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A.PREFACE

This portfolio comprises three sections: an empirical research project, a clinical
case study and a publishable paper. Each was completed during my training at
City University and together demonstrate my competence as a Counselling
Psychologist. This portfolio provides evidence of my knowledge and skills,

demonstrating critical and independent thought at a doctoral level.

The overarching theme within the portfolio is culture: how it shapes health
beliefs, help-seeking behaviour and expression of psychological distress. The
cultural values underpinning mainstream psychology are examined, and the
implications of a Eurocentric bias are discussed. Both the research and the
clinical case study explore psychological work with clients who hold non-

Eurocentric health beliefs.

The first section of the portfolio consists of an empirical research project. The
study aimed to take a unique perspective to the challenges facing the delivery of
mainstream services in multi-cultural Britain by interviewing Ghanaian mental
health professionals about their experience of working in a cultural centre of
African health beliefs: Ghana. The Ghanaian mental health professionals offered
expertise regarding the delivery of Eurocentric interventions with African clients.
The participants described specific challenges to psychological work with
African clients, and offered solutions and strategies in response to these

challenges.

The second section demonstrates my professional practice through the inclusion
of a clinical case study. The case demonstrates my developing interest in the way
culture impacts experiences of mental illness. The client, an Iranian man,
believed he was cursed. The work demonstrates a process of negotiation due to
the clash of cultures between therapist and client, and explores strategies that

helped minimise the challenges associated with such a clash.

13



The third section of the portfolio consists of a publishable piece that represents a
summary of the empirical research conducted for this portfolio. The ‘British
Journal of Psychology’ was selected as an appropriate target journal for the paper
as it is a mainstream journal that is circulated worldwide. The journal encourages
international research and has demonstrated a commitment to supporting the
globalisation of psychology by an initiative to allow free or low cost access to the
journal in the developing world. The wide readership of the journal makes it an
appropriate choice to encourage issues of culture from the periphery to

mainstream psychology.
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B. EMPIRICAL RESEARCH

‘The African always believes that there is always a spiritual side to
everything.’

Lessons from Ghanaian colleagues: Working with African clients.

B.1. Abstract

For mainstrcam services to meet the needs of an increasingly diverse population, a shift from a
‘one size fits all” Eurocentric trcatment approach is necessary. Inspired by the rescarch efforts in
the UK to better understand the discrepancics in service use and experience of Black and ethnic
minority scrvice uscrs, the present study aimed to Icarn from Ghanaian colleagues and to give a
voice to their experience and cxpertise. The project hoped to gain an understanding of Ghanaian
mental health professionals’ experiences of working in a culture where traditional or spiritual
explanations for experiences that are classified as mental iliness by Western psychiatric
approachcs arc common; specifically, their knowledge of alternative health beliefs and
practices, the challenges associated with working with this client group with Western
approaches and the strategies they employed to minimisc these challenges. In a cultural centre
of traditional African beliefs, the project aimed to explore the process of marrying two
drastically different worldviews. Theoretical sampling was used to select participants that could
offer rich and relevant data, and qualitative inclusion criteria made experience a priority
(community psychiatric nurses, psychiatrists, psychologists and charity workers were included
in the sample). The data was thematically analysed according to the procedure of Braun and
Clarke (2006). Analysis revealed the Ghanaians’ ability to occupy multiple worldviews and
explored health belicfs relating to mental illness. The data provides an insight into the
challenges and complexities associated with delivering mainstrcam health care in a culture
underpinned by traditional belicfs, and presents data that shines a spotlight on the way Ghanaian
mental health professionals work psychologically with this client group. The findings are
considered in relation to the British rescarch that documents the challenges facing the UK with
regard to improving service engagement, and expericnce of services, for Africans living in the

UK. Clinical implications are discussed.
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B.2. Key

BME-
CDWs-
CPN-
DoH-
DRE-
DSM-
EHTPA-
EPIC-
MHA-
MHAC-
MHRA-
NFSH-
NGO-

NHSTA-

NIMHE-
NMHDU-
NSF-

RECAP-

RECC-

WHO-

Black and minority ethnic [people/communitics)
Community Development Workers
Community Psychiatric Nurse
Department of Health
Delivering Race Equality (The Department of Health’s 2005 Scheme)
Diagnostic and Statistical Manual of mental disorders
European Herbal and Traditional Practitioners Association
The Enhanced Pathways Into Care Project
Mental Health Act
The Mental Health Act Commission
Medicines and Healthcare products regulatory agency
National Federation of Spiritual Healing (UK) — now called the Healing Trust
Non Government Organisation

National Health Service Training Authority, an association of NHS Trusts, which

offers a directory of alternative and complementary medicine
National Institute for Mental Health in England

National Mental Health Development Unit

The National Service Frameworks

Race Equality Cultural Awareness Programme (a two-day training course in cultural issucs
developed by DRE)

The Race Equality and Cultural Capability (DRE training scheme for mental health workers)
Race Equality Schemes

The Race Relations Act

Sainsbury’s Centre for Mental Health (see references for publications cited)

Unified Register of Herbal Practitioners

World Health Organisation
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B.3. Introduction to the thesis

A key theme within the project is ‘culturc’: a term that denotes the ideas, customs, and social
behaviour of a particular pcople or socicty. However, whilst culture is often trcated as
something belonging to foreign customs or belicfs, it is important to recognise the cultural
values that influencc the practice of mainstream treatment approaches. Psychology has
traditionally been Eurocentric, deriving from a White, middle-class value system (Katz, 1985;
Smith, 1981; Naidoo, 1996). Ethnocentrism is the belief in the inherent superiority of one's own
ethnic group or culture (Woolley & Lowenberg, 1997); Eurocentricism reflects the global
dominance of western ideas that privilege science, and empiricism. Katz (1985) asserts that
White culture scrves as the foundation for psychological theory and practice. This is
unsurprising, given the cultural and historical context in which psychological theories were
developed. However, it is inadequate for the discipline to have a Eurocentric bias for several

reasons.

Britain is multi-cultural. 2011 population estimates by Ethnic Group for England and Wales
indicatc that the majority White British group has stayed constant in size between 2001 and
2009, whilst the population belonging to other groups has riscn by around 2.5 million to 9.1
million over that period (see figure B1). These figures translate to about one in six of the
population in England and Wales being from an ethnic group other than ‘White British’, and
these figures are on the increase. As figure Bl indicates, ‘Black African’ is one of the faster
growing ethnic groups, with an estimated population of 798.8 thousand in 2009. Black and
ethnic minority (BME) individuals make up a large component of our society, and the data
suggest these figures will continue to rise. A person’s ‘cthnicity’ indicates a how an individual
experiences and self-identifies a state of belonging to a social group that has a common national
or cultural tradition. For the purpose of this project, 1t is important to rccognise that the term
‘cthnicity’ can be limiting, as *culture’ and ‘ethnicity” are neither fixed nor static. In the
modern, world there are a myriad of processes and influences that create beliefs and worldviews
that are personal and must be understood and contextualized without making assumptions. This
project uscs the term ‘BME’ to describe those that are non-white-British. This is not to make
assumptions of similarities, but with the aim of adding dimensions to psychological theory by

confronting what is Eurocentric about mainstream psychology.

Services must address Black and minority ethnic (BME) inequalities, not least because we are
legally required to do so. The dcath of Stephen Lawrence in 1993 resulted in an enquiry that
concluded that the Metropolitan Police Service was ‘institutionally racist’ (Macpherson, 1999).
The enquiry had implications for all public services as the Macpherson Report (1999) and the
subsequent Race Relations (Amendment) Act (2000) represented a shift in terms of the law and

the duty on public bodies as well as individuals to eradicate discrimination in institutional
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settings. The death of David Bennett in 1998, an African Caribbean patient who died in
hospital, sparked another enquiry into institutional racism, this time within mental health
services. A specialist panel was selected to lead an inquiry and made several recommendations

for practice.

Ethnicity Mid 2009 Average annual
population percentage growth
(Thousands)
All groups 54809.1 0.6%
White British 45682.1 0.0%
White Irish 574.2 -1.5%
Other White 1936.6 4.3%
Mixed: White and Black 310.6 3.3%
Caribbean
Mixed: White and Black 131.8 6.3%
African
Mixed: White and Asian 301.6 5.8%
Mixed: Other mixed 242.6 5.5%
Asian: Indian 1434.2 3.9%
Asian: Pakistani 1007.4 4.1%
Asian: Bangladeshi 392.2 4.0%
Other Asian 385.7 5.7%
Black Caribbean 615.2 0.9%
Black African 798.8 6.2%
Other Black 126.1 3.2%
Chinese 451.5 8.6%
Other 422.6 8.0%
Non-White British total 9127.1 4.1%

Figure B1: Population estimates by ethnicity in England and Wales, Office for National

Statistics (2011).

The Race Relations Act (1976, amended in 2000) outlawed discrimination (direct and indirect)
and victimisation in all public authority functions. It also placed a general duty on specified
public authorities to promote race equality and good race relations. There are also specific

duties for listed organisations, including the production of Race Equality Schemes (RES). The
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faw gocs beyond insisting that racism is unacceptable; it also calls for institutions like the NHS

to address ethnic incqualities in service use and expericnce of service.

The Department of Health (DoH) stated its intention to address BME service inequalitics. The
Department of Health’s (2005) *Delivering Race Equality” (DRE) programme was launched in
2005 as a responsc to the amendment to the Race Relations Act. It was a five-ycar programme
that aimed to support the development of better mental health services that met the needs of
England’s increasingly diverse population. The New Horizons document also outlines the
government’s commitment to tackling cthnic incqualitics in access to and experience of mental

health services (DoH, 2009).

Another significant recason why mainstrcam psychological thcories need to become less
Eurocentric is because the developing world 1s importing Western approaches. For psychology
to be mcaningfully exported across the world it needs to be able to claim universality (Maiello,
1999). However, unlike physical illness, there are problems inherent in assuming that categories
of mental disorder derived from the study of one ethnic group arc rclevant or valid to generalise
to other groups (Fernando, 1995; Patel & Winston, 1994; Watters, 2011). Wrenn (1962)
proposed that to make psychological thcory more responsive to the needs of a culturally diverse
population requires a willingness to examine the underlying cultural values that actas a
foundation for mainstrecam theory. This paper argucs that mainstream theory should learn about
alternative worldviews and look for practical solutions to the challenges facing the discipline of
psychology. This project focuses on the cxpericnce of African mental health professionals in
Ghana. The term ‘African’ is a huge concept that encompasses a wealth of cultures, cthnicities
and identitics in Africa, and pcople of African descent. It is recognised that there are White
Africans and Africans with whom ideas of traditional West-African indigenous religions would
have little relevance. However, it is this project’s aim to add dimensions to the understanding of
mainstrcam psychological thcory by exploring the cxperience of health professionals in one
African country. To do this, it is necessary to first review the literature on the relationship
between Eurocentric psychology and Africans, and the challenges facing psychology in

multicultural Britain. It is also neccssary to review the literature relating to the research context,

Ghana.

19



20



B.4. Literature review: An examination of the relationship between
Africans and mainstream psychology

B.4.1. The historical context

European psychology has demonstrated an interest in cthnography and anthropology since its
birth. Sue, Arrendo and McDavis (1992) suggest that psychological theory has dealt with race
by three approaches: the inferiority model, the genetic deficiency model and the culturally
deprived (deficient) model. Indeed, there is a wealth of rescarch that supports this claim. Rush
proposed ‘Negroes’ suffered from an aftliction called *Negritude’, which was thought to be a
mild form of leprosy (cited in Reiheld, 2010). Rush proposed that as the affliction resulted in
dark skin, the only cure for the disorder was to become White. Another theory that served to
support White supremacy came from Cartwright, who described ‘Drapetomania’ in 1851 as a
mental illness that caused Black slaves to flee captivity. Cartwright posited that Negroes were
inferior biologically and thercfore slavery was a necessary intervention and recommended

whipping the devil out of them to cnsure the slaves obcyed their masters (cited in Szasz, 1971).

Africans have been described as “deficient’ in many ways: deficient in intelligence (Rousseau,
1755; Ferguson, 1916; Carothers, 1951; Prince, 1960; Forster, 1962), deficient in internal
control (Freud, 1913; Prince, 1960; Forster, 1962) and deficient in terms of personality
(Carothers, 1951; Ritchie, 1943; Smartt, 1956; Gordon, 1934). Carothers and Ritchic wrote
about the Africans’ lack of gratitudc; these ideas were published at the same time as White
settlers complained that their native domestic servants were ungrateful and selfish (McCulloch,
1995). Inferior child-rearing techniques (Forster, 1962) and prolonged breastfeeding (Prince,
1960) were blamed for basic flaws in the African personality. Africans have been described as
savages (e.g. Freud, 1913), and compared to children (Carothers, 1951) and European
psychopaths (Carothers, 1951). In thc UK, Terman reported that some ethnicitics, including

Blacks, were dull, and that the characteristic was racial in etiology (Terman, 1916).

Much research proposed that Africans were too primitive to suffer the same mood disorders
associated with the Western world (Roussecau, 1755; Carothers, 1951; Tooth, 1950), implying
that was something deficient in the African mind. Mainstream theory at this time implied that
the primitive Africans werc too simple to be troubled by emotional distress, and that external
sanctions were necessary to compensate for the Africans’ lack of a well-developed superego

(Freud, 1913). As carly as 1755, the idea that mental illness was rare amongst ‘primitive’
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people was promoted based on the knowledge that not many were seen in asylums (Rousseau,
1755). Rousseau coined the concept of a ‘noble savage’, which suggested that there was
something desirable about living simply, resulting in being protected from mental illnesses that
only affect the civilised. This very early research ignores differences in health beliefs and help-
seeking behaviour and assumed that as the Africans he observed were not seeking help at

asylums, they must not suffer what the West defined as psychological ill health.

