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Although trauma exposure is a global phenomenon, trau-
ma reactions vary considerably across cultures. Western
psychiatric diagnoses, such as posttraumatic stress disor-
der (PTSD), may be limited in capturing the breadth
of trauma reactions in cross-cultural contexts. Instead,
cross-cultural instruments should examine locally relevant
reactions, such as idioms of distress and explanatory
models of illness, and account for ongoing stress and
adversity. This article explains the need for complement-
ing traditional trauma assessment approaches, how to

create culturally sensitive instruments, the style and
stance of practicing cultural humility when administering
instruments, how to account for ongoing trauma and
adversity, and ways to incorporate findings into treatment.
These steps can improve culturally sensitive and compre-
hensive trauma assessment to capture universal and
culturally relevant trauma reactions.
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According to the World Mental Health Surveys, roughly 70%
of the global population experiences traumatic events (1).
From internal displacement to war and migration, trauma is
a near-ubiquitous human experience. Although the scope of
trauma is a global phenomenon, diagnostic considerations
may differ across cultures. Therefore, assessment methods
are expanding to meet the needs of increasingly diverse pop-
ulations who require trauma-informed services. This article
considers diagnostic variations in trauma reactions across
cultures, evidence-based assessment strategies to account for
culturally distinct trauma reactions, and incorporation of
cross-cultural trauma reactions into treatment.

DIAGNOSTIC CONSIDERATIONS: UNIVERSAL AND
CULTURALLY RELEVANT TRAUMA REACTIONS

As posttraumatic stress disorder (PTSD) is a consequence of
traumatic experiences, it is natural to assume that PTSD
should exist and be the key psychiatric condition among
people exposed to trauma. Although empirical support for
the validity of the PTSD construct is found in many cultural
groups, it cannot be automatically assumed for every cultur-
al group. The essential question when working with diverse
cultural groups remains: is PTSD a valid construct applica-
ble to quantify suffering within this population?

Most psychological research is premised on studies sampling
a minority of the global population. As Henrich et al. discussed
in their 2010 Nature article “Most People Are Not WEIRD,”
most psychological research draws from subject pools whose

demographic characteristics are westernized, including being
more educated, more industrialized, rich, and from democratic
nations that do not represent the vast majority of the world,
such as individuals from the Global South. Therefore, clinicians
and researchers must be cautious of what Arthur Kleinman de-
scribed in 1977 as a “category fallacy” (2): This refers to the mis-
conception that categories created in one cultural context apply
equivalently to another. Put differently, if we define suffering us-
ing a Western lens and seek to find corresponding reactions of
this suffering,we will likely find this evidence. However, finding
evidence of a disorder predefined this way does not mean that
these are the most important reactions to evaluate in this con-
text (3) or that they form the same cohesive syndrome (e.g.,
PTSD) within the cultural group.

In fact, mounting evidence suggests that PTSD is just one
type of trauma-related disorder and that trauma reactions are
quite culturally variable (4). Four arguments support this claim.
First, the endorsement rate of reactions varies considerably by
cultural setting. Second, certain reactions that are excluded from
Western diagnostic categories (i.e., idioms of distress) may be the
hallmark of trauma reactions in some cultural settings.Third, ex-
planations attributed to trauma-related suffering vary by cultural
setting, and such explanations shape distinct illness experiences.
Finally, cultural groups experiencing ongoing adversity may not
fit intoWestern biomedical diagnoses such as PTSD.

Reactions of PTSD Vary Across Cultures
In 2011, Hinton and Lewis-Fern�andez (4) conducted a
comprehensive narrative review and found cross-cultural
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differences in the prevalence of PTSD symptom clusters.
First, they found that the presence of the numbing-avoidance
cluster—present in the DSM-IV—varied considerably across
cultures. Two independent studies with Kalahari bushmen
and Vietnamese refugees found that, although intrusion reac-
tions were highly endorsed, the numbing-avoidance reactions
were not central trauma reactions; this lower endorsement
rate led to significantly underdiagnosing PTSD in these
groups (5, 6). The finding that numbing-avoidance reactions
varied cross-culturally may be partly explained by the nature
of these symptom clusters. PTSD symptom clusters consist of
biological abnormality through autonomic nervous system re-
activity (e.g., re-experiencing, arousal), behavioral abnormali-
ty through coping responses (e.g., avoidance), and affective
abnormality through sustained cognitive and mood changes
(e.g., negative alterations in cognition and mood). Although
the biological responses could be more cross-culturally uni-
versal, the behavioral and affective responses are more likely
to be culturally mediated (7, 8). In the process of cultural so-
cialization, behaviors are rewarded, punished, and ignored.
Over time, these behaviors become culturally socialized as ei-
ther adaptive and desired in a cultural context or maladaptive
and to be avoided (7). Similarly, affective aspects of PTSD
may be culturally mediated through rules that determine
which emotional experiences and expressions are culturally
permitted to be displayed (9). Altogether, the behavioral and
affective aspects of PTSD may be more culturally malleable
than the biological aspects.The notion that some PTSD symp-
tom clusters appear biologically invariant whereas others
may be culturally shaped bolsters the finding that PTSD
symptom presentation varies across cultures (4, 7, 8, 10).

