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This article shares the reflections on carrying out a cross-cultural cognitive rehabilitation intervention 
with a person not proficient in English. The aim is to highlight some of the challenges experienced 
throughout the process, along with lessons learnt with regards to improving accessibility for these 
specific populations. The reflections are shared from the perspective of an Assistant Psychologist (AS), 
who carried out the intervention under the supervision of a qualified Clinical Psychologist (NZ). 

The UK is becoming increasingly more diverse. For instance, the 2021 Census Data reported that 
slightly less than three fourths of the current residents of England and Wales (74.4%, 44.4 million) 
identify as White English, Welsh, Scottish, Northern Irish, or British (Office for National Statistics, 
2021). This number has seen a consistent decrease over the past two decades, falling from 80.5% (45.1 
million) of residents in 2011 (Office for National Statistics, 2011) and 87.5% (45.5 million) in 2001 
(Office for National Statistics, 2001).  

With a more diverse population also comes the reasonable expectation to see people from all 
backgrounds being able access free care through the NHS. By working in one of the largest 
neuropsychology departments in the country, which provides neuropsychological assessments and 
interventions for inpatient and outpatient hospital-based referrals as well as community patients, I 
was curious to see whether this expectation was met. However, this did not appear to be the case; a 
recent retrospective evaluation of referrals within my service has shown that, compared to the 2021 
UK census data for the region, all ethnic minorities were underrepresented in both outpatient and 
inpatient settings (Teager et al., 2023). Sadly, these (Harwood et al., 2023) data appeared to be 
consistent with other reports across the UK highlighting how, within the NHS, people from ethnic 
minority backgrounds can experience poorer health outcomes (Hackett et al., 2020), unmet needs 
(Hayanga et al., 2023), and sparser healthcare provision (Office for National Statistics, 2018). With 
specific regard to clinical psychology, the current literature shows that ethnic minorities tend to access 
psychological therapies less (Bhavsar et al., 2021), have worse outcomes following treatment 
(Arundell et al., 2024), and are less likely to be assessed and offered psychological treatment in general 
compared to white British people (Harwood et al., 2023). 

While I remember feeling surprised to learn about these issues, it was not until I found myself caring 
for Muhammad†, a patient who was not proficient in English, that I started to realise fully the 
challenges involved with this type of cross-cultural work, and why they may prevent people from 
ethnic minorities from accessing care in the first place.  

Muhammad was a Pakistani man in his 50s referred to me for cognitive rehabilitation following an 
acquired brain injury. His main difficulties involved memory and processing speed, which often 
translated into problems with orientation and communication, as well as understandable feelings of 
frustration. After reviewing Muhammad’s case record and the assessment carried out by my 
supervisor with the help of an interpreter, I proceeded to look for the current evidence on doing cross-
cultural cognitive rehabilitation. And that is when the problems started. 

Challenge 1: Lack of evidence 

A quick search of the current literature revealed little to no evidence on referrals or outcomes for 
cognitive rehabilitation in patients who are not proficient in English. Similarly, there was no evidence 
considering the impact of cultural values within cognitive rehabilitation models. This was quite a 
concerning eye-opener and highlighted the abovementioned inequalities in accessing healthcare for 

 
† The name has been changed to preserve anonymity. Written informed consent for publication purposes was obtained from the patient. 
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these population. In fact, I felt an element of discomfort about it – while I was aware of the existence 
of equality issues in healthcare, this was perhaps the first time I could see their actual impact on my 
daily clinical activity. Consequently, I also felt keen to use this experience to learn how to make 
cognitive rehabilitation more accessible.  

Therefore, I went back to the drawing board. As we know, cognitive rehabilitation is an intervention 
which aims to improve cognitive functioning with the goal of changing behaviour, supporting everyday 
activities, and restoring independence (Nejati, 2023). This often involves finding ways not only to 
strengthen spared functions, but also to compensate those affected by brain injury (IOM, 2011). 
Throughout this process, another aim is also to increase an individual’s understanding of their 
difficulties to elicit feelings of empowerment and reduce feelings of failure (Nejati, 2023).  

While planning my intervention, I recognised that both the adopted model and the rehabilitation 
process not only needed to address and meet Muhammad’s cognitive rehabilitation goals, but also 
respect and integrate his cultural values. As I had often been taught, a potential way to achieve this 
was to adopt flexible rehabilitation materials which could be easily tailored around a patient’s specific 
needs, values, and difficulties. However, those materials would need to be available in the first place. 

