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Abstract

The DSM-IV Outline for Cultural Formulation (OCF) was a framework for assessment

based on principles of cultural psychiatry. The Cultural Formulation Interview (CFI) for

DSM-5 provided a tool enabling wider use of cultural formulation in clinical cultural

assessment. Validation to justify the inclusion of the CFI in DSM-5 involved quantitative

analysis of debriefing interviews of patients and clinicians for feasibility, acceptability

and clinical utility. We now further examine qualitative field trial data from the CFI

interviews and the debriefing interviews in Pune, India. Administration of the CFI was

followed by routine diagnostic assessment of 36 psychiatric outpatients—11 found to

have severe mental disorders (SMD) and 25 with common mental disorders (CMD).

Domain-wise thematic analyses of the CFI and debriefing interviews identified recurrent

themes based on cultural identity, illness explanatory models, stressful and supportive

social relationships, and the impact of political, economic, and cultural contexts.

A tendency to elaborate accounts, rather than simply name their problem, and more

diverse past help-seeking distinguished CMD from SMD groups. Patients valued the CFI

more than clinicians did, and most patients did not consider cultural background dif-

ferences of clinician-patient relationships to be relevant. Qualitative analysis of CFI data
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and critical analysis of domain mapping of CFI content to the structure of OCF domains

indicated the value of revising the dimensional structure of the OCF. A proposed

revision (OCF-R) is expected to better facilitate clinical use and research on cultural

formulation and use of the CFI.
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Cultural formulation, cultural identity, cultural psychiatry, explanatory models,

interview, outline for cultural formulation, thematic analysis

Introduction

The Outline for Cultural Formulation (OCF) introduced in Appendix I of the
DSM-IV was an important step towards acknowledging the relevance of culture
in the practice of mainstream psychiatry (APA, 1994). The Cultural Formulation
Interview (CFI) published in the text of the DSM-5 provided an operational for-
mulation of the OCF, thereby making essential features of cultural psychiatry
more accessible to mainstream practitioners (APA, 2013). Although the structure
of the OCF, an assessment framework, was modified for the CFI (Lewis-
Fernández et al., 2014), which is an assessment tool, the domain structure of
both the OCF and CFI address common priorities, including questions about
cultural identity, emic ideas about illness, social relationships (including the rela-
tionship between the patient and clinician), and the influence of stressful and
supportive societal settings.

An important step in the development of the CFI involved assessment of its
feasibility, acceptability, and clinical utility in India and in all participating sites of
the multi-site international field trials (Lewis-Fernández et al., 2017; Paralikar
et al., 2015). The CFI has been shown to enhance medical communication
(Aggarwal, DeSilva, Nicasio, Boiler, & Lewis-Fernández, 2015) and to have
value for use with patients’ relatives (Hinton et al., 2015). Barriers to wider use
of the CFI have been reported (Aggarwal, Nicasio, DeSilva, Boiler & Lewis-
Fernández, 2013). These studies of the perceived value of the CFI based on
pilot-study experience, however, have not examined the clinical data from CFI
interview content, and such consideration is relevant and needed.

Filling that gap, this study analysed clinical cultural data from CFI interviews in
the field trial at the collaborating site in Pune, India. We examined domain-
wise findings from both qualitative CFI assessment data and the perceived value
of the CFI by patients and clinicians in subsequent debriefing interviews. To exam-
ine the effect of psychopathology on cultural assessment and cultural formulation,
we also compared CFI clinical data of patients with common mental disorders
(CMD) and serious mental disorders (SMD).
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Methods

Setting

The study was conducted in the context of CFI field trials at the site in urban Pune,
India. The city has a rich cultural heritage and opportunities for employment that
attract migrants from surrounding rural areas, including the Konkan coast of
Western Maharashtra and other regions of India. The research was conducted in
the psychiatry outpatient department of the King Edward Memorial Hospital
(KEM), a multi-speciality charitable trust hospital with 650 beds serving a
lower- middle-class population that pays for low-cost services.

Instruments

The 14-item version of the CFI developed for the field trials was used in this study.
It is a semi-structured interview with four domains. The questions in each domain,
and those subsequently modified based on pilot experience and published in the
DSM-5, are summarized in Table 1. The CFI was translated into Marathi, the local
language. This text was then back-translated by linguistic experts and reviewed in
consensus meetings to ensure the validity and clarity of the translation. A version in
Hindi, prepared at another site in India was used, so that patients could also be
interviewed in Hindi or English.

Debriefing interviews for clinician (DIC) interviewers and patients (DIP)
queried the perceived value and relevance of the CFI. They included both categorical
and narrative questions about experience with CFI, the value of content elicited, effects
on rapport, and relevance for diagnosis and treatment planning. The DIC was sup-
plemented with an enhanced version for additional detail in the first and third inter-
views. Both the DIC and DIP invited suggestions to improve the instrument.

Design

Adult patients 18–80 years of age were eligible for recruitment. After explaining the
study to potential participants, their capacity to consent was assessed and consent
was obtained. Patients were excluded if acutely suicidal, intoxicated, or symptom-
atic for drug withdrawal, dementia, mental retardation, or florid psychosis that
impaired their capacity to complete the interview. Patients completed a demo-
graphic information form with assistance from the research team, if required.
The CFI was administered by a clinician who had not previously seen that patient.
Debriefing interviews were administered to each clinician and patient after the CFI
interview by another clinician.

Clinicians were trained to use the CFI, and each completed between three and
seven CFI interviews, as required in the multi-centred field trial. Each patient was
interviewed only once. All CFI and debriefing interviews were audio-recorded.
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Table 1. Structure of the field trial version of the CFI used in multi-centre validation studies

and revision published in DSM-5.

Domain

14-item version used in field trials 16-item version published in DSM-5

I. Cultural definition of the problem

1. What problems bring you to the clinic?

2. What troubles you the most about your

problem?

3. How would you describe your problem

to someone else?

3a. Is there a specific term or a name that

describes your problem?

1. What brings you here today?

2. Sometimes people have different ways of

describing their problems to their

family, friends, or others in their com-

munity. How would you describe your

problem to them?

3. What troubles you most about your

problem?

II. Cultural perceptions of cause, context and support

A. Causes

4. What do you think are the causes of

your problem?

4. Why do you think this is happening to

you? What do you think are the causes

of your problem?

5. What do others in your family, your

friends, or others in your community

think is causing your problem?

B. Stressors and supports

5. What makes your problem worse?

(emphasis on social network)

6. What makes your problem better?

(emphasis on social network)

6. Are there any kinds of support that

make your problem better?

7. Are there any kinds of stresses that

make your problem worse?

C. Role of cultural identity

7. Is there anything about your background

that is causing problems for you?

8. Is there anything about your background

that helps you cope with your

problems?

8. For you, what are the most important

aspects of your background?

