation process, from September 2017 to July 2018, CFI
debriefing interviews were conducted by LGL with eight new patients. Our
theoretical sampling aimed at variation on gender, age, language proficiency and
previous experience with mental healthcare. Yet, our final sample reflected the
general gender ratio of patients screened with the CFI in the study period, in which
women outnumbered men. Recruitment continued until the study aim and analytical
ideas were thoroughly explored (Charmaz 2015).
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Six women and two men between 24 and 52 years of age participated in semistructured interviews. Patients chose the setting, which for all but one who was
interviewed at home, was most convenient at SMH in connection with other
appointments. Three patients used an interpreter and all except one from the former
Yugoslavia originated from the Middle East or North Africa. Debriefing interviews
took 23 min to 1 h 17 min and were conducted 0–14 days after the patients’ CFI
session.
As the end-of-care interviews, this interview guide contained open-ended
questions to Expectations for care, Mutual understanding and engagement in care,
Working alliance, Perceived cultural sensitivity in care, and was supplemented with
direct inquiry about the specific CFI questions and the CFI’s overall aim and
relevance for care.
Ethical Considerations
The study protocol was approved by the Danish Data Protection Agency (RHP2014-028, I-Suite: 03016 and RHP-2017-025, I-Suite: 05610) and submitted to the
Regional Committee on Health Research Ethics in Denmark (Journal no.:
H-15011361), which confirmed that qualitative research studies do not require
approval in Denmark. All patients gave written, informed consent. All received a
copy of their consent including a study summary and information for contacting the
researchers. Consent forms and study information were available in seven
languages. The recruiting provider and/or the interviewer (LGL) also gave verbal
information about the study, anonymity, confidentiality and participant rights, which
was interpreter-mediated for patients with limited language proficiency. We applied
a multi-staged recruitment process, which gave patients time to consider participation before arranging an interview (Valibhoy et al. 2016). For patients who
cancelled, the option of withdrawing from the study was reiterated when rescheduling interviews and some chose to opt out at that stage. To protect identities,
all quotes are presented under pseudonyms. Interviewed patients had the option to
choose their pseudonym.
Analytical Approach
LGL coded and organised the empirical data according to Charmaz’ version of
constructivist grounded theory (Charmaz 2006; Charmaz 2015). All CFI recordings
and patient interviews were transcribed verbatim and reviewed before coding.
During the interview process, LGL wrote memos to inform preliminary analysis,
focus the production of data and guide the theoretical sampling of patients
(Charmaz 2015). Openness to empirical data in the first round of ‘open coding’ was
supported by line-by-line coding in the software programme NVivo11 (NVivo
2015). Codes were grounded in data and were mainly in vivo codes named with
patients’ own words (Charmaz 2006). In the second round of ‘focused coding’, the
most significant and/or frequent (Charmaz 2015) open codes were selected and
grouped in more general codes. The chosen codes captured the basic story in our
data, which was about the patients’ negotiations of identities and worthiness of care
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in their presentation of their problems and their need for intersubjective recognition
in the patient-provider encounter to engage in care. Table 1 displays three examples
of our coding process.
Together with the co-authors, the selected codes on the analytical topic were
compiled and grouped according to content. This resulted in three groups of codes,
which were thoroughly reviewed and synthesised in three narratives. These three
narratives were deemed our conceptual categories (Charmaz 2006, 2015). Once the
conceptual categories were established, we went back to data and looked through
our open codes to validate, expand, nuance and challenge our analytical
condensation. Throughout the process of focused coding, development of conceptual categories and writing up the analysis, theoretical or ‘sensitising concepts’
(Blumer 1969) from the literature were used abductively to raise analytical
questions and draw inferences from data to more abstract ideas and generic
processes in human life (Blumer 1969; Charmaz 2015). We employed theoretical
concepts such as ‘health-related deservingness’ (Willen 2012a) and ‘accounts’
(Scott and Lyman 1968) to open up and understand our data. Most importantly, we
searched the literature for thoughts on respect, attention and care in institutional
encounters, which were fundamental themes in our data. These findings prompted
us to conduct our analysis within the overarching theoretical framework of
recognition, as described by Axel Honneth. Our three conceptual categories (Fig. 2)
were named according to their empirical content and the applied analytical
concepts, which is unfolded below.

Analysis
Three analytical sections will elaborate the findings of our conceptual categories: (1)
Previous misrecognition and future engagement in care; (2) Negotiating worthiness
of care, and (3) Recognition of cultural identities and complex illness narratives.
Figure 2 shows how the conceptual categories answer to our research question and
are interrelated by drawing on the main theoretical framework of recognition
(Honneth 2003).
Previous Misrecognition and Future Engagement in Care
In the following, we present patient accounts of previous misrecognition in mental
healthcare encounters. We also demonstrate the paradox that patients in the CFI
recordings often were reluctant to answer or involve themselves in healthcare
decisions, but in debriefing interviews underlined how they had felt recognised and
empowered to engage in future care.
One of the main intentions of the CFI is to afford patients agency to define and
engage themselves in care from the first encounter. Several interviewed patients
mentioned how confronting old trauma and exposing vulnerability to strangers in
the initial assessment encounter was exhausting and uncomfortable. Patients
recounted how they had previously discontinued mental healthcare early in the
trajectory, because they did not feel seen, heard or respected by the providers. When
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(CFI debriefing interview, Elaheh)

Sorry – I didn’t mean to… [Apologises for
crying].

Because we are really strong human beings.
We’re not like.. just laying down. You know,
we came as really young people to this
country and we looked forward to life. To
moving on, building our family here…
Settling and having our roots here.

[...] but I hoped at some point that maybe.. I
could also be offered.. When he [husband]
was offered treatment, that I could also get
in… because there was really something… It
was hard to deal with. Ehm.

(End-of-care interview, Dina)

Struggling to be visible as human being

Feeling unheard

Health-related deservingness
Accounts of being strong and wanting to
integrate

Others decide whether care is offered
Comparing with husband’s illness

Apologising for crying – wanting to be strong

Wanting to be part of Denmark

Being young and hopeful about new future

Migration/flight

Narratives of being strong

Arguing that it was hard

Negotiating and ranking illness

Hoping for care

Wanting to be seen

Wanting to scream

Sensing pro forma listening

Previous misrecognition in mental healthcare

Being frustrated with mental healthcare

It made me even more frustrated, because they
didn’t actually listen to me. I just felt they
listened without listening to what I really said.
Inside myself I felt like screaming: ‘‘Look at
me’’-ish.’’You are looking at me, but you
don’t see me.’’ Well, yes…

Focused coding

Line-by-line open coding

Quotation

Table 1 Display of our coding process, performed according to Charmaz’ version of constructivist grounded theory

Cult Med Psychiatry

Negotiating worthiness of care
Intersubjective recognition
Engagement in care

MD inviting to a good atmosphere
Patient feeling hopeless about care
Patient deciding to give care a chance

(Marie (MD), Karam (patient) and male
Arabic interpreter, CFI recording #08)

MD: Mmh. Thank you, that was all the
questions I had, but we could continue talking
for ever! [smiles]

Patient: And I thought that it is also important to
me to get the clap on my shoulder. And that
when I wake up in the morning, I have
something to get up to, because I have an
appointment here. And what will I gain from
this? Well, at least to get out. Talk to someone
who knows.

MD: [interrupts] Yes. And I am really glad that
you did [smiles].

MD seemingly genuinely interested in
conversation

MD rounding of CFI

Indicating that he feels understood by providers

Patient expecting little from care

Patient needing purpose in life

Patient wishing for acknowledgement

MD supports and encourages continued care

Involvement and engagement in care

MD inviting to engagement in care

[CFI-Question 16] MD: Is there anything that
we should do here to make you feel welcome
and feel that you will get the care that you
need?

Patient: Well, when I first came here, I felt like:
‘‘this is it!’’ I can’t be bothered. I cannot do
this anymore. But then I thought to myself:
‘‘No! I need to give this a chance.’’

Focused coding

Line-by-line open coding

Quotation

Table 1 continued
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applying the conceptualisations of Honneth, the patients expressed feelings of being
‘invisible’ or ‘misrecognised’. Honneth (2001a) argues that basic gestures and facial
expressions which confirms a person as ‘socially visible’, are vital and precede the
process of recognition. However, patients gave examples of previous providers who
did not actually see them, but saw ‘‘just another social security number’’ (Rona) or
were ‘‘too busy starring at their computer’’ (Maryam) instead of the person in front
of them. Feelings of not being recognised for one’s individual particularity
(Anderson and Honneth 2005) were exemplified by stories of providers who had
rushed to send the patients off ‘‘with a prescription of 20 random pills’’ (Maryam) or
took no interest in listening to actual problems only ‘‘asking for a 10-min recap of
my week’’ (Babak). Other patients referred to experiences of being infantilised and
patronised by providers who had terminated their care without further notice due to
‘‘too much absence’’ (Fatme and Dina) or ‘‘lack of compliance with medicine’’
(Elaheh). Putting the theory of Honneth into practice, such ruptures in the relation to
the provider may have a profound negative impact on the patients’ self-esteem and
may threaten the individuals’ perception of being worthwhile and having healthcare
aspirations worth pursuing (Anderson and Honneth 2005).
In contrast to previous experiences of misrecognition in care, all interviewed
patients felt safe in the CFI assessment encounter and regarded the conversation as
worth the emotional strain, as has been found in another CFI study (Muralidharan
et al. 2017) and as explained by Babak:
Even though you had to talk about sensitive things, which might affect you
during the day, and that you have just opened up to a place, you might not
want to open up to, I still felt that - when I left [the CFI session] - I had a nice
sensation in the body. You don’t feel like it’s been: ‘‘Oh no, now I talked
about my past, oh no, now I feel sad because I think about it’’. Not at all. Well,
maybe a little bit… But it’s in a way where you think: ‘‘It’s been worth it to
talk about it’’.
(CFI debriefing interview, Babak)
Despite the consistent positive retrospective evaluations of the CFI, several
patients in the CFI recordings appeared reluctant to engage in the conversation and
express preferences and concerns. Most patients refrained from suggesting causes of