Challenge 2: Lack of resources 

An extensive search across my department’s resources was unsuccessful in providing me with any 
materials to carry out a cross-cultural cognitive rehabilitation not only with Urdu speakers, but also 
most of the other languages. As it turned out, this was by no means specific to my service, since an 
attempt to broaden my search by reaching out to external clinicians and academics also proved 
unfruitful. Therefore, I started to consider creating a custom set of resources. This, I thought, would 
need to be equal in quality to what we normally offer to English-speaking patients and be delivered 
just as effectively.  

When I first started working in my department, assistant psychologists were pulling together the same 
resources for each cognitive rehabilitation referral before sharing them with the patients. After a few 
months, I began to feel this was not the most effective use of our time.  More specifically, I would 
often observe that, whilst rehabilitation elements such as psychoeducation may be similar, the actual 
strategies implemented with individuals may differ from person to person and depend on several 
factors. Thus, following discussions with my supervisor and other senior clinicians, I created a cognitive 
rehabilitation booklet to help inform cognitive rehabilitation sessions within my department, enabling 
a person-centred approach. This was made to provide fairly standardised resources which could also 
be tailored around patients’ requirements in line with the principles of the Functional Model of 
Cognitive Rehabilitation (FMCR; Lee et al., 2001). FMCR aims to be a person-centred approach which 
aims to address rehabilitation goals by considering clinical presentations alongside socio-
environmental factors (such as relationships and social contexts) and personal characteristics (e.g., 
values and cultural background). Within this perspective, compensatory strategies are built around 
the need to restore a person’s function in activities relevant to them.  

Based on the lack of resources in Urdu, I decided to adapt the booklet to Muhammad’s specific needs 
and have it translated into his language by a professional translation service, which ensured the same 
standard of quality we used for English-speaking patients. In Muhammad’s case, the rationale for using 
FMCR was to support the development of strategies which would be useful for his daily activities 
within his specific community. More specifically, the materials developed for him consisted of 
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psychoeducation on a range of cognitive domains (such as memory and attention), along with a list of 
strategies which could target his most valuable and important activities.  

My initial appointment with Mohammad covered the aim of the sessions for him, ensuring that he 
had a clear understanding of what we were planning to address together through the support of an 
interpreter. Each week then focused on psychoeducation for the specific cognitive domains in which 
Muhammad had difficulties. Following this, we moved onto considering strategies. As mentioned 
above, this was done by exploring Muhammad’s values and what activities were most important and 
valuable to him, in order to offer flexible and meaningful functional and compensatory strategies. For 
example, Muhammad was very religious and was not working. Therefore, our strategies tended to 
focus around his religious needs (e.g., navigating routes to the mosque and remembering prayers) 
rather than professional ones.   

Challenge 3: Bridging cultural values 

As mentioned, Muhammad’s initial assessment had to be carried out with the help of an Urdu 
interpreter. As I cannot speak Urdu myself, I also found it vital to have an interpreter with me in each 
session. This enabled both me and Muhammad to build a good rapport and create a safe environment 
where he felt able to ask any questions freely. The interpreter was the same person who supported 
Muhammad’s earlier assessment with my supervisor, which allowed for consistency and familiarity 
across Muhammad’s care. Indeed, lack of familiarity with care providers has been highlighted as a 
barrier to open dialogue for people with cognitive impairments (Tang et al., 2019), while enabling a 
sense of familiarity in the clinical setting has been shown to be beneficial for rehabilitation purposes 
(O’Donoghue et al., 2022).  

As previously mentioned, the FMRC model of cognitive rehabilitation aims specifically to develop 
person-centred interventions. Working with people from the same cultural background as myself (i.e., 
white British), it can feel easier to be person-centred, as many of the linguistic, cultural, and social 
values tend to be similar. However, working with Muhammad and noticing the differences in culture 
and values between us allowed me to understand that, up until that point, I had perhaps been taking 
for granted that my characteristics would be similar to most service users’. For instance, I do not 
consider myself a religious person. On the other hand, not only was Muhammad religious, but his 
religious values sat at the very core of most of his daily activities and social interactions. Having a lack 
of interest in religion in my personal life, I felt I also lacked some knowledge around Muhammad’s 
cognitive and functional needs within the context of his spirituality. 