Although avoidance-numbing reactions are not universally
endorsed, somatic complaints are frequently reported across
cultures but remain excluded from the diagnostic descriptions
of PTSD (11–13). Examples include increased body heat, re-
ported by Salvadoran and Senegalese refugees; sudden short-
ness of breath, reported by Rwandan genocide survivors; and
a host of somatic complaints linked to trauma exposure, re-
ported by Cambodian refugees (4). Cambodian refugees, who
survived human rights violations and extensive trauma during
the Pol Pot regime, represent an illustrative case in point. One
study found that 65% of Cambodian refugees diagnosed as
having PTSD reported a sleep paralysis episode in the past
year, compared with 15% without PTSD (14). Similarly, they
reported panic-like phenomenology when reminded of their
trauma (15). Although most somatic complaints are excluded
from the PTSD diagnosis, the notion that somatic complaints
are part of trauma-related clinical presentations has gained
wider acceptance in the cross-cultural PTSD literature; some
researchers have developed assessment tools specifically to as-
sess somatic complaints after trauma exposure (16).

Idioms of Distress
As PTSD reactions can vary across cultures, idioms of dis-
tress offer an alternative lens into cultural manifestations of

trauma-related distress. Idioms of distress are culturally rel-
evant reactions that are locally shaped and culturally recog-
nizable forms of suffering (17–20). Idioms of distress are not
included in Western psychiatric diagnoses precisely because
of their local—rather than universal—relevance. Idioms of
distress often do not map cleanly onto Western psychiatric
diagnoses. For instance, the widely reported idiom “thinking
too much” can be associated with depression and PTSD,
but it does not always correspond to any one Western
psychiatric diagnosis (21). Therefore, idioms of distress can
be useful stand-alone diagnostic categories within some cul-
tural groups.

Idioms of distress may also be important diagnostic indi-
cators of PTSD (22). In a study of Cambodian refugees, the
idiom “thinking a lot” was a more prominent trauma reac-
tion than most of the DSM-5 PTSD symptoms (23), which ar-
gues for including this idiom within the assessment of
trauma reactions for Cambodian refugees. Another cultural
manifestation of distress within this population are “khyâl
attacks” (wind attacks), which involve fear of death, dysregu-
lation within the body when standing up, and shared symp-
toms of panic attacks (24). In the Chinese context, “shenjing
shuairuo,” or neurasthenia, is a syndrome indicated by physi-
cal exhaustion, fatigue, weakness, and nonspecific aches and
pains that highly overlaps with the Western psychiatric diag-
nosis of depression (25). Somatization is also commonly re-
ported, along with dissociation among cultural groups with
PTSD (26), and “shenjing shuairuo” might also be a cultural-
ly specific reaction to stress, including traumatic events.

The practical usefulness of idioms in psychological as-
sessment is the shared language they provide to describe
suffering. As these expressions hold cultural meaning, they
are also less stigmatizing than Western psychiatric concepts
(27), which may not possess cultural salience and could be
interpreted incorrectly. Rather than engage in one-way psy-
choeducation about mental health from a Western psy-
chiatric perspective, a culturally informed perspective is
comprehensive in that it elicits idioms of distress, cultural
syndromes, and illness beliefs. Comprehensive assessment
hinges on using qualitative and quantitative approaches to
define and evaluate universal and culturally relevant trauma
reactions. Altogether, comprehensive trauma assessment in-
cludes universal and culturally relevant trauma reactions.

Explanatory Models of Illness
Explanatory models of illness refer to a client’s or cultural
group’s viewpoints on the nature of the illness they are
experiencing, its perceived causes, and solutions or help-
seeking associated with it (28). Applied to trauma reactions,
explanatory models may also include a cultural group’s view
of why a traumatic event occurred. For example, some
cultural groups may believe that a trauma occurred because
supernatural forces punished them or their community for
a transgression or a trauma occurred as part of their karma
(29, 30). The impact of the trauma itself may be experienced
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communally rather than individually; that is, trauma reac-
tions may be conceptualized as a disruption to the social
and moral order (31). These dynamics present a complex
task for clinical judgment: Clinicians must untangle the at-
tributions of trauma that may be unhelpful to healing while
appreciating the culturally normative interpretations of reac-
tions and precipitating events (32).When clinicians incorpo-
rate explanatory models into the assessment process, the
accuracy of clinical diagnoses is enhanced. Further, this pro-
cess can offer culturally diverse clients a more consistent
and integrated view of their reactions by grounding their
conceptualization in their own cultural beliefs. This process,
referred to as “explanatory model bridging,” is an essential
part of culturally informed clinical conceptualization and
produces therapeutic results in treatment (33).

Ongoing Stressors: When the Trauma Isn’t “Post”
Finally, diagnosing PTSD or other trauma reactions across
cultures can be complicated by the failure to account for on-
going stressors (34–36). Ongoing stressors are daily stressful
events that can reduce people’s ability to cope with stressors
overall. Cross-cultural PTSD research from low- and middle-
income countries and within contexts of relative deprivation
in high-income countries has centered on chronically poor
communities and conflict-affected people, for whom ongoing
stressors are pervasive. People in resource-constrained set-
tings experience poverty-related stress, vulnerability to sexual
violence, food insecurity, lack of resources, insecure housing,
and the threat of future physical or political violence (36).
Such ongoing stressors raise the question of whether psycho-
logical findings from high-income countries—often premised
on Western psychiatric concepts and treatment modalities—
can viably generalize to low- and middle-income countries or
resource-constrained settings (17, 36, 37).

Overall, posttrauma reactions across cultures may be qual-
itatively distinct from PTSD reactions because of the variable
endorsement of PTSD reactions, the centrality of idioms of
distress, different explanatory models of illness, and the pres-
ence of ongoing stressors that render trauma and adversity as
ongoing phenomena. Together, these findings support the
need to complement traditional assessment approaches of
universal trauma reactions with culturally relevant trauma
reactions for comprehensive trauma assessment.

