Culturally Responsive Psychoeducation Guide

Goals:

1. Co-create an understanding of the presenting problem and treatment plan that takes into
consideration how anxiety and OCD function within the child/family’s cultural context.

2. Normalize experiences and instill hope that their tailored treatment plan can help them meet
their goals.

Psychoeducation begins during the initial assessment and continues throughout treatment.
However, formal psychoeducation typically is delivered after an initial case conceptualization and
serves as the first step in treatment. It is our duty as clinicians to incorporate what we learn from
the cultural assessment into psychoeducational content, so that clients feel heard and respected
and that treatment is responsive to the client/family’s unique cultural context.

An important goal of psychoeducation is to develop a shared narrative of a client's mental health
difficulty and how the treatment plan will address their concerns. Ex-CBT always begins with
psychoeducation about how anxiety and OCD conditions develop and are maintained. It also
includes explicit information about the rationale for exposure practice to build motivation within
the youth and family to make changes and empower them to do things that feel hard or
overwhelming.

While the principles below can be applied to any youth struggling with anxiety or OCD, they
specifically focus on strategies for ensuring psychoeducation is delivered in a way that is culturally
responsive and is particularly relevant for working with youth from marginalized and minoritized
identities.

Guiding Principle #1: Validating the client’s experiences and their physiological,
emotional, and behavioral responses is key in demonstrating you understand their
difficulties and are prepared to help.

e Intended Impact: Marginalized and minoritized clients can experience chronic invalidation of
their minority stress experiences and are more likely to experience mistrust in their providers.
When Ex-CBT approaches are applied too rigidly, they run the risk of invalidating client
experiences by over-focusing on thoughts as irrational and physiological, emotional, or
behavioral responses as exclusively maladaptive. Instead, validating the client’s experiences
as legitimate allows the clinician to make sure the family feels heard, and that the clinician
understands their experiences to begin to build trust.

o Discuss how the client’s physiological, emotional, and behavioral responses make sense,
given their worries and their life context.
= Sample Language: “What you are going through is hard/real. It makes sense that you
are feeling angry given the experiences you have had/are having.”
o Discuss how client’s behaviors may have been protective or adaptive for them at one time
and determine whether they are continuing to serve a fully adaptive function.
= Sample Language: “It seems like there are situations where avoidance have been
helpful to you and has protected you from harmful situations in the past. At the same
time, it seems like the avoidance is no longer serving you.”

Guiding Principle #2: When explaining the purpose of anxiety: it serves as a normal and

natural emotion that functions to keep us safe from harm and motivate us to stay healthy

and be successful, also incorporate the client/family’s beliefs about anxiety and emotional

expression in general.

e Intended Impact: Culture influences clients’ comfort in discussing or showing emotion. The
way we experience emotions. Some cultures think that conversations about difficult emotions




are “too adult” for children, while others place an important emphasis on “appearing calm”.

Understanding each family’s culture around discussion of emotions can help you meet

families where they are and identify areas where there may be flexibility to make change.

Strategies:

o Ask the client/caregiver about their family approach to expressing emotions.

o Validate and respect their views while explaining the importance of communicating
emotions.
= Sample Language: “We are seeing now that when your child holds in their emotions

and doesn’t share or cope that she experiences a lot of pain”. How do you feel about
us coming up with more helpful ways to deal with her feelings of worry?”

o Ask about the words that families use to describe different emotions/experiences,
including those from other languages. Use these words in combination with more
traditional emotion words.
= Sample Language: “People can describe what | refer to as anxiety in many ways. What

words do you and your family usually use to discuss anxiety or stress?”

Guiding Principle #3. Standard psychoeducation regarding how anxiety functions as our

body’s alarm system (“fight, flight, freeze”), and how anxiety and OCD arise when that
alarm system becomes over sensitive, should explicitly acknowledge how the body’s
alarm system responds to chronic identity-related and environmental stressors and
should incorporate the client/families understanding of anxiety.

Intended Impact: Some youth, especially those who have experienced chronic identity-related
and environmental stressors may have developed anxiety alarm systems that can look
maladaptive without knowing the youth’s context, but may really be functioning in a protective
capacity. Understanding the effects of chronic stressors can help you work with the client to
determine which alarms are helpful and which are contributing the unnecessary distress. In
addition, tailoring the explanation of the maintenance of anxiety to the family’s explanation
serves to validate your conceptualization of their mental health beliefs and can facilitate buy-
in to the treatment model. It also is important to dispel myths that may be harmful to treatment
as early as possible.