However, research began to conceptualise the observed differences. Canadian-born Dr.
Raymond H. Prince, professor of psychiatry at McGill University, was a pioneer in the fields of
transcultural psychiatry and the scientific study of religious experience (Wintrob, 2006).
Prince’s career in transcultural psychiatry began in September 1957 when he took up the post of
‘specialist alienist’ at Aro Hospital in Abeokuta, Nigeria, then a British colony (Prince, 2000).
In 1967, Prince commented that research conducted in the colonial era (1890-1956) generally
found depression and suicide to be rare or absent in the African context; however, research that
was conducted in the era of independence reported depressive conditions as more common.
Prince proposed that the increase in observed cases of depression may reveal something about
the newfound desirability of European ideas (i.e. that to be identified as melancholic/depressed
may be to identify yourself as civilised, intellectual, responsible or sensitive). Prince coined this
‘the Prestige factor’. Prince suggested that the stark diagnostic differences during and after
colonialism could be in part explained by the social climate psychiatrists were operating in;
during colonialism, Africans were not deemed responsible and considered too primitive to
suffer psychologically in the same way as the civilised West, but when independence was
achieved, the social climate was more conducive to Africans being treated as more responsible.
Most significantly, Prince commented that concepts of mental illness are culturally specific and
that an African with a depressive disorder would not consider themselves to be ill. Prince
highlighted the significance of help-seeking behaviour and pathways to treatment, i.e. that those
in psychological distress often visit indigenous healing centres, as local explanations of mental

illness are associated with ideas of morality, spirituality and witchcraft.

Field’s work was the first of its kind to explore differences in health beliefs and subsequent
patterns of help-seeking behaviour (Field, 1955, 1960). Field researched the ‘ideological
background’ of witchcraft in the Gold Coast in the 1930s (Field, 1955, 1960). Field posited that
Rousseau’s idea of the ‘nobel savage’ was misinterpreting the low levels of depressive illness
being observed by clinicians. Field suggested that witches were often mentally disturbed and the
people who sought this type of help were often in psychological distress. Field attacked the
notion that mental illness was rare amongst primitive people, but instead argued that traditional
ideas and beliefs were responsible for differences observed by previous theorists. Field noted
that in a culture where the worst possible crime was to be accused of being a witch, women
were accusing themselves of this crime. Field suggested that these women were exhibiting self-
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blamec by identifying themsclves as cevil, and that this behaviour could be interpreted as
depressive. Ficld also proposed that other European psychiatric concepts were common, such as
schizophrenia, paranoia and obscssive compulsive disorders. McCulloch (1995) highlights that
the usc of European concepts in this way could result in pathologising Ghanaian culture,
although Ficld’s work should be celebrated as an carly attempt to contextualisc the differences

that other rescarchers reported as evidence to support claims of inferiority.

Field’s rescarch into cultural differences in health beliefs and help-seeking behaviour is still
relevant today, given the reported discrepancies in how BME communities engage with, and
expericnce, mental health services. Arguably, we have come a long way from the crude,
insulting descriptions of non-White populations as the ‘other’; however, some theorists believe
that much of Eurocentric psychology is anti-African (ya Azibo, 1996) and the statistics of over-
representation demonstrate that we have not yet achicved equality in terms of who makes use

of, and who bencfits from, mainstrcam services.

B.4.2. The current climate: Black service users in multicultural Britain

The negative experiences of psychiatry for Black and other minority groups were first
documented in the carly 1960s when research pointed to the over-representation of Black people
within institutional settings (Kiev, 1965; Hemsi, 1967). Since then, there has been rescarch that
consistently indicates that Black and other minority ethnic groups experience psychiatry
differently from White pcople (Sashidharan, DoH, 2003). The rescarch evidence shows that
ethnic minority groups have an overwhelmingly negative experience of psychiatry. One of the
key challenges to the discipline is making sense of the over representation of Black service

users in psychiatric admissions.

B.4.3. Over representation of Black service users

Mental Health Act data reveals that even when standardised for age, data on admission levels
show disproportionately high levels of certain diagnoses and detention amongst Black patients,
in particular Black-Caribbean and Black-African patients (MHAC, 2008). The Black incidence
rate of schizophrenia is higher in the UK than anywhere else in the world (Cochrane &
Sashidharan, 1996). Higher than expected rates of schizophrenia amongst African and
Caribbean people living in England were reported as early as the 1960s (Kiev, 1965; Hemsi,
1967) and consistently thereafter (Bebbington, Hurry & Tennant, 1981; Dean, Walsh &
Downing, 1981; McGovern & Cope, 1987; Cochrane & Bal, 1989). There is an alarmingly

higher rate of compulsory admissions for Black compared with White patients (Ineichen et al.,
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1984; Moodley & Thornicroft, 1988; Harrison, Holton & Neilson et al., 1989; Dunn & Fahy,
1990; Moodley & Perkins, 1991; Owens, Harrison & Boot, 1991; Birchwood, Cochrane &
Macmillan et al., 1992; Crowley & Simmons, 1992; Lloyd & Moodley, 1992; Perkins &
Moodley, 1993; Thomas, Stone & Osborn et al., 1993; Davies, Thornicroft & Leese et al., 1996;
Koffman, Fulop & Pashley et al., 1997, McCreadie, Leese & Talik-Singh et al., 1997; Parkman
et al., 1997; Singh et al., 1998; Takei et al., 1998; Commander et al., 1999; Bhui et al., 2003).
Poor use of primary care services, and more frequent use of involuntary admissions, results in
the use of high-cost services (SCMH, 2006). The fourth annual ‘Count me in’ census, published
in November 2008, showed that admission rates for BME communities are not falling and that
some BME groups are three or more times more likely than average to be admitted. American
research suggests similar discrepancies in access to and outcome from public health and human

service providers (Snowdon, 2003; van Ryn & Fu, 2003; Snowdon & Cheung, 1990).

B.4.4. Ways of interpreting these statistics: Real differences or a clash of cultures?

Interpretations of the statistics range from attempts to justify real differences in prevalence to
suggesting misdiagnosis is responsible for differences in observed prevalence between ethnic
groups. The discrepancies highlighted by the statistics pose a challenge to the Western
diagnostic system, and a neat biological/genetic explanation for the findings would have been
desirable.

B.4.5. Real differences?

Historically, schizophrenia has been thought to be under considerable genetic influence, genetic
predisposition amongst the African and Caribbean population was the first hypothesis to be
investigated to explain the statistics (Harrison et al., 1988). There is, however, no evidence that
the high rates are a consequence of greater genetic risk in certain migrant and minority ethnic
populations. Indeed the construct validity of schizophrenia has been challenged by many (e.g.;
Boyle, 2002; Bentall, 2004; Fernando, 1995; Bentall, Jackson & Pilgrim, 1988). Morgan et al.
highlight the fact that so mmy diverse groups appear to have higher rates, which suggests that
genetic predisposition is an implausible explanation (Morgan et al., 2010).

If genetic predisposition were a substantial factor contributing to high incidence rates of
schxzophrenil in UK Black Caribbeans, then high rates in their country of origin would also be
cxpected. Comparing ﬁ'equcncy of diagnosis is impossible, given differences in access to
medwd facilities. However, no evidence that the incidence of schizophrenia or other psychoses
is sunihﬂy elevated in any gghvmt country has been found. Studies conducted in the 1990s in
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Jamaica, Trinidad and Barbados all report similar schizophrenia incidence rates to thosce found
in the native UK population (Hickling et al., 1995; Bhugra ct al., 1996; Mahy ct al., 1999).
Sashidharan (2001) criticiscd much of the British rescarch that focused on searching for a
biological explanation for the observed discrepancics in the prevalence of schizophrenia
(Sugarman & Craufurd, 1994; Hutchinson ct al., 1996), but it was a logical first step that

reflected epistemological and philosophical assumptions of the discipline.

Another explanation for the high rates of psychosis in Black Caribbean individuals in the UK
suggested cannabis usc was responsible for real differences in the prevalence of severe mental
illness (Sharpley, Hutchinson, McKenzic & Murray, 2001). Rescarch supports a link between
psychosis and the use of cannabis (Moore ct al., 2007; DiForti ct al., 2009), although statistics
from the British Crime Survey suggest that cannabis usec amongst 16-59-ycar-olds from Black
and White British groups is broadly similar (Hoare, 2009). McGuire et al. (1995) did not find
any significant difference in the usc of cannabis between African-Caribbean and White patients
with psychosis, although Callan and Littlewood (1998) found that Black familics blamed

cannabis use as a causc for a family member’s illness more often than White familics.

Much rescarch links socioenvironmental factors to the observed high rates of schizophrenia
amongst this clicnt group. This hypothesis is appcaling as it recognises cultural and social
factor variables that were previously underplayed. Hutchinson et al. (1996) found that the
morbid risk for schizophrenia was similar for the parents and siblings of White and first-
generation African-Caribbean paticnts, but that the siblings of second-generation African-
Caribbean psychotic probands had a morbid risk for schizophrenia that was scven times that of
their White counterparts. They concluded that either the second-generation A frican-Caribbean
population in Britain is particularly vulnerable to some cnvironmental risk factors for
schizophrenia, or that some environmental factors act sclectively on this population in Britain.
Research began to focus more on environmental and sociological factors to explain the
differences by cthnicity in the prevalence of schizophrenia in the UK (Boydell et al., 2001;
Mallett, Leff, Bhugra, Pang & Zhao, 2002; Whitley, Prince, McKenzie & Stewart, 2006).
Herrstein and Murray (1994) proposcd that African Americans experience psychosocial stress
that other groups arc not exposed to duc to the negative valuc placed on their skin colour and

mental ability (arguably an idea that the discipline of psychology promoted historically).

B.4.6. Clash of cultures?

As the process of psychiatric diagnosis is a relatively subjective one based on clinical
judgement, cross-cultural misdiagnosis is another hypothesis offered to explain discrepancies in

ethnic representations in psychiatric facilities (Patel & Hegginbotham, 2007; Williams & Earl,
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2007). Observed high rates could be a consequence of incorrect diagnosis of either culturally
appropriate emotional distress or another form of psychological disorder, i.e. not schizophrenia
(McKenazie et al., 2008). Pinto et al. (2008) argue against the hypothesis that misdiagnosis
accounts for the statistical difference by stating that the features of schizophrenia in Western
countries are broadly similar across ethnic groups; however, research demonstrates that there
are culturally specific symptom repertoires (Hutchinson et al., 1999; Demjaha et al., 2006;
Ndetei & Vadher, 1985; Toch, Adams & Greene, 1987).

The central issue underlying the problem of racial bias in psychiatric diagnosis is the dominance
of a White, Western viewpoint in psychiatry (Sashidharan, 2001). Because of this viewpoint,
the kinds of behaviour most likely to be considered normal in DSM classification are those that
are acceptable within mainstream society (Fernando, 1998; Caplan, 1995; Russell, 1994).
Culturally specific ideas shape a person’s experience of distress: modern Western cultures do
not assign credibility to hallucinations, and generally regard them as pathological (Al-Issa,
1995; Adebimpe, 1997). However, in many non-Western societies, hallucinatory experiences

are not considered bizarre (Al-Issa, 1995):

‘Symptoms that may mislead clinicians into diagnosing schizophrenia in Black
patients include paranoia, abnormal speech, atypical auditory and visual
hallucinations, and belief in witchcraft.” (Adebimpe, 1997, p. 101)

Put simply, Adebimpe’s words warn that members of the African and Caribbean community
more often have symptoms that British psychiatrists are trained to take as evidence for
schizophrenia. These ‘symptoms’ could have cultural relevance if understood properly. Whether
the issue is misdiagnosis, or culturally specific symptom repertoires within a diagnosis or
culturally different explanations for the same condition, the research evidence requires further
exploration. One noteworthy retrospective study of hospital records suggests that if the
culturally atypical features of paranoid and religious flavour are taken into consideration, rates
of psychosis are then similar between African-Caribbean and British-born service users
(Littlewood & Lipsedge, 1978). These findings are hugely significant as they imply
interpretation of the over representation of Blacks in mainstream services should focus on

understanding culture clashes between Eurocentric and other worldviews, values and beliefs.

There are a number of studies that suggest Black patients tend to present with more reality
distortion (delusions and hallucinations) and affective symptoms and with fewer negative
symptoms when compared with White patients (Hutchinson et al., 1999; Demjaha et al., 2006;
Ndetei & Vadher, 1985). Research indicates that Black patients report more frequent and more
severe hallucinations than White patients (Adebimpe et al., 1981, Adebimpe, 1982; Mukherjee
et al., 1983; Lawson et al., 1984; Johns et al., 1998; Ndetei & Vadher, 1985). Sharpley and
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Peters (1999) reported an excess of delusional ideation in a small sample of the general African
and Caribbean population in Britain when compared with the White population. This does not
necessarily indicate real differences in psychosis, if these descriptions can be understood in

terms of their cultural relevance.

A US study found an excess of paranoid symptoms in African Amcricans (Toch ct al., 1987).
Adebimpe (1997) offers an interpretation of these findings, arguing that duc to real negative
social feedback, paranoid thinking is learned. ‘Paranoia’ is a diagnostic term that then
pathologises a legitimate experience of poor treatment and discrimination. A number of
clinicians and rescarchers have suggested that the Black expericnce in America has resulted in a
type of cultural paranoia (Maultsby, 1982; Newhill, 1990; Ridley, 1984; Terrell & Terrell,
1981; Whalcy, 1998).

There is cvidence to suggest there is cthnic bias amongst clinicians; for example, in decisions
lecading to more admissions of Black paticnts to securc psychiatric care (Prins, 1993; Fernando
ctal,, 1998; Kaye & Lingiah, 2000). With rcgard to compulsory admission, young Black men
are stercotypically scen as being more threatening and disturbed (Pipe et al., 1991). The report
by Sashidharan on behalf of the NHS and Department of Health (/nside Outside.: Improving
Mental Health Services for Black and Minority Ethnic Communities in England) in 2003
highlighted that risk assessment was a key issue in the analysis of racist practice. There is also
evidence to suggest that GPs’ decisions to refer paticnts with mental health problems to
specialist services are influenced by patients” ethnicity (Bhui, 1998; Commander et al., 1999).
The statistics that imply clinician bias can be mislcading as, arguably, they relate to the
differences in help-secking behaviour that has been documented. Perhaps clinicians correctly

assess risk as higher in patients that present later to scrvices in a worse condition,

Diffcrences in help-sceking behaviour and culturally specific explanations of symptoms could
offer a different way of formulating the reported diffcrences in service use and experience.
Research has demonstrated that culture influcnces help-sceking behaviour and expressions of
distress (Bhui, Bhugr & Goldberg, 2002; Gater et al., 1991; Bhui ct al., 2003). Black service
users make poor use of primary care services and are more frequently detained involuntarily
(Rwegellera, 1980; Commander ct al., 1999; Bhui, 2001; Keating ct al., 2002; Bhui et al., 2003;
Morgan et al., 2005). Black service users are less likely to have mental health problems
recognised by their GP (Gillam et al., 1989; Odcll ct al., 1997; Bhui et al., 2001) and are more
likely to have the nature of their presentation wrongly attributed to mental illness (Wilson,
1993). There is evidence that GPs feel less involved in the care of patients with severe mental

illness from minority ethnic groups (Bindman et al., 1997).
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Black service users are often reluctant to engage with mainstream mental health services and
tend to do so in times of crisis or breakdown (Bhui et al., 2003). Police involvement and
compulsory admissions for Black and minority ethnic groups are strongly associated with the
absence of GP involvement (Cole et al., 1995). These findings suggest that some client groups
did not think mainstream medical facilities were the appropriate place to seek help with the
symptoms they were experiencing; Western models of ‘help’ were not sought out, but forced
upon them. This culture clash has implications for future help-secking behaviour and suggests a
risk of disengagement. Many patients admitted to secure psychiatric facilities often do so after
multiple previous compulsory admissions, which suggests services are failing to intervene
effectively. Coid, Kahtan, Gault and Jarman (2000) suggest research should concentrate on
recognition of high-risk sub-groups of the mentally ill within all ethnic groups, and the

development of new measures to improve compliance with after-care.