EVIDENCE-BASED ASSESSMENT OF PTSD
ACROSS CULTURES

Valid and reliable assessment is a cornerstone of evidence-
based clinical intervention. An emic approach uses frame-
works present within the cultural group regarding illness,
whereas an etic approach applies definitions of illness devel-
oped outside a cultural group. The application of etic ap-
proaches assumes that psychopathology is a universally
experienced phenomenon, regardless of culture, and this
largely follows a biological view. A culturally relativistic

view suggests that culture is essential in understanding psy-
chopathology and that, at the extreme, culture is a mediat-
ing force through which all pathology is defined and
expressed. This latter approach would, therefore, challenge
whether PTSD or any psychiatric disorder is applicable out-
side the culture where it was developed as an illness catego-
ry. To address this tension, methods and strategies that
account for both etic and emic perspectives can be applied
toward the comprehensive assessment of universal and cul-
turally relevant trauma reactions.

Methods and Strategies to Create Culturally Sensitive
Instruments
A key advancement in assessing trauma reactions involves
identifying culturally specific syndromes and idioms and in-
corporating them into established Western screening instru-
ments (38). This approach bridges the divide between emic
and etic approaches by leveraging the established psycho-
metric properties of existing instruments as a starting point
for further psychometric adaptation and evaluation. Screen-
ing instruments are critical in assessing PTSD, because most
low- and middle-income countries lack enough trained clini-
cal professionals to assess and treat high numbers of trauma-
exposed individuals needing services (39). By incorporating
culturally relevant reactions, such instruments can become
more holistic assessment tools and have greater sensitivity to
detect suffering (16). The integration of culturally relevant
reactions follows the approach outlined by Bolton and Tang
(40), which has been applied in many cultural settings
(41–43). This method follows five steps:

1. Conducting qualitative interviews to identify communi-
ty-defined mental health priorities;

2. Identifying existing instruments with established psy-
chometric properties that appear to capture the reac-
tions identified (alternatively, de novo instruments can
be created on the basis of the qualitative interviews; 44);

3. Translating and adapting these instruments by incorpo-
rating local idioms or reactions identified in the first step;

4. Conducting cognitive interviews to assess comprehen-
sion of items; and

5. Validating the instruments and assess their psychomet-
ric properties.

In the first step, qualitative interviews engage members of
the cultural group in a discussion about priority needs. These
methods can take the form of in-depth qualitative interviews,
focus groups, or free listing methods that provide an opportu-
nity for the group to list the various reactions associated with
a community-defined illness concept. Frequencies of these
reactions provide evidence of their primacy within the symp-
tom presentation of the community. The second step involves
examining the reactions and mapping them onto instruments
that appear to assess the concept following Western psychiat-
ric definitions, including for PTSD. The third step involves
translating these scales through a rigorous process: iterative
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translation and back-translation, review by bilingual mental
health professionals, evaluation of items in focus group dis-
cussions, comparison between back-translated and original
versions, and pilot testing of the scale (45).

A critical stage during instrument validation is to conduct
cognitive interviews (46), which is a think-aloud method of
ensuring that items are conceptually clear, nonoffensive, rele-
vant, appropriate, and meaningful. Cognitive interviews in-
volve asking members of the community to state the meaning
of an item or describe it in their own words. The adequacy of
the translation and conceptual equivalence can be established
with this method. Another critical area that receives less at-
tention is the response option of a scale. The traditional Lik-
ert-type scale, typically used in PTSD instruments, may not be
understood universally. In some cultures, response options
such as “not at all,” “somewhat,” “a little bit,” “moderately,”
and so on are not well-defined or meaningful gradients.
Therefore, visual analog response options might aid partici-
pants in ascribing differences in their degree of distress. For
example, studies have used images of people carrying larger
weights on their heads (43), facial images that range from
smiles to frowns (47), or circles filled in by quarters to show
how much of a symptom is present (42). Each approach uses
visual representations, which are likely to communicate bur-
den in gradients more effectively than numeric Likert-type
scales. The final step is to validate the instruments. Validation
takes several forms, including structural and factorial validity,
largely assessed using confirmatory factor analysis; convergent
and discriminant validity, which is assessed by evaluating the
test against other constructs that are known to correlate (or
not correlate) with the construct under study; and criterion
validity, which is the examination of whether the instrument
performs against a gold standard and to establish a clinical
screening cutoff score to assess the disorder.

If the goal of screening is to categorize people as those
with or without PTSD (rather than to assess severity), the
tool must be evaluated against a gold standard to establish
criterion validity. This gold standard may be defined by the
community themselves, in a “known groups” method so that
people who are thought to have the disorder are nominated
by health workers and are compared with people who are
thought not to have the disorder through a similar nomina-
tion process (40). As an example, this process was applied to
validate the child PTSD reaction index among Somali refugee
children living in Ethiopian refugee camps (42). Another
gold standard could be using a clinician-administered inter-
view with a standardized instrument, as was done to validate
the PTSD Checklist for DSM-5 in a study with Filipino do-
mestic workers in China (48). Notably, the DSM-5 Cultural
Formulation Interview is a semi-structured interview. This
interview encourages culturally formulated idiographic as-
sessment and builds off the work of global mental health and
transcultural psychiatry in previous decades. Although this
interview is foundational to starting discussions with cultur-
ally different clients, it is unclear how often this interview is
used in day-to-day clinical practice. This interview can be

augmented with the administration of clinical instruments
assessing both universal and culturally relevant trauma reac-
tions for a comprehensive clinical assessment.

Finally, because determining PTSD is complicated in con-
ditions of ongoing stress and adversity, instrument findings
can be strengthened by querying for experiences of ongoing
stress and adversity at the time of the assessment. A recent
study used this approach to measure pre- and postmigration
stressors among Filipino migrants, providing more context
for interpreting PTSD and anxiety findings (49). Reporting
ongoing stressors and adversity can improve confidence in
study findings and provide a more nuanced picture of clini-
cal considerations, because PTSD may not be the best diag-
nosis to capture reactions to current stressors.

