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Foreword

A systematic understanding of positive human development and behavior did not 
originate with Western psychology of the 20th and 21st centuries. A rich source of 
well-formulated positive psychology is found in Asian religions that go back more 
than 2500 yrs. Most major Asian religions have at their core a psychology little 
known to the millions of their followers, but articulated well by monks, gurus, yo-
gis, erudite people, and health professionals (e.g., Nikhilananda, 1942). Two Asian 
psychological principles of virtuous ways of life are presented here briefly. First, a 
most complex laid-out psychology is classical Buddhism, called Abhidharma (San-
skrit word), which lays out the principle that every action is motivated by under-
lying mental factors that are positive and negative (Govinda, 1961); this system 
could be linked today to the stress-diathesis model of protective and risk factors 
(Benard, 1995). Second, in Hinduism, the notion of dependency in human develop-
ment is viewed positively through the constructs of bond, bondship, and kinship 
(Sinha, 1968). Using Seligman’s (2002) theory of positive psychology, the exercise 
of bonding may be interpreted as interpersonal and social signature strengths, lead-
ing to positive emotions, engagement, and meaning, and resulting in happiness and 
the promotion of well-being.

In Buddhism (Narada, 1968), factors in adulthood that interfere with medita-
tion in spiritual practice or concentration in occupational work are unhealthy, while 
those that facilitate the mind’s focus are healthy. This means that to attain a healthy 
mental state, unhealthy mental states are replaced with their corresponding polar 
opposites. In the hierarchy of healthy factors, cognitive factors come first. Insight 
is the central healthy state that suppresses delusion, the fundamental unhealthy fac-
tor. The essential partner of insight is mindfulness, and the presence of these two 
factors is sufficient to suppress all unhealthy factors. When there is a thought of a 
negative action, the twin factors of modesty (opposite of shamelessness) and discre-
tion (opposite of remorselessness) act as preventative forces, both always connected 
with good judgment (called rectitude). Confidence is self-belief based on correct 
perception. The configuration of healthy cognitive factors of modesty, discretion, 
rectitude, and confidence together produce good behaviors, as judged by both per-
sonal and social standards.
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The configuration of healthy affective factors of nonattachment (opposite of 
greed/egoism), connectivity (opposite of aversion), impartiality (opposite of envy), 
and composure (opposite of frustration) together replaces an acquisitive or reject-
ing attitude with an even-mindedness toward whatever object might arise in one’s 
awareness. Another cluster of positive factors have both physical and psychologi-
cal effects and are: buoyancy (opposite of pessimism), pliancy (opposite of inflex-
ibility), adaptability (opposite of tightening/contraction), and proficiency (opposite 
of low mental and physical energy) prevent depression and make one adapt physi-
cally and mentally to changing conditions, meeting whatever challenges that may 
arise. Peterson and Seligman (2004) stated, “missing in the resilience literature is 
any discussion about which protective factors are relevant for whom, under what 
stressful circumstances, and with respect to what desirable outcomes” (pp. 79–80). 
It appears that Abhidharma of Gautama Buddha (536–438 B.C) identified the pro-
tective factors of resilience for common, everyday folks who are challenged by 
the limits of the body, senses, and mind that when overcome attain liberation from 
limits.

In Hinduism, another major Asian religion, the ideal of lifespan development 
emphasizes continuous dependency relations. In the extended/joint family, young 
children occupy a special status of spiritual innocence and are rarely exposed to 
prolonged frustration. They are continuously gratified bodily and reassured emo-
tionally, especially by their mother. Through such parental dynamic, children are 
conditioned in the dependency relationship. The early permissiveness instills a 
foundation of belonging, self-worth, and safety. Subsequently, at the start of school, 
severe discipline follows to instill self-restraint, social harmony with siblings and 
classmates, and above all, commitment to the family. Discipline also teaches the 
control of anger and aggression. Particular social relations are observed with par-
ents, aunts, uncles, grandparents, siblings, and cousins. Each relative is addressed 
with a respectful title based on the relative’s birth order or kinship through mar-
riage. Each stage of a person’s development marks a new network of dependency 
relations. Each dependency relation is chracterized by a more or less rigid inherent 
relational status.

Old age prescribes dependency on children, who are morally obligated to pay 
back their parents. Filial piety is mutual exchange and ensures the full cycle of 
reciprocity. The goals of human development are satisfying and continuous depen-
dency. Sons and daughters realize their social identity in a lifespan prolongation of 
their original state of dependency. Relationships among family members provide a 
model of positive interactions in all areas of life, work, and society, including lead-
ership, as well as rationales with inherently religious meanings.

As these examples illustrate, positive psychology can be traced to the ancient re-
ligions of Buddhism and Hinduism, just as it can be located in the early 20th century 
existentialism and humanism, in counseling psychology’s prevention approach, and 
in postmodernism, each with its own constructs of wellness. The credit, however, 
goes to Seligman in the 1990’s and early 21st century for branding it and placing it 
within the American Psychological Association’s (APA) policy (2006) of evidence-
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based practice. It’s exciting to read psychologists in this book, influenced by Selig-
man, to be focusing on strengths of racial, ethnic, and other marginalized people, 
which make them resilient against challenges. The authors resist explanations of 
psychopathology related to “cultural deficits/disadvantages” and/or low environ-
mental resources of minority children, adults, and the elderly. The universalistic 
assumption within American positive psychology is a sweeping generalization and 
has been corrected by the chapter authors with their understandings of group- and 
development-specific positive factors.

With regard to multicultural psychology, whose goal is the empowerment of 
racial, ethnic, and diversely identified minorities, Leong, Pickren, and Tang’s chap-
ter, A History of Cross-Cultural Clinical Psychology (in this book), brought to my 
mind Martin Luther King, Jr.’s Invited Distinguished Address at the 1967 Annual 
Convention of the American Psychological Associations. King said that psycholo-
gists who do individual therapy treat clients diagnosed with “Adjustment Disorder” 
(defined as the development of clinically significant emotional or behavioral symp-
toms in response to an identifiable psychosocial stressor or stressors [American 
Psychiatric Association, 2000]). However, King challenged that the goal of therapy 
is to help clients become “well-adjusted” to the social world around them. As King 
(1967) put it:

You who are in the field of psychology have given us a great word. It is the word “malad-
justed.” This word is probably used more than any other word in psychology. It is a good 
word; certainly it is good that in dealing with what the word implies you are declaring that 
destructive maladjustment should be eradicated. You are saying that all must seek the well-
adjusted life in order to avoid neurotic and schizophrenic personalities. But on the other 
hand, I am sure that we all recognize that there are some things in our society, some things 
in our world, to which we should never be adjusted….We must never adjust ourselves to 
racial discrimination and racial segregation. We must never adjust ourselves to religious 
bigotry. We must never adjust ourselves to economic conditions that take necessities from 
the many to give luxuries to the few. We must never adjust ourselves to the madness of 
militarism and the self-defeating effects of physical violence. (pp. 9–10)

King argued that for psychologists to make a meaningful contribution to people’s 
mental health, they would have to find ways to help ordinary citizens develop their 
capacity for what King called “creative maladjustment nonconformity” (King as 
cited by Carson, 1995, p. 319). King’s fundamental argument was that psycholo-
gists who are actively engaged in healing society are themselves creatively malad-
justed, who model creative nonconforming behaviors to their clients to cope with 
racism.

Like King, Michael Lerner (1998) said, “Most therapists don’t understand the 
social conditions which lead to so much pain in personal life, so they are unlikely 
to be able to uncover meaningful ways for individuals to deal with those social 
conditions” (p. 325). Clinical psychology is symptom-focused than etiologically-
focused, which can discount the impact of context and social inequities on a client’s 
life. While Lerner admits that therapy can help people be less self-destructive, he 
also points out that “these benefits mostly fit into the category of ‘learning to cope 
with an oppressive reality’” (p. 329). Like King, Lerner argued that most psycholo-
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gists unwittingly play a restraining/repressive role in society because they squander 
the opportunity to foster the strength of social justice advocacy in their clients, col-
leagues, and the organizations they serve. As Lerner put it:

Lacking a sense of social causality, most therapists interpret the frustrations of family and 
personal life as individual failings. Instead of bringing their clients to an understanding of 
the larger social forces that shape their individual experiences, therapists implicitly suggest 
that the problems are individual in scope, and can be adequately solved by changes in indi-
vidual psyches or through changes in their family systems. (p. 323)

In the present book, I found chapter authors refer to common strengths across 
American cultural minorities that are context-based, e.g., social network support, 
extended family composition, watchful parents and older relatives, religiousness 
or spiritual practice, guidance of cultural traditions and beliefs, and preference for 
racial, ethnic, or cultural identity. Group-specific strengths have also been identified 
by the authors.

Group specific strengths for African Americans include the enduring self-esteem 
and resilience of children and adolescents (see also APA, 2008) and the religious 
coping of the elderly. Respect for tribe/nation membership, spiritual practice, and 
cultural elements of healthcare are strengths of American Indian and Alaska Na-
tive adults. For Asian Americans, children’s strengths include the maintenance of 
group harmony, parental engagement, educational values for achievement, and bi-
culturalism that is inclusive of ethnic identity; adults abide by their collectivistic 
worldview, and the elderly feel secure in their family cohesion and peer support. 
For European Americans, children have a strong sense of purpose, an internal locus 
of control, social privilege, and the security of having membership in the domi-
nant society; adults are cognitively involved, productive, and directed by positive 
help-seeking attitudes; the elderly are change-oriented, adaptable, educated, and 
engaged, and, therefore, have many resilience factors. For Latinos, their children’s 
strengths are familismo values, bicultural competence that is inclusive of ethnic 
identification, and bilingualism; these strengths continue through adulthood, while 
for the elderly, who are first-generation immigrants, Hispanic cultural values and 
religion play important roles.

Both common and group-specific cultural strengths need to be utilized in treat-
ments with racial, ethnic, and cultural groups to increase their general life satisfac-
tion and mental health. The adaptation of mainstream therapies to specific cultural 
groups will increase the treatment efficacy of particular mental disorder presenta-
tions (e.g., Jackson et al. 2006; Shen et al. 2006). In a meta-analysis, Griner and 
Smith (2006) found that interventions that were based on a theory and on research 
of a specific culture were found to be almost twice as effective as interventions that 
did not consider race and/or culture.

The word “particular” in the previous paragraph is added emphasis because the 
individual, who varies in abiding by his or her culture owing to acculturation and/
or personal temperament is given as much importance as the individual’s universal 
humanity and membership in a race, ethnicity, culture, or local context. Accord-
ing to Sue (1998), clinicians who are multiculturally competent are scientifically 
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minded and have skills in dynamic sizing. In other words, they are in the practice 
of making cultural hypotheses on the status of a particular client, including know-
ing when to generalize and when to exclude the experience of others in client case 
conceptualization and treatment. Thus clinicians are able to adopt treatment models 
to be sensible and acceptable to their individual minority clients.

Professor of Clinical Psychology Gargi Roysircar, EdD.
Director, Multicultural Center
for Research and Practice
Antioch University New England
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Preface

We conceived the idea behind this book several years ago in the midst of growing 
interest in positive psychology. As researchers trained in clinical psychology, we 
were both excited by this movement; we believed that a balanced focus on both 
strengths and weaknesses represented a more constructive stance than the histori-
cally predominant view, which focused on pathology and illness. Yet, we noticed 
two key shortcomings. First, we noticed that much of the early positive psychology 
movement involved little appreciation for situating people’s behaviors in the con-
text of their sociocultural environment. That is, much of the work was spoken by, 
and for, mainstream whites. Perhaps it was because both of the current co-editors 
of the present work are of varying Korean backgrounds (and one of us raising a son 
whose other parent is African American), that this struck us as an obvious limitation 
if this movement was to be truly inclusive. Second, we did not feel that positive 
psychology took a complete view of being human across the full lifespan. Indeed, it 
again seemed too narrowly focused on addressing questions about how adults may 
seek and live a more purposeful life, with little attention at the time to children and 
older adults. It was from these concerns that we began discussing a need to offer 
a high-quality work that would address these shortcomings. Our aim was to offer 
readers an opportunity to appreciate the diverse richness and challenges of human 
behavior across the full lifespan, from childhood to late adulthood, across diverse 
racial/ethnic groups. The consequence of our discussions was a unique opportunity 
to join with a remarkable group of collaborators in putting together the present 
work. It is out of their collective passion and purposeful effort to expand and enrich 
our understanding of human potential that we hope readers of the present volume 
will be inspired, as we are, to take a more complex and nuanced view of themselves 
and others.

Ann Arbor, MI   Edward C. Chang
Kokomo, IN Christina A. Downey
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In 1998, nearing the end of his presidential term at the American Psychological 
Association, Martin Seligman raised a public call for a new focus in psychology, 
what he referred to as a positive psychology (Seligman 1998). Then, in January of 
1999, Martin Seligman invited several up and coming researchers to join him and a 
few senior colleagues to discuss what a positive psychology may look like in both 
theory and action. The first author was one of those fortunate to have been selected. 
We gathered in a small town in sunny Akumal, Mexico, and for several days and 
nights, we shared our thoughts and experiences of what a bold new psychology may 
look like. What was not questioned was the potential value of establishing such a 
psychology in the field. Now, nearly a decade later, the results of those early discus-
sions have not only impacted the imagination of thousands of individuals, but they 
have also come to bear fruit in the form of hundreds of journal and book publica-
tions, confirming the interest and value of positive psychology in our world.

The Value of Positive Psychology: A More Balanced 
Approach to Understanding Ourselves

Positive psychology is both new and old. On the one hand, the formal emergence of 
positive psychology linked to Seligman’s presidential call for a change in the way 
we have approached psychology is without a doubt a more recent event (Seligman 
and Csikszentmihalyi 2000). Early therapists like Sigmund Freud initially began 
not with the facilitation of positive functioning, but with the dampening of negative 
functioning, namely, reducing neuroses. On the other hand, positive psychology 
may be, as some have noted, an approach that has always been present in psy-
chology (e.g., Bohart and Greening 2001; Jahoda 1958; McCullough and Snyder 
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2000; Rathunde 2001). That is, a focus on the positive aspects of being human, 
including studies looking at self-actualization (Maslow 1962), creativity (Gardner 
1988), intelligence (Sternberg 1985), positive regard (Rogers 1961), meaning/pur-
pose (Frankl 1946/1962; Wong and Fry 1998), love (Sternberg and Grajek 1984), 
hope (Snyder et al. 1991), optimism (Scheier and Carver 1985), striving (Emmons 
1986), and well-being (Diener 1984; Ryff and Keyes 1995), just to mention a few, 
have always been part of the psychological landscape. Additionally, within clinical 
psychology, one might argue that much of the driving force behind the development 
of prevention and treatment efforts in mental health over the past 63 years (Leahey 
1997), itself, represents our basic appreciation of what positive psychology seeks to 
foster in practice, namely, more and better ways of living for all. Either way, what 
has been distinctly achieved by the positive psychology movement in recent years 
has been to push the field to develop more concerted and balanced efforts looking 
at both risk and resiliency factors in the study of human behavior. No longer is it 
sufficient to only look at the etiologies of weakness and dysfunction if we do not 
also consider etiologies of strength and well-being (Peterson and Seligman 2004; 
Ryff 1989, 1995). In that regard, the present volume is a product of this important 
and, perhaps, renewed initiative to gain a more inclusive understanding of human 
behavior.

Linking Positive Psychology and Race/Ethnicity Across  
the Lifespan

As researchers have recently discussed, notions of race and ethnicity is neither a 
simple nor easy task (Cokely 2007; Ponterotto and Park-Taylor 2007; Quintana 
2007). Yet, the editors of this volume, as both researchers and clinicians who have 
long been concerned about issues of race and ethnicity in psychology, were both 
surprised and puzzled that the export of positive psychology to the study of men-
tal health in diverse racial and ethnic groups has yet to form a substantive area of 
inquiry. To be fair, however, there are several reasons for the slow link-up between 
positive psychology and mental health among diverse groups. First, as noted earlier, 
those working with mental health issues have focused largely on studying psycho-
pathology from the practical standpoint of treatment and intervention and thereby 
have concentrated on negative psychology, although often implicitly addressing 
some positive psychology issues (American Psychiatric Association 2000). Indeed, 
the goals of many interventions are to identify negative, maladaptive, and dysfunc-
tional thoughts, feelings, and behaviors and replace them with positive, adaptive, 
and functional thoughts, feelings, and behaviors. In that regard, most interventions 
can be seen from the standpoint of a positive psychology framework. Second, it is 
quite common for researchers to be interested in bottom-up approaches that are so 
inclusive that they border on universalistic or biological models of human behavior. 
For example, models of personality that emerged in the USA, namely the Five-Fac-
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tor Model (FFM) of personality, were assumed to be applicable to the understanding 
of all human behavior (McAdams 1992; Widiger 2005). Yet, there is not sufficient 
evidence that the FFM can be applied in other cultural contexts (Benet-Martínez 
and John 1998; Schmitt et al. 2008; Wu et al. 2000). Similarly, some researchers 
have used a more biological framework (Plomin et al. 2003) to explain personality 
and mental health. However, even then, biological factors are influenced by envi-
ronmental contexts and experiences. Furthermore, even with models that appear 
to be contextual, they have at times been applied almost universally. As noted by 
Jensen and Hoagwood (1997), “most diagnostic constructs and their measures have 
been downwardly adapted from models of adult psychopathology. By and large, 
these models are descriptive, static, unidimensional, and provide relatively little 
context” (p. 231).

Third, and relatedly, because no single compelling model of positive psychol-
ogy exists, it has been difficult for researchers to apply top–down strategies in a 
manner that would generate reliable and informative findings and implications for 
considering race/ethnicity. For example, different researchers have focused on dif-
ferent character strengths and virtues (Chang and Sanna 2003; Peterson et al. 2007; 
Snyder and McCullough 2000). Even when one considers a commonly assumed 
core virtue like optimism, different approaches to conceptualization and assessment 
have emerged in the literature (Chang 2001). Fourth, it has only been in recent 
years that we have seen an explosion in the accessibility and use of online surveys. 
No longer are researchers with limited funding support geographically paralyzed 
to only solicit and study individuals in their local environment. Lastly, given that 
positive psychology represents a relatively new emphasis, it may simply be a matter 
of being patient as it begins to naturally spread its influence across more and more 
domains. Again, our point is not to excuse the slow appreciation of race and ethnic-
ity in positive psychology, as much as it is to energize and encourage it through the 
present volume.

Understanding Positive Psychology Across  
the Diverse Life Span

Beyond the import of positive psychology to the study of mental health among 
diverse racial and ethnic groups, another major disconnect that continues to exist 
is one involving development across the entire life span. Today, as it was true more 
than two decades ago (Sears 1986), much of psychological research and theory con-
tinues to be heavily drawn from studies of young adults. Indeed, even a quick scan 
of the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text 
Revision (American Psychiatric Association 2000) makes clear its greater emphasis 
on adult disorders, over disorders found in children (e.g., conduct disorder) and in 
elderly (e.g., dementia). However, this does not imply that children and elderly are 
without challenges. Alternatively, the strengths children and elderly exhibit may be 
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quite different in type and kind from those manifested during adulthood. Therefore, 
this volume highlights and details some of the basic challenges and strengths of dif-
ferent age groups across the lifespan.

However, even within a given age group, there is much diversity. Clearly, the 
challenges that face a young African American child may be dramatically different 
in quality and quantity from those faced by a European American child. But, per-
haps, just as important for our understanding is an appreciation of how challenges 
faced by African American children look different from those of African American 
adults, and still more different from those of African American elderly. Similarly, 
although often overlooked, Asian Americans, Latino Americans, and Native Ameri-
cans have their share of significant challenges and unique strengths. This is not to 
imply that similarities do not exist, but we wish to also highlight differences across 
the lifespan, which have historically been overlooked. Thus our goal was not to 
exclude but add to the extant literature by identifying possible points of important 
differences, which are important for theory, research, and practice.

Overview of the Present Volume

The present volume is organized into five major sections. In Sect. I, Leong, Pickren, 
and Tang take a very thoughtful and thorough look at the history of cross-cultural 
clinical and counseling psychology. The purpose of this chapter is to challenge uni-
versalistic assumptions about mental illness and treatment; to provide a brief histor-
ical overview of clinical psychology and the application of the field to minorities; 
and to discuss the progression of different models of mental health in minorities. 
By providing a history of how clinical psychology has approached the issues of cul-
ture, race, and ethnicity in the USA, the authors hope that the lessons learned from 
our collective past will guide psychologists toward a more enlightened science and 
practice, one not subjected to personal and cultural biases.

Sections II–VI discuss positive psychology and mental health challenges in vari-
ous racial/ethnic groups (presented alphabetically). Section II presents information 
on positive psychology and African Americans. In Chap. 3, Thompson, Briggs-
King, and LaTouche-Howard look at African American children. They provide 
insight on challenges for this group, such as exposure to violence, maltreatment/
punitive parenting, and limited access to mental health services in African Ameri-
can children. Perhaps less noted are the strengths of this group, including extended 
social supports, appropriately restrictive parents, and robust self-esteem. Often, we 
do not necessarily pay attention to both the challenges and strengths and only focus 
on one or the other, but the authors of this chapter provide a comprehensive over-
view of this cohort. The authors also discuss the need to recognize the diversity 
among African American children while identifying and addressing the needs of 
those children most at risk. Chapter 4, authored by Neighbors, Hudson, and McK-
eever Bullard, highlights African American adults and mental health. The writers 
discuss racial segregation, social support, and John Henryism as both challenges 
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and assets. Their discussion integrates culture and context in an exploration of the 
coping mechanisms African Americans use to alleviate the harmful effects of racial 
discrimination on mental health. Additional recommendations are also detailed, in-
cluding a need to further examine the association between socioeconomic status and 
depression and African Americans’ unique cost of mobility in their endeavors for 
higher socioeconomic status. Lastly, in Chap. 5, Mills and Cody-Rydzewski present 
information on mental health issues among African American elderly. They note so-
cial inequality and racial discrimination as major challenges to the maintenance of 
mental health in this group; and extended family, social support, and religiosity as 
strengths contributing to resiliency. Finally, the authors discuss directions for future 
research and practice, including an examination of over diagnosis and under diag-
nosis in older African American adults, the prescription of antipsychotic medica-
tions, admission and attrition rates, and implications for mental health practitioners.

Section III focuses on mental health in American Indians and Alaskan Natives. 
In Chap. 6, Friesen et al. describe the application of Practice-Based Evidence (PBE) 
to understanding outcomes of strengths-building programming in American Indian/
Alaska Native youth. This chapter describes the strong current emphasis on Evi-
dence-Based Practice (EBP) in community programming as positive, but limited, 
particularly when little research has been done on the efficacy of particular program 
components for specific groups. The authors argue for greater recognition of PBE 
among, for example, funding agencies which support programs for culturally di-
verse youth. They describe the development of their PBE approach, the principles 
that guided the effort, and some findings resulting from their work. In Chap. 7, 
Garrett, Portman, Williams, and Grayshield discuss how issues such as widespread 
health problems, low education, economic disparity, and intergenerational grief 
and trauma challenge the maintenance of mental health among American Indian 
(AI) and Alaska Native (AN) adults. These authors also identify social factors, such 
as acculturation, that make AI/AN adult populations vulnerable to mental health 
problems. The authors emphasize how cultural traditions and beliefs, particularly 
regarding respect for tribe/nation membership, family membership, and spiritual 
practice, serve to preserve wellness in this group. These authors make a number 
of recommendations, including enhancing research on how cultural beliefs may 
promote positive functioning, particularly among AI/ANs living in rural areas (such 
as on reservations). In Chap. 8, Roman, Jervis, and Manson present information on 
psychological issues among older AI and AN adults. Major challenges in this group 
include sociohistorical factors, environmental factors, and barriers to help-seeking, 
while several significant strengths for Native American and Alaskan Native elders 
consist of support systems, ethnic and cultural identity, and spirituality. In this chap-
ter, Roman, Jervis, and Mansonalso provide recommendations for capitalizing upon 
these strengths in order to address the challenges faced by Native elders, including 
the importance of engaging community networks in the research process and incor-
porating Native cultural elements into biomedical mental healthcare. The chapter 
then concludes with recommendations for future research, including the need to 
develop culturally relevant instrumentation and methods specific to this population.
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Section IV highlights the integration of positive psychology and race in Asian 
Americans. Chapter 9 by Liu and his colleague’s present information on mental 
health issues in Asian American children, focusing on cultural orientation and mi-
nority-related experiences as challenges toward the maintenance of mental health, 
as well as strengths contributing to resilience in this group. Specifically, interde-
pendence concerns, maladaptive perfectionism, acculturative stress, heightened 
family conflict, discrimination, and the model minority stereotype are discussed 
as major challenges; and temperament related to maintaining group harmony, par-
enting behavior, values bolstering academic success, biculturalism/integration, and 
ethnic identity are mentioned as Asian American children’s strengths. The authors 
of this chapter then recommend ways through which we can draw upon the assets 
of Asian American youth to encourage resiliency and overcome vulnerabilities in 
adjustment. In Chap. 10, Meyer, Dhindsa, and Zane elaborate upon mental health 
issues in Asian American adults, focusing on challenges and strengths that impact 
members of this group. The authors address challenges first, describing research 
findings on the relations between mental health on the one hand, and prejudice and 
discrimination, migration and acculturative stress, and family conflict (particularly 
conflicts perpetuated by intergenerational differences in acculturation) on the other. 
Strengths which serve to bolster Asian American adult resilience include collectiv-
istic cultural values, social networks such as family and community institutions, and 
ethnic identity. These authors make recommendations for greatly increased research 
on the relations between these phenomena and mental health among Asian Ameri-
cans, with particular attention needed to how these factors impact help-seeking for 
mental health issues. Chapter 11, authored by Moon and Cho, extends the discus-
sion of mental health among Asian Americans into the older adult stage of life. 
These authors present detailed background information on what is known about the 
most prevalent mental health problems in this population, and identify widespread 
stigmatization of mental health problems, lack of knowledge about these diagnoses, 
and underutilization of available mental health services as major challenges to the 
maintenance of positive mental health in this group. Personal and social strengths 
such as family cohesion and companionship, religion and spirituality, and invest-
ment in strong peer support are key strengths that these authors feel buttress mental 
and emotional wellness among older Asian Americans. These authors make a num-
ber of research and practice recommendations, but draw particular attention to the 
need to understand better how members of this group fundamentally conceptualize 
mental health.

Section V looks at the integration of positive psychology and mental health for 
understanding European Americans. First, in Chap. 12, Baker, Crowl, and Grant 
examine European American children and provide a review of their history. They 
discuss the group’s challenges of limited familial support systems, media expo-
sure, and internalized feelings of racial superiority but also bring to discussion their 
strengths of sense of purpose, familiarity with the dominant culture, socioeconomic 
status, internal locus of control, and authoritative parenting style. The authors ad-
ditionally make future recommendations to garner a more comprehensive picture of 
European American children’s experience. Because of European Americans’ status 
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as the privileged majority, they have primarily been used as a comparison group 
for other racial groups, leaving the specific needs of European American children 
to have been underrepresented in the mental health literature. Next, Chap. 13 by 
Downey and D’Andrea concentrates on European American adults. The authors fo-
cus on poverty, traumatic experience, and alcohol abuse as major challenges to the 
maintenance of mental health in this group; and access to health care, willingness to 
seek assistance for mental health issues, and selected cognitive factors as strengths 
contributing to resilience. Given our racially pluralistic society, the authors make 
recommendations for the continuation of research on European American racial 
identity and its relation with mental health and disorder, which is frequently un-
derstudied. Finally, in Chap. 14 McCulloch, Lassig, and Matzek outline mental 
health issues for older adults and provision specific information where appropri-
ate concerning older European Americans. They detail issues such as dementia, 
depression, suicide, and anxiety but also cover resilience factors including stable 
intellectual functioning, capacity for change, productive engagement, education, 
resilience, and adaptability. These authors discuss our general lack of awareness for 
“Whiteness” and how being European American affects aging and mental health, 
and the authors recommend an increase in awareness of the positive outcomes for 
mental illness treatment among elders.

Section VI focuses on Latino American mental health and positive psychology. 
In Chap. 15, Gonzales, Germán, and Fabrett discuss Latino youth in America, exam-
ining challenges such as family and community poverty, immigration and cultural 
adaptation, minority status, and discrimination. They also detail important cultural 
strengths, including traditional Latino familism values, ethnic identity, and bicul-
tural competence. Finally, the authors make recommendations for more diverse and 
sensitive services that focus on the central role of family, strong ethnic identity, and 
bicultural competence. Next, Chap. 16, written by Alegría, Mulvaney-Day, Woo, 
and Viruell-Fuentes, presents information on mental health topics in Latino adults. 
Major challenges for this group include socioeconomic status, mental health service 
use, and access to mental health care. In contrast, important strengths contributing to 
resilience include family support, biculturalism, bilingualism, and nativity. Unique 
to this chapter, the authors examine data from the National Latino and Asian Ameri-
can Study (NLAAS) to describe in detail what is known about Latino adults’ mental 
health and to highlight key themes on resilience factors. The authors then compare 
the rates of mental health disorders of NLAAS Latinos with non-Latino Whites 
from the National Comorbidity Survey Replication using a combined dataset of the 
two studies to illustrate these themes. Then in Chap. 17, Applewhite and Gonzales 
discuss mental health issues in Latino American older adults, highlighting commu-
nication difficulties, acculturative stress, and service utilization as major challenges 
to the maintenance of mental health in this group. They then discuss family, cultural 
values, and religion as strengths contributing to resilience in this group. Finally, 
these authors detail ways in which Latin American older adults’ cultural strengths 
can be engendered more effectively toward increasing overall mental health.

Finally, Sect. VIII presents a conclusion, where in Chap. 18, Downey presents a 
model of developmental mental health called the Expanded Transactional Model, 
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which attempts to argue that racial group membership can be significant in bio-
logical, cognitive, and affective development over the lifespan. The model has been 
shown to have potential for identifying individuals at risk for pathology and for 
making culturally appropriate, positive, individual or systemic interventions to alter 
the trajectory of development. In this chapter, research techniques and examples are 
described, and recommendations for future recommendations and policy are made. 
This chapter seeks to motivate researchers and practitioners to consider their work 
within the larger theoretical context of development and to inspire further work in 
this regard.

Concluding Thoughts

In summary, this volume presents current knowledge of mental health issues in 
different racial, ethnic, and age cohorts. Each chapter vividly illustrates the ver-
ity that individuals from different groups have different needs, as well as different 
strengths. It additionally provides a succinct overview of the history of clinical and 
counseling psychology and presents a thoughtful and integrative model of develop-
mental health.

The purpose of this work is to provide a unique integration of several emerg-
ing foci in the literature we have seen, namely an appreciation for the etiology and 
course of mental health and illness and the identification and facilitation of posi-
tive aspects and desired outcomes that may look different for different groups. It 
is no longer sufficient to examine the etiologies of illness alone, but we must also 
consider the etiologies of well-being. Therefore, our hope is to inspire and stimu-
late further research in multicultural and multiracial mental health, with particular 
hopes that we will see the emergence of new approaches and models representing 
the synergy of mental health, positive psychology, and development. Indeed, we 
are hopeful that the byproduct of this future research involving the synergy of de-
velopmental, positive, and multicultural/multiracial psychology will lead to more 
useful interventions that are more sensitive and match the contexts and conditions 
of authentic people living in a diverse society with differing resources and vulner-
abilities (Paul 1969). Indeed, we hope that this work will be of use to clinicians, 
researchers, students, and others who wish to garner a more inclusive understanding 
of the diversity of human behavior across the lifespan.
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In American Samoa, a person may be said to be suffering from ma’ipopole or worry 
sickness if he/she becomes involved in a conflict that seems intractable to solution 
or, conversely, becomes very happy about an impending event. This worry sickness, 
which can take many forms, reflects the deep social interrelatedness of Samoan 
culture (Clement 1982).

The “cure” for ma’ipopole usually comes from the passage of time or when a 
new situation arises that demands attention, though in some cases the sufferer may 
talk his worry over with his pastor, family, or close friends. This simple example 
illustrates two truths about mental health and culture. One, we cannot assume that 
the nosology of mental disorders found in DSM-IV is sensitive to issues of cul-
ture, despite the inclusion of a category of “culture-bound syndromes.” (This term, 
culture-bound syndromes, is evidence of a deep privileging of Western norms about 
what constitutes mental disorder and begs the question of whether all disorders or, 
at least, nosologies of mental disorders, are not culture-bound.) Two, treatment of 
individuals suffering from mental illness may take many different forms and may 
not involve a therapeutic session with a professional. Yet, a historical perspective on 
the development of clinical psychology in North America reveals a science-based 
profession predicated upon universalist assumptions about both illness and treat-
ment. To what extent this now applies in other cultures and places is an open and 
important question. In our age of globalization and migration, there are active ef-
forts to export the North American approach to diagnoses and treatment worldwide.

In this chapter, we trace the development of clinical psychology in the twentieth 
century. We first offer a brief overview of the field, then discuss the application of 
the field with racial and ethnic minorities prior to the 1960s in the United States. We 
then offer an account and analysis of the dynamic era of encounter, challenge, and 
change that began to emerge by the mid-1960s. In this era, models of mental health 
and illness about racial and ethnic minorities were articulated by mainstream clini-
cal and developmental psychologists. These models were challenged by a growing 
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cohort of psychologists who were members of racial and ethnic minority groups. 
These psychologists countered with models predicated on a different view of hu-
man beings. We recount how out of these encounters and challenges, organizational, 
institutional, and personal transformations occurred. We review the evolution of 
different dominant models so that by the end of the twentieth century in North 
America, there were new practices and scholarship related to mental health that 
were based on multidimensional and multicultural notions.

Clinical Psychology in North America: Even the Patient 
was White

As is so often the case in American psychology, the name of William James is 
linked to the early development of abnormal psychology and its treatment in 
America. Along with other first generation pioneers (1890–1920) in the medico-
psychological field, James was fascinated by what he termed exceptional mental 
states and what they indicated about human consciousness and functioning. James 
was a member of the Boston School of Abnormal Psychology, which, along with 
other psychotherapeutic efforts, such as the Emmanuel Movement, represented an 
indigenous American approach to theory and treatment (Caplan 1998). The Em-
manuel Movement grew out of a collaboration between clergy at Boston’s Em-
manuel Church and Boston physicians to provide therapy and counseling services 
based upon both science and religion. The movement had a brief period of success 
between 1906 and 1910 and laid the foundation for the later development of pas-
toral counseling. So when Sigmund Freud’s methods of psychoanalysis began to 
circulate in America, there was already a tradition of direct psychological treatment; 
some American practitioners simply incorporated aspects of Freud’s approach (Tay-
lor 1999).

By the late 1930s, the meaning of the term “clinical psychology” had begun to 
move from its initial primary reference to school-based problems to its more con-
temporary meanings. As America entered World War II, psychologists were using 
helping skills in a variety of settings, including school guidance offices, homes for 
the mentally retarded, psychiatric settings, and psychotherapy offices (Benjamin 
1997; Finch and Odoroff 1939; Napoli 1981). For the purposes of this chapter, what 
and where were the applications of psychology in settings where race or ethnicity 
was a factor?

Guthrie (1998), in his now classic study, Even the Rat Was White, pointed out 
that psychology was quite popular in Historically Black Colleges and Universi-
ties (HBCUs). Black college students typically did not have access to mainstream, 
predominantly White graduate programs in this era, and only a few HBCUs had 
graduate programs in psychology. As Guthrie pointed out, the practical needs of 
Black communities and schools often dictated that college graduates return home 
and apply their skills to these needs. So, African American graduates, with either 
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the BA or MA, did use psychology to address mental health, counseling, and guid-
ance needs of Black students and Black community members. But, given that the 
doctoral degree was adopted very early as the standard credential of the American 
psychologist (not the norm in other countries then or now), these Black practitioners 
have been left out of the mainstream historical narrative. It was in this era that the 
first dominant model of cultural differences was formulated: the deficit model.

The Deficit or Inferiority Model

Supported by Darwin’s (1859) work on the heritability of traits and hierarchical 
perspective on diversity and Gobineau’s (1915) writings on the superiority of the 
Aryan race, both psychiatry and psychology developed in a cultural and profes-
sional context that assumed that the White male was at the apex of the evolutionary 
ladder by way of its’ perceived dominance in culture and intelligence. Non-White 
races were believed to be in the relatively immature adolescent stages of develop-
ment, and thus were considered to be inferior.

The assumption of inferiority initially precluded consideration of the so-called 
“primitive” people (non-Whites) from the insanity designation. During the early 
ninetieth century, insanity was viewed as resulting from the demands that civiliza-
tion put on the person. Thus, insanity was thought to be rare in countries where civi-
lization was believed to be not yet fully developed, such as China, Turkey, Spain, 
and Mexico (Esquirol 1938). The “primitive societies” were considered to be with-
out culture or ethics, thereby placing no demands on their citizens. The “advanced” 
European civilization, in contrast, demanded organization and mental production 
from its citizens (Krafft-Ebing 1879). The insane were believed to be those who 
had a mental weakness that made the demands of civilization overwhelming for 
them. With the spread of colonization, it was observed that rates of mental illness, as 
well as infectious diseases, tended to increase among the native “primitive people.” 
The proliferation of disease represented support for the beliefs that civilization was 
harmful to the “primitive man.” When “madness” was detected among non-White 
civilizations, it was understood as reflective of cultural depravity (Raimundo Oda 
et al. 2005). Moreau de Tours (1843) observed that eastern Mediterranean people 
tended to only confine the aggressive and dangerous patients while the remaining 
mentally disturbed were cared for by family within their home. Moreau interpret-
ed this culturally different behavior as evidence for insanity being a “sacred evil” 
among Eastern cultures.

During the turn of the century when neurological theories of human function-
ing gained popularity, Western science again used its science to justify racism and 
asserted that African Americans had smaller frontal lobes, resulting in “more de-
veloped inferior mental faculties such as smell, sight, manual ability, corporeal 
sense and melody, while whites, on the other hand, would have developed higher 
mental faculties such as self-control, ambition, ethical and aesthetic sense and rea-
son” (Bean 1906 as summarized by Raimundo Oda et al. 2005, p. 163 ). After the 
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abolition of slavery in the USA, some American authors wrote that rates of mental 
illness among African Americans had increased due to the lack of mental prepara-
tion of these “primitive” peoples for life in a free society (Jarvis 1844, 1852). Nina-
Rodrigues (1903) wrote that “civilized life would be prejudicial to Africans and 
their descendants, ‘a race accustomed to centuries of life in African jungles’” (Rai-
mundo Oda et al. 2005, p. 164).