In an interesting South African study exploring the help-secking patterns of 4,315 adult South
Africans within a 12-month period, reasons for not seeking treatment were examined (Bruwer,
Sorsdahl, Harrison, Stein, Williams & Seedat, 2011). Of the 4,315 adults, 729 (16.9%) met
diagnostic criteria for a mental disorder during the 12 months. Only 182 (25%) of these
respondents had sought treatment. Attitudinal barriers (belief that they do not require treatment,
that treatment would not work, that the problem was not an illness, nor severe, it would go away
on its own or that the person could solve their own problems) were found to play a more
significant role than structural barriers (access to appropriate services). The majority of
participants (93%) described a low perceived need for treatment when explaining why they did
not seek mainstream treatment. Interestingly, 20% of the participants that did seek mainstream
treatment dropped out. These findings seem to tell us something about how the South African
individuals interpreted their symptoms; the fact that the overwhelming majority did not perceive
their experiences as requiring mainstream treatment tells us something significant: these
individuals did not seek out psychiatric/psychological help because they did not think they
needed to. The study found thgt the strongest barrier to treatment in the South African
population involves the knowledge and beliefs about mental illness that aid recognition,
management or prevention. It would be interesting to know how the individuals explained their
experiences and how many sought help at alternative/traditional/religious centres instead of the
mainstream medical facilities, and for a larger scale version of this study to be repeated in the
UK.

In considering why Black patients may be reluctant to engage or comply with mainstream
services, Rethink, a charity for mental iliness, identified severa! obstacles to BME clients
(Rethink website, 2012). They found that different views about mental illness (different culture-
specific models of illness) impacted help-seeking behaviour. BME service users experience
services that focus on a medical model of illness and neglect the spiritual aspects of a person as
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unsatisfactory. Rethink suggest that poor risk assessment (i.e. people from BME communitics
arc much more likely to be assessed as presenting a concern to the public, and as a result,
detained under the Mental Health Act) was an obstaclc to service engagement of BME patients,
as was poor access to alternative trcatment to medication and a lack of BME staff (Rethink

website, 2012).

The evidence suggests that there are differences in help-sccking behaviour, which result from
structural and attitudinal barriers. Morgan et al. (2005) call for future rescarch to cxplore cthnic
variations in pathways to care as the findings are not fully explained by differences in diagnosis,
social circumstances and the involvement of others. Morgan et al. (2005) highlight that there is
persuasive evidence to challenge earlier rescarch that did not find statistically significant cthnic
differences in pathways to treatment (Harrison et al., 1989; Bumett et al., 1999). Understanding
differences in pathways to treatment involves exploring the implications of a culture clash

between different worldviews and cxplanations of experiences.

A strong belicf in traditional healing idcas can lead to the rejection of mainstream mental health
services (Mbiti, 1990). The African worldview subscribes to the idea that mental illness can be
caused by witchcraft, a failure to connect spiritually with the ancestors, God and/or with other
members of the community, or by the removal of the ancestors’ protection (Loveday, 2001,
Copsey, 1997). A large study across three European citics in 2005 revealed that a large
proportion of the public perceived mental illness in terms of moral or spiritual cxplanations of
mental illness, i.e. that if a person sins they may become ill, or that illness was a form of
punishment from God (Angermeyer, Breier, Dietrich, Kenzine & Matschinger, 2005). These
beliefs are particularly relevant whilst interpreting help- secking differcnces between White
British and African populations, and arc potentially fundamental in interpreting the over
representation of Blacks in involuntary admissions and the poor use of resources such as GPs. It
is logical to argue that there is a relationship bctween a person’s explanatory model of their

experience and the sources they chose to seck help at (Schnittker et al., 2000).

Onyinah (2002) notes that as West African church members migrated to other countries they
shared their faith with others, forming new groups and churches. In London, as well as other
multicultural cities, there are many areas where the presence of African church groups can be
felt. It is likely that within them, traditional, spiritual or religious healing practices or moral,
magical or traditional worldviews exist. Whilst there seems to be a gap in research in terms of
quantifying the prevalence of traditional appraisals of mental illness, one study found that in
America, traditional ideas and beliefs were maintained within a family and stories were passed
down through generations of Black Americans; therefore, the beliefs were not held by first-
generation immigrants only (Snow, 1983). Common themes identified related to morality, fear

of curses and persons with extraordinary powers, fear of the devil and an angry God, magic and
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voodoo (Snow, 1983). A study in South Africa revealed that the primary casual beliefs of 112
students regarding depression and schizophrenia were varied, and these beliefs translated into
many different suggested help-seeking behaviours (Samoulihan & Seabi, 2010). Weak will and
spiritual forces were offered as explanations for depression (9% and 3% respectively) and
schizophrenia (11% and 10%). Samoulihan and Seabi comment that witchcraft was mentioned
by some of the participants whilst describing the cause of schizophrenia. The results of a larger
scale version of this study would be fascinating as it is not possible to generalise from the South
African context; however, it is interesting to note that the sample for this study represented the
more educated and socially privileged end of a spectrum; the figures amongst less educated and
Westernised individuals are likely to be considerably higher. However, it does offer an
interesting insight into the help-seeking behaviour of the participants and calls for similar
studies to be done on larger scales and in different countries. The interviewer effect in this type
of study is likely to result in these figures being an under representation of the reality; if asked
by a member of mainstream mental health services about primary casual beliefs, it is likely that
some will modify their answers to what they consider to be acceptable. Larger scale studies
should incorporate healers operating outside mainstream mental health services to increase

respondent validity.

In 1964, Kiev reported that in the West Indies, people were more likely to interpret unusual
experiences of magic or religion as everyday experiences rather than evidence for psychosis
(Kiev, 1964). A more recent study exploring perceptions of schizophrenia in multicultural
Britain found similar findings, highlighting that Afro-Caribbean individuals were less likely to
regard unusual thought content as a sign of mental illness (Pote & Orrell, 2002). Ethnicity was
found to be the most significant variable in defining some symptoms of schizophrenia, although
differences were not found across all symptoms (Pote & Orrell, 2002).

In the Sainsbury’s Centre for Mental Health report entitled Keeping Faith: The Provision of
Community Mental Health Services Within a Multi-faith Context, Copsey presents qualitative
data that supports this hypothesis:

‘One African pastor told me that of the members of his congregation who come for
prayer because of 'hearing voices', some 60% can have these symptoms directly
attributed to the influence of demonic forces from the home culture. I asked him how
he knew it was a spiritual rather than a mental illness, and he simply said that if it
were a spiritual problem, then the voices would disappear when the spell was broken
by prayer. If the voices were still there, then he would assume the person needed
medical help.’ (Copsey, 1997, p. 16)



Africans living in the West may transposc culturally held beliefs into a Black religiosity,
although the complexity of the manifestations of worldviews (mixtures of orthodox religious
beliefs and traditional practices and spirit beliefs) should not be underestimated. Certainly, the
Sainsbury’s Centre for Mental Health rescarch indicates that Africans living in the UK may
scck help for psychological distress via their churches (Copsey, 1997), and yet rescarch is
lacking that quantifies the prevalence of alternative or spiritual healers that treat mental illness,
or the usc of such services in multicultural Britain. More than this, rescarch is required to
understand the beliefs, theorics and treatment approaches operating outside the mainstream
services. To consider the best way to improve service user experience and encourage earlier
help-seeking amongst BME communitics, collaboration with such scrvices is key. In America,
there is more evidence to suggest that religious African Americans arc likely to turn to religious
Icaders for psychological support (Mattis & Watson, 2009). Intcrestingly, Mattis and Watson
cite rescarch that suggests that this diffcrence in help-secking is a protective factor rather than
an obstacle to mainstrcam scrvices, as greater religious attendance was found to positively
correlate to willingness to scck mental health care (Morse, Morsc, Klebba, Stock, Forehand &

Panayotova, 2000, cited in Mattis & Watson, 2009).

B.4.7. Why are BME service users dissatisfied?

There are several likely causcs of BME dissatisfaction with mainstream services. As outlined in
previous scctions, cvidence suggests BME service users are likely to spend more time in
hospital and enter mainstream mental health services in a more sccure way (via police, courts,
MHA, etc.) than White patients. This pattern is negatively experienced and associated with poor
outcomes, and the rescarch suggests that this reinforces the mistrust of mainstream services
(SCMH, 2006). However, there are other sources of dissatisfaction for BME service users,
including fear of services and staff, structural barricrs to positive experiences, exposure to
negative experiences whilst in treatment and the fact that mainstream ‘treatments’ do not fit

with some individuals cxplanatory models of their cxperience.

Some members of cthnic groups are afraid of mainstream services (Keating & Robertson, 2004;
Keating et al., 2002). Research suggests that the relationship between service and service user is
negatively impacted from first contact, resulting in a more negative expectation of treatment to
follow. Fountain and Hicks (2010) reported that fear of mental health services was multi-
faceted: cultural compctence, especially in relation to language, faith and religion, were found
to be key variables. Fountain and Hicks (2010) described a study of 42 women, mostly Black
African and Black Caribbean, the majority of whom had been inpatients, in which a quarter

reported a fear of being mistrcated and that this would prevent them from re-engaging with
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services. Fountain and Hicks also warn that a large majority of BME users would be prevented
from accessing mental health services owing to stigma. Delays in help-seeking create new risks
such as police involvement or involuntary inpatient admission, and feed into the pattern of

disproportional rates.

As summarised by the Rethink charity, structural barriers are likely to account for some of the
dissatisfaction. Language can be a barrier between clinicians and service users; and not being
able to communicate effectively is likely to result in a service user experiencing a service
negatively. Jervis (1986) found interpreting services are often unavailable, which makes the
assessment procedure both unreliable and highly stressful. If a person’s first contact with a
service (their assessment) is conducted in an unsatisfactory way, it is logical that it will result in

negative expectations of the service.

More direct causes of service user dissatisfaction were described by the Mental Health Act
Commission report (2009). This gave qualitative accounts of patients that were exposed to racist
abuse whilst detained under the Mental Health Act; such abuse was described as mostly verbal

taunts from other service users from which staff failed to adequately protect individuals.

Nicholls’ report, Strategies for Living, stated that service users described mixed responses from
staff with regard to their religious and spiritual beliefs and that many reported a need to be

secretive about their beliefs:

‘You have to be cautious about what you say because not being mainstream, a little off
track, you have to be very careful you 're not condemned for what you believe by the
professionals.’ (Nicholls, 2002, p. 2)

Nicholls’ report describes the interview data of 27 people and cannot be overgeneralised, as
even small ethnic communities are neither static nor fixed in their ideas, practices or beliefs.
However, qualitative data is essential in understanding the experience of BME populations with
the mental health system and this data supports the notion that the dominance of Eurocentric
values results in BME communities feeling alienated, suspicious or even pathologised for

voicing culturally acceptable ideas.

In Copsey’s qualitative study in Newham, he provides further evidence that the most
fundamental barrier to experiencing mainstream services more positively relates to a clash of
worldviews (Copsey, 1997). Copsey argues that attitudinal barriers are more significant than
structural ones. For many BME communities, their belief system contrasts starkly with the
approaches of the mental health services which are based on Western worldviews and a medical
model of psychiatry:
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‘1 spoke with many users of duy services. In our discussions it was clear that their
beliefs were important to them. However, there was a fear regarding talking about
those beliefs because it was thought that if they did so, they would be sectioned,
placed on medication, or seen as exhibiting psychotic symptoms. Many mental health
workers with whom [ spoke saw the whole complexity of religious beliefs as being far
too complicated to engage with, and many saw religious beliefs as contributing to

mental health problems.” (Copscy, 1997, p. 10)

Service uscrs described feeling that their faith was not recognised by mental health scrvices and
felt frustrated by a lack of access to prayer or religious communities (Copsey, 1997). Copsey
stresses the importance of the discipline, reaching out to lcaders of different faith communitics
with the intention of mutual learning, insisting that belief systems surrounding experiences of
mental illness must be better understood. Whilst Copscy’s work is based on a qualitative study
in a specific arca, Newham is an example of a very diverse London borough where
discrepancics in mainstream service usc and expericnce are apparent. The work valiantly
explores an under rescarched arca and makes uscful reccommendations for futurc work. The
importance of this study cannot be stressed enough. If a service user’s worldview differs starkly
to the assumptions of mainstrcam mental health services, it is likely that they have their own
ideas about appropriate trcatment which may involve religious, spiritual or traditional treatment
approaches. These service users do not engage with services but may be unfortunate enough to
have services forced upon them via legal procedures when they are more unwell. When this
happens, if they do not feel their beliefs or faith is rccognised or accommodated for, it is casy to
imagine how the end result is an experience that the service uscr describes as negative.
Furnham, Ota, Tatsuro and Koyasu (2000) found participants in their study were unlikely to rate
mainstream treatments as helpful if they were completely unrelated to the etiological belief that

they had about their mental illness.

Research suggests that BME service users arc less likely to have their psychological and social
needs addressed adequately whilst in services (Sashidharan, 2003). Outcome of services is
worse for BME scrvice users, clearly maintaining ncgative beliefs about the system. These
clients complain of more coercive treatments and adverse expericnces (Cochrane &
Sashidharan, 1996). It becomes easy to scc why mental health services are unattractive to some
ethnic groups, cspecially when their explanatory models of their cxperience are dismissed,

ignored or pathologised by the service.