How to Assess Across Cultures: Practicing
Cultural Humility
When considering the style and stance of the assessor, the
concept of cultural humility bears consideration. Cultural
humility is a process of self-reflection and critique to redress
power imbalances that exist between health professionals
and patients to develop a mutually beneficial relationship
(50). Applying this concept to the field of traumatic stress
invites reflection about power imbalances between those
who develop and codify psychiatric diagnoses, those who
conduct assessments, and those who are being assessed. In
a global context, individuals receiving Western psychiatric
diagnoses may lack agency, resources, and engagement with
those in power, thereby preventing equitable co-creation of
knowledge regarding the Western psychiatric concepts be-
ing applied to them. With humility comes respect for other
cultures, and a consequence of this respect is an openness
to other perspectives.

Although a tension exists between what is reified as psy-
chiatric canon and what culture might teach us about men-
tal illness, one should not fully abandon their own training
and beliefs. However, humility affords the opportunity to
consider alternative explanations for the symptoms or reac-
tions, the expectations of norms of behavior, and the pre-
dicted course of the illness. Humility can thus lead to more
nuanced, appropriate, and holistic definitions of trauma re-
actions so that all reactions are not pathologized (51).

Researchers and clinicians should be aware of historical
events occurring between cultural groups, as these may
shape expectations and activate stereotypes that may not be
helpful for the assessment process. For example, structural
racism and discrimination experienced by Native Americans
and ethnic minorities in the United States exacerbates poor
mental health in general and may decrease openness and
trust during a clinical encounter (52). Similarly, encounters
with assessors from different cultural backgrounds, or with-
in contexts of uncertainty (e.g., refugees and asylum
seekers), may evoke defensiveness, which could be mis-
judged as paranoia or uncooperativeness. Mischaracterizing
such behavior can lead to improper inferences that may
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further harm mental health and reduce access to appropri-
ate care. Clinicians should also be aware of their own blind
spots with regard to historical trauma and educate them-
selves (2). With the rise of migration to Western countries,
the historical contexts that necessitated this migration and
the geopolitical processes that may have led to collective or
individual trauma should not be ignored. The framework of
cultural humility invites ongoing education, acknowledg-
ment of blind spots and power differentials, and the practice
of reconnecting with curiosity and respect in clinical en-
counters. Finally, cultural humility is also consistent with
culturally sensitive clinical practice. Cultural sensitivity is
defined by cultivating awareness of one’s own and others’
cultural identities, using culturally formulated case concep-
tualization, and tailoring services to each client (53). Overall,
cultural humility is a stance that is consistent with culturally
sensitive care overall and an aspirational practice for con-
ducting assessment across cultures.

INCORPORATING CROSS-CULTURAL TRAUMA
REACTIONS INTO TREATMENT

Psychological treatments from high-income countries are in-
creasingly being disseminated to low- and middle-income
countries. Most trauma-focused treatments target PTSD,
which is a common outcome of interpersonal violence
across cultures (1, 54, 55). However, given the cultural rele-
vance of idioms of distress and explanatory models of ill-
ness, these concepts should also be addressed in treatment.

In 2011, Benish et al. (56) conducted a direct-comparison
meta-analysis with 21 studies. They confirmed that culturally
adapted treatment is, in fact, more effective than unadapted
treatment (d=0.32). However, the only significant moderator
accounting for this difference was modification of the “illness
myth,” also known as the explanatory model. How psycholog-
ical distress is experienced, labeled, caused, and cured all
form part of this explanation. This study highlights the impor-
tance of eliciting a group’s explanatory model and adapting
treatment in accordance with it. In fact, understanding the
client’s interpretation of reactions—invariably influenced by
the prevailing cultural interpretation—and providing treatment
congruent with the client’s explanatory model appears to be
the most “active ingredient” in culturally adapted treatment.

Reviews of culturally adapted cognitive behavioral thera-
py also highlight the usefulness of incorporating cultural
concepts gleaned from formative assessment work into
treatment (33). Using the cultural explanatory model in psy-
choeducation about an illness, highlighting how treatment
can address idioms of distress most concerning to clients in
the cultural group rather than Western biomedical diagno-
ses, and relying on cultural metaphors to socialize clients to
treatment are all effective strategies to enhance the viability
of psychological treatments within cross-cultural settings.
Notably, these strategies evolve from community-based
participatory research practices that allow researchers and

cultural agents to co-create knowledge to optimize the sus-
tainability of these treatments in the long term (57).

An illustrative example of using cultural concepts of dis-
tress in treatment comes from Nepal. Kohrt and colleagues
(27) have studied Nepali ethnopsychology, including how
trauma is conceptualized, and used the relevant cultural
concepts to provide recommendations for many evidence-
based psychological treatments. For example, this group
adapted dialectical behavior therapy to target dysregulated
emotions and suicidality in Nepal (58). They adapted this
treatment in many ways, including using culturally salient
metaphors, describing skills as universally applicable, and
having members involved in this sociocentric culture.

CONCLUSIONS

Overall, the privilege given to Western psychiatric diagnoses
across cultural settings may have the unintended consequence
of collective forgetting about how culture may affect mental
health. Rather than relying only on Western psychiatric diag-
noses, culturally diverse perspectives on health and well-being
should continue to be rigorously studied and meaningfully in-
corporated into assessment and treatment. Studying these con-
cepts, systematically adding them to instruments during
assessment, and referring back to them as part of treatment is
a cross-cutting approach to culturally sensitive assessment that
goes beyond the approach offered by the DSM-5. These steps,
which are becoming a gold standard in global mental health,
can improve the quality and access to care for marginalized
populations in low- and middle-income countries and in re-
source-constrained environments in high-income countries.

