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This article describes how Culturally Adapted Multiplex CBT, a treatment that emphasizes somatic processing and emotion regulation,
was adapted for a traumatized South African indigenous group, the Sepedi. A model of psychopathology is presented, the Multiplex
Model of Trauma-Related Disorder, which depicts the processes that generate multiple comorbidities and prominent somatization in
minority, refugee, and other non-Western populations. The nine dimensions of Culturally Adapted Multiplex CBT are discussed, and
so too the “cultural adaptation diamond.” Concepts such as “explanatory model bridging” are presented. A culturally sensitive
assessment measure of local somatic complaints and cultural syndromes (the Sepedi Symptom and Syndrome Addendum, or Sepedi
SSA) is detailed, as well as how CBT techniques were implemented with this group—for example, modification of culturally specific
catastrophic cognitions, doing exposure (e.g., interoceptive exposure), teaching attentional control and mindfulness techniques, and
teaching “loving kindness.” Case examples with clinical outcomes are provided to further illustrate how Multiplex CBT was adapted
for the South African indigenous group.
T HERE are numerous challenges when adapting
standard CBT treatments to traumatized cultural

groups. These include low education, extensive traumas,
numerous somatic symptoms, extensive catastrophic
cognitions about symptoms, multiple comorbidities,
ongoing life difficulties (e.g., financial stresses), poor
tolerance of traditional exposure, and considerable
stigma about mental health (Hinton & Jalal, 2014a,
2014b). To address these challenges, Culturally Adapted
Multiplex CBT was developed, which has been shown to
be effective as compared to waitlist and applied muscle
relaxation (AMR) in randomized controlled trials for
Latino patients and for Southeast Asian refugee patients
from Cambodia and Vietnam (Hinton, Pham, et al., 2004;
Hinton, Pich, et al., 2004; Hinton, Chhean, et al., 2005;
Hinton, Hofmann, Rivera, Otto, & Pollack, 2011).

Multiplex CBT for PTSD is based on a multiplex model
of psychopathology. This is a general model of psychopa-
thology developed working with traumatized minority,
refugee, and non-Western populations to explain the
high levels of PTSD and comorbid GAD, worry, panic, and
somatization in these groups (Figure 1). The validity of
this model of psychopathology and its relevance for
ords: cognitive behavioral therapy; cultural adaptation; PTSD
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minority and refugee populations has been explored in
multiple studies (Hinton & Good, 2016; Hinton, Hinton,
Loeum, & Pollack, 2008; Hinton, Hofmann, Pitman,
Pollack, & Barlow, 2008; Hinton & Lewis-Fernández, 2011;
Hinton, Nickerson, & Bryant, 2011; Hinton, Pich,
Chhean, Pollack, & Barlow, 2004; Hinton & Simons,
2015). Based on this model, Multiplex CBT emphasizes
sensorial processing and emotion regulation. The key
elements and overall session structure of the treatment
are shown in Table 1, with some of the key components
shown in Figure 2.

Multiplex CBT was designed to be accessible to
minimally educated populations and can be administered
by therapists with lower levels of education. The treatment
not only targets PTSD but also somatic sensations and
comorbid psychopathological conditions including anger,
anxiety-related processes such as worry and panic attacks,
and poor sleep. The treatment promotes emotional
regulation and psychological flexibility through techniques
such as meditation and yoga-like stretching exercises that
are paired to self-metaphors. It takes a novel approach to
exposure by eliciting recent trauma recall followed by
practicing emotion regulation techniques: mindfulness,
loving kindness, and applied muscle stretching with a
visualization. Multiplex CBT includes interoceptive expo-
sure to somatic sensations with those sensations paired to
positive associations (because somatic sensations may serve
as trauma cues as well as a source of catastrophic cognitions
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Figure 1. The Multiplex Model of the Generation of Trauma-Related Disorder

Table 1
Sessions in Multiplex CBT and Key Components of the Sessions

Session
Number

Session Title Emotional Exposure Followed by
Practice of the Indicated Protocol

Applied Stretching
Lesson at
Session’s end

Mindfulness Lesson
at Session’s End

1 Education about Trauma-Related Disorder Anxiety X X
2 Muscle Relaxation and Stretching with

Visualization
Anxiety X X

3 Applied Stretching with Visualization Protocol Anxiety X X
4 Flashback Protocol Anxiety X X
5 Education about Trauma-Related Disorder

and Modifying Catastrophic Cognitions
Anxiety and Trauma X X

6 Interoceptive Exposure I: Head Rotation Anxiety and Trauma X X
7 Interoceptive Exposure II: Hyperventilation Anxiety and Trauma X X
8 Education about Breathing and Its Use

for Relaxation
Anxiety and Trauma X X

9 Sleep Disturbance Anxiety and Trauma X X
10 Generalized Anxiety Disorder Anxiety and Trauma X X
11 Anger Anxiety and Anger X X
12 Neck-, Shoulder-, and Headache-Focused

Dysphoria and Panic
Anxiety and Anger X X

13 Other Somatic Symptoms and Associated Panic Anxiety and Anger X X
14 Cultural Syndromes and Ethnophysiology

Related to Anxiety: Closing
Anxiety and Anger X X

Note. The stretching modules differ by muscle group that is targeted. The mindfulness modules differ as well, with most teaching different types
of multi-sensorial awareness; some involve performing loving-kindness. The applied stretching is practiced just before the mindfulness lesson
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Figure 2. Nine dimensions of Culturally Adapted Multiplex CBT

3Adaptation of CBT for Traumatized South Africans
as shown in Figure 1): linking the rapidly beating heart to
positive memories. Multiplex CBT includes the cultural
adaptation diamond (Figure 3) to guide treatment
adaptation: Multiplex CBT increases acceptability and
positive expectancy by striving to make culturally appropri-
ate all the techniques it utilizes, for instance, by presenting
the treatment with culturally appropriate metaphors and
examples.