33






B.S. Rationale for this study

Rescarch that attempts to cxplain the statistics that demonstrate cultural and cthnic differences is
limited by a lack of focus on BME clients” explanatory model of their experience, help-secking
behaviour and attitudinal barriers preventing early engagement with primary care services. The
existence of traditional African belicfs in the UK necessitates rescarch that aims to explore
effective ways of supporting these clients. The UK is a modern culture, trying to modify and
adapt mental health services for its immigrants, having identified the need. Ghana is a
traditional country, embarking on the process of interpreting modemn psychology in a way that
is useful to its population. This study involves visiting a cultural centre of African belicfs, to
learn from Ghanaian colleagues. This offers a unique perspective on the challenges facing the

globalisation of psychology and potential strategies for working within a multicultural West.

Whilst other rescarch efforts have involved trips to Africa, rescarch often takes on an
ethnographic approach. Rescarch into traditional healing practices offers descriptions of healing
practices through Western eyes (Maicllo, 1999; Lee, Oh & Mountcastle, 1992; Vontress &
Niaker, 1995: Vontress, 1991, 1999), which is uscful as these healing practices are often
shrouded in sccrecy. However, this rescarch is adopting a different approach and is interested in
our African collecagues’ expertisc. The rationale for this project is based on the premisc that in
an African country that is delivering mainstrcam/Western mental health services, it will be
commonplace for clients to have traditional cxplanations for their experience (spiritual,
religious, traditional explanations), and that Ghanaian colleagucs will have expertise regarding

how best to work with clicnts whosc health beliefs arc non-European (scientific, medical,

psychological).

B.5.1. The relevance to Counselling Psychology.

The issuc of culture in relation to mental illness is rarcly addressed except in the most marginal
terms, invariably disconnected from the mainstream (Sashidharan, 2001). However, mental
health scrvices are now legally obliged, like many other public institutions, to address criticisms
that psychiatric and psychological disciplines are imbued with racism. Whilst much research is
needed on this area from many disciplincs, Counselling Psychologists are well placed to explore
solutions to the challenges associated with clashes of culture between a Eurocentric medical
model of mental illness and indigenous explanations of mental illness. Tucker, Ferdinand,
Mirsu-Paun, Herman, Delgado-Romero, van den Berg and Jones (2007) describe Counselling
Psychology’s commitment to ‘prevention, multiculturalism and social justice’, which are values

that could be pivotal in addressing health inequalities. Kasket (2012) highlights that Counselling
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Psychology reflects values of pluralism and is willing to expand its horizons to accommodate a
plurality of viewpoints: ‘Counselling Psychology is the applied psychology that most fully
embraces working with these complexities’ (Kasket, 2012, p.65).

A significant challenge in developing culturally sensitive services involves examining and
challenging the assumptions underlying the cultural and historical specificity of modern
psychiatry (Sashidharan, 2001). Counselling Psychologists could be at the forefront of research
that encompasses different worldviews as we move towards universally relevant theory and
equality. Cross-cultural competence should not be seen as a specialist field but as an integral
part of Counselling, and, indeed, all applied Psychology (Kriegler, 1993; Pedersen, 1988).
Training in Counselling Psychology should better equip clinicians to work in a culturally

sensitive way, reflecting values of pluralism and equality (Naidoo, 1996).



B.6. Literature review: An examination of the research context

B.6.1. General information about Ghana

In 1957, Ghana (formerly known as the Gold Coast) became the first country in sub-Saharan
Africa to gain independence, in this case from British colonial rule. Ghana is a West African
country made up of 170 districts (Government of Ghana, 2012) and several tribal groups (CIA,
2012; Utley, 2009), resulting in a myriad of cultures and tribes (Utley, 2009). English is the
official language, although scveral other local languages are still spoken widcly. There are more
detatled tables in the appendix that depict the prevalence of different tribal groups and

languages spoken in Ghana (Appendix 16.1).

Ghana is considered a rclatively stable and peaceful democracy with good standards of
governance, and has a strong and diverse civil socicty (Ofori-Atta, Read & Lund ct al., 2010).
In spite of its low-income status, the country has onc of the highest literacy rates within West
Africa (sce tables in Appendix 16.1 for morc information). As in much of Africa, there is a
strong influcnce from the West, whilst indigenous ideas and values underpin much of society.
Ghanaians often reflect values of collective living; a person secs himself or herself as connected
to a community. Mutual help, collective responsibility and honouring community obligations

arc scen as important (Utley, 2009).

B.6.2. Traditional African religions

Despite efforts of Western missionarics to Christianisc AfTica, basic faith in Africa relates to
ideas of animism and traditionalism (Vontress, 1991). Therc arc many religious systems in
Africa (Magesa, 2002; Mbiti, 1990) with diverse concepts and practices (Doumbia & Doumbia,
2004; Kriiger, Lubbe & Stcyn 2009, p.35), although various indigenous religions share common
features (Doumbia & Doumbia, 2004; Kriiger et al., 2009; Koss-Chioino, 2005).

European philosophy assumes that the universe is inanimate, whereas African philosophy
assumes there is power in all things (Parrinder, 1951). Imasogic (2008) claims that reductionist
attempts to summarisc and simplify Traditional African Religion often results in incorrect
terminology. With that in mind, an attempt is made to present some of the common values
described in the literature with the disclaimer that these attempts are merely an introduction to a

complex and vast subject which this author is not qualified to do justice to.

The African understanding of religion is an understanding of the connectedness of all things

(Beyers, 2010). An underlying philosophy of African Religion holds that religion is rcality and
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reality is religion, which is where it differs quite drastically from Western worldviews. There is
no separation between spheres of reality. Religion can never be perceived as a separate fragment

focused on a different ‘reality’ (Doumbia & Doumbia, 2004; Beyers, 2010).

Turaki (1999) proposes that the main characteristics of African Religion include: belief in a
Supreme Being, belief in spirits and divinities, the cult of ancestors and the use of magic,
charms and spiritual forces. God takes on the highest position and is considered the creator
(Mbiti, 1990; Anderson, 2008); below the Supreme Being are multiple tiers of lesser gods and
sprits. The spirits of ancestors, nature spirits and deities feature in African Traditional Religion
(Kriiger et al., 2009) and are distinct from Gods that are thought to reside in heaven
(Sundermeier, 1990). Below lesser Gods and the ancestors is a wide range of additional spiritual
beings and forces that are thought to roam the earth (Sundermeier, 1990), for example, local
deities associated with geographical features, and animistic spirits of animals or plans sacred to

specific clans.

The spirits of the dead have great importance in traditional faiths and receive offerings from
their descendants (Anderson, 2008). Offerings include prayers, sacrifices or gifts made to the
spirits (Doumbia & Doumbia, 2004). Ancestors are thought to be able to cause harm to those
that do not respect them. Possession is thought possible when a demon or spirits enter a body
against an individual’s will. The body is thought to be filled with energy that can be injured or
aided by other forces; hair, nails, spit and even washing water, sleeping mats and other items
that come into close contact with the body are considered important and vulnerable to spells of
Black magic (Parrinder, 1951). Blood is considered to be one of the most important parts of the
body, closely associated with the soul and a vital part of many sacrifices (Parrinder, 1951).
Amulets are a popular type of traditional charm worn to ward off trouble, illness and ‘disruptive
forces’ (Doumbia & Doumbia, 2004). Similarly, talismans are thought to bring success and

prosperity to the owner.

In Africa, negative life events, including states of illness, especially psychiatric disorders, are
often attributed to the activities of external causes such as evil spirits, enemies and the gods, etc.
(Aina, 2006); hysterical phenomena are commonly considered to be due to possession by some
extraneous force (Parrinder, 1951). External causes are blamed for physical and mental ill
health, and these ‘external causes’ reflect traditional African values (Aina, 2006). Breaching
taboos and local customs, disturbances in social relations, hostile ancestral spirit possession,
attacks from witches, demonic afflictions, sorcery and afflictions by the gods are all possible
explanations for ill health (Edigbo, Oluka, Ezenwa, Obidigbo & Okwaraji, 1995; Aina, 2006).

Traditional healing secks to explain the cause of an illness or negative life event and then
address the problem. Healing can include a range of practices, including dream interpretations,
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posscssion dances, sacrifices, pharmacotherapy and herbalism, exorcism and shock therapy
(Singh, 1999). Shock therapy involves shocking the patient by holding them in cold water or by
scaring the patient with people dresscd up and causing much agitation (Singh, 1999).
‘Fetishism’ is the belief in ‘fetishes’, objects that are considered to possess mysterious powers

(Mbiti, 1990); a fctish man is able to manipulate these powers.

B.6.3. Religion in Ghana

The earliest contact between Ghana and Christian missionaries was in the late 15th century
when Roman Catholic missionarics accompanied the carliest Portuguese traders to the Gold
Coast. A succession of missionary societies from Western Europe subsequently lived and
worked to impact life in the nation. The missionarics classified African Traditional Religion as
heathen, pagan, primitive, unscientific and uncultured, dismissing indigenous worldviews as the
superstitious belicfs of uncultured people. Onyinah (2002) suggests that in an cffort to
evangelise and civilise the people, the missionaries presented the devil as the power behind the
Abosom, Asuman and almost all the traditional beliefs and practices. Onyinah also notes that at
this time in Ghana, everything from the Europeans was considered godly, whilst everything
Akan was scen as devilish. This process resulted in the Ghanaian population being divided in
allegiances to tradition and missionary idcas (presented as the new desired position). This
resulted in a huge scction of the population identifiying themselves as Christian, whilst
practising a dual allegiance. Indeed, an attempt to distinguish between culture and religion is a

fundamentally Western assumption (Sundermeier, 1999).

Chavunduka, president of the Zimbabwe National Traditional Healers' Association, summarised

the historic rclationship between Christianity, African Religion and African medicine:

‘Africans who became Christians were discouraged by the church from taking part in
African traditional religious rituals and from consulting traditional healers. This attempt to
destroy African religion and medicine has not succeeded. Many African Christians have
continued fo participate in traditional religious rituals; they have also continued to consult
traditional healers. In other words, many African Christians have dual membership:

membership in the Christian church and membership in African religion.’ (Chavunduka,

1999, p. 1)

Western notions of Christianity emphasised individuality and man’s freedom of choice and will.
These values were very different from indigenous values of connectedness. Many Africans who
became Christians found it difficult to abandon their religion and medicine completely.

Christian conversion was, thercfore, shallow; it did not always change the African pcople's
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understanding of life and their relationship to their ancestral spirits and God (Chavunduka,
1999). African independent churches are described as the best example of how Christian beliefs
became incorporated with traditional African beliefs to fit the African cultural context, resulting
in much less of a spiritual transformation than the missionaries had hoped for (Olabisi
Abimbola, 2008). The major ethnic groups in Ghana include the Akan, Ewe, Mole-Dagbane,
Guan and Ga-Adangbe, each with its own subgroups of communities. Ethnic groups have their
own beliefs, traditions and values, although there are areas of commonality (Ghana High

Commission website, 2012).

Akan religion in southern Ghana consists of a Supreme Being (Onyame), lesser deities
(Abosom) and supernatural powers that exist with varied potency and quality in beings and
objects (Gifford, 2004). The Akan belive in a hierarchy of spirit forces; all the spirits derive
their ultimate source and power from the Supreme Being, called Onyankopong, or Onyame
(Max, 1989; Onyinah, 2002; Gifford, 2004). Gifford highlights the importance of honouring
ancestors gnd describes how other spirits are thought to dwell in rocks, rivers, trees and various
objects. The fundamentally Western assumption that the physical and spiritual realms can be
separated differs starkly to this worldview; Gifford emphasises that traditional religion in
southern Ghana views the spiritual and physical realm to be bound in one totality: ‘nothing is
purely matter, since spirit infuses everything and changes occur as the result of one sprit acting

upon another’ (Gifford, 2004, p.83).

The Abosom can be viewed as representatives of Onyankopong. Onyinah (2012) states that it is
the lesser gods who are in control of the affairs of people on earth. The powers of the abosom
are thought to be capable of good and bad. The Akan word for ‘witch’ is Obayifo, which is
suggested to mean ‘a person who is of the abode of an evil entity, the Obayi’ (Field, 1960). The
Akan (Ashanti) people have a complex religious system involving elaborate ceremonies,
ancestor worship, ritual, witchcraft and sorcery, and beliefs in many kinds of spirits, divination
and shamans. One of the most frequent Ashanti religious ceremonies is to recall the spirits of
the departed rulers to ask for their help or protection. These ceremonies, called the Adae, occur
every 21 days and participation is expected (The Africa Guide website, 2012). In an Ashanti
village there is often a tree or trees whose soul is believed to protect the town, known as gyadua
in the local language (Parrinder, 1951). The family I stayed with had a tree in the centre of the
home thought to have magical powers to heal and protect.

The Ewe people of southeastern Ghana have over 600 deities. Many village celebrations and
ceremonies take place in honour of one or more deities (The Africa Guide website, 2012). The
Ewe people believe that each person has his or her own indwelling spirit, to which he or she
offers sacrifices (Anderson, 2008). In an extensive study of the Ewe-speaking people of West
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Africa, Ellis (1980) documented how deitics that are considered to have distinct personalities

possesscd worshippers at Voodoo shrines.

Dagbon is heavily influenced by Islam. Dagbamba arc one of the cultural groups with a very
sophisticated oral culture woven around drums and other musical instruments. Prominent
festivals they celebrate include the Damba, Bugum (fire festival) and the two Islamic Eid

Festivals (GhanaWcb, Ethnic Groups, 2012).

A thorough analysis and description of the many traditions, beliefs and values operating within
the many tribes of Ghana is not possible as there is a lack of literature due to the oral tradition of
information-sharing and the sheer amount of diversity. However, it is relevant to this project to
recognisc that there is a wealth of diverse tribal groups, traditions and beliefs in Ghana and that

these beliefs, values and traditions can co-exist with religion, modernism and Westernisation.

Whilst the results of the 2000 census suggest the majority (69%) of the country is Christian and
only a small 8.5% identify themselves as following a traditional religion (CIA, 2012), these
figures are misleading. It is important to note the historical and social context when interpreting
the statistics. English 1s the official language of Ghana, and many Ghanaians consider
modernity as a desirablc position associated with Westernisation. It is clear from thec census
results that the majority of Ghanaians identify themselves as Christian. However, the extent to
which the population was truly Christianised has come under scrutiny (e.g. the Ghana
Evangelism Committee, 1989). For many, traditional ideas have been transposed into their
Christian faith. Even for those that do not actively participate in aspccts of traditional religion,

Christianity in Ghana may take on a very different form to thc Western construct of

Christianity.