9. Are there any aspects of your back-

ground or identity that make a differ-

ence to your problem?

10. Are there any aspects of your back-

ground or identity that are causing

concerns or difficulties for you?

III. Cultural factors affecting treatment, self-coping and past help-seeking

A. Self-coping

9. What have you done on your own to

cope with your problems?

11. Sometimes people have various ways of

dealing with their problems. What have

you done on your own to cope with

your problems?

B. Past help-seeking

10. In the past, what kinds of help have you

sought for your problems?

10a. Most useful?

10b. Least useful?

12. In the past, what kinds of treatment

help, advice, or healing have you sought?

Most helpful and least helpful?

(continued)
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After administering the CFI, the same clinician conducted a routine clinical diag-
nostic interview to make a DSM-IV-TR diagnosis. Based on that diagnosis,
patients were classified as either CMD (mainly anxiety and depressive disorders)
or SMD (psychotic disorders and/or multiple comorbidities).

Data management and approach to analysis

Audio recordings of the CFI and the debriefing interviews were translated into
English. First-level thematic codes were derived from the structure of the instru-
ments (i.e., questions of the CFI and debriefing interviews). Narrative content of

Table 1. Continued.

Domain

C. Barriers

11. Has anything prevented you from get-

ting help you need?

13. Has anything prevented you from get-

ting the help you need?

IV. Cultural factors affecting current help-seeking

A. Preferences

13. How can I and others at our clinic be

the most helpful for you?

14. What kind of help would you like from

us now, as a specialist in mental health?

14. What kinds of help do you think would

be most useful to you at this time for

your [PROBLEM]?

15. Are there other kinds of help that your

family, friends, or other people have

suggested would be helpful for you

now?

B. Clinician-patient relationship

12. Is there anything about my (clinician’s)

background that might make it difficult

for me to understand your problems?

Sometimes doctors and patients misun-

derstand each other because they come

from different backgrounds or have dif-

ferent expectations.

16. Have you been concerned about this

and is there anything that we can do to

provide you with the care you need?

Notes. The CFI published in DSM-5 may be downloaded from www.psychiatry.org/File%20Library/

Psychiatrists/Practice/DSM/APA_DSM5_Cultural-Formulation-Interview.pdf. It incorporates the following

revisions of the field trial version, which are indicated in the table:

Domain I. Question 3a in the field trial version inquiring about the name of illness has been removed in the

DSM-5 version.

Domain II. A question about perceived causes of illness according to others has been added. A question to

characterize background (i.e., ‘cultural identity’) has been added to two revised questions about its effects.

Domain III. No changes apart from revised wording, clearer formatting and instructions to enhance clarity.

Domain IV. Question about the significance of patient-clinician background differences has been moved to the

end of the interview. Questions about desired help from clinician and the clinic (Q 13-14) have been reframed

to ask about help of any kind expected to be most useful (Q 14) and potentially useful help from social

relations (Q 15).
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the CFI and the debriefing interviews was imported from MS Word into
MAXQDA and coded with the autocoding feature based on formatting by inter-
view item. The dataset was read and re-read to identify and manually code content
from questions of each domain that was relevant for other domains of the CFI,
mindful of the fact that a patient’s response to any one question might be more
relevant to the interests of another question. Manual coding involved a process of
repeated immersion in the data set and mapping of thematic content across
domains of the CFI and with reference to domains of the OCF. We first analysed
the aggregate sample and then compared CMD and SMD patients.

Results

Patient sample and clinician interviewers

CFI and diagnostic interviews were completed by eight psychiatrists for 36 patients
(14 women and 22 men). Fourteen debriefing interviews were conducted by three of
these psychiatrists and 22 by two psychologists. The mean age of study patients was
38.3 years (standard deviation (SD), 12.46), and the mean of their years of educa-
tion was 13 years (SD, 4.03). Most patients were married (21/36), 12 were never
married, and three were divorced or separated. Most patients were unemployed or
dependent (28/36), and all patients were from low or middle-income economic
strata. CMD diagnoses (25) were more frequent than SMD (11).

Among clinicians, seven were women and three were men. Their mean age was
39.1 years; Marathi was the first language for nine and English for one. All were
fluent in Hindi. Mean years of clinical experience was 13.3 years (SD, 7.36; median,
13 years; range, three to 32 years).

Domain I: Cultural definition of the problem

Thematic content for domains of the CFI and its indicated relevance are summar-
ized in Table 2. Many patients did not, or were unable to, provide a summary term
for their condition (14/36). Those who did, referred to a name (12/36), a priority
symptom (7/36), or an interpersonal problem (3/36). Names included mental weak-
ness, mental illness, attack, tension, repeated thoughts, trouble, depression, chronic
fatigue syndrome and schizophrenia. Some names were idiosyncratic. A 25-year-old
Hindi-speaking man from North India with CMD hesitated and explained he was
reluctant to speak a vulgar term. He named his illness only after the interviewer
asked a woman in the room to leave. He called it mother-fucking of mind (dimaag ki
maa chud jati hai). Patients summarizing their problems by priority symptoms
referred to lack of sleep, ruminating thoughts, feeling uneasy, short-temperedness
(chid-chid), feeling hassled, body vibrations, and feeling angry. Terms based on
interpersonal problems included harassment by in-laws, betrayal by wife, and stub-
bornness (i.e., refusal to understand one another).
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Table 2. CFI domain-specific content, diagnostic distinctiveness and perceived relevance.

Domain

Themes Distinction of CMD/SMD Indicated relevance

I. Cultural definition of the problem

� Problem named (12/36)

� Reference to symptoms

(7/36)

� Reference to interper-

sonal problems (3/36)

� Does not or cannot

explain (14/36)

� CMD: name more likely

to refer to illness experi-

ence (9/25)

� SMD: name more likely to

refer to term for recog-

nized problem (depres-

sion, schizophrenia and

tension) (3/11)

� Patients and clinicians

valued opportunity to

elaborate problem and

family context

� Patients’ difficulty

naming problem (CMD:

9/25; SMD: 5/11)

� Some clinicians ques-

tioned value of naming

problems

II. Cultural perceptions of cause, context and support

A. Causes

� Various causes and

contexts*

� Causes and contexts:

CMD and SMD not

distinctive

� Causes and context

exclusively positively

regarded in DIP and

DIC, especially oppor-

tunity to elaborate

B. Stressors and supports

� Accounts of support from

family, friends and col-

leagues; from doctors and

valued medicines; or no

support

� CMD: more likely to

report support from

family, friends and col-

leagues

� SMD: acknowledged sup-

port from family and from

medical help more equally

� Clinicians valued impli-

cations for treatment

plan

C. Role of cultural identity

� Impact of cultural iden-

tity: e.g., migration,

region, religion and caste

� Cultural identity: CMD

and SMD not distinctive

� Mixed regard for value

of cultural identity from

patients and clinicians

� Notable value for some

of religious identity for

help seeking and

adverse impact of caste

discrimination

� Difficulty elaborating

role of cultural identity

for some made it appear

irrelevant

(continued)
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Table 2. Continued.