Strategies:

o Acknowledge that some anxiety alarms are “gray” and that you will want to work
collaboratively to understand if a particular alarm is ultimately helping a youth or
contributing to unhelpful anxiety.
= If relevant, provide psychoeducation about how trauma (including intergenerational

and historical) can be inherited and how it can make our anxiety alarms more sensitive.
= When relevant, describe that some anxiety alarms may have been helpful in the past
to keep one safe or cope with past trauma, but may no longer be helpful.
= For youth who have experienced identity-based discrimination or environmental stressors,
explicitly discuss the role of experiences of discrimination and chronic stressors on making
our anxiety alarms more sensitive and negatively impacting mental/physical health in
general.
= Constant stress can be toxic to the body and lead to physiological responses like body
tension, health problems, and even changes in brain functioning due to the constant
release of stress hormones.

= Negative thoughts about oneself can arise if we repeatedly encounter negative or
critical feedback from others and our environment.

o Incorporate client/family’s understanding of mental health.
= For clients experiencing identity or environmental stressors, discuss how these

stressors may be contributing to their stress and anxiety responses.




- Sample Language: “Our anxiety alarms can be triggered by many different things.
Sometimes being in certain places, or around certain people may trigger our
anxiety alarm because of negative experiences we have had, like discrimination
based on your identity. Has this been true for you?”

For families with more biological or medical beliefs about the cause of their child’'s
mental health, highlight how our brain triggers the release of hormones called cortisol
that helps our bodies prepare for action (fight, flight, freeze).
For clients/families who attribute their child’s mental health difficulties to religious
causes (e.g., lack of prayer), acknowledge the importance of religion in their lives, and
ask if you can share additional explanations that may also contribute to the
experiences they are having. In addition, discuss the role religion plays in the family
and their coping, keeping in mind ways in which religious practice may be incorporated
into the treatment plan (e.g., included as a coping thought, behavioral activation,
encouraged as a family strength).

For caregivers who report a lot of self-blame (e.g., “my anxiety disorder caused this

for my child”), provide explicit information about a multifactorial etiology of anxiety

disorders to reduce guilt and empower parents to take an active role in treatment.

Guiding Principle #4: Discuss the role of avoidance both in protecting against harm and

maintaining anxiety; emphasize the importance of learning to break maladaptive cycles of
avoidance through gradual, supported exposure practice; for OCD cases, explicitly
discuss how compulsions relate to the cycle of avoidance. Include in this discussion the
ways in which avoidance may be serving a protective role.

Intended Impact: The idea of exposure practice is naturally scary and it is critical that youth
and families understand the rationale for facing scary things on purpose. Demonstrating that
you understand that some avoidance may be adaptive is critical to showing the family that
you will never ask them to engage in exposure practice that could put a child in intentional
harm’s way.

Strategies:
Discuss with the client the ways that avoidance has and has not been protective or helpful.

O

O

Sample Language: “Just like we talked about some anxiety alarms being helpful and
others not so much. Similarly, sometimes we avoid things because it keeps us safe.
For example, avoiding spending time with people who call you names or are mean to
you because of your gender identity can keep you safe, and at the same time, avoiding
going to class to not have to be with those peers is getting in the way of your goals of
doing well in school.”

Provide clear examples of how you see maladaptive cycles of avoidance occurring for the
child to increase buy-in to the concept of Ex-CBT (e.g., checking the locks 25 times before
bed) while also demonstrating your understanding of what you may not ask them to do
(e.g., sleep with the door unlocked in an unsafe neighborhood).

For youth with OCD: explicitly highlight how compulsions serve to continuously try to

remind youth that the content of their obsessions isn'’t true (e.g., repeated checking that
you have not run someone over with a car helps give mini bursts of relief that the obsessive
thought did not occur). Youth with OCD may worry that disclosing content of obsessions
will lead them to be labeled as crazy or potentially even lead to hospitalization or arrest;
they also may worry that you as the therapist may judge them and think they cannot be
helped.

Share with youth that when someone has OCD, the only way they can feel sure that
the content of their obsessions is untrue is through repeated compulsions. Explain that
the goal of treatment is for them to learn that they can begin to have faith that the
content is not true without doing compulsions through gradual, repeated practice.



Normalize that OCD content can be really varied and that you have “heard it all before”.

It can be helpful for some youth to frame OCD as the “best friend you never
wanted.” In other words, OCD takes what’s important to you (e.g., being a good
person) and “gets it twisted,” such that the content of obsessions stands in stark
contrast to one’s own values. By engaging in compulsions, OCD wants you to
repeatedly remind yourself that the content of your obsessions isn’t true — in its
own twisted way, it is trying to help! Ex-CBT can then be presented as a way to
help youth learn on their own that they can have faith that they are a good person,
rather than relying on rituals and compulsions.

Sample Language: “l know it can be hard to sometimes share what OCD is saying
to you. | want you to know that | know what OCD does and | guarantee you |
probably won'’t be surprised or shocked by what you share with me. The fact that
you are having a hard time sharing this with me tells me that you are a really good
person.”