‘The African so often fails to understand the European insistence upon abandonment
of magical practices, and in such a large percentuge of cases continues to perform

them surreptitiously. For to him there is a “good magic ", quite distinct from “Black
magic; the distinction being derived from the belief that good magic reinforces life,

whereas Black magic seeks to destroy. " (Parrinder, 1951, p. 9)

The Pentecostal and Charismatic movements have given a new face to Christianity in Ghana,
offering a faith that can be truly Christian and truly African and which appropriately responds to
the existential needs of the African (Annorbah-Sarpei, 1990). Charismatic prayer centres offer
all night services (‘All Nights’), have a strong presence in terms of advertising (posters, radio
advertisements, etc.) and have religious figures that have reached celebrity status (Gifford,
2004). My own experience of living within metres of five or six such churches taught me that

Charismatic church services operate at high volume; the instruments, choir and preacher seem
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to be in competition with each other to see who can generate the most sound and it was common
for me to be woken up by screams and shouts from an early morning service that would last all
day (and sometimes all night), broken only by enthusiastic singing and clapping from the
audience, before the preacher would continue with renewed vigour. These experiences offered
an insight into the way Ghanaians’ faith represented an integration of ideas and worldviews,

incorporating juxtaposing beliefs to create an African Christianity.

B.6.4. Mental health services in Ghana

When compared to other African countries, Ghana is relatively well resourced for mental health
care (Jacob, Sharan, Mirza et al., 2007; Ofori-Atta & Read et al., 2010). As one of the first
countries to gain independence in 1957, it was one of the pioneers of primary health care in the
region (Twumasi, 1979). However, it is impossible to explore the journey of psychology in
Ghana without acknowledging the legacy of colonialism. Before Ghana gained independence,
psychiatry was exported to colonialised countries in the form of asylums. Many theorists
highlight that whilst attempting to meet the needs of those suffering from mental illness,
colonial psychiatry also served to justify and maintain the social order of colonial regimes
(Bhugra & Littlewood, 2001; Keller, 2001; Sadowsky, 1999; McCulloch, 1995; Vaughan,
1991). The first asylum in Ghana (known as the Gold Coast at that time) was opened in 1888.
McCulloch (1995) writes:

‘By 1904 it had 104 inmates, attended by a staff of ten untrained nurses with the
assistance of a gatekeeper. The function of the asylum, here as everywhere in this
period, was purely custodial, and many of the mentally ill remained in the prison
system.’ (McCulloch, 1995, 12)

During the early 1900s, African doctors were paid less than European colleagues and would
never have superiority over even the most junior European doctors (Schrim, 1971; Oyebode,
2006). West African natives were considered inferior to European doctors; strong racial
prejudice within the West African medical system reflected the status of Eurocentric science.
Whether intentional or not, clinical ideology portrayed Africans as incapable of self-rule,
thereby justifying the efforts of colonialism (Oyebode, 2006).

Since gaining independence, Ghana initiated attempts to develop mental health care with the
establishment of new psychiatric hospitals and later the introduction of psychology,
occupational therapy and community psychiatric nursing (Ofori-Atta & Read et al., 2010). That
said, as in many low-income countries, mainstream mental health services are under resourced,
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frequently lacking appropriate medication (Yaro, Deme-Der, Antwi-Bekoe & Donnir, 2009) and
mental health staff (Ofori-Atta & Read ct al., 2010). For many of the poorest peoplc in the
world, mainstrcam scrvices may not be a realistic trcatment option as traditional healers offer
the only trcatment that is affordable or accessible to them (Cocks & Moller, 2002; Sodi, 1996;
Tabi, 1994). There arc three government psychiatric hospitals in Ghana and these facilitics are
clustered in the southern urban areas (Doku, Ofori-Atta & Akpalu et al., 2008), lcaving vast
spaces without casy access to hospitals (see figure B3). Ofori-Atta, Read and Lund’s situational
analysis of mental health services (2010) suggests the threec government psychiatric hospitals in
Ghana provide 7.04 beds per 100,000 population. This ratio is grossly inadequate (Mensah,
2000). In 20035, the human resources for mental health care were reported to be: 15
psychiatrists, 468 psychiatric nurses, 132 community psychiatric nurses (CPNs) based in the ten
regions covering 69 of the 138 districts, 7 psychologists, 10 medical assistants, 6 social workers
and 1 occupational therapist (Ofori-Atta, Read et al., 2010). There is approximately one medical
doctor per 20,000 in Ghana (Patterson, 2001; Tabi & Frimpong, 2003) and one psychiatrist per
1,470,588 (Doku et al., 2008).

The buildings are basic and the facilities are overcrowded (sce figure B2) and resources are
inadequate. A recent study into the availability of psychiatric medication found that over 70%
of the 108 participants interviewed reported that esscntial psychotropic drugs were not available
(Yaro et al., 2009). Treatment for mental disorders is provided frce of charge at the government
psychiatric hospitals, although scveral private services exist too. There are 4 private psychiatric
institutions, which provide outpatient clinics and inpatient care; two are located close to Accra
and two near the second largest city of Kumasi (Ofori-Atta, Read & Lund, 2010). There are
very few rehabilitation and day services for people with mental disorders (Ofori-Atta, Read &
Lund, 2010), and resources become even sparser away from the larger citics. Community
Psychiatric Nurses (CPNs) represent primary psychiatric services in the rest of the country and
liaise with psychiatrists to prescribe and administer medication in the community (Mensah,
2000). Their task is enormous, as is evident by the map (figurc B3). Non-government

organisations (NGOs), charitics and faith-based organisations aim to fill in more of the gap in

service provision.
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Figure B2. Images of one of the psychiatric hospitals’ front entrance, bedroom and toilet (Ghana

Nation News, 2010):
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Psychology is relatively new to a country where traditional healing represents the majority,
although recent years have witnessed its growing popularity, with organisations and charities
being established to address the lack of mental health services. The Department of Psychology
at the University of Ghana, Legon, was established in 1967 and is currently offering clinical
psychology postgraduate training. It was the first fully-fledged department of psychology to be
established in a West African university (Danquah & Opok, 2008). Clinical psychology has
been practised in Ghana since 1972 and is slowly gaining popularity. At present, a fee is
charged to patients wanting to see a psychologist (40 cedis, approximately £14), which would
be a significant amount to a Ghanaian from the lower end of the socioeconomic scale. To put
this into perspective, a family living in the poor area of Chokor where [ stayed could feed a
family for a week for about 50 Ghana cedis.

The Ghana Psychological Association was established in July 2000, which proposed ‘The
Psychologists’ Act’, which outlines a formal code of ethics of psychologists in Ghana (Danquah
& Opok, 2008). The development of mental health services in Ghana has recently achieved two
more developmental milestones: the launching of its first specialist journal dedicated to mental
health and the passing of the Mental Health Bill. The Ghana International Journal of Mental
Health launched in January 2010. On the journal’s website there is a description of the launch
party, with a statement from Dr. Akwasi Osei, Chief Psychiatrist at the Accra Psychiatric
Hospital:

‘A new day has dawned on us and we must ensure its survival; we shall keep it current
and alive for a long time to come; we will build on it. The birth of a Journal on Mental
Health is a great privilege for Ghana and Africa as a whole, which will throw more
light on Mental Health and related cases.’

The Mental Health Bill was passed in March 2012 (Yaro, 2012); just a few months after the
data collection took place for this project. The bill had been introduced in Parliament in 2004
and the passing of the bill demonstrates another important shift in the provision of mental health
services in Ghana. The new bill applies to both public and private facilities, including traditional
and spiritual mental health care. These milestones reflect the current climate of psychology and
psychiatry in Ghana; an exciting time full of optimism for the future.

B.6.5. Alternative healing in Ghana

Differing starkly from the ‘mainstream’ services, traditional and alternative healing is accessible
to all. There are thought to be approximately 45,000 traditional healers in Ghana (Roberts,
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2001) and 70% of the population is reported to consult traditional healers for mental health
problems (Ewust-Mensah, 2001; Osci, 2001; Ae-Ngibsc, Cooper, Adiibokah, Akpalu, Lund &
Doku ct al., 2010), many as a primary help-sceking behaviour (Roberts, 2001; Tabi, Powell &
Hodnicki, 2006). There is approximately one registered traditional healer for every 200 people
in Ghana (Pattcrson, 2001; Tabi & Frimpong, 2003), although many more may exist and not be
registered. Traditional healing is firmly rooted in indigenous worldviews, and is likely to

continuc to be popular whilst it holds cultural relevance (Mbiti, 1975).

Healers often start apprentice lcaming from a very young age (Singh, 1999), the specific details
of which arc often shrouded in secrecy. The WHO (2002) highlights the lack of clinical
cvidence concerning the safety and quality of traditional and spiritual hcaling practices. Much
research raises concerns about practices that are abusive or unsafc (Roberts, 2001; Sclby, 2008;
Ac-Ngibse ct al., 2010). In Ghana, there are a number of associations of traditional medicine
practitioners, including the Ghana Psychic and Traditional Medicinc Practitioners' Association,
which was formed in 1961 (WHO, 2001). In 1999, the government brought all the traditional
medicine associations together under one umbrella organisation, the Ghana Federation of
Traditional Medicine Practitioners’ Associations (Mcnsah, 2000; WO, 2001). The Traditional
Medicine Unit under Ghana's Ministry of Health was created in 1991 (WHO, 2001). The
Traditional Medicine Practice Act 595 was drafted by traditional medical practitioners, and
passed by Parliament in 2000. The Act established a council to regulate the practice of
traditional medicine, register practitioners, license them to practice and to regulate the

preparation and salc of herbal medicines. The Act defines traditional medicinc as:

‘Practice bused on beliefs and ideas recognised by the community to provide health
care by using herbs and other naturally occurring substances” and herbal medicines
as "any finished labelled medicinal products that contain as active ingredients aerial
or underground parts of plants or other plant materials or the combination of them

whether in crude state or plant preparation.” (WHO, 2001)

Given the huge numbcrs of traditional healers thought to be practising in Ghana, the regulatory
body has a huge challenge on their hands. Considcrable additional resources would be required
to accomplish thc mission statement; however, the Act reflects a national health service that

acknowlcdges the importance of identifying and understanding practices that exist outside the

medical model.

Ae-Ngibse ct al. (2010) interviewed 122 major stakcholders in the mental health system in
Ghana to explore the widespread usc of traditional healing. The issue of accessible, available
and affordable services was recognised as a significant factor in shaping pathways to treatment,

given the lack of accessible medical facilities. However, structural barriers to mainstream
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mental health services were not thought to be solely responsible for the popularity of traditional
and faith healers; respondents felt that traditional healing practices were appealing to Ghanaians
as the healers’ understanding of mental illness fits with hegemonic cultural explanatory models.
The understanding that for many Ghanaians, mental illness was considered a spiritual issue
(juju, evil spirits, supernatural powers, etc.), rather than a physical or psychological illncss, was
key in interpreting help-seeking behaviour. Ae-Ngibse et al. (2010) cite qualitativc data of a

traditional healer explaining potential causes of mental illness:

‘At times, it could happen that somebody might have gone with another person’s wife
and then he will be struck down by juju, or somebody might steal a person’s
belonging, or it could happen that, as a result of some litigation, somebody may go

mad.’ (Ae-Ngibse et al., 2010, p. 561)

The qualitative data cited in the Ae-Ngibse et al. (2010) study offers an insight into the
traditional healing practices as described by the healers themselves. Traditional healers reported
consulting the gods for guidance on the correct treatment approach and herbal medicine to use.
Spiritual healers described prayer and fasting, anointing oils and holy water, and some reported
that a confession was an integral first step in effective treatment. The authors present a faith
healer’s description of this process:

‘It happens that, someone may be a witch or has done something wrong and as a
result, has this problem. In that case, it is necessary for the person to tell the truth,
before the right medicine to be given will be known. ' (Ae-Ngibse et al., 2010, p. 561)

Ae-Ngibse et al. (2010) explore other aspects of traditional and faith healing that appeal to
Ghanaians. Psychosocial and spiritual support offered by healers were reported as reasons to
explain their popularity, and research supports the idea that alternative healers offer
psychological and social support that is appealing to its service users (Hewson, 1998; Meissner,
2004; Tanner, 1999; Van der Geest, 1997; Ofori-Atta & Cooper et al., 2010). Positive messages
from church services were thought to benefit some mental health conditions, and respondents
suggested that in some churches, they offer counselling and guidance, whereas mainstream
services were interpreted as sources of medication rather than talking cures (Ae-Ngibse et al.,
2010). This description of the respective roles of the church and medicine reflects the duality of
Africa health beliefs and a holistic approach to health that includes spiritual or religious

components.
Ofori-Atta and Cooper et al. (2010) conducted qualitative research to explore dominant

explanatory models of the causes of mental disorders in women in Ghana. The 81 interviews
and 7 focus groups revealed respondents thought that common community attitudes tend to
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understand mental illness tn both genders as “the work of witches’ or ‘the doing of witches” or
‘women causing damage with witchcraft’. Ofori-Atta and Cooper ct al. (2010) present a

description of a cleansing camp for women accused of witcheraft:

‘Sometimes, the community brings them to the camps. Other times, they are chased
out by their people that are going to kill them. So they run away to the camp...Now at
the camp, certain rites have to be performed to kick off this witchceraft power before
thev go. They have to weaken the powers of the witchcraft so they can't cause any
more problems. Some of them have to stay forever though. There are some we knew
when we were kids and they staved here till they died. " (Ofori-Atta, Cooper, Akpalu et
al., 2010, p. 592)

This quotc paints a picture of the seriousness of being accused of witcheraft and the cultural
acceptability of such treatment. The healers occupy a position of cultural authority. Their
widespread use goes beyond indicating structural barriers to mainstream medical services,
rather it highlights that for many African people the most cifcctive therapeutic agents are
thought to be thosc that embody their culture (Vontress, 2005). The conception of an illness, its
etiology. and helpsceking behaviour demonstrate the basic cosmology of many African people

(Vontress, 2005).
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B.7. Methodology

B.7.1. Introduction

This chapter will explain the choices involved in designing this research and why the project
employed a qualitative design using semi-structured interviews and thematic analysis.
Alternative methodological designs have been critiqued and the strengths and weaknesses of the
methodology involved in this rescarch project have been explored. This chapter also includes a
description of the procedure of data collection and analysis, and an evaluation of the process.
The design and content of the project have been shaped by my own values and identity.
Therefore, to introduce this methodology. 1 will offer a summary of my own cultural identity

and my limited personal exposure to traditional healing.