Domain

Themes Distinction of CMD/SMD Indicated relevance

III. Cultural factors affecting treatment, self-coping and past help seeking

A. Self-coping

� Diverse self-coping stra-

tegies, e.g., exercise, reli-

gious activities,

recreation, introspection,

reaching out for help

� Varieties of self-help:

CMD and SMD not

distinctive

� Patients appreciated

opportunity to express

themselves

B. Past help-seeking

� Diverse past help-seeking,

e.g., allopathic and alter-

nate medicine, religious

help, self-help

� Most helpful: medical help

� Least helpful: previous

doctors and alternative

medicine

� SMD: past help seeking

more limited to medical

help

� CMD: wider variety of

past help seeking

� Patients appreciated

opportunity to express

grievances concerning

prior treatment

� Clinicians found consid-

eration of past help

seeking relevant for

diagnosis and treatment

planning

C. Barriers

� Barriers: cost, stigma and

lack of support

� Barriers to help seeking:

CMD and SMD not

distinctive

� Clinicians found consid-

eration of barriers rele-

vant for diagnosis and

treatment planning

IV. Cultural factors affecting current help seeking

A. Preferences

� Expectations included lis-

tening, advice, solution,

information, quick and

effective treatment

� Patients had divergent

views about their wish for

open nondirective and

directive clinical styles

� Nature of desired help:

CMD and SMD not

distinctive

� Patients appreciated

consideration of their

views but some wanted

directive feedback

B. Clinician-patient relationship

� All patients regarded

impact of clinician’s back-

ground insignificant

� Nature of desired help:

CMD and SMD not

distinctive

� Clinicians and patients

found it difficult to

distinguish questions on

help desired from clin-

ician (Q13) from help

desired generally (Q14);

clinicians recommended

merging them

*See Table 3 for elaboration of causes and contexts.
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CMD patients were more likely to elaborate on their problems than SMD
patients. The North Indian man mentioned above explained his problem:

I wasn’t taking treatment, and I thought I could survive it without meds . . .However,

currently, my confidence level goes low, especially when I have to give an interview or

meet new people. My tongue starts stammering and I don’t like it. I don’t think I will

be able to survive this competitive world.

SMD patients used more concrete terms for a disease or symptoms, such as schizo-
phrenia, tension, anger, and depression.

Debriefing evaluation. Patients and most clinicians appreciated the first few ques-
tions of the CFI because they provided space to elaborate details of problems
and family contexts. Clinicians valued clinical insights from these first questions,
which helped formulate differential diagnosis and treatment priorities. Patients
typically found it difficult to immediately provide a name, and clinicians noted
difficulty trying to elicit a name from them. Two clinicians suggested removing
this question.

Domain II: Cultural perceptions of cause, context and support

Causes, and stressors and supports. Themes and narratives of patient-perceived causes
are summarized in Table 3, and they were similar for CMD and SMD patients.
Some patients expressed the causes simply and straightforwardly. Others
ruminated on the question, introspecting on the relationship of general principles
and personal impact. The following account by a 36-year-old man with CMD
illustrates such interplay of moral and physical weakness, and his own personal
limitations:

Due to bad habits like gambling, one loses money and you go bankrupt. You regret

becoming bankrupt, you feel depressed, sadness comes and you feel guilty. Due to

bankruptcy, you are unable to do anything. When there is mental weakness (mana-

durbalta), I gamble. In my opinion, mental weakness increases due to sexual urges

(laingikta). If one continuously has sex, it causes weakness . . .Having sex every day is

inappropriate and harmful, but I am unable to control the urge. I feel like having sex

all the time . . . I told her [his brother’s wife] some made-up story and forced her to

have sexual relations with me. I felt a lot of guilt, and I repent about what I did with

my sister-in-law. But I could not control myself.

Patients received social support from diverse sources, including family, friends and
colleagues. Some acknowledged support from doctors. CMD patients were typic-
ally more focused on family support. In the following narrative, a 34-year-old
woman with CMD described the interplay of social stress and support. She

Paralikar et al. 9



Table 3. Summary of causes and contexts of presenting problems (domain II).

Reported causes Examples

1. Underlying physical illness ‘‘I was born weak . . . I had jaundice (kavil) and

ever since I have been having problems with

[my] stomach.’’

2. Psychological (preoccupied with

thinking, cannot cope with criticism,

tension or bitter disillusionment

about the world)

‘‘Thinking too much, ruminating and being

absorbed in thinking the same thoughts over

and over again.’’

‘‘The world is an artificial place where good

people don’t receive what they deserve

(dikhavat ki duniya).’’

‘‘I feel sensitive, and then I get snappy . . . if people

comment on my physical deformity.’’

3. Family problems (spouse, in-laws,

siblings, parents)

‘‘Quarrels between me and [my] mother-in-law.’’

‘‘If I have a spat with my husband . . . I don’t get to

know what is going on in his head.’’

4. Other interpersonal problems and

conflicts outside the family

‘‘If I am talking to someone [e.g., neighbour]

politely and they rudely say, ‘Why are you sit-

ting here, get up and get lost,’ then I get

angry . . . My irritation (chid-chid) increases and

I feel like slapping that person.’’

5. Parental problems and upbringing ‘‘At about 10 years of age, my parents got sepa-

rated. My father had become an addict and so

my mother left him . . . I lived in the town with

my uncle . . . [my] aunt treated me like an out-

sider, a pariah.’’

6. Problem with romance or marital

matching

‘‘I educated her . . . but she betrayed my trust and

left instead. The one who genuinely respects

[women] from the heart will be wronged.’’

7. Unable to fulfil social and personal

expectations

‘‘I mean, on the one hand I want to do something

different, but I feel society and I are at odds

with one another.’’

8. Sexual urges and impulsivity ‘‘I was unable to stop thinking about ‘sex’; it went

out of control. I fell a victim to my sexual urges

and started having more mental problems

because of guilt.’’

9. Traditional cultural explanations

(karma, spirit possession, black

magic, healer-prescribed marriage)

‘‘A Brahmin told me, ‘the spirits have captured

you, and because of that you might have had

your attack’. He suggested I get married. Once

married, the [maiden] surname will change; the

physical location will change; everything will

change, including the family deity.’’

(continued)
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attributed her depression to marital conflict, and she also valued other family and
social support:

Initially I used to go to my parents’ place if such quarrels happened . . .My parents

used to sympathetically advise me, and I felt better. It was also quite relaxing talking

to my friends at work, back when I had a job . . .My sister-in-law is good support. She

sympathetically advises everybody in our family and solves many problems. Because

of her, my marriage is still intact.