Though there is evidence of efficacy of CBT in
English-speaking nonethnic populations (e.g., Blanchard
et al., 2003; Cohen, Mannarino, & Murray, 2011), to date
no culturally sensitive CBT treatment exists for trauma-
tized South African indigenous groups, a group adhering
to a hybrid of Christianity and traditional beliefs. CBT
interventions and other psychosocial treatments exist for
other sub-Saharan African groups, such as traumatized
Figure 3. The cultural ad

Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
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Congolese, Sudanese refugees with PTSD, and depressed
Zimbabweans and Ugandans (Bass et al., 2013; Bere et al.,
2016; Chibanda et al., 2011; Nakimuli-Mpungu et al.,
2015; Neuner et al., 2004). Likewise, CBT treatments exist
for depressed South Africans with HIV (Andersen et al.,
2016). Investigating how CBT can be made culturally
acceptable to traumatized South African indigenous
groups is a key research and clinical task for several
reasons. South Africa has a high rate of traumatic events
such as criminal violence, stress, and sexual assault
(Human Rights Watch, 1995); consequently, PTSD is a
significant public health problem, particularly in lower
SES communities such as African indigenous groups
(Edwards, 2005). Complicating the providing of treat-
ment, South African indigenous groups (e.g., the Sepedi)
do not view mental illness such as the symptoms caused by
aptation diamond
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trauma (e.g., those of PTSD) as a psychobiological
phenomenon but rather as the result of supernatural
forces (e.g., curses and black magic). For this reason,
these groups tend to rely on indigenous healers for
recovery rather than on evidence-based therapies.

For a treatment trial, Multiplex CBT was adapted for
an indigenous South African population, namely, the
Sepedi group. The adaptation was based on our clinical
experience and that of this publication’s second author,
who has extensive experience working with this popula-
tion. In South Africa, indigenous groups are identified
mainly by language. For example, the “Northern Sotho”
South African group of the region of Mokopane may refer
both to the Sepedi (or “Pedi”) or Venda indigenous
groups but based on the language spoken among group
members, in this case, Sepedi, the exact group can be
specified. In this study the focus was the “Northern Sotho”
group living in Mokopane in the Limpopo province of
South Africa who are referred to as Sepedi (or “Pedi”).

To test the efficacy and feasibility of this culturally
adapted Multiplex CBT as compared to AMR, a random-
ized controlled pilot trial was conducted. The study took
place at the outpatient department of Mokopane Hospital
in the Limpopo province of South Africa. Participants
were recruited as a part of routine intake admissions
procedures at the hospital and through referrals from
other medical practitioners, and had to meet criteria for
current PTSD as determined by the Structural Clinical
Interview for DSM-IV. The intervention was delivered by a
clinical psychologist who had experience in working with
this population. Multiplex CBT offered substantial
benefits over AMR as demonstrated by large effect sizes
for PTSD (d = 2.11), anxiety symptoms (d = 2.41),
depressive symptoms (d = 2.25), and culturally salient
somatic symptoms and syndromes (d = 1.41). The study
(Jalal, Kruger, Hinton, in review) suggests that Multiplex
CBT was successfully adapted for the Sepedi. The current
article describes how Multiplex CBT was adapted for the
Sepedi group, and should serve as a guide for future
studies wishing to conduct CBT among South African
indigenous groups.

Culturally Sensitive Assessment: The Sepedi
Symptom and Syndrome Addendum

Research has found that most of the 17 PTSD criteria
outlined in the DSM–IV–TR (American Psychiatric Asso-
ciation, 2000), such as nightmares, startle, and vivid
unwanted recall of trauma events, are universal; but many
key symptoms and cultural syndromes that are part of the
trauma response in various cultural contexts are not
included in the criteria (e.g., de Jong & Reis, 2010; Hinton
& Lewis-Fernández, 2011). It is important to frame
treatment as addressing locally salient complaints of
concern because this increases engagement in the
Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
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treatment process and promotes positive expectancy
(Hinton & Jalal, 2014a, 2014b). These complaints include
typical DSM PTSD complaints, and other complaints as
well: culturally salient somatic symptoms and cultural
syndromes. Research suggests that many non-Western
groups have prominent somatic complaints, especially
those that have been traumatized, and that these somatic
symptoms are often attributed to cultural syndromes
(Hinton & Lewis-Fernández, 2011). These cultural
syndromes reveal local ideas about the working of the
mind and body, that is, the local ethnopsychology and
ethnophysiology. This knowledge may provide an effec-
tive and culturally acceptable way to educate about
trauma-related disorder.

As part of Multiplex CBT in a particular locality, it is
suggested that an addendum of key local symptoms
(particularly somatic symptoms) and syndromes be
created, what we call a Symptom and Syndrome Adden-
dum (SSA). This was previously done for a traumatized
Cambodian and Egyptian population (Hinton, Hinton,
et al., 2012; Jalal, Samir, & Hinton, 2017). Likewise,
research was conducted among the Sepedi to identify
prominent somatic complaints and cultural syndromes,
the Sepedi Symptom and Syndrome Addendum (Sepedi
SSA), shown in Table 2. The Sepedi SSA includes somatic
symptoms considered key indicators of disorder (see
Table 2), all of which are arousal-type somatic symptoms.
The Sepedi SSA also includes cultural syndromes fre-
quent among trauma victims in that cultural context
(Table 2), which are described below.

One Sepedi syndrome is “thinking a lot,” an important
syndrome among Sepedi members as well as among many
other cultural groups (for a review, see Hinton, Reis, & de
Jong, 2016; Jalal, Samir, & Hinton, 2017; on “thinking a
lot” in other sub-Saharan African groups, see Kidia et al.,
2015). “Thinking a lot” indicates the presence of
distressing rumination, and this rumination may involve
worry, depressive thoughts, obsessive-compulsive
thoughts, or trauma cognitions. In each cultural context,
the topics and associated ideas about the dangers of
rumination vary: “thinking a lot” in the Sepedi cultural
framework often includes rumination on thoughts of
being cursed by deceased ancestors and living family,
relatives, or neighbors. The Sepedi SSA also has a
depersonalization-type syndrome in which the person
feels like his or her body is that of someone else. There is
also a syndrome in which the person is said to be
“disorientated and confused.”

There are five syndromes that result from the Sepedi’s
strong and pervasive belief in supernatural forces like
ancestral spirits, blackmagic, and curses. In fact, attributing
trauma symptoms to black magic or spirit attack-like
possession is common in a global context (for a review,
see Hinton & Good, 2016). Many Sepedi believe that the
South African Indigenous Groups: Examples from Multiplex CBT
1016/j.cbpra.2017.07.003

http://dx.doi.org/10.1016/j.cbpra.2017.07.003


Table 2
The Sepedi Symptom and Syndrome Addendum (Sepedi SSA)

Somatic complaints Cultural syndromes

1. Nausea 1. Sleep paralysis
2. Neck Soreness 2. Fear of ufuka kwabantu or moya wa bahwileng (the spirit calls you)
3. Palpitations 3. Fear of amafufunyana or mafofonyane (spirit possession)
4. Dizziness 4. Fear of being curses or bewitched (boloi)
5. Cold hands and feet 5. Fear of being cursed by evil ancestoral spirits
6. Sore arms and legs 6. Disorientation and confusion
7. Weakness (low energy) 7. Depersonalization
8. Poor/increased appetite 8. “Thinking a lot” (e.g., about being cursed by group members)
9. Shortness of breath
10. Headache
11. Stomach ache
12. Heat in the head/heat in the body
13. Crawling sensations in the head and neck

5Adaptation of CBT for Traumatized South Africans
spirits of one’s ancestors may intervene and influence
events in the world. In South African indigenous culture
there is a strong emphasis on the impact of external forces
on the individual’s life. (In the social and personality
psychology literature, this is referred to as having an
external locus of control as opposed to an internal locus of
control [MacDonald, 1971]). That is, spirits are believed to
be partially or completely responsible for the unfolding of
events in the world, both positive and negative.