B.7.2. Personal reflexivity

As a White British middle-class woman, | have grown up in a world of financial and social
privilege. Living in a socicty of Western values, | was taught to strive towards rcaching markers
of achievements in terms of education, status and financial security. My upbringing was
vaguely Christian; I was christened in a Church of England church as an infant and attended a
village primary school attached to the village church. I was brought up to be familiar with the
bible, but rcligiosity or spirituality did not feature much in terms of my developmental years. |
have one sister, and our small family was typical of my parent’s social group. | boarded at
secondary school and was fortunate enough to mect people from all over the world. From this
age I became intrigued by cultural differences in terms of traditions and values. Whilst my
family is close, Western valucs encourage scparation and individualisation, and academic and

financial markers are entwined with values of success.

Internationally, Eurocentric thinking occupics a position of dominance. International discourse
reflects this dominance with words like ‘enlightened’ “developed’ and “civilised’ used to
describe the West and words like “developing” or ‘the third world’ used to describe the rest of
the world. I had not challenged some of the assumptions underlying this worldview before. In
the process of this rescarch, | became increasingly critical of this discourse and the implications

of this power imbalance, especially with regard to theories of psychological well-being.

[ first visited Ghana in 200! as a volunteer teacher and have now been twelve times. Trips vary

in length, but my relationship with Ghana has been a consistent and valued part of my life. This
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can be explained in part by the good friends I have made there. | stay with the same friends in
Chokor, whose five children call me Aunty, and I consider them to be part of my extended
family. This romantic account of the friendships I have made does not fully explain Ghana’s
appeal, however. The housing in Chokor is mainly temporary wooden houses, and my home
there is no exception. The facilities are modest and contrast starkly with my home in the UK.
Cold showers, frequent power cuts and wooden walls that do not keep out mice, cockroaches or
other unwanted visitors are the reality. I have been ill several times over the years, quite
severely on occasion. Despite these things, there is something about Ghana that is hugely
appealing to me. The appeal is hard to articulate, attributable in part to the slower pace of life. I
am privy to a community that values being connected, and my relationship with Ghana has
benefited from my own desire to take time out from the fast pace of modern city living.
Conversations with Ghanaian locals over the years have revealed that some feel that White

people are yearning for exposure to authentic values as a symptom of our society’s dysfunction.

The explanation offered above is appealing to me, although I suspect some murkier forces are at
play, too. Ghana offers me an environment in which I am different. I can be generous and feel
useful and appreciated. Perhaps my own desire for this sense of specialness has facilitated the
close relationship I have with Ghana. I started an NGO with a friend ten years ago, and have

derived enormous pleasure and much pride from the work I have engaged in over the years.

My only direct exposure to traditional African healing practices has been in Ghana over recent
years; the more I learned, the more I was intrigued. Ten years ago, during a trip to Ghana, |
made friends with a group of Ghanaian youths. The next year I was told by one of the group that
‘Mikey’ (whose name has been changed to protect his identity) had become ill. [ visited Mikey
and observed a young man who was withdrawn, seeing visions of spirits that wanted to harm
him and who seemed afraid. I watched, feeling horrified as he was tied up with rope and taken
to visit the family ‘healer’. I asked about his whereabouts and was told by several people that
his mother had become rich due to dabbling in Black magic and that the money had come at a
price. The story I was told suggested that his mother had moved to America by becoming rich
by Black magic, and her actions had come at the sacrifice of her son’s health. Members of the
extended family had ensured he visited the healer to rectify the situation for fear that others
would be next to suffer. The family offered all the money they had to a man claiming he could
remedy the situation. The experience was upsetting and the practices seemed cruel to my
foreign eyes. I felt that the Western approach was the ‘right one’ (that Mikey should be taken to
the hospital) and that this healer was exploiting vulnerable people.

Four years later, I met another healer; he was a herbalist and had opened up his home to care for
people with mental health problems. This experience could not have been more different. I
spent weeks living with this family and the tens of patients in his care. His family had passed
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down information about the healing qualities of different herbs, which he would make into teas
and tonics. A large component of his work involved spending time with each patient, talking
with them and asking them to take on small jobs around his house. He was able to explain to me
different Ghanaian beliefs about health, and instil in me a less foreign perspective on the
practices that I had interpreted as being so cruel. He explained that some used ropes if the
paticnt was likely to run away. This man had a presence about him that | enjoyed being around;
he was calm, kind and thoughtful. His speech was considered and slow. His practice seemed
closely aligned with Counselling Psychology; the relationship between help-seeker and help-
giver appcared respectful and collaborative. He described core conditions, which seemed to
mirror my knowledge of Carl Rogers’ person-centred counselling (Rogers, 2003; 2007). He
worked systemically, incorporating family members into the treatment. Given what [ saw as a
clear overlap, it is troublesome to realisc that for many of my colleagucs, their primary exposure
to these practices was limited to the horror stories in the media, as mine had been before my

experience in Ghana.

Over a decade ago, the death of Victoria Climbié was given huge media coverage; it was
reported that she suffered appalling injurics at the hands of her aunt and boyfriend who believed
she was possessed by the devil, sparking huge public anger. Victoria died in 2000 in what was
described as one of Britain's worst child abuse cases (The Victoria Climbié Inquiry Report,
2003). Other cases made the news: more recently, the death of Kristy Bamu, a fifteen-year-old
boy who was tortured to death, apparently because his family suspected he was a witch.
Appendix 16.2 offers an insight into media coverage on this subject; searches for ‘magic’
‘witchcraft> and ‘traditional healing” were made on scveral major news websites (Sky News,
BBC News, ITV News, The Dailv Mail/Mail online, The Sun, The Times, The Observer, The
Guardian). This selection of media coverage is limited to a superficial scarch but hopes to

indicate the discourse surrounding traditional or magical practices within the UK.

B.7.3. Research objectives

This rescarch aimed to prioritisc lcarning about the interface between Ghanaian culture and
mainstream mental health scrvices. More specifically, the research aimed to explore how
Ghanaian mental health professionals explained their work with African clients. The research
aimed to explore the phenomenon of working psychologically in a mainstream service with a
client population whose health beliefs may differ starkly, as well as clarifying the Ghanaian
mental health professionals’ understanding of the different types of ‘traditional and alternative
African healers’ before exploring the participants’ experience of working with Ghanaian clients.

The research aimed to explore an under researched area as a preliminary investigation that could
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generate more in-depth future research. A broad account of the data was desired to create trans-
theoretical themes that could generate alternative ways of thinking about how psychology can
address the challenges posed by a multicultural Britain. In order to meet these research
objectives, I chose a qualitative design, using thematic analysis. The next sections explain my

methodological design choices.

B.7.4. Rationale for a qualitative design

Quantitative methods are less conducive to conducting an in-depth exploration of an area about
which relatively little is known: they do not lend themselves as readily to explorations into a
phenomenon (Henwood & Pidgeon, 1992), which was the purpose of the present study. The
advantages of conducting qualitative research include its ability to attend to the complexity of
the phenomenon being researched; its ability to facilitate the active engagement of participants;
and its primary aim of advancing understanding. This is a relatively under researched
phenomenon in the UK, and there is little literature available from international sources. The
research question was a broad one and, thus, a qualitative approach utilising semi-structured
interviews was deemed the most appropriate fit with the exploratory nature of the research aims
(McLeod, 1996; Strauss & Corbin, 1998; Pidgeon & Henwood, 1996).

Choices about research methodology may be informed both by technical and philosophical
considerations (Bryman, 1988): often resolved more by pragmatic considerations than by the
researcher's ideological or philosophical allegiance (Hammersley, 1996). It was important to
prioritise the participants’ experience. Similarly, the design reflects time constraints and
financial considerations associated with the data collection. Whilst quantitative research could
have told me more about the frequency of clients whose health beliefs related to traditional
African ideas, I wanted to know about hiow Ghanaian colleagues explained their work with
these clients. Qualitative research has been identified as being particularly useful when
exploring topics that are characterised by complexity, ambiguity or a lack of prior theory or
research (Richardson, 1996; McLeod, 1996), or as a preliminary groundwork for more
deductive research (Oppenheim, 1992).

B.7.5. Theoretical framework/ epistemology

My personal position in terms of epistemological stance favours one of constructionism and
social constructionism. I am fascinated by the constructs that shape our knowledge and our
beliefs and this has shaped my clinical practice. This curiosity of cultural influences has led me
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to enjoy learning about different worldviews. I have had rich experiences immersed in other
cultures and find local traditions, stories and beliefs fascinating. Our clinical training teaches us
to cxplore our clients’ constructs and individual expericnce, an approach that would be very
difficult to put on hold. However, whilst designing this project, there were other factors to

consider when considering my relationship to the data.

Thematic analysis is able to incorporate key approaches from conflicting epistemological
positions. Guest, MacQucen and Namey (2012, p. 15) suggest thematic analysis ‘comprises a
bit of everything - grounded theory, positivism, interpretivism and phenomenology -
synthesised into onc methodological framework’. Guest ct al. describe this philosophical
integration as a selection of the most “uscful techniques from each theoretical and
methodological camp’. Thematic analysis has been described as a ‘contextualist” method, sitting
between the two poles of essentialism and constructionism (Braun & Clarke, 2006), and is

characterised by thcories such as critical realism (c.g. Willig, 1999).

The fact that thematic analysis is not closely aligned to one epistemological position was
appealing. During this project, there are shifts in terms of how 1 treat the data. In contrast to my
personal position, this rescarch initially adopts a morc positivist approach, a position that holds
that the goal of knowledge is simply to describe the phenomena that we experience. [ present
the data at face value, avoiding cngaging in epistemological issues about the status of the data
(whether or not they actually believe what they are saying, or what their choice of words reveals
of their attitudes, ctc.). However, as a Counselling Psychologist, I transpose my personal
epistemological approach from the other cnd of the philosophical spectrum; indeed, counselling
skills of clarification, elaboration and critical evaluation helped in the process of data collection
and analysis. Whilst it felt important to present the data at face valuc, there arc times where |
hypothesise about broader mcanings. or offer my interpretation of what is being described by
the participants, or attempt to contextualisc the data that reflects a position of post-positivist
critical realism. [ recognisc that all obscrvation is fallible and has error and that all theory is
subject to certain biascs. [ also recognise the limitations of this design, but felt making a clear
distinction between what the participants said and what [ felr about what they said would allow

the reader to intcract with the data in a more useful way.

I proposc that a preliminary description of how Ghanaian mental heaith professionals describe
their clinical practice is uscful as a foundation for further research, and is a fresh perspective
that could complement other research. The post-positivist believes that researchers arc
inherently biascd by their cultural expericnces and worldview. I am aware of the context
specificity of the data and potential sources of bias; however, despite these factors, | believe the
research objectives were best met by a broad surface level account of the Ghanaian mental

health professionals’ expertise. Within this approach, I hypothesise about broader implications
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of the data and meanings within the discussion, maintaining a simplistic view of the relationship

between language and meaning in the results chapters.

The research recognises the limitations of a methodological design that endeavors to present a
surface-level description of the data, and justifies the perceived superficial nature of analysis by
making explicit the factors that influenced my decisions. The epistemological position of the
research design reflects several practical considerations. As a foreigner, the research’s etic
position resulted in a reluctance to embark on research that would be better done by a Ghanaian
national (e.g. discursive analysis). For the purpose of this study, a simplistic view of language is
taken; language is considered a tool that enables us to articulate meaning and experience
(Widdicombe & Wooffitt, 1995; Potter & Wetherell, 1987; Wilkinson, 2000). There are cultural
differences in how language is used, despite the fact that Ghana’s official language is English.
However, evaluating the interview process involved some critical evaluation of linguistic tools

and what they might reveal.

Post-positivist critical realism enables my personal preference for constructivist approaches to
transpose a more simplistic view of the data. I believe that we each construct our view of the
world based on our perceptions of it, meaning that all knowledge has context specificity. Whilst
purist positivists suggest that individual research must achieve objectivity, post-positivists
recognise that we are all biased and view the world through our own lens. Braun and Clarke
(2006) suggest thematic analysis can be a method that works both to reflect reality and to
unpick or unravel the surface of ‘reality’. I have presented the data at surface level, organising
and describing the data without imposing my own ideas or interpretation of the data, and then
contextualised the data, making very clear what ideas are my own versus what ideas were
expressed by the participants. Essentially, this research aimed to gather context-specific
knowledge, which offers a unique perspective through which other research can be considered.
The design reflects the underlying premise of my research, that Ghanaian mental health
professionals were specialists in this area, and I wanted to avoid a methodological design that
viewed the researcher as an expert (as is often the case in ethnographic methodology or more in-
depth analytical tools).



B.7.6. Selection of a qualitative methodology

Thematic analysis was selccted as the most appropriate methodology, although several other
methods were considered. It is important to make explicit the reasons I had for choosing
thematic analysis over other tools. Thercfore, before commencing a detailed account of the

investigations themselves, I will present an evaluation of possible qualitative methodological

designs.

B.7.6.1. Ethnography

Ethnography is the practice of anthropological rescarch based on direct observation of a
phenomenon, with the rescarcher evaluating and reporting on a peoplce's way of life or a specific
process. It was a methodology that was considered at length as it lends itself to researchers
investigating a phenomenon in a culture other than their own (O’Reilly, 2009). It involves
primary data in the form of participant obscrvation, participant participation, interviews,
discussions and photographs, as well as drawing on sccondary data sources. Ethnography
capturcs bechaviour and is able to document unarticulated ideas. An advantage of this approach
is that it is able to depict discrepancies between what people say they do and what they actually
do. Whilst an cthnographic approach would have enabied me to include my own observations

and expericnce of Ghana more freely, there were several reasons why ethnography was not

chosen for this rescarch.

Ethnographic rescarch aims to enablc observations about a phenomenon, viewing the researcher
as an expert following immersion in a foreign culture. I felt this approach was problematic for
several reasons. Despite my familiarity with Ghanaian culture, [ felt I would not be able to
immerse myself entircly without there being scrious threats to the validity of how | interpreted
what I observed. Margaret Mead is a famous cxample of an cthnographic research (e.g. Coming
of Age in Samoa, 1928) that has been criticised for grossly misunderstanding and
misrepresenting the Polynesian cultures she studied (Hotmes, 1987; Freeman, 1986). On a
practical level, I could not invest sufficient time in the process of immersion, and as Mead’s
study has demonstrated, I believe immersion in a culturc cannot offer any guarantee of validity

as, essentially, the researcher becomes the authority rather than the subjects themselves.