The role of doctors and medicines was clearer in SMD patients’ accounts. A 65-
year-old woman with long-standing bipolar disorder enumerated her supports:
‘‘One is family; one is colleagues at work who fill in for me when I am absent.
And my doctor is also very good.’’ A 41-year-old man explained, ‘‘Taking meds
reduces my problems.’’ On probing he continues, ‘‘My wife has helped and things
are much better because of her.’’

Debriefing evaluation. Patients appreciated the opportunity to discuss causes and
contexts. For some, responding to these questions generated valued psychological
insights. For example, the North Indian patient quoted earlier explained, ‘‘I am
glad that this question was asked this time. Initially I thought that these things
[pressure from family and relatives] trouble me, but now having shared this infor-
mation I think that even I should work on some things about myself.’’

Clinicians recognized treatment implications from their better understanding of
patients’ perceived causes and social supports. They also valued the process of
focusing on patients’ experience because it enhanced rapport in the clinical rela-
tionship. A clinician interviewing a 54-year-old man with hallucinations explained,
‘‘I feel that the cultural perceptions of cause, context and support are important
elements, along with the patient’s understanding of his problem.’’ In some

Table 3. Continued.

Reported causes Examples

10. Financial problems ‘‘I encountered some financial hurdles about

which I thought about over and over. If

something happens unexpectedly, I feel

stunned and shocked!’’

11. Bereavement ‘‘At home my grandpa was unwell; after that my

sister died in the canal, that is why I felt like

this.’’

12. Work and environmental stressors ‘‘Feeling inferior. Nobody gives me importance at

my work place; often I felt that I wasn’t taken

seriously, and my words had no value.’’

13. Stigma and discrimination ‘‘My friends would tease me. That made my

problem worse.’’
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interviews, however, clinicians were frustrated when they were unable to elicit a
relevant response.

Role of cultural identity. Many patients found it difficult to talk about cultural identity
in response to the two questions about its impact, which was the focus of the cultural
identity questions in the field trial version of the CFI. Although only a few expressed
clearly positive or negative effects, most denied its negative impact on their condition
(23/36).

For those describing adverse effects, cultural identity was framed with reference
to stressful conditions and contexts, such as migration, place of origin, religion,
caste, social norms, and problems with their in-laws’ family. Caste-related issues
were woven into the discourse, but usually explicit only on probing. Differences
between SMD and CMD accounts were subtle, although SMD patients seemed less
inhibited in describing the negative impact of cultural identity.

Though accounts conflated elements of personal background and difficult social
conditions, migration was most frequently linked to a cultural identity contributing
to distress. Migration-related cultural issues typically emphasized how hard it
was to adjust. Accounts referred to migration at various levels: within-city,
between-cities, rural-urban, and international migration. Explaining problems
from within-city migration attributed to conflictual cultural identities, an unem-
ployed 27-year-old non-Brahmin man described his upbringing in a Brahmin com-
munity. Although his father owned a house in a multi-caste and multi-religious
community, he had rented a house in the Brahmin community, drawn by the
appeal of a cultured environment. Economic problems after his father’s death
compelled the patient to return to the multi-cultural neighbourhood. After
moving back, he encountered discrimination and stigma by others who regarded
his background in the Brahmin community as pretentious:

When we moved from Sadashiv Peth (Brahmin locality) to Ganj Peth (multi-religious

locality), people in Ganj Peth knew we had moved from Sadashiv Peth, and they

believed that we were very snobbish. People from Sadashiv Peth are very cultured

because many Brahmins live there. The life style is ‘Brahmin type’, and we would

behave in the same manner . . . I mean our ‘level’ had become like that only.

Everybody would think of us as Brahmins only, as our manners were also like theirs.

Women described difficulties after moving in with their in-laws after marriage,
especially if the region, caste, and economic status differed substantially. Even
after many years of marriage, adjustment to the cultural environment might
remain challenging. A 34-year-old woman explained how being married into a
similar caste, but in a different region, disturbed her marital life:

My husband is from Satara and I am brought up in Pune. So I am following Pune

culture, but my in-laws live in the style of Sangli, Satara, Kolhapur culture – that is,

the culture of Western Maharashtra. There they harass daughters-in-law, and so many
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women have committed suicide by jumping in the well. We belong to the same caste,

but my husband’s family has a different culture and that’s creating a problem.

Young patients who lacked education or did not have a job spoke about their
inability to succeed in a modern, market-based professional society. The young
man who called his condition ‘‘mother-fucking of mind’’ attributed his lack of
confidence and frustration to his background and cultural identity: ‘‘The problem
is that I can’t speak English, so getting through job interviews would be difficult.
I don’t think I will get a job at all, especially in a big company. He also felt
pressured by generational and caste-related expectations: ‘‘In our caste there is a
custom of getting married early in life, and I don’t think I am ready for it. Mother
keeps saying they will get me married. This increases pressure, and it bothers me.’’

One patient explicitly associated her problem with low-caste status. The follow-
ing dialogue between this 39-year-old English-speaking patient with SMD and her
clinician interviewer indicates the importance of acknowledging the impact of cul-
tural identity in establishing a therapeutic alliance.

Clinician: Is untouchability still practiced?

Patient: Yes. In Modi-Khana

Clinician: Do you mean to say that it is still practiced there?

Patient: Untouchability is still practiced everywhere . . .

Clinician: Oh, I didn’t think it was.

Patient: Where do you live?

Clinician: In India, but I didn’t think it was practiced in Pune.

Patient: Come with me and I will show you.

Accounts of other patients also emphasized the positive benefits of family values
and caste. Differences between CMD and SMD patient groups with regard to the
effects of religious and spiritual cultural identities were not apparent.

Debriefing evaluation. Some patients who understood and reflected on questions
about the role of cultural identity appreciated the opportunity to talk about
their faith in god; they emphasized the importance of religion, caste identity, and
family values. A 50-year-old man with SMD explained, ‘‘Questions that asked me
how I understand my illness and the question where I answered about attending
religious programs to feel better were helpful.’’

Notwithstanding initial difficulty understanding the question about the impact
of cultural identity, with additional time on the topic, some came to value the
question, as indicated in the following dialogue between a patient and the debrief-
ing interviewer:

Patient: At first, topics related to culture are a little difficult to understand. I even told

him [the clinician]. Because I hadn’t thought about how being ill may affect my family.

And I realized that it actually does affect them...
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Clinician: What were those cultural questions?

Patient: What influence does your caste have on your illness? Whether your problems

increase or decrease. [The] first time it is a little difficult to understand. It seems all is

okay and has no impact.

Clinician: So, you have to put some thought into it?

Patient: We have to think, madam, because this is the first time I am facing such

questions. Before this, doctors never asked me if your background has any impact on

your problems. They ask [about symptoms] and I tell them, and I get my medicines.