Guiding Principle #5: Explain the potential impact of Ex-CBT to improve symptoms,

describing how it is known to be helpful and has been tested in multiple studies, and can
work as well as medication to address concerns; discuss the potential of a combination
approach of Ex-CBT and medication to treatment depending on youth response and family
comfort; explain strategies you may use to support youth motivation (e.g., reducing family
accommodation, rewards). Throughout this discussion, elicit the client/caregiver
perceptions of Ex-CBT and associated strategies to determine how their values align and
increase engagement in treatment.

Intended Impact: Clients and families may come to therapy with different perspectives of
mental health. It is possible that they struggle with the idea of anxiety/OCD or therapy itself. It
is also possible that coming to seek therapy was difficult because it goes against their cultural
norms. Incorporating their beliefs and eliciting their perspectives could improve engagement
and ensure that treatment is described in a way that is relevant to the client/family. Eliciting
feedback from the family throughout the process of providing psychoeducation helps you both
assess the family’s understanding and further tailor provision of additional information as
needed.

Strategies:

Take the time to make sure the client and family have clear expectations of treatment and
treatment goals — even if it adds 1-2 sessions of psychoeducation.

For families whose anxiety is in part tied to realistic fears associated with identity-related
or environmental stressors, discuss the importance of tolerating some anxiety, while also
working on changing the environment to reduce experiences of harm.

Encourage the family to ask questions and make decisions with you about their treatment
plan. Ensure the treatment plan aligns with client and family’s values, goals, and
expectations.

Elicit information about accommodation patterns and learn the caregivers’
perspectives on how those patterns formed. Parenting values can influence how the
caregiver responds to their child’s anxiety, including accommodation behaviors.
Knowing their values can allow you to validate their responses AND help them develop
other behaviors that support their child in the approach of anxious situations.

Sample Language: “You mentioned that you care a lot about protecting your child.
How, if at all, does that relate to how you respond when you notice that she is
stuck/anxious? How might helping your child approach anxiety-provoking
situations also fit with your desire to protect her?”

Ask questions to ensure the treatment plan aligns with child/family’s personal goals,
values, or beliefs.



- Sample Language: “How does working to help your child approach situations that
cause anxiety or stress align with your goals/values/beliefs?”

- Sample Language: “How does the plan we have discussed fit with the goals you
have as a family?”

- If parenting beliefs, values, or behaviors don'’t align with treatment strategies (i.e.,
exposure, rewards, consequences), acknowledge valid reasoning behind their
practices, give rationale for the strategy by connecting it to the family’s goals and
values, then engage in collaborative decision making to find culturally congruent
strategies.

Guiding Principle #6: How you deliver psychoeducation is just as important as the content

that you deliver, for the family to effectively take in the information presented.

Intended Impact: Rarely will individuals be willing to try things that are hard and scary if they
do not understand the rationale for doing so. People often come to therapy in an emotional
state, which can greatly impact one’s ability to receive information successfully. A
collaborative style (in contrast to a didactic, lecturing style), that frequently assesses family
understanding and agreement with concepts presented, can help you understand how much
time to spend in the psychoeducation phase (and when and how to revisit it repeatedly
throughout treatment), and how to tailor the content to move families toward a place where
they are willing to try Ex-CBT.

Strategies:

As you share information, ask clarifying questions to ensure joint understanding.

o Sample Language: “Does that fit your understanding of what is happening? Does this
sound like what you are experiencing or am | missing something?”

Use examples in the client’s words presented during the assessment or collaboratively

come up with examples to explain concepts (e.g., anxiety triggers, flight/fight/freeze

responses, avoidance).

Be mindful not to overfocus on irrational fears, especially if the youth is also experiencing

contextual factors, that also are contributing to stress and anxiety symptoms.

As you move toward the conclusion of your formal psychoeducation phase of treatment,

help the child/family be able to tell a cohesive story of their anxious experiences.

= What are the client’s triggers of anxious feelings?

- Sample Language: “ also heard about how experiencing racism and
microaggressions from your peers at school, as well as some worries about being
embarrassed in front of others, contribute to your feelings of anxiety. Is that right?”

= What are the client’s anxiety responses?

- Sample Language: “We talked about how anxiety/OCD can lead your body to have
different reactions, for you that looks like some fight responses with your mom,
flight with leaving social situations when they feel uncomfortable, or avoiding them
altogether.”

= How is their anxiety maintained and how will it be addressed in therapy?

- Sample Language: “Lastly, we talked about the way anxiety sticks around or grows
is by avoiding, and together we will decide what types of situations make sense to
avoid and which we want to work on approaching together.”
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