There were ethical considerations, too, in opting out of an ethnographic design as ethnography
has been compared to spying (Madden, 2010), and for its potential to objectify and exploit
(Hammersley, 1992). Essentially, an ethnographic design in this research would have involved
me asking institutions (probably the threc psychiatric hospitals) for permission to observe
clinical practice for me to analyse. | did not want to do this for several reasons. I hypothesised

that the observer effect of a White British woman would have introduced serious limitations. 1
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have blond hair and blue eyes and am therefore easily identifiable as a westerner, something [
knew very well from many trips to Ghana. [ wanted to avoid the observer effect of my
participants feeling judged. This is particularly pertinent, given that the facilities are delivering
Western treatment approaches; I feared [ would be considered an expert or seen as powerful. On
a practical level, I also hypothesised that it was unlikely that the hospitals would grant consent
for ethnographic research, and if they did, I do not believe I would have been able to observe
Ghanaian colleagues behaving naturally. The participant experience was of primary importance
and it was hypothesised that being asked to be observed for a research project could feel more

intrusive and potentially reduce the number of people willing to participate in the research.

The research aimed to raise awareness of the work being done in Ghana and to forge
relationships amongst an increasingly global network of psychologists. It felt very important to
design a project in which the participants would feel comfortable participating. Negative
participant experience could reflect badly on Counselling Psychology as a discipline and sever

future alliances.

Also, observing and commenting on what I thought was happening would have offered a
different perspective to that described by the Ghanaian mental health professionals in their own
words. Participant observations alone were not sufficient to meet the research objectives.
Essentially, I do not believe that the data was there to be ‘discovered’; by recording my own
observations, I would have constructed my own interpretation of what was happening. An
observer cannot be neutral or objective or operate outside their own value system and
assumptions (Ashcroft, Griffiths & Tiffin, 1998).

Photographs are sometimes used in ethnographic research. There is a cultural sensitivity to
being photographed; indeed, some people in Ghana consider photographs to steal a moment of
your soul. Taking photographs, especially given my easily identifiable ‘foreigner’ status, could
have caused offence. By opting out of an ethnographic design, secondary data sources,

including photos available via secondary sources, could still be included in the data analysis.

B.7.6.2.Discourse analysis

Discourse analysis is an approach to qualitative data that is concerned with deconstructing the
content, rhetorical organisation and socially active functions of language (Potter & Wetherell,
1987). This approach was redundant in the present research because of its prime focus on the
discursive devices that people use to manage their interests in social interaction and construct
their social reality. Such an approach was not considered compatible to the broader level of
analysis that would be required. Also, as previously mentioned, a foreigner is not well suited to
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such a design as they are not cquipped to deconstruct the functions of language. Whilst English
is the official language in Ghana, for many, it is a sccond language and semantics are used
shghtly differently. For a more in-depth focus of discursive devices, an emic (insider) position

is crucial.

B.7.6.3. Content analysis

There arc several areas of overlap between content analysis and thematic analysis; the
boundaries between the two are often not clearly defined (Viasmoradi, Turunen & Bondas,
2013). Content analysis is an approach to qualitative data that endeavours to describe manifest
and latent levels of meaning present in textual data and to reduce these to discrete, mutually
exclusive and quantifiable sets of categorics that will comprehensively account for what is of
interest to the researcher (Weber, 1990). In spite of many similarities between the approaches,
including cutting across data and scarching for patterns and themes, their main difference lies in
the opportunity for quantification of data (Viasmoradi ct al., 2013). Content analysis was
rejected becausc its approach to data classification was rcgarded as being more rigid and
reductionist. It was felt that a more flexible, fluid and organic approach to the genceration of
categorics would be more appropriate to the exploratory naturc of the study and the complex

character of the topic, as 1 did not have preconceived ideas about what | would find out.

B.7.6.4.Grounded theory

Grounded thcory has many similaritics to thematic analysis: both approaches seck to support
claims with data (Guest, MacQucen & Namey, 2012), and for this reason, it could have been an
appropriatc methodology. An inductive approach to thematic analysis (as 1 have opted for)
means the themes identified are strongly linked to the data themselves (Patton, 1990), and as
such, this form of thematic analysis bears some similarity to grounded theory. Bernand and
Ryan (1998) describe a recipe for grounded theory which is remarkably similar to the way
thematic analysis can be applicd: collecting data, familiarising yourself with the data,
identifying possible themes, comparing and contrasting themes, to eventually develop a
theoretical model. As with this approach, it was imperative that my interpretations were

grounded in the data.

There are different schools of thought within grounded theory approaches. Strauss and Corbin
(1990) added to Glaser and Strauss’ (1967) original groundcd theory literature. Willig (2013)
described the ‘cssential openness’ that characterises the approach that is very similar to the way
this project cmploys thematic analysis. There are several examples of research that uses

grounded theory to serve a similar function to my own methodological design (e.g. Cohen,

59



1995, cited in Willig, 2013). Thematic analysis does not preclude theoretical development
(Guest et al., 2012); however, for the purpose of my research, it was selected over grounded
theory, as my primary objectives were to explore a particular context in relation to my research
questions. In retrospect, I believe I could have selected grounded theory due to the overlap
between the two approaches. What was appealing about thematic analysis was that [ could
ground my results in the data, an approach clearly shared by grounded theory. However, | felt a
preliminary exploration would lay the foundation for future work that may be more explicitly

driven by the generation of a new theory.

B.7.6.5.Interpretative phenomological analysis

Interpretative phenomenological analysis (IPA) is an approach to qualitative data that seeks to
gain the 'insider's perspective' regarding the phenomenon of interest (Smith & Osborn, 2003). It
places an emphasis on the researcher's own interpretation of the data, rather than trying to
separate this out from 'the analysis', and ultimately attempts to produce a coherent narrative
account of participants' subjective inner experience of a particular topic or issue. IPA is bound
by theory and is aligned to a phenomological epistemology (Smith, Jarman & Osborn, 1999;
Smith & Osborn, 2003), which places a primary focus on participant experience (Holloway &
Todres, 2003). IPA was rejected in favour of thematic analysis because I did not want to make
interpretations beyond the data by imposing my subjective understanding. IPA is less flexible in
terms of epistemology, as its focus is on subjective meaning, whereas thematic analysis
facilitates multiple epistemological positions. Also, my research objectives did not place
emphasis on inner experience. I wanted to elicit a more straightforward account of participants’
views and opinions regarding the phenomena of working with clients that attribute their

difficulties to traditional African explanations.

B.7.7. Overview of thematic analysis

Within this section, I provide an overview of thematic analysis. I also recognise the criticisms of
the approach, and respond to these criticisms in a way that reassures the reader why thematic
analysis was selected as the most appropriate tool. This section provides an introduction to the
approach and this research design, which is further evaluated and reflected upon with regard to
the process in the ‘data analysis’ and ‘evaluation of methodology’ sections.



Thematic analysis is a method for identifying, analysing and reporting patterns (themes) within
data (Braun & Clarke, 2006). It can be used to produce a lavishly dctailed account of a data
corpus, which suited the exploratory nature of my research objectives. One of the major
advantages of employing thematic analysis for this rescarch was that it was able to generate
unanticipated insights in research arcas where relatively little is known and is thus a useful tool

for producing qualitative analyses suited to informing policy development (Braun & Clarke,

2006).

There are different forms thematic analysis can take: it can be used to summarise key features of
a large body of data, and/or offer a thick description of the data sct. Thematic analysis can be
used as a means of reducing or summarising the data (“factual coding’; usually realist and
content analysis) or to index the data (‘referential coding’; usually interpretive and
constructivist analysis). Broadly spcaking, themes serve to identify, label and organisc the data.
There are two approaches to identifying themes within thematic analysis: inductive or ‘bottom
up’ approaches generate themes that are closely aligned to the data sct (Frith & Gleeson, 2004;
Patton, 1990), whereas a theoretical thematic analysis would tend to be more influenced by
existing thcory and is therefore more explicitly analyst-driven. Themes come both from the
data, an inductive approach, and from the investigator’s prior theoretical understanding of the
phenomenon under study, an a priori approach) (Bulmer, 1979; Strauss, 1987; Maxwecll, 1996).
[ opted for inductive analysis, which is a process of coding the data without trying to fit it into a
pre-existing coding frame, or the rescarcher’s analytic preconceptions. This decision was
impacted by practical considerations (the research being conducted by a foreign rescarcher) and

philosophical considerations (a desire to avoid adopting a position of cxpert).

A significant advantage of thematic analysis is its flexibility; it is a method that can be viewed
as independent of theory and cpistemology and can be uscd amongst a range of theoretical and
epistemological approaches (Braun & Clarke, 2006). Thematic analysis can be conducted
within both positivist and constructionist paradigms, which was appealing in the initial design
considerations. An advantage of thematic analysis was that it allowed me to present the data at
surface level (viewing language in simplistic terms and approaching the data from a
positivist/post-positivist approach, before moving on to interpret and contextualise the data,
adopting a critical rcalist epistemology). | wanted to be explicit about what the participants

actually said, versus what I thought about what the participants said in terms of relevant

findings to psychology in the UK.

Much rescarch that employs thematic analysis claims that it is a method that gives voice to data.
However, I agree with rescarchers that warn it is naive to imply that themes simply ‘emerge’
(Ely ctal., 1997; Braun & Clarke, 2006). By identifying and selecting research themes of

interest, a researcher using thematic analysis cannot claim a passive position (Taylor & Ussher,
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2001). As a researcher, I had an active role in describing the data that involved selection, editing
and interpretation (Fine, 2002; Braun &Clarke, 2006). It is important to recognise the decisions
1 made in the treatment of the data as active choices: what questions to ask in interviews, what
to identify/chunk, what to omit, what to focus on... etc. This process of active selection was

shaped by the research objectives.

Thematic analysis often goes further than descriptive analysis and is able to offer hypotheses to
explain various aspects of a research topic (Boyatzis, 1998). For this research project, thematic
analysis helped present the reader with a wealth of ideas offered by the participants, in the
results section, moving on to interpretation and discussion of these results in conjunction to
other research in the discussion section. I propose that thematic analysis was the most
appropriate tool to shed light on a topic that is of huge personal interest to me of which very
little is known, whilst generating useful ideas for future research and a fresh perspective that
contributes to our understanding of the challenges facing a Eurocentric discipline in an
increasingly global world.

B.7.8. Ethical approval

City University's committee granted ethical approval. Permission was also granted by senior
clinicians in Ghana to conduct research at the teaching hospital and within the psychiatric
hospitals. The British Psychological Society Ethical Standards were adhered to (BPS website,
Code of Human Research Ethics), and as the research design involved human participants, it
was necessary to consider any potential risks to the researcher and participants. The BPS
emphasise the need to respect the autonomy and dignity of persons and our social responsibility
and state that scientific value should be considered with regard to minimising potential harm.

The research design prioritised positive participant experience. No potential harm was
considered a risk for participants. All participants were urged to contact me if they wished to
discuss any aspect of the study, or withdraw their participation. The participants also had the
research supervisor’s contact details. Participants gave their informed consent and their right to
privacy was respected. Details were anonymised to protect participant confidentiality. The
participants were contacted after participating in the research to feedback on the preliminary
analysis, and were given a second opportunity to withdraw their data.
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B.7.9. The inclusion criteria, the research population and sampling

Theoretical sampling is an approach to sampling that is explicitly driven by including
participants that arc considered likely to offer conceptually rich data with the aim of including
diverse perspectives. Theoretical sampling violates the ideal of hypothesis-testing in that the
direction of new data collection is determined not by a prior hypothesis, but by ongoing
interpretation of data and cmerging conceptual categorics (Suddaby, 2006). The inclusion
criteria aimed to encompass professionals that worked within the provision of mental health
care who could offer expertise. Ghanaians were cligible to participate in the study if they
worked in a mental health service, and described what they do as offering ‘psychological help”.
Whilst psychologists were sought out, duc to the fact I felt their perspective would be of

primary relevance, [ also wanted to get some input from other mental health professionals.

The parent population of mental health professionals is described in an carlier section (Mental
health scrvices in Ghana). Services are under resourced, and so there were also practical
considerations in avoiding an inclusion criterion of only psychologists. Despite there being only
seven psychologists employed by the government (Ofori-Atta, Read & Lund, 2005), [ identified
approximately 40 psychologists/therapists working in Ghana, many of whom were funded by
international charitics (sce Appendix 16.3 for full list). Every psychologist and therapist
identificd was written to, explaining the naturc of the study and requesting participation for
those that met the inclusion criteria. Of the 38 advertisements that were sent out, nine

responded. Three of these responses ended up participating in the study.

From the initial intcrviews with psychologists, two CPNs, a psychiatrist and a charity worker
were suggested as uscful sources of data, and subsequent interviews were arranged with these
individuals, bascd on the rccommendations of the psychologists | had interviewed. As
differences in clinical training was a theme that emerged from the first few interviews, a focus

group of traince clinical psychologists was also arranged.

Ideally, I would have used random sampling to cnsure the process of selecting participants did
not skew my results. Howcever, due to the limited parent population, time restraints and my

desire to capture the expertise of relevant professionals, theoretical sampling scemed an

appealing approach.
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B.7.10. Participants

Seven interviews and one focus group were conducted. A psychiatrist, two senior community
psychiatrist nurses, a regional director of an NGO that specialised in mental health care and four
qualified clinical psychologists were interviewed individually; the nurses were interviewed
together after the first participant invited the second to join half way through! Twelve trainee
clinical psychologists participated in the research as a focus group; these individuals had not

been interviewed individually.

In total, twenty participants took part in this study. The participants ranged in terms of age (25-
59) and clinical experience (trainee - national policy director). The participants ranged in terms
of experience, qualifications and age (ranging from twenty-five to fifty-four). All participants
were Ghanaian nationals and lived and worked in Ghana. Both genders were represented,
although more females took part in the study (13:6). Two participants had trained overseas

(America and Britain).

B.7.11. Apparatus

38 advertisements (Appendix 16.6) were mailed from England to different organisations,
psychiatric hospitals and counselling centres. These advertisements were accompanied by
covering letters (Appendix 16.5). A further 30 advertisements were handed out in person. All
participants had seen the advertisement before participating in the study.

Each participant gave informed consent to participate in the study (Appendix 16.7). A semi-
structured interview was developed based on the research objectives.

B.7.12. Interview procedure

The interviews took place over a four-month period. Interviews took place at participants’
places of work, usually in their clinic room. It was anticipated that participants would feel more
relaxed if interviewed in a familiar environment. Each interview was recorded on two audio
recording devices. Meetings lasted between 50 and 90 minutes, with the average interview

lasting 70 minutes.