Fig. 2 Our research question presented in the upper grey box, leading to the selection of our theoretical
framework of recognition (Honneth 2003), presented in the lower grey box. The green boxes show our
three conceptual categories, drawing on the main theoretical framework
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their problems or needs in care. Even when MDs probed or re-phrased the
questions, patients gave responses such as: ‘‘If I knew what would help me, I
wouldn’t be sitting here’’ or ‘‘You’re the expert, you decide’’. In response to the
final CFI question about differing expectations or fear of misunderstandings or
discrimination in the patient-provider encounter, not one patient in the 20 CFI
recordings expressed specific wishes or concerns. Most patients used the opportunity to give—sometimes seemingly inflated—compliments to the provider.
Idealising provider perceptions and rejections of any negative impact of cultural
differences have also been found amongst patients in an Indian CFI study (Paralikar
et al. 2019). Such feedback could indicate patients’ uncertainty due to previous acts
of misrecognition in care. It could also indicate social desirability or feelings of
inferiority in the asymmetrical patient-provider encounter. Many seemed uncertain
or laughed apologetically when avoiding to answer the question. Yet providers often
underlined that they would welcome feedback if anything should come up later, as
in this excerpt:
Catherine: What should we pay attention to so you can feel welcome here? Do
you have any wishes? […] Anything specific that you would like to tell me as
your medical doctor, or a psychologist that will see you later on? Something
you would want us to understand?
Dina: [long pause. Breaks into a shy smile, shakes her head from side to side
as to say ‘no’ and moves uneasily on her chair] Well… I don’t know!
Catherine: OK? [pause] If you come to think of anything… For instance, we
have patients who feel uncomfortable with a male provider. Or there could be
certain thoughts or considerations you think your providers don’t understand
or…? [pause] Nothing you can think of right now?
Dina: No. I am completely empty in my head, really! [laughs apologetically.
Both laughs]. No. Nothing.
Catherine: But also… just be honest in our conversations. If something is
uncomfortable to you. You should tell us, right? If there are issues you don’t
like to discuss, say it. We will stop right then and there, OK?
(CFI recording #17, Catherine (MD), Dina (patient))
Despite the occasional lack of information observable in the CFI recordings,
patients in both debriefing and end-of-care interviews remembered and appreciated
the providers’ persistent recognising and involving attitude. That a recognising
attitude in retrospect is more important and empowering than specific information
exchanged in a healthcare session has also been found in another longitudinal study
on migrants and recognition (Ahlmark et al. 2016). The overall empowering and
engaging impact of the CFI was mentioned in all debriefing interviews, where
patients stressed how the questions made them feel involved and taken seriously,
which motivated them to become engaged in care:
LGL: What was it, that made you want to continue here at SMH?
Nour: It’s the way they talk with you. The way they ask you questions, which
makes you feel that this treatment is serious. It is a really good… motivation.
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[..] It makes [people] feel that they are a real part of the whole thing. It’s not
like other places.
(CFI debriefing interview, Nour)
In conclusion, most patients had previous experiences with misrecognition or the
rendering of ‘invisibility’ in mental healthcare. Following Honneth, a hampered
self-esteem may lead to assumptions of not having anything valuable to contribute.
Our data indicate that a previous disabled self-esteem in a healthcare arena can limit
available positions for expressing preferences, reservations and needs in the CFI
encounter. Still, providers preserved the CFI intention by inviting involvement and
future engagement. Hence, in CFI debriefing interviews, patients reported having
felt valued as contributors to a shared care project and that future engagement was
worthwhile.
Negotiating Worthiness of Care
In this section, we highlight how interviewed patients were uncertain about their
access to care and hence in the CFI negotiated positions related to the legitimacy of
their care needs. On a group level, both migrants and mental health patients may be
prone to perceptions of being unworthy of healthcare. Migrant and patient
categorisations, along with categories of illness hierarchies, contribution to Danish
society, and substance use, were the frames in which negotiations of care unfolded
in our data. These dimensions of ‘health-related deservingness’ are elaborated in the
following.
Patients in this study had been informed that the CFI, together with other sessions
in the assessment process, would determine their access to care at SMH. In
debriefing interviews, most patients expressed uncertainty about their future care.
The uncertainty often seemed linked to questions of ‘deservingness’ as described by
Willen (2012a, b). The concept of ‘health-related deservingness’ (Willen 2012a) is
distinct from formal concepts of entitlement and access to care, as per Honneth’s
theory of rights-based recognition in the second, legal sphere. The concept concerns
situational ideas of moral worth that underpins perceptions of entitlement to care.
The idea of ‘undeservingness’ is particularly pertinent to vulnerable groups such as
migrants (Willen 2012b), but also to mental health patients in general (Lewis 2009).
Therefore, patients in this study carried a double proneness to perceptions of
undeservingness. The type of misrecognition enacted through denigration and
inferiorisation, which is often at play when it comes to public discourses about
migrants and their worth in Danish society (Hervik 2015; Hervik 2019b), could be
placed in Honneth’s third sphere of esteem-based recognition (Anna 2018), where
misrecognition can injure the basic self-esteem of individuals. These mechanisms,
in which a person is denied their ‘social validity’ (Honneth 2001a), can explain
personal perceptions of health-related undeservingness.
In our CFI debriefing interviews, we found that patients negotiated positions
within several categories, which pertained to the legitimacy of their care needs and
rights.
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Particularly three young and two middle-aged patients, who had lived in
Denmark most of their lives, were undecided about their belonging in SMH’s
‘transcultural patient’ category. One woman debated the degree to which she
conformed with categories of cultural psychiatry and trauma-related illness, as
illustrated in the quotation below:
LGL: How was it then, for you, to come here [at SMH] the first time?
Rona: [Takes a deep breath and laughs a bit in embarrassment] It was kind of
funny!…Yes.
LGL: Yes?
Rona: [Short laugh] I kind of felt a bit ehh […] I don’t know! Maybe, that I…
didn’t really fit in. Because of course I have some issues connected to my
background and culture and so on. Trauma. But, I also felt a bit like… ehh. I
didn’t feel so devasted by my problems that I could receive such intensive
care. I should just learn to live with these things. I just had some work-related
stress and I could manage. Perhaps I don’t need treatment? Especially when I
saw the clinic and maybe - it sounds a bit wrong to say - but maybe seeing that
many of the others are newly arrived refugees.… Who carry the trauma much
closer to their bodies […]. There are others who need treatment more. Than
me.
(CFI debriefing interview, Rona)
The CFI deliberately avoids the words symptoms or diagnosis, but in a preceding
assessment session, Rona was asked to score her symptoms in clinical ratings of
trauma and anxiety. She explained how she felt her illness was not severe or specific
enough to fit into the ratings’ ‘‘restricted boxed’’ and doubted whether she was
worthy of care at SMH, as unfolded in the concept of health-related deservingness
(Willen 2012a). Yet, the subsequent CFI session where Rona could elaborate and
nuance her cultural backgrounds and illness experiences: ‘‘[…] convinced me that I
could… You know, that you could use me here. Or that I could use you! Or how to
express it [laughs]’’.
The issue of integration in Danish society and contribution to the welfare state
was frequently brought up by patients in both CFIs and interviews. It seemed
important for many to give ‘accounts’ (Scott and Lyman 1968) for how they came to
Denmark with ambitions of building a life, working hard and contributing to
society. Legitimising ‘accounts’ are employed in situations where a person’s
position or actions are perceived as inappropriate or unacceptable (Scott and Lyman
1968). The need to explain or distance oneself from a marginalised group has also
been found in a study of homeless migrants in Denmark (Järvinen 2004) and
conforms with Honneth’s description of how recognition in the cultural sphere in
society has: ‘[…] a value standard whose normative reference point is the economic
activity of the independent, middle-class, male bourgeois’ (Honneth 2003:141, cited
in: Fisher 2008). In line with this theoretical observation, several patients expressed
how they found it hard to accept the identity of a mental health patient, due to
personal and societal ideals of self-sufficiency and strength. This feeling was further
accentuated for refugee patients due to their loss of societal positions and
achievements in their country of origin. Nevertheless, patients’ personal ideals of
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strength sometimes clashed with the healthcare systems’ expectations of patients’
vulnerability and helplessness. One patient initially felt categorised as not being ill
enough to receive care at the SMH, because she had a job:
Gazala: They compare me to other people. Yes, those who just sit at home and
can’t move from one place to another. And can’t take it any longer. And want
to end their life, maybe. Commit suicide, I don’t know. They compare me to
the others.
LGL: They compare you to people, who appear much worse off?
Gazala: Yes
LGL: And then they think that you are okay? And you don’t think so?
Gazala: Exactly. You know, if I don’t work? I cry every day. I will feel even
worse. […] But it’s not good to show that you are strong. […] Of course I
want to be strong, but at the same time… you also need help.
(End-of-care interview, Gazala)
Hence, we argue that patients’ negotiations of strength versus vulnerability and
their need to position themselves as moral individuals worthy of public healthcare
were clearly visible in the empirical data.
Most patients recounted how they were raised with little sentimentality and to
endure the fact that life is hard. Following a suicide attempt, Maryam was referred
to SMH and simultaneously moved to a residential care centre, after living at several
other institutions. An employee from the residential centre convinced Maryam to
attend her CFI appointment and accompanied her to SMH. After that experience, we
argue that she felt safe and worthy of care and she described how for the first time
she felt that someone cared whether she ‘‘was dead or alive’’:
Maryam: When it’s about me, I never show up. […] On the same day I will
call and cancel the appointment because… I just feel like… ‘‘Come on, it can
wait. I can handle it’’. […] That’s how we were raised. We can handle it on
our own, so we don’t need any help. […] It’s in our culture.
LGL: So, if you attend care, you reveal that you don’t feel good?
Maryam: Yes, that you are weak and in need of help […] You’re not supposed
to show that. […] I’ve always been there for my mother and father and…
nobody was ever there for me. So, the first thing I felt [after the CFI] was that
it was wonderful to feel supported and to be seen. […] I really just feel like I
am in Paradise now.
(CFI debriefing interview, Maryam)
Prior to the CFI, Maryam was afraid that her use of opioids for chronic pain
would lead to prejudices and instant rejection. Babak also had concerns that his
occasional use of cannabis would lead to exclusion or a referral to addiction
treatment, as he had experienced before. Both of their concerns were refuted after
the CFI, where they had experienced understanding and openness towards their
substance use because they got the chance to explain and contextualise. We found
that Babak clearly felt a rise in personal dignity after the provider recognised his
cannabis use with what he called ‘‘the much more sophisticated and wise term: selfmedication’’ and he avoided ‘‘feeling labelled as a junkie’’. This is an example of
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Honneth’s description of recognition as ‘‘the expression of an evaluative perception
in which the worth of persons is ‘directly’ given’’ (Honneth 2001a, b:125), and
highlights the connection between our findings on the importance of recognition in
the CFI and patients’ perceptions of worthiness of care.
As shown above, negotiations of health-related deservingness were prominent in
our data. Empirical examples demonstrate how patients felt the CFI session
confirmed their worthiness of care by recognising their presented predicaments and
context, involving them in the care plan, and refraining from using categories such
as transcultural patient, diagnosis or abuse. Our findings call for attention to the
asymmetrical power positions in the initial patient-provider encounter, where access
to care is undecided and the provider has power to categorise the patient.
Differences in the patient-provider relationship are explicitly addressed in the final
question of the CFI, and the redressing of power pervades throughout the personcentred approach of the CFI.
Recognition of Cultural Identities and Complex Illness Narratives
This section present patient assessments of the CFI questions on cultural
background and identities. The questions were perceived as different and complex,
but stimulating of new reflections. Patients often gave accounts of their integration
in Denmark and distanced themselves from the migrant identity. Still, they
welcomed the cultural inquiry, which contextualised their situation, recognised
them as whole individuals, nuanced possible stereotypical provider perceptions and
enabled individualisation of care.
The patients’ personal histories of trauma and experiences of inferiority,
disrespect or discrimination were recurrent themes in both CFI recordings and
interviews. These acts of misrecognition had happened in all three spheres of
Honneth’s (2003) theory of recognition; (1) the private sphere of patients’ families,
(2) the legal sphere in patients’ countries of origin, where some had belonged to
minority or politically persecuted groups, or in Denmark where most migrants live
on temporary residence permits and cannot enjoy the same democratic rights as
Danish citizens, (3) the cultural sphere of patients’ valued cultural or work-related
communities. Despite these damaging experiences, few patients had reflected on
their implications for illness causality or identity formation. The CFI questions often
sparked reflections on childhood circumstances, upbringing, values, social relations,
coping mechanisms, social support and discrimination. Patients perceived the
questions as a sign of genuine interest in and recognition of them as whole human
beings with biographical, cultural and illness-related histories.
Babak explained how he strived to distance himself from the male immigrant
stereotype. He assessed himself with what he called his ‘‘stereotypical gaze’’ and
avoided fitting into that image by wearing a more formal attire and eliminating his
use of Middle Eastern slang and accent. Despite his effort to identify and be
identified as an ethnic Dane, he did not mind talking about his cultural background
in the CFI.
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Your background is what it is. You can’t escape your past, you can’t escape
your blood and DNA, you can’t. […] So, I think it’s ok to be asked those
questions […] it’s like heaven and earth when you compare [Iranian] and
Danish culture and upbringing. Maybe you don’t think about: ‘‘Okay, as a
child I was beaten, it affected me mentally’’. But when you are asked the
questions you might think: ‘‘[…] Oh yes, it’s true, I was beaten!’’. It’s become
such a small thing for you now that you are older, that you don’t think about it
any longer. But in fact, somewhere, it’s still there and has a large impact on
you as a person. So yes… the CFI contributes to … the eye-opener!
(CFI debriefing interview, Babak)
Several patients gave accounts that distanced them from the immigrant
stereotype. But like Babak, none of them had a problem talking about cultural
background in the CFI, even if the questions did not instantly resonate with them, as
explained by Davor:
I do think that these [culture] questions are relevant to me. And that’s actually
something you don’t understand immediately … Why this issue should play a
vital role? But after a while, maybe half an hour, when you have given it some
thought, then you understand why this matters.
(CFI debriefing interview, Davor)
The CFI approach was described by patients as contrasting to other assessment
interviews which usually took their point of departure from the onset of symptoms.
The provider interest in the individual’s cultural framework, faith and values were
new to and appreciated by the interviewed patients. As contemplated by Naseer in
the dialogue below, cultural understanding and related acts of recognition seemed to
support patients’ engagement in both care and themselves, which conforms with
Honneth’s theory of how recognition leads to increased self-esteem and aspirations
in life:
Naseer: […] There is no joy in my life. But to end my own life? No, no, no!
[…] And my religion forbids this. It’s impossible.
Marie: Well, I’m actually really glad to learn this. There are plenty of things
preventing you from going that way. […] Do any of those values make a
difference to your problem?
Naseer: Definitely. I need to protect and care for my family. And to be a
decent citizen in society. Also, coming here receiving care in this clinic. It
makes me wish to return to society. Return to friendships. And… to my life.
Marie: Mm… I am so glad to hear that.
(CFI recording #7, Marie (MD), Naseer (patient), female Arabic interpreter)
The cultural inquiry also allowed patients to nuance possible stereotypical
assumptions amongst providers, that some patients had felt but seldomly verbalised.
Rona suspected former providers to have had presumptions about her life as a
‘‘young Middle Eastern woman, torn between her parents and Danish norms’’. Still,
she had experienced a lack of interest in, knowledge about or courage to talk about
health issues pertinent to migrants. Like other interviewed patients, she had felt
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impelled to finally take the initiative to educate providers about the complexities
and cultural dimensions of her problems:
You know, I do have a refugee background. […] And then I’d kind of miss
that medical doctors themselves became curious about: ‘‘Ok, this might not be
just a bad sleeping pattern; that you go to bed too late and get up…’’ It’s more
complicated than that.
(CFI debriefing interview, Rona).
Maryam argued that ethnic Danish providers were so afraid of insulting ethnic
minorities that they would overthink every word, avoid important questions and
thereby make wrong assumptions about care. Like Rona, she embraced the CFI idea
of systematically bringing cultural issues to the table and recognising her
predicaments—both as a migrant and an individual:
Because, we are different. You know. You do need the right kind of help. […]
I never felt that other psychologists understood me. I’ve felt that their advice
was appropriate for a Danish girl. But it wasn’t right for me. So actually, I’m
extremely happy about it. I have not perceived them [CFI culture questions] in
any negative sense. I am so happy that […] someone will actually be able to
understand my problems and my background.
(CFI debriefing interview, Maryam)
Both Maryam and Rona attributed previous healthcare experiences to a lack of
courage or interest in their cultural background. However, the aforementioned
provider attitudes could also be explained by an intentional ‘colour-blind’ approach,
which has generally been prominent in Danish society (Danbolt and Myong 2019),
or a universalist approach in which biomedical ideologies of equality and objectivity
are considered at the forefront (Sargent and Larchanché 2009). However, such
approaches can result in a lack of recognition of the contextualised individual
(Fortin and Maynard 2018), as experienced by the quoted patients. The contextual
approach of the CFI made patients feel seen and made them see themselves in new
ways.