One Sepedi syndrome strongly related to supernatural
beliefs is sleep paralysis. Sepedi refer to sleep paralysis as
segatelelo (also pronounced segateledi), and consider sleep
paralysis to be causedby visitations fromancestral spirits or by
evil spirits sent by blackmagic (boloi). (Formore discussion of
sleep paralysis, see the section below on sleep disturbances.)
The term segatelelo, used to describe sleep paralysis symptoms,
indicates waking up from sleep but being unable to move,
wanting to scream but being unable to, feeling someone is
sitting on top of one, and/or seeing someone beside one.
And the term segatelelo also means “there is a witch behind
you,” so that experiencing sleep paralysis strongly gives rise to
the idea of assault. As an example of sleep paralysis
interpreted as segatelelo, one patient mentioned that she
had consulted a traditional healer about her sleep paralysis,
and that the healer had said that the cause was due to
“sleeping with the thokoloshe.”The indigenous SouthAfricans
believe thokoloshe to be dangerous hairy dwarf-like creatures
(sometimes referred to as a mix between a small animal and
human-like creature). They are thought to be created by the
black magic of a witch doctor who sends them to terrorize a
household and cause misfortune (poverty, divorce), illness
and death. The thokoloshemay even rape their victims at night
(bothmales and females), with the aimof causing separation
between husband and wife. To break the black magic curse,
some Sepedi members believe one can prevent future sleep
paralysis by putting one’s own urine on the face.
Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
for PTSD, Cognitive and Behavioral Practice (2017), http://dx.doi.org/10.
Another supernatural-type syndrome is the “fear of
being cursed by ancestors.” This fear specifically results
from the belief that ancestors are guardians and
protectors of the living, for instance, against misfortune
and afflictions. As such, one needs to have a good
relationship with one’s ancestors to enjoy health and
prosperity. When one’s deceased ancestors are ignored,
for example, when one fails to perform cultural and
religious rituals, the ancestors can become angry and
cause one to fall ill, develop misfortunes, or even die.
Another supernatural-based cultural syndrome is “fear of
ukufa kwabantu or moya wa bahwileng” (i.e., fear that the
spirits of the ancestors call you). This fear originates from
the belief that the spirits of one’s ancestors have
“designated” (or “called”) one to become a traditional
or indigenous healer; if one refuses this “calling” of the
ancestors one might become “mad.”

Two supernatural syndromes are focused on black
magic. Among traumatized Sepedi there is the great fear
that symptoms result from black magic (i.e., boloi). This
fear gives rise to the syndrome “fear of black magic by a
traditional practitioner.” Sepedi believe that people who
are jealous of one’s achievements and success (usually
neighbors and relatives) can resort to witchcraft to make
one mentally or physically ill. Bewitchment can be
brought about by slipping “poisonous” substances into
the person’s food or spreading it around the person’s
house. The Sepedi also believe that bewitchment may lead
to spirit possession, and that the possessed will display
symptoms of “madness” that include tearfulness, anxiety,
aggressiveness, amnesia, and talking in the voice of the
“demon.”Unsurprisingly, the Sepedi fear spirit possession
(e.g., by a demon) a great deal, which is known as
amafufunyana or mafofonyane. Given its prominence, “fear
of amafufunyana or mafofonyane” was assessed as another
syndrome.
South African Indigenous Groups: Examples from Multiplex CBT
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6 Jalal et al.
Normalizing and Creating Positive Expectancy
About Treatment

Positive expectancy about treatment is a major
predictor of positive outcome in both pharmacological
and psychological studies (for a review on the placebo
effect, see Price, Finniss & Benedetti, 2008). It has been
shown that culturally adapted treatments have increased
effect sizes, and this seems to be through framing the
treatment in terms of the patient’s own understanding of
the disorder (Benish, Quintana, & Wampold, 2011). As
noted above, specifically framing the treatment as
addressing key symptoms of concern is one way to create
positive expectancy and increase adherence to treatment.

It is also important to address stigma about the
disorder itself and about getting treatment. One way to
normalize treatment and to increase positive expectancy
is to use local cultural expressions for PTSD that are not
stigmatizing. Such a term for indigenous South Africans
of the Sepedi group is “mutsiko wa muhumbulo” or “kgatelelo
ya monagano,” which literally means “the time when your
problems started to affect your head.” This term is not
stigmatizing, and at the same time descriptive of the
symptoms that are experienced. Among some South
African indigenous groups such as the Sepedi there is no
word for “mental illness” or PTSD, and psychological
conditions are simply identified by symptoms. “Having
problems with the head” is a common descriptive label for
trauma symptoms for the Sepedi that has become a
nonstigmatizing label for this condition.

Although PTSD symptoms may be labeled as “prob-
lems with the head,” which is nonstigmatizing, it should
be remembered that such labels could be attributed to
Figure 4. The clinical encounter as the negotiation of four types of exp

Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
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many causes, including supernatural curses. As such, the
psychological etiology must be explained to the patient.
For instance, one should explain that the symptoms
experienced that are labeled as “having problems with the
head” are not due to bewitchment or curses but rather to
anxiety and depression, thereby normalizing the disorder.

Another way to normalize the treatment and create
positive expectancy is to do explanatory model bridging by such
means as depicting CBT principles in terms of locally salient
practices, metaphors, proverbs, and analogies (Figure 4;
Hinton & Jalal, 2014b; Hinton, Lewis-Fernández, Kirmayer,
& Weiss, 2016; Jalal, Samir, & Hinton, 2017; cf. to cultural
bridging as proposedbyHwang,Wood,Lin,&Cheung, 2006).
Explanatory model bridging is a key aspect of cultural grounding
of CBT (Hinton & Jalal, 2014b; Hinton, Lewis-Fernández,
Kirmayer, & Weiss, 2016; Jalal et al., 2017). The goal is to
bridge the different models of the disorder as depicted in
Figure 4. One can explain the treatment in terms of the
Western model of the disorder as well as local models.

