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SUMMARY

There is growing evidence to support recovery and
rehabilitation services and interventions for people
with severe mental illness (SMI). However, those
from ethnic minority communities face inequitable
outcomes and access to mental health services
and poorer functional outcomes. This article
reviews the evidence and discusses facilitators
and barriers in the recovery journey of people
with SMI from ethnic minority groups. Although
there is limited evidence for specific interventions
for ethnic minority patients, areas for future study
and action are discussed.

LEARNING OBJECTIVES

After reading this article you will be able to:
• understand the scope of rehabilitation practices

and interventions and evidence for use with
ethnic minority patients with severe mental
illness

• describe differences and similarities in the con-
ceptualisation of recovery by majority and
minority ethnic communities

• appreciate facilitators and barriers to rehabilita-
tion and recovery for ethnic minority patients
with SMI.
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Equitable outcomes with respect to mental health
services are important from both the policy and
care perspectives. Poor functional outcomes for indi-
viduals with severe mental illness (SMI) – schizo-
phrenia and schizoaffective disorder in particular –
have been a challenge and contribute to greater dis-
ability and burden of illness. There is a wide range of
psychosocial rehabilitation practices and interven-
tions that can be provided to people with SMI
(Box 1), and evidence-based interventions such as

supported employment and supported housing, as
well as promising practices such as supported edu-
cation, are increasingly studied. However, questions
surrounding access, acceptability and outcomes for
patients from ethnic minority groups and communi-
ties has not been a major focus of study.
Over two decades ago the ÆSOP study was set up

to follow a cohort of more than 500 ethnoculturally
diverse patients with a first episode of psychosis.
Ten-year follow-up findings on clinical and social
outcomes as well as service use were published in
2015 (Revier 2015). With ÆSOP’s recent publi-
cation of functional outcomes for White majority
and Black minority patients (Morgan 2017) it is
perhaps time for a critical evaluation of psychosocial
rehabilitation services provided to people with
SMI, particularly those from ethnic minority back-
grounds, who often face additional disparities and
disadvantage in their recovery journey (Department
of Health 2003).
Specific attention should be given to rehabilitation

for ethnic minority patients, as they face more
complicated pathways to care and increased rates
of involuntary detention and coercion in care
(Department of Health 2003; Morgan 2004), all of

BOX 1 Scope of rehabilitation practices and
interventions

• Recovery and rehabilitation assessment

• Illness and comorbidity (self-)management

• Cognitive impairments and remediation

• Care management

• Housing

• Employment and education

• Social functioning

• Family interventions

• Criminal justice and risk/safety

• Stigma and cultural competence

• Self-help and peer support

(Adapted from Rotenberg 2017a)
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which may complicate recovery-oriented care.
Furthermore, the incidence of primary psychotic ill-
nesses may be elevated in some ethnic minority com-
munities (Anderson 2015), which may influence
levels of need and have implications for service plan-
ning. In addition, ethnic minority patients are often
more marginalised at baseline from a social, educa-
tional and financial perspective prior to engaging
with services (Nagendra 2017).
As noted above, data from the 10-year follow-up

of the ÆSOP cohort (Morgan 2017) suggest that
functional outcomes – specifically employment out-
comes – for BME individuals with psychosis are
even poorer than those forWhite British individuals
(which are also very poor). The Black Caribbean
participants were approximately 5 times more
likely than the White British to have been employed
for less than 75% of the follow-up period. Only 6%
(n = 3) of the Black Caribbean participants and
only 5% (n = 1) of the Black African participants
who were unemployed at baseline were employed
at the end of the follow-up period. Black African
and Black Caribbean participants also scored
lower on a measure of social functioning than the
White British participants. These findings add to
the growing evidence of disparities in functional out-
comes among ethnic minority patients (Birchwood
1992; Agius 2008; Eack 2012) – specifically, lower
likelihood of return to work or higher education,
poorer assessment of global functioning and higher
rates of relapse and readmission. This is particularly
concerning given increasing evidence of the success
of psychiatric rehabilitation practices for majority
communities (Rotenberg 2017a) and calls to action
to reduce disparities.
The overall goal of this article is to review evidence

for psychosocial rehabilitation and recovery-
oriented practices and interventions for ethnic
minority patients with SMI, draw further attention
to problems regarding outcomes and equity, and
consider action than might improve care and out-
comes in all peoples with SMI. Purely pharmaco-
logical and psychological interventions are, of
course, important in providing comprehensive psychi-
atric care, but I do not discuss them here (however,
note disparities across patients exist with these evi-
dence-based modalities). Some of the terms used in
this article are defined in Box 2, and Box 3 defines
rehabilitation and recovery.