The inferiority model was expressed in the ethnocentric conceptualization of sui-
cide, as well. In a recently completed special issue devoted to ethnicity and suicide 
(Leong and Leach 2007), the review of suicide among African Americans by Utsey 
et al. (2007) contains a disturbing but representative example of this deficit con-
ceptualization. Utsey et al. (2007) identify the first known major work in this area 
by Prudhomme (1938), who characterized the “American Negro” as too ignorant 
to consider suicide: “The Negro of uneducated ancestry, who has become a scholar 
by severe study, is less liable to suicide dependent upon education than the White 
man whose ancestors have felt the effect of education for generations” (Prudhomme 
1938, p. 373 cited in Utsey et al. 2007).

Francis Galton, a pioneer of mental testing in the late nineteenth century and 
Charles Darwin’s first cousin, was a believer in the heritability of intelligence 
(Galton 1883). He interpreted differential performance on his tests by people of 
color as proof of their racial inferiority. Referring to those of African descent, Gal-
ton (1870) wrote:

The number among the negroes of those whom we should call half-witted men is very 
large…. The mistakes the negroes make in their own matters were so childish, stupid, and 
simpleton-like as frequently to make me ashamed of my own species. (p. 339)

This notion of racially based differences was widely held among the early develop-
ers of intelligence tests in the United States. Henry Goddard, a psychologist trained 
at Clark University under G. Stanley Hall, brought the Binet-Simon test (1905) to 
the United States in 1908. It soon sparked research that intended to “scientifically” 
show intellectual differences among the races (e.g., Strong 1913). For much of the 
next two decades, this was the major use of intelligence tests, a period that Guthrie 
(1998) termed the era of psychometric racism. For example, when the Binet-Simon 
scales were standardized and revised (Terman 1916; Terman and Merrill 1937, 
1960), deliberate attempts were made to exclude children of color from the norma-
tive sample. Terman’s views of people of color were evident in his description of 
two Portuguese boys with borderline intelligence:

No amount of school instruction will ever make them intelligent voters or capable citizens 
in the true sense of the word…their dullness seems to be racial, or at least inherent in the 
family stocks from which they come. The fact that one meets this type with such extraor-
dinary frequency among Indians, Mexicans, and Negroes suggests quite forcibly that the 
whole question of racial differences in mental traits will have to be taken up anew and by 
experimental methods. The writer predicts that when this is done, there will be discovered 
enormously significant racial differences in general intelligence, differences that cannot be 
wiped out by any scheme of mental culture. (pp. 91–92 as quoted by Valencia and Suzuki 
2001)
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As psychologists in this era moved into a social management role, the technology 
of the intelligence test was used to legitimize racial hierarchies and became part 
of scientific racism (Jackson and Weidman 2006; Richards 1997). By the time of 
America’s entry in to the World War I (1917), the development of American men-
tal testing technology had advanced significantly from the failed efforts of James 
McKeen Cattell’s program of mental testing at Columbia University in the 1890s 
(Sokal 1987).

The widespread use of the Stanford-Binet scales popularized the ratio “IQ” as 
a measurable and immutable human property. The following decades saw a rise 
in cross-cultural psychological research, termed “race psychology.” This new psy-
chology was primarily concerned with comparing the intellectual abilities of White 
children versus non-White children. In his review of race psychology research, 
Garth (1925) identified 45 studies of 19 racial groups and concluded “These studies 
taken all together seem to indicate the mental superiority of the white race” (p. 359, 
as quoted by Valencia and Suzuki 2001). To his credit, Garth later recanted this 
position of racial inequality in IQ to support an idea of racial equality that emerged 
by 1930 (Valencia and Suzuki 2001).

Intelligence tests proved particularly useful as tools to sort a society that was 
becoming increasingly heterogenous due to the mass immigration that took place in 
the late nineteenth and early twentieth centuries. Many of the immigrants were from 
southern and eastern Europe and were generally considered inferior to the dominant 
stock of earlier immigrants from England and northern Europe (Fass 1980). Con-
cerns about this massive influx of immigrants played into eugenics fears of a num-
ber of leading psychologists and led to an inferiority model of non-White citizens, 
as detailed below. The recently freed slaves of African descent, many of whom had 
moved into northern states, were thought to be a threat to racial purity (Grant 1916). 
Intelligence tests were one way to “prove” the inferiority of these immigrants and 
African Americans (Fass 1980; Richards 1997).

World War I was the proving ground for such racism. Robert Yerkes, as Amer-
ican Psychological Association (APA) President when the United States entered 
World War I, viewed the war as an opportunity to advance psychology as a science 
by proving its usefulness to the military (Reed 1987). What ensued was a massive 
testing effort, in which nearly 1.7 million recruits had their mental ability tested by 
specially developed Army Alpha and Beta (non-verbal) tests.

Yerkes and others also used the test results to argue for innate racial differences. 
That is, there were significant and meaningful racial differences in mental ability. 
Those of northern European and Anglo-Saxon descent were the high scorers, while 
those who were descended from slaves of African descent were the lowest scorers. 
The military men who were of eastern or southern European descent were ranged 
in the middle. African American recruits and draftees could be further subdivided 
by skin color. According to psychologist Ferguson (1919), those African American 
recruits with a greater proportion of White blood were more likely to score higher. 
Yerkes (1921) incorporated Ferguson’s analysis into his own major report for the 
National Academy of Sciences. Here is an excerpt from his report:
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An interesting attempt was made at [Camp] Lee to further distinguish within the negro 
group on the basis of skin color. Two battalions were classified as lighter or darker on the 
basis of offhand inspection. Two other battalions were classified as black, brown, and yel-
low on the basis of skin color. The median score of the ‘black’ negroes in a was 39, that of 
the ‘yellow’ was 59; while that of the ‘brown’ negroes fell between these values. (Yerkes 
1921, p. 531)

This kind of thinking about race was not problematic for most White Americans at 
this time. It simply reflected what seemed to be the order of nature. It justified this 
era as one dominated by a deficit or inferiority model of difference.

Undermining the Deficit Model

By the mid-1920s, a backlash had begun among some psychologists against the 
notion of racial hierarchies and racial differences in intelligence (e.g., Garth 1930; 
Klineberg 1928; Richards 1998). Otto Klineberg, a recent Columbia University 
PhD, was a key player in this reconfiguration of social psychology toward stud-
ies of race prejudice. Historians of psychology have tended to focus on the work 
of mainstream psychologists like Klineberg in these efforts (e.g., Samelson 1978). 
However, psychologists of color were also doing important work to counter the 
invidious notions of psychometric and scientific racism.

In the 1930s in New Mexico, psychologist George Sanchez, a Chicano, ad-
dressed the use of psychological tests with Mexican American schoolchildren. San-
chez found that tests standardized with White children were not valid for use with 
Chicano children. He argued that because Chicano children did not have the same 
cultural and language experiences as White middle-class children, the tests were 
inappropriate (Sanchez 1932, 1934; Padilla and Olmedo 2009).

African American psychologist, Howard Hale Long, a Harvard PhD (1933), 
worked in the Washington, DC, public schools for much of his career. Long ar-
gued, based on his experience, that it was not intellectual inferiority but problems 
of inequality in educational resources that led to inequality in test scores and lower 
academic achievement for African American students (Guthrie 1998; Long 1935). 
Among other minority psychologists who made important contributions to refuting 
ideas of racial inferiority were Albert S. Beckham and Herman G. Canady. Beck-
ham, a NYU PhD (1930), addressed questions of the impact of urban environments 
on intelligence scores of Black children (Beckham 1933). Much of his career was 
spent with the Chicago Board of Education Bureau of Child Study. Through the Bu-
reau, Beckham was able to establish guidance counseling clinics at many Chicago 
schools that served large minority populations. Canady succeeded Francis Sum-
ner, the first African American to earn a doctorate in psychology, at West Virginia 
State College in 1928 as president. According to Guthrie (1998), Canady made 
West Virginia State into the most productive HBCU psychology department of its 
time. It was Canady who first questioned the role that racial differences between 
the examiner and examinee may play in obtaining accurate results on intelligence 
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tests. He showed the importance of establishing rapport with minority children in 
order to gain the most accurate assessment of intelligence (Canady 1936). He also 
contributed research that highlighted the difficulty in obtaining the same testing 
environment for Black and White participants. This necessitated, Canady argued, 
great care in making any comparisons between races on test results (Canady 1943). 
By the time America entered World War II, then, psychologists of color were suc-
cessfully challenging the results of scientific and psychometric racism. It was after 
the war that a new environment developed and through a confluence of factors, new 
voices emerged that challenged the old racist notions of inferiority and then rose to 
the challenge of the new racism of cultural deprivation. Out of this struggle, a new 
positive emphasis on identity grounded in the lived experiences of racial and ethnic 
minority psychologists emerged.

Postwar Challenges and Postmodern Identities

African American psychologists Canady, Beckham, Ruth Howard, and Martin Da-
vid Jenkins, among others, played important roles in the 1930s and 1940s to es-
tablish psychological clinics and counseling centers to serve communities of color 
(Guthrie 1998). After World War II, policymakers’ concerns about the mental health 
of Americans fuelled the rapid development of clinical psychology through the in-
fusion of millions of dollars into new training initiatives set up by the Veterans Ad-
ministration and the National Institute of Mental Health (Baker and Pickren 2007; 
Pickren and Schneider 2005). It has been in this postwar era that the delivery of psy-
chological services (e.g., clinical and counseling psychology) has become dominant 
within American psychology.

Psychological issues related to the American urban context had begun to be ex-
plored prior to the war (e.g., Beckham 1933). After the war, some metropolitan-
based psychologists began applying their science to issues of social justice (Cherry 
and Borshuk 1998). In New York City a bold new venture was undertaken by the 
African American psychologists, Mamie Phipps Clark and her husband, Kenneth 
Bancroft Clark.

Mamie Phipps Clark had begun her work on racial identity and preference at 
Howard University in 1937, not long after she and Kenneth were secretly married. 
The research served as the basis of her master’s thesis and was elaborated in several 
other studies in which Kenneth Clark was her collaborator (Clark and Clark 1939, 
1940). In the words of Kenneth Clark:

It was a terribly disturbing bit of research for us. I did the actual field work on it and I 
was disturbed by that. And Mamie did the tabulation. When we looked at the results we 
left those data in our files for about two years because we were so disturbed. …[the data] 
demonstrated so clearly the damage to self-awareness, to self-esteem which racial rejection 
was doing to human beings at such an early age. (Clark in Nyman (1976), pp. 108–109)
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Out of this disturbing experience, Mamie Clark decided to act. She persuaded Ken-
neth to work with her to open the Northside Center for Child Development. Initially 
using their own money to fund the Center, they were able to get private founda-
tion support. What Mamie Clark wanted to do was “give children security” (Lal 
2002). The approach at Northside Center at first used an approach that focused on 
the individual child and even, at times, used a psychoanalytical framework. How-
ever, that was soon discarded as being culturally irrelevant to the experience of 
these children and their families (Markowitz and Rosner 1996). Mamie was the 
Director of the Center, while Kenneth headed the research team. A major focus of 
the Center was the inappropriate placement of minority children in classes for the 
retarded. The Clarks and their staff tested the children and found that many of the 
children were above average in intelligence. This led to a long battle with New York 
Board of Education in which they fought for change in the school board policies  
(Pickren 2006). The problem of inappropriate placement has been fought many 
times since the Clarks encountered it in New York. Their work provided a model 
for how to address the problem. A specific example was the suit brought against the 
state of California in the 1970s in the case of Larry P. Members of the Bay Area 
Association of Black Psychologists (ABPsi), provided data and testified against the 
use of standardized intelligence test with minority children and won. It is still not 
permissible in the state of California to use such tests for academic placement.

While the Clarks were working through the Northside Center to effect positive 
social change, the Supreme Court handed down its landmark decision in May 1954, 
Brown v Board of Education of Topeka Kansas. The Court ruled that segregation 
in public schools by race was unconstitutional. Of course, segregation did not end 
just because of the ruling, nor did discrimination or the inappropriate use of psycho-
logical technologies with racial and ethnic minorities end. But, it was a momentous 
decision and one that gave added impetus to the growing Civil Rights movement.

The Civil Rights movement in the United States was part of a worldwide strug-
gle against colonialism and racial and economic oppression (e.g., Fanon 1963; 
Sandoval 2000). By the mid-1960s, this struggle began to impinge on American 
psychology and the leaders of the APA (Pickren and Tomes 2002). One response 
was to turn to Kenneth B. Clark for leadership, which was a critical moment for 
change in American psychology, as Clark articulated a way to fairly address some 
of the pressing social problems that psychology could impact. A new challenge that 
emerged was the liberal notion of the minority family and minority children as suf-
fering from cultural deprivation.

The Disadvantaged and Culturally Deprived Model

Intending to improve the condition of ethnic minorities, Reissman (1962) proposed 
a cultural deprivation model where poor test performance and presumed life failures 
among ethnic minorities were attributed to deficiencies in culture and personality. 
Samuda (1975) described several ways that ethnic minorities were at a disadvantage 
to Whites in school and in society, including a deteriorating living environment, psy-
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chological problems (poor motivation, lower self-concept), malnutrition, language 
factors, and living within a context of “slum and ghetto values” (cited in Sue and 
Sue 2003). Contrary to previously held ideas of genetic transmission of inferiority 
in the races, the current view was that deficiency in culture and personality among 
non-Whites was transmitted across generations via socialization by parents who 
reared their children under “conditions adverse to good mental health” and the in-
ternalization of parental pathology during the adolescent years (Stein 1971, p. 255).

What these beliefs assumed was that the prototypical model of healthy culture 
was the White middle-class. Well-meaning psychologists sought to bring Blacks 
and other minorities “up” to their standards. No credit was given to the cultural 
strengths of minority communities; little attention was paid to the successes of eth-
nic minorities in raising their children successfully despite the often grinding op-
pression fostered by the mainstream society. A cogent response to this disrespect 
of the strengths and virtues of racial and ethnic minorities was given by Joseph L. 
White. White was one of the founders of ABPsi and was the first to use the term 
Black Psychology in print. Here is an excerpt from his very powerful article, “To-
ward a Black Psychology:”

Most psychologists take the liberal point of view which in essence states that black people 
are culturally deprived and psychological maladjusted because the environment in which 
they were reared as children lacks the necessary early experiences to prepare them for 
excellence in school, appropriate sex-role behavior, and, generally speaking, achievement 
within an Anglo middle-class frame of reference…. Possibly, if social scientists, psycholo-
gists, and educators would stop trying to compensate for the so-called weaknesses of the 
black child and try to develop a theory that capitalizes on his strengths, programs could be 
designed which from the get-go might be more productive and successful. The black family 
represents another arena in which the use of traditional white psychological models leads 
us to an essentially inappropriate and unsound analysis. Maybe people who want to make 
the Black a case for national action should stop talking about making the black family into 
a white family and instead devote their energies into removing the obvious oppression of 
the black community which is responsible for us catchin’ so much hell. (White 1970/1972, 
pp. 43–45)

It was this kind of pushback that was necessary to continue the process of change. 
Racial and ethnic minorities were to be defined on their own terms, with an identity 
that was developed in the community of origin, not imposed on them by Whites, 
however well-meaning.

Although well intentioned, the concept of cultural depravity continued to perpet-
uate the Eurocentric view of diversity as inferiority and further insulted the cultural 
integrity of non-White groups. The adoption of the cultural deprivation model en-
gendered social policies and legislation that would have controversial implications 
for the role of ethnic minorities in the United States. These policies were aimed at 
rectifying the deficiencies in culture among non-White groups by attempting to 
indoctrinate them with White middle-class family values. Although many ethnic 
minorities have benefited from affirmative action programs adopted to equalize the 
playing field for disadvantaged minorities, the expectation in these programs was 
still that the culturally different had to conform to the dominant White middle-class 
ideals. Head Start programs were implemented to give low-income children ad-
ditional educational supports to help boost their chances to do well academically. 
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These programs lacked cultural sensitivity and cultural competence in that no at-
tempts were made to alter the Eurocentric educational system or accommodate the 
cultural values of non-White employees.

In this context, research on social class and mental health indicated that even 
when partialling out age, sex, race, religion, and marital status, social class remained 
linked to mental illness such that mental illness was more common in the lower 
classes than in higher classes (Hollingshead and Redlich 1958). Inequality in treat-
ment was also found such that lower class patients were more likely to be continu-
ous institutional residents, were less likely to see a professional, and were less likely 
to receive psychotherapy, presumed by the authors to be a universally effective 
treatment for mental health patients (Hollingshead and Redlich 1958). Rosenthal 
and Jacobson’s (1968) research highlighted the impact of labeling and expectation 
on performance of school children on IQ tests. Although not fully researched until 
Steele and colleagues’ work on stereotype threat (Steele 1997; Steele and Aronson 
1995), there was increasing recognition that negative labeling of ethnic minorities 
could cause a self-fulfilling prophecy and limit their academic and job success.

In this era, the increased organization of minority groups since the civil rights 
movement and integration of ethnic minorities into positions of power within orga-
nized psychology (see Trickett et al. 1994) focused attention on the harmful effects of 
oppression on ethnic minorities (Grier and Cobb 1968). By 1968, there was a young-
er generation of African American psychologists for whom being Black was a marker 
of positive identity. Influenced by militant writers such as Malcolm X, these younger 
psychologists grew tired of waiting for APA to act on their concerns about social jus-
tice and minority communities. At the September 1968 meeting of the APA, a small 
group of Black psychologists formed the ABPsi. They immediately challenged the 
leadership of APA to begin to dismantle the legacy of racism in testing and the failure 
to develop appropriate psychological services or admit minority students to graduate 
programs in psychology (Pickren 2004; White 2004; Williams 1997; Williams 1974).

The concrete and specific demands of ABPsi along with concomitant pressure 
from a strong women’s movement among psychologists provided a model for the 
organizational development of Asian Americans (Leong 1995; Leong and Okazaki 
2009), Latino/as (Padilla and Olmedo 2009), and American Indians (Trimble and 
Clearing-Sky 2009) in psychology. By the late 1970s, with the meeting of the now 
famed “Dulles Conference,” racial and ethnic minority psychologists had reached a 
critical mass of numbers and the pace of change toward a multicultural psychology 
was strong enough to begin the next phase of the struggle: developing culturally 
appropriate psychological services with concurrent training in the appropriate de-
livery of those services by all professional psychologists.

The Culturally Different Model

Also known as the culturally pluralistic model, the culturally different model 
(Katz 1985; Sue 1981) abandons the value judgments of diversity as inferiority or 
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deprived that plagued its predecessors and embraces the idea that cultural differ-
ences must be celebrated as naturally occurring variation among human species. 
The normative frame of reference for health was shifted away from the Anglo-
Saxon middle-class male to a contextually bound framework. Additionally, the 
historically universalistic application of ethnocentric psychological theories and 
methods were challenged. Population specific psychologies arose out of asser-
tions that it was impossible for White psychologists to step outside of their cul-
tural context to adequately understand and promote the psychologies of culturally 
different groups:

dominant methods of psychological research, the problems selected as important to pursue, 
and the demographics of the data gatherers have conspired against developing a psychol-
ogy of individuals that emerges from the experiences and perspectives of those who occupy 
different places in the social order. (Trickett et al. 1994, pp. 20–21)

Thus arose Black Psychology, Chicano Psychology, Asian American Psychology, 
and others that pursued to understanding of the unique psychologies of these groups 
within culture-specific paradigms. This culturally different model also allowed for 
recognition of a White cultural identity that could now be decisively researched as 
different from other cultural identities. Concepts of oppression, prejudice, and rac-
ism were also studied within the experience of diversity and it was recognized that 
ethnic minorities within the dominant culture are actually bicultural and function in 
multiple cultural contexts (Sue et al. 1992).

Many psychologists now accepted that the Western conception of intelligence 
was culture-bound and ethnocentric, with questionable external validity to cultur-
ally diverse groups. Culturally different conceptions of intelligence were also in-
vestigated from a value-free perspective (see Butcher et al. 1998). To counteract the 
universalistic application of intelligence tests to all cultural groups despite known 
biases, Berry (1974) proposed an extreme perspective that specific intellectual as-
sessments should be developed for each cultural group to prevent cultural biases in 
testing (as cited in Butcher et al. 1998). Psychologists did not embark on the estab-
lishment of culture-specific intellectual assessments. However, other efforts were 
made to limit culturally biased psychological assessment, including the inclusion of 
ethnic minorities in the norming process, use of non-verbal assessments, efforts to 
develop culturally universal items, and use of group specific norms.

The Positive Psychology Model

Positive psychology is defined as the “science of positive subjective experience, 
positive individual traits, and positive institutions” (Seligman and Csikszentmihalyi 
2000, p. 5). The positive psychology movement has risen in the past decade in an 
effort to counterbalance the deficit perspective on human functioning that took over 
the field of psychology in the aftermath of World War II. Positive psychology is a 
study of human strengths and virtues and conceptualizes mental health as consisting 
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of positive aspects of functioning, as opposed to the deficit perspective that leaves 
health to be defined as devoid of negativity.

Spearheaded by Martin Seligman, positive clinical psychology is the study of 
human strengths. During his presidency of the APA in 1998, Seligman launched 
the field of positive psychology by noting that the field of psychology had focused 
mainly on deficits and dysfunctions and mental disorders and ignored optimal hu-
man functioning and human strengths and assets. As a counterpart to the Diagnostic 
and Statistical Manual of Mental Disorders (DSM) published by the American Psy-
chiatric Association which drives much of clinical psychology’s focus on human 
psychopathology, Seligman and his colleagues began to create a classification of 
human strengths. This classification was labeled the Values in Action (VIA) Clas-
sification of Strengths and published in the book Character Strengths and Virtues 
co-authored by Peterson and Seligman (2004). The following character strengths 
were identified in the VIA: Wisdom and Knowledge, Courage, Humanity and Love, 
Justice, Temperance, and Transcendence. Measures were developed to assess these 
character strengths and their antecedents and consequences are being explored by 
researchers around the country. Recent formulations of these human strengths were 
classified as cognitive strengths (curiosity, rationality, intelligence), emotional 
strengths (zest, hope, wonder), strengths of will (courage, perseverance), relational 
and civic strengths (kindness, humor, social responsibility), and strengths of coher-
ence (honesty, self-control, prudence, spirituality) (Seligman and Peterson 2002).

Taking lesson from the mistakes of preceding models, the positive clinical psy-
chology model recognizes the conception of “strength” as being culturally con-
structed (Lopez et al. 2002) whereby some cultural behaviors can be adaptive in 
one cultural context but maladaptive in another. While not progressing as fast as the 
global positive psychology movement, cross-cultural research in positive clinical 
psychology has begun to compare levels of attributes between cultures and exam-
ined them for adaptiveness. Findings indicate differential predictability of health 
status of a variety of factors specific to culture. For example, religiosity has been 
found to serve as a protective method of coping among African Americans, but not 
among Caucasians (Blaine and Crocker 1995; Rosen 1982 as cited in Lopez et al. 
2002).

Summary

By providing a historical review of how clinical psychology has approached the is-
sues of culture, race and ethnicity in this country, we hope that the lessons identified 
in this chapter from our collective past will guide us to use a more enlightened sci-
ence and practice in the decades ahead. Like many before us, we cannot escape the 
conclusion that good science in clinical psychology, as in any field of psychology, 
should be a complete science—it cannot be a science for some people, not others, 
and still remain science. Furthermore, good science should always be accurate and 
not subjected to personal and cultural biases as well as preconceptions.
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Chapter Focus

This chapter presents information on mental health issues in African American 
children, focusing on exposure to violence, maltreatment/punitive parenting, and 
limited access to mental health services as major challenges to the maintenance of 
mental health in this group; extended social supports, firm, appropriately restrictive 
parents, and robust self-esteem as strengths contributing to resilience this group; 
and the need to recognize the diversity among African American children while 
identifying and addressing the needs of those children most at risk.

Demographic Characteristics of African American Children

African Americans make up roughly 13% of the American population, and their 
proportion of the American population is growing (U.S. Census 2001). The propor-
tion of African Americans under 18 is greater than would be predicted by national 
statistics. Specifically, 31.4% of African Americans are under the age of 18, com-
pared with 25.7% of all Americans (U.S. Census 2001). African American children 
and youth are also more likely to be living in poverty; more than 30% of Afri-
can American children and youth live in poverty, compared with less than 20% of 
American children overall (U.S. Census 2001). Although the majority of African 
Americans still live in the American South, most research on African American 
children has been conducted on those living in Northeast or Midwest cities.
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Challenges to Maintaining Mental Health

Exposure to Violence

African American children are exposed to an inordinate amount of violence. The 
literature on African American youth suggests that they are at greater risk for expo-
sure to violence, due largely to the concentrated violence in urban African American 
communities (Tolan and Gorman-Smith 2002). Exposure to violence may occur 
within the family or in the neighborhood/community (O’Donnell et al. 2006).

Regardless of setting, exposure to violence has been associated with a myriad of 
consequences. In addition to disruptions in developmental tasks, African American 
youth may exhibit several internalizing and externalizing behavioral problems (Hill 
and Madhere 1996). The sequelae associated with violence exposure includes: high-
er rates of anxiety, depression, delinquency, and substance use, poorer self-esteem 
and physical health, increased risk for relationship difficulties, and teen pregnancy 
(Cooley-Quille et al. 2001). Many of these symptoms may be compounded by the 
additional stress associated with living in urban environments (housing difficulties), 
poverty, and/or racism. Additionally, children’s level of functioning appears to de-
cline as the number and frequency of stressors increases (Rutter 1987).

Other research has focused primarily on anxiety-related symptoms with most 
of this work examining posttraumatic stress disorder (PTSD). Numerous empirical 
studies have examined PTSD which includes an array of arousal, avoidance, and 
re-experiencing symptoms. PTSD has been linked with exposure to violence and 
other traumatic events including maltreatment and other victimization experiences 
(Overstreet et al. 1999). For example, Overstreet and colleagues (1999) found that 
a third of children in their sample displayed a symptom pattern consistent with 
PTSD. Similarly, Rich and Grey (2005) suggest that African American young men 
may feel particularly vulnerable to violence and unprotected by the justice system, 
which increases risk of trauma symptoms and risk-taking and/or violent behavior.

Many studies have examined externalizing behaviors associated with trauma 
exposure. These include the general categories of “aggressive acting out” (Cooley-
Quille et al. 2001). In addition, exposure to violence in urban youth has also been 
linked to poor school functioning (Kennedy and Bennett 2006), increased self-re-
ported aggression in school, and worsened teacher-reported school-related com-
petencies (Ozer 2005). In sum, African American children are at increased risk of 
exposure to violence, and this exposure places them at risk for several challenges to 
psychosocial functioning.

Maltreatment/Punitive Parenting

Child maltreatment is a serious public health problem (Rovi et al. 2002), and a 
source of both immediate and long-term dysfunction (Edwards et al. 2003; John-
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son et al. 2002). Maltreatment is associated with significant risk for poor mental 
health outcomes for children, in many domains of functioning: depression (Kim and 
Cicchetti 2006), suicidality (Finzi et al. 2001), aggressive behavior (Johnson et al. 
2002), and conduct disorder (Paz et al. 2005). Heightened difficulties in peer rela-
tionships and self-esteem have also been reported as being associated with greater 
severity and chronicity of maltreatment (Bolger et al. 1998). These outcomes of 
maltreatment are likely to persist into adulthood (Edwards et al. 2003).

Given the fact that maltreatment also has an impact on the development of per-
sonality (Rogosch and Cicchetti 2004) and cognition (Jean-Giles and Crittenden 
1990), the effects of maltreatment are likely to impact emotional health in ways 
other than a formal mental health diagnosis. Emotional maltreatment, including 
shaming, is often more difficult to verify in the lives of African American children. 
Such maltreatment can have an impact on socialization, giving children a distorted 
view for self-appraisal (Loader 1998). Parents frequently fail to see such behavior 
as abusive (Butler and Williamson 1999), and may fail to contemplate the effects of 
such behavior on children’s outcomes. The use of strategies to help parents recog-
nize its impact on child development is needed to minimize the effects.

African American children are more likely than other children to be identified as 
maltreated (Fluke et al. 2003), and are disproportionately represented in the foster-
care system (Lau et al. 2003; Lu et al. 2004). After a first report to child protective 
services (CPS), African American children are more likely than other children to be 
reported to CPS a second time (Fuller and Wells 2003). It would seem, then, that 
African American children are at increased risk for maltreatment and the associated 
problems. This conclusion, however, remains controversial. First, there is evidence 
of bias in the CPS system at all levels (e.g., Lau et al. 2003) in terms of: which fami-
lies get reported to the system, which reports are investigated, and which families 
have children removed. Moreover, once removed, African American children are 
less likely to be reunited with their families than are other children (Lu et al. 2004). 
The prevention of neglect and abuse must be a top priority for African American 
families. It is also essential to recognize that separation of children from their par-
ents can also be a disruptive and painful experience for children, to be implemented 
only when necessary (Simons et al. 2002).

Given the apparent biases in the system and the disruption that CPS involve-
ment often means for families, it has been argued that the disproportionate involve-
ment of CPS in the lives of African American families represents a civil rights issue 
(Roberts 2003). Several of the biases regarding evaluations of the parenting of Afri-
can Americans will be reviewed below, in the section on protective factors. In short, 
some parenting behavior that might be seen by an unbiased observer as firm or au-
thoritative may be seen as harsh or abusive when the parents are African American 
(Berger et al. 2005).

There is some evidence, however, that the disparity is not simply due to bias. Af-
rican American parents are more likely to report using corporal punishment (Giles-
Sims et al. 1995), a finding that is echoed by observational research (Bradley et al. 
2001). African American parents also are somewhat more likely to engage in forms 
of punishment that are unambiguously physical or verbal abuse (Ferrari 2002), and 
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African American children are at elevated risk to experience severe violence at the 
hands of their parents (Wolfner and Gelles 1993). These differences are much less 
pronounced, however, than the differences in rates of CPS involvement (Lau et al. 
2003). Therefore, much of the real differences in punitive parenting may be due to 
differences in rates of poverty (Bradley et al. 2001; Giles-Sims et al. 1995). The 
concentration of poverty may be particularly important. Poor families that also re-
side in impoverished communities may face multiple challenges, associated not 
just with their own poverty but with community factors as well. Rates of child 
maltreatment among African Americans are strongly associated with the propor-
tion of African American female-headed families living in poverty (Schuck 2005). 
African American children are also less likely to spend time interacting with their 
fathers, leaving mothers more likely to be overwhelmed by the task of parenting 
alone (Bradley et al. 2001).

Taken together, this research suggests that African American children are at 
somewhat higher risks of being maltreated and much higher risks of being involved 
with the child welfare system. Both outcomes (maltreatment and child welfare in-
volvement) have profound and well-established links with poor child outcomes 
(Edwards et al. 2003; Johnson et al. 2002; Roberts 2003). These risk factors are 
related, and both are associated with a host of negative outcomes.

Limited Access to Mental Health Services

Although most youth with mental health needs do not receive needed services, this 
problem is especially profound for African American children (Flisher et al. 1997). 
In general, most research finds that African American children are roughly half as 
likely to receive mental health services as are White children (Angold et al. 2002). 
This disparity is not simply a function of differences in mental health needs. Spe-
cifically, African American children are more likely than White children to have 
mental health needs that go unmet (Flisher et al. 1997). Indeed, this disparity per-
sists among children with identified mental health needs (Kodjo and Auinger 2004), 
and with specific mental health issues, such as depression (Wu et al. 2001) or vio-
lent crime victimization (Guterman et al. 2002). A recent report by the US Surgeon 
General (U.S. Public Health Service 2000) has identified this disparity for African 
Americans as a key area of focus for practice and research.

This disparity also does not appear to be due solely to African American parents’ 
failure to recognize their children’s mental health needs. Indeed, African American 
parents are as likely as other parents to recognize their children’s mental health 
needs, yet the disparity persists among children identified by their parents as need-
ing services. (Thompson 2005; Thompson and May 2006). In foster care and child 
welfare settings, where parental decision-making has less influence, this disparity 
remains (Burns et al. 2004).

Systemic economic factors appear to play some part in the ethnic disparity in ser-
vices utilization. Gyamfi (2004) found that poverty appeared to explain some of the 
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disparity. More specific socioeconomic factors have been noted as associated with 
failure to meet children’s mental health needs, including: lack of insurance (Flisher 
et al. 1997) or Medicaid (Angold et al. 2002), being on public assistance (Flisher 
et al. 1997), and the location of the neighborhood (Kodjo and Auinger 2004). How-
ever, although poverty predicts mental health use in general, research indicates that 
it either fails to explain ethnic differences in mental health utilization or only par-
tially explains them (e.g., Angold et al. 2002; Flisher et al. 1997).

Another set of structural explanations for the disparity in mental health services 
centers around racism or bias in the mental health system. Mental health services 
are often not designed to address the specific needs or utilize the unique strengths 
of African American youth (Borum 2005). Undoubtedly, the limitations of the men-
tal health system reinforce some of the negative attitudes about treatment held by 
African American youth and their parents (Lindsey et al. 2006). It is possible that 
African American children typically access mental health services through criminal 
justice or social service avenues, whereas White children are usually referred by 
family or friends (Chow et al. 2003). Other systemic barriers to mental health ser-
vices, like lack of proximity to services, have been proposed, but these have typical-
ly failed to explain the disparity when empirically tested (Kodjo and Auinger 2004).

Aside from factors external to African American youth and their families, the 
other class of explanations for this disparity focuses on cultural or attitudinal fac-
tors. One consistent finding is that African Americans tend to be less likely to ex-
pect mental health services to be helpful (Cooper et al. 2003). This may be because 
of past negative experiences with social services (Thompson 2005) or general mis-
trust of mental health service providers (Thompson et al. 2004). African American 
parents may worry that service providers are likely to impose foreign mores (Borum 
2005), fail to understand African American concerns (Drauker 2005), or simply 
be racist (Borum 2005). These concerns are also held by African American youth 
(Lindsey et al. 2006). These perceptions of the inadequacy of the mental health 
services system may be reinforced by past negative experiences with these systems 
(Kerkorian et al. 2006).

There is some evidence that African Americans are more likely to see the treat-
ment of mental health problems as stigmatizing (Ayalon and Young 2005; Thomp-
son et al. 2004), or to view mental health problems as “luxuries” that African 
Americans cannot “afford” (Borum 2005). As well, it is often proposed that African 
Americans are more likely to use alternative approaches to such problems, like ser-
vices through church or extended family (Thompson et al. 2004). However, there 
is little evidence that these alternate approaches to mental health needs are used 
widely by African Americans (Ayalon and Young 2005).

The diminished use of mental health services by African American children 
represents an important challenge to their maintenance of mental health and well-
being. Although most children do not require formal mental health services, these 
services have been demonstrated to be useful for the minority of children who have 
serious mental health problems (Greenbaum et al. 1996). Because African Ameri-
can children are overrepresented in settings where mental health services are fre-
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quently needed (such as foster care and the juvenile justice system), those with the 
most pressing needs are also likely to go untreated.

Strengths Contributing to Mental Health

Historically, most research on ethnic minorities in general has examined pathology, 
rather than normative development (Quintana et al. 2006). This has led to a focus 
on differences between ethnic minorities and “majority” children, and on weak-
nesses, especially in the case of African American children (Winfield 1995). Part of 
the problem may be an attempt to “universalize” the mainstream experience, and 
to assume that it is normative (Ungar 2004). Recent efforts have examined the nor-
mative development of African American children (Quintana et al. 2006) and their 
particular strengths (Hopps et al. 2002).

The implicit “assumption of deficit” has also led some African American 
strengths to be understood as weaknesses. Several examples are described below. 
This list of strengths is not exhaustive; these are examples of some of the strongest 
positive influences on the mental health of African American children. They may 
be as important as vulnerabilities in thinking about interventions; some of the most 
promising approaches to working with African Americans focus on building on the 
strengths of young people and families (e.g., Hopps et al. 2002).

Extended Social Supports

A strength often cited in the literature on African American families is the social 
support network. In particular, participation in extended kinship networks offers 
both guidance and support (Taylor et al. 1996). These elaborate social support net-
works may include relatives, older siblings, neighbors, and friends and provide a 
variety of functions, ranging from financial assistance to emotional support (Bell-
Scott and Mckenry 1986). Multiple dimensions of social support networks have 
been examined including extent and size of social networks, social embeddedness, 
stability, and perceptions of support (Barrow et al. 2007), as well as tangible and 
emotional support (Barrera 1986).

Reliance on informal networks as a practical source of support among African 
Americans has been attributed to a number of social, economic, and cultural fac-
tors (Billingsley 1992; Taylor et al. 1997). Regardless of the precipitating factors 
(i.e., poverty, traditional beliefs regarding collectivism and cooperation), informal 
networks have demonstrated their utility in providing various forms of assistance to 
cope with stressful life events (Bost et al. 2004). Indeed, the findings from several 
studies suggest that informal support is one of the most common coping resources 
identified by African Americans as valuable in helping them deal with a myriad of 
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stressful situations including economic difficulties, housing needs, and interper-
sonal problems (Taylor et al. 1993).

The literature on social support indicates that social support, particularly family 
support, acts as a protective factor, attenuating the effects of a host of internalizing 
and externalizing behavioral problems. Moreover, the support provided by social 
network members positively influences coping strategies, mental health outcomes, 
and health-related behaviors (Barrow et al. 2007). Numerous studies have identi-
fied social support as a potent influence in the lives of African American parents 
(Ceballo and McLoyd 2002) and youth (Barbarin 1993; McCabe et al. 1999). Social 
networks and support systems may moderate the effects of negative or stressful life 
events by enhancing adults’ psychological well-being (e.g., reducing depression) 
and thus parenting capacity (Dressler 1985; McLoyd 1998; Taylor et al. 1993). In 
particular, such support may increase parental sensitivity in response to children’s 
needs (Crnic et al. 1984). Additionally, extended social networks increase the num-
ber of adults that are involved in children’s lives (Levitt et al. 1993). Thus, involve-
ment in extended social networks appears to be an important protective factor for 
African American children. Aside from the benefits of social support, it may also 
provide a positive source of identity.