Conclusion
In essence, our analysis point to the following main findings: (1) Patients described
multiple previous experiences of misrecognition and ‘invisibility’ in life and
healthcare. This could have hampered their perceptions of having valuable
contributions to the shared decision-making process of the CFI and explain why
most patients in CFI recordings were reluctant to express preferences and needs.
Yet, patients subsequently recounted that the CFI’s persistent individualised and
involving approach left them with hope, dignity and intentions of engaging in future
care. (2) The CFI was part of the assessment of access to care. Patients expressed
uncertainty about the care decision and negotiated positions in relation to the
legitimacy of their care needs and health-related deservingness. The CFI seemed to
confirm patients’ worthiness of care by recognising their problem and its context
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without labelling or jumping to conclusions. (3) CFI questions about cultural
background were welcomed by patients, who due to their migrant background often
had felt misunderstood in healthcare. Patients recounted how the questions
facilitated personal reflections, contextualisation and refutation of stereotypical
understandings.

Discussion
Contribution to the Field and Transferability
The present study contributes to the call for evidence on patients’ perspectives on
the CFI and its implications for patient satisfaction, rapport, trust and engagement in
care (Lewis-Fernández et al. 2017; Aggarwal et al. 2019; DeSilva et al. 2018;
Aggarwal et al. 2015). It also feeds into the lack of empirical studies on recognition
in mental healthcare and on how recognition can facilitate the political goal and
basic human right of increased patient involvement in care (Lewis 2009; Ahlmark
et al. 2016).
As found in another CFI study, most patients felt they had to ‘dig deep’
(Muralidharan et al. 2017) into their minds and stories to find answers to CFI
questions, which differed from standard, fact-based questions. The complex
questions seemed to generate reflection on issues that were not in the forefront of
the patients’ minds. This was visible in our CFI recordings, where several questions
were answered hesitantly, insecurely or superficially. The experience with CFI
questions left unanswered or answered after awkward silence and occasional heavy
probing led to significant criticism from healthcare providers in our multi-site CFI
study. Providers recounted how the conversation flow and the working alliance
could be impaired by the difficult questions, and that superficial or formulaic
answers led to more stereotyping than nuanced understanding of the patients.
However, for the patients, the complex CFI questions made sense and patients were
significantly and more consistently positive towards the interview than providers,
which has been a trend in CFI research on both perspectives (Paralikar et al. 2015;
Aggarwal et al. 2013; Lewis-Fernández et al. 2017). In debriefing interviews,
patients perceived the CFI questions on cultural background as difficult to answer
but ‘‘eye-opening’’ and a sign of recognition from the provider. Realisations in the
patients’ understanding of their identities and illness explanations, which occurred
after completion of the CFI, have also been found in another study (Paralikar et al.
2019) and point to the need for a methodological discussion of how to grasp insights
derived from the CFI and incorporate the information into care. As noted earlier,
meaning is constructed in intersubjectivity, hence interactions in the clinical
encounter and the ongoing patient-provider relationship have a profound impact on
patients’ re-evaluations of illness explanations (Bäärnhielm and Ekblad 2000). As
posited by Aggarwal (see Aggarwal 2014), the CFI could possibly yield greater
mutual understanding, impact on care and patient engagement if performed as part
of a small intervention, where the CFI is followed up in subsequent sessions.
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This article explores CFI perceptions in a migrant population. To some extent,
the trauma experiences, the perceived societal discrimination and the feelings of
health-related undeservingness are particularly pertinent to migrants. However, the
theory of recognition as a fundamental human need is applicable to all individuals.
Hence, we believe that our findings on the CFI-facilitated intersubjective
recognition and its importance for developing trust, understanding and involvement
in care, are applicable to other patient populations and mental health settings.
Methodology Discussion and Future Studies
The CFI sessions of patients who participated in debriefing interviews were not
video-recorded, which is a limitation of our study. As described in the analysis, we
saw discrepancies between the sometimes sparse interactions in the CFI recordings
and the highly positive patient-reported perceptions in CFI debriefing interviews.
The two types of data did not include the same patients, but we still found it a
noteworthy paradox with several possible explanations. One explanation is that
CFIs were recorded in an early study phase where providers were not yet completely
familiar with the interview. In some recordings, providers looked to the printed CFI,
lacked flow and did not ask follow-up questions. In these cases, where the CFI as a
clinical tool was at the forefront, sessions seemed rather instrumental. It was,
however, evident from providers who recorded more than one CFI, that they quickly
developed proficiency in administering the interview. This important limitation,
which could negatively impact patient experiences of intersubjective recognition,
could have been counteracted by more comprehensive training including roleplay,
supervision and focus on fidelity (DeSilva et al. 2018). Furthermore, all CFIs were
recorded by MDs, whereas debriefing interviews were conducted more than a year
later, when CFIs were also administered by mental health nurses. In addition to
interpersonal differences, our data could be affected by interprofessional differences
between nurses and MDs. Future studies could explore possible interprofessional
differences in CFI administration or examine how CFI outcomes depend on other
dimensions of the patient-provider encounter, such as prominent societal discourses,
healthcare entitlements and policies, organisational structures, and patient-related
factors in the consultation (Hapsburg and Tjørnhøj-Thomsen 2012).
In this study, either a recorder or the interviewer (LGL) were present in all
conversations. Hence knowledge is co-produced by the interaction with research
(Holstein and Gubrium 1995; Mik-Meyer and Järvinen 2005), which have affected
our findings. LGL was employed at SMH and patients could have been biased
toward more positive CFI descriptions. To counteract this bias, LGL underlined to
have no interests in or presumptions about the CFI and welcomed critique as the
only way to improve care. LGL introduced as a researcher and stressed that patients’
feedback would not be disclosed to current or former providers. Despite much
probing, patients hardly expressed any negative remarks on the CFI or their care at
SMH. When discussed amongst SMH researchers and providers, many recognised
the issue, which has also been described in the literature as a ‘happy migrant effect’
(Garrett et al. 2008) and relates to our analytical findings on health-related
deservingness. However, SMH providers interpreted the positive feedback as
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genuine and accentuated by comparisons with other less respectful institutional
encounters in Denmark.
It was a study limitation that patients in our end-of-care interviews had
difficulties remembering the CFI and distil information exchanged in that specific
encounter. The purpose of the CFI is to actively apply patient preferences in the
tailoring of subsequent care (DeSilva et al. 2018). However, we were unable to
assess whether this individualised CFI intention was achieved or whether the highly
regulated and manualised patient trajectories that exist in Denmark, as in many
other countries, in practice left little room for individual tailoring.
Implications for Practice
Intersubjective recognition is fundamental in all human interaction, but in our
analysis, we particularly highlight the importance of the CFI and its facilitation of
recognition in vulnerable mental health assessment encounters and when working
with migrants or other marginalised and misrecognised groups.
Our analysis points to an ethical and clinical practice consideration of following
up on the CFI in ensuing consultations. This is to capture patient understandings and
reflections occurring after the CFI, to be persistent and clear about the invitation to
patient engagement, and to fully recognise patients as partners in care (Fortin and
Maynard 2018)—also patients who due to a hampered self-esteem would refrain
from expressing preferences and needs in the CFI encounter.
As stated by Honneth, all individuals search for recognition of their particularity,
meaning to be seen and valued for their specific personality and contribution to
shared practice, which is in line with the individualising and involving ideal of the
CFI. Honneth’s theory also exhibits how the self-esteem, autonomy and aspirations
in life generated by recognition (Anderson and Honneth 2005) concords with the
CFI-intended patient agency and engagement in care. Therefore, the ultimate
benefits of the CFI are inevitably dependent on recognition in a socially supportive
relation with the healthcare provider, which should be secured by thorough training
and ongoing supervision in administering the CFI.
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Rights granted: This material can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
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Cultural Formulation Interview (CFI)
Supplementary modules used to expand each CFI subtopic are noted in parentheses.
GUIDE TO INTERVIEWER