Explanatory model bridging can also be done by using
bridging analogies (i.e., analogies of CBT principles to local
practices), bridging metaphors (i.e., local metaphors that
depict CBT principles), or bridging proverbs (i.e., local
proverbs that depict CBT principles). For example, when
introducing Multiplex CBT, its many components are
compared to the making of a special local dish that
involves multiple culinary steps; this comparison is given
in order to promote positive expectancy and to teach
patience about the time frame of improvement. For
indigenous South Africans, one can use the food analogy
of tshidzimba or sekgotho (a famous South African dish) that
requires multiple steps to prepare. In making the dish you
first have to boil the beans until they become soft; then
lanatory models: The core task of explanatory model bridging.

South African Indigenous Groups: Examples from Multiplex CBT
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7Adaptation of CBT for Traumatized South Africans
you add another type of bean, next maize as well; and
then you boil them all together, resulting in the final dish
of tshidzimba or sekgotho. This dish-preparation metaphor
naturalizes treatment, and it teaches the patient that the
treatment process takes multiple steps and requires
patience, similar to cooking. Such a comparison empha-
sizes the importance of completing all parts of the
treatment, and may increase credibility and positive
expectancy as well as adherence.

Moreover, the treatment should incorporate as much as
possible the local practices of the culture that may be
effective according to CBT principles. That is, the treatment
and traditional healing methods can be explained in terms
of basic CBT principles, and vice versa. This is done by
describing analogous traditional practices; that is, there is
explanatory model bridging through evoking analogous
practices—through analogizing with traditional therapeutic
forms. Another example of explanatory model bridging
would be to present culturally appropriate metaphors or
proverbs that represent CBT principles.

Culturally Appropriate Education About PTSD: The
Example of the “Inner Child”

Educating patients about trauma symptomatology is
another key part of Multiplex CBT. One metaphor used
to educate about trauma and teach about triggers of
trauma recall is that of the “inner child,” an analogy for
the brain’s limbic system (for the “inner-child” metaphor
used in therapy and in self-help literature see Bradshaw,
2013; Capacchione, 1991; Chopich & Paul, 1990). This is a
form of explanatory model bridging in which a patholog-
ical state and its resolution is analogized to a common life
event, what might be called a disturbance-and-resolution
analogy. It is metaphor or analogy that promotes positive
expectancy (Jalal et al., 2017), as well as distancing.

The “inner child”metaphor is introduced in Multiplex
CBT in the following way. It is explained that an “inner
child” keeps thinking about the trauma, is continually
frightened by it, and that when reminded of the past, this
“inner child,” feels angry or sad and may experience
somatic symptoms such as a rapidly beating heart. It is
then suggested to the patient that the “inner child” be
soothed. As mentioned above, the local co-author and
collaborators have found that indigenous South African
culture emphasizes the role of external influence on the
individual’s life: regarding many events in life to be due to
spiritual forces. Thus this inner child analogy introduces a
very different conceptualization of psychological and
somatic distress.

In the clinical experience of the local co-author and
other local collaborators, indigenous South Africans have
a greater tendency towards literal thinking. Therefore,
using the “inner child” analogy among these groups may
be problematic. For example, in the current study when
Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
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this analogy was used several patients understood this as
an actual “person” living inside of them or as a type of
demon. In particular, some patients misinterpreted the
“inner child” to be a “zombie-like dwarf”—a thokoloshe.
These creatures are thought to go around the villages
doing mischief and terrorizing people. Consequently,
during treatment with the Sepedi we clarified that the
“inner child” should not be considered to be “a separate
person” but rather an “inner part” of oneself; and that it is
meant simply as an analogy, not to be understood literally.
We have encountered similar issues in Egypt, although
not as frequently, where patients understood the “inner
child” to be a “non-present third person,” and where
similar clarifications were needed (Jalal et al., 2017).

Teaching Mindfulness and Attentional Control to
an Indigenous South African Population

Several aspects of mindfulness were adapted to the
cultural group in question (on our conceptualization of
mindfulness and its adaptation, see Hinton, Pich,
Hofmann, & Otto, 2013; Hinton, Ojserkis, Jalal, Peou, &
Hofmann, 2013). Mindfulness techniques are a key part
of third-wave behavior therapies, including Dialectical
Behavior Therapy (DBT; Linehan, 1993), Mindfulness-
Based Cognitive Therapy (MBCT; Segal, Williams, &
Teasdale, 2002), and Acceptance and Commitment Ther-
apy (ACT; Hayes, Strosahl, & Wilson, 1999). These
therapeutic approaches encourage mindfulness of internal
experiences and stress acceptance instead of changing
negative internal sensations and thoughts (Brown,
Gaudiano, & Miller, 2011; Herbert, Forman, & England,
2009). One aspect of meditative practice entails focusing
attention on chosenmeditative objects (Wallace, 2005) and
attending to positive thoughts (Gethin, 2011), maintaining
a certain cognitive frame (Jalal, 2016, 2017). Such
meditation could be described as a kind of attentional
practice. Mindfulness as conceptualized in Multiplex CBT
teaches the importance of attentional focus (Hinton, Pich,
et al., 2013; Hinton, Ojserkis, et al., 2013). That is, how the
attentional object determines mood, and the fleeting
nature of mood. It also teaches the importance of shifting
attention to in-the-moment experiencing of occurring
events and focusing on events in the sensorial surrounding,
including ambient sounds or visual images like the
movement of leaves in the wind (which also involves
sound) or that of clouds in the sky.

Multiplex CBT employs several strategies to promote
attentional-shift ability, and to teach the patient to move
the mind away from negative cognitions like worry to a
positive attentional object. For example, Multiplex CBT
uses a “television” (TV) analogy comparing mood state to
watching a particular TV channel, where one can switch
between different channels (attentional objects and mood
states). It is explained that if one watches something
South African Indigenous Groups: Examples from Multiplex CBT
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unpleasant one will feel bad, and conversely watching
something pleasant will make one feel good. Patients are
encouraged to tell the “inner child” to switch to another
channel as that will create a better and more adaptive
mind-mood state. Themeta-message here is that the chosen
attentional objects changes mood and the mode of
processing.