Some patients, however, acknowledged the relevance of cultural-identity questions
for others but not for themselves:

I mean it might be helpful to others but I don’t think it applies to me. I don’t think I

have a problem of that nature; therefore I don’t think that question is important.

Suppose there is a Christian person living in a Hindu location, who dresses differently

or doesn’t apply vermilion [kumkum, the traditional powder used by married women],

then maybe people would look at them differently and talk behind their back. But

because we live in a Hindu location, I don’t face these problems from the neighbours,

because we all follow similar customs.

Clinicians who were able to elicit information about cultural identity found it
useful. They anticipated that experience with the interview in the study would
have a lasting effect on their future practice: ‘‘Definitely. In a routine practice
certain questions regarding cultural background and stressors are not asked in
the first interview itself. Here it is included, so we have to ask; and so it helps in
gathering much more information. Although it will take time, I think I will make it
part of my practice.’’

Other clinicians, however, who did not elicit useful responses remained skeptical:

The patient could not understand the questions properly. We were unable to go

beyond superficial issues despite much probing. The patient is illiterate. She restricted

responses to symptoms and her relatives only. She was circumstantial or went off on a

tangent. This could be due to the formal thought disorder . . . or it may be due to her

being too preoccupied with her physical complaints.

Domain III: Cultural factors affecting treatment, self-coping, and
past help seeking

Patients talked about several self-coping strategies, such as exercise, recreation, art,
literature, religious help seeking, seeking social support, and introspection. A few
patients regarded use of medicines as self-coping. Responses typically referred to
self-coping measures without much reflection on how they helped. A middle-aged
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woman, however, was a notable exception; she explained the value of joining a
self-help group for lonely people:

We have a group called anand-yatra [‘happy journey,’ a group for single people].

There I can talk to my female friends who are older to me, and I seek their support.

There is no hassle in letting go of loneliness for a while because they are all extremely

lonely. So we come together as friends.

Sources of past help seeking apart from self-coping included psychiatry, cultural
healing practices (e.g., Ayurveda), naturopathy, magnet therapy, shivambu (urine
therapy), reiki (mobilization of healing energy), and religious practices (puja, con-
sulting brahmins, and faith healers). All of these resources for help seeking were
used by CMD patients. SMD patients were more likely to focus on psychiatry:
eight had consulted a psychiatrist, two acknowledged traditional healing that was
unhelpful, and one had no prior help. An SMD patient was dissatisfied with earlier
help received in the United States, because the therapist did not provide clear
enough answers and directions: ‘‘She listened to me but didn’t give any advice. If
that person is just going to listen and not answer me about where to go and not go,
then what is the point of going? That didn’t help me.’’

Some patients, however, liked non-directive empathic listening. A woman with
CMD was dissatisfied with prior religious help, finding it proscriptive but unpro-
ductive. She preferred the interviewer’s empathic listening. ‘‘You, doctor, have
asked me everything so calmly, and I have been able to tell everything with similar
ease. Others keep telling me what to do.’’

Barriers to help-seeking included treatment cost, travel time, and concerns about
the effectiveness and side effects of medicine. Some CMD patients reported a lack
of family support and fear of stigma were barriers to treatment. A 38-year-old man
with CMD explained, ‘‘Money factor, fear of what people will say about me – that
I am mentally ill. So I avoided treatment. Even though the distances were more, I
continued treatment in the government hospitals as medicines were available at no
cost.’’

Stigma was also an explicit barrier for several other patients. The young man
from North India noted earlier elaborated on the impact of stigma:

Initially I didn’t want anybody to know about my treatment. In the villages people

go to ojhas [magico-religious healers] and it’s acceptable. But for mental health

that’s a little different. [My] family is afraid that people [will find out] about this

problem. A marriage opportunity may come my way, but if they come to know

about my mental disease, that will be a problem. They will say: ‘This fellow has a

mental disease.’ I can’t go to relatives, they will ask many questions. This information

will spread like fire. I don’t have a problem with that, but my mother and father will go

into depression [suffer because of it]. They will avoid seeing relatives because they will ask

about their son.
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Debriefing evaluation. Patients appreciated the chance to express grievances with
previous treatment. This was clearer from their accounts than from their remarks
in debriefing. Clinicians valued information about past help-seeking and barriers to
current help-seeking, both for diagnosis and treatment planning. They typically
noted that benefit but without elaborating.

Domain IV: Cultural factors affecting current help seeking

The value of treatment was based on expectations that many patients described
explicitly. They referred to attentive listening, understanding, advice, solutions,
information, appropriate medicines, and their own anticipation of quick and
complete recovery. The 37-year-old male CMD patient who had referred to
an affair with his sister in-law explained that he expected benefits from making
sense of a thorough analysis of his account, and he elaborated expectations as
follows:

My depression should be studied in detail, carefully considering each of my thoughts

and words. My words and my thoughts should each be verified on the basis of what I

am suffering from and why. This evaluation will yield a diagnosis. You should under-

take research on my depression and provide me with the best medicine. My earlier

happiness and enthusiastic nature should be restored for me, and I should behave like

a good human being in society.

All patients reported that they felt doctor-patient cultural background differences
were insignificant for their care. Some idealized doctors, explaining there was no
such question because the doctor is ‘‘like a god who is there only to help’’.
Substantial probing was required for patients even to consider the possibility of
effects of significant cultural differences. In response to the direct question (CFI
#12), the following account reluctantly acknowledges only a theoretical possibility,
but no personal concern:

Patient: No, not at all. Because you are a doctor, your relationship with your patients

should be friendly. You should not let your background affect the relationship with a

patient, so that this should not affect the treatment. Therefore I don’t think there will

be any problem with you.

Clinician: Suppose that I, as the doctor, was from a different culture or spoke a

different language, might it then make a difference?

Patient: Yes, then it might have an effect to some extent, because you would not be

able to understand my problems. . . . I don’t think religion and language have too

much of a role to play, but yes, background could possibly play a role. The family

and society or community (samaj) you live in and ways of doctors’ and patients’

thinking may differ, and that could affect the treatment.
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Discussion

This is the first report from analysis of CFI interview content at a site of the DSM-5
field trials. Our qualitative analysis of interview findings with reference to domains
of the framework of the version of the CFI published in the DSM-5 extends the
scope of previous analysis for quantitative reports that documented the value of the
instrument. The qualitative approach explains what patients and clinicians did or
did not appreciate in the CFI and why. We have compared cultural formulations of
patients with diagnoses of CMD and SMD, and we have also analysed patients’
and clinicians’ qualitative accounts in debriefing interviews, inquiring about their
perceived relevance of the CFI. The following discussion of our findings explains
what these cultural formulations tell us about the significance of culture in the
problems of our patients. The discussion is relevant for practical applications of
pursuing the research interests of clinical ethnography (Calabrese, 2013) and cul-
tural epidemiology (Weiss, 2017). We are primarily concerned here, however, with
the practical clinical implications of our experience in the field trial and with the
implications for conceptualization and clinical use of cultural formulations derived
from assessment with the CFI or by other means (Lewis-Fernàndez, Aggarwal &
Kirmayer, 2016).