For African American children, racial identity formation is a complex process 
involving an attempt to integrate values of the larger “mainstream” culture and of 
African American culture, while grappling with barriers such as prejudice and dis-
crimination (Tatum 1997; Sellers et al. 2006). These barriers have been linked to 
increased levels of behavior problems, lower self-esteem, and reliance on exter-
nalizing coping strategies (Clark et al. 2004; Simons et al. 2002). However, there 
is emerging empirical support for the important role that racial identity plays in 
African American adolescents’ behavioral functioning (Sellers et al. 2006; Wong 
et al. 2003), suggesting that a healthy racial identity, fostered by the broader social 
network, can play an important protective function. Belonging to a religious com-
munity also appears to be protective. This protective function may stem in part from 
the benefits of social support networks. There is emerging empirical evidence that 
suggests that religiosity is a protective factor against violence (Wallace and Forman 
1998), promotes behavioral and emotional self-regulation (Stevenson 1997), and 
decreases the likelihood of antisocial activity (Cook 2000).

Thus, overall, there is a growing body of research highlighting the protective 
influence of the extended social networks that are a part of the lives of many Afri-
can American children. Membership in such networks provides a valuable source 
of identity as well as the positive influence of caring adults, beyond the immediate 
“nuclear” family.

Firm, Appropriately Restrictive Parents

In addition to the general benefits of an extended family network, African American 
children are also likely to benefit from the parenting styles frequently used by their 
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caregivers. In particular, the style of parenting exercised by many African Ameri-
cans appear to promote autonomy, while at the same time providing structure and 
safety, particularly for children living in dangerous communities.

Early on, it was thought that African American parents were uniformly deficient, 
relative to White parents (Moynihan 1965). The pioneering work of Baumrind 
(1972), however, demonstrated that the “authoritarian” parenting style employed 
by Black parents (although not the normatively desired parenting style) promoted 
the development of autonomy and maturity, especially in girls. Other research has 
demonstrated that parenting styles seen as harmful in the mainstream culture may 
be neutral or even beneficial for African American children. Although parental in-
trusiveness is associated with a host of negative outcomes in mainstream families, 
it is only related to poor child outcomes for African American children when it ap-
pears along with low parental warmth (Ispa et al. 2004). Similarly, although the use 
of corporal punishment is typically associated with negative outcomes for children, 
there appears to be an absence of negative effects of it for African American chil-
dren (Deater-Deckard et al. 1996).

On the other hand, research has also found that African American children fare 
best when treated in an authoritative (rather than authoritarian) manner (Querido 
et al. 2002). Moreover, many of the parenting factors found to be positive in other 
communities are also helpful for African American children. For example, fathers’ 
involvement and nurturance predicts a host of positive outcomes for African Ameri-
can children (Black et al. 1999). Parental warmth is also associated with positive 
outcomes for African American children (Ispa et al. 2004). Several studies find that 
African American parents are more supportive and assertive than other parents, and 
that they more actively promote child autonomy (Bartz and Levine 1978). Taken 
together, the research suggests that the “strict” behavior of many African Ameri-
can parents promotes positive outcomes in their children (Black et al. 1999). It 
also raises the possibility that some mainstream metrics may not apply to African 
American parents.

The assessment of parental behavior may include some biases. In one study, it 
was found that raters tended to perceive African American parents as more rigid 
and controlling than other parents, independent of any differences in actual parental 
behavior (Gonzales et al. 1996). Given this tendency, it is not hard to imagine that 
parental behavior that is appropriately authoritative may be interpreted as authori-
tarian, overly restrictive, cold, or overly punitive. Similarly, self-report measures 
may also detect African American parents who engage in normative parental be-
havior as “bad parents.” However, because their behavior is normative, it will be 
associated with positive child outcomes. It is hard to apply this explanation to the 
findings for the use of physical punishment, which seems less subject to reporter or 
observer biases.

A second related possibility is that there are simply superficial cultural differ-
ences in normative parental behavior, and that what is important for child outcomes 
is not the particular form that parental behavior takes, but how normative it is. From 
this perspective, African American parents may be more “no-nonsense” (Brody and 
Flor 1998) than other parents, but such parental behavior is normative, and thus 
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associated with good child outcomes. Similarly, parental intrusiveness (Ispa et al. 
2004) may not be associated with negative outcomes for African American children 
because it is normative for African American parents. Finally, this explanation may 
apply to the use of corporal punishment as well (Deater-Deckard et al. 1996).

Although this explanation is appealing, it begs an important question: Why are 
parental restrictiveness, “authoritarianism,” intrusiveness, and the use of physical 
punishment normative for African American parents? Baumrind (1972) proposed 
that the parenting styles employed by African American parents were designed to 
promote autonomy in their children. This has also been supported by other research, 
which notes that the parenting behavior of African Americans works to promote 
self-regulation (Brody and Flor 1998) and to prevent behavioral problems (Lau 
et al. 2006). Another perspective suggests that these parental behaviors are needed 
to counteract the influence of community violence and poverty, which place Afri-
can American children at risk for negative outcomes. For example, Mason et al. 
(1996) proposed that the relatively strict parenting behavior of African American 
parents serves to protect children from the dangers posed by violent communities. 
Indeed, in relatively dangerous environments, parents have a simultaneous need to 
be restrictive (to limit exposure to risk factors) while at the same time promoting 
independence earlier (to ensure that children can deal with risk factors when they 
are present). Thus, parenting in such communities is often characterized by restric-
tiveness (Letiecq and Koblinsky 2004) and the promotion of autonomy (Brody and 
Flor 1998).

Regardless of the particular reasons for this parenting style, it apparently serves 
to promote the well-being of African American children. By promoting child safety 
and autonomy, African American parents ensure that their children will have some 
measure of protection against many of the dangers and risks they face. Such parent-
ing is also likely to reduce the likelihood of externalizing (violent and risk-taking) 
behavioral problems. Thus, the firm and relatively restrictive parenting behavior de-
scribed here works in an opposing direction to the challenges described elsewhere 
in this chapter.

Robust Self-Esteem

Although early work suggested that African American children had deficits in self-
esteem, this appears to have either been inaccurate or based on an historical artifact 
(Gray-Little and Hafdahl 2000). The bulk of recent research suggests that African 
American children actually tend to have higher self-esteem than White children, as 
demonstrated by a recent meta-analysis by Gray-Little and Hafdahl (2000). This 
advantage in self-esteem is especially pronounced for African American girls (Biro 
et al. 2006). The implications of this advantage for mental health issues are unclear. 
There are, however, two particular domains in which self-esteem is likely to be 
important and where African American children have some advantages: eating dis-
orders/body dysmorphic disorders, and suicide risk.
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There is a growing body of literature that demonstrates that African American 
girls and women are at reduced risk for eating disorders, relative to others (Bisaga 
et al. 2005; Grabe and Hyde 2006). One key reason for this disparity is probably the 
fact that African American girls and women tend to have relatively positive body 
image, and this is a unique advantage among “ethnic minority” women in America 
(Grabe and Hyde 2006). In turn, this healthy body image is related to more general 
self-esteem (Young-Hyman et al. 2003). Thus, it is not simply that African Ameri-
can girls and women engage in less negative behavior around problem eating, but 
they are more likely to have an actively positive body image (Kelly et al. 2005).

There may be limits to this advantage. Recent reports suggest that the prevalence 
of body dissatisfaction and eating disorders is increasing in the African American 
community (Grabe and Hyde 2006). African American children are as likely to be 
teased for being overweight as are other children, and are not immune to the effects 
of such teasing on body image (Young-Hyman et al. 2003). Finally, it is important 
to note that mainstream definitions of positive body image focus almost exclusively 
on weight (Grogan 2006). African American women may not have an advantage 
in terms of body image issues other than weight (like skin tone, hair texture, or 
falling below the cultural weight standard). Indeed, some recent research finds that 
skin tone and self-esteem are correlated in African American children (Kerr 2005; 
Young-Hyman et al. 2003).

A second area where advantages in self-esteem appear to result in clear advan-
tages for mental health is in the domain of suicidality. In particular, African Ameri-
can youth are roughly half as likely as White youth to commit suicide (Committee 
on Adolescents 2000; Snyder and Swann 2004). Not only is there an advantage 
in risk of actual suicide, but African American youth tend to report lower rates of 
suicidal ideation (Thompson et al. 2005) and to report more reasons for living and 
more negative attitudes about suicide (Morrison and Downey 2000). There is a 
well-established link between self-esteem and various forms of suicidal ideation 
and behavior (Beautrais et al. 1999; Palmer et al. 2003); thus, it is likely that the 
advantages in self-esteem explain at least part of this finding.

Recent trends also suggest that this advantage may not be as great as it once was. 
Recent trends also suggest that this advantage may not be as great as it once was 
mostly because of a general trend downward in suicide rates for youth overall. The 
difference between African American and White youths in suicide risk has dimin-
ished. The rate of suicide for young African American men has increased recently 
(Joe 2006). Possible explanations include reduced cohesion in impoverished Afri-
can American communities where there is concentrated social disadvantage (Ku-
brin et al. 2006), diminished influence of religion, and the perception that Black 
youth are responsible for their own problems (which were in the past more widely 
attributable to racism; Joe 2006).

The recent negative trends for suicidality and eating disorders should not over-
shadow the very stable and high rates of self-esteem in African American children 
(Gray-Little and Hafdahl 2000). What is the source of the advantage for African 
American youth in self-esteem? This question is particularly important in light of 
the challenges faced by African American youth, in terms of ongoing racial preju-
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dice and social disadvantage. Some of this advantage is probably due to the fact 
that, for many African Americans, racial identity is a positive factor and an im-
portant source of meaning, whereas it is not usually for Whites (Judd et al. 1995). 
This notion is supported by the fact that the strength of ethnic identity predicts 
self-esteem in African Americans, but not in Whites (Phinney et al. 1997). Another 
possibility is that African Americans use a different reference group than do Whites 
(Gray-Little and Hafdahl 2000). As noted earlier, stronger community institutions 
may also be protective (Ball et al. 2003), as may a tendency for African American 
youth to be more individualistic than White youth (Twenge and Crocker 2002). Fi-
nally, because racism is widely known and expected among African Americans, it is 
possible that African American youth “adjust” for such external factors in estimat-
ing their achievements and worth (Constantine and Blackmon 2002).

Discussion

Future Recommendations

The above table summarizes the challenges and strengths of African American chil-
dren discussed here. Any consideration of the protective and risk factors associated 
with a particular cultural or ethnic group is necessarily an arbitrary exercise. Chil-
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African American Children: A Summary

Demographics Challenges Strengths

4% of general 
population

Growing more 
quickly than 
the general 
population

Exposure to violence
•	 High levels of community 

violence
•	 Associated with externalizing 

behavior
Maltreatment/punitive parenting
•	 At much greater likelihood to 

be identified as maltreated
•	 Associated with myriad 

behavioral problems
•	 Identification processes may 

be biased
Limited access to mental health 

services
•	 Even when identified with 

needs, unlikely to receive 
services

•	 Explanations for disparity 
remain largely untested

Extended social supports
•	 Informal and extended family 

networks are important
•	 Racial identity may provide an 

additional sense of belonging
Firm, appropriately restrictive parents
•	 Restrictive parenting may be 

particularly important in dangerous 
communities

•	 Normative African American styles 
of parenting promote independence

Robust self-esteem
•	 Elevated in self-esteem relative to 

other groups
•	 May be particularly protective 

in terms of eating disorders and 
suicide risk

•	 Protective advantage may be 
diminishing
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dren and their families come with a complex mixture of risk and resiliency factors. 
Further complicating the consideration of ethnic groups is the fact that there is not 
necessarily a facile connection between ethnicity and culture (Gjerde and Onishi 
2000). African American children, in particular, vary greatly in the degree to which 
they are acculturated to the mainstream, and in the degree to which they participate 
in African American culture.

Future research would do well to take a more integrative approach to the men-
tal health of African American children, and to develop a richer, more qualitative 
understanding of the experiences of African American children and their families. 
For example, we have provided some plausible explanations for the advantage Af-
rican American children enjoy, in terms of suicide risk, and for the diminishment of 
this advantage. However, these explanations have been largely untested, except for 
some recent innovative work by Joe and colleagues (e.g., Joe et al. 2007). Future 
qualitative work should examine the links between self-esteem, religiosity, and sui-
cidality in African American youth. Similarly, a variety of explanations have been 
offered for the disparity between African American and White children in use of 
mental health services, including factors external to African American families and 
those internal to them. Qualitative research could examine the interplay between 
these influences: The degree to which perceived racism and other practical barri-
ers interact with expectations and stigma in decision-making about seeking mental 
health services for these children.

In terms of developing interventions, a particularly promising approach will in-
volve the development of interventions that simultaneously build on the strengths of 
families while acknowledging the important problems that families deal with. Sim-
plistic approaches, whether strengths-based or deficits-based, are equally unlikely 
to be effective if they do not address the real-life experiences of the families seen.
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Demographic Characteristics of African Americans

The educational, employment, and financial status of African Americans differs 
from that of other US race/ethnic groups, particularly White Americans. For exam-
ple, in July 2006, it was estimated that 23.8 million Americans aged between 18 and 
64 years, or 12.6% of the total US population, were African American. Of the Afri-
can American noninstitutionalized, civilian population, 11.3 million (47.5%) were 
male, and 12.5 million (52.5%) were female (US Census Bureau 2006d). According 
to the 2004 Current Population Survey, the majority of African American adults 
(54%) reside in the South. In 2006, 8.2 million African American adults aged 18–64 
years (36.1%) earned a high school diploma, while 2.7 million (11.9%) earned a 
bachelor’s degree compared to 30.3 and 20.4% of non-Hispanic White Americans 
who earned a high school diploma or bachelor’s degree, respectively (US Census 
Bureau 2006b). The average African-American family median income in 2006 was 
US$ 32,372 in comparison to US$ 52,375 for non-Hispanic White families (US 
Census Bureau 2006a). In 2006, the US Census Bureau reported that 25.3% of 
African Americans were living at or below the poverty level, compared to 9.3% 
for White Americans. Forty-eight percent of African Americans owned their own 
home, while over three-quarters of White Americans were homeowners in 2006 
(US Census Bureau 2006c). As of July 2007, the unemployment rate for African 
Americans (8%) was twice that of White Americans (4%) (Bureau of Labor Sta-
tistics, Current Employment Statistics Survey 2007). One-third (33%) of African-
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American adults aged 19–64 years were uninsured or experiencing a gap in cover-
age during 2005 compared to 20% for their White American counterparts(Doty and 
Holmgren 2006). It is not difficult to conclude that many of the benefits derived 
from improved socioeconomic standing vary by racial group membership (Conley 
1999; Krieger et al. 1997; Oliver and Shapiro 1995; Shapiro 2004; Williams and 
Collins 1995).

As this brief introduction indicates, most of these demographic comparisons 
place African Americans at a relative disadvantage. Such relative disadvantage can 
be stressful and worse, psychologically painful. Most scholars interested in gain-
ing a deeper understanding of the lives of African Americans, like academicians, 
researchers, clinicians and policymakers, grapple with the classic question asked by 
Mildred Cannon and Ben Locke over 30 years ago: “Is being Black detrimental to 
one’s mental health?” (Cannon and Locke 1977). To those familiar with the kind of 
racial disparities described in the opening paragraph, the answer seems so obvious 
that the question appears rhetorical. It is safe to say that most people assume that 
the level of mental illness among African Americans is notably higher than levels 
found among White Americans because they also assume that the life of the aver-
age African American is more stressful than that of the typical White American. 
Given that stress leads to various negative outcomes, including hypertension and 
poor mental health (Krieger and Sidney 1996; Williams and Williams-Morris 2000; 
Williams et al. 2003), this conclusion makes sense. However, in reality, the model 
of African American mental health is not as simple as the stress-exposure argument 
implies. For instance, psychiatric epidemiologic data show that the prevalence of 
such mental disorders as depression is lower for African Americans compared to 
White Americans (Kessler et al. 2005; Williams et al. 2007). This raises another 
simple yet profound question: Why?

Depression is the leading cause of disability for Americans aged 15–44 (WHO 
World Mental Health Survey Consortium 2004). Kessler et al. (2005) estimate that 
depression affects over 14 million Americans each year, nearly 7% of the US popu-
lation. Epidemiologic studies such as the Epidemiologic Catchment Area (ECA) 
Program, the National Comorbidity Study (NCS), and the National Survey of 
American Life (NSAL) have consistently found that White Americans report higher 
rates of depression than African Americans (Blazer et al. 1994; Kessler et al. 2005). 
Williams et al. (2007) used the NSAL data to estimate the prevalence and distri-
bution of major depression among a nationally representative sample of African 
Americans, Caribbean Blacks, and non-Hispanic Whites ( N = 6,082) aged 18 years 
and older. They found that although White Americans had higher rates of lifetime 
depression prevalence, African Americans rated their depression as more severe 
and disabling. Despite a higher risk of persistence of depression, African Americans 
were more likely to remain untreated. Essentially, Williams and colleagues suggest 
that African Americans suffer more severe forms of depression and are less likely 
to receive adequate treatment for depression. Researchers note that while African 
Americans usually report lower rates of depression diagnosis than White Ameri-
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cans, they report higher levels of psychological distress and greater amounts of 
depressive symptoms than White Americans (Jackson and Knight 2006; Williams 
et al. 2007). 

There is considerable debate in the depression literature as to why African 
Americans report lower rates of depression than White Americans. There are 
complicated methodological challenges of measuring mental disorders within the 
context of race (Neighbors et al. 2003). Research suggests that depression may 
be inadequately assessed in African Americans because of group differences in 
the expression of depressive symptoms and the difficulty clinicians have in tak-
ing such diversity into account in their diagnostic procedures (Neighborset al. 
1989; Snowden 2003; United States Department of Health and Human Services 
(USDHHS) 2001). This issue is further complicated by the fact that current epi-
demiologic approaches to the identification of mental disorder leave little room 
for clinical judgment and, as a result, bear only a modest relationship to a clini-
cal diagnosis. Thus, it is not clear whether the relatively lower rate of depression 
observed in African Americans is the result of under-reporting, misdiagnosis, or 
superior coping capacity. In this chapter, we address the latter portion of the previ-
ous sentence by focusing on the concept of resilience. Resilience is defined as “a 
process of adapting well in the face of adversity, trauma, tragedy, threats or even 
significant sources of stress—such as family and relationship problems, serious 
health problems, or workplace and financial stressors” (American Psychological 
Association (APA) 2004). Resilience refers to protective factors, such as social 
support and individual assets, which offset or mitigate exposure to risk and pro-
mote successful adaptation (Garmezy 1991; Masten 1994). We submit that African 
Americans as a group have been able to draw upon a number of psychological 
strengths, as well as social and interpersonal resources. In the following discus-
sion, we attempt to provide a deeper understanding of and appreciation for how a 
group of people subjected to one of the harshest socio-political legacies imagin-
able has nevertheless been able to maintain a relative advantage in terms of mental 
disorder in the face of adversity.

This chapter presents information on mental health issues in African American 
adults, focusing on residential segregation, social support, and the concept of John 
Henryism (James et al. 1983) as having aspects which are both challenges to the 
maintenance of mental health and strengths which contribute to resilience in this 
group. Recognizing that most coping strategies and resources are not uniformly 
positive or uniformly negative, each of these three factors is examined as both a 
strength and as a challenge to African American mental health. While it is more 
typical to think of psychosocial factors as either “good” or “bad,” our more nu-
anced approach rejects the somewhat artificial bifurcation that permeates the stress 
and coping literature. The judgment that these constructs have definitive positive 
or negative psychological effects is complex and cannot be made without explicit 
acknowledgment of mental health outcomes. Therefore, our review draws upon 
statistical data with an emphasis on major depression. Specifically, we address 
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the processes and mechanisms whereby African Americans adapt to such stressful 
exposures as prejudice, discrimination, and racism. Given that racial discrimina-
tion plays a significant etiologic role in African American mental health, we begin 
by exploring several coping strategies used to protect against racial discrimina-
tion (Fischer and Shaw 1999; Williams and Williams-Morris 2000; Williams et al. 
2003).

Racism and Racial Discrimination

Racial discrimination is a unique contextual issue that African Americans face, 
more so than any other racial/ethnic minority group in the United States (Charles 
2003). Clark et al. (2002) highlight the importance of recognizing perceived dis-
crimination as a unique stressor that African Americans encounter. At the micro 
level of analysis, a plethora of journalistic and anecdotal accounts captured by 
scholars have illustrated the distress African Americans derive from incidents of 
discrimination they encounter in their careers, in their neighborhoods, and in their 
travels (Cole and Omari 2003; Cose 1993; Fulwood 1996; Hochschild 1995). These 
regular, everyday types of slights threaten the mental health of African Americans. 
Kessler et al. (1999) report that the experience of racial discrimination is highly 
stressful, ranking in significance with other major stressful life events such as job 
loss, divorce, and death of a loved one. Indeed, researchers have found empiri-
cal associations between discrimination and psychological well-being, self-esteem, 
and depression (Karlsen and Nazroo 2002; Williams et al. 2003). For instance, in 
a study of middle-class African American men, Sellers et al. (2006) reported a sta-
tistically significant negative relationship between racial discrimination and mental 
health. There is also ample evidence provided in the literature supporting a rela-
tionship between experiences of discrimination and heightened blood pressure and 
hypertension (Bonham et al. 2004; Din-Dzietham et al. 2004; Krieger and Sidney 
1996). 

At the macro level of analysis, racial discrimination is manifest in structural 
factors which are embedded in the historical, economic, political, and ideologi-
cal framework of society (Farmer et al. 2006; Geronimus 2001; Geronimus and 
Thompson 2004). One tangible demonstration of racism is the significant racial 
segregation that exists in this country (Massey and Denton 1993). Racial residential 
segregation is responsible for much of the inequitable distribution of resources in 
society and is a significant factor in the production of racial differences in health 
(Geronimus and Thompson 2004). In fact, researchers have described racial resi-
dential segregation as the “structural lynchpin” of racial relations in the United 
States (Bobo 1989; Farley and Frey 1994). The next section discusses various as-
pects of how segregation affects the lives of African Americans.
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Aspects of Residential Segregation Which Challenge  
African Americans

Racial residential segregation is typically thought of in uniformly negative terms, 
which is understandable considering its link to US racial political oppression strate-
gies and/. However, as stated in the introduction, we take the position that no one 
social factor is uniformly positive or negative. Thus, while the negative implica-
tions of segregation may be easier to appreciate, we will identify some of the pro-
tective aspects that racialized residential segregation may offer. Several researchers 
have argued that some of the racial separatism experienced by African Americans, 
particularly those in the middle and upper middle income levels who have the finan-
cial resources to live in more integrated neighborhoods, is voluntary and, as a result, 
a desired and therefore “desirable” situation (Darden and Kamel 2000; Farley and 
Frey 1994; Feagin and McKinney 2003).

While levels of racial residential segregation have declined in some areas of the 
southern and western United States (Charles 2003; Farley and Frey 1994; Ross and 
Turner 2005), data from the 2000 US Census indicate that racial residential segrega-
tion is still widespread throughout the country (Farley and Frey 1994; Ondrich et al. 
2003; Williams and Collins 2001). The index of dissimilarity is a commonly used 
measure of segregation. In 2000, it was 0.66 for African Americans, which suggests 
that 66% of African Americans would have to move in order to eliminate segre-
gation. Although African Americans are the most supportive of racially integrated 
neighborhoods of any other racial/ethnic minority group in the United States, the 
2000 census indicates that the residential exclusion of African Americans remains 
higher and more distinctive than that of any other racial/ethnic minority group in 
the United States (Glaeser and Vigdor 2001; Williams and Collins 2001). Research-
ers have argued that White Americans have more financial resources to buy homes 
of higher financial value that are located in more attractive neighborhoods (Conley 
1999; Landry 1987). Charles (2003) contends that African American homeowners 
are actually penalized financially for owning a home, since their homes are more 
likely to be located in less affluent, segregated neighborhoods compared to White 
neighborhoods; neighborhoods where housing values are unlikely to increase at the 
same rate at those in better neighborhoods, if they increase at all. Williams and Col-
lins (2001) argue that residential segregation shapes socioeconomic mobility and 
socioeconomic conditions across multiple levels, including individual, household, 
neighborhood, and community. Even African Americans who can afford homes in 
integrated neighborhoods may still encounter discriminatory practices, such as resi-
dential steering, a practice in which real-estate agents show home buyers houses 
that are located in different neighborhoods according to the race of the home buy-
er (Ondrich et al. 2003) and discriminatory loan practices (Farley and Frey 1994; 
Yinger 1986). Furthermore, researchers have discussed the idea of a racialized “tip-
ping point,” or the point at which the number of African Americans in a neighbor-
hood undergoing racial integration rises to the point where White Americans decide 

4 The Challenge of Understanding the Mental Health of African Americans



50

to move out in favor of living in more racially homogenous neighborhoods (Conley 
1999; Massey and Denton 1993).

Researchers suggest that racial residential segregation negatively affects the 
physical and mental health of African Americans through several mechanisms. First, 
community and neighborhood level socioeconomic position (SEP) can be even 
more important in regard to health than individual level SEP. Baum et al. (1999) 
found that community-level SEP predicted individual health above and beyond the 
effects of individual education and income. This suggests that a broader environ-
mental context for SEP effects on health and well-being must be taken into account. 
Diez Roux et al. (2001) found that people who live in neighborhoods where resi-
dents report less wealth and lower levels of income were more likely to have coro-
nary heart disease than those who lived in more advantaged neighborhoods. Szreter 
and Woolcock (2004) assert that poor health outcomes are the result of systematic 
exclusion from material resources. 

The second way in which residential segregation could affect the physical and 
mental health of African Americans is that predominantly African American neigh-
borhoods are comparatively poorer than White neighborhoods, as many African 
American communities do not have comparable resources or access to services 
(Williams and Collins 2001). Racial residential segregation is largely responsible 
for many African Americans residing in neighborhoods that have reduced access to 
services and institutions, ranging from full service grocery stores to quality public 
schools and libraries (LaVeist 2002; Massey and Denton 1993; Williams and Col-
lins 1995, 2004). 

Third, racial residential segregation significantly affects possibilities for social 
capital accumulation among African American communities across various levels 
of SEP (Conley 1999; Massey and Denton 1993; Williams and Collins 2001). Sz-
reter and Woolcock (2004) assert that one component of social capital—inequal-
ity—can help explain growing and persisting economic disparities between African 
Americans and Whites, resulting in social isolation, increased anxiety, and dimin-
ished health among certain disadvantaged communities. Various researchers have 
emphasized the role of segregation in creating dense pockets of extreme poverty 
and despair (Massey and Denton 1993; Wilson 1978, 1996). Because of this social 
isolation, African Americans lack access to mechanisms to create social capital, 
which in turn leads to more favorable employment opportunities.

Upwardly mobile African Americans are also affected by residential segregation. 
As discussed earlier, African Americans who wish to live in integrated communi-
ties may encounter residential steering or may not be able to obtain home loans. 
Researchers have found African American middle-class neighborhoods are com-
paratively poorer than White middle-class neighborhoods (Adelman 2004). For in-
stance, researchers argue that middle-class African Americans usually live in much 
closer proximity to poorer neighborhoods than their White middle-class counter-
parts (Massey and Denton 1993; Patillo-McCoy 1999). Adelman (2004) found that 
the rate of poverty in Black middle-class neighborhoods is two times higher than in 
White middle-class neighborhoods, and there is significantly more boarded up, di-
lapidated housing in African American middle-class neighborhoods. Large Black–
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White differences in wealth, unequal financial compensation on the job for similar 
levels of experience, and education in concert with lower property values due to 
persisting levels of racial residential segregation could suggest that middle-class 
African Americans are qualitatively and quantitatively different from their White 
middle-class counterparts. Nonetheless, Lacy (2004) finds that some African Amer-
icans who can afford to live in racially integrated neighborhoods still choose to live 
in predominantly African American neighborhoods. Below we explore some of the 
more positive aspects of racial residential segregation in more detail.

Aspects of Residential Segregation Which Serve  
African Americans Positively

African Americans and White Americans have a different tolerance for a neighbor-
hood’s racial composition. African Americans are more likely to prefer to live in a 
neighborhood where the racial composition is closer to 50% African American and 
50% White (Cashin 2004; Charles 2003; Conley 1999). On the other hand, they may 
consciously choose to live in predominantly Black neighborhoods because they feel 
more comfortable in racially homogenous neighborhoods, and residing in certain 
types of predominantly Black neighborhoods can be protective of mental health 
by promoting certain cultural assets (Cashin 2004; Feagin and McKinney 2003; 
Lacy 2004). One such cultural adaptation is the kin network originally described 
by Stack (1974). Stack argues that kin networks offer a way to pool resources and 
risk such that families within kin networks can rely upon one another for resources 
such as money and child care. This kin network is illustrated in numerous studies 
such as Catherine Newman’s No Shame in My Game (1999), which chronicles her 
ethnographic account of participants who work minimum wage jobs at fast food 
restaurants in New York City. Indeed, participants who had more extensive, reliable 
support networks had much more success in finding reliable, trustworthy childcare 
which allowed them to work minimum wage jobs and complete school in some 
cases.

These networks contrast with what Geronimus and Thompson (2004) criticize 
as the prevailing ideology of “developmentalism,” which strongly emphasizes the 
endorsement of independent nuclear families in the United States. Geronimus and 
Thompson argue that because many African Americans value collectivism over in-
dividualism, an extended and multigenerational family structure is more adaptive 
than strict adherence to the nuclear family model. Stack (1974) maintains that kin 
networks are weakened or destroyed when a family is removed from it and placed 
elsewhere, such as residential mobility programs like the Movement to Opportu-
nity Program (Kling et al. 2004). While Stack’s study applies to low-income Afri-
can American families, it may also be relevant to middle-class African Americans. 
More recently, Lacy (2004) discusses how African Americans maintain connections 
to their communities and how these connections influence their racial identity con-
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struction. For African Americans who have the financial means to live in integrated 
neighborhoods, some choose to live in predominantly African American neighbor-
hoods as a way to reduce interaction with White colleagues and acquaintances. In 
other words, voluntary racial residential segregation may reinforce the cultural as-
pects of predominantly African American neighborhoods. Even African Americans 
who live in predominantly White neighborhoods attempt to increase the exposure 
of their children to African American culture by involving them in social clubs and 
organizations.

African Americans may choose to live in segregated neighborhoods because they 
feel more comfortable in residential settings with other African Americans (Cashin 
2004). Feagin and McKinney (2003) argue that African Americans seek refuge in 
their home environments due to their frequent encounters with racial discrimina-
tion and cultural adaptation, such as changing hairstyles or vernacular, required in 
integrated occupational settings. For instance, Claude Steele discusses the concept 
of stereotype threat, described as the underachievement of minorities and women 
due to fears of failure, living up to negative stereotypes about their racial minor-
ity group or gender (Steele 1998). Perhaps overwhelming feelings of responsibil-
ity for representing all African Americans may encourage African Americans to 
live in racially homogeneous neighborhoods. This may be even more relevant to 
middle-class African Americans since they are more likely to encounter racial dis-
crimination from White Americans in occupational settings where they sometimes 
take on the uncomfortable cloak of White workplace norms and “cannot really be 
themselves until they get home” (Feagin and McKinney 2003; Forman et al. 1997; 
Patillo-McCoy 1999; Steele 1991,1998).

Aspects of Social Support Which Challenge African Americans

Feagin and McKinney (2003) argue that when African Americans experience racial 
discrimination, it is not just the individual who is affected; the entire family suffers 
from these encounters. There are certain contextual realities associated with social 
support as a coping resource employed to defend against racial discrimination. For 
example, as one draws upon support from social network members, the fact that 
family and friends may hold different views regarding particular incidents of unfair 
treatment may compromise the quality of support offered and how it is received. 
In fact, it is possible that these interpersonal transactions may become sources of 
stress. Disagreements among friends and family who differ in their racial ideologies 
about ambiguous forms of unfair treatment may result in arguments or worse.

Researchers have also reported negative associations between mental health and 
social support. For instance, researchers have documented the increased amount of 
psychological distress, depression, and other mental health problems that is associ-
ated with people who are primary caregivers for elderly or disabled friends and fam-
ily (Schulz et al. 1995). There are also several unique challenges that may strongly 
influence social support among African Americans. Feagin and McKinney (2003) 
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argue that individuals who encounter instances of racial discrimination share this 
burden with their families and friends. Such instances of racial discrimination have 
a cumulative impact on individual health and the health of their entire social sup-
port networks. There are a number of rich studies that have investigated social sup-
port among African Americans (Heflin and Patillo 2002; Higginbotham and Weber 
1992; McAdoo 1978). For instance, Higginbotham and Weber (1992) interviewed a 
sample of 200 working and middle-class Black and White women to investigate the 
levels of responsibility and obligation these women felt toward members of their 
social networks. Specifically, Higginbotham and Weber asked women the follow-
ing: “Generally, do you feel you owe a lot for the help given to you by your family 
and relatives?” The authors reported that while the question perplexed many White 
women, most Black women responded affirmatively to it. Higginbotham and We-
ber also demonstrated that African Americans of higher SEP maintain strong links 
to their social support networks. Importantly, Heflin and Patillo (2002) found that 
middle-class African Americans are highly likely to have low-income siblings, and 
that they incorporate the SEP of their extended families into their own conceptions 
of class standing, corroborating Geronimus and Thompson’s argument (Geronimus 
and Thompson 2004) that African Americans often incorporate extended and mul-
tigenerational family members into their concept of family. Additionally, Charles 
et al. (2004) argue that African American college students at integrated colleges 
and universities who are from segregated backgrounds experience greater levels of 
family-related stress than students from more integrated backgrounds and that the 
grades of students from segregated backgrounds may be negatively impacted due to 
their devotion of more time to familial issues.

Another challenge that African Americans may face is the declining density of 
and proximity to social support networks among African Americans as they become 
upwardly mobile, both economically and socially. For instance, Lareau (2003) re-
ports in an ethnographic study that middle-class African Americans have less-fre-
quent contact with members of their extended family and live farther away from 
them. Colen et al. (2006) found that as Black women begin to achieve upward social 
mobility, they may be less likely to rely on their mothers for support during their 
pregnancy or for assistance with child-rearing responsibilities after their child is 
born. These findings suggest that as African Americans become upwardly mobile, 
they may have diminished access to social support networks that can help navigate 
certain stressful situations, partly because they may live farther away from their 
social support networks (Colen et al. 2006; Lareau 2003).

Aspects of Social Support Which Serve  
African Americans Positively

There are various conceptualizations of social support. One conceptualization is 
social networks, which are defined as structures of social connections between in-
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dividual members within a network (Cohen and Wills 1985; Pearlin and Schooler 
1978; Thoits 1995). Israel et al. (2002) conceptualize social support as instrumen-
tal and emotional support offered by individuals in respondents’ social networks. 
Emotional support is described as a measure of the availability of people within 
respondents’ social networks to rely upon for advice or to share worries with. Instru-
mental support is described as the availability of people within respondents’ social 
networks who can help them with material support such as money, transportation, 
or childcare (Fig. 4.1).

Researchers have argued that social support can mitigate the impact of stress on 
health (House et al. 1988; Wenzel et al. 2002) and have highlighted the importance 
of social support in coping with stressors, particularly in buffering against psy-
chological distress (Wheaton 1985; Thoits 1995). From a stress and coping frame-
work, Cassel (1976) concluded that “the most feasible and promising interventions 
to reduce disease will be to improve and strengthen the social supports rather than 
reduce the exposure to stressors.” Social support has also been described as a buffer 
against race-related stress (Geronimus and Thompson 2004; Williams 1999).

Some of the best information on social support among African Americans comes 
from the National Survey of Black Americans (Jackson 1991). One of the most 
comprehensive reviews of the social support literature for African Americans comes 
from the work of Taylor and Chatters (e.g., Taylor et al. 1997; Chatters 1989; Tay-
lor et al. 1996; Lincoln et al. 2003a; Taylor and Chatters 1991; Taylor et al. 1993). 
Chatters and Taylor draw two basic conclusions on the basis of this research. First, 
social support networks of African Americans are critical in coping with serious 
stressful episodes and serious health problems Chatters 1989. Second, the composi-
tion of informal social support networks reflect a diverse group of individuals such 
as extended family members, best friends, fictive kin, and church members (Chat-
ters 1989; Taylor 1986; Taylor and Chatters 1986; Taylor, et al. 1997; Chatters et al. 
2002). Church members, in particular, are a critical, yet seldom examined source of 
informal assistance among Black Americans. 

Using data from the NSBA, Neighbors and LaVeist (1989) found that among 
Black Americans, material social support in the form of financial assistance signifi-
cantly reduced the negative impact of economic stress on psychological distress. 
Neighbors (1997) showed that African American informal support networks typi-

Fig. 4.1  Conceptual model
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cally provide the “first line of defense” against stress but that at the same time, the 
provision of such support takes it toll on network members. Lincoln et al. (2003a) 
found that older African found that contrary to Neighbors and Laveist (1989), social 
support did not mediate the effects of financial strain or traumatic events on distress 
among older African Americans. By examining the role of social networks in the 
lives of African Americans, future studies can gain important insights into how so-
cial networks contribute to mental health.

In summary, surprisingly little research has focused on the more specific stress-
buffering hypothesis for African Americans. Unfortunately, not enough studies 
focus on social support or negative interactions within representative samples of 
African Americans (Lincoln et al. 2005; Lincoln 2000). The lack of studies on this 
topic in African American samples fosters an assumption of racial homogeneity be-
cause too many authors are willing to extrapolate from studies of White Americans. 
The few studies examining the association among stress, social support, and mental 
health among African Americans have produced equivocal findings. Despite the 
prominence of extended families as an important support resource, continued and 
prolonged reliance on family members can be burdensome. While much useful in-
formation exists regarding the form, function, and utility of support networks within 
African American communities, not enough of this work addresses the hypothe-
sis that social support buffers the impact of stress on the mental health of African 
Americans; and practically no one has addressed this within the racial disparities 
context. The next section describes John Henryism as a vehicle through which we 
explore the advantages and disadvantages of direct action as a coping strategy for 
African Americans.