When comparing TV channels to mood states, it is
important to choose culturally salient examples. For the
Sepedi, an example of a TV channel that might make
them feel poorly is one broadcasting news about violent
crime in South Africa, a major ongoing issue. As an
example of a TV channel that might make indigenous
South Africans feel good, one could mention soap operas;
for example, the Sepedi are especially fond of watching
the soap opera called “Generations” (Muvango). To teach
the effect of attention on mood, the good feeling one has
when watching a soccer match can be used as an example
(in South Africa local soccer is very popular and draws big
crowds). In the treatment, it is specifically mentioned how
when one’s team (e.g., the soccer teams Pirates or
Sundowns) wins, one has a happy mood and when
one’s team loses, a sad mood, and that if one just paid
attention to the losses, one would feel poorly indeed.

Another culturally appropriate way one may teach the
key role of attentional focus on emotion is to compare
attentional focus and mindfulness to the intense atten-
tional focus and emotion centeredness that is part of daily
worship rituals. As noted, religiosity and the belief in
spiritual forces is a major component of indigenous South
African culture, where the majority of people engage in
daily worship such as prayer (supplicating to God) and
repentance (asking God for forgiveness). Many indige-
nous South Africans also attend church congregation
where they listen to sermons and sing worship songs. The
therapist may instruct patients to shift their attention to a
positive object when in a negative emotional state; and
further explain that such attentional shifting requires
sustained attentional focus and emotion centeredness
analogous to that used when engaging in worship.

Another meditation technique taught in Multiplex
CBT in order to promote positive emotion and conduct
attentional training is the performance of “loving
kindness.” (We consider “loving kindness” to be a form
of mindfulness; see Hinton, Pich, et al., 2013; Hinton,
Ojserkis, et al., 2013). To perform loving kindness, the
patient spreads “loving kindness” to all beings (e.g., at any
given time such as during daily tasks like commuting
home from work), first directing loving kindness to him-
or herself. For indigenous South Africans similar to other
Christian cultural groups (e.g., Latinos; see, Hinton,
Rivera, et al., 2012), the patient “imagines that love is
flowing from one’s heart, like a bright, warm light” and
“imagines the warmth and light going from one’s heart in
Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
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all directions.” (In contrast to this, for Southeast Asian
andMuslim cultural groups that value cooling metaphors,
water imagery is used.) This loving kindness meditation
technique seemed to be well received among the Sepedi,
a concept consistent with their belief in ubuntu or botho (a
shared bond of empathy between all human beings and
emotional “inseparability” from others). Patients report
that such mindfulness helps them focus on the positive in
others instead of just focusing on the negative traits.

Another way Multiplex CBT improves attentional
control is by promoting psychological flexibility (i.e., the
ability to adjust to each circumstance and avoid mental
and emotional rigidity). This promotes the ability to
shift between attentional frames (Hinton, Pich, et al.,
2013; Hinton, Ojserkis, et al., 2013). Flexibility is
promoted in many ways by Multiplex CBT. One way is
by having the patient focus on a mental image represent-
ing flexibility (this also provides a “good” attentional
object). As one example, indigenous South Africans cook
outdoors using real fire, which provides an ideal
opportunity for such flexibility training: the patient is
asked to carefully notice how flames of fire move and
dance with each breeze when they cook food. As many
indigenous South Africans cook outdoors daily, such
flexibility training can be done regularly to promote
continued cognitive and emotional flexibility. Patients
easily understood this analogy. (This is another example
of the cultural grounding of CBT.)

Modifying Catastrophic Cognitions in an
Indigenous South African Group

In Multiplex CBT the therapist aims to address the
culture’s ethnophysiology and cultural syndromes and
modify related catastrophic cognitions. The Sepedi SSA
helps to address catastrophic cognitions as it is used to
identity key areas of concern. For the Sepedi it was
explained that anxiety symptoms like dizziness and cold
hands and feet are just anxiety symptoms and not caused
by spirit possession (amafufunyana or mafofonyane) or
black magic (boloi); and that such anxiety and somatic
symptoms does not mean there is a “problem with the
head” (mutsiko wa muhumbulo or kgatelelo ya monagano) of a
serious type. And for the Sepedi it was explained that
shortness of breath will not cause heart problems and that
shortness of breath is not due to problems with the head
(mutsiko wa mahambulo or kgatelelo ya monagano) that are
caused by a curse or other types of black magic (boloi);
that shortness of breath can come from an anxiety-caused
manner of breathing such as breathing from the chest;
and that shortness of breath that comes from anxiety is
not dangerous.

Because many patients report that they are concerned
that their symptoms may have been caused from having
been cursed, explaining that these symptoms come from
South African Indigenous Groups: Examples from Multiplex CBT
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anxiety is very therapeutic. For example, one patient
mentioned that she was afraid that she was “bewitched”
owing to her somatic symptoms such as shortness of
breath and that this concern kept her from going back to
school or socializing with neighbors; after the therapist
normalized the symptoms (e.g., shortness of breath) she
felt more in control and able to approach her neighbors
without fear. To help address fears about heart racing, the
treatment uses an exercise analogy. It is explained to the
patient that people often engage in exercise with the goal
of having their heart go fast to exercise it and to make it
healthy, and that anxiety-caused tachycardia is a kind of
exercising of the heart. For indigenous South Africans,
one may give the example of playing soccer (popular in
South Africa), an exercise that leads to breathlessness and
to the fast pounding of the heart.

During the treatment it was found that indigenous
South Africans were greatly relieved when such culturally
generated catastrophic cognitions were modified. This is
particularly so because the catastrophic cognitions tend to
make the patients feel helpless and disempowered (a type
of “learned helpless”; see Seligman, 1972); especially
catastrophic cognitions about being possessed by ances-
tors or demons, being the victim of black magic, or being
cursed by ancestral spirits. For instance, one patient, when
told that her symptoms were not caused by black magic
(boloi) but rather by muscle tension and anxiety,
experienced great relief and expressed that she was
pleased to know that she could now attempt do something
about her symptoms and so no longer felt helpless. By
addressing these supernatural-type catastrophic cogni-
tions, there was a shift from an “external locus of control,”
in which the person feels helpless and overwhelmed by
external supernatural forces to an “internal locus of
control,” in which the person feels empowered to play an
active role in their own recovery process.

In the experience of the local co-author and collabo-
rators, and based on experience of the current study,
dizziness seems to be one of the most common somatic
symptoms for South Africans. Multiplex CBT addresses
catastrophic cognitions, educating about how it is caused
by anxiety. Interoceptive exposure is used to reduce fears
of dizziness and create positive associations. During head
rolling the patient is told to conjure to mind a traditional
spinning game popular among South African children
known as tshadzunguluwe. During tshadzunguluwe a child is
spinning while surrounded by children who are singing
and clapping their hands. Eventually the spinning child in
the middle may feel dizzy, singing and clapping him- or
herself, sometimes falling down while laughing. In a
different version of the game, an older child holds a
younger child’s hands and swings that child around and
so causes dizziness. Positive re-associations to dizziness are
further promoted by mentioning that these sensations
Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
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can be fun, and by then giving the example of driving a
taxi down the hills or the mountains, which many
indigenous South Africans consider to be enjoyable to
the point of producing a kind of giddy dizziness. During
the treatment it was found that by mentioning these
games and experiences, patients were able to link their
symptoms to a positive memory and so reduce both
anxiety and somatic complaints. Using these local
examples is another form of treatment localization, of
cultural grounding.