The suggestions that we provide in this article can be used
in routine clinical settings.When available, clinicians can ap-
pend their assessment batteries with assessments incorporat-
ing idioms of distress to assess culturally relevant trauma
reactions.When such assessments are not available, clinicians
can listen for idioms of distress and use their clinical assess-
ment skills to probe into the lived experience for each patient.
Similarly, clinicians can position themselves as curious learn-
ers and practice cultural humility with patients to improve en-
gagement with clinical services and enhance trust toward
health care systems as a whole. Finally, clinicians can enhance
the treatment process and clinical outcomes of patients by
continually targeting and evaluating idioms of distress along-
side the clinical diagnoses for which they are treating patients.
This step will ensure that all aspects of a patient’s distress—
universal and culturally relevant reactions—are being ad-
dressed in a comprehensivemanner.
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mailto:According to the World Mental Health Surveys, roughly 70&hx0025; of the global population experiences traumatic events (1). From internal displacement to war and migration, trauma is a near-ubiquitous human experience. Although the scope of trauma is a global phenomenon, diagnostic considerations may differ across cultures. Therefore, assessment methods are expanding to meet the needs of increasingly diverse populations who require trauma-informed services. This article considers diagnostic variations in trauma reactions across cultures, evidence-based assessment strategiestoaccount for culturally distinct trauma reactions, andincorporation of cross-cultural trauma reactions into treatment.Diagnostic Considerations: Universal and Culturally Relevant Trauma ReactionsAs posttraumatic stress disorder (PTSD) is a consequence of traumatic experiences, it is natural to assume that PTSD should exist and be the key psychiatric condition among people exposed to trauma. Although empirical support for the validity of the PTSD construct is found in many cultural groups, it cannot be automatically assumed for every cultural group. The essential question when working with diverse cultural groups remains: is PTSD a valid construct applicable to quantify suffering within this population?Most psychological research is premised on studies sampling a minority of the global population. As Henrich et al. discussed in their 2010 Nature article &hx201C;Most People Are Not WEIRD,&hx201D; most psychological research draws from subject pools whose demographic characteristics are westernized, including being more educated, more industrialized, rich, and from democratic nations that do not represent the vast majority of the world, such as individuals from the Global South. Therefore, clinicians and researchers must be cautious of what Arthur Kleinman described in 1977 as a &hx201C;category fallacy&hx201D; (2): This refers to the misconception that categories created in one cultural context apply equivalently to another. Put differently, if we define suffering using a Western lens and seek to find corresponding reactions of this suffering, we will likely find this evidence. However, finding evidence of a disorder predefined this way does not mean that these are the most important reactions to evaluate in this context (3) or that they form the same cohesive syndrome (e.g., PTSD) within the cultural group.In fact, mounting evidence suggests that PTSD is just one type of trauma-related disorder and that trauma reactions are quite culturally variable (4). Four arguments support this claim. First, the endorsement rate of reactions varies considerably by cultural setting. Second, certain reactions that are excluded from Western diagnostic categories (i.e., idioms of distress) may be the hallmark of trauma reactions in some cultural settings. Third, explanations attributed to trauma-related suffering vary by cultural setting, and such explanations shape distinct illness experiences. Finally, cultural groups experiencing ongoing adversity may not fit into Western biomedical diagnoses such as PTSD.Reactions of PTSD Vary Across CulturesIn 2011, Hinton and Lewis-Fern&hx00E1;ndez (4) conducted a comprehensive narrative review and found cross-cultural differences in the prevalence of PTSD symptom clusters. First, they found that the presence of the numbing-avoidance cluster&hx2014;present in the DSM-IV&hx2014;varied considerably across cultures. Two independent studies with Kalahari bushmen and Vietnamese refugees found that, although intrusion reactions were highly endorsed, the numbing-avoidance reactions were not central trauma reactions; this lower endorsement rate led to significantly underdiagnosing PTSD in these groups (5, 6). The finding that numbing-avoidance reactions varied cross-culturally may be partly explained by the nature of these symptom clusters. PTSD symptom clusters consist of biological abnormality through autonomic nervous system reactivity (e.g., re-experiencing, arousal), behavioral abnormality through coping responses (e.g., avoidance), and affective abnormality through sustained cognitive and mood changes (e.g., negative alterations in cognition and mood). Although the biological responses could be more cross-culturally universal, the behavioral and affective responses are more likely to be culturally mediated (7, 8). In the process of cultural socialization, behaviors are rewarded, punished, and ignored. Over time, these behaviors become culturally socialized as either adaptive and desired in a cultural context or maladaptive and to be avoided (7). Similarly, affective aspects of PTSD may be culturally mediated through rules that determine which emotional experiences and expressions are culturally permitted to be displayed (9). Altogether, the behavioral and affective aspects of PTSD may be more culturally malleable than the biological aspects. The notion that some PTSD symptom clusters appear biologically invariant whereas others may be culturally shaped bolsters the finding that PTSD symptom presentation varies across cultures (4, 7, 8, 10).Although avoidance-numbing reactions are not universally endorsed, somatic complaints are frequently reported across cultures but remain excluded from the diagnostic descriptions of PTSD (11&hx2013;13). Examples include increased body heat, reported by Salvadoran and Senegalese refugees; sudden shortness of breath, reported by Rwandan genocide survivors; and a host of somatic complaints linked to trauma exposure, reported by Cambodian refugees (4). Cambodian refugees, who survived human rights violations and extensive trauma during the Pol Pot regime, represent an illustrative case in point. One study found that 65&hx0025; of Cambodian refugees diagnosed as having PTSD reported a sleep paralysis episode in the past year, compared with 15&hx0025; without PTSD (14). Similarly, they reported panic-like phenomenology when reminded of their trauma (15). Although most somatic complaints are excluded from the PTSD diagnosis, the notion that somatic complaints are part of trauma-related clinical presentations has gained wider acceptance in