Recovery as a concept
Recovery in mental healthcare can be conceptua-
lised as a set of processes and/or outcomes that
support a personally meaningful life despite and
beyond having a mental illness (Rotenberg 2017a).
Ethnic minority communities may have different

conceptualisations of mental illness (Cinnirella
1999) and different patterns and levels of stigma
(Knifton 2010). On the basis of these differences it
has previously been hypothesised that ethnic minor-
ity communities may also have different perceptions
of recovery. However, recent research suggests that
both majority and minority ethnic communities
may share a common view of recovery, with the
exception that ethnic minority groups may see a
greater role for spirituality and religion in recovery
(Shank 2015; Whitley 2016). These findings
suggest that overall, patients from minority ethnic
groups should benefit equally from rehabilitation ser-
vices –which are primarily oriented within a recovery
framework – if they are able to access andutilise them.

Synthesis of evidence: recovery and
rehabilitation services in action

Vocational rehabilitation
Employment is one of the more widely studied
domains of rehabilitation and is viewed as an
important functional marker. A 2016 Cochrane

BOX 2 Terminology

Severe mental illness (SMI) – diagnoses that typically
involve psychosis or require high levels of care, commonly
schizophrenia, schizoaffective disorder and bipolar
disorder.

Service user, client and patient – terms used to refer to
individuals who utilise mental health services. The word
chosen may vary depending on the writer’s clinical discip-
line, the orientation of care and context.

Black and minority ethnic (BME) groups – a term used
in the UK to refer to individuals from Black, Asian, mixed or
other ethnic groups, to differentiate from the White
majority; the acronym BAME (Black, Asian and minority
ethnic) is also often used.

Ethnic minority – general term used in this article to dif-
ferentiate from the White majority (effort has been made to
be specific in describing the ethnicity of participants of the
studies mentioned).

BOX 3 Rehabilitation and recovery defined

Psychosocial rehabilitation – also referred to as psy-
chiatric rehabilitation – is an approach that promotes
recovery, community integration and improving the quality
of life of individuals with a mental illness via services that
increase capacity for individuals to be satisfied and suc-
cessful in the environment of their choosing.

Recovery – a set of processes and/or outcomes that
support a personally meaningful life despite and beyond
having a mental illness.
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review (Kinoshita 2013) found interventions such as
supported employment and, specifically, the individ-
ual placement and support (IPS) model, to be effect-
ive in improving vocational outcomes in individuals
with SMI. A randomised controlled trial comparing
supported employment with other vocational inter-
ventions conducted in the USA found rates of com-
petitive employment among Latino and African
American participants with SMI randomised to sup-
ported employment similar to those among White
participants receiving the same support (Mueser
2014). However, in practice in the USA, outside the
confines of such trials, ethnic minority patients are
often offered different services and face challenges
accessing vocational rehabilitation services (Olney
2002). Lukyanova et al (2014), for example, found
that ethnic minority individuals with mental illness
engaging in vocational rehabilitation have poorer
employment outcomes than White individuals.

Care and service delivery models
Intensive case management (Dieterich 2017) and
assertive community treatment (Bond 2001) are
both service delivery models that can operate
within a recovery framework and may reduce hos-
pital admissions and improve housing and social
stability. In the UK, assertive outreach teams
provide modified versions of assertive community
treatment. Many of these teams were disbanded fol-
lowing a study (dubbed REACT) that found com-
munity mental health teams to perform equally as
well as assertive community treatment teams in
reducing inpatient bed utilisation and on social
and clinical measures, even though patients were
found to be more satisfied and engaged with assert-
ive outreach services (Killaspy 2006).
Ethnic matching has been studied in several trials.