Addressing Sleep-Related Phenomena

Multiplex CBT devotes one session to addressing sleep
and sleep-related phenomena, including nightmares,
sleep paralysis, and nocturnal panic. In many cultural
contexts, PTSD-caused dreams have extensive meanings.
Dreams may be considered the visitation of a deceased
person and an indication that the dreamer is in a
physically and spiritually vulnerable state (Hinton, Field,
Nickerson, Bryant, & Simon, 2013; Jalal & Hinton, 2013).
Among the Sepedi (and inmost South African indigenous
cultures), dreams have powerful symbolic meanings. For
example, dreams can contain a warning of a future
disaster or of future good fortune: if in a dream someone
sees him- or herself engaging in heavy meat or water
consumption that may mean that a close friend or family
member may soon die. Especially dreams about ancestors
carry important symbolic meanings. For instance, seeing
one’s deceased grandmother could be interpreted as a
warning that the dreamer must go and visit the ancestors’
graves to perform various cultural rituals; ignoring this
dream could result in great misfortune.

In Multiplex CBT, catastrophic cognitions about
nightmares are addressed, including explaining that
somatic symptoms such as palpitations or shortness of
breath that are caused by dreams are not dangerous. For a
South African indigenous group such as the Sepedi, the
therapist should additionally emphasize that such somatic
symptoms caused by dreams are not due to problems with
the head (mutsiko wa muhambulo or kgatelelo ya monagano)
caused by a curse. Given indigenous South Africans’
supernatural beliefs, it is especially important to normal-
ize catastrophic cognitions about spiritual issues. One
should mention to the patient that the nightmares do not
indicate black magic, ancestral curses, or spirit possession,
and rather that the nightmares are related to trauma and
will improve with treatment.

Moreover, sleep paralysis is common among trauma-
tized populations, and sleep paralysis is often accompa-
nied by horrifying hallucinations of ghost-like figures
(Jalal & Ramachandran, 2014, 2017). Sleep paralysis is
frequently understood as a dangerous supernatural
experience in various cultural contexts, and unsurpris-
ingly associated with great distress and anxiety (Jalal &
South African Indigenous Groups: Examples from Multiplex CBT
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Hinton, 2015; Jalal, Romanelli, & Hinton, 2015). For
example, among Cambodians, sleep paralysis is attributed
to horrifying visitations by various malevolent beings,
including those killed in the Cambodian genocide
(Hinton et al., 2005), and among Egyptians, as an attack
by the Jinn, a spirit-like creature thatmay terrorize its victims
(Jalal, Simons-Rudolph, Jalal, & Hinton, 2014). High rates
of sleep paralysis have been found among non-Caucasians
(Jalal & Hinton, 2016) such as African-American groups in
the United States (Paradis & Friedman, 2005), Cambodian
refugees (Hinton et al., 2005), and Egyptians (Jalal &
Hinton, 2013).

Based on the experience of the local co-author and
collaborators, and the study itself, sleep paralysis seems to
be a common condition among South Africans indige-
nous groups and to be greatly feared, considered to often
cause death. As discussed in the section on the Sepedi
SSA, the Sepedi refer to sleep paralysis as segatelelo (also
pronounced segateledi), and consider sleep paralysis to be
caused by visitations from ancestral spirits or by evil
spirits sent by black magic (boloi). In our CBT for the
Sepedi, the cultural meaning of the attack is explored
with patients, and fears about sleep paralysis are
addressed by explaining that sleep paralysis is common,
is not dangerous to one’s health in any way, and is like
sleeping while awake (Jalal, 2016, 2017). It is important to
normalize spiritual-related fears of sleep paralysis, for
instance, by emphasizing that the event does not indicate
an attack by ancestral spirits or demons, or represent a
visit from an ancestral spirit warning the person about a
Figure 5. Worry–PTSD multiplex model: Application to worry (To simpl
model is not shown here)
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forthcoming event. And patients are told that the
episodes are related to trauma and will ultimately get
better with treatment.

Addressing Worry and Generalized
Anxiety Disorder

Uncontrollable worry is a central part of the trauma
pathology among refugees and in ethnic populations
(Hinton, Nickerson, & Bryant, 2011; Hinton, Rivera, et al.,
2012). Worry topics include finances, health (e.g., about
illnesses and local cultural syndromes), spiritual assault,
housing, and living in dangerous localities. Trauma
victims tend to have difficulty disengaging from worry,
which may generate arousal such as mental symptoms
(e.g., poor attention), somatic symptoms, and panic, and
then arousal and its symptoms may give rise to catastroph-
ic cognitions and trauma recall. Many traumatized groups
seem to have the rapid induction of somatic and
psychological distress by many cues including worry, a
predisposition that might be been called “arousal
inducibility” (see Hinton, Nickerson, et al., 2011). The
multiplex model (Figure 1) highlights the role of “worry”
as a trigger of distress episodes, and see Figure 5 for a
depiction of the multiplex model focused on worry and
PTSD, the worry–PTSD multiplex model, as it applies to
the case of the Sepedi. The multiplex model (Figure 5)
illustrates how worry is generated and worsens distress
and PTSD (Hinton, Pich, et al., 2010). Each cultural
group (and person) has a unique set of worry topics as
well as worry-induced somatic symptoms, catastrophic
ify the presentation, the emotion regulation part of the multiplex
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cognitions, and trauma associations (e.g., Hinton, Rivera,
et al., 2012; Jalal et al., 2017). (Another reason for the
focus on “worry” in the treatment is that “thinking a lot” is
a key syndrome across cultural groups; the techniques
used to address “worry” are generally effective for that
syndrome because “thinking a lot” likewise has rumina-
tion as a key aspect.)