INSTRUCTIONS TO THE INTERVIEWER ARE ITALICIZED.

The following questions aim to clarify key aspects of the
presenting clinical problem from the point of view of
the individual and other members of the individual’s
social network (i.e., family, friends, or others involved
in current problem). This includes the problem’s
meaning, potential sources of help, and expectations
for services.

INTRODUCTION FOR THE INDIVIDUAL:
I would like to understand the problems that bring you here so that I can
help you more effectively. I want to know about your experience and
ideas. I will ask some questions about what is going on and how you
are dealing with it. Please remember there are no right or wrong answers.

CULTURAL DEFINITION OF THE PROBLEM
CULTURAL DEFINITION OF THE PROBLEM
(Explanatory Model, Level of Functioning)
Elicit the individual’s view of core problems and key
concerns.
Focus on the individual’s own way of understanding the
problem.
Use the term, expression, or brief description elicited in
question 1 to identify the problem in subsequent
questions (e.g., “your conflict with your son”).

1. What brings you here today?
IF INDIVIDUAL GIVES FEW DETAILS OR ONLY MENTIONS
SYMPTOMS OR A MEDICAL DIAGNOSIS, PROBE:
People often understand their problems in their own way, which may
be similar to or different from how doctors describe the problem. How
would you describe your problem?

Ask how individual frames the problem for members of
the social network.

2. Sometimes people have different ways of describing their problem to
their family, friends, or others in their community. How would you
describe your problem to them?

Focus on the aspects of the problem that matter most to
the individual.

3. What troubles you most about your problem?

CULTURAL PERCEPTIONS OF CAUSE, CONTEXT, AND SUPPORT
CAUSES
(Explanatory Model, Social Network, Older Adults)
This question indicates the meaning of the condition for
the individual, which may be relevant for clinical care.

4. Why do you think this is happening to you? What do you think are the
causes of your [PROBLEM]?

Note that individuals may identify multiple causes, depending on the facet of the problem they are considering.

PROMPT FURTHER IF REQUIRED:
Some people may explain their problem as the result of bad things
that happen in their life, problems with others, a physical illness, a
spiritual reason, or many other causes.

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

5. What do others in your family, your friends, or others in your community think is causing your [PROBLEM]?
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Cultural Formulation Interview (CFI)
STRESSORS AND SUPPORTS
(Social Network, Caregivers, Psychosocial Stressors, Religion and Spirituality, Immigrants and Refugees, Cultural Identity, Older
Adults, Coping and Help Seeking)
Elicit information on the individual’s life context, focusing
on resources, social supports, and resilience. May
also probe other supports (e.g., from co-workers, from
participation in religion or spirituality).

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

Focus on stressful aspects of the individual’s environment. Can also probe, e.g., relationship problems,
difficulties at work or school, or discrimination.

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

ROLE OF CULTURAL IDENTITY
(Cultural Identity, Psychosocial Stressors, Religion and Spirituality, Immigrants and Refugees, Older Adults, Children and Adolescents)
Sometimes, aspects of people’s background or identity can make
their [PROBLEM] better or worse. By background or identity, I
mean, for example, the communities you belong to, the languages
you speak, where you or your family are from, your race or ethnic
background, your gender or sexual orientation, or your faith or religion.

Ask the individual to reflect on the most salient elements
of his or her cultural identity. Use this information to
tailor questions 9–10 as needed.

8. For you, what are the most important aspects of your background or
identity?

Elicit aspects of identity that make the problem better or
worse.
Probe as needed (e.g., clinical worsening as a result of
discrimination due to migration status, race/ethnicity,
or sexual orientation).

9. Are there any aspects of your background or identity that make a
difference to your [PROBLEM]?

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

10. Are there any aspects of your background or identity that are causing
other concerns or difficulties for you?

CULTURAL FACTORS AFFECTING SELF-COPING AND PAST HELP SEEKING
SELF-COPING
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Caregivers, Psychosocial Stressors)
Clarify self-coping for the problem.

11. Sometimes people have various ways of dealing with problems like
[PROBLEM]. What have you done on your own to cope with your
[PROBLEM]?
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Cultural Formulation Interview (CFI)
PAST HELP SEEKING
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Caregivers, Psychosocial Stressors, Immigrants and Refugees,
Social Network, Clinician-Patient Relationship)
Elicit various sources of help (e.g., medical care, mental
health treatment, support groups, work-based counseling, folk healing, religious or spiritual counseling,
other forms of traditional or alternative healing).
Probe as needed (e.g., “What other sources of help
have you used?”).
Clarify the individual’s experience and regard for previous help.

12. Often, people look for help from many different sources, including
different kinds of doctors, helpers, or healers. In the past, what kinds
of treatment, help, advice, or healing have you sought for your
[PROBLEM]?
PROBE IF DOES NOT DESCRIBE USEFULNESS OF HELP RECEIVED:
What types of help or treatment were most useful? Not useful?

BARRIERS
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Psychosocial Stressors, Immigrants and Refugees, Social Network, Clinician-Patient Relationship)
Clarify the role of social barriers to help seeking, access
to care, and problems engaging in previous treatment.
Probe details as needed (e.g., “What got in the way?”).

13. Has anything prevented you from getting the help you need?
PROBE AS NEEDED:
For example, money, work or family commitments, stigma or discrimination, or lack of services that understand your language or
background?

CULTURAL FACTORS AFFECTING CURRENT HELP SEEKING
PREFERENCES
(Social Network, Caregivers, Religion and Spirituality, Older Adults, Coping and Help Seeking)
Clarify individual’s current perceived needs and expectations of help, broadly defined.
Probe if individual lists only one source of help (e.g.,
“What other kinds of help would be useful to you at this
time?”).

Now let’s talk some more about the help you need.
14. What kinds of help do you think would be most useful to you at this
time for your [PROBLEM]?

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

15. Are there other kinds of help that your family, friends, or other people
have suggested would be helpful for you now?

CLINICIAN-PATIENT RELATIONSHIP
(Clinician-Patient Relationship, Older Adults)
Elicit possible concerns about the clinic or the clinician-patient relationship, including perceived racism,
language barriers, or cultural differences that may
undermine goodwill, communication, or care delivery.
Probe details as needed (e.g., “In what way?”).
Address possible barriers to care or concerns about the
clinic and the clinician-patient relationship raised previously.

Sometimes doctors and patients misunderstand each other because
they come from different backgrounds or have different expectations.
16. Have you been concerned about this and is there anything that we
can do to provide you with the care you need?
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Interview til evaluering af kulturelle faktorer (CFI)
De supplerende moduler, der kan anvendes til at udvide hvert CFI underemne er angivet i parenteser.

GUIDE TIL INTERVIEWER

INSTRUKTIONER TIL INTERVIEWER ER I KURSIV.

De følgende spørgsmål forsøger at afklare nøgleaspekter af det aktuelle kliniske problem set fra personens synsvinkel eller andre medlemmer af personens sociale netværk (dvs. familie, venner, eller andre, der er involveret i det aktuelle problem). Dette
inkluderer forståelse af problemet, mulige hjælpekilder, samt forventninger til potentielle hjælpekilder
og forventninger til den hjælp, der kan tilbydes.

INTRODUKTION TIL PERSONEN, DER INTERVIEWES:
Jeg vil gerne forstå de problemer, der har fået dig til
at komme her, så jeg kan hjælpe dig bedst muligt.
Jeg vil gerne vide mere om dine oplevelser og dine
tanker. Jeg vil stille nogle spørgsmål om, hvad der
sker og hvordan du håndterer din situation. Og husk
på - der er ingen rigtige eller forkerte svar.