Aspects of John Henryism Which Challenge African Americans

The mental health of African Americans has much to do with how individuals re-
spond to racially based obstacles against advancement and the manner in which Af-
rican Americans balance the upward pull of advancement and the downward pres-
sures of discrimination (Neighbors and Lumpkin 1990; Neighbors and Williams 
2001; Parker and Kleiner 1966). Direct action involves a direct verbal or behavioral 
act that confronts the perpetrator of discrimination, removing oneself from the im-
mediate environment, or contacting the appropriate authorities (Cohen 1987). It is 
instructive to briefly revisit the origins and development of John Henryism, which 
is defined as an active, high-effort behavioral response to race-based obstacles char-
acterized by persistent, prolonged efforts to cope with the blocked opportunities put 
in place by racism and buttressed by acts of discrimination (James 1994). James 
(2002) described John Henryism as “a cultural adaptation on the part of newly freed 
people faced with the daunting task of creating for themselves an American iden-
tity.” To be authentic, that identity had to make possible a coherent expression of 
core American values such as hard work, self-reliance, and freedom. John Henry-
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ism may represent an empirical example of one aspect of African American culture 
that is relevant to mental health (Neighbors et al. 1996).

Investing heavily in John Henryism can mean taking a strategic risk for African 
Americans. Prolonged engagement in an unsuccessful struggle for upward social 
mobility can lead to either salubrious or deleterious outcomes; it literally depends 
on the amount of success that one is able to achieve. On the other hand, there are 
important implications for those who are successful as well. Success, in some cases, 
leads to more responsibility and conceivably more stress. It may not just exclusively 
be prolonged engagement in an unsuccessful struggle but prolonged engagement 
in a struggle, period. Bonham et al. (2004) suggest that John Henryism is a pro-
tective coping strategy, while others argue that such high-effort coping strategies 
are deleterious to health (Geronimus and Thompson 2004). Multiple studies have 
found significant associations between John Henryism and elevated blood pressure 
and hypertension (Dressler et al. 1998; James et al. 1992; James 1994). Bennett 
et al. (2004) argue that a strong commitment to John Henryism and the continuous 
and active engagement of chronic stressors lead to elevated physiological reactions 
such as elevated blood pressure and increased cardiovascular reactivity, which in 
turn lead to hypertension. Findings such as these raise questions about the ben-
efits of John Henryism such as these, one must wonder what the benefits of John 
Henryism are. While James et al. (1983) conceptualized John Henryism as a risk 
and protective factor for hypertension, there may be important implications for ma-
jor depressive disorder and depressive symptoms (Neighbors and Lumpkin 1990; 
Neighbors et al. 1996). Unfortunately, very little research has explored the relation-
ship of John Henryism to depression. Neighbors et al. found that the relationship 
of John Henryism to depressive symptoms varied both by race/ethnicity and by 
attitudes about social stratification and social dominance. African Americans were 
higher on John Henryism than White Americans. However, multivariate analyses 
revealed higher levels of John Henryism decreased depressive symptoms for White 
Americans only; African Americans did not show a significant relationship between 
John Henryism and depressive symptoms. This remains an area that that deserves 
more empirical investigation.

Aspects of John Henryism Which Serve  
African Americans Positively

We propose that the benefits of John Henryism for depression in African Ameri-
cans are best understood within the following framework: First, as SEP increases, 
depression decreases. Second, in spite of racism, prejudice, and discrimination, sig-
nificant numbers of African Americans have been and continue to be successful in 
their upward mobility struggles. Third, the success of the African American middle 
and upper middle class tends to receive less attention than the stories of lower-in-
come (e.g., impoverished) African Americans. We do not understand enough about 
how African Americans have “overcome” race-based obstacles designed to impede 
progress.
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Williams and Collins (1995) argue that SEP indicators are not equivalent across 
race and this inequality could be one potential explanation for the persistence of 
racial differences in health. Researchers have argued that beyond some level of 
SEP, usually around the median for income, additional increases in SEP have little 
or a greatly diminished effect in reducing mortality and morbidity rates (Williams 
and Collins 1995). When we look closer at successful African Americans, we see 
that cultural values such as a strong work-ethic, personal responsibility, and those 
reflected in the construct of John Henryism (i.e., individual persistence) have been 
instrumental in the overall success of African Americans in the United States. These 
are the values upon which we argue that successful African Americans have drawn 
for the strength to “push back” against racial oppression (Neighbors et al. 1990, 
1995; Patterson 1997; Wilson 1978, 1996). If upward mobility reduces the preva-
lence of depression and the values incorporated within John Henryism contribute 
to upward social mobility, it follows that we must promote those values across all 
segments of African Americans communities.

It is important to note the gender of John Henry because scholars have raised the 
question of the representativeness of this construct within the context of male–fe-
male differences in coping (Williams and Lawler 2001). The legend of John Henry 
notes that he was a “steel-drivin’ man.” Feminist scholars ask whether John Henry-
ism is gendered in such a way as to make it inapplicable as a meaningful way of 
understanding the mental health of African American women. For example, some 
have argued that John Henryism should incorporate the combined effects of racism 
and sexism into this cultural narrative of the African American struggle (Bennett 
et al. 2004; Mullings 2002; Williams and Lawle 2001). Questioning the applica-
bility of high-effort coping to African American women because the origin of the 
concept was based on the legend of a mythic male figure may be unfounded since it 
does not follow necessarily that John Henryism is irrelevant for African American 
women. For example, Geronimus et al. (1996, 2006) emphasize that persistent high-
effort coping is used by African American women to contend with factors such as 
discrimination and unequal access to economic opportunities. In order to capture a 
more “gendered” aspect of high-effort persistent coping, Mullings (2001) coined 
the term “Sojourner Syndrome” to characterize the lived realities of African Ameri-
can women and to capture the joint influence of race and being female on health. 
The implication is that by virtue of being female, Black women in particular must 
confront hardships that are not only different from those of Black men, but also 
more difficult as a result of the additional burden of sexism.

Undoubtedly, Black women have been instrumental in the class advancement of 
African Americans in the United States (Mullings 2002). It is also true that there 
has been a lack of information about the gender-specific health effects of persistent 
high-effort coping for African Americans women. The Sojourner Syndrome pro-
vides a theoretical perspective for emphasizing that these social processes operate 
for Black women as well as Black men (Mullings and Wali 2001). Female gender 
provides another important link to the “down side” of social support mentioned ear-
lier—the stress of being obligated in the role of care-giver as opposed to being the 
recipient of support (Mattlin et al. 1990). The stress of care giving along with occu-
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pational experiences of racism and sexism play a role in eroding African American 
women’s health over time (Geronimus et al. 1996; Newman 1999). While the So-
journer Syndrome asserts that differential exposure to stress leads to the deteriora-
tion of health in Black women, the relevant question for this chapter is how African 
American women cope with these multiple stressors and whether or not their coping 
repertoire increases or decreases the risk for depression. When it comes to gendered 
health disparities, African American women typically fare better than Black men 
(Airhihenbuwa and Liburd 2006). On the other hand, the prevalence of major de-
pression is higher for African American women than men. Nolen-Hoeksema (2001) 
suggests that women’s lack of social power as well as the social roles that women 
carry increases their risk of depression. More specifically, she states that because 
women are more likely to experience certain stressors than men, women are more 
vulnerable to developing depression.

Conclusions

The discussion presented integrates culture and context in order to explore the cop-
ing mechanisms African Americans use to mitigate the negative effects of racial dis-
crimination on mental health. These coping mechanisms double as both challenges 
and assets for African American mental health. We have discussed the fact that 
racial residential segregation continues to persist throughout the United States and 
plays a significant role in the allocation of financial resources and services to Afri-
can American communities. Conversely, we have highlighted some of the potential 
protective factors that may lead some African Americans to self-segregate. We have 
also illustrated the critical role of social support in coping with stress among Afri-
can Americans. Yet, due to the unique social position of many African Americans, 
social support can also be interpreted as a challenge to African American mental 
health. As African Americans experience upward social mobility, they may find 
themselves separated from their social support networks. Additionally, they may 
be exposed to stress from feelings of accountability and responsibility for helping 
less successful members of their former communities. Finally, we illustrated how 
high-effort coping, operationally defined as John Henryism, could be responsible 
for motivating African Americans to achieve upward social mobility, which in turn 
could be protective of mental health. Such complicated findings certainly suggest 
that more research on John Henryism and its possible female counterpoint, the So-
journer Syndrome is necessary.

There are numerous areas of future research this chapter could have addressed. 
Nonetheless, we have focused on just a few major areas of inquiry. First, depres-
sion is an important health outcome to investigate because of its magnitude and its 
links to physical health problems such as heart disease and diabetes as well as its 
well established link to suicide. Second, there is a paucity of research focused on 
the “unique costs of mobility” that upper status African Americans may pay in their 
acquisition of higher SES. To date, most researchers note a higher prevalence of 
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depression among people of lower SEP (Dohrenwend et al. 1992; Muntaner et al. 
1998; Murphy et al. 1991). However, Williams et al. (1992) note the complexity in 
the mental health literature as to whether SEP is a protective factor against depres-
sion, citing studies that have found associations between low SEP and depression as 
well as studies that have found that SEP has no effect on depression. Other research-
ers have found that low childhood SEP is predictive of adult depression (Gilman 
et al. 2002; Kessler et al. 1993; Sadowski et al. 1999). Accordingly, Colen et al. 
(2006) argue that many African Americans, even those of higher SEP, are much 
more likely to have grown up in poverty, which would increase their risk for depres-
sion as adults. As noted before, SEP is not equivalent across race because of differ-
ences in wealth (Conley 1999; Oliver and Shapiro 1995; Shapiro 2004; Williams 
and Collins 1995), and researchers have noted that the health benefits associated 
with higher SEP among African Americans are marginal (Geronimus 2001). The 
possible costs associated with social mobility, such as increased exposure to racial 
discrimination and the use of high-effort coping may diminish the mental health 
protective benefits that increased SEP offers. The relationship between SEP and 
depression is an area that needs further exploration (Williams et al. 1992).

More comprehensive examinations of the protective aspects of African Ameri-
can neighborhoods are necessary in order to determine if residential segregation 
is uniformly stressful or whether some aspects of voluntary segregation, particu-
larly among middle- and upper-income African Americans, are protective of mental 
health. Additionally, there have not been enough systematic examinations of the 
mental health effects of John Henryism among African Americans, nor have there 
been enough examinations of the intersection between John Henryism (or the So-
journer Syndrome), exposure to racial discrimination, and depression.

While discussions of racial and ethnic differences in depression invoke notions 
of culture, it is important to note that neither race nor ethnicity is synonymous with 
culture. Although race and culture are certainly related, the latter is rarely mea-
sured in mental health research on racial differences. Race is more typically defined 
by respondent self-report. As a result, there is an important need for research that 
measures race and ethnicity as well as the various forms of subjective experience 
assumed to be indicators of culture. This is the only way the field will be able to 
identify the psychological and social factors that link race/ethnicity to depression 
and other mental disorders. More importantly, this is our only chance for demon-
strating whether or not various social constructs of interest (e.g., identity, social re-
lations, neighborhood structure) are risk or protective factors for depression among 
African Americans. For example, social support can lead to active coping behaviors 
in the face of discrimination (Wenzel et al. 2002). Krieger and Sidney (1996) found 
that African American women who used passive coping strategies in response to 
discrimination were more likely to be hypertensive than African American women 
who utilized active coping techniques behaviors. This body of research must move 
beyond the tendency to do no more than make demographic comparisons (e.g., 
Black–White, male–female) in psychiatric morbidity. Continuing to generate reams 
of descriptive publications will not lead to the kinds of intellectual insights neces-
sary to explain, understand, and ultimately improve upon racial and ethnic differ-
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ences in major depression. It is only by incorporating into our empirical analyses 
those psychosocial measures hypothesized to link race/ethnicity to depression that 
we will be able to move the field forward toward a deeper understanding of race, 
culture, and mental health (Table 4.1).

References

Adelman, R. (2004). Neighborhood opportunities, race, and class: The Black middle class and 
residential segregation. City and Community, 3, 43–63.

Airhihenbuwa, C. O., & Liburd, L. (2006). Eliminating health disparities in the African American 
population: The interface of culture, gender, and power. Health Education & Behavior, 33(4), 
488–501.

H. W. Neighbors et al.

Demographics Challenges Strengths Recommendations

• African Ameri-
cans are 12.6% 
of the total US 
population

• Median household 
income is  
US$ 32,372

• 8% national unem-
ployment rate

• 25.3% living at or 
below the poverty 
level

• 33% of adults aged 
19 to 64 years are 
uninsured

Racial Segregation
• Residential seg-

regation shapes 
socioeconomic 
mobility and 
socioeconomic 
conditions

• African American 
neighborhoods 
are comparatively 
poorer than White 
neighborhoods 

Social Support
• Interpersonal 

transactions may 
become  sources 
of stress

• Decreasing 
proximity to social 
networks

• Feelings of 
responsibility and 
obligation 

John Henryism
• High-effort coping 

strategies maybe 
deleterious to 
mental health

Racial Segregation
• African Ameri-

cans may feel 
more comfort-
able in racially 
homogenous 
neighborhoods

• Residing in pre-
dominantly Black 
neighborhoods is 
protective to their 
mental health

• Black neighbor-
hoods promote 
Black culture

Social Support
• Social support can 

mitigate effects of 
stress on mental 
health

• Social support 
serves as a buffer 
against race-
related stress 

John Henryism
• John Henry-

ism could be a 
protective, cultural 
coping strategy

• May lead to social 
mobility among 
African Americans

• Depression is an 
important mental 
health outcome 
to investigate 
because of the 
magnitude of 
related disability 
and its link to 
physical health 
problems such as 
heart disease and 
diabetes as well as 
suicide

• There is a paucity 
of research 
focused on the 
“unique costs 
of mobility” 
that upper status 
African Americans 
may pay in their 
acquisition of 
higher SES. More 
research is needed 
in this area

• SES is not equiva-
lent across race 
because of differ-
ences in wealth, 
thus the relation-
ship between SEP 
and depression 
needs further 
exploration

Table 4.1 Summary of factors that potentially offer challenges and strengths to the mental health 
of African Americans
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Chapter Focus

This chapter presents information on mental health issues among older African 
Americans, focusing on social inequality and racial discrimination as major chal-
lenges to the maintenance of mental health in this group; and extended family ties, 
social support, and religiosity as strengths contributing to resilience. In our discus-
sion, we provide an overview of demographic changes in the age, race, and ethnic 
composition of the American population, followed by a brief review of physical 
and psychological health disparities between African Americans and Whites. We 
then explore strengths and challenges facing African Americans as they confront the 
possibility of mental health problems in old age as well as the results of a study of 
self-rated health and perceptions of depression among community-dwelling older 
African Americans. Finally, we discuss directions for future research and implica-
tions for mental health practitioners.

Demographic Characteristics of Older African Americans

The growth of the older population of the United States is quite remarkable. In 1900, 
only 4.1% of Americans were 65 and older. By the year 2000, that number had risen 
to over 12%. By 2030, it will increase to 20% (Quadagno 2005). However, perhaps 
more than the “graying” of America, the most dramatic shift in the demographic 
composition of the United States is the graying of the minority population (Angel 
and Angel 2006). By 2030, African Americans aged 65 and older will comprise 
about 10% of the population. The proportion of older adults who are non-Hispanic 
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White will decline from 83% in 2003 to 72% in 2030 (Centers for Disease Control 
and Prevention and the Merck Company Foundation 2007).

While the medical and sociological literature is replete with studies of physical 
health concerns for older adults (Braithwaite and Taylor 1992; Hayward et al. 2000; 
Hildreth and Saunders 1992; Link and Phelan 1995; Preston and Taubman 1994; 
Robert and House 2000; Ross and Mirowsky 2001; Schoenbaum and Waidmann 
1997; Williams and Collins 1995), more attention to the psychological health needs 
of this population is needed. A consistent finding in health research is that African 
Americans experience higher rates of disease and disability than do Whites (Ander-
son 2002; Williams et al. 1997), as well as shorter life expectancies (Howard et al. 
2000; Williams et al. 1997). Furthermore, African Americans experience more psy-
chological distress (Cockerham 2006; Williams et al. 1997). It is known that per-
sons with chronic health conditions are more likely to suffer from depression (Mills 
et al. 2004). African Americans experience a higher rate of life-threatening diseases 
and chronic conditions such as cancer (DeLeeuw et al. 2000; Walker et al. 1999; 
Wilkinson and Kitzinger 2000), hypertension (Clark and Harrell 1992; Cooper and 
Rotimi 1997; Cooper et al. 1999; Hayward and Heron 1999), heart disease (Bel-
grave 1992; Carney et al. 1999; Murrell et al. 1983), and AIDS (Belgrave 1992). 
Therefore, older adults, and older African Americans in particular, are likely to be 
at higher risk for depression than other groups (Mills 2001; Mills et al. 2004). In 
general, the risk for psychological distress increases with the number of chronic dis-
eases and level of functional disability (Mills 2001). The link between depression 
and chronic illness is especially concerning since elderly may not seek treatment for 
chronic illness if they believe it is a normal part of aging (Mills 2001). Furthermore, 
depression worsens the effects and the outcomes of comorbid medical conditions 
(Mills et al. 2004), for which African Americans also have greater risk than their 
White counterparts.

Challenges to Maintaining Mental Health

Socioeconomic Status

It has been shown that socioeconomic status (SES) is a strong predictor of psy-
chological well-being (Cockerham 2004; Kessler et al. 1994; McLeod and Nonne-
maker 2000) and that there is a strong connection between economic inequality and 
health (Hirschfeld and Cross 1982; Link and Phelan 1995; Raphael 2000; Tennstedt 
and Chang 1998; Williams and Harris-Reid 1999). In the most comprehensive study 
of mental health in the United States, the relationship between mental health and 
race disappeared when social class variables were held constant (Cockerham 2006; 
Williams and Collins 1995). In addition, studies of “subjective well-being” find 
that racial differences are not significant when controlling for SES (Brown 1988; 
Krause 1993).
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Although it would seem that race relations have improved and that substan-
tial progress toward racial equality has been made, the economic disparities be-
tween Whites and African Americans are persistent and large (Raajpoot 2000). In 
fact, according to some economic and health indicators, African Americans have 
lost ground in recent years (Williams et al. 1997). SES negatively impacts health 
through a variety of channels, including lack of access to health insurance (Blendon 
et al. 1995; Seccombe et al. 1994), residence in high crime and/or polluted areas 
(LeClere and Soobader 2000), and employment in dangerous occupations (Clarke 
and Gerlak 1998; Pinderhughes 1996). Even employed African Americans have 
lower rates of insurance coverage than their White counterparts (Seccombe et al. 
1994). These factors would predict less regular access to care and/or not having a 
stable, consistent source of care (Cornelius 1991). 

African Americans have lower household incomes, lower rates of home owner-
ship, higher poverty rates, and higher unemployment rates than do Whites (Williams 
et al. 1997), with unemployment being a strong predictor of depressive symptoms. 
More specifically, among Southern Blacks, unemployment correlates with depres-
sive symptoms regardless of other demographic factors (Jenkins et al. 1991). Lower 
levels of education and lower lifetime earnings negatively affect African Americans 
across the life course (Angel and Angel 2006; Shea et al. 1996). Financial strain, in-
cluding lack of home ownership, is a common source of marital dissatisfaction and 
a predictor of divorce (White 1990; White and Rogers 2000). Perhaps due to more 
intense and more persistent financial difficulties, African Americans experience 
greater strain and more unhappiness in marriage than do Whites (Broman 1993). 

Socioeconomic position not only affects one’s health, diet, and access to health 
care, but also one’s sense of control in life (Hayward et al. 2000). Those who are 
better able to tap into valuable resources, such as discretionary income, health insur-
ance benefits, or strong social networks, during times of adversity are more likely 
to feel more secure, confident, and empowered in their lives (Hendricks and Hatch 
2006). Studies reveal that African Americans are less hopeful, less talkative, more 
likely to feel disliked by others, and more likely to perceive others as unfriendly. 
These differences generally disappear, however, when controlling for income, edu-
cation, and physical health (Blazer et al. 1998). Even in the case of hypertension 
among blacks, there is a strong possibility that stress exaggerates this condition 
(Clark and Harrell 1992).

In understanding the mental health of African Americans (or any population), it 
is important to first distinguish between psychological distress and mental illness. 
Mental illness refers to “clinically diagnosable conditions,” while psychological 
distress involves negative or problematic responses, such as anxiety or headaches, 
to environmental stimuli (Mills and Edwards 2002). Mental health research is also 
complicated by the fact that no single definition of mental health or mental disor-
der is agreed upon (Cockerham 2006). Old age is often viewed negatively in our 
society. Consequently, the symptoms of depression among older persons may go 
undetected or ignored (Mills 2000). Depressive symptoms in older adults may also 
be misdiagnosed as symptoms of some type of physical illness (Koenig 1999). 
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Although lower SES Blacks may have higher levels of psychological distress 
than lower SES Whites, they may not have higher rates of mental disorder (Wil-
liams et al. 1992). In one study, Blacks experienced a higher rate of depressive 
symptoms but a lower rate of lifetime major depression (Vega and Rumbaut 1991). 
On the other hand, some studies indicate that older African Americans may have 
lower rates of depressive symptoms (Blazer et al. 1991). The Epidemiological 
Catchment Area studies of the 1980s found that rates of lifetime major depressive 
disorder were very similar for Blacks and for Whites (Cockerham 2006; Vega and 
Rumbaut 1991). Some community-based mental health studies have found that Af-
rican Americans do not report a higher prevalence of mental disorder (Lindsey and 
Cuellar 2000). 

A few studies, however, find that racial differences in health status remain even 
after controlling for the effects of SES (Lillie-Blanton et al. 1996). This finding ne-
cessitates a consideration of noneconomic factors as well. Unlike poor Whites, poor 
Blacks confront the combined effects of economic deprivation and race discrimina-
tion. In addition to structural racism, African Americans are subject to a dominant 
ideology of White superiority and its subtle yet pervasive influence in all areas 
of social life (Feagin et al. 2001; Essed 1991). Blacks are much more likely than 
Whites to report having experienced multiple instances of discrimination (Williams 
et al. 1997). Feeling a lack of control over one’s life is linked to an increased risk of 
psychological distress (Mirowsky and Ross 1989).

Structural Contributors to Mental Health Challenges

Since African Americans represent the second largest racial minority group in 
the United States after Hispanics (Seccombe 2007), it is important to understand 
how social, cultural, and economic factors affect the psychological health of older 
African-Americans. Rather than rely on a medical perspective, a sociological per-
spective requires attention to the effects of a historical legacy of slavery as well as 
contemporary and persistent patterns of racial prejudice and discrimination on the 
psychological health of African Americans (Mills and Edwards 2002). Gerontolo-
gist Kenneth Ferraro has described the cultural, historical, and sociological under-
standing of old age and older adults as the “gerontological imagination” (Mills and 
Edwards 2002). 

Admission rates to psychiatric hospitals as well as to community mental health 
centers have been higher for African Americans than for European Americans 
(Lindsey and Cuellar 2000). There is an overdiagnosis of schizophrenia and an 
underdiagnosis of mood disorders in the African-American population (Bell and 
Mehta 1980; Strakowski et al. 1995; Baker and Bell 1999). Antipsychotic medica-
tions are disproportionately prescribed to African-American patients (Strakowski 
et al. 1993). When African Americans pursue treatment for mental health, they are 
more likely to wait until the illness has progressed. Additionally, they have higher 
attrition rates from mental health services than do Whites (Lindsey and Cuellar 
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2000). Furthermore, African Americans with similar symptoms are less likely than 
Whites to be referred for mental health treatment (Leo et al. 1997). 

Problems of diagnosis are at least partially attributable to racial prejudice (Cole-
man and Baker 1994) or to cultural variations in the presentation of symptoms 
(Whaley 1997). Variations in dialect may also be to blame for misdiagnosis (Lind-
sey and Cuellar 2000). It is entirely possible that African Americans experience 
mental health problems which are unique to, and result from, the experience of 
being African American in a Eurocentric culture (Lindsey and Cuellar 2000). Most 
measures of psychological well-being rely on universal symptom checklists which 
do not account for social, economic, or cultural variations in psychological health 
or in the presentation of symptoms (Vega and Rumbaut 1991). Until recently, Afri-
can Americans have been largely ignored in epidemiological studies (Mills 2000). 
Screening instruments are typically based upon studies of Whites and/or health as-
sumptions associated with a White European framework (Baldwin 1992). Cultural 
background may shape views and expressions of various emotions (Mills et al. 
2004). Because most measures of depression have evolved from a European frame-
work, it is likely that persons of other cultural backgrounds are at a disadvantage in 
the diagnosis and treatment of mental health problems. It is, therefore, important to 
recognize that understandings of depression may vary across cultures and subcul-
tures (Jenkins et al. 1991).

A significant proportion of African Americans associate depression with weak or 
poor character and a majority indicate that they would rely on prayer and religious 
faith to cope with depression (Mills et al. 2004; Mills 2000; National Mental Health 
Association Survey 1996; Steffens et al. 1997). On the other hand, there is some 
evidence that African Americans are more likely to engage in somatization; that 
is, they attribute emotional or psychological health problems to physical sources 
(Kleinman 1989). Somatization of depressive symptoms has been shown to delay 
or prevent the pursuit of professional treatment for mental health problems (Katon 
et al. 1982). 

Service Use Among African Americans

Several factors have been found to be predictive of service use among older adults. 
Gender, age, and educational level are perhaps the strongest predictors, with wom-
en, older adults, and those with higher levels of education relying on health care 
services more often. In terms of psychological health care services, women, those 
who are Jewish, those who are not particularly religious, those with higher levels of 
education and higher incomes, and those who live in urban or suburban areas seek 
outside assistance more often (Cockerham 2006; Greenley and Mechanic 1976). 
Poverty is often linked to social and psychological isolation. Thus, the poor are less 
likely to talk to others about emotional and psychological difficulties (Veroff et al. 
1981). Regardless of social status, most people initially seek informal assistance 
through family, friends, or clergy (Cockerham 2006; Grusky and Pollner 1981; Ver-
off et al. 1981). 
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Studies indicate that social factors such as social class, race, ethnicity, and re-
gion influence the likelihood that professional help for mental health problems will 
be sought (Alegria et al. 2002). Whites are more likely than African Americans or 
Latinos to receive mental health care by a psychiatrist, psychologist, or psycho-
therapist (Alegria et al. 2002; Neighbors et al. 1998). Furthermore, this difference 
is not necessarily due to income, residence, or geographic location (Alegria et al. 
2002). In one study, African Americans who were not poor had lower rates of men-
tal health service use than Whites who were poor (Alegria et al. 2002). Lower rates 
of mental health service use among African Americans may be partially explained 
by sociocultural factors, in addition to economic factors. African Americans may be 
less trusting of the medical establishment due to past mistreatment at the hands of 
major social institutions (Lillie-Blanton et al. 2000).

In a study of community-dwelling older adults, Mills et al. (2004) explored the 
self-rated psychological health of older adults through a telephone survey, which 
included an oversampling of African Americans. Tracts which met the race require-
ment of at least 50% African American and the age requirement of age 60 or older 
were selected. The final sample consisted of 404 participants, aged 60 to 95. About 
three-quarters of the sample were women and 55% were African American. About 
30% of the sample graduated from high school, while another third had less than a 
high school education. About 19% had some college education and 11% completed 
college.

The primary dependent variable in this study is the subjective definition of de-
pression to older adults. The goal of the study was to explore the meanings associ-
ated with psychological distress and whether or not these meanings are influenced 
by the medical model. Psychological health was measured using the Center for 
Epidemiological Studies Depression Scale (CES-D), a short, self-report scale de-
signed to measure depressive symptoms in the general population. Respondents are 
asked to indicate how often they have experienced each of ten behavioral or affec-
tive symptoms during the past week. The number of reported depressive symptoms 
ranged from 0 to 8. Scores at or above 4 suggest a clinically significant level of 
depressive symptoms that are highly indicative of a risk for major depression. The 
overall sample mean for CES-D score was 1.98 suggesting that the older adults in 
this study were moderately symptomatic, but significant enough to indicate minor 
depression or an early or residual form of major depression. 

The primary control variables in this study are age, gender, race, education level, 
and income level. Measures of physical and subjective health were taken. Partici-
pants were asked if they viewed depression as a personal weakness, whether they 
viewed depression as a medical condition, and whether they would ever take medi-
cation for depression. Participants were also asked whether they felt depressed, and 
if the way they felt over the past week was different from the way they usually 
feel. In addition, a measure of social context variables was taken. Participants were 
asked about their caregiving responsibilities. Finally, to assess social network con-
tact, participants were asked whether or not there was someone else besides their 
primary care doctor with whom they would discuss their feelings.
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Descriptive analyses and hierarchical multivariate regression analyses were used 
to examine the association between the mean level of CES-D scores and the various 
risk factors. The sample was stratified by race to examine whether there was racial 
variance in the correlates of overall self-reported depression. Racial group differ-
ences in the response rates for the eight CES-D categories were also explored. In 
summary, the authors tested four hypotheses:

1. As compared with African Americans, for Caucasians the level of education 
and income will be associated with lower levels of self-reported depressive 
symptoms.

2. As compared with African Americans, Caucasians will report fewer doctor-diag-
nosed chronic medical conditions and better overall self-assessed physical health. 
Consequently, Caucasians will report lower levels of depressive symptoms.

3. As compared with African Americans, Caucasians are more likely to perceive of 
depression as a medical condition, and consequently report lower scores on the 
CES-D scale.

4. As compared to Caucasians, African Americans are more likely to report somatic 
complaints associated with depressive symptoms; and also are more likely to 
report feeling that everything was an effort.

As expected, compared to older African Americans, Caucasians had a higher level 
of education and higher incomes. There also was a significant difference in subjec-
tive self-assessment of health, with Whites reporting better overall health. There 
was a significant difference between groups on whether participants had ever tak-
en medication for depression. Older Whites were more likely than their African 
American counterparts to report having ever taken medication for depression. In 
addition, Caucasian older adults were more likely than older African Americans to 
see depression as a medical condition. African Americans, on the other hand, were 
more likely to view depression as a personal weakness. This difference may be due 
to the strong influence of religion in the lives of many African Americans and the 
tendency to explain personal problems in terms of spiritual weakness or struggle 
(Mills et al. 2004). African Americans were more likely to discuss their feelings 
with a friend. No differences were found in the caregiving responsibilities of Whites 
and African Americans (Mills et al. 2004). 

The relationship between level of education and CES-D scores was found to 
be negative. However, when controlling for sociodemographic factors, doctor-
diagnosed chronic conditions, and self-assessed physical health, the relationship 
between education level and CES-D score remained only for African Americans. 
There were no significant differences in CES-D scores for the factors of age, in-
come, gender, and race. No significant differences between African Americans and 
Caucasians were found in the total number of doctor-diagnosed illnesses. However, 
African Americans with self-reported “poor” health had higher mean CES-D scores 
than those with health described as “fair,” “good,” or “excellent.” For Caucasians, 
being in either “poor” or “fair” health was associated with higher mean levels of 
self-reported depressive symptoms. 
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In examining perceptions of depression, no differences in mean CES-D scores 
were found for older adults who perceive depression as being neither a medical 
condition or a personal weakness, nor only a medical condition or only a personal 
weakness. However, older African Americans who believe that depression is both 
a medical condition and a personal weakness had higher mean CES-D scores than 
those who only see it as a personal weakness. Older Whites who viewed depression 
as a medical condition had significantly lower CES-D scores than those who did not 
(Mills et al. 2004). In the analysis of individual CES-D items, responses to one item 
differed significantly by race. Nearly one-third of all African Americans reported 
that “everything was an effort,” compared to just over 20% of Whites (Mills et al. 
2004). 

In the multivariate analysis, higher levels of education were associated with 
lower CES-D scores. Furthermore, this relationship was stronger for African Amer-
icans. Older Caucasians who believe that depression is a medical condition had 
lower CES-D scores on average. Older Whites who had ever taken medication for 
depression had higher CES-D scores, as expected. However, these relationships 
were not found among older African Americans. Also, having a belief that depres-
sion is a personal weakness was not associated with depressive symptoms for Afri-
can Americans or Caucasians. 

Strengths Contributing to Mental Health

Social Support

Despite economic disadvantage, African Americans possess some protective mental 
health factors. While social supports are generally weaker and less present among 
lower socioeconomic persons (Jenkins et al. 1991), familial and extrafamilial sup-
port is considered to be an enduring feature of African-American culture. In gen-
eral, White Americans are more likely to express highly individualistic and inde-
pendent attitudes, and this may be even more common among older Whites (Pyke 
and Bengston 1996). Conversely, African Americans maintain a more collective or 
communal perspective (Triandis 2001). The existence of large, supportive social 
networks may serve to mitigate the symptoms or severity of depression (Penninx 
et al. 1997, 1998). 

African-American families have been described as “cohesive” (Luckey 1994), 
and this cohesiveness may offset some of the effects of economic strain. While 
the organization of Black families has been lamented for several decades (Rainwa-
ter and Yancey 1967; Moynihan 1965), more recently strengths-based approaches 
have noted the resiliency of such families (Ladner 1998; Hill 2005; St. Jean and 
Feagin 1997). To be precise, the existence of extended family support networks is 
applauded as an innovative and effective response to social isolation and economic 
hardship.
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Older African Americans are more likely than Whites to live in larger, multigen-
erational households and/or households involving fictive kin (Burton et al. 1995; 
Delgado and Humm-Delgado 1982). They are more likely to care for older adult 
family members informally and less likely to institutionalize family members who 
need assistance (Damon-Rodriguez et al. 1994; Salive et al. 1993; Tennstedt and 
Chang 1998; Wallace et al. 1998). It has been shown that older African Americans 
experiencing disability receive more informal care than do older White persons 
(Tennstedt and Chang 1998). Adams and Jackson (2000) report that contact with 
friends and family members promotes subjective well-being among African Ameri-
cans. There is evidence that family support is more important than other types of 
support to Black individuals (Raymond et al. 1980) and that the home is a vital 
source of support and livelihood for African Americans (Clark 1993; hooks 1990). 
Furthermore, African-American caregivers are less likely to be stressed than other 
caregivers and have stronger beliefs about the necessity for family support networks 
(Connell and Gibson 1997). Extended family ties, and the expectation for support 
that accompanies them, may also be a source of psychological distress, however. 
Older adult caregivers, for example, may experience negative affect and decreased 
positive feelings if their health is poor and if they feel burdened by the caregiving 
role (Pruchno and McKinney 2002).

Many studies demonstrate that married people have better mental health, on av-
erage, than unmarried people (Gove et al. 1983; Engram and Lockery 1993; Kim 
and McKenry 2002; Waite 1995; Waite and Gallagher 2000). While African Ameri-
cans have lower rates of marriage than do other groups (McKinnon 2003), satisfy-
ing marriages have been shown to boost mental health (Ross 1995; Wickrama et al. 
1997). Thus, encouraging healthy marriage partnerships among African Americans 
is potentially an avenue toward improving their mental health. 

Religiosity

In addition to extended family support, religiosity has been shown to be an impor-
tant protective mental health factor for older adults, especially African Americans 
(Black 1999; Ellison 1991, 1994; Levin et al. 1995; Smith et al. 2003). Most studies 
of religious commitment and participation find that women, lower income persons, 
and African Americans have higher levels of religious participation and stronger 
religious beliefs (Idler 2006; Lincoln and Mamiya 1990; Neighbors et al. 1983; 
Taylor and Chatters 1991). In one national study of Black Americans, prayer was 
cited as the single most important coping response (Neighbors et al. 1983). 

Religiosity has been shown to alleviate stress, to reduce the risk of depression, 
and to improve self-esteem among caregivers (Moen et al. 1995; Picot et al. 1997). 
Among those experiencing stressful life events, such as illness or loss of a loved 
one, religiously active persons are better insulated from depression than are other 
persons (Idler and Kasl 1992; Koenig et al. 1992; Mattlin et al. 1990; Smith et al. 
2003). Furthermore, among older adults who are dying, those who are religious are 
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less depressed and experience less suicidal ideation (Van Ness and Larson 2002). 
Ellison et al. (2001) found that having a belief in the afterlife correlates with higher 
subjective well-being. Other studies have shown that religious participation low-
ered the risk of death among older African Americans (Bryant and Rakowski 1992). 
Qualitative studies of African-American women reveal that religion is often a 
source of reassurance and comfort during times of adversity (Black 1999). Overall, 
religiosity seems to promote a unique set of coping mechanisms, including prayer 
or conversing with churchgoers or clergy (Ellison et al. 2001).

There is less agreement, however, as to the reasons for religion’s boost to mental 
and physical health. There are multiple causal pathways (Idler 2006). Religious 
involvement may lower the likelihood of participation in risky or antisocial behav-
iors, such as drinking or promiscuity (Cochran et al. 1988). Other theories suggest 
that religious involvement increases social resources and opportunities for social 
support (Black 1999; Williams et al. 1997). Those who attend religious services 
frequently often have larger support networks than those who do not (Ellison and 
George 1994). Having a sense of meaning or purpose in one’s life may very well 
increase subjective well-being (George 2006). Religiously based belief systems, 
such as beliefs in the afterlife and the intrinsic value of human life contribute to 
better psychological health (Ellison 1991; Pollner 1989). In addition, adherence to 
religious beliefs may allow individuals to redefine stressful situations as positive or 
self-strengthening (Ellison et al. 2001). 