During the interview, I employed basic counselling skills, such as attentive listening,
paraphrasing and summarising (Jacobs, 1999). This was particularly important, given linguistic

differences. I used reflective and clarifying counselling skills during the interviews, which
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served as a way to check/verify information. McDonald (2000) highlights that this process helps
the intcrviewer to ascertain the precision of their understanding of the concepts and themes as

they emerge.

Each intervicwee was asked three sct questions:
1. How do you dcfinc the term “traditional healer’?
2. Have you ever worked with a client that attributed their difficulties to traditional
explanations?

3. If so, how did you work with this client?

The rest of the time was free for more reactive questions necessary to clarify and expand on the
information given. Dearnley (2005) asserts that the open naturc of questions encourages depth
and vitality in the participant’s discourse and allows ncw concepts to emerge. The researcher's
open questions “function as triggers that cncourage the participant to talk’ (Willig, 2001, p. 22).
During cach intervicw, the focus was on how the individual works with this client group.

The interview process cvolved as the interviews took place; the interviews became an

opportunity to crosscheck or claborate ideas or themes that presented at carlier interviews.

Intervicw conditions were not always idcal; occasional intcrruptions can be heard on the tapes
and in one interview, a participant invitcs a colleaguc to join half way through the interview. At
the end of cach interview, participants were asked to reflect on the experience of being
interviewed. Some commented that 1t was an intercsting arca; one participant commented that
there had been some hard questions, and all participants reported finding the experience
comfortable. More informal de-brief cnabled questions about my rescarch objectives, my length
of stay and my experience of Ghana. [ spent a few moments reflecting on the process of each
interview, jotting down notes about the process. | had lunch with many of the interviewees
afterwards. Participants gave their contact details and consented to being contacted to validate
the results at a later stage. No participant withdrew his or her data. However, the interview

process has been cvaluated in a later section, and was not without its challenges.

B.7.13. Data analysis

In choosing thematic analysis, | had to consider a number of factors. One decision to make
regarded at what point I should engage in a literaturc review. Some theorists argue that an early
reading can narrow the analytic ficld and underminc the advantages of thematic analysis, whilst
others argue it can cnhance the process (Tuckett, 2005). 1 made a decision to write the
introduction to the thesis after the data collection, to reducc my ability to bias coding with

preconceived ideas. My inexperience of the topic was reflected in the questions I asked, and is a
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position that mirrors the phenomena in the UK. However, a personal interest in the research
area, frequent trips to Ghana and designing the research proposal involved me gaining some
prior knowledge of African health beliefs. Also, knowledge and observations from the research

procedure were incorporated into later questions.

Another decision I had to make related to what counted as a theme. A theme captures something
important in the data and the research objectives shape the process of theme selection. The type
of analysis desired influenced theme selection. I wanted to provide a rich thematic description
of the entire data set so that the reader gets a sense of the predominant or important themes.
Therefore, I wanted to produce themes that reflected everything I found out. However, the size
of a theme, and the selection criteria of a theme, were still active decisions (Braun & Clarke,
2006). Another decision related to the ‘level’ at which themes were to be identified: at a
semantic or explicit level, or at a latent or interpretative level (Boyatzis, 1998; Braun & Clarke,
2006). Initially, coding adopted a semantic approach, focusing on the surface level of the data.
As Braun and Clarke suggest, this was then followed by a progression from description to

interpretation and attempts to contextualise the data and explore its implications.

I avoided rigid rules in terms of what I would count as a theme. I initially coded anything that
scemed to represent an idea that was relevant to my research objectives (the majority of the
data), and then moved into a phase of organising the chunks of data into themes and subthemes.
Ideas that were expressed by many of the participants were included, as were key ideas that
were articulated by one participant or just a few participants.

Another consideration I had to make related to how I would conduct thematic analysis. An
absence of clear guidelines around thematic analysis means that there is an ‘anything goes’
critique of the approach (Antaki et al., 2002). Many theorists identify a lack of agreement about
what thematic analysis entails (Attride-Stirling, 2001; Boyatzis, 1998; Tuckett, 2005). Attride-
Stirling (2001) warns that often insufficient detail is given to reporting the process and detail of
analysis. This research aimed to be transparent about how the data was collected and what was
done with the data to avoid the pitfall of assuming themes ‘emerge’ from the data, which
underplays the active role of the researcher. Figure B4 outlines this research project’s
methodological process, as informed by Braun and Clarke’s (2006) stage guidelines.

Phase one of analysis involved familiarising myself with the data; this process began whilst
conducting the first research interviews. Experiences at the hospitals and unplanned encounters
also informed these early ideas. Whilst I was not conducting ethnographic research, the reactive
nature of the interviews enabled me to ask about things I had observed or heard about. Each
data item (each individual piece of data collected) was transcribed in its entirety.
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Figure B4. Stages involved in research using a thematic analysis approach (Braun & Clarke,

2006)

Transcription of verbal data is a good way of familiarising yourself with the data (Riessman,
1993; Bird, 2005); whilst transcribing, I often made notes about process, themes or content,
which created a valuable resource for subsequent analysis. Verbatim transcription needed to be
true to the original data as grammar can change meanings (Poland, 2002). Interruptions and
noises were noted; coughs, etc. were included in the transcripts. The accuracy was examined by
listening again to tapes. The next task in this first phase required reading the data in an active

way, becoming immersed in the data. Reading, re-reading and jotting down ideas and themes
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was a time-consuming process. Active reading was informed by the research objectives; the
researcher selectively attends to themes pertinent to the research design (Braun & Clarke, 2006).
Whilst all material was transcribed and attended to, it would be naive to think that my

researcher objectives did not shape this process.

Phase two involved coding the data, initially highlighting chunks of data in which an idea was
articulated or something interesting happened. Coding began by highlighting transcripts with
coloured marker pens highlighting interesting chunks of data. Braun and Clarke cite Boyatzis in
defining a ‘chunk’ as ‘the most basic segment, or element, of the raw data or information that
can be assessed in a meaningful way regarding the phenomenon’ (Boyatzis, 1998, p. 63; cited in
Braun & Clarke, 2006, p. 18). Having highlighted each segment of data, I developed codes,
keywords reflecting what was happening in each segment. Having familiarised myself with the
data, and highlighted chunks of data, [ wrote a list of ideas (keywords that I felt summarised
pertinent themes).

Coding was done manually and was an active stage of the analysis. Initially, [ created codes for
as many different potential themes/patterns as possible. This process felt difficult to contain as I
coded extracts of data inclusively and individual extracts of data were coded for as many
different themes as they fit. Codes incorporated similarities and differences across the data set. I
developed a coding manual as I coded each text segment, noting labels, definitions and good
examples of each category (Appendix 16.4). Having coded all the data for the first time, I coded
fresh transcripts a second time to enable me to compare both processes. I refined the codes at

this stage and repeated the process.

Phase three of thematic analysis involved searching for themes, with all the data having been
initially coded and collated. My focus moved to broader themes, not codes. A ‘theme’ captures
something important about the data in relation to the research question, and represents some
level of patterned response or meaning within the data set (Braun & Clarke, 2006). The codes
were organised and grouped into themes and subthemes. Repetition was one of the easiest ways
to identify themes (Bogdan & Taylor, 1975; Guba, 1978), as the data was considered valid and
pertinent if the majority of participants articulated the idea. However, the process was more
complex than simply looking at the prevalence of ideas. My judgment was necessary when
deciding how to organise the data into themes.

The fourth phase of analysis involved reviewing themes. Themes were refined: some were
renamed, some themes were merged, and some were considered less salient to the research
objective. Braun and Clarke (2006) suggest this phase has two levels: the first involved reading
the clusters for each theme and mﬁhg each theme; and the second involved reviewing all the
data collected for the project (data corpus) in conjunction to the themes. I underestimated how
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lengthy a process this would bc, and | struggled to manage the wealth of transcriptions, lists of
codes and notes about themes. I decided that [ nceded a physical way of managing this process.
[ eventually devised a system whereby I cut cach ‘chunk’ out of their original transcription, and
stuck the data extract on a flash card (colour coded so I could identify its source). On the back
of each flashcard I wrotc a key word or words that summarised the chunk and the overarching
theme/themes. 1 had hundreds of cards, but this process enabled me to group chunks together,
and refine and define themes, physically moving chunks of data around to organise the data
logically. This phase involved playing with the data to start to map it out in a way that made
sense and involved much re-jigging and reflection. Initial themes attempted to capture all of the
data and the relationship between codes, themes and levels. Some codes did not fit a theme and
were filed under ‘miscellaneous’; in this process, 7 chunks of data were discarded as a map of
main themes and subthemes was created. With the wealth of data and the broad research
questions, this felt like a balancing act between representing the entire data, without losing too
much detail, depth or complexity, which is necessarily lost, to some degree, by focusing on all

of the pertinent themes (Braun & Clarke, 2006).

Phase five involved defining and naming themes, identifying the essence of what each theme is
about and refining the data. A detailed analysis was written of each theme to help pinpoint the
story that theme tells, and to identify how it fits into the overall rescarch story. At this stage,

subthemes (themes within a theme) were identified.

The final stage in thematic analysis, phase six, consists of producing the report and the full
analysis of themes. Foster and Parker (1995) suggest onc way to acknowledge the creative and
active role of the analyst is to use the first person when writing. The write up included data
extracts to portray the content of the themes and to argue that the analysis is convincing and
valid. This phase involves moving beyond a description of the data corpus. The aim of this stage
is to interpret the data in a way that is meaningful to the discipline of Counselling Psychology.
The process of analysis involved a progression from description to interpretation,

contextualisation and reflecting on the wider implications of the data within the discussion

chapter.

B.7.14. Main themes found in the data

The data was organised into four categorics, each consisting of sub-themes (see figure B5). The
first theme involved data that related to the parallel belief systems that the participants

described. Understanding an ability to occupy multiple positions in terms of worldviews and
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beliefs was fundamental to understanding the data. Parallel belief systems were described in

terms of the participants’ own beliefs, the healers’ approach and the Ghanaian patients.

The second theme documents data relating to the relationship between disciplines and
approaches, including sources of tension, areas of commonality and collaboration and data that
documents how Ghanaian mental health professionals negotiate boundaries between
approaches. The third theme includes data that describes the Ghanaian patients’ help-seeking
behaviour, and how the psychological and psychiatric services have tried to respond to barriers
in an attempt to enhance pathways to their services. The final theme relates to the specifics of
working psychologically in the Ghanaian context. This theme includes subthemes relating to
client expectations, challenges associated with formulating client presentations, specialist
knowledge of Ghanaian mental health professionals, incorporating spirituality and action-

orientated strategies that were described to increase the effectiveness of psychological therapy.
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Figure B5: Map of themes and subthemes identified in data
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B.7.15. Reliability

In rescarch, the term reliability means ‘repeatability” or “consistency’. A measure is considered
reliable if it would give us the same result over and over again (Trochim & Donnclly, 2007). A
criticism of thematic analysis is that, like many qualitative tools, it is difficult to ascertain how
valid the findings are. The main threats to the rcliability and validity of thematic analysis arc
projection, biased sampling and a researcher’s mood and style (Boyatzis, 1998). In this
research, some linguistic variability was apparent between the two cultures, and my focus was
on understanding what the participant mecant by carcfully reformulating some questions or
clarifying some content. It was important to ensure that an appropriate system of codes was
developed, and to minimisc the potential for me to project my own ideas into the analysis.
Consultation with a Ghanaian national, where nccessary, helped ensure I understood the
meaning of aspects of the interview data before | attempted to develop a coding system, and by

rigorously coding and re-coding, | belicve this threat was minimised.

Due to the nature of a doctoral rescarch project, the data was coded and themes identified in the
data by just one person. This process allowed for consistency in the method but failed to
provide multiple perspectives from a variety of people with differing expertise and may pose a
threat to the reliability of the results. However, measures to reduce this threat were undertaken,
including careful interview skills, consulting with a Ghanaian when [ felt unsure during the
post-interview reflections and asking participants to fccdback on my preliminary findings. Their

feedback consistently supported my analysis, and enabled some degree of collaboration in this

process.

Theoretical sampling could be another potential source of bias, and the advantages and

disadvantages of such an approach were discussed in an carlier section. Whilst [ acknowledge
that the lack of random sampling may posc a threat to the reliability of the study, I believe the
participants all expressed similar cnough ideas, despitc differences in their approach, for me to

believe that | was gathering data that would be consistent if the study was repeated.

B.7.16. Validity

The term ‘validity” refers to the best available approximation to the truth of a given proposition,
inference or conclusion (Trochim & Donnelly, 2007). Whilst qualitative rescarch seems to
come under particular scrutiny, Guest, MacQueen and Namey (2012) argue that this is unfair as
no research is without bias and this is not a challenge that is exclusive to qualitative research. A
potential threat to the validity of qualitative data is that the analyst is able to pick and choosc

aspects of the data that support their ideas. By including the original transcriptions in the
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appendix (Appendices16.10 - 16.17), and by presenting an accurate reflection of the entire data
(including inconsistencies or contractions), | hope the reader is reassured that my results are
valid. Thematic analysis is grounded in the data, and if analysis is done rigorously, the validity
of the findings is more threatened by the process of data collection than during the write up.
Credible thematic analysis should offer a report that has face validity (Guest et al., 2012), and it
is the readers, and in this case, the participants, who decide if the study offers a convincing
presentation of the raw data. For this reason, transparency of how I collected the data, what I
did with the data and how I interpreted the data is key. All the information that can inform the

reader’s judgment of research validity is included in the appendix for this reason.

During the data collection phase, the questions were phrased carefully so as not to force
participants to a particular conclusion. Guest el al. (2012) correctly point out that all research
questions will introduce some degree of bias, but this threat was monitored. Clinical skills of
open-ended questions helped minimise directing responses. Basic counselling skills provided
useful ways of ensuring my interpretations of what was being said was accurate via immediate
feedback and clarification during the interviews. This was also done in a more focused and
concerted way by asking for feedback from the participants. ‘Respondent validation’ refers to
the process of asking participants to feedback on the developing analysis to confirm or enhance
emerging themes. The basic principle is that ‘if participants agree with the researcher’s account,
then greater confidence can be attached to it’ (Pidgeon, 1996). I designed a project that would
ask the participants to be involved in my analysis, asking for feedback of my preliminary

analysis. This process is discussed in a later section.

Another advantage to the methodological design was that by including some participants of
multidisciplinary approaches, I was able to collect multiple perspectives. The focus group of
clinical psychologist trainees enabled me to take a