KULTUREL DEFINITION AF PROBLEMET
KULTUREL DEFINITION AF PROBLEMET
(Forklarende model, funktionsniveau)

Få personens syn på kerneproblemer og primære
bekymringer.
Fokusér på personens egen måde at forstå problemet på.
Anvend den term, det udtryk, eller den korte beskrivelse, der udløses af spørgsmål 1, til at benævne
problemet i de efterfølgende spørgsmål (fx “din konflikt med din søn”).

1. Hvad får dig til at komme her i dag?
HVIS PERSONEN KUN KOMMER MED FÅ DETALJER
ELLER KUN NÆVNER SYMPTOMER ELLER EN LÆGELIG DIAGNOSE UDSPØRGES NÆRMERE:
Folk forstår ofte deres problem på deres egen måde, som kan være den samme som, eller forskellig
fra hvordan læger beskriver problemet. Hvordan vil
du selv beskrive dit problem?

Spørg, hvordan personen fremstiller problemet for
medlemmerne af sit sociale netværk.

2. Sommetider har folk forskellige måder at fortælle
om deres problem til deres familie, venner eller
andre i nærmiljøet. Hvordan ville du beskrive dit
problem for dem?

Fokusér på de sider af problemet, der betyder mest
for personen.

3. Hvad bekymrer dig mest i forbindelse med dit
problem?

KULTUREL PERCEPTION AF ÅRSAG, KONTEKST, OG STØTTE
ÅRSAGER
(Forklarende model, socialt netværk, ældre voksne)

Dette spørgsmål undersøger, hvilken betydning tilstanden har for personen, hvilket kan være relevant
for den kliniske indsats.

4. Hvorfor tror du dette sker for dig? Hvad tror du er
årsagen til [PROBLEMET]?

Bemærk, at man kan angive mange årsager afhængigt af, hvilket aspekt af problemet der kigges
på.

UDSPØRG YDERLIGERE HVIS DET ER NØDVENDIGT:
Nogle mennesker forklarer deres problem som et
resultat af dårlige ting, der er sket i deres liv, problemer med andre, fysisk sygdom, en åndelig årsag,
eller mange andre årsager.

Fokusér på de meninger, som medlemmer i personens sociale netværk har. De kan være mangeartede
og afvige fra personens måde at anskue problemet
på.

5. Hvad tror andre i din familie, blandt dine venner,
eller andre i dit nærmiljø er årsag til dit [PROBLEM]?
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BELASTNINGER OG STØTTEMULIGHEDER
(Socialt netværk, omsorgspersoner, psykosociale belastninger, religion og åndelighed, indvandrere og flygtninge, kulturel identitet, ældre voksne, problemhåndtering og søgning om hjælp)

Få information om personens livsomstændigheder
med fokusering på ressourcer, social støtte, og modstandskraft. Man kan også spørge ind til andre støttemuligheder (fx fra kolleger, fra tilhørsforhold til
religiøse eller åndelige grupper).

6. Er der nogen form for støtte, der formindsker dit
[PROBLEM], som fx støtte fra familie, venner, eller
andre?

Fokuser på belastende aspekter af personens miljø.
Man kan fx også spørge om parforholdsproblemer,
problemer på arbejde eller i skole, eller diskriminering.

7. Er der nogen form for belastninger, der forværrer
dit [PROBLEM], som fx økonomiske problemer eller
problemer i familien?

BETYDNINGEN AF KULTUREL IDENTITET
(Kulturel identitet, psykosociale belastninger, religion og åndelighed, indvandrere og flygtninge, ældre voksne, børn og
unge)

Nogle gange kan aspekter af folks baggrund eller
identitet forværre eller forbedre deres [PROBLEM].
Med baggrund eller identitet, mener jeg, eksempelvis den samfundsgruppe du tilhører, de sprog du
taler, hvor du eller din familie er fra, din etniske
baggrund, dit køn eller din seksuelle orientering,
eller din tro eller religion.
Bed personen om at tænke over de mest fremtrædende aspekter af hans/hendes kulturelle identitet.
Brug denne information til at skræddersy spørgsmålene 9-10 efter behov.

8. Hvad er for dig de vigtigste dele af din baggrund
eller din identitet?

Få personen til at tænke på aspekter af identitet, der
kan forværre eller forbedre problemet.
Spørg ind efter behov (fx klinisk forværring som et
resultat af diskriminering pga. indvandrerstatus,
etnicitet eller seksuel orientering).

9. Er der nogen sider af din baggrund eller identitet,
der har betydning for dit [PROBLEM]?

Udspørg yderligere efter behov (fx indvandrerrelaterede problemer; konflikt på tværs af generationer,
eller på grund af kønsroller)..

10. Er der nogen sider af din baggrund eller identitet, der giver dig andre bekymringer eller vanskeligheder?

KULTURELLLE FAKTORER, DER PÅVIRKER MESTRING AF SIG SELV OG TIDLIGERE SØGNING OM HJÆLP
MESTRING AF SIG SELV
(Problemhåndtering og opsøgning af hjælp, religion og åndelighed, ældre voksne, omsorgspersoner, psykosociale
belastninger)

Afklar, hvordan personen håndterer problemet i
forhold til sig selv.

11. Sommetider har folk forskellige måder at klare
problemer som dit [PROBLEM] på. Hvad har du selv
gjort for at håndtere dit [PROBLEM]?
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TIDLIGERE ERFARINGER MED AT SØGE OM HJÆLP
(Problemhåndtering og opsøgning af hjælp, religion og åndelighed, ældre voksne, omsorgspersoner, psykosociale belastninger, indvandrere og flygtninge, socialt netværk, behandler-patient relation)

Få personen til at tænke på forskellige hjælpemuligheder (fx lægebehandling, psykiatrisk behandling,
støttegrupper, arbejdsrelateret rådgivning, healing,
religiøs eller åndelig rådgivning, andre former for
traditionel eller alternativ healing).
Udspørg yderligere efter behov (fx “Hvilke andre
hjælpemuligheder har du brugt?”).
Afklar personens erfaring med og holdning til tidligere modtaget hjælp.

12. Folk søger ofte hjælp mange forskellige steder,
herunder forskellige slags læger, støttepersonale, eller
healers. Hvilken form for behandling, hjælp, rådgivning eller healing har du tidligere søgt for løsning af
dit [PROBLEM]?
UDSPØRG YDERLIGERE, HVIS BRUGBARHEDEN AF DEN
MODTAGNE HJÆLP IKKE BESKRIVES.
Hvilken type hjælp eller behandling var bedst? Ikke
brugbar?

BARRIERER
(Problemhåndtering og opsøgning af hjælp, religion og åndelighed, ældre voksne, psykosociale belastninger, indvandrere og flygtninge, socialt netværk, behandler-patient relation)

Afklar den rolle som sociale barrierer har spillet mht.
at søge hjælp, adgang til behandling, samt problemer i forbindelse med tidligere behandling.
Spørg om detaljer efter behov (fx “Hvad gik der
galt?”).

13. Er der noget, der har hindret dig i at få den hjælp,
du har brug for? UDSPØRG EFTER BEHOV:
Fx penge, arbejde eller familieforpligtelser, stigmatisering eller diskriminering, eller mangel på steder, der
kan hjælpe og som forstår dit sprog eller din baggrund?

KULTURELLE FAKTORER, DER PÅVIRKER NUVÆRENDE SØGNING OM HJÆLP
PRÆFERENCER
(Socialt netværk, omsorgspersoner, religion og åndelighed, ældre voksne, problemhåndtering og opsøgning af hjælp)

Afklar personens nuværende oplevede behov og
forventninger om hjælp - bredt defineret.
Spørg ind, hvis personen kun nævner en kilde til støtte (fx “Hvilke andre former for hjælp ville du kunne
bruge på nuværende tidspunkt?”).

Lad os tale lidt mere om den hjælp, du har brug for.
14. Hvilken form for hjælp ville du tro, der var bedst
for dig her og nu i forbindelse med dit [PROBLEM]?

Fokusér på, hvordan det sociale netværk ser på det
at søge hjælp.

15. Er der andre former for hjælp som din familie, dine
venner eller andre mennesker har sagt ville være godt
for dig nu?

BEHANDLER-PATIENT RELATION
(Behandler-patient relation, ældre voksne)
Få information om mulige bekymringer om klinikken
eller behandler-patient relationen, herunder oplevet
racisme, sprogbarrierer, eller kulturelle forskelle, der
kan undergrave goodwill, kommunikation, eller behandlingstilbud.
Udspørg om detaljer efter behov (fx “På hvilken måde?”).
Spørg om mulige barrierer der har været i forbindelse
med behandling, eller bekymringer tidligere omtalt
omkring klinikken og behandler-patient relationen.

Sommetider misforstår behandlere og patienter
hinanden, fordi de har forskellig baggrund eller forskellige forventninger.
16. Har du været bekymret for dette, og er der noget, vi kan gøre for at skaffe dig den hjælp, du har
brug for?
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Interview guides
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Interviewguide for Delstudium 1:
Behandlere, kulturelle kompetencer og Det Transkulturelle Interview
Fokus er på:
• Mødet med migrantpatienter, hvad er udfordringer – hvis nogen?
• Kliniske værktøjer
• Kulturelle kompetencer
• Det Transkulturelle Interview
o Anvendelse og Udbytte

1. INTRODUKTION TIL INTERVIEW OG FORMÅL
Som den første del af mit ph.d.-projekt, der omhandler mødet mellem migrantpatienter og den
ambulante psykiatri i Danmark, vil jeg undersøge behandlernes perspektiv på mødet.
Formålet med denne del er at afdække, hvordan behandlere, som arbejder med migrantpatienter i
dagligdagen – både på specialiserede afsnit og i den almene psykiatri – oplever denne patientgruppe og
måden hvorpå, deres psykiske lidelse kommer til udtryk.
Er noget særligt udfordrende? Hvad skiller sig ud fra mødet med etnisk danske patienter og hvad gør ikke?
Jeg vil gerne høre, hvordan du som behandler håndterer patientkontakten samt hvordan du oplever
patienternes symptomer og hvilke erfaringer, du trækker på her.
I min ph.d. evaluerer jeg også det kliniske værktøj, Det Transkulturelle Interview, fra DSM-5. Jeg vil derfor
også spørge ind til din opfattelse af Det Transkulturelle Interview, som vi kan gennemgå sammen, hvis du
endnu ikke har anvendt det i praksis. Jeg håber, du har lyst til at bidrage med din viden og dine erfaringer
om arbejdet med denne patientgruppe?
Tak fordi, at har afsat 1 time til et interview, hvor jeg spørger nærmere ind til det ovenstående.
2. INFORMERET SAMTYKKE OG OPTAGELSE
Hvis du giver samtykke til det, vil jeg optage interviewet på bånd, men dine informationer vil blive
opbevaret og behandlet både anonymt og fortroligt. Jeg sletter optagelsen af interviewet fra denne
diktafon så snart jeg har lagt det i en lukket mappe på p-drevet, som kun jeg har adgang til.
Ingen af dine citater vil kunne tilbageføres til din person.
Når analyserne af interviewene er klar og før de publiceres, vil du få mulighed for at læse teksten igennem
og rette faktuelle fejl og eventuelle misforståelser.
HUSK: JEG HAR INGEN INTERESSER I INTERVIEWET.