Based on the multiplex model, therapeutic interven-
tions are made for worry. In Multiplex CBT, worry topics
are elicited. Eliciting worry themes promotes the thera-
peutic alliance between patient and therapist because the
patient feels understood. Ideally the causes of worry are
addressed, including economic or housing problems; a
public health–oriented CBT would aim to eliminate in a
community the broader sources of distress (Figure 3). In
Multiplex CBT, catastrophic cognitions about worry and
worry-induced distress (e.g., somatic symptoms) are
elicited and modified, as well as trauma associations to
worry and worry-induced distress. In the attempt to lessen
worry and its effect, the treatment also teaches several
emotion regulation techniques such asmeditation (Roemer,
Orsillo, & Salters-Pedneault, 2008) and PTSD (Follette,
Palm, & Pearson, 2006). Mindfulness, such as “sensorial
mindfulness,” in which one attends to ambient events
including events in nature such as leaf movement, keeps
the mind from engaging in rumination; and it keeps the
mind from catastrophic cognitions and trauma ideation by
providing an alternative attentional object. Mindfulness
also improves the ability to distance from current mental
content (on mindfulness and its clinical utility, see Hinton,
Pich, et al., 2013).

Teaching Anger Management

Anger, another disorder of arousal, is a major
treatment focus of Multiplex CBT (Hinton, Rasmussen,
Nou, Pollack, & Good, 2009). As described above,
loving-kindness meditation is part of Multiplex CBT, a
technique that may be effective in decreasing anger (for a
review, see Hofmann, Grossman, & Hinton, 2011). There
are several ways to frame anger management to make it
more culturally acceptable in an indigenous South
African context. In Multiplex CBT patients are informed
that anger will make them miss out on many good things,
for instance, nature events: the movement of leaves, the
sunshine, a beautiful sunset, or how the snowflakes dance
and swirl in the wind (this also encourages sensorial
mindfulness).

To explain the negative effects of anger, in Multiplex
CBT patients are informed that when they are angry they
may not notice dangerous aspect of their environment.
The example is given of driving a car when angry: when
angry at another driver, the driver puts all the attentional
focus on that other driver, and may easily end up causing
a car accident or hitting an innocent child crossing the
Please cite this article as: Jalal et al., Adaptation of CBT for Traumatized
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road. As many indigenous South Africans do not drive but
rather use taxis for commuting purposes, the therapist
can change the example to reflect this reality. Patients can
be told that when they are taking a taxi, if the taxi driver is
angry he may easily end up hitting someone walking in
front of the car. This may promote empathy and shared
concern, and is consistent with the philosophical concept
of ubuntu or botho (as described above). Moreover,
another common mode of commuting for indigenous
South Africans is walking on foot, sometimes long
distances. As such, the treatment uses the following
culturally appropriate example to highlight the possible
harm of anger: if angry while walking on a road, one may
accidently walk in front of a car and get run over. These
are cognitive frames that help emotion regulation.

Culturally Indicated Transitional Rituals

Multiplex CBT encourages cultural transitional rites at
the end of the treatment to increase positive self-imagery,
the sense of treatment efficacy, and positive expectancy.
As examples of such transitional rituals, there are steam
bath rituals among Cambodian refugees, Vietnamese
refugees, and certain American Indian groups (Silver &
Wilson, 1988). For an Egyptian population with Islamic
beliefs, the purification ritual known as wudhu can be
used, that is, ritualistic washing of the face, arms, and feet;
and ghusl, that is, a ritualistic washing of the entire body
(Amer & Jalal, 2011; Jalal et al., 2017). While some South
African indigenous groups may not have specific transi-
tional rites per se, they often celebrate personal triumphs
with other group members, for instance, by sharing a
favorite meal with friends and family members. This is
again part of the spirit of ubuntu or botho, and the idea of a
shared bond with others. By so doing, patients celebrate
their accomplishment and indicate to themselves, family,
and friends that they are entering into a new phase in
their lives. Such celebration gives the patient a sense of
closure and a positive feeling of transformation, promotes
positive changes in self-image, and creates a sense of
positive expectancy for the effects of treatment (Hinton,
Rivera, et al., 2012).

Case Examples
Case 1

Tshegofatso is a 23-year-old engineering student from
the Mokopane region of South Africa, and a Sepedi group
member. Her trauma resulted from an armed robbery
that occurred in the home of her fiancé. He was shot
during the incident and she was sexually assaulted. As she
waited for the ambulance to arrive for an extended
amount of time, her fiancé bled out; he was declared dead
on arrival at the hospital.

Initially Tshegofatso had symptoms of severe trauma,
including frequent nightmares and flashbacks, and
South African Indigenous Groups: Examples from Multiplex CBT
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experienced intense sadness and symptoms of dissociation.
She often referred to her deceased fiancé in the first
person, and refused to take off her wedding ring.
Tshegofatso also reported that she felt “pain in the
heart,” feared being HIV positive, and feared having
“kgatelelo ya monagano” (i.e., problems with the head). Her
anxiety was aggravated by the fact that her in-laws insisted
that the reason for the attack and ultimately her fiancé’s
demise was “boloi” (i.e., bewitchment); that is, the two had
been bewitched because of jealousy of being about to
graduate and earn a lot of money. Tshegofatso was afraid
that she too was bewitched and that harm soon would
come her way. She therefore approached a traditional
healer—a “sangoma”—for some sotho or dihlare tsa setsho
(i.e., traditional medicine). However, she felt that the
“cleansing ceremony” (sotho) did not help her at all, and in
fact symptoms only got worse.

During the first session, the entire treatment was
compared to tshidzimba or sekgotho, a traditional South
African dish that requires multiple steps to prepare, and
those steps were described. Mentioning of this dish
brought back positive memories for Tshegofatso who
remembered her grandmother cooking tshidzimba or
sekgotho during special occasions when she was young.
This helped her link the treatment to a positive feeling
and image, making her more willing to learn about
the treatment steps. During the first session, Tshegofatso
was also relieved to know that her psychological and
somatic symptoms did not mean that she was having
kgatelelo ya monagano (i.e., problems with the head) or
that she was cursed by ancestors or affected by boloi
(i.e., bewitched), and that those symptoms would improve
with treatment.

Tshegofatso at first felt threatened by the “inner child”
analogy that was used to educate about trauma, and the
idea that “it” was “living” inside of her. But when told that
the “inner child” was not a thokoloshe (dwarf-like creature
that terrorizes people) she felt at ease. Also given her
beliefs in ubuntu or botho (i.e., a type of emotional unification
of all human beings), she had difficulties grasping the
metaphor of a separate “person” living inside of her, with
distinct thoughts and emotions. Thus the expression
“inner child” was not used, but rather “inner mind,”
which she readily accepted.