Value of the CFI

Our consideration of the value of the CFI based on interview content and quali-
tative debriefing interviews provides results similar to the positive experiences
reported in earlier studies (Lewis-Fernández et al., 2017; Paralikar et al., 2015;
Aggarwal et al., 2015). Questions about causes and contexts in domain II were
the most appreciated by both patients and clinicians, and were most easily elabo-
rated with perceived practical significance. Patients were surprised and appreciative
of clinicians’ interest in both their illness and their cultural identity, indicating the
value of reflecting on the process and findings from the assessment. Some requested
more attention to questions on sexuality, thereby indicating a wish to share with
the clinician intimate details they considered relevant, expecting these to contribute
to complete recovery as a worthwhile human being.

Patients valued rapport with the CFI interviewer, and they were more enthu-
siastic than clinicians in endorsing the value of the CFI. Clinicians’ acknowledge-
ment of the value of the CFI interview, which also has been noted in other field-site
validation studies (Bäärnhielm et al., 2016; Aggarwal et al., 2013), was mitigated by
concerns about the time required to administer it. Appreciation of the CFI is
consistent with complementary developments in person-centred approaches to psy-
chiatric care (Mezzich, Botbol, Christodoulou, Cloninger & Salloum, 2016;
Kirmayer, Bennegadi, & Kastrup, 2016), patient-reported outcomes (Rotenstein,
Huckman, & Wagle, 2017), and the increasing priority of cultural competency
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(Lim, Diaz, & Ton, 2016; Napier et al., 2014). Such efforts contribute to long-
standing goals to realize practical benefits of clinically applied medical anthropol-
ogy (Helman, 2007; Kleinman, 1983).

OCF and cultural formulation case reports

A substantial body of cultural formulation case studies has enriched the literature
of cultural psychiatry. Such case studies were introduced as a regular feature of the
journal Culture, Medicine and Psychiatry over more than two decades (Lewis-
Fernandez, 1996). Many of these and comparable case studies published in other
journals show how culture contributes to diagnosis and case management
(Bäärnhielm, 2012; Bäärnhielm & Scarpinati Rosso, 2009; Bucardo, Patterson, &
Jeste, 2008; Shore & Manson, 2004; Browne, 2001; Yilmaz & Weiss, 2000; O’Nell,
1998; Barrett, 1997; Lim & Lin, 1996; Manson, 1996). The presentation of these case
reports is typically structured according to the five domains of the OCF presented in
the DSM-IV (APA, 1994), concluding with a summary of the contributions of the
cultural formulation to diagnosis and clinical management in domain V. The word-
ing for these domains was modified slightly, but without altering the underlying
framework, in an update of the OCF in DSM-5 (APA, 2013).

Reconfiguring OCF domains in the CFI

Although the OCF framework facilitated the communication of cultural formula-
tion in case reports, clinical communication, and training, it was considered unsui-
table as an operational framework for structuring questions of the CFI. The
priorities of assessment were found to be fundamentally different from the prio-
rities of conceptualizing, documenting, and communicating case formulations. As
noted in the handbook on the CFI, it follows a ‘‘typical sequence in clinical inter-
viewing’’ (Kirmayer, 2016). Structural adjustments are required to maintain this
flow, e.g., where and how to situate questions about cultural identity, which is the
topic of the first domain of the OCF, with respect to domain II of the CFI, which
concerns questions about causes and contexts.

Domain II of the OCF on cultural explanations of the illness covers a wide range
of illness-related interests. The four points in the DSM-IV and DSM-5 descriptions
of domain II of the OCF are addressed in four different CFI domains: local illness
categories are mapped to domain I; meaning of illness and patient-perceived causes
are mapped to domain II; and past help-seeking experience and current plans are
mapped to domains III and IV, respectively. Interests of three other domains of the
OCF are embedded across domains of the CFI: questions concerning cultural
identity (domain I of the OCF) are in domain II of the CFI. Cultural categories
of psychosocial environment and levels of functioning (domain III of OCF) are
partially addressed in domain II. But level of functioning is not directly assessed in
the core CFI, although it is covered by supplementary module (SM) 2. Cultural
elements of the clinician-patient relationship (domain IV of the OCF) are also
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addressed in domain IV of the CFI, which also includes consideration of current
preferences for help and clinical care.

Future development of the cultural formulation will benefit from consideration
of how it relates to interviews like the CFI, which provide the essential clinical
information (Kirmayer, 2016). To better represent the cultural formulation emer-
ging from such interviews, Kirmayer suggests a two-dimensional grid, with space
for clinical information in cells at the points of intersection on two dimensions: one
dimension with critical points in ‘‘course of illness’’ (six categories from causal
factors to social response) and a second dimension for ‘‘systemic level’’ (eight
categories on the spectrum from subpersonal to global systems) (see Table 6-4
in Kirmayer, 2016). Such a grid with 48 cells to be populated with information
from clinical assessment data is too complicated for mainstream use, which
remains a priority for the CFI to justify its inclusion in the DSM. Nevertheless,
acknowledgement of the challenges of representing a cultural formulation
highlights limitations of both the original OCF and the CFI for structuring that
clinical information. It suggests a need for an updated practical framework that is
feasible, acceptable, and useful for documenting and communicating cultural
formulations.

Implications of findings for proposed OCF revision (OCF-R)

Based on critical consideration of the structure of the original OCF and analysis of
data from our CFI interviews, we suggest further modification of the OCF in a
proposed revision (OCF-R). This may better fulfil the need for a simple coherent
practical framework that better clarifies and distinguishes priority interests of cul-
tural formulation. This OCF-R is similar to the original but modifications are more
conceptual and comprehensive than the revised OCF for DSM-5. By proposing a
more refined and coherent structure, this proposal for an OCF-R may hopefully
facilitate conceptual understanding, documentation of case records, and both clin-
ical and research communications. Figure 1 indicates the relationship of the
domain structures of the original OCF, the CFI, and OCF-R. Because OCF-R
has been derived from analysis of our CFI data, it may be better suited (i.e., more
feasible, acceptable, and useful) for documentation and communicating a cultural
formulation.

The framework of OCF-R refers to the patient, problem, social relationships,
contextual settings, and overall significance of the cultural formulation. Domains
of this framework are summarized in Figure 2 and elaborated below with reference
to findings from the analysis of our CFI data, presented earlier as results.