VERSION 2

1. MARTS 2016

1

3. MØDET MED MIGRANTPATIENTER I PSYKIATRIEN

Jeg vil starte med at spørge ind til mødet med migranter her i psykiatrien generelt.
3.1. Hvordan vil du beskrive et vellykket møde i psykiatrien generelt?
3.2. Vil du starte med at fortælle mig om, hvordan du oplever du mødet og samarbejdet med
patienter med migrantbaggrund her i psykiatrien?
3.3. Er det anderledes end mødet med etnisk danske patienter og kan du beskrive hvordan?
Sproglige vanskeligheder, uddannelsesniveau, socialgruppe, arbejds- eller familieforhold?

Nu vil jeg spørge lidt mere konkret ind til psykisk sygdom blandt migranter.
3.4. Oplever du, at der er markante kulturelle forskelle i symptombilledet mellem etniske danskere
og etniske minoriteter?
3.5. Er der kulturelle forskelle på, hvordan patienterne selv opfatter deres psykiske lidelse og
psykiatrien som et sted, der kan hjælpe med deres lidelser?
3.6. Hvad med de pårørende – hvilken rolle spiller de og hvordan forholder du dig til dem?
•

Inddrages de på en anden måde end etnisk danske pårørende?

•

Evt. i forhold til at teste normalitet / afvigelse inden for den kulturelle ramme?

3.7. Hvad gør du, når du sidder i en konkret situation, hvor du skal vurdere, om en patient med
anden etnisk baggrund skal henvises til et specialiseret tilbud, eller om vedkommende kan
rummes i almenpsykiatrien?
•

Hvad taler for og imod specialiserede tilbud til gruppen af patienter med anden etnisk
baggrund?

4. KULTURELLE KOMPETENCER
Nu nærmer vi os begrebet omkring ”kulturelle kompetencer”, der kan defineres som:
‘the ability of systems to provide care to patients with diverse values, beliefs and behaviors, including
tailoring delivery to meet patients’ social, cultural, and linguistic needs’’ (Betancourt et al., 2003: 151).

Jeg vil starte med at spørge helt konkret ind til træning:
4.1. Træning
•

Har du nogensinde modtaget undervisning eller træning i kulturelle kompetencer,
indvandrerpatienten eller lignende?

•

Kunne du godt tænke dig mere undervisning på området og i så fald, i hvilken form? (Facts,
bøger, opslagsværker, guides, workshops og refleksion?)
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4.2. Kompetencer
•

Hvilke kompetencer trækker du på, i dit møde med patienter med anden etnisk baggrund?
Det kan fx være formel undervisning, kliniske værktøjer, men også personlige kompetencer
som rejser, medier, bøger, personlige bekendtskaber, andet…

4.3. Kulturmøder og –sammenstød
•

Har du oplevet en situation, hvor det var tydeligt, at dine egne værdier, normer og kulturelle
baggrund stødte sammen med patientens? Måske på en måde, hvor det blev ubehageligt
eller svært håndterbart?

•

Kan du beskrive situationen?

•

Hvordan håndterede du dette og hvad brugte du erfaringen til efterfølgende?

4.4. Brug af tolk
•

Oplever du tolken som en hjælp til at være en slags ”kulturel mediator”?

•

Hvordan er praksis for at beslutte, at der er behov for tolk? Og kan behovet variere mellem
behandlertype?

4.5. Effekt
•

Tror du på, at kulturelle kompetencer vil kunne måles på udfaldet af behandlingen hos den
enkelte patient? Eller handler det mere om, at skabe en god relation og måden hvorpå
patienten føler sig mødt og forstået?

4.6. Hvad skal der til for at gøre mødet bedre?
•

Hvad kan behandlere gøre?

•

Hvad kan patienter gøre?

•

Hvad kan systemet gøre?

5. DET TRANSKULTURELLE INTERVIEW (CFI)
Nu vil jeg spørge helt konkret ind til det Transkulturelle Interview og lidt omkring kliniske værktøjer
generelt:
5.1. Har du selv haft lejlighed til at afprøve det Transkulturelle Interview?
•

Hvis nej: vi gennemgår det sammen, spørgsmål for spørgsmål.
o

•

Derefter: Hvad er din umiddelbare mening om interviewet?

Hvis ja:
o

HVOR MANGE GANGE CIRKA?

o

Hvad er din umiddelbare mening om interviewet?

5.2. Synes du, at CFI giver supplerende informationer, som du ikke ville have fået i en almindelig
visitation / indledende vurdering, som du normalt gennemfører den?
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•

Hvad adskiller sig fra ”normal procedure”?

•

Hvordan strukturer du normalt en indledende vurdering? Findes der en guideline til dette og er
den lokal for din afdeling / center eller bruges den alle steder i psykiatrien, tror du?

5.3. Nu vi er ved de enkelte spørgsmål, har du så nogle ”yndlingsspørgsmål”, som du synes fungerer
rigtig godt?
•

Hvilke og hvorfor?

5.4. Er der nogen af spørgsmålene, du synes er svære at stille af den ene eller anden grund?
•

Hvilke og hvorfor?

5.5. Hvordan oplever du, at patienterne reagerer på CFI?
•

Nogen spørgsmål, som patienterne typisk reagerer positivt på eller svarer mere uddybende på?

•

Er der nogen spørgsmål, som virker uacceptable eller særligt svære at forstå meningen med for
patienten?

•

Nogle patienter har været i Danmark i flere årtier og føler sig danske. Oplever du / tror du, at
de kan blive provokerede af spørgsmål vedrørende deres kultur og opvækst?

5.6. Oplever du, at spørgsmålene påvirker alliancen mellem dig og patienten?
•

Giver CFI mulighed for at undgå misforståelser eller mest for at øge sin viden om det
menneske, man sidder overfor?

5.7. Litteratur viser, at graden af deltagelse i fælles beslutninger om behandling er lavere blandt
minoritetsgrupper. Kan du genkende dette?
•

Hvis ja, beskriv forskellen.
Hvorfor tror du, det er sådan (social gruppe, uddannelse, kultur, erfaringer, andre mulige årsager)?

•

Oplever du, at spørgsmålene i CFI gør det nemmere at inddrage patienten i udredning og
behandling?

5.8. Er der noget, der ville kunne gøre guiden bedre?
•

F.eks. kortere, længere, længere tid til at gennemføre det, større valgfrihed i spørgsmål og
rækkefølge, mere konkrete spørgsmål, andet?

•

I forhold til tidligere guides og OCF fra DSM-IV, har man forsøgt at gøre denne guide mere
brugbar, kortere og ligetil i travl hverdag, samtidig med at skabe en dialog, som muliggør
idealet om den individbaserede tilgang (person-centered care). Synes du, at det er lykkedes at
ramme denne balance?

Nu har jeg jo observeret i nogle uger – både her og på andre afsnit. Jeg kan se, at der ofte kan være
udfordringer i at opfylde skemalagte dagsordener, f.eks. hvis patienten udebliver, har en meget dårlig dag
og slet ikke vil tale, hvis tolken udebliver, hvis der er akutte problemer i familien, med medicinen eller
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lignende.

5.9. Hvilke informationer og handlinger vejer tungest og prioriteres først i dit arbejde?
5.10.

Hvordan tænker du, at den kulturelle viden kan bruges og passer ind i din kliniske praksis

i forhold til din faggruppers kerneopgave?
Tidligere forskning med OCF fra DSM-IV har vist, at psykologer fandt informationen mere
interessant end læger, ligesom forskning viste, at brugen af interviewet i tværfaglige teams øgede
deltagende fra ikke-medicinske professioner, fx socialrådgivere

6. AFRUNDNING – NOGEN SPØRGSMÅL ELLER KOMMENTARER?

7. BAGGRUNDSINFORMATIONER OM INTERVIEWPERSON
•

Uddannelse og antal år som færdig kliniker

•

Erfaring med psykiatri

•

Erfaring med migrantpatienter

•

Motivation for at arbejde med dette felt

8. TAK OG INFO OM RESULTATER FRA UNDERSØGELSEN
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Version 9 (efter 6 interview + vejledermøde) – 07.08.2017

INTERVIEWGUIDE
TIDLIGERE BRUGERE AF PSYKIATRIEN MED ANDEN ETNISK BAGGRUND END DANSK

INTRODUKTION
Velkommen til og mange tak fordi du ville møde mig i dag.
Mit navn er Laura Lindberg og jeg arbejder på Kompetencecenter for Transkulturel Psykiatri i Ballerup som
forsker. Jeg er altså ikke læge eller psykolog eller behandler i øvrigt.
Jeg vil gerne tale med dig og ca. 15 andre personer, som har modtaget behandling her, fordi vi på klinikken
gerne blive bedre til at hjælpe vores patienter, ved at gøre vores behandling bedre.

Vi vil gerne sikre os, at det er rart at komme på klinikken og at behandlerne respekterer og lytter til dig
og din situation.
Vi vil også gerne vide mere om, hvad der betyder noget for, at man har lyst til at gennemføre sin
behandling her, og hvad der kan gøre det svært at gennemføre den.

Derfor har jeg inviteret dig til denne samtale, hvor jeg gerne vil spørge ind til dine forventninger til og din
oplevelse med at gå i behandling her. Vi vil gerne vide, hvad der er gået godt og hvad vi kan gøre bedre?

Alt hvad du fortæller er anonymt – det vil sige, at jeg ikke bruger dit navn - og jeg taler ikke med dine
behandlere eller andre om, hvad du fortæller mig.
Jeg har ikke set din journal og kender ikke noget til detaljerne for din behandling på klinikken.
Så jeg vil gerne høre DIN version af og mening om forløbet, og ønsker at du er så ærlig som mulig – også
om de ting, du ikke synes fungerer. Du må meget gerne komme med konkrete eksempler.