Future Recommendations and Concluding Remarks

The costs of mental health problems are far more than economic. Mental disorder 
and psychological distress exact a toll on a number of life outcomes, including 
professional productivity and family obligations (Lopez 2002). As the proportion 
of older African Americans continues to grow, it is imperative that social scientists 
and medical practitioners focus their attention on the unique concerns and mental 
health needs of this population. It has already been shown that older adults, in gen-
eral, are at increased risk for mental health problems, especially depression. While 
there is conflicting evidence on the comparative prevalence of depression among 
Whites and African Americans, older African Americans are at higher risk for de-
pressive symptoms and symptoms of psychological distress. This is consistent with 
other studies linking depression and depressive symptoms to lower SES. What is 
most compelling, however, is the finding that lower class Blacks may be at higher 
risk for depressive symptoms when compared to lower class Whites. This finding 
is suggestive of the dual or overlapping effects of economic deprivation and racial 
prejudice. While economic disparity can be quantifiably measured, racial prejudice 
often operates more informally. Rather than conceptualize racism as intentional, ex-
clusionary actions, it may be necessary to reframe it in terms of omission and invis-
ibility. One of the consequences of being underrepresented and socially invisible is 
that dominant group members continue to use a White, middle-class measurement 

T. L. Mills and S. Cody-Rydzewski



77

of mental health. It is critical that practitioners re-educate themselves regarding the 
pervasiveness of racial bias in the medical community, historically and today. 

Part of the challenge for social scientists and mental health practitioners is to 
increase awareness of cultural bias and to recognize that the medical profession 
has a long history of racial bias. Clinical and nonclinical studies have relied on 
White samples. Diagnostic instruments have been designed with these study re-
sults in mind. Consequently, psychologists, psychiatrists, and general practitioners 
may inadvertently or unintentionally either misdiagnose or fail to diagnose men-
tal illness in non-White populations. It is highly probable that economic dispar-
ity, together with social isolation, may produce a different psychological outcome 
than economic disparity alone. Poor Whites, while separated from the mainstream 
of society via economic resources, are aligned with the mainstream on matters of 
cultural values, language, history, social prestige, and representation across major 
social institutions.

Most studies indicate a lower rate of medical service use among African Ameri-
cans, especially in the area of mental health treatment. The reasons for this are com-
plex. First, lower wages, higher rates of unemployment, and lower rates of health 
insurance coverage preclude many lower income persons from seeking professional 
help for health concerns. Secondly, it has been shown that the poor are generally 
less trusting of major social institutions. Trust is gradually eroded when valuable, 
social resources are differentially distributed on the basis of ascriptive traits, such as 
race. Furthermore, faith in the credibility of social institutions is undermined when 
representatives of these institutions engage in unjustifiable, negative sanctioning 
of minority group members while simultaneously failing to protect or safeguard 
them (Feagin et al. 2001). Thirdly, the African-American community has expressed 
a preference for informal social supports, such as extended family, fictive kin and/
or friends, and religion. The organization of African-American families has been 
discussed and researched rather extensively. The preference for extended family 
structures and for a looser definition of “family” has been attributed to the enslave-
ment of Blacks. 

In general, African-American families are more likely than White families to 
maintain extended family connections and to engage in patterns of mutual assis-
tance with secondary family members as well as with fictive kin (Boyd-Franklin 
1989). This pattern is found among both working- and middle-class African-Ameri-
can families (McAdoo 1988). It is not clear, however, whether reliance on informal 
support systems, as well as rejection of formal support, is the result of economic or 
subcultural factors (Wallace et al. 1998). 

In the past several years, there has been a sharp increase in the number of grand-
parent/grandchild households, especially among African Americans (Mills 2001; 
Mills et al. 2005). Studies indicate that grandparents who are directly involved in 
parenting are less satisfied with their health and are at higher risk for depression 
than grandparents who are not involved in direct parenting (Minkler and Fuller-
Thompson 1999). Being married seems to lessen psychological distress among 
grandmothers who give primary care to grandchildren (Mills et al. 2005).
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African-American grandmothers are more active than White grandmothers in the 
lives of their grandchildren and are more likely to live in the home with grandchil-
dren (Pearson et al. 1990). There is some indication that African-American grand-
mothers experience higher levels of life satisfaction than do other grandmothers 
(Goodman and Silverstein 2001). Older African-American women report fewer 

Table. 5.1  Key research findings associated with psychosocial well-being among older African 
Americans
Category of research: Significant challenges 

facing older African 
Americans:

Factors associated 
with strength and 
resilience among 
African Americans:

Mental health services 
use challenges for 
African Americans:

Key finding: Chronic illness associ-
ated with depres-
sive symptoms

Familial and extra-
familial support is 
enduring aspect of 
African-American 
culture

Over diagnosis of 
schizophrenia, and 
under diagnosis of 
affective disorders, 
such as depression

African Americans 
experience more 
chronic illness that 
Whites

Older African Ameri-
cans more likely to 
live in multigener-
ational household 
than Whites

Antipsychotic 
medications 
disproportionately 
prescribed to 
African-American 
patients

African Americans 
have shorter life 
expectancy

Contact with friends 
and family mem-
bers promotes sub-
jective well-being 
among African 
Americans

African Americans 
experience higher 
admission rates 
to formal mental 
health facilities

Health disparities 
more likely are 
due to SES, not 
race

Religiosity shown 
to be important 
protective mental 
health factor 
among older Afri-
can Americans

African Americans 
have higher attri-
tion rates from 
mental health ser-
vices than Whites

SES is a strong pre-
dictor or psycho-
logical well-being

African Americans are 
less likely to have 
private insurance 
and lower rates of 
insurance coverage 
than Whites

Racial differences in 
health outcomes 
often persist, even 
after control for 
SES
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depressive symptoms than do older White women (Mui and Burnette 1996). Afri-
can-American parents and siblings who are engaged in caregiving report similar or 
higher levels of caregiving duties yet report feeling less burdened than their White 
counterparts (Horwitz and Reinhard 1995). Future studies should continue to ex-
plore the experiences of grandparent caregivers and the implications of this role for 
psychological well-being. 

Education about mental health issues has been increasing in recent years. Several 
“high profile” individuals, including former Presidential candidate Al Gore’s wife, 
Tipper Gore, have made their struggles with mental health very public (CBS News 
2000; Epstein 1999). Still, segments of the population who are at greatest risk for 
mental health problems are often those least likely to receive or be exposed to this 
information. Physicians, particularly family doctors, general practitioners, or those 
working in public health settings, must be proactive in their efforts to educate the 
local community, through information-disseminating and social outreach. In addi-
tion, since it is known that older African Americans place a considerable amount of 
emphasis on religious life (Table. 5.1); ministers and other church support staff are 
vital participants in this effort as well. It is important that the matter is approached 
with cultural sensitivity, however. While professional treatment is to be encouraged, 
mental health workers must remain open to the possibility of informal support from 
family, friends, and religion as well. 
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Introduction

This chapter describes the activities and results of a practice-based evidence (PBE) 
project designed to develop a framework for culturally responsive effectiveness 
evaluation within a community agency serving urban American Indian and Alaska 
Native (AI/AN) youth and families.

US Census statistics for 2000 show that AI/AN people account for 1.5% of the 
population. Of these, nearly 67% of AI/AN people live in urban areas (Urban In-
dian Health Institute 2009). The AI/AN population experiences disparities in social, 
economic, and health areas relative to other ethnic groups. Suicide rates are 1.8 
times higher for Native youth than the national average, and suicide is the second 
leading cause of death for AI/AN young people (Centers for Disease Control and 
Prevention 2009). In addition, Native youth live in poverty, experience higher high 
school dropout rates, lower employment attainment, higher rates of substance abuse 
relative to their White peers (Urban Indian Health Institute 2009), and are at greater 
risk for serious mental health problems (Gone 2004). Although urban Native youth 
experience risk factors at similar rates as their tribal peers, they do so without the 
supports and provisions (e.g., access to grants for tribes to improve health and men-
tal health outcomes or tribal programs and services specific to the community) that 
exist in tribal communities to address these disparities (Fox et al. 2005).

Recognizing the need to identify effective interventions for working with AI/AN 
youth, and in response to mandates for evidence-based services, members of the 
PBE team engaged in a community-based participatory research process (CBPR), 
first to identify community-defined indicators of success (outcomes) and then to 
develop an online youth self-assessment tool that reflects these outcomes, generates 
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information for service planning, and provides a baseline against which to measure 
progress over time.

Although the emergence of evidence-based practice (EBP) has been welcomed in 
the field of child and family services because it has directed attention and resources 
to interventions of proven effectiveness (Hoagwood et al. 2002; Singh and Oswald 
2004), critical reviews have highlighted the inappropriateness of many EBPs, as 
they are currently developed and implemented, for culturally specific communities. 
The use of randomized clinical trials (RCTs) as the “gold standard” for reaching 
judgments of efficacy has also been criticized because of the lack of representation 
of culturally diverse youth and families and those with complex needs and/or co-
occurring disorders. These families are typically served by community agencies, 
but are not usually included in RCT study samples (Brannan 2003; Espiritu 2003). 
There is growing discomfort with the conceptualization of EBP as comprising lists 
of practices approved for use in addressing specific disorders based on findings of 
specific types of research methods, primarily RCTs and quasi-experimental designs. 
Concerns have also been expressed about the restricted definitions of what consti-
tutes evidence—and who decides which evidence counts, and about the imposition 
of interventions that are judged by members of cultural communities to be inap-
propriate for their members because of their narrow rather than holistic approaches. 
According to Scheyett (2006), dominant discourse on EBP privileges the voice of 
the researcher and neglects the dynamics of power and the potential for oppres-
sion, by silencing the voices of youth and families who use services and subjugat-
ing community knowledge. Furthermore, EBP is described as a “regime of truth,” 
which “(re)produces the exclusion of certain forms of knowledge production” and 
which researchers are called upon to deconstruct (Holmes et al. 2006, p. 185).

The Challenge: The Demand for Linearity in a Relational World 
View

In their enthusiasm for “evidence-based practice,” federal, state, and private fund-
ing agencies have required that community agencies adopt evidence-based inter-
ventions regardless of whether appropriate EBPs exist for the populations that they 
are serving (in this case, American Indian/Alaska Native; AI/AN youth) (Espiritu 
2003). With some notable exceptions (e.g., Bigfoot and Braden 2007; Gone and 
Alcántara 2007), the EBP researchers who developed these mental health and so-
cial service interventions have been from the dominant culture, and generally have 
reflected a Western, linear view. These researchers built their work on previous 
empirical studies and usually did not include AI/AN consultants in the conceptu-
alization and implementation of their studies. Thus the interventions are typically 
not culturally based, and may seem “foreign” to AI/AN youth and families, who 
are more likely to embrace a holistic, nonlinear, and relational world view (Cross 
1995).
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In Oregon, these concerns have gained a level of urgency because of the im-
plementation of legislation (Oregon Senate Bill 267 2003, O.R.S. 182.525), that 
required an increasing percentage of public funds allocated to adult and youth cor-
rections, child welfare, and addictions and mental health services, be spent on EBPs 
(2005: 25%; 2007: 50%; 2009 and thereafter: 75%). This requirement posed a ma-
jor challenge to many community agencies, including those providing culturally 
based services, stimulating efforts to find alternative strategies to demonstrate the 
effectiveness of their interventions. In addition to questions about the appropriate-
ness of EBPs for the youth and families that they served, agency staff and leaders 
also worried that a requirement that the adoption of “off the shelf” evidence-based 
interventions would result in their having to abandon existing programs and prac-
tices that they believe are effective.

Culturally- and community-based agencies have over the years developed prac-
tices and interventions that are highly valued, but are largely not tested through 
mainstream research. Although many of these practices and services may be associ-
ated with good outcomes, they are usually not considered to have a strong enough 
evidence base to support service providers’ assertions of effectiveness. These prac-
tices are often not amenable to study using RCTs because of small numbers of par-
ticipants or because cultural and spiritual dimensions of the interventions are such 
that the community would not permit a study that includes withholding treatment 
from a control group or randomizing community members to treatments seen as 
unequal. As a result, culturally- and community-based programs are challenged to 
preserve funding support for their programs without abandoning the practices and 
services that they and their clients value in favor of EBPs that appear on one or more 
lists of “proven practices.” In response to these requirements, agencies providing 
culturally specific services for AI/AN communities have been faced with four diffi-
cult options: (1) to comply and adopt EBPs; (2) to adapt EBPs to be more culturally 
appropriate; (3) to seek exemptions for their populations; or (4) to attempt to use 
research to demonstrate that the services they provide are effective for the youth and 
families served. This last strategy was selected as the preferred approach in the case 
of the project featured in this chapter.

A Response: Practice-Based Evidence

Designed in response to the dilemma faced by the Native American Youth and Fam-
ily Center (NAYA) and other community-based agencies, a collaborative research 
and evaluation team was formed to develop and implement a PBE approach that 
culturally- and community-based programs could use to address the demand for 
EBP.

The approach to PBE that we used was a research strategy in which knowledge is 
co-created by service providers, service recipients, and families. It incorporates the 
subjective experiences of receiving services and takes account of social and cultural 
contexts (Evans et al. 2003). Practice-based research is designed to identify practic-
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es that “work” in natural settings and with diverse populations (Evans et al. 2003). 
PBE is appropriate in practice settings in which culturally shaped perspectives are 
incompatible with RCTs or where sample sizes are not adequate for traditional re-
search studies. The development of a PBE model can involve both qualitative and 
quantitative research methods to create a cyclical model in which PBE and EBP can 
inform one another to create a basis for assessing service outcomes and building 
evidence of effectiveness (Barkham and Mellor-Clark 2003).

The PBE project was developed in 2004 as one of several projects within the 
Research and Training Center on Family Support and Children’s Mental Health 
(RTC). The RTC was funded by the National Institute of Disability and Rehabilita-
tion of Research (U.S. Department of Education), and the Center for Mental Health 
Services, Substance Abuse and Mental Health Services Administration (SAMH-
SA), HHS.

The PBE team comprised representatives from NAYA, an agency serving urban 
Indian children and youth and their families, the National Indian Child Welfare 
Association (NICWA), and the RTC at the Regional Research Institute for Human 
Services, Portland State University. NAYA was identified as the study site, with one 
project goal being to develop an evaluation model that documented and built on the 
successes that NAYA had demonstrated with the youth and families that participated 
in its various programs and activities. Some good outcomes achieved by enrolled 
NAYA youth included:

• High school graduation rates five times that of all Indian children within the 
Portland Public Schools (PPS);

• NAYA students who participated in the tutoring center completed and exceeded 
state benchmarks in math, science, and reading at more than twice the rate of all 
PPS students;

• Students who participate in culture, arts, and sports programs have significant 
increases in daily school attendance rates and benchmark achievement rates, as 
well as decreases in behavioral incidents or referrals. (Cross et al. 2007, p. 13).

The second related goal was to develop a PBE model that could be adapted by other 
culturally- and community-based agencies to evaluate program effectiveness, build-
ing on evidence of program success.

NAYA’s infrastructure, program philosophy, and approach to providing services 
posed a number of issues related to undertaking effectiveness research. First, NAYA 
is committed to holistic, comprehensive programming. Although NAYA is orga-
nized into departments, expectations for growth and change in the young people and 
family members who attend the program are not tightly tied to a particular program 
or department. Rather, young people voluntarily enroll in one or more programs or 
sets of activities (e.g., sports, culture and arts, and/or the tutoring center), accord-
ing to their interests and needs. They may enter service through any one activity, 
moving or adding services as desired or advised. The NAYA youth who are a part 
of the Youth Services Program are usually referred because they are seen as “high 
risk” (not NAYA’s term) and in need of guidance and intervention or intercession 
by a youth advocate (care manager). However, all aspects of NAYA’s programming 
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are available to all youth, and an operating assumption is that positive growth and 
development will result from being in an environment where Native culture is fully 
integrated, that is accepting, structured, and safe, and provides resources, opportu-
nities, and guidance from adults who serve as role models and mentors. Another 
programming principle is that young people will profit from learning about their 
history and their cultural and spiritual traditions and practices, and that growth and 
healing will occur as they develop a positive cultural identity. NAYA is also com-
mitted to offering services that are individualized and dynamic, changing with the 
needs and circumstances of young people and their families.

Taken together, these characteristics of NAYA, while clearly appropriate for 
NAYA’s philosophy and purposes, meant that a “program by program” approach 
to evaluation was not appropriate, and that isolating crucial services and discrete 
interventions that accounted for change would be very difficult. Thus, the PBE re-
search team had many challenges as we worked to develop an approach to out-
come evaluation that would be acceptable to the NAYA community, useful to other 
culturally- and community-based organizations, and seen as credible by the larger 
research community.

PBE project operating principles included:

• Use of a relational world view model (Cross 1995, 2003) as the project frame-
work. In this model, often associated with the medicine wheel, health and well-
being are understood to depend on the balance between four aspects of life: 
mind, body, spirit, and context. In this culturally based model, usually depicted 
as a four-quadrant circle, the purpose of services is to help individuals restore 
equilibrium and promote harmony among these quadrants. Through addressing 
the whole person, services support, heal, and comfort the person while fostering 
a culturally based understanding of self in relationship to the environment.

• A commitment to using strength-based approaches, and to build on existing good 
outcomes.

• Collaboration between the three partners, across disparate cultures, and agen-
das, with the expectation that each partner would bring and contribute its own 
strengths and resources.

• Implementation of a CBPR approach.
• Production of work and products seen as credible by both Native constituents 

and by the mainstream research community.

Project Phases

Building Relationships and Refining Plans

A crucial first step was building relationships among the three partners in order to 
develop trust and understanding, and with the broader NAYA community to refine 
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research goals and methods. The history of multigenerational trauma and misuse of 
research findings has led AI/AN communities to be reluctant to engage in research, 
especially with non-Indian researchers (Weaver 1997). A CBPR approach was be-
lieved to be an appropriate approach for studying “what works” because it “allows 
for the inclusion of community values, cultural heritage, and historical perspective” 
(Fisher and Ball 2005, p. iii46). Further, participatory approaches are based on the 
idea that people can benefit from research conducted with their communities if 
there is community control over the research (Davis and Keemer 2002). A CBPR 
goal is for communities to become empowered to assume ownership of the research 
process and to use research findings to improve the lives of their people. Research 
codes of ethics and principles to guide research with AI/AN communities have been 
developed by several organizations, with key elements in common: research fo-
cused on issues of concern to the community, taking account of traditional holistic 
Native knowledge systems, with community oversight built on long-term relation-
ships with community members, using culturally appropriate research methods, 
with research resources shared, and with dissemination of findings to benefit the 
community (American Indian Law Center 1999; Fisher and Ball 2005; McDonald 
2002).

Relationship building began with research team members’ spending several 
months meeting—to learn about each other, and to refine preliminary project goals. 
One mechanism for getting acquainted involved rotating the meeting place among 
the research team partners (NAYA, NICWA, and Portland State University). Re-
search team members also explored the challenges and opportunities associated 
with conducting evaluation that would be recognized as sufficient evidence of ef-
fectiveness in the Oregon and national EBP policy context.

The project was designed to employ a participatory approach that involved com-
munity members’ shaping project goals and practices. Team members met indi-
vidually and as a group with stakeholders, including elders, NAYA staff, program 
participants, families, and other NAYA community partners. Through dialogue with 
these stakeholders, the research purposes and methodology were refined so that 
they were meaningful and reduced the potential for harm to the NAYA community. 
This process resulted in agreement among the research partners that the first ques-
tion that needed to be addressed in thinking about effectiveness was, “What is the 
definition of success?” that is, “What does success look like for Native youth?” 
When the project began, NAYA operated in a context typical of most community 
agencies, in that it was accountable to multiple funding sources, each of which 
required reporting, usually on the process and/or amount of service provided, and 
each with a set of particular purposes, or outcomes in mind. Because this reporting 
was a condition of receiving funding, NAYA had very little say about the goals, 
measures, or reporting methods associated with its various funded programs. Team 
members agreed that defining valued outcomes for Native American youth was the 
right and responsibility of the NAYA community, and turned attention to developing 
an approach to defining “success” for Native youth. Considering both AI/AN cul-
tures and the cultural milieu at NAYA, research team members chose focus groups 

B. J. Friesen et al.



93

as the most appropriate methodology for determining which youth outcomes were 
most important to the NAYA community.

Focus groups were held with several subgroups of the NAYA community in or-
der to hear from community members about their views of what “success” looks 
like for urban Native youth served by NAYA and what NAYA services they viewed 
as integral to helping youth develop in positive, successful ways. Separate focus 
groups were conducted with middle school youth ( n = 6), high school youth ( n = 6), 
youth in foster care who participate in NAYA’s programs ( n = 7), and families of 
youth ( n = 7). Additional focus groups included elders from Portland’s Native com-
munities ( n = 11), NAYA’s board of directors ( n = 7), community partners ( n = 11), 
and staff and management at NAYA ( n = 43), for a total of 98 participants. Consent 
forms were collected from all participants, but no demographic data were collected. 
This process is described in depth in Cross et al. (2011).

Following the guidance of project partners and stakeholders, responses were not 
audio taped. Rather, a note-taker recorded responses on newsprint charts as people 
spoke, with frequent check-ins to assure that information was captured correctly. 
Member checking occurred both prior to data analysis and afterward to assist with 
interpreting the results. Results from the focus groups provided the research team 
with a long list of qualities, characteristics, and behaviors associated with success 
for Native youth (see Fig. 6.1). The conceptualization of success consisted of both 
the absence of risk factors as well as the presence of protective factors. Identified 
indicators of success were sorted into the four quadrants of the RWV model in order 
to create a culturally relevant evaluation and case management tool that addressed 
all life domains.

Fig. 6.1  Outcomes sorted 
according to relational world 
view (RWV) Context:
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Project partners reviewed findings from the focus groups and input from NAYA 
staff and community members and determined that, initially, the best approach to 
program evaluation for NAYA was to look at effectiveness at the level of youth 
outcomes and changes in the measures over time. To address the multiple outcomes 
that were identified, it was necessary to locate or create measures that integrated 
both separate indicators of success and balance among the RWV areas.

Central to measuring the success of NAYA youth was the development of an 
online youth self-assessment tool (NAYA Assessment Tool, or NAT) which was 
aligned with the outcomes identified through the focus group process. This tool is 
now used by youth and their youth advocates as the basis for service planning, and 
as a periodic measure of progress toward planned outcomes.

Identifying Culturally Appropriate Outcome Measures

The development of the NAT began with an extensive literature review to link 
NAYA identified outcomes with research findings on these outcomes and to locate 
preexisting, strength-based measures for assessing youth that: (1) resonated with 
the NAYA community; (2) assessed the concepts of success articulated in the focus 
groups; (3) were reliable and valid; and (4) had been developed or used in previous 
research with Native communities. The NAT assessment tool includes questions 
that relate to all four quadrants of the RWV model.

Given the dearth of research conducted with Native American youth, measures 
that had not been tested on Native youth were also considered if they reflected the 
meanings of success articulated in the focus groups. Where there were important 
concepts to assess, but no measure, the research team developed new measures in 
a collaborative process; this was necessary in only a few instances. Both existing 
and newly developed measures were taken to NAYA youth advocates to review for 
cultural appropriateness and to ensure that they resonated with the NAYA commu-
nity. The NAT consists of 22 measures. Four resilience scales (Ungar et al. 2008) 
encompass all four quadrants of the RWV (cultural resilience, individual resilience, 
community resilience, relational resilience). The remaining measures are located 
within the four RWV quadrants: Body: financial status, housing, drug and alcohol 
use, access to health care, exercise, and sexual health; Mind: depression, suicidali-
ty, feeling calm and peaceful, hope, perceived discrimination, conflict management, 
and coping; Spirit: traditional spiritual involvement, and participation in traditional 
activities; and Context: community mindedness, school belongingness, and neigh-
borhood safety.

Strength-based/protective measures and health outcomes that are associated with 
mainstream EBPs were of particular interest for this project. Strength-based mea-
sures for the NAYA Assessment Tool (NAT) include:

• A scale measuring four types of resilience—cultural, community, individual, and 
relational—that was developed by the International Resilience Project and has 
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been used with youth around the world, including First Nations youth in Canada 
(International Resilience Project n.d.).

• Feeling calm and peaceful, one item from Oregon Healthy Teens (OHT; Oregon 
Department of Humans Services 2007).

• The Children’s Hope Scale (Snyder et al. 1997), a six-item measurement tool 
relating to a participant’s outlook on life.

• A community mindedness scale ( Voices of Indian Teens Project, Manson et al. 
n.d.) relating to a participant’s behavior in the community away from school.

• Participation in traditional activities, a measure developed from the existing lit-
erature and expanded with NAYA elders. Participants’ involvement is measured 
in eight categories of traditional Native culture: games and sports; ceremony, 
rituals, and ways of acting; history, cultural knowledge, and cultural skills; tradi-
tional forms of living; subsistence, food, and medicines; music and dance; kin-
ship, family, and gender roles; and tribal crafts.

Health outcomes are measured in areas relating to drug and alcohol use, sexual 
health, depression, and suicidality. All of these measures, with the exception of 
the depression scale, were taken from Youth Risk Behavior Surveillance System 
(YRBSS; Centers for Disease Control and Prevention 2007). Depression is mea-
sured using the seven-item Center for Epidemiological Studies Depression Scale 
(CES-D; Radloff 1977) which has been used with tribal youth (Manson et al. n.d.).

Piloting the NAT Self-assessment Instrument

After measures were approved by the members of the research team and the com-
munity, they were combined to create the NAT which was prepiloted with two 
groups—NAYA middle school and high school students. Approval for both the pre-
pilot and pilot testing of the NAT was obtained from the Institutional Review Board 
at Portland State University.

Results of the user testing indicated that all youth liked the online administra-
tion of the self-assessment tool and found the online format easy to navigate. Par-
ticipants reported that most of the measures seemed relevant and comprehensible, 
but indicated that some items should be changed. These changes related to general 
comprehension, the use of outdated language, and cultural sensitivity. For example, 
there was wide consensus among the high school students that phrases like “down 
in the dumps” and “shake off the blues” were outdated and distracting. Additionally, 
middle school students reported that they would prefer a selection option of “Not 
interested in learning this activity” (as well as “interested”) in the measure relating 
to cultural activities. All responses were honored and several changes were made 
to the NAT to both update language and add additional choices for youth to select.

Following the prepilot, adjustments were made based on youth feedback de-
scribed above. The revised NAT was piloted with 126 youth who took the NAT as 
a part of their preparation for case planning between August 2008 and May 2009.
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Findings

Data analysis was conducted to:

1. Determine the validity and reliability of the strength-based and health measures 
used in the NAT;

2. Measure the protective factors of urban-based AI/AN youth that are “high risk” 
(i.e., receiving case management services);

3. Assess the health behaviors of high-risk urban AI/AN youth;
4. Examine the associations among the strength-based measures and health behav-

iors in our sample of high-risk AI/AN youth.

Of the 126 youth that took the NAT, 114 self-identified as American Indian, Alaska 
Native, and/or First Nation; their responses are used in all subsequent analyses. 
Demographic characteristics of the youth are as follows: 53% male, 46% female, 
1% two-spirit; 48% 12–14 years old, 40% 15–17 years old, and 12% over 18. Most 
participants (77.2%) stated that they currently lived with their parents; however, 
over one-fourth (27%) of the youth reported changing living situations in the past 
12 months.

Internal reliability of the strength-based measures was assessed using Cron-
bach’s alpha (Table 6.1). The seven scales showed adequate to strong reliability, 
ranging from 0.65 (Individual Resilience) to 0.88 (Depression).

Correlations among the eight strength-based measures were computed 
(Table 6.2). Most intercorrelations were significant, but moderate with some no-
table exceptions; two resilience subscales—community and individual—correlated 
strongly at 0.71 ( p < 0.01). In addition, participation in traditional activities, scored 
as the total number of activities engaged in was correlated with only two other 
strength measures—Community Mindedness (0.24, p < 0.01) and Cultural Resil-
ience (0.23, p < 0.05). Generally, it appears that each measure assesses different 
aspects of youth strength that were associated with other strengths measures, but 
was not identical to any.

Scale Number of 
items

Cronbach’s 
alpha

Depression 7 0.88
Hope 6 0.86
Community mindedness 6 0.78
Resilience: cultural 6 0.74
Resilience: relational 6 0.73
Resilience: community 8 0.67
Resilience: individual 8 0.65

Table 6.1  Scale reliabilities 
of strength-based measures
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Strengths and Health Behaviors of Youth
Relationship of Strength-Based Measure Scores and Participant Characteristics As 
illustrated in Table 6.3, despite being assigned to case management and experiencing 
other “at-risk” circumstances (such as unstable housing), these youth score high on 
most strength-based assessments.

In contrast, youth scored relatively low on many negative health behaviors.

Substance Use Less than half (44%) of participants reported ever drinking alcohol. 
Of those, about half (53%) reported drinking alcohol in the past 30 days. One-third 
(33%) of participants reported ever using drugs. Of those who reported ever using 
drugs, half (51%) reported using drugs in the past 30 days. Compared to those in 
stable living situations, those under unstable living conditions were more likely to 
have ever used drugs ( Χ2  = 4.3, p < 0.05), but there were no significant differences in 
reported alcohol or drug use in the past 30 days between those under less stable and 
more stable living conditions.

Mental Health Overall, youth reported low levels of depression (mean = 1.5 
(0.65) on a four-point scale); 8% ( n = 10) seriously contemplated suicide during 
the past 12 months; 8 of the 10 had attempted suicide at least once during that 
time frame. Compared to youth in stable living situations, those under unstable 
living conditions were more likely to have seriously considered suicide in the last 
12 months ( Χ2  = 4.0, p < 0.05).

Sexual Behavior About one-third (36%) of youth reported ever having sexual inter-
course. Of those, 71% used a condom the last time they had sex, and 75% did not 
drink and/or use drugs during their last sexual encounter.

Finally, the relationships among strength-based measures and health behaviors 
were assessed using Pearson two-tailed correlations and independent t-tests for mean 
comparisons (Table 6.4). Overall, higher scores on strength-based measures were 
associated with healthier behaviors. Relational Resilience and Hope were associated 
with the highest number of positive health behaviors. Community mindedness was 
not significantly associated with any health measures.

These pilot data provide promising evidence of the reliability and validity of 
the NAT, a community-generated, strength-based assessment tool that can be used 
to evaluate youth programming at an urban-based AI/AN community center. Re-

Measure Mean ( SD) Maximum score

Resilience: community 4.0 (0.60) 5
Resilience: cultural 3.9 (0.83) 5
Resilience: individual 4.2 (0.55) 5
Resilience: relational 3.8 (0.79) 5
Community mindedness 2.3 (0.65) 4
Hope 4.2 (1.1) 6
Feeling calm  

and peaceful
4.1 (1.1) 6

Participation in 
traditional activities

3.7 (2.6) 8

Table 6.3  Strength-based 
measure scores (means)
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sults of from this pilot study also show that these AI/AN youth report having many 
strengths such as high resilience and low levels of depression, and most report not 
engaging in many unhealthy behaviors, despite belonging to a “higher risk” popula-
tion in that they were participating in case management, and more than one-quarter 
experienced unstable housing in the past 12 months. One notable exception is that 
youth who reported suicide contemplation also reported high levels of attempts 
(80% of those contemplating suicide have also attempted); this finding parallels 
others that highlight suicide as a health disparity among AI/AN youth (Urban In-
dian Health Institute 2009). Nevertheless, such findings support already established 
treatment approaches that emphasize the importance of focusing on the strengths 
of young people, especially AI/AN youth, when developing programs to improve 
their well-being (Crooks et al. 2010; Kurtines et al. 2008). However, interpretation 
of these results should be made with caution as this study analyzed data from a self-
report measure (see Brener et al. 2003 for an assessment of the limitations of relying 
on self-report of adolescent behavior) that was conducted in a single setting, with 
a small sample size. In addition, youth who participate at NAYA do so voluntarily, 
so it is possible that self-selection into the program could bias findings. As more 
data become available, future analyses will consider age and gender differences in 
the strength characteristics of these youth; additionally, longitudinal study will help 
assess the effectiveness of NAYA’s programs in increasing the well-being of the 
youth that it serves.

Examination of the NAYA-Derived Outcomes in Relation  
to Mainstream Outcome Research

The process of identifying community-defined indicators of success for urban Na-
tive youth yielded many outcomes, such as lower depression, lower alcohol use, 
and increased school belongingness that are also identified as important outcomes 
by the mainstream research community. In addition to these, focus group members 
also identified eight indicators of success that were highly valued by this urban 
Indian community, but are not widely acknowledged in research and policies ad-
dressing EBPs. Outcomes in this category were: community mindedness, conflict 
resolution, cultural identity, hope, perceived discrimination, a positive relationship 
with an adult, school belongingness, and spirituality. In order to build an evidence 
base for NAYA’s work, it was important to examine the relationships of these vari-
ables, many of which might be considered to be mediators or moderators, with 
mainstream outcomes so that the evaluation results would be meaningful for both 
the cultural community and members of mainstream research, funding, and policy 
groups.

Members of the research team conducted an extensive literature review designed 
to explore the relationship between community-identified variables relating to well-
being for AI/AN youth and outcomes that are associated with evidence-based pro-
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grams, or are widely accepted as desirable distal outcomes (Friesen et al. 2010). 
Overall, we found that many outcome variables in the mainstream research literature 
were associated with the NAYA-defined outcomes. For example, positive cultural 
identity, an outcome that is central to NAYA’s programming, has been associated 
with reduced suicide, increased school belongingness and school success, antidrug 
adherence, higher self-esteem, higher social functioning, increased resilience, and 
better physical and psychological health (Friesen et al. 2010). This synthesis of 
research provides support for the importance and relevance of the NAYA-derived 
outcomes to both the cultural community and the body of mainstream research.

Linking PBE Work to NAYA’s Needs and Goals

According to feedback from NAYA staff and management, the agency’s involve-
ment in this project has benefited the agency in a number of ways. First, it has 
required that staff apply a deliberate, highly coordinated approach to the planning 
and provision of services. Predictably, the requirement that all youth entering the 
Youth Services program complete the NAT self-assessment, and the expectation 
that service plans be guided by individual NAT results has resulted in many imple-
mentation challenges. However, the NAT has been built into the agency’s client 
management database, and agency evaluation staff can now easily create reports at 
the individual and program levels that are useful to staff in working with individual 
youth and in managing their caseloads. Staff investment in the NAT and the evalu-
ation process has also been heightened by the CBPR process that encourages ques-
tions and feedback. NAYA staff are more engaged because their perspectives are not 
only heard, but acted upon.

NAYA’s participation as a partner in this project has also increased staff and 
management’s ability to clearly define Native American-specific programs and ser-
vices, and to relate services to community-defined measures of youth success. The 
project work has provided ways to clearly communicate the agency purposes, pro-
grams, and outcomes to mainstream providers and funding agencies.

Project participation has also increased NAYA’s influence over the reporting and 
evaluation expectations that accompany funding from public and private sources. 
For example, NAYA recently secured a major contract that states that NAYA will 
“improve self-esteem, cultural identity, and connection to culture of origin for its 
youth participants.” The NAT allows NAYA staff to concretely demonstrate these 
changes in clients.

Next steps include the further development and testing of a case planning proto-
col that is tied to individual scores on the NAT. This will provide a direct way for 
staff to link case plans, youth and staff activities, and changes in individual NAT 
scores and progress. When this case level information is aggregated, it will produce 
information to evaluate the effectiveness of particular service strategies, and it will 
begin to address the question of overall program effectiveness for Native youth.
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Lessons Learned

There was much to learn as this project unfolded and developed. Some of what was 
learned may be identified as “positive wisdom gained”; other lessons address areas 
where considerable adjustment was necessary.

Perhaps the most important lesson that we learned was about communication and 
collaboration across multiple cultures. Although probably the most obvious cultural 
divide is that between the Indian and non-Indian members of the research team, we 
encountered many other cultural differences along the way. These included the gap 
that often exists between research and practice, the different “rhythms” and require-
ments of the university and community organizations, and different expectations 
from our respective funders, which included ideas about the primary purpose of 
our work.

As the Indian and non-Indian members of the research team began to work to-
gether, many differences in values, communication styles, standards of courtesy, 
and understanding of each others’ background and context were apparent. Although 
all team members were alert to these issues, we still struggled to understand, to be 
understood, or often, not to feel misunderstood. Non-Indian members of the team 
were particularly concerned about giving offense, but direct mistakes were probably 
less common than differences in behavior and expressed or unexpressed values that 
affected group dynamics, comfort, mutual trust and understanding, and the ability to 
move steadily forward. An example of contrasts in behavior is the communication 
styles of the non-Indian members (generally more assertive, willing to interrupt, 
and speaking in louder tones) compared to the Indian members of the team (gener-
ally more reticent, do not interrupt, and speaking more softly) that sometimes made 
for tension, or at least, awkward moments. Differences in cultural beliefs and values 
were also apparent as we threaded our way among topics such as what might be 
open to study, and what was not.

Issues related to the research-practice and the university-community divide con-
tinue to be very important. In many ways, our experience was probably similar to 
that of any effort to conduct research in a community setting. The ongoing dynamic, 
adaptive, and service-oriented nature of NAYA, the community agency, was com-
pounded by rapid growth, staff turnover, and physical relocation of the agency. 
The central concerns of direct line staff lie in providing good service and ongoing 
support to youth and their families, helping them grow and flourish, and trouble-
shooting negative events (e.g., discriminatory behavior on the part of teachers or 
students at school), and not in meeting data collection deadlines or other research 
needs. One approach to addressing this challenge was to try to increase the extent 
to which direct service staff felt invested in and could see the value of the process 
and products of the project.

The two major project purposes (to help NAYA measure service effectiveness, 
and to develop a framework that other organizations can use) are not incompat-
ible, but the degree to which one is emphasized over the other has been a source 
of ongoing questions. For example, the NAT was developed from the ground up 
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through a series of steps that involved multiple constituencies, and was rooted in 
the assumption that the NAYA community should be in charge of identifying what 
“effectiveness” means for them, that is, the definition of success for Native youth 
should emerge from the context, culture, and community in which they live. NAYA 
staff feel great ownership of the NAT because of the way it was developed and its 
utility as an assessment and planning tool. We have transitioned from the data from 
the NAT being viewed as research data, with ultimate control resting with the uni-
versity, including the University IRB, to the data being seen as belonging to NAYA, 
with the university researchers seeking NAYA and IRB approval to do secondary 
data analysis using the aggregated de-identified NAYA data.

There is a clear and direct mandate from the federal funding agency that the main 
purpose of the grant is to support research and the creation of knowledge. Any ben-
efit to NAYA would be considered secondary. We believe that we have achieved a 
reasonable balance between creating useful knowledge, and helping NAYA further 
its goals, but the dual purposes remain a source of complexity and confusion, at 
times.