I. Cultural identity of the individual patient. Domain I, which elaborates cultural identity,
remains essentially unchanged from the original OCF. It refers to a comprehensive
account of a patient’s background, considering ‘‘an individual’s racial, ethnic, or
cultural reference group’’ (DSM-5) and more. Assessing cultural identity requires
an interviewer to focus on a patient’s self-ascribed identity, rather than the views of
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others or of the clinician. Our experience in the field trial was notable for some
clinicians’ difficulties eliciting – and patients’ difficulties articulating – accounts of
cultural identity with a useful level of detail. This was also a problem reported at
other sites in the field trials (Bäärnhielm et al., 2016). The questions of the field trial
version considered only the impact of cultural identity without first adequately
clarifying what it meant for the patient. Revisions in the DSM-5 published version
of the CFI and development of SM (Supplementary Module) 6 on cultural identity
responded to these limitations. However, further research on eliciting and evaluat-
ing the role of cultural identity is needed, and the development of the supplemen-
tary module and related efforts indicate prospects for that.

II. Illness explanatory models. Interest in cultural explanations of a patient’s illness,
domain II of the original OCF, has also been an enduring feature, not only of
cultural formulation but also the field of cultural psychiatry itself. The DSM-5

I. Cultural identity of the 
individual

II. Cultural explanations of 
the individual’s illness

III. Cultural factors related to 
psychosocial environment 
and levels of functioning

IV. Cultural elements of the 
relationship between the 
individual and the clinician

V. Overall cultural 
assessment for diagnosis and 
care

Domains of OCF*

I. Cultural definition of the 
problem

II. Cultural perceptions of 
cause, context and support

•Causes
•Stressors and supports
•Role of cultural identity

III. Cultural factors affecting 
self-coping and past help 
seeking

•Self-coping
•Past help seeking
•Barriers

IV. Cultural factors affecting 
current help seeking

•Preferences
•Clinician-patient relations

Domains of CFI

I. Cultural identity of the 
patient

II. Illness explanatory model

III. Key social relationships 
(social networks & clinician-
caregivers)

IV. Social, cultural, political 
and economic contexts

V. Overall cultural 
assessment

Domains of OCF-R

Figure 1. Comparing domains of the OCF, CFI and proposed OCF-R

*Domains of the OCF based on Appendix I of DSM-IV (APA 1994). The wording was modified in

the updated version for DSM-5 (pp 749-750 in APA 2013) as follows:

Domain I: (No change)

Domain II: Cultural conceptualizations of distress

Domain III: Psychosocial stressors and cultural features of vulnerability and resilience

Domain IV: Cultural features of the relationship between the individual and the clinician

Domain V: Overall cultural assessment
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modification of the OCF referred to ‘‘cultural conceptualizations of distress’’.
Our focus on illness explanatory models is mindful of usage of the term ‘illness’
in medical anthropology, referring to an affected person’s experience of a
health problem and the nature of distress. Inasmuch as the cultural formulation
itself is intended for clinical use, the term ‘illness’, rather than distress or problem,
is appropriate. Our recommendation for use of the term ‘illness explanatory
model’, rather than ‘cultural explanation’ or ‘conceptualization’, is intended to
consolidate the broad interests of the illness explanatory model in a single
domain, rather than spread these illness-related interests across domains. In the
CFI various aspects of illness explanatory model are covered in domains II, III,
and IV to preserve the flow of the interview (e.g., past and current help-seeking
each placed in separate domains).

As explained in the recent second edition of the Textbook of Cultural Psychiatry,
confusion about a misleadingly narrow focus on perceived causes discourages
acknowledgement of the broader scope of Kleinman’s original formulation of
the illness explanatory model framework (Weiss, 2018). Kleinman proposed illness
explanatory models as ‘‘notions about an episode of sickness and its treatment that
are employed by all those engaged in the clinical process’’ (Kleinman, 1980).
Consequently, the broad scope of interests implied by ‘‘notions’’ endorses the
priority of a wider range of illness-related issues (Weiss, 2018; Lloyd et al.,

I. Cultural identity of the patient

• Passively acquired: ethnic, national and community affiliations (affirmed or denied)
• Personally acquired: work-related, professional and/or other shared-interest groups

II. Illness explanatory model

• Experience: priority symptoms, patterns and idioms of distress
• Meaning: perceived causes (static and dynamic), interpretation of significance
• Behaviour: risk-related, self-help and help seeking (current and prior)

III. Key social relationships

•  Family, work, community and other significant social relations
• Anticipated relationship with clinician
• Effects on life and/or problem

IV. Social, cultural, political and economic contexts

• Contexts of social status, cultural norms and expectations 
• Political and economic stressors and supports
• Effects on life and/or problem

V. Overall cultural assessment

• Summary of significant features of cultural formulation
• Implications for diagnosis and care

Figure 2. Framework of proposed OCF revision (OCF-R) for documenting and communicat-

ing findings from assessment of cultural formulation
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1998), and the focus on illness should therefore not be limited to cultural ‘explana-
tions’. Cultural implications of illness, its meaning, and what to do about it are all
fundamental interests of the illness explanatory model framework. Cultural pat-
terns and idioms of distress, priority symptoms, perceived seriousness, the pain of
patient-perceived stigma, self-coping, past help-seeking experience, anticipated out-
come, and current preferences for help are all relevant. These various facets of the
illness explanatory model are therefore the designated focus of domain II of the
OCF-R.

In our CFI data set, information about patients’ illness explanatory models
came from questions in all domains of the CFI. Naming illnesses (CFI domain
I) yielded various responses; perceived causes (CFI domain II, see Table 3) were
wide-ranging and widely valued; accounts of self-coping and past help-seeking
(CFI domain III) and current preferences for help (CFI domain IV) were diverse.
This last point was most relevant in distinguishing patients with CMD, who had
wider and more diverse past help seeking experience, from patients with SMD.
Current preferences for help seeking often highlighted desires for medicines that
bring quick recovery, and counselling that is directive and problem-solving in the
context of a close, confiding clinical relationship that is benevolent and parent-like.

III. Key social relationships. Key elements of social relationships, acknowledging
family and other interpersonal social stressors and supports, were addressed by
questions in CFI domains II and III. They are consolidated in OCF-R domain III.
The formulation of this domain also places the clinician-patient relationship in the
broader context of social relations. The two are complementary, though funda-
mentally different: key interpersonal relationships elicited in the course of the CFI
are for the most part elements of history and life experience that a patient brings to
the interview. Asking a patient to comment on potential effects of a clinician’s
cultural differences that may affect the clinician’s effectiveness is less a matter of
a patient’s experience. It is more an indication of a new relationship that did not
exist before the start of the assessment interview, even though past experience in
clinical and other social relationships may be influential.