In the UK, Black patients randomised to an ethnic-
ally matched assertive outreach team or to treatment
as usual reported high satisfaction ratings with the
ethnically matched assertive outreach; however,
there was no reduction in hospital admissions
despite a reduction in symptoms (Bhugra 2011).
In Canada, observational data showed that an eth-
noculturally specific assertive community treatment
team that matched patients, primarily from East
Asian communities, to primary workers on the
basis of language and ethnicity was successful in
reducing hospital admissions and was highly accept-
able to patients and family members (Yang 2005;
Chow 2009). Ethnic matching in service and care
delivery may have a role in increasing access to add-
itional rehabilitation services (Sass 2009) and
improving engagement and satisfaction with services,
particularly if mistrust has developed because of pre-
vious contacts.

Despite the satisfaction and acceptability of
matching in these studies, it should also be noted
that it may not be a patient’s preference to work
with providers from the same or a similar commu-
nity, particularly if the community is small,
because of concerns surrounding confidentiality.

Supported housing
Supported housing – the provision of independent
housing with mental health support – can improve
housing outcomes (Rosenheck 2003). In Canada,
patients from ethnicminority groups whowere home-
less or precariously housed were randomised to
immediate housing with intensive case management
or to ‘treatment as usual’. Those in the immediate
housing group showed significant improvements in
housing stability and community functioning and
fewer hospital admissions compared with those who
received treatment as usual (Stergiopoulos 2015).
Although supported housing shows promise in

improving recovery, ethnic minority patients may
face greater problems keeping their housing place-
ments once obtained. For example, for women from
ethnic minority groups, gender itself may be a
barrier to maintaining stable housing, as many face
additional marginalisation from the health and
social service sectors and also from their own ethnic
communities (Kidd 2013). There is also little evi-
dence on the uptake of housing services by ethnic
minority patients and how acceptable they find such
services.

Cultural adaptation and responsiveness of
interventions and practices
There is increasing interest in adapting psychothera-
peutic and psychosocial interventions for particular
ethnocultural groups (Bernal 2009). There has been
debate about how transferable interventions may
be, considering differences in ideas and values regard-
ingmental illness.However, values regarding recovery
may be more similar between ethnocultural groups,
and recovery interventions and practices therefore
have the potential to be more easily adapted despite
linguistic, cultural and social differences.
There are limited examples of rehabilitation ser-

vices that have been formally adapted for specific
minority communities or for ethnically diverse com-
munities. There is ongoing work on increasing the
cultural responsiveness of the recovery and rehabili-
tation assessment process (Yamada 2008) and of
peer support for patients with psychosis from
Latino and African American communities
(Tondora 2010), but implementation of these pro-
jects has yet to be studied or reported.
It may be important to further examine whether

there is a role and need to adapt other rehabilitation
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practices and interventions that have growing evi-
dence bases (e.g. supported employment) and evalu-
ate outcomes and what wider lessons may be
learned.

Barriers and facilitators
There are important barriers and facilitators to
rehabilitation and recovery for ethnic minority
patients (Box 4). A significant barrier may be the
fact ethnic minority patients experience more fre-
quent involuntary and coercive hospital admissions.
Inpatient admissions may not be supportive of
rehabilitation and recovery (Whitley 2016), and
the use of coercion runs against fundamental
ethical principles of rehabilitation and the recovery
model, which values the upholding of self-determin-
ation and autonomy (Rotenberg 2011, 2017a). In
general, financial stress and stigma have been iden-
tified asmajor barriers to recovery across all patients
(Whitley 2016). Major psychosocial stressors may
be experienced differently by patients from different
ethnocultural groups (Rotenberg 2017b) and at
baseline, minority communities may be more mar-
ginalised. This may be a function of racism, which
can operate at individual, communal and societal
levels, and can erode service quality and undermine
social determinants of health. Furthermore, basic
accessibility problems, which include the language
of service provision and location of services, are
also important logistical factors that act as barriers.
Positive drivers that facilitate rehabilitation for

patients from ethnic minority groups include build-
ing on the increasing interest in adapting and imple-
menting practices and services in a culturally
responsive manner (Yamada 2008; Tondora
2010). It is also possible to increase trust in mental

healthcare and rehabilitation via positive interac-
tions with care providers, particularly those from
minority backgrounds (Ali 2017), which can be
facilitated by ethno-specific matching (Yang 2005;
Chow 2009; Bhugra 2011). It may also be important
to engage religious and spiritual communities that
patients affiliate with, as these may play an import-
ant role in recovery (Whitley 2016) and may facili-
tate access to additional resources and services.
Furthermore, increasing knowledge and education
about cultural competency among all providers
across the care spectrum is important.