One of the main objectives of this project has been to develop methodology to 
produce PBE to document the effectiveness of NAYA’s services, as an alternative to 
EBP. We knew that the nature of the project could put this research at odds with the 
EBP research world. Our goal was not to discount EBP. In fact, we believe in the 
science to practice paradigm and value rigorous inquiry in pursuit of knowledge. 
We do, however, recognize a dilemma inherent in EBPs. For small community-
based, culturally, specific organizations, EBPs are not feasible and sometimes not 
advisable. Additionally, only a handful of EBPs are available for Native populations 
(Gone and Alcántara 2007). Because we value the work of those who are leaders in 
EBP we invited several to advise our project, to critique our work, and to suggest 
strategies for maintaining appropriate rigor. The advice we received was invaluable. 
We learned that our fellow researchers recognized the limits of EBPs and were in-
trigued by our approach. In the words of one advisor, “If you can successfully pull 
this off, it will be a great contribution to the field.” Our careful attention to methods 
and our frequent presentations at research conferences have been important ele-
ments of keeping our work open to our colleagues who can watch it unfold and 
provide feedback on what they see, thus helping us sharpen our approach.

Discussion

This chapter describes the development of a culturally appropriate self-assessment 
tool for AI/AN youth as one step in developing a method for effectiveness evalua-
tion using CBPR methods. Next steps include further testing of this approach, and 
this tool, in other AI/AN settings. We hope that other organizations will find our ap-
proach and this tool useful, but the work is time and labor intensive, and we recog-
nize that many community-based organizations do not have research and evaluation 
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capacity or links to university-based evaluation resources. Next steps clearly need 
to address feasibility issues associated with this approach.

Our work to develop the NAT demonstrates that the AI/AN community repre-
sented by NAYA members emphasizes strengths, not just the absence of risk, in 
defining success for Native youth. Additionally, the indicators of success defined 
through our focus group process overlap considerably with many mainstream out-
comes, but are at the same time qualitatively different from many of the outcomes 
found in the research literature.

The more culturally specific outcome indicators (strengths) identified by the 
NAYA community were found to be tied to many health outcomes of critical im-
portance, such as alcohol and drug use, depression, suicidality, and healthy sexual 
behavior. The results of our work so far lead us to suggest that this approach to 
the assessment of effectiveness, beginning with community-identified indicators of 
success, and building data-based approaches to strength-based practice, is “more 
than a nice thing to do.” Rather, the PBE approach described here has been criti-
cal to improving programming and practice at NAYA, giving NAYA the tools to 
gather data to demonstrate to researchers, funders, and the wider community the 
effectiveness of NAYA programs, and to laying the foundation for helping other 
community- and culturally-based organizations improve the lives of Native youth 
and their families.
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“Ah, I see my reflection,” I responded proudly. “That’s good,” 
he replied confidently. “What you see is your whole life ahead 
of you. Know that the Great One has a plan for you to be the 
keeper of everything you see with your eyes, “cause every living 
thing is your brother and sister.” “Even the rocks?”  
I questioned. “Yes, even the rocks,” he answered, “because they 
have elements of Mother Earth and Father Sky, just as we do.”

“Remember to give thanks every day for all things that 
make up the Universe,” said my Grandfather. “Always 
remember to walk the path of Good Medicine and see the good 
reflected in everything that occurs in life. Life is a lesson, and 
you must learn the lesson well to see your true reflection in the 
water.”

J. T. Garrett, Eastern Band of Cherokee (in Garrett 1996b, 
p. 12)

Demographics: Understanding “the People”

Native Americans—a generalized term referring to American Indian and Alaska 
Native peoples of this continent—consist of approximately 2.4 million self-identi-
fied people with a population that is steadily growing. Although this number rep-
resents only 1% of the total population of the United States (US Bureau of the 
Census 2001), Native people have been described as representing “fifty percent 
of the diversity” in our country (Hodgkinson 1990, p. 1). Of that total 2.4 million 
self-identified persons according to the US census, 1.7 million are enrolled tribal 
members, meaning that, by contrast, there are at least 770,000 nonenrolled people 
who consider themselves Native. Across the United States, there are more than 563 
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federally recognized tribes/nations, 228 of which are located in Alaska, and several 
hundred state-recognized tribes (Russell 2004). In addition, there are approximate-
ly 245 tribes in various stages of petitioning the government for federal recogni-
tion. Furthermore, there are more than 200 tribes that have become extinct. Of the 
total population of Native people, 78% exist in urban areas, while the remaining 
22% live in rural areas or on any of the 314 federally recognized reservations and  
46 state-recognized reservations; and represent a wide-ranging diversity illustrated, 
for example, by approximately 252 different languages. Overall, Native people 
come from different tribal groups with different customs, traditions, and beliefs; 
they live in a variety of settings meaning that the degree of traditionalism versus 
the degree of acculturation to mainstream American values and cultural standards 
for behavior is an important consideration in understanding and working with this 
population (Garrett and Pichette 2000).

Given the wide-ranging diversity of this population, it is important to understand 
that the term “Native American” encompasses the vastness and essence of tribal tra-
ditions represented by hundreds of sovereign nations. The term Native American or 
Native people (and sometimes, Indian) will be used here to refer generally to those 
Native people indigenous to the United States, who self-identify as Native Ameri-
can, and maintain cultural identification as a Native person through membership in 
a Native American tribe recognized by the state or Federal government or through 
other tribal affiliation and community recognition.

The purpose of this chapter is to present information summarizing research find-
ings on strengths and challenges to mental health in Native adult populations. This 
will be accomplished by offering a comprehensive overview and understanding 
of this population through discussion of (a) basic demographic information, (b) 
strengths that contribute to the resilience of Native adults, and (c) significant chal-
lenges Native adults face in maintaining mental health. Finally, a discussion linking 
strengths and challenges at the level of research and/or policy will be offered in 
order to better understand how the strengths and resilience of Native adults can be 
used for the betterment of this population.

Strengths and Resilience: Native Ways

A resilience framework is based on the notion that people have the capacity to 
overcome adverse life experiences. Masten et al. (1990) define resilience, as “the 
process of, capacity for or outcome of, successful adaptation despite challenging or 
threatening circumstances” (p. 426). Operationally, resilience is the result of mul-
tiple factors. Kitano and Lewis wrote there are four dynamics often discussed in 
resilience theory, including risk factors, vulnerability areas, compensatory strate-
gies, and protective factors. Risk factors are the characteristics of individuals and 
families, social contexts, and the interactions between individuals and their environ-
ments these factors are associated with poor developmental outcomes (Glantz and 
Johnson 1999). Examples of risk factors may include inferior schools, a culture of 
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violence, and/or a lack of parental attention. Protective factors are the attributes of 
individuals and environments that serve as a buffer between the person and a stress-
ful situation (Glantz and Johnson 1999). These factors can be internal and external, 
for example, intelligence, self-efficacy, emotional self-regulation, mentorship, and 
peer support. Vulnerability areas and compensatory strategies are important aspects 
of resilience. Vulnerability areas are specific aspects of a person that may manifest 
itself as problematic in a particular situation. Example of vulnerability areas in-
cludes gender, socio–economic status, and race/ethnicity. Compensatory strategies 
are tactics that individuals develop to protect themselves from being vulnerable and 
that contribute to positive outcomes.

Any of the resiliency factors can be a risk or protective factor depending on 
the presence or absence of another factor. In other words, risk factors can shape 
outcomes; however, the individual, family, or community has the ability to ulti-
mately influence the impact of the risk factor through the use of internal and exter-
nal protective factors (Carlson 2001). An individual’s ability to manage the inter-
action between risk and protective factors, vulnerability areas, and compensatory 
strategies may be the difference between them overcoming or succumbing to their 
environmental and situational conditions. By using a resilience theory along with 
a strengths-based perspective may provide researchers and practitioners with the 
opportunity to focus more on health promotion and building on and augmenting 
individual strengths (McShane 1988).

There is a rich history of resilience research that is aligns well with the cultural 
focus of Native American customs and traditions. Native people have always 
believed and encouraged the gifts and potential of their people, so in a way they 
have believed in the concept of resiliency long before it was named resilience 
(HeavyRunner and Morris 1997). The authors of this chapter assert the idea that 
resilience theory with a strength-based perspective may be a good match for re-
searchers and helping professionals to adopt when endeavoring to understand and 
work with this population to reach their potential. A strength-based perspective is 
not a model or theory, but rather, a collection of principles, ideas and techniques 
that are evolving (Saleebey 1992, 1997). This perspective honors the power of 
the self to heal and right itself with the help of the environment, and the need for 
an alliance with the hope that life can get better (Saleebey 1997). By considering 
the prevalence of generational poverty and other risk factors to be discussed in 
a subsequent section, there is a need to identify the strengths and resources of 
this client population. HeavyRunner and Morris (1997) agree with this assertion 
saying:

Cultural resilience is a relatively new term, but it is a concept that predates the so-called 
‘discovery’ of our people. The elders teach us that our children are gifts from the Creator 
and it is the family, community, school and tribe’s responsibility to nurture, protect and 
guide them. This traditional process is what contemporary researchers, educators and social 
service providers are now calling resilience. Thus resilience is not new in our people; it is a 
concept that has been taught for centuries. The word is true but the meaning is old. (p. 28)

Though limited research on resilience of adult Native Americans exists and even 
less data on identifying the strengths of this high-risk population, several au-
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thors have described common core values that characterize Native traditionalism 
across tribal nations as a source of strengths and protective resources identified 
in the literature. Some of these Native traditional values (see Table 7.1) include 
the importance of community contribution, sharing, acceptance, cooperation, 
harmony and balance, noninterference, extended family, attention to nature, im-
mediacy of time, awareness of the relationship, and a deep respect for elders 
(Garrett 2001; Garrett and Garrett 1996, 2003; Garrett 1996b, 1998, 1999b; 
Heinrich et al. 1990; Herring 1999). All in all, these traditional values show the 
importance of honoring, through harmony and balance, what Native people be-
lieve to be a very sacred connection with the energy of life; this is the basis for a 
traditional Native worldview and spirituality across tribal nations that has served 
as the foundation for strength and resilience in the face of adversity of all kinds 
over generations.

Tribe/Nation

Traditional Native people experience a unique relationship between themselves and 
the tribe. In a very real sense, Native American individuals are extensions of their 
tribal nation—socially, emotionally, historically, and politically. For many Indian 
people, cultural identity is rooted in tribal membership, community, and heritage. 
Many Native nations are matriarchal/matrilineal or matriarchal/patrilineal, but there 
are those that follow patriarchal/patrilineal ways too (or other variations of gender 
dominance and tracing of family heritage). This, in turn, affects not only communal 
and social structure and functioning, but also family/clan structure and functioning. 
The extended family (at least three generations) and tribal group take precedence 
over all else. The tribe is an interdependent system of people who perceive them-
selves as parts of the greater whole rather than a whole consisting of individual 
parts. Likewise, traditional Native people judge themselves and their actions ac-
cording to whether or not they are benefiting the tribal community and its continued 
harmonious functioning.

In mainstream American society, worth and status are based on “what you do” 
or “what you have achieved.” For Native Americans, “who you are is where you 
come from.” Native Americans essentially believe that, “If you know my family, 
clan, tribe, then you know me.” As a result, traditional Native people might be likely 
to describe some aspect of their family or tribal heritage when asked to talk about 
themselves.

Family

It has been said that “about the most unfavorable moral judgment an Indian can 
pass on another person is to say “he acts as if he didn’t have any relatives” (DuBray 
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1985, p. 36). Upon meeting for the first time, many Indian people ask, “Where do 
you come from? Who’s your family? Who do you belong to? Who’s your people?” 
The intent is to find out where they stand in relation to this new person, and what 
commonality exists. In fact, this is a simple way of building bridges...or recognizing 
bridges that already exist, but are as yet unknown. Family may or may not consist of 
blood relations. It is common practice in the Indian way, for instance, to claim an-
other as a relative, thereby welcoming him or her as real family (Red Horse 1980). 
From that point on, that person is a relative, and that is that. After all, family is a 
matter of blood, and of spirit.

Wisdom Keepers

Native elders are the keepers of the sacred ways. They are protectors, mentors, 
teachers, and support-givers, regardless of their “social status.” Native communities 
honor their Indian elders, the “Keepers of the Wisdom,” for their lifetime’s worth 
of knowledge and experience. Elders have always played an important part in the 
continuance of the tribal community by functioning in the role of parent, teacher, 
community leader, and spiritual guide (Garrett and Garrett 1996). To refer to an 
elder as grandmother, grandfather, uncle, aunt, “old woman,” or “old man” is to 
refer to a very special relationship that exists with that elder characterized by deep 
respect and admiration.

In the traditional way, the prevalence of cooperation and sharing in the spirit of 
community is essential for harmony and balance. It is not unusual for a Native child 
to be raised in several different households over time. This is generally not due to 
a lack of caring or responsibility, but because it is an obligation and a pleasure to 
share in raising and caring for the children in one’s family. Grandparents, aunts, 
uncles, and other members of the community are all responsible for the raising of 
children, and they take this responsibility very seriously.

There is a very special kind of relationship based on mutual respect and caring 
between Indian elders and Indian children as one moves through the life circle from 
“being cared for” to “caring for,” as Red Horse (1997) puts it. With an increase in 
age comes an increase in the sacred obligation to family, clan, and tribe. Native 
American elders pass down to the children the tradition that their life force carries 
the spirits of their ancestors. With such an emphasis on connectedness, Native tradi-
tions revere children, not only as ones who will carry on the wisdom and traditions, 
but also as “little people” who are still very close to the spirit world and from whom 
we have much to learn. Brendtro et al. (1990) relate a story shared with them by 
Eddie Belleroe, a Cree elder from Alberta, Canada:

In a conversation with his aging grandfather, a young Indian man asked, “Grandfather, 
what is the purpose of life?” After a long time in thought, the old man looked up and said, 
“Grandson, children are the purpose of life. We were once children and someone cared for 
us, and now it is our time to care”. (p. 45)
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Harmony and Balance

Different tribal languages have different words or ways of referring to the idea of 
honoring one’s sense of connection, but the meaning is similar across nations in 
referring to the belief that human beings exist on Mother Earth to be helpers and 
protectors of life. In Native communities, it is not uncommon, as an example, to 
hear people use the term “caretaker.” Therefore, from the perspective of a tradition-
alist, to see one’s purpose as that of caretaker is to accept responsibility for the gift 
of life by taking good care of that gift, the gift of life that others have received, and 
the surrounding beauty of the world in which we live (Garrett 2001).

More or less, the essence of Native American spirituality is about “feeling” (Wil-
bur 1999a, b). The feeling of connection is something that is available to all of us, 
though experienced in differing ways. It is important to note that the spiritual beliefs 
of Native Americans depends on a number of factors including level of accultura-
tion (traditional, marginal, bicultural, assimilated, pan-traditional); geographic re-
gion; family structure; religious influences; and tribally specific traditions (Garrett 
and Pichette 2000; LaFromboise et al. 1993). However, it is possible to generalize, 
to some extent, about a number of basic beliefs characterizing Native American 
traditionalism and spirituality across tribal nations. The following, adapted from 
Locust (1988, pp. 317–318), elaborates on a number of basic Native American spiri-
tual and traditional beliefs:

1. There is a single higher power known as Creator, Great Creator, Great Spirit, or 
Great One, among other names (this being is sometimes referred to in gender 
form, but does not necessarily exist as one particular gender or another). There 
are also lesser beings known as spirit beings or spirit helpers.

2. Plants and animals, like humans, are part of the spirit world. The spirit world 
exists side by side with, and intermingles with, the physical world. Moreover, 
the spirit existed in the spirit world before it came into a physical body and will 
exist after the body dies.

3. Human beings are made up of a spirit, mind, and body. The mind, body, and 
spirit are all interconnected (see Fig. 7.1); therefore, illness affects the mind and 
spirit, as well as the body.

4. Wellness is harmony in body, mind, and spirit; unwellness is disharmony in 
mind, body, and spirit.

5. Natural unwellness is caused by the violation of a sacred social or natural law 
of creation (e.g., participating in a sacred ceremony while under the influence of 
alcohol, drugs, or having had sex within four days of the ceremony).

6. Unnatural unwellness is caused by conjuring (witchcraft) from those with 
destructive intentions.

7. Each of us is responsible for our own wellness by keeping ourselves attuned to 
self, relations, environment, and universe.

This list of beliefs in Native American spirituality crosses tribal boundaries, but is, 
by no means, a comprehensive list. It does, however, provide a great deal of insight 
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into some of the assumptions that may be held by a “traditional” Native client with 
what it means to “walk in step” according to Native American spirituality as a way 
of seeking harmony and balance in life (Garrett and Wilbur 1999).

Challenges: Facing the Winds

Effective multicultural helping professionals know the importance of understand-
ing diverse cultures from the culture’s perspective within the context of oppressive 
structures, and seeking to work from a strength-based, culturally-sensitive approach. 
Native Americans, however, have been continually described in the literature as a 
group of persons facing enormous problems, as illustrated by demographic infor-
mation (Heinrich et al. 1990; Russell 2004, pp. 101–104) related to issues around 
health, education, and economic disparity:

Health

• Alcohol mortality is 770% greater than for all other races combined.
• The rate of alcoholism for Native Americans is two times that of the general 

population.
• Fetal alcohol syndrome (FAS) is 33 times higher than other Americans.

Fig. 7.1  Medicine circle rep-
resenting the four directions. 
(From Garrett and Myers 
1996)
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• Homicide is 210% greater than all other Americans.
• Accidental deaths are 280% higher than all other Americans.
• Suicides are 190% higher than all other Americans.
• One in six adolescents has attempted suicide which is four times more often than 

all other teenagers.

Education

• 52% finish high school.
• 17% attend college.
• 4% graduate from college.
• 2% attend graduate school.

Economic Disparity

• 75% of the Native work force earns less than US$ 7,000 per year.
• Native people show a median income half that of the majority population.
• 45% of Native people live below the poverty level.
• The average unemployment rate among Native people is 45%, a rate that is 3–11 

times greater than that of the general population.
• Unemployment on some reservations is as high as 90%.
• In many areas, arrest rates for Native Americans are three times those for African 

Americans.
• Most housing is inadequate and substandard; on the Navajo reservation, for 

example:

 − 46% have no electricity
 − 54% have no indoor plumbing
 − 82% live without a telephone.

Some of the possible challenges that Native people bring with them to the counsel-
ing process are evident when one absorbs the implications of the statistics described 
above. Keeping this information in mind to help provide a specific context for the 
struggle that many Native people face in day-to-day living, it is also important to 
understand the historical context and stories that are involved in this struggle for 
survival for many.
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Surviving “History”: Intergenerational Grief and Trauma

In order to better understand issues related to mental health for Native people, it is 
important to begin with the influence of the historical context from which Native in-
dividuals and their families come. As such, it is important to consider the powerful 
influence of what many Native people refer to as generational grief and trauma, and 
the effect it has had on Native worldview. Many authors have described the deliber-
ate attempts throughout United States history by mainstream American institutions, 
such as government agencies, schools, and churches to destroy the Native Ameri-
can institutions of family, clan, and tribal structure, religious belief systems and 
practices, customs, and traditional way of life (Deloria 1988; Heinrich et al. 1990; 
Locust 1988; Reyhner and Eder 1992). Deloria (1988, p. 166) commented, “When 
questioned by an anthropologist about what the Indians called America before the 
White man came, an Indian said simply, Ours.” Characterized by institutional rac-
ism and discrimination, dominant culture has a long history of opposition to Native 
cultures and the attempts to assimilate Native people, having a long-lasting effect 
on the cultures and Native people’s way of life (Deloria 1988; Locust 1988).

It was not until 1924 that the US government recognized the citizenship of Na-
tive Americans—no longer a threat to national expansion—through passage of the 
Citizenship Act (Deloria 1988). In addition, Native Americans were not granted 
religious freedom until 1978 when the American Indian Religious Freedom Act 
was passed, overturning the Indian Religious Crimes Code of 1889, and guaran-
teeing Native people the constitutional right to exercise their traditional religious 
practices for the first time in a century (Deloria 1988; Loftin 1989). In more re-
cent times, massive efforts to “civilize” Native people through government sup-
ported, religiously run boarding schools and the Relocation Programs of the 1950s 
have created an historical context of generational trauma and cultural discontinuity 
(Hirschfelder and Kreipe de Montano 1993). These events have affected Native 
Americans psychologically, economically, and socially for generations. From a his-
torical and contemporary perspective, oppression is and continues to be a very real 
experience for Native people.

Acculturation

Although many of the core traditional values permeate the lives of Native Ameri-
cans across tribal groups (see Table 7.1), Native Americans are not a completely ho-
mogeneous group, differing greatly in their level of acceptance of and commitment 
to specific tribal values, beliefs, and practices (Garrett and Garrett 1996). Native 
individuals differ in terms of their level of acculturation, geographic setting (urban, 
rural, or reservation), and socioeconomic status (Choney et al. 1995; Garrett and 
Pichette 2000; Herring 1999). The following levels of acculturation, defined as “the 
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cultural change that occurs when two or more cultures are in persistent contact” 
(Garcia and Ahler 1992, p. 24), have been identified for Native Americans:

1. Traditional—May or may not speak English, but generally speak and think in 
their native language; hold only traditional values and beliefs and practice only 
traditional tribal customs and methods of worship.

2. Marginal—May speak both the native language and English; may not, however, 
fully accept the cultural heritage and practices of their tribal group nor fully 
identify with mainstream cultural values and behaviors.

3. Bicultural—Generally accepted by dominant society and tribal society/nation; 
simultaneously able to know, accept, and practice both mainstream values/
behaviors and the traditional values and beliefs of their cultural heritage.

4. Assimilated—Accepted by dominant society; embrace only mainstream cultural 
values, behaviors, and expectations.

5. Pantraditional—Assimilated Native Americans who have made a conscious 
choice to return to the “old ways.” They are generally accepted by dominant 
society, but seek to embrace previously lost traditional cultural values, beliefs, 
and practices of their tribal heritage. Therefore, they may speak both English and 
their native tribal language. (Garrett and Pichette 2000)

These five levels represent a continuum along which any given Native American 
individual may fall. Regardless of blood quantum, the most popular and most de-
ceiving means of determining a person’s “Indianness” and degree of traditionalism 
comes not only from ethnic heritage, but also from his or her life experiences and 
life choices (Garrett and Garrett 1994). Acculturation for Native Americans is not 
a positive aspect, because it is a reminder of forced assimilation, and the loss of 
traditions and values (Atkinson et al. 1998). It means conforming to the dominant 
culture, which goes against many Native American values and traditions. This con-
forming leaves many Native Americans living in two worlds separated between 
their own ethnic communities and mainstream society, which creates an even big-
ger problem when seeking help (Moran 1999). Having to live in two worlds causes 
Native people to be bicultural, which can be difficult. Although it can be helpful in 
some aspects such as education, it may cause confusion and rejection, because of 
the fear of leaving behind certain aspects of the Native American culture (Atkinson 
et al. 1998; Weaver 1999). Therefore, geographic contextual issues may take on 
heightened importance for counselors and researchers due to cultural incongruity.

Discussion: Native Strengths and Challenges in Context

Although Native Americans face obstacles, this ethnic group also possesses many 
strengths that have helped them to survive incredible adversity over generations 
of being the target of racism, forced relocation, and genocide (Brave Heart and 
DeBruyn 1998). Today, this population is not just surviving, but thriving in many 
areas as evidenced by statistics that indicate nearly 55% of all Native Americans 
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own their own home, 75% age 25 and older have at least a high school diploma, and 
14% have a bachelor’s degree (Goodluck 2002). In 2003, Goodluck conducted a 
meta-analysis of research articles that focused on identifying the strengths of Native 
Americans. The goal of the study was to identify strengths, as well as present a more 
holistic and balanced view of Native Americans. Results of the analysis yielded  
42 specific strengths of Native Americans that were combined into three catego-
ries: extended family, spirituality, and social connections (see Table 7.2). These are 
significant to acknowledge within an entire body of literature about Native people 
that tends to focus on implicit struggles and obstacles rather than cultural strength 
and resilience.

Much of the literature on Native Americans emphasizes the high-risk behaviors 
and the negative consequences that these behaviors have on the physical and mental 
health of this population. Likewise, various practitioners, such as counselors and 
social workers who work with this population often times focus on “fixing” the 
maladaptive behaviors their Native clients struggle to overcome rather than con-
sidering a more holistic perspective that might include cultural, environmental, and 
historical influences. It is suggested that new theories and perspectives be adopted 
in order to facilitate a shift from addressing the negative aspects of Native Ameri-
cans, to a theory that is consistent with this populations traditions and has a more 
hopeful viewpoint (Neumann et al. 1991). Nonetheless, the struggles Native adults 
endure continue and the need for appropriate, effective, culturally-responsive help 
is pervasive.

Help-seeking behaviors related to health care of Native people include seek-
ing counseling services, such as mental health, rehabilitation, substance abuse, and 
school counseling. Native American health care still falls well below all other US 
racial groups (Provan and Carson 2000). These health care needs from US gov-
ernmental statistics indicate mortality rates due to behavioral health concerns of 
alcoholism, accidents, suicide, and homicide are greater than the 1993 age-adjusted 
all race US population statistics (Indian Health Services 1997). Mental health is-
sues are the fourth leading cause of hospitalization among American Indians 15–44 
years of age and the fifth leading cause for ambulatory visits for indigenous peoples 
25–44 years of age (Provan and Carson 2000, p. 17).

Originally, the federal government established a program to provide health ser-
vices to Native American peoples through a treaty. However, today these Indian 
Health Service (IHS) facilities are located primarily near recognized Native Ameri-
can Indian communities in states with large Native American populations. The IHS 
is responsible for assuring access to high quality care depending on need; to assist 
tribes in developing more control over services offered through training and man-
agement, assist Native American tribes in accessing entitled programs. In addition, 
IHS is responsible for inpatient and ambulatory clinical services, community and 
preventative medicine, manpower development programs, and health facility con-
struction. Prevention, treatment, and rehabilitation services are offered on a more 
comprehensive level, which includes optometry, dental, drug and alcohol, mental 
health, and referral service (Pfefferbaum et al. 1998). The services provided through 
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IHS focus on treaty lands not general geographic living areas, thus pushing Native 
Americans to live on or near such areas to receive health care services.

Current Conditions

According to LaFromboise (1993), mental health providers lack recognition of the 
special needs of ethnic minorities. Cultural ignorance is the number one reason for 
dropout rates and underutilization of help-seeking behaviors (LaFromboise 1993). 
Awareness of issues is an important aspect that is often overlooked by health pro-
viders. Identifying issues unique to Native American cultures and understanding 
that all tribes are diverse with respect to geographic area, language, customs, reli-
gions, and family structures is important (Brucker and Perry 1998). An examination 
of research related to Native Americans is necessary to support the need for more 
diversified descriptive information in publications related to this population—espe-
cially geographic context and tribal affiliation.

Weaver (1999) reported on a 1995–1996 needs assessment conducted by Native 
American researchers with participants from a Native American reservation. Data 
were gathered from 13 focus groups that consisted of 3–25 participants and 23 
individual interviews. The groups were asked about the agency services that were 
offered and how helpful they were. The result indicated 25% of the community 
including staff where unfamiliar with these services. Yet the number of people that 
stated the programs were helpful had never even used the services. While other 
members of the community stated that some programs were not helpful at all be-
cause of alienation, political divisions, and cultural insensitivity. Other reasons in-
cluded lack of training and service delivery because of a limited number of qualified 
people. The lack of outreach and communication made helpful programs ineffec-
tive. This study presented the perspective of Native Americans in a set geographic 
context (reservation) and found services need to be addressed by proactively seek-
ing funding to meet these needs and not to offer services based on the most available 
types of funding (Weaver 1999).

Another study by Earle (1998) included 45 American Indian recipients of mental 
health services (neither tribal affiliations nor geographic contexts were provided) 
and 6,064 White participants. This study revealed that Native Americans differed 
greatly from their White counterparts. Demographic characteristics, attitudes, and 
differences within response rates of Native Americans and Whites differed. It is in-
teresting to note findings from this study point out the definition of “who is Indian” 
has a great impact when seeking help, because of federal recognition. However, the 
study had only 45 Native Americans participating which was less than 1% of the 
entire sample. The author concluding that blood quantum was a significant indica-
tor of help-seeking behaviors appears to be far reaching. A study with more equally 
distributed population groups compared mental health by using a questionnaire of 
66 Native Americans and 93 White undergraduate students. White students were 
found more likely to associate with poor mental health rather than Native American 
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students when having visions, communicating with spirits, guiding one’s life ac-
cordingly, and seeing and hearing things that others do not see or hear were present. 
Because of the spiritual, cultural, and traditional contexts, Native Americans are 
more likely to be wrongfully diagnosed; this may affect help-seeking behaviors 
(Earle 1998). However, again tribal affiliations of the Native students are not pro-
vided or their geographic context is not supplied. This study ignores the spirituality 
differences found between tribal affiliations.

Another study was done to explore help-seeking behaviors of Native Ameri-
can high school students. A total of 139 Native American students were surveyed 
(Gates et al. 1996). Results show Native American boys and girls differed in that 
boys tended to seek help from their family (parent, friend, or relative), outside re-
sources (teachers, counselors, and school staff), or no one (most often reported). 
Girls chose to seek help from a parent (most often reported), a friend, no one, and 
a teacher. Most of the students turned to outside sources of help for academic and 
career rather than personal reasons. Only one person reported by using commu-
nity resources such as IHS. High self-esteem was found to be a barrier to seeking 
help from community and other helping professionals and was a factor in reduced 
help-seeking behaviors. These findings may be related to perceiving help-seeking 
outside of the native communities as a sign of weakness. An indication that many 
Native Americans are seeking help either through traditional healing practices, such 
as medicine men or women or spiritual healing through various ceremonies was 
also given (Nadler 1983; Gates et al. 1996). This reference provides insight into the 
cultural behaviors of Native Americans. Culture includes those values, beliefs, per-
ceptions, and traditions that are learned or socially acquired. Processes of thinking, 
feeling, or acting, which is patterned or repetitive, are also included (Harris 1987; 
Haviland 1989). This study relied on context and tribal affiliation as an underlying 
premise but calls for more insight into acculturation.

Revisiting the Spirit: A Call for Research Related  
to Rural Native Americans

The research on multiculturalism has focused on Native American (all tribal af-
filiations and Nations) as one homogeneous population. This approach has failed 
to consider “within group” differences by affiliation and geographic context. For 
example, Native American children who live and grow up in rural areas may be 
involved in many cultural activities, such as pow wows, dances, ceremonial events, 
health fairs, and family cultural gatherings. This rural “Indianness” or manner of 
embracing cultural heritage may be far removed from the life ways of Native Amer-
icans living on reservations or in urban areas. This difference may also manifest 
in the care and consideration of elders within rural Native American communities. 
How are elders treated differently by families or tribal administration centers based 
on their living in rural contexts? What are the helping seeking behaviors of Native 
American in various geographic contexts or by various tribal affiliations?

M. T. Garrett et al.
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Helping professionals as well as other community caregivers tend to view Native 
American populations from a stereotypical, homogeneous population rather than 
recognizing that within the modern context of rural, urban, suburban, and reserva-
tion settings are a varied mix of people from different nations and tribal affiliations, 
each with their own unique sets of problems and needs. This not only stymies the 
delivery of needed services, it sends a message that fails to support diversity in 
research or a focus on “within group” differences based on both affiliation and 
geographic realities. It is time to put forth a call for research related to how Native 
Americans face cultural issues within public institutions in rural contexts, such as 
schools, health care facilities, and community/rehabilitation counseling agencies. 
The following questions although not inclusive may begin the discussion or encour-
age researchers to conduct further investigations:

• What is the social justice role of health professionals in promoting research and 
counseling services that are contextually relevant (rural, suburban, urban, and 
reservation) to Native Americans?

• Does the public health profession including mental health professionals maintain 
an obligation to advocate for American Indian children and elders? If so why 
does the research focus primarily on young to middle adulthood in the lifespan?

• Are Native American elders receiving appropriate counseling and health care 
services across all living contexts?

• How are differences between socio–economic status, poverty and class being 
addressed among various groups of Native American living in rural, suburban, 
and urban contexts?

Summary and Conclusion: The Gift of Stories

The overall purpose of this chapter was to present information summarizing re-
search findings on strengths and challenges to mental health in Native adult popula-
tions. A comprehensive overview and understanding of this population was offered 
through (a) basic demographic information, (b) strengths that contribute to the resil-
ience of Native adults, (c) significant challenges Native adults face in maintaining 
mental health, and (d) a discussion linking strengths and challenges at the level of 
research and/or policy in order to better understand how the strengths and resilience 
of Native adults can be used for the betterment of this population.

Through culturally-sensitive forms of intervention, as we examine the overall 
state of research and policy as it relates to Native adults, we turn to an approach that 
is more congruent with traditional Native worldviews, we listen to the life-stories 
of Native elders, adults, and youngsters alike, and begin to understand where power 
moves. With this, we discover a better sense of where Native people have come 
from and where they are going. We see the powerful influences of history, social 
and political issues, acculturation, values and beliefs, spirituality, cultural symbol-
ism and practices, and communication style. We see the continuity of the Circle in 
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stories of images and experiences that flow from the heart, and we begin to arrive 
at a better understanding of where we stand in relation to everything around us, and 
in relation to our clients. We begin to understand the importance of attending to the 
stories—the meanings, language, experiences, images, and themes—of our Native 
clients. And we begin to learn, as it has traditionally been taught by so many Native 
elders, that true learning is a life-long process, just as a story unfolds, and offers the 
gift of its life to us. Stories carry the words, ghosts, dreams, and spirit of Native life. 
The following quote from a Native elder is illustrative of the power of tradition and 
community to many American Indians. He was asked to describe who he was as a 
Native person:

Well, I think the stories probably gave me a sense of connection with the Indian side more 
than anything else. What I remember most of all is everything that my grandfather ever said 
because to me, he must have been the tallest man in the world. I was such a little boy, and 
I'd look up at him, and he was tall, tall and slender. Boy, I thought he was such a fine man. 
The first thing he’d say every time I’d see him was ‘CeoTsayoga’, in other words, hello 
there little bird, how you doing. The first thing he would always do is he’d put me up on 
his shoulders, I remember that, and take me down to the creek bank. He’d say, ‘Come on, 
let’s go to the creek bank...gonna do some fishin’. I never fished. I never got a chance to 
fish. I don’t know that he ever fished. It’s like if he had a chance to take me fishing, that 
was a chance to tell me stories, teach me values. And one that I do remember very much 
was when we’d look in the water because I really enjoyed as a little kid just looking at the 
little minnows, seeing the fish in the water. And he’d let me look for hours, and I don’t 
know whether he was fishing or not, I think he was. We never brought home any fish. I 
think he would always put the fish back, even if he caught one. (J. T. Garrett, Eastern Band 
of Cherokee, in Garrett 1996a)
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Introduction

Relatively little is known about mental health among American Indians and Alaska 
Natives (AI/ANs) of any age, and even less about the mental health status of older 
AI/ANs. Manson (1995b, p. 140) observed more than a decade ago that “… our rec-
ognition and understanding of health and mental health problems of older Indians 
have been slow to mature in spite of evidence of extensive need”; unfortunately, this 
statement remains true today. Much of the extant literature on Native elder mental 
health is based on small studies with those living in rural and reservation settings, 
and the bulk of this work is increasingly dated. Ageism is likely at least partially re-
sponsible for continuing knowledge gaps in the area of Native elder mental health, 
as are assumptions that AI/AN mental health needs are sufficiently met through the 
Indian Health Service (IHS). Neglect of this area could also be due, in part, to the 
complexity of conducting research with a population that is extremely diverse and 
who, accordingly, may have varied processes for obtaining approvals to conduct 
research. Likewise, relatively small numbers of elders within the overall Native 
population makes drawing a sufficient sample for larger scale quantitative studies 
challenging. Regardless of the myriad reasons why the mental health of older AI/
ANs has drawn little attention compared to research conducted with many other 
populations, as well as Native youth and adults, this chapter describes a number of 
issues unique to AI/ANs that illustrate why more attention to this line of research 
is crucial.
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Chapter Focus

This chapter presents information on mental health issues among older American 
Indian and Alaska Native (AI/AN) adults, focusing on sociohistorical factors, 
environmental factors, and barriers to help-seeking as major challenges to the 
maintenance of mental health in this group. We also describe several strengths that 
contribute to resilience among Native elders, including support systems, ethnic and 
cultural identity, and spirituality. We provide recommendations for capitalizing 
upon these strengths in order to address the challenges faced by Native elders, 
including the importance of engaging community networks in the research process 
and incorporating Native cultural elements into biomedical mental health care. The 
chapter concludes with recommendations for future research, including the need to 
develop culturally relevant instrumentation and methods specific to this population.

Demographic Characteristics of Older AI/AN Adults

The AI/AN population, totaling 4.1 million people (or 1.5% of the US population), 
arguably comprises the most diverse group to be assigned to one ethnic category 
(U.S. Census Bureau 2002). There are currently 561 federally recognized tribes 
(Bureau of Indian Affairs 2005), several of which are comprised of multiple cultur-
ally distinct bands or subgroups. AI/AN tribes vary in terms of culture, language, 
religion, family/community structure, and degree of acculturation. The AI/AN pop-
ulation is younger than the general population, with only 5.6% over the age of 65, 
compared to 12.4% of the total US population (U.S. Department of Commerce & 
U.S. Census Bureau 2006). AI/ANs over the age of 65 comprise 0.4% of the total 
US population, a number which is projected to increase to 0.6% by 2050 (Admin-
istration on Aging 2000). With regard to educational attainment, 29.1% of the adult 
AI/AN population (age 25+) has less than 12 years of formal education, and only 
11.5% holds a bachelor’s degree or higher (U.S. Department of Commerce & U.S. 
Census Bureau 2006). In comparison, 19.6% of the US total adult population has 
less than a high school degree, and 24.4% holds postsecondary degrees (U.S. De-
partment of Commerce & U.S. Census Bureau 2006).