Key relationships with a spouse, parent or child, siblings, and in-laws were as
important as expected in our patients’ accounts. Rich narratives explained inter-
personal aspects of vulnerability, coping, resilience, and support; they confirmed
the priority of family and neighbourhood relations, which were a substantial com-
ponent of patients’ narratives.

The priority of the anticipated clinician-patient relationship had been addressed
in domain IV of the CFI after questions about current help seeking preferences.
Our patients uniformly denied any personal concerns about adverse effects of the
clinician’s cultural background differences. Idealization of the doctor is consistent
with traditional values, which are likely to limit acknowledgement of anticipated
concerns about this relationship, especially in an initial assessment interview. If
such concerns were to be expressed, they would probably reflect a seriously proble-
matic prior clinical experience.
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IV. Social, cultural, political and economic contexts. Protecting human rights of psychia-
tric patients and protecting the field of psychiatry itself from collusion and misuse
of confinement and forced treatment for political control are well-recognized prio-
rities of psychiatry (Freeman & Pathare, 2005). The field is less attentive, however,
to the impact of social, cultural, political, and economic contexts affecting the lives
of people in the world and the mental health of patients, apart from consideration
of disorders defined by social or situational trauma, like post-traumatic stress
disorder. Critics of the global mental health agenda have argued that additional
consideration of the impact of relevant contexts and settings is required (Kirmayer
& Pedersen, 2014; Cooper, 2016). Broader interest in the contexts of life around the
world and their nonspecific effects on mental health problems have been acknowl-
edged in the field of cultural psychiatry, but they are less visible in prior frame-
works for cultural formulation. Sharpening the focus on this designated focus of
OCF-R domain IV better acknowledges the priority of the topic.

Questions about contextual factors are included in domain II of the CFI, which is
directly concerned with effects on the presenting problem of stressors and supports.
Background issues associated with cultural identity in the CFI, such as the legal and
financial issues that may complicate migrant status, are also relevant considerations
for the proposed OCF-R domain IV. The relevance of contextual interests of this
domain for the field of cultural psychiatry is acknowledged by several supplementary
modules of the CFI that address key interests, including SM 4 on psychosocial
stressors (Qureshi, Falgàs, Collazos & Hinton, 2016) and SM 5 on spirituality, reli-
gion, and moral traditions (Gellerman, Hinton, & Lu 2016). SM 11 for immigrants
and refugees is also relevant, addressing pre-migration difficulties, migration-related
losses and challenges, and how they relate to the clinical problem (Boehnlein,
Westermeyer, & Scalco, 2016). SM 9 on children and adolescents (Rousseau &
Guzder, 2016) and SM 10 on issues confronting older adults (Aggarwal & Hinton,
2016) similarly consider the influential contexts characterizing these two stages of life.

The impact of various relevant contextual issues is readily discernible from
narrative accounts in our CFI interviews. Several study patients highlighted rele-
vant concerns, and the structure of the OCF-R better acknowledges their relevance
and priority. For example, a female artist complained bitterly about Indian culture
lacking an ‘‘art mentality’’. Another woman of American origin who migrated and
became a resident of India acknowledged problems of the collectivist culture and
the oppressive nature of caste. The Maharashtrian woman quoted in the results
section on cultural identity explained the impact of cultural values affecting
life with her in-laws with reference to ‘‘the Sangli-Satara-Kolhapur [regional]
culture . . . [where] they harass daughters-in-law.’’ Other patients referred to the
burden of cultural values that require copious spending on marriages and
magico-religious beliefs that constitute barriers to rational choices for help seeking.
Although some of these issues were elicited by questions on cultural identity or the
illness explanatory model in the CFI, they also suggest the additional value of
asking directly about aspects of political, economic, communal, terrorist, and
other potentially relevant contexts of life in patients’ worlds. This may be
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accomplished by further revisions of the core CFI, and/or by further revising or
adding one or more supplementary modules.

V. Overall cultural assessment. The final domain of the OCF-R and earlier versions
involves summarizing the overall value of the cultural formulation and the rele-
vance of the cultural formulation for diagnosis and clinical care. In that regard,
reflections of the clinician on CFI findings and questions of the qualitative debrief-
ing instruments used in the field trials may be more useful than the CFI itself. Such
a debriefing question may be a worthwhile addition in a revised version of the CFI,
inasmuch as experience with this instrument, like others used in psychiatry, is likely
to lead to further revision.

CMD–SMD differences and study limitations

Our results show that CMD patients were more likely to elaborate patterns of
distress, and they were more likely to make use of a larger network of self-help
and outside sources of help. SMD patients were more likely to acknowledge the
value of doctors and medicines. In many ways, however, their accounts were nota-
bly similar. This may reflect similarities between the two groups, inasmuch as SMD
patients had to be recovered well enough to participate in the interview. The
heterogeneity of psychopathology included in both SMD and CMD groups may
also have obscured differences based on specific features of psychopathology. The
SMD group included not only patients with a diagnosis of a psychotic-spectrum or
mood disorder, but also patients with multiple comorbidities of CMD. Including
such conditions in the CMD group may not necessarily constitute a sufficiently
coherent diagnostic grouping. Furthermore, our diagnoses were based on clinical
assessment by the interviewer after administering the CFI, rather than on more
rigorous research criteria. Although our study design enabled comparison of CMD
and SMD groups, this was not the primary consideration in recruitment and
instrumentation for the CFI field trial.

Further research should pay attention to the findings and relevance of cultural
formulation among various diagnostic groups, and our experience indicates a way
to proceed with careful research design. Other comparative study interests, apart
from diagnostic groups, would also clarify the practical implications of cultural
formulations in the course of routine assessment. Such research should consider
implications of gender, religion, caste, migration status, and other factors.

Conclusion

Our study describes an approach to the CFI, and presents findings from thematic
analysis of interview content and qualitative assessment of the value of the CFI.
Discussion of these findings highlights the value of cultural formulation in clinical
practice. Our findings indicate the clinical value of the CFI in a family-centric
society and the role of cultural values, livelihood, ambition, lust, and guilt. The
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cultural nature of marriage and family, with their strengths and weaknesses, and
social interpersonal stresses, are elucidated by hopeful patients who were able to
confide.

As a tool for assessment, the CFI complements the OCF as a framework for
using the products of clinical cultural assessment. Each is structured according to its
respective aims: the CFI is designed to assess clinical cultural data and the OCF to
organize, document, and communicate a cultural formulation. The development of
both is guided by critical reflection on experience and a subsequent process of
revision. This process is essential for better theory, practical applicable frameworks,
and useful instruments. Changes to the field trial version of the CFI in the published
version of DSM-5 and our proposed revision of the OCF as OCF-R result from
complementary processes and developments in the field of cultural psychiatry.
Hopefully, our experience and findings, and the OCF-R may contribute to further
interest, appreciation, and capacity for the productive use of cultural formulation in
clinical practice.
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