Discussion
Despite increasing data to support evidence-based
and promising rehabilitation practices, there is a
dearth of research on the utilisation, outcomes and
acceptability of recovery and rehabilitation services
for ethnic minority patients. The limited data avail-
able suggest that rehabilitation interventions work
across all patients, but outcomes may be poorer for
individuals from ethnic minority groups, owing to
lack of access and other barriers. Ethno-specific
rehabilitation services may be highly acceptable to
patients and might improve access to additional ser-
vices, but there is limited evidence that they improve
outcomes. Future research may benefit from utilis-
ing a community-based research methodology to
work with ethnic minority patients and communities
to identify problems and outcomes that are import-
ant to them. Surprisingly, there is very limited
mention of racism in the recovery and rehabilitation
literature, considering that it undermines communi-
ties and support, increases risk of health problems
and has an impact on service provision and quality.
In some jurisdictions, data on language, ethnicity,

gender and other factors that may influence access
and care is not regularly collected. Such data are
needed to better plan services to improve access
and quality of care. There may be an argument for
reorienting services and connecting patients with
services where they are not currently provided or
are not at an adequate level, for example in geo-
graphic areas with higher rates of SMI and greater
marginalisation. There may also be a role for the
reconfiguration of non-traditional rehabilitation set-
tings, such as inpatient units and acute and emer-
gency services, to be more rehabilitation- and
recovery-oriented (Kidd 2014), particularly if they
provide care to high numbers of ethnic minority
patients.
Considering the poor outcomes of psychosis in

both majority and minority ethnic communities it
is important that all patients receive equitable
social services that ensure basic income, housing
and medical support. Furthermore, action must be

BOX 4 Barriers and facilitators to rehabilitation
and recovery for ethnic minority
patients

Barriers

• Coercion

• Pathways to care

• Logistics (language, location, finances)

• Marginalisation

• Racism

Facilitators

• Interest among service providers

• Service providers’ education and competency

• Trust

• Ethno-specific services/matching

• Alternative care approaches (e.g. spiritual and religious
community involvement)
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taken to address inequities that exist in all social
determinants of health. With the growing evidence
base for rehabilitation practices, we need further
research involving ethnic minority patients in high-
quality studies and continuing innovation in the
field of rehabilitation and recovery-oriented care
(which may or may not include cultural adaptation).
Perhaps we will then see improved functional out-
comes for all people with SMI.

Conclusions
Although there is growing evidence for rehabilita-
tion and recovery interventions for individuals
with SMI there is limited research on the utilisation,
outcomes and acceptability of such services for
ethnic minority patients. The limited data available
suggest that rehabilitation interventions work across
all patients but, because of a wide range of barriers,
outcomes may be poorer for patients from ethnic
minorities. Further research and focus on action to
improve facilitators to rehabilitation and recovery
for ethnic minority patients are needed.
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MCQs
Select the single best option for each question stem

1 According to a Cochrane review and ran-
domised trial, the rehabilitation practice with
the strongest evidence for use with ethnic
minority patients is:

a supported employment
b peer support
c cognitive remediation
d supported education
e rehabilitation assessment.

2 In conceptualising recovery, ethnic minority
communities may place greater focus than
White communities on:

a employment
b religion

c housing
d education
e the role of pharmacotherapy.

3 Of the following, which is not a barrier to
rehabilitation and recovery for ethnic
minority patients?

a coercion
b stigma
c cultural adaptation of services
d location of services
e racism.

4 Ethno-specific matching has been shown to
result in:

a fewer crisis presentations
b improved housing status

c high family and patient satisfaction with care
provided

d increased length of employment tenure
e better adherence to prescribed medication.

5 Clinicians can facilitate rehabilitation with
ethnic minority patients by:

a engaging spiritual and religious communities
b considering ethno-specific matching
c providing culturally responsive care
d being aware of social determinants of health
e all of the above.
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