The percentage of AI/ANs living below the poverty level (25.7%) is more than 
twice the rate for the general population (12.4%) (U.S. Department of Commerce & 
U.S. Census Bureau 2006). Among older AI/AN adults (65+) in 2000, 23.5% were 
below the poverty level compared to 8.2% of older whites (U.S. Census Bureau 
2005). These conditions have a significant impact on older generations, who often 
find themselves responsible for raising grandchildren and contributing to the finan-
cial survival of extended families (Jervis and Manson 2006).

As will be discussed, there are significant challenges to collecting mental health 
data specific to older AI/ANs; these include language barriers, socioeconomic fac-
tors, historical factors, geography, and culturally specific conceptions of mental 
health and aging. As a result, much of what we know about the mental health of 
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older AI/ANs comes from service utilization data rather than community-based em-
pirical studies (see Moss et al. 2004). This introduces a new level of complexity, as 
these populations appear to use mental health services at a much lower rate than the 
prevalence of disorders would portend (Manson 2000).

Psychiatric Epidemiology. While attention to AI/AN mental health issues in general 
has increased, the majority of studies have been small-scale, community-based, and 
targeted to youth and substance-abuse issues. One exception to this rule, although 
not focused on elders, was the American Indian Service Utilization, Psychiatric Epi-
demiology, Risk, and Protective Factors Project (AI-SUPERPFP). With a relatively 
large, population-representative adult sample ( N = 3,046), this study investigated 
the prevalence of several psychiatric disorders among two tribal groups: one in the 
Northern Plains and the other in the Southwest, as well as help-seeking behaviors 
and protective factors (Beals et al. 2006).

One of AI-SUPERPFP’s most significant findings was that alcohol disorders and 
post-traumatic stress disorder are more common among AIs than other populations 
and that comorbidity between depressive and/or anxiety disorders and substance 
disorders is especially prevalent (Beals et al. 2005). Among the oldest age cohort 
(ages 45–54 at the time of sampling), as in the study as a whole, alcohol disorders 
predominated, followed by PTSD and depressive disorders (Table 8.1). While lim-
ited to middle-aged adults, these findings provide some indication of the extent of 
psychiatric disorders among older AIs.

No large-scale, population-based psychiatric epidemiological studies have spe-
cifically focused on AI elders. Some smaller prevalence studies have been con-
ducted, although many of these date to the 1980s–early 1990s and focus on depres-
sion. For instance, over 30% of Native elder outpatients at an urban IHS clinic 
were found to have significant depressive symptoms (Manson 1992). Additionally, 
among a sample of 309 Great Lakes Native elders, 18% were depressed by using 

Table 8.1  AI-SUPERPFP DSM-IV lifetime prevalence rates for oldest age cohort (45–54) 
(weighted)

Overall 
number with 
disorder 
(unweighted)

NP males 
(%)

NP females 
(%)

SW 
males 
(%)

SW 
females 
(%)

Total both 
sites and 
genders 
(%)

Alcohol abuse/
dependence

227 47.2 32.5 41.7 11.0 32.7

Post-traumatic 
stress disorder

138 13.3 24.4 13.6 23.6 19.0

Major depres-
sive disorder/
dysthymia

76 8.8 12.1 4.6 12.8 9.8

Generalized anxi-
ety disorder/
panic disorder

62 6.0 6.5 8.0 10.2 7.9

Drug abuse/
dependence

34 7.4 5.2 7.2 1.5 5.2

Any disorder 741 53.2 45.7 46.8 36.7 45.4
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a traditional cut-off score for the Center for Epidemiological Studies Depression 
Scale (CES-D); these depressive symptoms were associated with impaired function 
(Curyto et al. 1999, 1998). However, closer scrutiny of the factor structure of the 
CES-D when administered to this sample raised questions of how accurately the 
measure assessed depression among older AIs (Chapleski et al. 1997).

Little is known about the prevalence of psychiatric disorders other than de-
pression among older AIs, although significant psychiatric symptoms were found 
among 20% of older Natives at a primary care clinic on the Navajo Reservation 
(Goldwasser and Badger 1989). Almost nothing is known about the prevalence of 
mental health issues among ANs, young or old.

There are indications that, at least in some Native communities, cognitive im-
pairment may play a significant role among older AI/ANs. In a study of cognitive 
function among 140 Community-dwelling Northern Plains Native elders, nearly 
11% scored more than two standard deviations below performance expectations (a 
conservative standard for possible cognitive impairment) on the Mini-Mental State 
Exam; 28% did so on the Mattis Dementia Rating Scale (Jervis et al. 2007a). Cogni-
tive impairment was found to be comorbid with other psychiatric conditions, with 
35.7% of elders in this study reporting lifetime alcohol problems; 30.0% reporting 
past-year depressive and 9.3% past-year anxiety symptoms.

Considerable cognitive, psychiatric, and behavioral morbidity was found in a 
study of a Northern Plains tribal nursing home (Jervis and Manson 2007); non-Al-
zheimer’s disease dementia, cognitive impairment, anxious symptomatology, and 
resistance to care were highly prevalent. Moreover, tribal nursing home residents 
appeared to be underdiagnosed for dementia and anxiety and undertreated for de-
pressive and psychotic/agitated symptoms (Jervis et al. 2007b).

In summary, the extant literature suggests that considerable psychiatric morbid-
ity may exist among some older Natives, but our knowledge base in this area re-
mains quite undeveloped.

Challenges to Maintaining Mental Health

While a number of factors contribute positively to the mental health of Native el-
ders, the challenges faced by this population are numerous and severe. Studies, 
although limited in scope and number, suggest that older Natives are at higher risk 
for mental disorders than other ethnic minority groups in the United States (Nelson 
et al. 1992). The Native population, as a whole, suffers disproportionately from 
mental health issues. According to the National Health Interview Survey (1999–
2003), 8.2% of all AI/AN adults reported experiencing serious psychological dis-
tress over the past 30 days, compared to only 2.8% of White adults (Barnes et al. 
2005). From a provider perspective, 10 out of 12 IHS Service Areas identified men-
tal health as the top health priority among their populations in 2001 (Johnson and 
Cameron 2001).
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Sociohistorical Factors

… I feel like I’ve been carrying a weight around that I’ve inherited. If I knew how to let 
it go, I would … I think we’re all inhibited by the sense of responsibility and the sense of 
guilt … we blame ourselves for our loss of tradition. I feel a sense of responsibility to undo 
the pain of the past. I can’t separate myself from the past, the history and the trauma. It has 
been paralyzing to us as a group (the American Indian people). (Yellow Horse Brave Heart 
and DeBruyn 1998, p. 72)

As is true of any population, the current experiences and circumstances of Native el-
ders cannot be understood without consideration of historical factors, at the individ-
ual and cohort level (Somervell et al. 1995). Many of the oldest cohorts of AI/ANs 
are survivors of forced acculturation into the dominant society and a subsequent 
loss of culture, language, religion, and identity (Johnson and Cameron 2001). Many 
of these elders lived through the boarding school era, which stripped AI children of 
their cultural identities and traditions by removing them from their families (John-
son and Cameron 2001). In these settings, some children were subjected to abuse 
(physical, emotional, and/or sexual), forbidden from speaking Native languages, 
and dressed in government-issued uniforms (Jackson and Chapleski 2000). These 
historical traumas are thought to have significantly impacted the mental health of 
older AI/ANs, as well as subsequent generations (Gone and Alcàntara 2005).

Yellow Horse Brave Heart and DeBruyn (1998) coined the term historical un-
resolved grief to explain these lasting effects on AI communities, families, and in-
dividuals. Their model proposes that unresolved intergenerational grief and trauma 
is at the root of numerous social problems that deteriorate the collective mental 
and physical health of Native communities (Yellow Horse Brave Heart and De-
Bruyn 1998). Despite its popularity and sense of the experience of some Native 
people, very few rigorous empirical studies of historical trauma among AIs have 
been conducted to date (Jervis et al. 2006). As an exception, one study of 132 AI and 
Canadian aboriginal adults found that at least 25% thought daily about the loss of 
Native language, culture, spirituality, and loss of respect for elders or for traditional 
ways (Whitbeck et al. 2004). Many of these elders experienced negative emotional 
responses when having these thoughts; for instance, 16% were often or always sad 
or depressed, 9% anxious, and 9% felt like “it is happening again” when thinking 
about these losses.

Environmental Challenges

Place of Residence. Less than half of AI/AN elders live in rural settings; most of 
those who do live primarily on reservations, where the challenges inherent in rural 
life are magnified manyfold (Indian Health Service 2002). Many live in extremely 
remote areas, isolated from basic services, such as health care, treated water, waste 
disposal, electricity, and plumbing (Nelson et al. 1992). The limitations imposed by 
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this environment are even more severe for the older population, who are further iso-
lated due to limited physical mobility and access to transportation. Based on 1990 
Census data, per capita income among rural AI/AN elders was roughly 70% of that 
of urban elders (Manson 1992) and nearly one-half lived at or below the poverty 
level (Manson 1995a). Rural extended family households with members over the 
age of 65 were twice as likely to be below the poverty line as urban families with 
the same makeup (Manson 1995a). In an analysis of the 2000 Census Public Use 
Microdata Sample, Goins et al. (2007) found that 31.5% of AI/ANs age 55+ had 
annual household incomes less than $15,000, compared to 17.4% of whites in the 
same age group. The challenges posed by extreme rurality and economic disadvan-
tage may have a further devastating effect, namely the out-migration of much of the 
younger generation (Rodenhauser 1994). This relocation of many AI/AN youth has 
contributed to culture loss, in addition to leaving the older generations with fewer 
options as to informal caregivers.

While rural environments pose significant challenges to older Natives, urban-
dwelling elders face a unique set of obstacles related to maintaining mental health. 
Based on 2000 Census data, an estimated 60–70% of older AI/ANs live in urban 
areas (Indian Health Service 2002). Some of these elders find themselves largely 
isolated from their Native communities, traditional ways, and IHS services. Urban 
Native elders have been referred to as “invisible Indians,” because they often fall 
through the cracks of the fragmented services available in urban areas (Hendrix 
2003). Isolation from others who share their cultural background has the potential 
to significantly impact the mental health of urban elders as well. Moreover, health 
care providers from the dominant culture are unlikely to be knowledgeable about 
Native spirituality, traditional medicine, Native languages, and customs surround-
ing health and illness (National Indian Health Board 2006). Urban elders have been 
largely ignored in the literature (Kramer 1991), underlining the assumption that 
these individuals are more acculturated and thus more self-sufficient.

Family Issues. Among many AI communities, there is a cultural expectation to care 
for “one’s own,” which—in “the Indian way”—can include a vast network of fam-
ily, metaphoric kin, and other community members (Manson 1992). In particular, 
it is a matter of respect and obligation to look after elders financially and in terms 
of health care. While this sense of family security can undoubtedly have positive 
effects, it can also have severe consequences. The pressure to care for elders at 
home combined with the realities of living in extreme poverty can in some cases 
open the door to elder abuse, including psychological, verbal, financial, and physi-
cal abuse (National Indian Council on Aging 2004). In a medical chart review of 
550 AI/AN patients (age 50+) served by the Seattle Indian Health Board, Buchwald 
et al. (2000) found physical abuse reported among 10% of the sample. Significant 
correlates of physical abuse ( P < 0.001) included female gender, current depression 
and dependence on others for food (Buchwald et al. 2000).

Among some groups, cultural norms may also discourage families from seeking 
professional help for significant health events (Manson 1992). Because families 
feel responsible for providing elder care, seeking help outside of the Native com-
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munity can be perceived as a failure. Families are further burdened by the structure 
and limitations of services available to them. Because the IHS offers largely acute 
outpatient care, most facilities are not equipped to provide long-term or specialized 
services, and reservation communities often lack other facilities that can meet these 
needs. As a result, older patients with significant physical or mental health needs are 
frequently discharged from IHS hospitals into the care of family members who lack 
the resources and the knowledge to address mental health issues (Manson 1992).

Barriers to Help Seeking

The rate at which older AI/ANs seek and receive treatment for mental health issues 
is incongruent with the estimates of psychiatric disorders among this population 
(Manson 2000; Somervell et al. 1995). One of the few studies of mental health and 
social service utilization by older AIs found that those 65 years of age and older 
made far fewer visits to a clinic than did younger people, and that many presented 
with “social” problems rather than “mental” problems per se (Rhoades et al. 1980). 
In a study of reservation-dwelling Native elders, self-perceived need was the stron-
gest predictor of mental health service use (Barney 1994). Clinicians have observed 
that Native elders rarely present to the IHS mental health service directly, but are 
typically referred by Community Health Representatives (paraprofessional health 
workers), community nurses, or primary care physicians, some of whom may not 
always accurately identify psychiatric issues (Neligh and Scully 1990). Moreover, 
nonspecific physical complaints may be emphasized over psychological/psychiat-
ric symptoms due to the perceived unacceptability of the latter (Neligh and Scully 
1990). There are several factors which may contribute to these disparities, includ-
ing financial barriers, limited availability of services, cultural conceptualizations 
of mental health and illness, and cultural differences between clients and providers 
(Manson 2000).

Structure and Funding. The availability and scope of mental health services avail-
able to older AI/ANs varies by location. For those living on reservations and AI 
statistical areas (state-designated areas for federally recognized tribes lacking an 
official land base) (U. S. Census Bureau 2000), the IHS provides fairly compre-
hensive (although some would say rudimentary) health services, including mental 
health and referral (Somervell et al. 1995). Services offered by the IHS tend to 
be acute in nature, and have historically been skewed in the favor of child and 
family care (Manson 1992). While considerable effort has been made to develop 
and improve IHS mental health services over the past several decades, there are a 
number of factors that limit the accessibility, effectiveness, and cultural relevance 
of these efforts. A comprehensive review of these issues can be found in Dixon and 
Roubideaux’s (Eds.) (Dixon and Roubideaux 2001) volume on public health policy 
related to AI/ANs (see Chaps. 3, 7, and 12 by M. Dixon, S. M. Manson, and M. 
Dixon and Y. Joseph-Fox, respectively).
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As of recently, mental health programs can be found in the majority (80%) of 
IHS service areas (Gone 2004). Most of these programs provide on-call mental 
health services, which are largely outpatient, crisis-oriented, and underfunded 
(Johnson and Cameron 2001). The operating budget for IHS in general is consid-
ered inadequate by many, and of that, only 7% goes toward mental health services, 
including substance abuse programs (Gone 2004). In response to the President’s FY 
2006 proposed budget for the IHS, which allocated $59.2 million for mental health 
programs, the American Psychological Association advised congress that an ad-
ditional $30 million would be needed for IHS mental health programs to keep pace 
with documented need in their communities (American Psychological Association 
2005). With limited funding and noncompetitive salary levels, qualified staff are 
difficult to recruit and retain in remote areas, which further promotes the crisis 
model of mental health care (Nelson et al. 1992).

For urban elders without private health insurance, mental health care is even 
more challenging to obtain. In terms of government programs available through 
Medicare, many older AI/ANs do not participate or are not eligible for these ser-
vices (Dixon and Joseph-Fox 2001). While the issue has not received much research 
attention, there is concern among health care providers serving this population 
that many do not qualify for coverage because of punctuated work histories; oth-
ers struggle with premium, deductible and co-pay policies (Dixon and Joseph-Fox 
2001). While these financial obligations do not exist with Indian health organiza-
tions (funded through IHS grants, private sources, and local government funds), 
such organizations can only be found in 41 urban sites across the country, making 
these services inaccessible to the majority of urban elders (National Council of 
Urban Indian Health, unknown; Somervell et al. 1995). US Census data from 2000 
suggests that up to 29% of AI/ANs have no health care insurance at all, IHS or 
otherwise (DeNavas-Walt et al. 2005). An additional threat to the health of urban 
elders is the proposed elimination of Urban Indian Health Program funding which, 
despite being rejected by Congress for the FY07 budget, was included again in the 
President’s FY08 budgetary recommendations (National Council of Urban Indian 
Health 2007; National Indian Health Board 2006).

Cultural Relevance. Another considerable deterrent to seeking and obtaining 
mental health care is the contrasting cultural notions of mental illness between 
the dominant and Native cultures. The cultural mismatch between western men-
tal health care and some Native elders’ belief systems has been identified as a 
significant barrier to help-seeking behavior among this population (Johnson and 
Cameron 2001).

The notion that different cultures have different ways of understanding, express-
ing, and dealing with psychiatric distress has been well established by the fields of 
medical and psychological anthropology. Cultural variations in the phenomenology 
of depressive experience, for example, may involve: (1) how the self is understood, 
(2) indigenous categories of emotions, (3) emphases on particular aspects of emo-
tional life, (4) the patterning of relationships between emotions, (5) the social con-
texts that precipitate emotions, and (6) the ethnophysiology of bodily experiences of 
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emotions (Jenkins et al. 1990). As is true among other cultural groups, AI/ANs have 
distinct ways of conceptualizing mental health problems and interventions for these 
problems. There are numerous psychiatric conditions included in the health lexicon 
of Native cultures, each associated with specific symptoms, diagnostic criteria, and 
treatments (See Manson 1994, 1997, 2000).

As the meaning and conceptualization of illness are culturally constructed, ef-
forts at cross-cultural translation of mental health terminology are problematic   
(Manson 2000). It is not as simple as mere translation, since semantic equivalents 
for western categories of illness often do not exist in Native cultures. Moreover, 
indigenous illness categories often lack a 1:1 correspondence with Diagnostic and 
Statistical Manual of Mental Disorders (DSM) criteria (American Psychiatric As-
sociation 1994; Manson et al. 1985). Some tribal languages do not even possess a 
word equivalent to, for example, the English word “depressed” (Manson et al. 1985; 
Storck et al. 2000; Terminsen and Ryan 1970). Some of these differences persist 
despite acculturation. For instance, even in an AI tribe with a high rate of intermar-
riage with Whites, depressive experience differed in its attributions and phenom-
enology (O’Nell 1996). O’Nell (1996) found that depressive experience among the 
Flathead tended to be expressed through the idiom of loneliness, which was itself 
differentiated into three categories: “feeling bereaved,” “feeling aggrieved,” and 
“feeling worthless.” Further complicating the matter, somatic and emotional dis-
tress tends not to be well differentiated for some AIs (Ackerson et al. 1990; Manson 
et al. 1990; Somervell et al. 1993).

While physical manifestations of psychiatric disorders may be recognizable 
across cultures, it is the idiomatic expression of such distress that complicates di-
agnosis and subsequently treatment ( Manson 2000). Although not universally ac-
cepted, AIs have often been argued to have “sociocentric” (the person is seen in 
relational and interdependent terms) rather than “egocentric” (the person is seen 
as independent and autonomous) cultural systems (Schweder and Bourne 1984). 
Given this presumed sociocentric orientation, diagnostic criteria that rely exclu-
sively on ego-oriented, decontextualized statements such as “I feel blue” or “I fear 
things that I do not normally fear” impose constraints on discovering other ways 
of experiencing and expressing depressive or anxious affect (Manson 1995a). To 
the extent this sociocentric orientation is applicable, it may explain the tendency to 
express depressive experiences through the idiom of loneliness rather than in more 
individual terms for some AIs.

Across cultures, the way psychiatric symptoms are grouped may vary consid-
erably (Kleinman 1980; Manson et al. 1985; Storck et al. 2000). Some AI tribes 
express their distress in configurations of symptoms that have sometimes (and 
controversially) been labeled “culture-bound syndromes” (Simmons and Hughes 
1985)–conditions that only appear within a particular cultural milieu (Hahn 1995). 
For instance, soul loss or similar syndromes appear in the anthropological records 
of numerous Plains tribes and include symptoms, such as an orientation to the 
past, feeling blocked or hopeless, thoughts of death, preoccupation with ghosts 
and spirits, “losing one’s mind” to the dwelling (or ghost camp) of dead relatives, 
and facilitating the process of sending one’s spirit to the ghost camp through self-
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destructive behavior (Johnson and Johnson 1965; Trimble et al. 1984) (see Trimble 
et al. 1984, for a comprehensive review of North American indigenous concepts 
of mental disorders). At first glance, these symptoms sound like biomedically de-
fined depression with a “cultural twist.” However, such an interpretation raises the 
question of whether psychiatric nosology better defines the phenomenology of this 
experience than does soul loss, as well as the question of what treatments would 
be most efficacious for someone suffering from this condition. An indigenous La-
kota illness category, the “downhearted” variant of Wac’ink’o (“pouting”), also 
bears some similarity to depression (Lewis 1990). Wac’ink’o is believed to occur 
“when people don’t get what they want,” and includes symptoms, such as anger, 
withdrawal, mutism, and self-destructiveness (in some cases resulting in suicide) 
(Lewis 1990).

This mismatch between emic (Native) and etic (western) explanatory models for 
mental health and aging significantly complicates our understanding and treatment 
of AI/AN mental health issues (Manson and Shore 1981). As explored below, this 
discord introduces great potential for misdiagnosis, distrust of providers, and cultur-
ally irrelevant patient outreach and treatment regimens.

Compelling insights on Native perspectives of mental health come from Gone’s 
work (Gone 2004, 2008; Gone and Alcàntara 2005), which highlights the difficul-
ties that arise when AI/AN populations are viewed through the lens of contempo-
rary (western) psychology. This disconnect extends beyond the theoretical founda-
tion of western psychology to the physical setting in which mental health services 
are provided. In the traditional Native way of life for many tribes, health and well-
ness are community issues that are addressed in familial and congregative settings. 
Adherence to rigid schedules, pharmacological interventions, and isolation from 
family and community members make Western approaches to mental health care 
seem oppressive to many Natives. “The culture of the mental health clinic is not the 
culture of the reservation or urban Indian community” (Gone and Alcàntara 2005, 
p. 124). Furthermore, treating the mind as an entity separate from the body, the soul, 
the individual’s ancestral history, and familial and community roles is a western 
imposition (Trimble et al. 1984). Gone (2004) states that some Native people even 
consider clinical psychology to be yet another plot of the “White man” to strip them 
of their cultural identity.

Likewise, for some Native elders, a mismatch may exist between their own con-
ceptualizations of their psychological distress and the approaches that are available 
to them via a biomedical framework. In a study of long-term care service availabil-
ity for older AIs, Jervis et al. (2002) found that distrust/fear of services, bureaucratic 
requirements, belief that the services will not help, minimization of the need for 
help, and fear of stigma were identified by providers from 108 tribal communities 
as significant barriers to elders seeking mental health services. As a whole, alcohol, 
drug, and mental health services were found to have a greater number of barriers to 
utilization than any other service category (e.g., primary health care, social services, 
spiritual services, etc.) (Jervis et al. 2002).

In summary, the major challenges to maintaining mental health among older 
AI/ANs include sociohistorical factors, including historical grief and trauma; 
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environmental factors, such as geographic isolation and poverty; family issues, such 
as extended family pressures and the culture of caring for elders at home; and bar-
riers to help seeking, including the structure and funding of mental health services, 
and the cultural relevance of biomedical mental health services, nomenclature and 
diagnostic measures.

Strengths Contributing to Mental Health

Support Systems

AI/AN communities characteristically place a premium on extended family and 
community support networks. Particularly in rural settings, Native elders often co-
reside with children, grandchildren, or extended and metaphorical kin. In a study 
of 1,039 AI elders aged 60 and older, John et al. (2003) found that 82.6% lived in 
households with others (21% lived with a spouse, 28.1% lived with a spouse and 
others, and 33.5% lived with others). Though drawing from a very different data 
source, US Census data indicates that 69.2% of all adults age 65+ lived with others 
in 2003 (US Department of Health and Human Services 2005). This social structure 
can provide a significant source of strength and security, especially to elders af-
fected by poverty, illness, and mobility issues. While caring for elders is common 
among many Native cultures, it bears noting that significant differences exist in 
the perception and treatment of older adults from culture to culture. The Apache, 
for example, historically abandoned elders who had become infirm and dependent 
(Kramer 1991).

In contemporary Native communities, many elders assume a prominent role in 
their households, contributing childcare and financial resources, as well as serv-
ing as cultural mentors (Jervis and Manson 2006). However, this extended family 
structure may be as much a product of financial necessity as an observance of cul-
tural expectations for some, which in some cases can over ride the potentially posi-
tive effects of such support (Manson 1992, 1995a). This is especially true in cases 
where elders find themselves psychologically and financially stretched by the need 
to provide care to grandchildren or to share housing with numerous family members 
(Jervis and Manson 1999).

AI/AN Ethnic and Cultural Identity

For the elderly, ethnicity can provide a broad spectrum of social, cultural, and psychologi-
cal resources. Regardless of what liabilities such identity may entail, it can provide a reser-
voir of shared values, potential relationships, mutual support, activities, skills, and common 
experience. (Simić 1993, p. 10)
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While the suppression and destruction of Native cultures has a long history in 
the United States, many Native peoples and communities have responded with re-
silience and adaptability. Various elements of traditional cultures, such as language, 
religion, and social structures, have been maintained and/or revitalized (Nelson 
et al. 1992; Somervell et al. 1995). A sense of Native identity and a connection to 
the past is a source of strength for many elders, who are often responsible for pre-
serving and passing on traditional ways to subsequent generations.

An important element of some AI/AN traditional cultures is the revered status of 
elders. Elder status has been argued to be an earned position of respect that marks a 
certain level of accomplishment, rather than chronological age per se (Weibel-Or-
lando 1989). In many Native groups, honoring elders is an integral part of tradition-
al culture; elders are considered wise and connected to the spirit world, are valued 
as the head of families and communities, and are consulted for advice and guidance 
(Morgan et al. 1997; Weibel-Orlando 1988). Having a sense of worth and impor-
tance has been identified as contributing to mental health in older adults in general, 
and possibly has a protective effect with respect to depression (Attico 1997). In a 
study reviewing medical communication in older AIs, Garroutte et al. (2006) found 
that individuals with strong Native identities had much more positive attitudes and 
higher levels of optimism regarding their overall health. Unfortunately, there is the 
perception in some Native communities that respect for elders is on the decline.

While some elders are torch bearers for traditional Native culture, others are 
relatively acculturated to the dominant US culture. Perhaps due to the history of 
forced acculturation experienced by this cohort, of which boarding school was a 
major component (Pickering 2000), many of these Natives at least partially identify 
with Western worldviews and traditions. In a study of Native elders among several 
Great Lakes tribes, Jackson and Chapleski (2000) found that 41% of respondents 
over the age of 55 never participated in traditional activities and identified more 
strongly with mainstream culture. Although this may be interpreted by some in 
negative terms, these findings also point to a strength of Native elders–adaptability. 
The ability to adapt to change and face stress with resiliency has been documented 
in the gerontological literature as a contributing factor to mental health in later years 
(Rowe and Kahn 1997; Simić 1993). This adaptability has also led to the develop-
ment of a national or “Pan-Indian” identity, where common cultural elements have 
been used to unify these diverse groups and strengthen their visibility on the politi-
cal front (Kramer 1991; Weibel-Orlando 1988). One element of Pan-Indianism is 
the spread of cultural practices to tribes in which these practices were not previously 
present (e.g., the pow wow) (Howard 1955). This may be especially beneficial to 
urban elders who may be isolated from Native communities.

Spirituality

As has been demonstrated with various religious faiths and practices, there is a posi-
tive relationship between mental health and spirituality in advanced age (Meisen-
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helder and Chandler 2000; Moberg 1997). In very general terms, traditional AI spir-
ituality involves faith in the interconnectedness of a higher being (e.g., the “Great 
Spirit”) and harmony with the natural world (Meisenhelder and Chandler 2000). 
Traditionally, AI/AN cultures attribute health problems to an imbalance between the 
spiritual and natural worlds (Meisenhelder and Chandler 2000). In a survey examin-
ing the importance of faith and health outcomes in a sample of AIs over the age of 
65, Meisenhelder and Chandler (2000) found that respondents who considered faith 
to be an important part of their lives scored higher on the mental health subscale.

Spirituality also appears to be positively related to help-seeking behavior for 
mental health issues. In the aforementioned AI-SUPERPFP project, respondents 
who sought help for substance abuse problems identified spirituality and Native 
traditions as highly important to them (Beals et al. 2006). The higher the degree of 
general spirituality reported, the more likely the individual was to seek help from 
multiple sources, incorporating both Native and biomedical approaches to their care 
(Beals et al. 2006). Although AI-SUPERPFP data is not specific to older AI/AN 
adults, there is reason to believe that these findings may extend to elders.

Discussion

Applying Strengths to Meet Challenges

As has been discussed, the challenges that jeopardize the mental health of older 
AI/ANs are culturally, historically, and socially based. While there are no easy so-
lutions, our exploration of these issues points to several attributes which may be 
harnessed to diminish the impact of these forces. Table 8.2 includes a description of 
both strengths and challenges to mental health that Native elders possess.

Community Networks. Because Native communities traditionally consider health 
and well-being to be larger than the individual–that is, a harmonious balance among 
community members, the natural world, and the spirit world–community-level ini-
tiatives hold promise for addressing mental health needs among Native elders. As 
suggested by Yellow Horse Brave Heart and DeBruyn (1998), healing initiatives at 
the community level are vital to healing historical unresolved grief.

In terms of research, involvement of community members and organizations is 
crucial (Salois et al. 2006). As demonstrated through the AI-SUPERPFP project, 
nurturing relationships with community stakeholders, health professionals, and tra-
ditional healers was essential to the effort to initiate and carry out a study of this 
magnitude on a topic (mental health) which some would regard as potentially stig-
matizing (Beals 2006). In addition to promoting cultural relevance, the involvement 
of community members has the potential to diminish the deep-seated mistrust of 
western medical and research practices.
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Incorporating Native Culture into Biomedical Mental Health Care. The incorpo-
ration of Native cultural elements into biomedical mental health care may coun-
ter some of the challenges faced by elders. As identified by Gone (2008), many 
Native people consider a return to traditional ways to be the answer to solving 
mental health crises facing contemporary Native communities. Traditional cultural 
elements identified as important to mental health maintenance included the use of 
traditional ritual spaces, religious and ceremonial practices, and involvement of tra-
ditional healers. Specific examples of incorporating traditional healing into care 
regimens include using a talking circle format to conduct group therapy and using 
the sweat lodge for healing and cleansing (Manson 1986; Somervell et al. 1995).

Table 8.2  Summary table—older AI/ANs: strengths and challenges to maintaining mental health
Demographics Challenges Strengths Recommendations
AI/AN population 

age 65+ comprises 
0.4% of total US 
population

Sociohistorical factors Support systems Engage community 
networks in 
research and MH 
initiatives 

AI/AN population age 
65+ projected to 
increase to 0.6% 
of total US popula-
tion by 2050

•  Historical trauma, 
forced acculturation

•  AI/AN family 
structure

Incorporate Native 
culture into bio-
medical MH care

23.5% of AI/ANs 
over 65 live below 
poverty level

•  Loss of culture, lan-
guage, and religion

•  Community 
networks

Additional research 
needed on AI/AN 
MH issues

29.1% of AI/ANs over 
25 have less than 
12 years of formal 
education

•  Mistrust of research 
and biomedicine

Develop culturally rel-
evant instrumenta-
tion and methods

11.5% of AI/ANs 
over 25 have a 
bachelor’s degree 
or higher

Environmental 
challenges

AI/AN ethnic and 
cultural identity

•  Place of residence 
(urban vs. rural)

•  Tradition of caring 
for older adults at 
home

•  Family issues 
(tradition of caring 
for older adults at 
home)

•  Traditional respect 
for elders

•  Poverty •  Native cultural 
traditions

Barriers to help 
seeking

Spirituality

•  Structure and 
funding

•  Positive impact on 
mental health

•  Cultural relevance •  Positive impact on 
help-seeking
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Future Recommendations

Research. More research on Native elder mental health is sorely needed. Requests 
for increases in funding or culturally relevant program/policy development stand a 
much greater chance to succeed if backed by scientific data (Gone 2004). In a re-
view of population-based studies on the health of older Americans (Rhoades 2006), 
only 13% of studies included a sizeable sample of Native elders ( N ≥ 100). In an-
other inventory of publications related to AI/AN mental health released between 
1980 and 1995, Manson (2000) found that 69% had no empirical foundation. The 
majority of these publications (76%) argued for the importance of culturally compe-
tent care without presenting supporting data (Manson 2000). Furthermore, the scant 
literature that exists on AI mental health issues focuses almost exclusively on sub-
stance abuse disorders, often with youth or young adults (Manson 2000; Somervell 
et al. 1995).

Another substantial need in the field of AI/AN mental health research is the de-
velopment of culturally relevant instrumentation and research methods. Standard-
ized assessment instruments, frameworks, and psychiatric nomenclature may have 
limited applicability to AI/ANs (Manson 2000; Somervell et al. 1995), a problem 
that may even be more pronounced among older generations. While some research-
ers seem eager to critique the utility of established measures, few have offered em-
pirically tested alternatives (Gone and Alcàntara 2005; Manson 1986).

Additionally, though significant obstacles to mental health maintenance have 
been identified, little is known about potential protective factors. Research is need-
ed to understand the role that spirituality, Native identity, involvement in traditional 
practices, and social structures (e.g., the extended family) may play in maintaining 
or improving mental health among this population.

At the heart of any research initiative should be an overarching respect for his-
torical and contemporary forces impacting the health of Native elders. This includes 
acknowledging the history of exploitative research to which AI/ANs have been sub-
jected (Beals et al. 2003; Somervell et al. 1995). Tribes, as well as individuals, may 
be hesitant to participate in research projects, and efforts should be made to ensure 
that there is a direct benefit for those involved whenever possible (Beals et al. 2003).

Concluding Comments

A final consideration when conducting research with Native elders are the cultural 
biases inherent in western psychology and psychiatry. Acknowledging the linkages 
between biomedical conceptions of mental health and western cultural assumptions 
is an important step toward understanding diverse conceptualizations of pathology 
and treatment (Gone 2004). To be truly culturally competent, researchers and pro-
fessionals working with Native populations need to move beyond translating cate-
gories of distress to understanding the cultural foundations that underlie definitions 
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of mental illness (Gone 2004). This is admittedly a very tall order and one that is 
not likely to be accomplished overnight. Nonetheless, with this approach, research-
ers and clinicians will be better equipped to develop culturally relevant approaches, 
resulting in a better understanding and better treatment of the mental health needs 
of Native elders.
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Introduction

Chapter Focus

This chapter presents information on mental health issues in Asian American chil-
dren, focusing on cultural orientation and minority-related experiences as posing 
challenges to the maintenance of mental health, as well as providing strengths which 
contribute to resilience in this group. We then recommend some ways through which 
we may draw upon the strengths of Asian American youth to promote resiliency and 
overcome vulnerabilities in adjustment.

Demographics

In 2000, there were 11.9 million Asian Americans, with approximately one quarter 
(3.3 million) being children under 18 years of age. This highly diverse population 
originates from over 20 different countries. Due to an Asian American immigration 
history that largely began with a small, early influx of laborers in the nineteenth 
century followed by longstanding exclusionary immigration policies, some Asian 
American children today are now well into the 7th generation, while larger propor-
tions of Asian American children are 3rd and 4th generation descended from post-
1965 immigrants. Of course with significant continuing immigration, over 60% of 
all Asian Americans are 1st generation. As such, any two Asian American children 
may share little in common, having different immigration histories, heritage cul-
tures, languages, and living conditions in the United States.
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Though there is representation in all 50 states, almost half of all Asian American 
children reside in only three: California, New York, and Hawaii. Remarkably, over 
half of all Asian Americans live in one of seven metropolitan areas, including Los 
Angeles, New York, San Francisco, Honolulu, Washington D.C., Baltimore, and 
Chicago. Clearly then, most Asian American children grow up within dense coeth-
nic enclaves. However, in most towns and cities in the interior of the country, the 
Asian American population falls well below the national average of 4.2%. This tells 
us that Asian American children are a heterogeneous group who grow up in a range 
of socialization settings. Much of what we know about Asian American children is 
based on research with 1st and 2nd generation youth of East Asian and Southeast 
Asian descent living in urban areas with notable coethnic density. Thus, the experi-
ences of many Asian American children are likely not well understood.

With this important caveat in mind, we examine the development of Asian Amer-
ican children and youth through an integrative framework that considers heritage 
cultural influences, adaptation processes in migration and acculturation, as well as 
the unique contextual demands associated with minority group status (Garcia Coll 
et al. 1996). We begin by introducing a broad cultural theme with specific implica-
tions for familial values that have developmental significance across many Asian 
American ethnic groups. Next, we diverge toward themes focused less on heritage 
cultural influences and more on experiences attributable to ethnic minority status. 
We examine developmental issues involving ethnic identity formation and cultural 
socialization with the goal of understanding the essential processes involved in nav-
igating what it means to be Asian American.

Heritage Cultural Influences in Broad Strokes: 
Interdependence

It is an impossible task to summarize the rich cultural teachings and morés of over 
20 originating Asian countries. As such we will rely instead on heuristically helpful 
conceptual models of cultural orientation that have been thought to broadly account 
for differences in emotions, behaviors, and beliefs about personhood between West-
ern and non-Western cultures (e.g., Hofstede 1980; Triandis et al. 1988). Briefly, in 
this tradition, Asian cultures have been broadly viewed as interdependent, where 
individuals see themselves as fundamentally connected with others. Subsequently, 
social relationships, roles, norms, and group harmony affect one’s behavior more 
than personal beliefs and needs (e.g., Markus and Kitayama 1991; Triandis 1989). 
In order to maintain harmonious relations, Asian values emphasize the control and 
regulation of personal attributes and desires so that individuals may align them-
selves within the roles and demands of their social contexts (e.g., Markus and Kita-
yama 1991; Weisz et al.1984). Similarly, the emphasis on interpersonal connected-
ness and fitting in with others is also associated with concerns about saving face, 
or maintaining one’s public image (e.g., Ting-Toomey 1994). Thus, Asian cultural 
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values tend to underscore social and relational priorities, such as reciprocity, con-
formity, politeness and humility, hierarchy, respect for authority, honor, and family 
duty.

We contend that socialization within an interdependent tradition and internaliza-
tion of these values has a variety of implications for Asian American child develop-
ment, serving as both sources of competency and vulnerability. First, we review 
how a cultural emphasis on personal restraint, moderation, and self-control appears 
to also have positive implications for temperament, behavior regulation patterns, 
and coping strategies among Asian American youth. Additionally, we explore how 
the interdependent nature of Asian cultural values essentially shapes the family 
structure and the socialization experiences of youth. These influences are illustrated 
through an examination of parent–child relations, the importance of filial piety, and 
parenting styles and practices used in Asian American families. In these ways, we 
discuss how the interdependent cultural script can often lead to positive outcomes 
for Asian American youth.