Tshegofatso benefitted greatly from the techniques
that aimed to teach the influence of attentional object on
mood. For example, to keep her mind off worries, she
decided that she would start watching her favorite soap
opera on TV, namely “Generations.” Her new “habit” of
putting her mind on something positive to keep her from
worrying prompted her to engage in joyful activities more
often. Tshegofatso was also fond of performing
loving-kindness meditation as this practice is consistent
with her own beliefs in ubuntu or botho.
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After treatment, Tshegofatso reported being happier,
being able to think peaceably about her deceased fiancé,
and no longer feeling afraid of dying or being cursed by
black magic. She completed her degree, and in general
seemed more optimistic about the future. After treat-
ment, Tshegofatso’s scores on a measure of trauma
symptoms, namely, the PTSD Checklist (PCL; Weathers
et al., 1993), had dropped from 57 to 22, and her score on
the culturally sensitive measure of somatic and cultural
syndromes, the Sepedi SSA, from 37 to 5.
Case 2

Sophy, a 27-year-old shop assistant from the Mokopane,
is a Sepedi group member. Her trauma resulted from
being sexually assaulted by two young men when she
walked home from work. She suffered a miscarriage after
the incident, which added to her trauma. Sophy’s
psychological symptoms included nightmares, hypervig-
ilance, low appetite, insomnia, depersonalization, anger
and irritation, and repetitive thoughts about the trauma;
and her somatic complaints included palpitations,
dizziness, and shortness of breath. Sophy also told us
that she feared having boloi (i.e., bewitchment). For this
reason, her family felt that she should see a traditional
healer (or sangoma) to get sotho or dihlare tsa setsho
(i.e., traditional medicine). Sophy had also become
increasingly anxious believing that her somatic symptoms
meant that she was experiencing kgatelelo ya monagano
(i.e., problems with the head).

During treatment Sophy’s catastrophic cognitions
about having mutsiko wa mahambulo or kgatelelo ya
monagano (i.e., problems with the head) were addressed.
It was explained that her symptoms were due to muscle
tension and anxiety, and would get better with treatment.
Sophy was relieved to know that her symptoms did not
mean that she was bewitched (having boloi) as that had
made her feel helpless. Sophy was also concerned about
her dizziness and shortness of breath, and feared she was
going “mad.” These symptoms were treated by interocep-
tive exposure and associations to positive imagery. The
treater described a South African game called tshadzun-
guluwe that entails spinning until you become dizzy,
singing and clapping. The mentioning of tshadzunguluwe
had a positive effect on Sophy, and her anxiety about
dizziness and shortness of breath decreased. Finally,
Sophy was taught about psychological and emotional
flexibility in multiple ways. This included using the flame
analogy: she was asked to carefully notice how the flames
move and dance with each breeze when she cooks food
outdoors, as an example of how her mind too could be
flexible. This flexibility metaphor resonated well with
Sophy. In addition, this image comforted her as she
had memories of her cooking with her mother as a child,
South African Indigenous Groups: Examples from Multiplex CBT
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and thought of how the warmth of the fire could bring
coziness on a cold night.

After completing treatment, Sophy’s somatic com-
plaints were significantly less. She felt more empowered in
her relationships and at work, and also reported that she
was now more assertive and felt more in control of various
aspects of her life. Overall, she mentioned being able to
live a more fulfilling and happy life. Sophy’s scores on the
PCL had dropped from 61 to 25 from pre- to posttreat-
ment, and her score on the Sepedi SSA had dropped from
29 to 7.

Conclusion

This article illustrates how Multiplex CBT was adapted
for a South African indigenous group, the Sepedi. The
article described the cultural grounding of CBT, its
localization (for details on cultural grounding, see Hinton
& Jalal, 2014b; Hinton et al., 2016; Jalal et al., 2017). The
treatment is based on a general model of psychopathol-
ogy, the Multiplex Model of Trauma-Related Disorder
(Figure 1). The treatment emphasizes somatic processing
and emotion regulation and is particularly appropriate
for populations with multiple somatic complaints and
comorbidities. In Multiplex CBT, there are nine main
treatment dimensions (Figure 2), with one dimension
being the cultural adaptation diamond (Figure 3). The
cultural adaptation diamond can be used to help make
any treatment culturally appropriate.

One dimension of the cultural adaptation diamond is
culturally sensitive assessment, for example, of local
idioms of distress and catastrophic cognitions. The
current article describes local somatic complaints and
cultural syndromes assessed in the Sepedi SSA. Another
dimension of the cultural adaptation diamond is address-
ing worry, which Multiplex CBT does, guided by a special
multiplex model (Figure 5). In accordance with another
aspect of the cultural adaptation diamond, positive
expectancy was increased: by using nonstigmatizing
terms for psychopathology, framing the treatment as
addressing the SSA items, and using the analogy of the
many steps to produce a favorite local dish. Explanatory
model bridging (Figure 4) was described, which has
multiple therapeutic effects including increasing positive
expectancy.

This article also discusses how localization can be
promoted through taking into account local ideas about
psychology: how the “inner child” analogy (a metaphor
for the limbic system) that educates about trauma had to
be modified for a South African indigenous population
owing to the literal interpretation of such a metaphor. As
another example of localization, the article illustrates how
catastrophic cognitions may be addressed in a culturally
sensitive way: eliciting and addressing catastrophic cogni-
tions to dizziness and making positive associations to
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dizziness by re-associating to local dizziness-inducing
games and other positive experiences. As further exam-
ples of localization, culturally appropriate ways to teach
anger management and target sleep-related problems are
detailed. A cultural transitional ritual was used at the end
of the treatment to give a sense of positive transformation,
to create positive self-imagery, and to promote positive
expectancy.

Future research needs to explore the applicability of
Multiplex CBT and the current adaptation model to other
South African and sub-Saharan African indigenous
groups. Future research should explore the therapeutic
usefulness and validity of the Sepedi SSA items (though
the items do have face validity), and assess the psycho-
metric qualities of the addendum and its items—for
example, sensitivity to change across treatment, factor
loadings, correlation to other measures of psychopathol-
ogy. Future studies need to further examine the clinical
utility of explanatory model bridging and cultural
grounding more generally, and to examine the accept-
ability and feasibility of individual treatment components
such as loving-kindness practice. To increase scalability,
models such as integration with traditional healing
practices should be explored. And to increase scalability,
Multiplex CBT should be administered by therapists
having less education than the treater in the current study
(in fact, the intervention is so designed [ Jalal et al.,
2017]). Finally, to broaden public health impact, future
research should test whether a shorter version of the
treatment is efficacious, and whether a transdiagnostic
version is efficacious (a shorter transdiagnostic version of
the treatment is currently being piloted; Hinton & Jalal,
unpublished).
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