the cross-cultural PTSD literature; some researchers have developed assessment tools specifically to assess somatic complaints after trauma exposure (16).Idioms of DistressAs PTSD reactions can vary across cultures, idioms of distress offer an alternative lens into cultural manifestations of trauma-related distress. Idioms of distress are culturally relevant reactions that are locally shaped and culturally recognizable forms of suffering (17&hx2013;20). Idioms of distress are not included in Western psychiatric diagnoses precisely because of their local&hx2014;rather than universal&hx2014;relevance. Idioms of distress often do not map cleanly onto Western psychiatric diagnoses. For instance, the widely reported idiom &hx201C;thinking too much&hx201D; can be associated with depression and PTSD, butit does not always correspond to any one Western psychiatric diagnosis (21). Therefore, idioms of distress can be useful stand-alone diagnostic categories within some cultural groups.Idioms of distress may also be important diagnostic indicators of PTSD (22). In a study of Cambodian refugees, the idiom &hx201C;thinking a lot&hx201D; was a more prominent trauma reaction than most of the DSM-5 PTSD symptoms (23), which argues for including this idiom within the assessment of trauma reactions for Cambodian refugees. Another cultural manifestation of distress within this population are &hx201C;khy&hx00E2;l attacks&hx201D; (wind attacks), which involve fear of death, dysregulation within the body when standing up, and shared symptoms of panic attacks (24). In the Chinese context, &hx201C;shenjing shuairuo,&hx201D; or neurasthenia, is a syndrome indicated by physical exhaustion, fatigue, weakness, and nonspecific aches and pains that highly overlaps with the Western psychiatric diagnosis of depression (25). Somatization is also commonly reported, along with dissociation among cultural groups with PTSD (26), and &hx201C;shenjing shuairuo&hx201D; might also be a culturally specific reaction to stress, including traumatic events.The practical usefulness of idioms in psychological assessment is the shared language they provide to describe suffering. As these expressions hold cultural meaning, they are also less stigmatizing than Western psychiatric concepts (27), which may not possess cultural salience and could be interpreted incorrectly. Rather than engage in one-way psychoeducation about mental health from a Western psychiatric perspective, a culturally informed perspective is comprehensive in that it elicits idioms of distress, cultural syndromes, and illness beliefs. Comprehensive assessment hinges on using qualitative and quantitative approaches to define and evaluate universal and culturally relevant trauma reactions. Altogether, comprehensive trauma assessment includes universal and culturally relevant trauma reactions.Explanatory Models of IllnessExplanatory models of illness refer to a client&hx2019;s or cultural group&hx2019;s viewpoints on the nature of the illness they are experiencing, its perceived causes, and solutions or help-seeking associated with it (28). Applied to trauma reactions, explanatory models may also include a cultural group&hx2019;s view of why a traumatic event occurred. For example, some cultural groups may believe that a trauma occurred because supernatural forces punished them or their community for atransgression or a trauma occurred as part of their karma (29, 30). The impact of the trauma itself may be experienced communally rather than individually; that is, trauma reactions may be conceptualized as a disruption to the social and moral order (31). These dynamics present a complex task for clinical judgment: Clinicians must untangle the attributions of trauma that may be unhelpful to healing while appreciating the culturally normative interpretations of reactions and precipitating events (32). When clinicians incorporate explanatory models into the assessment process, the accuracy of clinical diagnoses is enhanced. Further, this process can offer culturally diverse clients a more consistent and integrated view of their reactions by grounding their conceptualization in their own cultural beliefs. This process, referred to as &hx201C;explanatory model bridging,&hx201D; is an essential part of culturally informed clinical conceptualization and produces therapeutic results in treatment (33).Ongoing Stressors: When the Trauma Isn&hx2019;t &hx201C;Post&hx201D;Finally, diagnosing PTSD or other trauma reactions across cultures can be complicated by the failure to account for ongoing stressors (34&hx2013;36). Ongoing stressors are daily stressful events that can reduce people&hx2019;s ability to cope with stressors overall. Cross-cultural PTSD research from low- and middle-income countries and within contexts of relative deprivation in high-income countries has centered on chronically poor communities and conflict-affected people, for whom ongoing stressors are pervasive. People in resource-constrained settings experience poverty-related stress, vulnerability to sexual violence, food insecurity, lack of resources, insecure housing, and the threat of future physical or political violence (36). Such ongoing stressors raise the question of whether psychological findings from high-income countries&hx2014;often premised on Western psychiatric concepts and treatment modalities&hx2014;can viably generalize to low- and middle-income countries or resource-constrained settings (17, 36, 37).Overall, posttrauma reactions across cultures may be qualitatively distinct from PTSD reactions because of the variable endorsement of PTSD reactions, the centrality of idioms of distress, different explanatory models of illness, and the presence of ongoing stressors that render trauma and adversity as ongoing phenomena. Together, these findings support the need to complement traditional assessment approaches of universal trauma reactions with culturally relevant trauma reactions for comprehensive trauma assessment.Evidence-Based Assessment of PTSD Across CulturesValid and reliable assessment is a cornerstone of evidence-based clinical intervention. An emic approach uses frameworks present within the cultural group regarding illness, whereas an etic approach applies definitions of illness developed outside a cultural group. The application of etic approaches assumes that psychopathology is a universally experienced phenomenon, regardless of culture, and this largely follows a biological view. A culturally relativistic view suggests that culture is essential in understanding psychopathology and that, at the extreme, culture is a mediating force through which all pathology is defined and expressed. This latter approach would, therefore, challenge whether PTSD or any psychiatric disorder is applicable outside the culture where it was developed as an illness category. To address this tension, methods and strategies that account for both etic and emic perspectives can be applied toward the comprehensive assessment of universal and culturally relevant trauma reactions.Methods and Strategies to Create Culturally Sensitive InstrumentsA key advancement in assessing trauma reactions involves identifying culturally specific syndromes and idioms and