This was where I found supervision, as well as the adoption of an interpreter (also a Pakistani man), 
instrumental in helping me bridge my and Muhammad’s cultural values. On one side, supervision 
helped me reflect further on my values, how they may differ from Muhammad’s, and the potential 
impact such differences could have during our clinical work, particularly when topics such as 
spirituality and religiousness are involved. On the other, working with the interpreter helped me gain 
a better understanding of Muhammad’s culture and link the use of compensatory strategies to real 
life applications which were relevant to him. For example, I was able to discuss with the interpreter 
how to translate common memory strategies (e.g., visualisation) into specific tips to help Muhammad 
remember his prayers. Without an interpreter, I would have definitely not been able to address this 
aspect of Muhammad’s life. This also allowed me to recognise a need to improve my general cultural 
sensitivity in my clinical work.  
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Challenge 4: Cultural Sensitivity 

When we deal with language, we deal with culture (Imai et al., 2016). As mentioned above, this 
appeared to be an issue at times during my work with Muhammad, as he came from a culture whose 
fundamental elements could sometimes be very far from my own. However, being aware of this also 
proved to be instrumental in understanding the reasons behind some of his attitudes towards 
interventions. For instance, in Pakistani culture the collective family identity is frequently placed above 
personal ones (McGoldrick et al., 2005). With this in mind, I felt that it was essential to collaborate 
with the interpreter to explore Muhammad’s views within the context of his family system, while 
being sensitive to his values and costumes. Throughout this process, I also had to be aware of my own 
cultural beliefs, being careful not to apply them implicitly to him.  

With regards to this, I found that having open conversations between myself, the interpreter, and 
Muhammad allowed for the intervention to be equally patient-focused and evidence-based. However, 
in the past I also found that bringing a family member to the session may be helpful for rehabilitation 
purposes, as this can allow for a wider view into an individual’s cultural context and may also facilitate 
the adoption of strategies outside of the clinical setting. Since Muhammad was happy to have his 
family around during the intervention, his daughter started joining us early on and eventually attended 
all of our sessions. This proved to be quite reassuring for him, as it helped further develop the 
abovementioned sense of familiarity. Moreover, having Muhammad’s daughter with us allowed for 
the intervention to have an element of continuation outside of the sessions, as she helped ensure he 
would regularly practice his newly developed functional and compensatory strategies. 

Challenge 5: Session Planning 

Finally, a further challenge I found myself facing when carrying out a cross-cultural cognitive 
rehabilitation was a greater need to plan and organise sessions efficiently. Upon receiving 
Muhammad’s referral, I had booked a series of consecutive weekly appointments with him in advance, 
as I would normally do with people proficient in English. However, having to translate standard or 
tailored materials between sessions also meant having to (re)schedule each session around the 
translators’ delivery times, while also keeping the interpreter aware of any changes to the 
appointments. At times, this created some scheduling conflicts, since the translation service could 
take up 10 working days to complete a job during busy periods. On reflection, I found that allowing 
for a further 1-week gap between each appointment where materials needed to be translated was 
helpful to avoid disruptions. 

A Note on Supervision 

As I worked with Muhammad, I sometimes sat with feelings of guilt while reflecting on my own 
privilege of having no barriers when it comes to accessing healthcare. If I needed cognitive 
rehabilitation, there would be no need for additional wait time while session materials are translated, 
and would not have to be concerned about whether my clinician understands my cultural perspective. 
During my experience as assistant psychologist, I have often worked on cases which induced strong 
emotions. However, when I witnessed the differences in accessibility for Muhammad compared to 
English-speaking patients, I felt a sadness unlike any before, and I found supervision invaluable to 
explore these feelings. 

More specifically, I am aware that I have a tendency to be a perfectionist, and in Muhammad’s case I 
felt this translated into wanting him to have the exact same intervention experience as my English-
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speaking patients. Speaking with my supervisor helped me realise that achieving this was at least 
partially out of my control due to the systemic barriers (e.g., lack of literature and materials) already 
in place before Muhammad was referred to our service. This sat uncomfortably with me and at times 
created a sense of helplessness. However, supervision also helped me refocus on the elements I could 
actively work on, such as increasing my cultural sensitivity and self-reflective skills. In fact, exploring 
this with my supervisor enabled me to become more aware and accepting of the iterative nature of 
self-improvement – a process which is never fully complete or ‘perfect’. In addition, I feel that 
recognising that I am not solely responsible for systemic change, but that I can and should help 
promote it when possible, has helped shaped my future practice as I apply self-compassion while 
continuing to address inequalities in clinical psychology. 

Conclusions 

My experience working with Muhammad was seminal in making me realise that, despite the UK’s 
increasing cultural diversity, there is still a long way to go to ensure that healthcare is equally 
accessible for everyone. Moreover, it has further taught me the importance not only to recognise the 
impact of language and culture, but also to explore their facets by maintaining a curious mind and 
avoiding preconceptions. It also helped me understand the importance of learning about cultures 
through those who are experts on them: having open conversations with the people we work with 
can help us get educated about diversity and facilitate the delivery of the type of tailored, person-
centred support that everyone deserves. Ultimately, as someone who has the privilege of not 
experiencing any barriers accessing healthcare, Muhammad’s case allowed me to understand the 
importance of always holding in mind those who may face these barriers on a daily basis. 
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