Jeg vil gerne have lov til at optage vores samtale, så jeg bedre kan huske hvad du og andre fortæller mig,
og så jeg kan lytte frem for at tage noter. Jeg sletter optagelsen så snart jeg har trukket den viden ud, jeg
skal bruge.
Er det ok, at jeg optager? I så fald skal jeg bede dig skrive under på dette samtykke.

Jeg håber, at du har lyst til at dele dine erfaringer. Det vil være en stor hjælp for os.
Har du nogen spørgsmål til mig?
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SPØRGSMÅL

1. GENOPFRISKNING AF BEHANDLINGSFORLØB
Det eneste jeg ved er, at du gik hos læge ________________ .
• Gik du også til samtaler hos en psykolog eller sygeplejerske? Andre typer behandlere, fx
socialrådgiver eller fysioterapeut?
• Kan du huske, hvor længe du cirka gik på klinikken i Ballerup?

2. FORVENTINGER TIL (TRANSKULTUREL) PSYKIATRI
•

Prøv at beskrive for mig, hvordan du havde det første gang, du kom til klinikken i Ballerup?

•

Hvad vidste du om klinikken og hvorfor du var blevet henvist netop hertil?

•

Hvad var din forventning til den behandling, du kunne få her?

•

Prøv at beskrive med egne ord, hvordan det samlede forløb på klinikken har været?
Var du overordnet tilfreds? Hvad var godt? Hvad var skidt?

3. FÆLLES FORSTÅELSE OG INDDRAGELSE I BEHANDLINGEN
•

Kunne dine behandlere hjælpe dig med de problemer, du kom med?
o Kan du komme med et eksempel på noget, der blev bedre?
o (Er der noget, du har taget med dig herfra, som kan hjælpe dig i din hverdag i dag?)

•

Bør behandleren inddrage dig eller dine pårørende i hvad der skal ske i din behandling?
o Hvad vil du gerne være med til at bestemme?
Det kunne fx være de emner I taler om, mødetidspunkter, brug af tolk, medicin, hvilke slags
behandlere, du skal tale med (psykolog, fysioterapeut, socialrådgiver, læge osv).

•

Kan du give et eksempel på noget, der har givet dig lyst til at følge din behandling og komme her?
(information på dit modersmål, mulighed for tolk, medicin, psykoterapi)

•

Kan du give et eksempel på noget som har gjort, at du ikke har haft lyst til at komme?
(information på dit modersmål, mulighed for tolk, medicin, psykoterapi, manglende sms-service,
manglende erfaringer med psykiatrisk behandling, manglende tro på bedring?)

•

Har der været noget, som har forhindret dig i at møde op og følge behandlingen?
o Praktiske foranstaltninger som tid og økonomi?
o Personlige barrierer?
o Noget relateret til at være patient i psykiatrien?
o Problemer med behandlerne?
o Du følte ikke, at klinikken kunne hjælpe dig?
2
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4. ALLIANCE MED BEHANDLERE
•

Vi vil gerne vide mere om, hvad vores patienter opfatter som en god relation og kontakt til deres
behandlere, fordi vi ved, at det påvirker behandlingen.
o

Kan du beskrive en god situation med en af dine behandlere her?
▪ Hvad gjorde det til en god situation?

o

Kan du beskrive en mindre god situation?
▪ Hvad var det, der gjorde den dårlig?

•

Hvordan har det været, at skulle fortælle behandleren om de problemer, du er kommet her med?
o Føler du dig tryg ved at åbne op overfor dine behandlere? Eller er det ubehageligt? Rart at
tale med en udenforstående?

•

Føler du, at du er blevet mødt med respekt og forståelse af dine behandlere? Hvad vil respekt og
forståelse sige for dig?

5. KULTURELLE HENSYN OG KOMPETENCER (MIGRATION, LIVSHISTORIE, KULTUR, CFI)
•

Talte du med dine behandlere om de ting i din baggrund, som kan have betydning for dit forløb
her? Fx dine værdier, din måde at leve på, din opvækst og kultur?

•

Betyder det noget for dig, at behandleren ved noget om din baggrund og din historie?
o Er det noget, som er blevet brugt i behandlingen? Kan du beskrive et eksempel?

(CFI: Kan du huske, at du helt i begyndelsen af behandlingen blev stillet nogle spørgsmål, blandt andet
om kultur, som blev optaget til forskning?
Hvis ja, hvordan oplevede du den samtale? Kan du huske, om det du fortalte, er blevet brugt i
behandlingen?)

Nogle patienter synes ikke, at deres kulturelle baggrund er relevant for de problemer, de gerne vil have
behandlet på klinikken.
•

Hvad tænker du om det, og har du ønsket, at behandlerne IKKE spørger ind til din baggrund?

•

Har du oplevet, at der har været for meget fokus på kultur og din baggrund fra før du kom til
Danmark?
Har du oplevet, at der har været for lidt fokus på din baggrund fra før du kom til Danmark?

•
•

Hvornår er det vigtigt, at en behandler ved noget om, hvem du er og hvor du kommer fra, for at
kunne hjælpe med dine problemer?
o Er det vigtigt f.eks. hos tandlægen, hos egen læge, i psykiatrien?
3
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o

Og i psykiatrien – er det så både vigtigt hos lægen, psykologen, socialrådgiveren og
fysioterapeuten? Hvorfor?

•

Har du været i behandling andre steder i det danske sundhedsvæsen, og har det været
anderledes end på klinikken i Ballerup?
o Hvis der var forskel, kan du komme med eksempler på, hvad der var forskelligt eller
anderledes?

•

Hvis du skulle give 3 gode råd til det danske sundhedsvæsen i forhold til at sikre, at alle – uanset
hvor de kommer fra – får en god behandling, hvad ville du så sige?

6. DEMOGRAFI (HVIS IKKE DÆKKET TIDLIGERE)
• Oprindelsesland
• Hvor mange år i DK
• Hvor meget har du gået i skole (både folkeskole og videregående?)
• Hvad laver du til daglig? (har du arbejde eller skole?)
• Havde du arbejde i dit oprindelsesland?
• Bor du alene eller med familie eller andre?
• Er du gift eller har kæreste?
• Har du børn?

Hvis jeg har nogen spørgsmål, er det så ok, at jeg kontakter dig igen?

Hvis jeg bruger citater fra vores samtale vil de være anonyme – dvs. jeg kalder dig et andet navn, end det
du hedder i virkeligheden.
Har du lyst til selv at vælge et navn, jeg skal bruge?
NAVN:______________________________________________________________

Har du nogen spørgsmål?
Tusind tak for i dag.
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INTERVIEWGUIDE
NYESTARTEDE BRUGERE AF PSYKIATRIEN MED ANDEN ETNISK BAGGRUND END DANSK

INTRODUKTION
Velkommen til og mange tak fordi du ville møde mig i dag.
Mit navn er Laura Lindberg og jeg arbejder her på Kompetencecenter for Transkulturel Psykiatri i Ballerup
som forsker. Jeg er altså ikke læge eller psykolog eller behandler i øvrigt.
Jeg vil gerne tale med dig og ca. 15 andre personer, som er startet eller har gået i behandling her, fordi vi på
klinikken gerne blive bedre til at hjælpe vores patienter, ved at gøre vores behandling bedre.
Vi har i øjeblikket ekstra fokus på, hvordan vi bedst kan tilpasse vores behandling til den enkelte patient
og hvordan vi bedst muligt lærer vores patient og hans eller hendes ønsker til behandlingen at kende.
I den sammenhæng vil vi også gerne spørge ind til patientens kultur.
Med kultur mener vi både den opdragelse, man har fået fra sine forældre og sin familie, og de værdier man
har med sig fra sin opvækst og det land og samfund, man er vokset op i. Ens kultur påvirker også den måde,
man gør og forstår ting på nu og her, traditioner man har, og helt små ting i hverdagen, som f.eks. den
måde man møder fremmede på, hvad man opfatter som høfligt og respektfuldt, rigtigt og forkert.
Det er forskelligt fra person til person og alle har forskellige kulturer med sig.
Vi vil altså gerne vide noget mere om, hvordan DU synes, at vi skal spørge ind til dig og din kultur og
hvordan vi skal inddrage den viden i behandlingen. Og derfor har jeg inviteret dig til denne samtale.

Alt hvad du fortæller er anonymt, så jeg bruger ikke dit navn, og jeg taler ikke med dine behandlere eller
andre om, hvad du fortæller mig.
Jeg har ikke set din journal og kender ikke noget til detaljerne for din behandling på klinikken.
Så jeg vil gerne høre DIN version af og mening om forløbet, og ønsker at du er så ærlig som mulig – også
om de ting, du ikke synes fungerer. Du må meget gerne komme med konkrete eksempler.

Jeg vil gerne have lov til at optage vores samtale, så jeg bedre kan huske hvad du og andre fortæller mig,
og så jeg kan lytte frem for at tage noter. Jeg sletter optagelsen så snart jeg har trukket den viden ud, jeg
skal bruge.
Er det ok, at jeg optager? I så fald skal jeg bede dig skrive under på dette samtykke.

Jeg håber, at du har lyst til at dele dine erfaringer. Det vil være en stor hjælp for os.
Har du nogen spørgsmål til mig?
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SPØRGSMÅL
1. INDDRAGELSE I BEHANDLINGSFORLØB OG FORVENTINGER TIL (TRANSKULTUREL) PSYKIATRI
•

Vil du først beskrive for mig, hvordan dit forløb her på klinikken indtil nu har været? Hvem har du
talt med og hvad har I talt om?

•

Er der blevet lagt en plan for din behandling fremover? Har du været med til at bestemme den
plan? Og hvad synes du om planen?

•

Prøv at bekrive for mig, hvordan du havde det første gang, du kom til klinikken her?

•

Hvad vidste du om denne klinik og hvorfor du var blevet henvist netop hertil?

•

Hvad var din forventning til den behandling, du kunne få her?

2. ALLIANCE MED BEHANDLERE
•

Vi vil gerne vide mere om, hvad vores patienter opfatter som en god relation og kontakt til deres
behandlere.
o Kan du beskrive en god situation med en af dine behandlere her?
▪ Hvad gjorde det til en god situation?
o

Kan du beskrive en mindre god situation?
▪ Hvad var det, der gjorde den dårlig?

•

Hvordan har det været, at skulle fortælle behandleren om de problemer, du er kommet her med?
o Føler du dig tryg ved at åbne op overfor dine behandlere? Eller er det ubehageligt? Rart at
tale med en udenforstående?

•

Føler du, at du er blevet mødt med respekt og forståelse af dine behandlere?

•

Hvad er vigtigt for dig, at få fortalt til din behandler?