incorporating them into established Western screening instruments (38). This approach bridges the divide between emic and etic approaches by leveraging the established psychometric properties of existing instruments as a starting point for further psychometric adaptation and evaluation. Screening instruments are critical in assessing PTSD, because most low- and middle-income countries lack enough trained clinical professionals to assess and treat high numbers of trauma-exposed individuals needing services (39). By incorporating culturally relevant reactions, such instruments can become more holistic assessment tools and have greater sensitivity to detect suffering (16). The integration of culturally relevant reactions follows the approach outlined by Bolton and Tang (40), which has been applied in many cultural settings (41&hx2013;43). This method follows five steps:1.Conducting qualitative interviews to identify community-defined mental health priorities;2.Identifying existing instruments with established psychometric properties that appear to capture the reactions identified (alternatively, de novo instruments can be created on the basis of the qualitative interviews; 44);3.Translating and adapting these instruments by incorporating local idioms or reactions identified in the first step;4.Conducting cognitive interviews to assess comprehension of items; and5.Validating the instruments and assess their psychometric properties.In the first step, qualitative interviews engage members of the cultural group in a discussion about priority needs. These methods can take the form of in-depth qualitative interviews, focus groups, or free listing methods that provide an opportunity for the group to list the various reactions associated with a community-defined illness concept. Frequencies of these reactions provide evidence of their primacy within the symptom presentation of the community. The second step involves examining the reactions and mapping them onto instruments that appear to assess the concept following Western psychiatric definitions, including for PTSD. The third step involves translating these scales through a rigorous process: iterative translation and back-translation, review by bilingual mental health professionals, evaluation of items in focus group discussions, comparison between back-translated and original versions, and pilot testing of the scale (45).A critical stage during instrument validation is to conduct cognitive interviews (46), which is a think-aloud method of ensuring that items are conceptually clear, nonoffensive, relevant, appropriate, and meaningful. Cognitive interviews involve asking members of the community to state the meaning of an item or describe it in their own words. The adequacy of the translation and conceptual equivalence can be established with this method. Another critical area that receives less attention is the response option of a scale. The traditional Likert-type scale, typically used in PTSD instruments, may not be understood universally. In some cultures, response options such as &hx201C;not at all,&hx201D; &hx201C;somewhat,&hx201D; &hx201C;a little bit,&hx201D; &hx201C;moderately,&hx201D; and so on are not well-defined or meaningful gradients. Therefore, visual analog response options might aid participants in ascribing differences in their degree of distress. For example, studies have used images of people carrying larger weights on their heads (43), facial images that range from smiles to frowns (47), or circles filled in by quarters to show how much of a symptom is present (42). Each approach uses visual representations, which are likely to communicate burden in gradients more effectively than numeric Likert-type scales. The final step is to validate the instruments. Validation takes several forms, including structural and factorial validity, largely assessed using confirmatory factor analysis; convergent and discriminant validity, which is assessed by evaluating the test against other constructs that are known to correlate (or not correlate) with the construct under study; and criterion validity, which is the examination of whether the instrument performs against a gold standard and to establish a clinical screening cutoff score to assess the disorder.If the goal of screening is to categorize people as those with or without PTSD (rather than to assess severity), the tool must be evaluated against a gold standard to establish criterion validity. This gold standard may be defined by the community themselves, in a &hx201C;known groups&hx201D; method so that people who are thought to have the disorder are nominated by health workers and are compared with people who are thought not to have the disorder through a similar nomination process (40). As an example, this process was applied to validate the child PTSD reaction index among Somali refugee children living in Ethiopian refugee camps (42). Another gold standard could be using aclinician-administered interview with a standardized instrument, as was done to validate the PTSD Checklist for DSM-5 in a study with Filipino domestic workers in China (48). Notably, the DSM-5 Cultural Formulation Interview is a semi-structured interview. This interview encourages culturally formulated idiographic assessment and builds off the work of global mental health and transcultural psychiatry in previous decades. Although this interview is foundational to starting discussions with culturally different clients, it is unclear how often this interview is used in day-to-day clinical practice. This interview can be augmented with the administration of clinical instruments assessing both universal and culturally relevant trauma reactions for a comprehensive clinical assessment.Finally, because determining PTSD is complicated in conditions of ongoing stress and adversity, instrument findings can be strengthened by querying for experiences of ongoing stress and adversity at the time of the assessment. A recent study used this approach to measure pre- and postmigration stressors among Filipino migrants, providing more context for interpreting PTSD and anxiety findings (49). Reporting ongoing stressors and adversity can improve confidence in study findings and provide a more nuanced picture of clinical considerations, because PTSD may not be the best diagnosis to capture reactions to current stressors.How to Assess Across Cultures: Practicing Cultural HumilityWhen considering the style and stance of the assessor, the concept of cultural humility bears consideration. Cultural humility is a process of self-reflection and critique to redress power imbalances that exist between health professionals and patients to develop a mutually beneficial relationship (50). Applying this concept to the field of traumatic stress invites reflection about power imbalances between those who develop and codify psychiatric diagnoses, those who conduct assessments, and those who are being assessed. In a global context, individuals receiving Western psychiatric diagnoses may lack agency, resources, and engagement with those in power, thereby preventing equitable co-creation of knowledge regarding the Western psychiatric concepts being applied to them. With humility comes respect for other cultures, and a consequence of this respect is an openness to other perspectives.Although a tension exists between what is reified as psychiatric canon and what culture might teach us about mental illness, one should not fully abandon their own training and beliefs. However, humility affords the opportunity to consider alternative explanations for the symptoms or reactions, the expectations of norms of behavior, and the predicted course of the illness. Humility can thus lead to more nuanced, appropriate, and holistic definitions of trauma reactions so that all reactions are not pathologized (51).Researchers and clinicians should be aware of historical events occurring between cultural groups, as these may shape expectations and activate stereotypes that may not be helpful for the assessment process. For example, structural racism and discrimination experienced by Native Americans and ethnic minorities in the United States exacerbates poor mental health in general and may decrease openness and trust during a clinical encounter (52). Similarly, encounters with assessors from different cultural backgrounds, or within contexts of uncertainty (e.g., refugees and asylum seekers), may evoke defensiveness, which could be misjudged as paranoia or uncooperativeness. Mischaracterizing such behavior can lead to improper inferences that may further harm mental health and reduce access to appropriate care. Clinicians should also be aware of their own blind spots with regard to historical trauma and educate themselves (2). With the rise of migration to Western countries, the historical contexts that necessitated this migration and the geopolitical processes that may have led to collective or individual trauma should not be ignored. The framework of cultural humility invites ongoing education, acknowledgment of blind spots and power differentials, and the practice of reconnecting with curiosity and respect in clinical encounters. Finally, cultural humility is also consistent with culturally sensitive clinical practice. Cultural sensitivity is defined by cultivating awareness of one&hx2019;s own and others&hx2019; cultural identities, using culturally formulated case conceptualization, and tailoring services to each client (53). Overall, cultural humility is a stance that is consistent with culturally sensitive care overall and an aspirational practice for conducting assessment across cultures.Incorporating Cross-Cultural Trauma Reactions Into TreatmentPsychological treatments from high-income countries are increasingly being disseminated to low- and middle-income countries. Most trauma-focused treatments target PTSD, which is a common outcome of interpersonal violence across cultures (1, 54, 55). However, given the cultural relevance of idioms of distress and explanatory models of illness, these concepts should also be addressed in treatment.In 2011, Benish et&hx00A0;al. (56) conducted a direct-comparison meta-analysis with 21 studies. They confirmed that culturally adapted treatment is, in fact, more effective than unadapted treatment (d=0.32). However, the only significant moderator accounting for this difference was modification of the &hx201C;illness myth,&hx201D; also known as the explanatory model. How psychological distress is experienced, labeled, caused, and cured all form part of this explanation. This study highlights the importance of eliciting a group&hx2019;s explanatory model and adapting treatment in accordance with it. In fact, understanding the client&hx2019;s interpretation of reactions&hx2014;invariably influenced by the prevailing cultural interpretation&hx2014;and providing treatment congruent with the client&hx2019;s explanatory model appears to be the most &hx201C;active ingredient&hx201D; in culturally adapted treatment.Reviews of culturally adapted cognitive behavioral therapy also highlight the usefulness of incorporating cultural concepts gleaned from formative assessment work into treatment (33). Using the cultural explanatory model in psychoeducation about an illness, highlighting how treatment can address idioms of distress most concerning to clients in the cultural group rather than Western biomedical diagnoses, and relying on cultural metaphors to socialize clients to treatment are all effective strategies to enhance the viability of psychological treatments within cross-cultural settings. Notably, these strategies evolve from community-based participatory research practices that allow researchers and cultural agents to co-create knowledge to optimize the sustainability of these treatments in the long term (57).An illustrative example of using cultural concepts of distress in treatment comes from Nepal. Kohrt and colleagues (27) have studied Nepali ethnopsychology, including how trauma is conceptualized, and used the relevant cultural concepts to provide recommendations for many evidence-based psychological treatments. For example, this group adapted dialectical behavior therapy to target dysregulated emotions and suicidality in Nepal (58). They adapted this treatment in many ways, including using culturally salient metaphors, describing skills as universally applicable, and having members involved in this sociocentric culture.ConclusionsOverall, the privilege given to Western psychiatric diagnoses across cultural settings may have the unintended consequence of collective forgetting about how culture may affect mental health. Rather than relying only on Western psychiatric diagnoses, culturally diverse perspectives on health and well-being should continue to be rigorously studied and meaningfully incorporated into assessment and treatment. Studying these concepts, systematically adding them to instruments during assessment, and referring back to them as part of treatment is a cross-cutting approach to culturally sensitive assessment that goes beyond the approach offered by the DSM-5. These steps, which are becoming a gold standard in global mental health, can improve the quality and access to care for marginalized populations in low- and middle-income countries and in resource-constrained environments in high-income countries.The suggestions that we provide in this article can be used in routine clinical settings. When available, clinicians can append their assessment batteries with assessments incorporating idioms of distress to assess culturally relevant trauma reactions. When such assessments are not available, clinicians can listen for idioms of distress and use their clinical assessment skills to probe into the lived experience for each patient. Similarly, clinicians can position themselves as curious learners and practice cultural humility with patients to improve engagement with clinical services and enhance trust toward health care systems as a whole. Finally, clinicians can enhance the treatment process and clinical outcomes of patients by continually targeting and evaluating idioms of distress alongside the clinical diagnoses for which they are treating patients. This step will ensure that all aspects of a patient&hx2019;s distress&hx2014;universal and culturally relevant reactions&hx2014;are being addressed in a comprehensive manner.
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