•

Er der noget, du synes, at behandleren IKKE skal spørge om?

•

Hvordan vil du gerne have, at samarbejdet med den enkelte behandler er? Skal de tage styringen
eller vil du gerne selv bestemme?

3. CFI: KONKRET EVALUERING AF SAMTALEN HVOR DET TRANSKULTURELLE INTERVIEW BLEV BRUGT
• Kan du huske den samtale, du havde med vores sygeplejerske / læge [NAVN]?
• Hvordan oplevede du den samtale?
• Hun stillede dig en del spørgsmål om din baggrund og kultur – hvordan var det at tale om?
• Hun stillede også spørgsmål til din familie og til eventuel religion – hvordan var det at tale om?
• Føler du, at det var relevant viden om dig, som hun spurgte ind til?
• Hvordan tror du, at den viden kommer til at påvirke din relation til behandleren?
• Hvordan tror du, at den viden kan blive brugt fremover, i din behandling her?
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•
•
•
•

Hvad synes du om selve spørgsmålene?
Hvilke var gode? Hvorfor?
Hvilke var mindre gode? Hvorfor?
Var der vigtige ting, du gerne ville have talt om, som hun ikke spurgte ind til?

4. KULTURELLE HENSYN OG KOMPETENCER (MIGRATION, LIVSHISTORIE, KULTUR)
Nogle patienter synes ikke, at deres kulturelle baggrund er relevant for de problemer, de gerne vil have
behandlet på klinikken.
•

Hvad tænker du om det, og har du ønsket, at behandlerne IKKE spørger ind til din baggrund?

•

I dit møde med sundhedsvæsenet her i Danmark generelt, har du oplevet, at der har været for
meget fokus på kultur og baggrund fra før du kom til Danmark?

•

Har du oplevet, at der har været for lidt fokus på din baggrund fra før du kom til Danmark?

•

Hvornår er det vigtigt, at en behandler ved noget om, hvem du er og hvor du kommer fra, for at
kunne behandle din sygdom?
o Er det vigtigt f.eks. hos tandlægen, hos egen læge, i psykiatrien?
o Og i psykiatrien – er det så både vigtigt hos lægen, psykologen, socialrådgiveren og
fysioterapeuten? Hvorfor?

•

Har du været i behandling andre steder i det danske sundhedsvæsen, og har det været
anderledes end på CTP?
o Hvis der var forskel, kan du komme med eksempler på, hvad der var forskelligt eller
anderledes?

•

Hvis du skulle give 3 gode råd til det danske sundhedsvæsen i forhold til at sikre, at alle – uanset
hvor de kommer fra – får en god behandling, hvad ville du så sige?

5. DEMOGRAFI (HVIS IKKE DÆKKET TIDLIGERE)
• Oprindelsesland
• Hvor mange år i DK
• Hvor meget har du gået i skole (både folkeskole og videregående?)
• Hvad laver du til daglig? (har du arbejde eller skole?)
• Havde du arbejde i dit oprindelsesland?
• Bor du alene eller med familie eller andre?
• Er du gift eller har kæreste?
• Har du børn?
Hvis jeg har nogen spørgsmål, er det så ok, at jeg kontakter dig igen?
Jeg vil gerne skrive til dig, før jeg er færdig med min rapport, så du kan se, om jeg har brugt citater fra dig
korrekt. Citater vil være anonyme – dvs. jeg kalder dig et andet navn, end det du hedder i virkeligheden.
Har du lyst til selv at vælge et navn, jeg skal bruge? F.eks. et typisk navn fra det land, du er født i?
NAVN:______________________________________________________________
Har du nogen spørgsmål? Tusind tak for i dag.
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CONSENT FORM
DEAR PARTICIPANT
In a research project, we are evaluating the Cultural Formulation Interview.
The interview consists of 16 questions, concerning the help you need right now and
how you and your family or friends understand and deal with your condition.
The interview lasts for approximately 30 minutes. It will be much like a normal
consultation where the clinician poses some questions. If you use an interpreter, he
or she will join you for the consultation.
If you wish to participate, we would like to use the following information in order to
evaluate the interview:
☐ Background information on your gender, age, birthplace and stay in Denmark.
☐ Your opinion about the interview. You will be asked to fill out a questionnaire
after the interview.
☐ Video recording of your conversation with the clinician.
Participation is voluntary and has no implications for your treatment here.
You have the right to withdraw your consent at any time and to ask us to delete
your video. Contact Signe or Laura, who will erase it all.
If you chose to participate, the material will be handled with strict confidentiality
and your information will be anonymized.
BEST REGARDS,
Signe Lund Skammeritz, medical doctor, signe.lund.skammeritz@regionh.dk
Laura Glahder Lindberg, researcher, laura.glahder.lindberg@regionh.dk
Competence Centre for Transcultural Psychiatry
I hereby give permission for my information to be used in the evaluation of the
Cultural Formulation Interview. I have received a copy of this consent form.
NAME: ______________________________________________ DATE: __________
SIGNATURE: __________________________________________________________
☐ YES, I WANT TO KNOW MORE ABOUT THE RESULTS OF THE PROJECT.
CONTACT ME ON EMAIL: ______________________________ / PHONE: _________
LABEL WITH CPR-NO.:

SAMTYKKE
KÆRE DELTAGER
Som den første del af mit ph.d.-projekt, der omhandler mødet mellem migrantpatienter og den
ambulante psykiatri i Danmark, vil jeg undersøge behandlernes perspektiv på mødet.
Formålet med denne del er at afdække, hvordan behandlere, som arbejder med
migrantpatienter i dagligdagen – både på specialiserede afsnit og i den almene psykiatri – oplever
denne patientgruppe og måden hvorpå, deres psykiske lidelse kommer til udtryk.
Jeg vil gerne høre, hvordan du som behandler håndterer patientkontakten samt hvordan du
oplever patienternes symptomer og hvilke erfaringer, du trækker på her.
I min ph.d. evaluerer jeg også det kliniske værktøj, Det Transkulturelle Interview, fra DSM-5. Jeg
vil derfor også spørge ind til din opfattelse af Det Transkulturelle Interview, som vi kan gennemgå
sammen, hvis du endnu ikke har anvendt det i praksis.
Hvis du giver samtykke til at bidrage med din viden og dine erfaringer om arbejdet med denne
patientgruppe, vil jeg:
•
•
•
•
•
•
•

optage interviewet på bånd,
men dine informationer vil blive opbevaret og behandlet både anonymt og fortroligt.
Jeg sletter optagelsen af interviewet fra denne diktafon så snart jeg har
overført det i en lukket mappe på p-drevet, som kun jeg har adgang til.
Ingen af dine citater vil kunne tilbageføres til din person.
Din deltagelse er frivillig.
Du har altid ret til at trække dit samtykke tilbage og til at bede mig slette din optagelse.

Når analyserne af interviewene er klar og før de publiceres, vil du få mulighed for at læse teksten
igennem og rette faktuelle fejl og eventuelle misforståelser.

DE BEDSTE HILSNER,
Laura Glahder Lindberg, ph.d.-studerende og forskningskoordinator,
laura.glahder.lindberg@regionh.dk
Kompetencecenter for Transkulturel Psykiatri

Jeg giver hermed tilladelse til, at mine oplysninger må bruges til evalueringen af det
Transkulturelle Interview. Jeg har modtaget en kopi af dette samtykke.

NAVN: ______________________________________________

DATO: __________

UNDERSKRIFT: _____________________________________________________________

CONSENT FORM
Dear participant
You have recently ended your care at the Competence Centre for Transcultural
Psychiatry (CTP) in Ballerup.
At our clinic, we wish to keep getting better at helping people like yourself, by
improving our care. We want to make sure, that future patients will feel good
coming at the clinic and feel respected and listened to.
I would like to ask you some questions in an interview. It will take approximately 30
to 50 minutes.
The questions will be about your experiences with care at the clinic: What was
good? What was bad? How can we improve?
If you have used an interpreter during your care at CTP, your regular interpreter will
assist in the interview.
I would like to record our conversation on an audio recorder, so I better can
remember what we talked about.
Recordings are treated with strict confidentiality. Everything you say will be
anonymised and I will not talk to your previous care providers or others about what
you tell me.
Your participation is voluntary. You can withdraw your consent at any time and ask
me to delete the recording of your interview.
It would be a great help if you are willing to participate and share your experiences.
Best wishes,
Laura Glahder Lindberg
Researcher at the Competence Centre for Transcultural Psychiatry (CTP) in Ballerup
e-mail: laura.glahder.lindberg@regionh.dk
I will participate in this conversation. I give permission that the conversation is audio
recorded and that it can be used anonymously in research. I have received a copy of
this consent form.
NAME: ______________________________________________ DATE: __________
SIGNATURE: __________________________________________________________
☐ YES, I WANT TO KNOW MORE ABOUT THIS RESEARCH WHEN IT IS FINISHED.

CONTACT ME ON EMAIL:______________________________ / PHONE:__________

CONSENT FORM
Dear participant
You have recently started coming at the Competence Centre for Transcultural
Psychiatry (CTP) in Ballerup.
At our clinic, we wish to keep getting better at helping people like yourself, by
improving our care. We want to make sure, that future patients will feel good
coming at the clinic and feel respected and listened to.
I would like to ask you some questions in an interview. It will take approximately 30
to 50 minutes.
The questions will be about your experiences so far at the clinic: What was good?
What was bad? How can we improve?
I will also ask questions about the Cultural Formulation Interview, which you have
recently participated in.
If you are using an interpreter at CTP, he/she will assist in the interview.
I would like to record our conversation on an audio recorder, so I better can
remember what we talked about.
Recordings are treated with strict confidentiality. Everything you say will be
anonymised and I will not talk to your previous care providers or others about what
you tell me.
Your participation is voluntary. You can withdraw your consent at any time and ask
me to delete the recording of your interview.
It would be a great help if you are willing to participate and share your experiences.
Best wishes,
Laura Glahder Lindberg
Researcher at the Competence Centre for Transcultural Psychiatry (CTP) in Ballerup
e-mail: laura.glahder.lindberg@regionh.dk
I will participate in this conversation. I give permission that the conversation is audio
recorded and that it can be used anonymously in research. I have received a copy of
this consent form.
NAME: ______________________________________________ DATE: __________
SIGNATURE: __________________________________________________________
☐ YES, I WANT TO KNOW MORE ABOUT THIS RESEARCH WHEN IT IS FINISHED.

CONTACT ME ON EMAIL:______________________________ / PHONE:__________
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Figure 4: Social worlds/arenas map for the entire PhD study

Figure 5: Situational map for the entire PhD study
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Figure 6: Positional map for Article 2. Key discursive positions in provider interviews on the CFI
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