Heritage Culture and Sources of Strength  
for Asian American Children

Culture and Child Temperament In examining sources of strength for Asian Ameri-
can children, we commence with a consideration of temperament, which refers to 
biologically based individual differences in reactivity and self-regulation that are 
present early in life (Rothbart and Bates 1998; Rothbart and Derryberry 1981). Evi-
dence from cross-national research on temperament suggests that Asian infants and 
toddlers are generally less active, more reserved, and quicker to calm in stressful 
situations (e.g., Caudill and Weinstein 1969; Kagan et al. 1994; Chen et al. 1998) 
than their Western counterparts. In terms of self-regulation, Chinese toddlers were 
also more likely to display mature self-control behavior compared to Canadian chil-
dren (e.g., self-generated control; Chen et al. 2003). In addition, Zhou et al. (2004) 
reported that high levels of effortful control—an ability to sustain attention and 
inhibit inappropriate behavior—among Chinese children predicted positive adjust-
ment in terms of decreased behavioral problems and increased social competence. 
Such temperamental differences in arousal, activity, and self-regulatory processes 
may promote calm dispositions and a capacity for self-restraint in children of Asian 
descent.

Although the biological underpinnings of temperament are often emphasized, 
an alternative view posits that temperament is a product of culture, such that en-
culturative socialization practices result in differences in temperament (Matsumoto 
2006). Scholars note that behavioral inhibition and low reactivity may be adaptive 
within an interdependent cultural script as these dispositions may be essential for 
maintaining harmony (Chen 2000). Consideration of the impact of one’s actions 
and behaviors on others is highly emphasized in Asian culture (Chen et al. 2003) 
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while lack of self-control is strongly discouraged (Zhou et al. 2004). Thus, children 
may be socialized to inhibit the expression of strong emotions because they may be 
detrimental to interpersonal relationships.

While European American children display more emotional expressivity com-
pared to Chinese and Chinese American children, there is evidence that cultural dif-
ferences in family environment determine levels of expressivity. Maternal strictness 
discouraging the expression of strong affect results in lower levels of expressivity 
in Chinese American children relative to Chinese children adopted by European 
American parents. In terms of affect valuation, Tsai et al. (2007) noted that Chinese 
American and Taiwanese preschoolers tend to prefer calmer facial expressions and 
story elements over excited expressions and elements in storybooks compared to 
European American children, with evidence suggesting that cultural differences in 
ideal affect are evident in socialization influences such as storybooks. Thus, both fa-
milial and cultural socialization forces may converge to promote restraint of activity 
level, affective expression, and pursuit of individual desires, thereby heightening 
capacity for self-control and inhibition in children of Asian descent.

Culture and Parenting It has been argued that psychological models of parenting 
have largely been ensconced within an independent cultural worldview (e.g., Chao 
1994; Rothbaum et al. 2000). Given that parenting styles have predominantly been 
studied in Western cultural contexts, autonomy, expressiveness, and assertiveness 
are emphasized as desired endpoints of child development. However, interdepen-
dent cultures are often typified by socialization goals that involve interpersonal 
accommodation, deference to authority, and group harmony (Markus and Kitayama 
1991; Rothbaum et al. 2000). Accordingly, researchers have described Asian chil-
drearing traditions as strategies that cultivate parental authority (Chao and Tseng 
2002). Compared to European Americans, Asian American parents report estab-
lishing more strict rules and limits on child conduct, granting less autonomy, and 
expecting more obedience (e.g., Wu 1996). These parental strategies seem moti-
vated by the goal of maintaining order and organization in the family (Rohner and 
Pettengill 1985).

Evidence suggests strategies emphasizing parental control and authority may 
be adaptive in Asian and Asian American familial contexts in ways not observed 
among European American families. While forms of restrictive parental control 
have been associated with perceived parental hostility and rejection in European 
American families, these strategies have been associated with perceived parental 
warmth and acceptance in Japan (Kornadt 1991; Trommsdorff 1985) and Korea 
(Rohner and Pettengill 1985). Similarly, while parental control is negatively re-
lated to family cohesion in European American families (Nomura et al. 1995), it is 
positively associated with warmth, cohesion, and lower levels of conflict in Asian 
American families (e.g., Lau and Cheung 1987). Furthermore, parental control is 
linked to developmental benefits including self-regulation, confidence, positive re-
lationship attitudes, and frustration tolerance among Chinese children (Xu et al. 
1991).
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These findings can be understood through a consideration of Confucian roots 
that provide the foundation for parenting and parent-child relationships in many 
Asian cultures. According to the Confucian doctrine of filial piety, children are 
taught to respect and obey their elders with specific obligations to defer to the 
wishes of their parents (e.g., Ho 1986). Parents, in turn, are responsible for govern-
ing, teaching, and disciplining their children. As such, Asian American parents have 
been found to emphasize control, obedience, and obligation to family (Leung et al. 
1998; Lin and Fu 1990). While these parenting characteristics may be construed as 
restrictive or demanding in Western independent cultural contexts, they embody 
parental care, concern, and love for children among families of Chinese descent 
(Chao 1994).

Given that Western concepts of parental control do not capture the salient features 
of Asian American parenting, investigators have identified parenting constructs that 
are indigenous to Asian cultures. Chao (1994) described training ideologies which 
emphasize parental responsibility to teach children appropriate behaviors which 
motivate high levels of parental involvement and concern. This involvement may 
take the form of setting clear expectations, close monitoring of child’s behavior, and 
prioritizing caretaking and education of the child (Chao 2000). Research indicates 
that training is positively associated with health and life satisfaction (Stewart et al. 
1998), relationship harmony (Stewart et al. 1999), and academic achievement (e.g., 
Chao 2000) among Asian and Asian American adolescents.

Another indigenous construct of parenting behavior involves the socialization of 
shame. In line with the emphasis on maintaining group harmony in interdependent 
cultures, shame is a central emotion that can help guide behavior within interactions 
across social settings (Fung 1999). Shaming may involve evoking shameful feel-
ings in children through explicit disapproval of misbehavior or social comparison 
against more well-behaved children. Although the practice of shaming children is 
sometimes viewed as hostile or punitive, some research indicates that shame so-
cialization appears distinct from other measures of harsh or authoritarian parenting 
in Chinese samples (Wu et al. 2002). Fung (1999) suggests that shaming serves to 
foster the development of children’s awareness and sensitivity to moral values and 
social rules, an important socialization goal given the interdependent orientation 
of Asian cultures. As such, Asian children understand and demonstrate a sense of 
shame earlier than children in Western nations (Fung et al. 2003). Additional re-
search is needed to determine the developmental outcomes of shame socialization 
among Asian American children, and to evaluate potential links to interpersonal 
attunement skills, such as empathy or perspective-taking.

Academic Achievement The phenomenon of Asian American academic achieve-
ment has been widely noted. As of 2004, 48.9% of Asian Americans had a bach-
elor’s degree or higher, a proportion well above that of any other group (US 
Census Bureau 2004). It is a statistic made much more likely due to the fact 
that on the road to college, Asian American students have higher GPAs, better 
scores on achievement tests, and lower drop-out rates than other ethnic groups 
(Aldous 2006; Chen and Stevenson 1995; Goyette and Xie 1999). Although high 
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rates of educational attainment are evident, there are competing explanations for 
this performance. Though commonly invoked, the explanatory value of cultural 
upbringing remains a subject of debate. In their consideration of the phenom-
enon, Sue and Okazaki (1990) reviewed several hypotheses, the most controver-
sial of which points to heritable differences in intelligence. Evidence in support 
of this position indicated IQ advantages among Asians compared to European 
Americans (Lynn 1977; Sowell 1978); however, these studies were riddled with 
methodological flaws leading most scholars to dismiss a purely biogenetic expla-
nation (Sue and Okazaki 1990). Other research points to structural differences 
in the home environments of Asian American youth that may account for their 
academic advantage (e.g., Goyette and Xie 1999; Peng and Wright 1994). For 
instance, Asian American children are more likely to reside in an intact family 
with two parents, and to have parents with advanced college degrees. The average 
household incomes of Chinese, Japanese, Filipino, and South Asian Americans 
are higher than that of European Americans. Yet these characteristics also fail to 
account for ethnic group differences in educational attainment (Sue and Okazaki 
1990). Furthermore, these demographic findings merely beg the question of how 
Asian American families have come to enjoy these conditions that facilitate aca-
demic success.

A variety of research findings have been discussed as evidence supporting the 
notion that aspects of Asian American culture and parenting explain high levels of 
educational attainment. For example, studies have suggested that Asian American 
home environments structure key-learning opportunities (Peng and Wright 1994), 
Asian cultural values cheer educational success (Kim and Chun 1994), and indig-
enous parenting practices support academic motivation (Chao 2001). Fuligni et al. 
(1999) identified family obligation values as central in promoting academic values, 
studying, and educational aspirations among Asian American adolescents. How-
ever, the burdens of assisting the family on a daily basis can actually interfere with 
academic performance (Tseng 2004). These findings serve as an important reminder 
that the associations between cultural values and academic achievement are likely 
complex.

Research on the cultural socialization of beliefs and expectations about achieve-
ment supports a social cognitive approach to understand Asian American school 
success. There is a strong correlation between student achievement and high aca-
demic expectations held by Asian American parents (e.g., Goyette and Xie 1999). 
High parental expectations appear to derive from an emphasis on effort (Stevenson 
and Stigler 1992) leading Asian American parents to teach their children to believe 
that internal and controllable factors lead to success, especially in educational at-
tainment (Kim and Chun 1994). Beliefs that effort and time-on-task are more im-
portant than native ability may explain why Asian American parents exert more 
control over children’s time outside of the classroom (e.g., Peng and Wright 1994), 
structuring free time with extra homework and tutoring lessons. Accordingly, Chi-
nese American mothers cite pushing their children to work hard as the number one 
reason for their children’s school success (Chao 1996).
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Asian American students appear to internalize these messages, tending to at-
tribute success to effort more so than ability, and studying more hours per week 
compared to their European American peers (Chen and Stevenson 1995; Sue and 
Zane 1985). Some evidence indicates that the temperamental characteristic of ef-
fortful control in sustaining attention and inhibiting impulsive behavior may also 
contribute to academic success among Chinese children (Zhou et al. 2007). Asian 
American parents also appear to adopt an internal locus regarding their ability to 
support their children’s achievement. Studies indicate that Asian American parents 
are more likely than other groups to be involved in their children’s schooling (Sch-
neider and Lee 1990), especially during the early school years (Choi et al. 1994; 
Shoho 1994). In the elementary grades, parents support learning through direct 
methods, such as teaching math and reading or assigning extra homework (Chao 
and Tseng 2002). However, as Asian American children reach adolescence this ad-
vantage seems to expire and Asian American parents actually appear less involved 
in children’s schooling than parents from other groups (Chao and Tseng 2002). It is 
possible that this reversal may be an artifact of how parental involvement is mea-
sured. As children enter high school, Asian American parents shift their focus to 
college admittance, thereby also shifting to indirect methods of involvement, such 
as providing resources for SAT preparation.

While the findings reviewed here have generally been cited as evidence of 
heritage cultural influence on achievement, an alternative explanation focuses on 
constraints in the attainment of social mobility faced by Asian Americans as a 
minority group. Sue and Okazaki (1990) discuss the importance of the relative 
functionalism of academic achievement for socioeconomic advancement among 
groups. They argue that Asian American youth may be steered toward educational 
achievement for upward mobility because other avenues toward advancement are 
blocked to minorities. Therefore, Asian Americans tend to enter fields which re-
quire high levels of education (e.g., engineering, medicine), where hiring and pro-
motion depend largely on academic credentials and are less likely to be affected 
by discrimination. The emphasis on minority status as an important contextual 
factor in the relative functionalism hypothesis serves as an important counterpoint 
to a purely cultural thesis in explaining Asian American achievement. The no-
tion of adaptive culture may be invoked to integrate the two positions. According 
to Garcia Coll et al. (1996), “adaptive culture is the product of [a] group’s prior 
collective history (cultural, political, and economic) and the contextual demands 
placed by the promoting and inhibiting environments” of the host culture. The 
inhibitory environment limiting social mobility opportunities for Asian American 
youth highlighted by Sue and Okazaki (1990) may potentiate existing cultural 
values about family obligation, effort, and achievement. The interaction of the 
contextual constraints and heritage socialization traditions may culminate in the 
adaptive cultural response of Asian American investment in higher education, 
highlighting the important roles of both the relative functionalism and heritage 
cultural influences.
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Heritage Culture and Sources of Vulnerability  
for Asian American Children

Avoidant Coping Building further upon our discussion of cultural orientation, we 
identify areas of challenge that are manifested in particular mental health concerns 
relevant to Asian American youth. Traditional Asian cultural values and the inter-
dependent tradition may at times present challenges for the development and well-
being of Asian American youth and their families. For example, the restraint of 
self-expression (e.g., Kim and Sherman 2007) and use of indirect coping strate-
gies (Weisz et al. 1984) demonstrated by many Asian American youth can result in 
avoidant forms of coping that may negatively impact well-being. Asian American 
college students report using avoidant coping strategies, such as problem avoidance 
and social withdrawal, more than their European American counterparts (Chang 
1996). While indirect coping strategies can be adaptive in some situations, they 
may also be associated with more depressive symptoms in Asian American youth 
(Chang 1996), thus, posing concerns for their well-being.

Given the interdependent and relational focus of traditional Asian cultural val-
ues, one might infer that Asian American youth would turn to loved ones, and ac-
tively seek out social support to cope with stressful events. A large body of research 
concludes that being socially integrated with access to support confers a wealth 
of beneficial mental and physical health effects (Seeman 1996). However, recent 
evidence indicates that the importance given to harmonious relationships in tradi-
tional Asian values may actually deter support-seeking behaviors in Asian Ameri-
can youth. Asian American college students seek social support less often and find 
support-seeking to be less helpful compared to European American college students 
(Kim et al. 2006; Taylor et al. 2004). Findings suggest that Asian American students 
are less willing to actively seek out social support primarily because of interdepen-
dence concerns about disrupting the harmony of the group, unduly worrying others, 
and losing face (Taylor et al. 2004). Similarly, cross-national research has indicated 
that mobilizing social support actually caused more stress for students in China in 
ways not seen among American students (Liang and Bogat 1994). Recent research 
suggests that Asian American students may benefit more from implicit forms of 
social support that are relationally less “risky” (Taylor et al. 2007). Thus, any poten-
tial benefits of receiving support may be outweighed by concerns about burdening 
others with one’s problems, or losing face in the eyes of loved ones. These interde-
pendence concerns appear to provide social disincentives for Asian American youth 
to seek help from others in times of trouble.

Perfectionism and Distress Interdependence concerns may also contribute to psy-
chological challenges for Asian American youth through their link to perfectionist 
tendencies, which have been found to be higher in Asian American students rela-
tive to their peers (e.g., Peng and Wright 1994). Researchers have often attributed 
perfectionism among Asian American students to a cultural focus on achievement 
to fulfill family obligation and avoid loss of face (Stevenson and Lee 1996; Sue 
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and Okazaki 1990). While some aspects of perfectionism promote adaptation by 
inspiring individuals to strive for excellence, researchers have identified “maladap-
tive perfectionism” as being motivated by a fear of failure (Slade and Owens 1998) 
and characterized by self-doubt and excessive concern over mistakes (Bieling et al. 
2004). Maladaptive perfectionism has been linked to depression and suicidality 
among Asian Americans (Beevers and Miller 2004; Castro and Rice 2003), with 
recent findings that Asian American college students are more vulnerable to mal-
adaptive perfectionism and associated depressive symptoms when they hold more 
interdependence values (Yoon and Lau 2008). Thus, the same interdependent cul-
tural traditions that promote achievement may also confer some burdens borne by 
Asian American youngsters.

In sum, the literature suggests that being oriented toward interdependence may 
confer some psychological costs. Interdependence concerns may increase the risk 
for psychological distress in Asian American youth and young adults because of 
tendencies toward avoidant coping, maladaptive perfectionism, and a decreased 
willingness to seek support from others. Furthermore, these challenges related to 
interdependence are also compounded by hardships that Asian American youth may 
encounter owing to their minority status in the United States.

The Minority Experience

The Minority Experience and Sources of Vulnerability  
for Asian American Children

The Model Minority Stereotype In addition to the challenges engendered through 
cultural influences, Asian American youth also encounter and respond to a variety 
of prevailing racial stereotypes. One of the most common stereotypes attributed to 
Asian American youth is the “model minority” stereotype, a widely shared belief 
that Asian Americans have successfully overcome discrimination to become a uni-
formly successful minority group worthy of admiration by other minorities (Chun 
1995). On the surface, the model minority stereotype appears to ascribe a positive 
image to Asian Americans, but critics point to its divisive effect on race relations 
and the many inaccuracies in interpretation of evidence used to propagate a myth 
of success (Chun 1995). Touting the model minority stereotype effectively con-
ceals the wide diversity that exists within the Asian American community, allowing 
for the needs of Asian American children and youth with problem behaviors to go 
unrecognized and untreated (Tsunokai 2005). Given the widespread acceptance of 
the model minority stereotype, Asian American students who drop out of school are 
often overlooked and do not receive the resources needed to achieve academically 
(Lew 2003). Barriers to college achievement faced by Asian Americans also go 
unrecognized. For example, in 2005, Asian American freshmen were more likely 
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than the national freshman population to come from poor or low-income families, 
require remedial work in English, and seek employment to help pay for college 
(Chang et al. 2007).

Furthermore, despite higher aggregate levels of academic achievement, Asian 
American students tend to experience the world as less comprehensible, manage-
able and meaningful (Ying et al. 2001a), and are more likely to have negative or 
ambivalent attitudes toward pursuing academic achievement (Lee and Ying 2001). 
Moreover, there is also evidence that the model minority stereotype leads to peer 
harassment as children from other ethnic groups perceive Asian American children 
as receiving preferential treatment by teachers (Rosenbloom and Way 2004). The 
stereotype of Asian Americans as being gifted academically has also been linked 
to the segregation of Asian American youth from other peer groups (Kao 2000). 
Furthermore, the salience of the model minority stereotype to Asian American stu-
dents has ironically been shown under some circumstances to undermine their per-
formance in achievement contexts. Although some studies have demonstrated that 
subtly priming Asian ethnic identity can boost performance on math achievement 
tasks (Shih et al. 1999), Cheryan and Bodenhausen (2000) demonstrated that mak-
ing public expectations of the model minority stereotype salient can cause Asian 
American students to “choke under pressure.” Hence, propagation of what may 
seem to be a benign or positive stereotype about Asian Americans can be racially 
divisive, interfere with recognition of genuine mental health or educational needs, 
and be detrimental at an individual level for interpersonal functioning, academic 
performance, and psychological well-being.

Acculturative Stress and Acculturation Gaps Another challenge that Asian Amer-
ican children face in growing up in the United States involves the acculturative 
process, or the process by which attitudes and/or behaviors of persons from one 
cultural group are modified as a result of contact with a different culture (Moyer-
man and Forman 1992). Studies indicate that individuals who feel marginalized and 
separated from ethnic and dominant cultural groups tend to experience the high-
est levels of “acculturative stress,” the psychological difficulties originating from 
adjusting to a new environment, which involves loss of social support, experiencing 
discrimination and stereotyping, overcoming linguistic barriers, and having to adapt 
to changes in political and economic contexts (e.g., Berry and Kim 1988). For Asian 
American immigrants, studies have found that higher levels of acculturative stress 
are related to mental health problems, including anxiety and somatic symptoms 
(Williams and Berry 1991), depressive symptoms (Shin 1994), and maladaptive 
eating patterns (Furukawa 1994).

One source of acculturative stress among Asian American immigrant families is 
related to the different rates of acculturation between immigrant parents and their 
children, since children in immigrant families tend to acculturate to American tradi-
tions and values more quickly than their parents (Okagaki and Bojczyk 2002; Ying 
and Chao 1996). Research with Asian American samples has shown that perceived 
acculturation gaps are associated with intergenerational family conflict (Ying et al. 
2004, 2001b), a proposed mechanism of action in the relationship between accul-
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turation gaps and youth maladjustment (e.g., Lee et al. 2000; Ying 1999). The clash-
ing nature of the differences between the host and heritage culture exacerbates this 
problem for Asian American families, as presses for autonomy are likely met by 
increasingly controlling parental responses, with both sides becoming more polar-
ized by repeated conflicts.

Especially within the interdependent tradition of Asian cultures, acculturation 
gaps and conflict or estrangement between parents and children may place Asian 
American youth at heightened risk of detrimental outcomes (Lau et al. 2002). In-
deed, several studies among Asian American adolescents have indicated that higher 
levels of family conflict are associated with low self-esteem, depression, and lower 
educational achievement (Rumbaut 1994, 1997). Similarly, studies among Asian 
American college students have found that family conflicts are related to lower 
family satisfaction, negative affect, and somatic symptoms of distress (Lee et al. 
2005). Hence, the literature suggests that Asian American immigrant youth are at 
heightened risk for maladaptive adjustment and intergenerational conflict which 
may accompany the rigors of acculturation.

The Minority Experience and Sources of Strength  
for Asian American Children

Biculturalism and Positive Ethnic Identity Development While some processes 
encountered during acculturation may pose significant challenges, other forms of 
adaptation to acculturative demands lead to healthy development for Asian Ameri-
can youth. Multidimensional theories of acculturation take into account not only 
how one relates to other ethnic groups in society, but also one’s sense of ethnic 
belonging (Berry 1980). Research on acculturation styles indicate that a strong 
sense of belonging to both one’s ethnic group and to the dominant culture is associ-
ated with healthy psychosocial outcomes, including greater academic achievement, 
stronger ethnic pride, higher levels of self-esteem, and perceived social support 
(Berry and Kim 1988; Kim and Omizo 2005; Phinney et al. 1992). These find-
ings suggest that biculturalism, accomplished through the facile integration of one-
self into the social worlds of both the heritage and mainstream American cultures, 
permits the flexible navigation of the many adaptational demands faced by Asian 
American youngsters.

The importance of one’s ethnic group and heritage culture is further highlighted 
by research that points to the protective and adaptive role of ethnic identity, a sense 
of identification or belonging as a member of a minority ethnic group (Phinney 
1990). Ethnic identity development is thought to be facilitated by two socialization 
processes. First, enculturation processes expose children to cultural opportunities 
that promote ethnic awareness and pride. Second, racialization processes promote 
awareness of the social reality of discrimination and aid children in developing 
strategies to manage these experiences. Studies of Asian American youth have 
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found that ethnic pride, involvement, and ethnic identity achievement are related 
to positive adjustment as evidenced by increased happiness, self-esteem, and goal 
directedness, and lower levels of internalizing and externalizing behavior problems 
(Kiang et al. 2006; Martinez and Dukes 1997; Shrake and Rhee 2004). In addition, 
having a well-developed sense of ethnic identity has been found to protect Asian 
American youth from the negative psychological effects of discrimination by fa-
cilitating the employment of more adaptive coping skills such as problem-solving 
strategies (Yoo and Lee 2005). Lastly, Kiang et al. (2006) have also suggested that 
a sense of ethnic belonging may relate to the construction of solid social support 
networks, and feelings of positive ethnic regard may evolve into a broader sense of 
well-being that supports healthy social and emotional development.

Discussion

Applying Strengths to Meet Challenges

In this chapter, we reviewed literature asserting that an interdependent cultural ori-
entation serves as a foundation for competencies and resilience for Asian American 
youth by shaping contexts of family and community. The strengths described in 
this chapter are rooted in priorities emphasizing group harmony, nurturing relation-
ships, and duty to family which often converge to drive positive adaptation. More 
importantly, we contend that this interdependent view of the world can serve as an 
important resource in addressing the challenges Asian American youth encounter in 
their adjustment and growth. Thus, we believe that a key strategy for harnessing the 
strengths of these children in order to promote resiliency is to capitalize upon the in-
terdependence values that broadly characterize their cultural heritage (see Table 1).

One essential avenue to promote youth resiliency would be to support Asian 
American parents to leverage naturally occurring strategies that promote optimal 
child development. In order to capitalize on the cultural importance given to inter-
connectedness and group solidarity, encouraging parents to participate in parenting 
enrichment programs within the Asian American community can cultivate well-
being in their children. Research has suggested that traditional Western psychologi-
cal treatments and services may present multiple cultural and practical barriers to 
participation by Asian Americans (e.g., Leong and Lau 2001). Thus, embedding 
supportive parenting programs within well-accepted Asian American community 
institutions (e.g., heritage language schools, faith-based organizations, health and 
wellness clinics, and community schools) would make them more welcoming and 
better attended. Programs that are collaborative with respected community leaders 
and offered in group format may appeal most to Asian American families with in-
terdependent sensibilities. Emphasizing valued socialization goals (e.g., promoting 
values of educational attainment, strengthening family cohesion and integrity) and 
the modern day relevance of heritage cultural practices (e.g., training) within these 
programs would also increase their relevance.
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Table 1 Summary of demographics, challenges, strengths, and recommendations

Demographics Challenges Strengths Recommendations

1.2% of the general 
population

Challenges related to 
cultural orientation

Strengths related to 
cultural orientation

Capitalizing on 
strengths to pro-
mote resiliency

Over 60% of all Asian 
Americans are 1st 
generation

•	 Interdependence 
concerns about 
disrupting group 
harmony may 
lead to less social 
support seeking 
behaviors

•	 Characteristics of 
temperament, such 
as self-control and 
inhibition may be 
related to cultural 
emphasis on 
maintaining group 
harmony

•	 Given importance 
of family, encour-
age parent partici-
pation in parenting 
programs with 
emphasis on val-
ued socialization 
goals

Over 75% of all Asian 
Americans reside 
in large metropoli-
tan areas

•	 Maladaptive 
perfectionism 
may stem from a 
cultural focus on 
academic achieve-
ment, family 
obligation, and 
loss of face

•	 Indigenous parent-
ing behaviors, 
such as parental 
control and social-
ization of shame 
may be related to 
positive develop-
mental outcomes

•	 Psychoeduca-
tion regarding 
maladaptive 
perfectionism, 
intergenerational 
acculturation con-
flicts, etc. would 
be important given 
tendencies not to 
mobilize support 
to cope with com-
mon stressors 

Heterogeneous group 
includes more 
than 20 different 
cultures

•	 Values such as 
deference for 
teachers, high aca-
demic expectations 
and belief in hard 
work may bolster 
academic success

•	 Encourage positive 
ethnic identity 
development in 
youth through 
participation in 
mentoring pro-
grams and cultural 
activities

Challenges related 
to the minority 
experience

Strengths related 
to the minority 
experience

•	 Acculturation pro-
cesses may lead to 
acculturative stress 
and heightened 
family conflict

•	 Biculturalism or 
integration allows 
one to navigate 
demands of both 
heritage and main-
stream cultures

•	 Youth encounter 
discrimination 
and stereotypes, 
such as the 
model minority 
stereotype

•	 Ethnic identity and 
parental cultural 
socialization have 
been found to be 
related to positive 
youth adjustment
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Parenting programs can be instrumental in educating Asian American par-
ents about how to identify and address potential adjustment difficulties for their 
children. Psychoeducation regarding concerns of particular relevance for Asian 
American youth (e.g., maladaptive perfectionism, intergenerational acculturation 
conflicts) would be important, given the concern that Asian American youngsters 
tend not to mobilize support to cope with common stressors. These groups could 
also provide a venue through which Asian American parents can connect with oth-
er parents who are likely to be encountering similar struggles with their children, 
providing a safe and culturally responsive forum where parents can share, com-
pare, support, and normalize each other’s experiences. In a nonevaluative group 
setting, an appreciation of mental health issues for Asian American youth can be 
fostered, potentially leading to decreased feelings of stigma regarding concerns 
about psychological wellness. Therefore, providing resources and information, as 
well as empathetic connections with other Asian Americans, can promote a sense 
of community and the spirit of collaboration among parents of Asian American 
youth.

A specific example of a supportive community-based program for Asian Ameri-
can parents would focus on how to best encourage academic success in children, 
since this appears to be of paramount importance in the community. Group leaders 
can provide much sought after practical information regarding the American school 
system, how to collaborate with teachers, and how to overcome possible language 
and cultural barriers in supporting children’s learning. Parents can be educated 
about how academic pressure and demands for perfection may negatively impact 
youth, and acquire skills for promoting resilience in academically demanding set-
tings. Group leaders must be trained to facilitate supportive group process which 
fosters interdependence through encouraging parents to rely on and help each other, 
instead of struggling in isolation due to concerns about losing face or burdening 
others.

In addition to supporting parents to promote resilience in their children, spe-
cial efforts should also be made to directly reach Asian American youth to help 
them overcome developmental challenges. Given the established research finding 
that achieved ethnic identity is related to psychological well-being, it would be 
advisable to promote resiliency in Asian American youth by encouraging positive 
ethnic identity development. While there is a dearth of intervention studies for 
Asian American youth, studies conducted with other ethnic minority samples have 
indicated that programs which expose minority youth to cultural beliefs, values, 
and practices, and minority role models, strengthen ethnic identity and self-esteem 
(e.g., Belgrave et al. 2000). Programs of this type might foster resiliency among 
Asian American youth by ensuring that they feel cared for and embedded within a 
distinctive and worthwhile community. This may include participation in heritage 
language schools, after school enrichment programs, religious communities, and 
cultural activities such as martial arts, calligraphy, and folk dancing. Participation 
in these activities can expose Asian American children to their peers in positive, 
identity-building settings, and to create stronger support networks. Mentoring pro-
grams where Asian American children can benefit from relationships with older 
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Asian Americans may prove especially beneficial in providing guidance to youth 
who may not actively mobilize support from others.

Future Recommendations

While we believe the strengths and challenges proposed in our review may apply 
to many Asian American children, they cannot be generalized to the entire popula-
tion given the tremendous heterogeneity within this group. Hence, a general direc-
tion for future research is to distinguish the factors influencing development across 
Asian subgroups with special attention to the historical context of their immigration 
histories and the specific ecological demands of their local social contexts. Since 
research has largely focused on Asian American youth in ethnically dense cities, 
more attention is needed to understand the development of Asian American children 
growing up in relative ethnic isolation.

Gaps in the extant literature also suggest specific areas for future research. First, 
recent findings identifying reticence among Asian American young adults in seek-
ing social support warrant further investigation. These findings are alarming given 
that previous researchers have suggested that Asian Americans are reluctant to seek 
mental health services and instead rely on informal social support. Taken together, 
these findings imply that we should be doubly concerned about the health behaviors 
of Asian Americans in distress. Second, we have noted that previous research has 
not examined the intersection of cultural influences and minority status concerns 
in jointly explaining Asian American academic achievement. Third, research on 
the beneficial effects of Asian American parenting have largely been focused on 
school performance outcomes and more research is needed to examine whether 
benefits may extend to other developmental outcomes (e.g., emotion regulation, 
social competence). Fourth, it would be helpful for intervention development to 
identify the mechanisms by which ethnic identity promotes healthy adjustment and 
protects against the ill-effects of discrimination. Finally, we hope to see work begin 
on the development and evaluation of programs and interventions that cultivate ties 
within the community, raise awareness of mental health issues, and promote ethnic 
identity formation among Asian American children to encourage healthy bicultural 
adaptation.

Concluding Comments

Our review of the literature demonstrates that Asian American children and youth 
exhibit many strengths that extend across a number of domains, including dispo-
sitional characteristics that promote self-regulation, family systems marked by 
parental involvement, and positive developmental outcomes including academic 
achievement. Yet, while the presence of these strengths suggests that Asian Ameri-
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can youth should have the resources to maintain psychological well-being, some 
evidence suggests that this group is vulnerable to certain developmental challenges. 
We conclude that Asian American youth are uniquely faced with the rather difficult 
task of residing at the intersection of two disparate cultural traditions. On the one 
hand, Asian American children are socialized by their families and ethnic commu-
nities to embody interdependent values and norms, and on the other hand, they are 
expected to function in an independently oriented society that demands assertion 
and expression of individuality. Individuals who are able to successfully negotiate 
the demands of these two worlds may be best described as bicultural—possessing 
a well-developed sense of achieved ethnic identity while also integrating toward 
the expectations of the dominant American culture. Asian American youth must 
develop the skills to successfully navigate the dualities in their local social world 
by adjusting themselves to operate under differing cultural frameworks from one 
context to the next.

This flexibility is particularly important given that some of the purported 
strengths of Asian American youth can contribute to maladjustment under certain 
conditions. For example, behavioral inhibition and shy temperament among Chi-
nese youth may be seen as desirable and adaptive within interdependent cultural 
contexts because they may aid in maintaining group harmony. However, these same 
dispositions are associated with increased psychological distress in Western societ-
ies (Chen et al. 2005). Similarly, parenting practices that involve high levels of con-
trol may be associated with positive school adjustment when applied in traditional 
Asian American families and communities, but may have negative consequences in 
contexts where the prevailing norms for family relations differ.

Thus, we contend that resilience among Asian American youth can be optimized 
in two ways: through the strengthening of ties within the community and by cul-
tivating positive ethnic identity development. We propose that encouraging Asian 
American parents and youth to participate in supportive programs in the community 
not only allows for them to acquire knowledge and learn new skills, but also helps 
to create a local social world in which cultural vitality can thrive. Community in-
stitutions could be instrumental in promoting networks within the Asian American 
community that bring together children and families who share similar histories 
and traditions. In these settings, the strengths of Asian American youth can be fos-
tered through the cultural socialization practices of enculturation and racialization. 
Fostering ethnic identity development may promote successful transitions between 
dual cultural contexts by enabling Asian American youth to flourish both within 
heritage cultural contexts and by buffering them from occasional negative interac-
tions within dominant cultural contexts.
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Chapter Focus

This chapter examines the mental health issues of Asian American adults from two 
perspectives. First, there is a focus on prejudice and discrimination, acculturative 
stress, and family conflict as major challenges to psychological adjustment and 
mental health. Second, psychosocial factors that contribute to resilience in Asian 
American adults are discussed, specifically, cultural values, family, religious and 
community institutions, and ethnic identity.

Demographic Characteristics of Asian American Adults

An examination of Asian American health issues must be placed in the context of 
the nature of the population. The Asian American/Pacific Islander population is the 
fastest growing group in the United States and is quite diverse. By 2050, the Asian 
American population is expected to increase by 213% to 33.4 million (U.S. Census 
Bureau 2000). The Asian population increased faster than the total U.S. population 
between 1990 and 2000 (48% vs. 13%). Native Hawaiians and other Pacific Island-
ers numbered 0.3% of the U.S. population. Another important characteristic of the 
Asian population is its diversity. More than 50 Asian American groups have been 
identified. The largest subgroups are Chinese Americans (2.4 million), Filipino 
Americans (1.9 million), Asian Indians (1.7 million), Vietnamese Americans (1.1 
million), Korean Americans (1.1 million), and Japanese Americans (0.8 million). 
Native Hawaiians are the largest Pacific Islander group, followed by Samoans. 
More than half of Pacific Islanders live in two states: Hawaii and California (U.S. 
Census Bureau 2000). The diverse nature of the Asian population is also revealed 
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by the proportion of the population born in other countries. The vast 1majority of 
Chinese, Filipino, Vietnamese, Koreans, and Thai are foreign-born (U.S. Census 
Bureau 2000).

Other demographic characteristics revealed by the 2006 American Communi-
ty Survey are important to note (U.S. Census Bureau 2000). The Asian American 
population and the general population do not markedly differ in gender composi-
tion (percent of females: AAs—52%, PIs—49%, National—51%) or in marital sta-
tus (percent of married-couple families: AAs—60%, PIs—51%, National—50%). 
However, there are substantial differences in college graduation rates (AAs—30%, 
PIs—10%, National—17%), median household income (AAs—$ 63,000, PIs—
$ 49,000, National—$ 48,000), and per capita income (AAs—$ 27,000, PIs—
$ 18,000, National—$ 25,000). Poverty levels are quite similar for Asian Ameri-
cans and the U.S. population, but a larger percentage of Pacific Islanders fall below 
the poverty line (AAs—11%, PIs—16%, National—13%).Again, important inter-
Asian differences are found in educational attainment. For example, the percent-
age of Asian Indians with a bachelor’s degree (64%) was much higher than that of 
Hmong Americans (8%).

Challenges to Maintaining Mental Health

Many Asian Americans face significant challenges to their mental health. These 
challenges result from daily stressors that can create problems for individuals’ men-
tal health and well-being. Daily life stress can occur in various forms—financial 
stress, family stress, etc., and stress has long been associated with psychological 
well-being (Kessler 1997). In this section, three challenges are discussed in terms 
of their influence on Asian American mental health: prejudice and discrimination, 
acculturative stress, and family conflict.

Prejudice and Discrimination

The Surgeon General’s Report (U.S. Department of Health and Human Services 
(USDHHS) 2001) listed racial discrimination as a serious risk factor for mental 
disorders. Jones (2000) defined discrimination as actions from individuals and in-
stitutions that negatively and systematically impact groups with less power. Asian 
Americans have faced a long history of discrimination in the United States (Fong 
2002). Although they have been in the United States since the 1500’s, Asian Ameri-
cans have faced discrimination in issues of citizenship, land ownership, and due 
process under the law (Fong 2002). Earlier, discrimination was institutionalized 
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through the Chinese Exclusion Act of 1882, Executive Order 9066, the Gentleman’s 
Agreement, as well as by means of miscegenation and other anti-Asian laws. Many 
of these actions resulted from fears of the “yellow peril,” that multitudes of ruthless 
and sneaky Asians would threaten the “American” way of life and eliminate scarce 
jobs and resources for White Americans (Mok 1998). Even today, Asian immigrants 
may face racism and discrimination because of concerns that they are monopoliz-
ing resources, services, and jobs that would otherwise be available to Americans 
(Young and Takeuchi 1998). Although explicit prejudice is not as prevalent today, 
a sizable number of “racial microaggressions” against Asian Americans continue 
to occur (Sue et al. 2007b). Microaggressions are “brief, everyday exchanges that 
send denigrating messages to people of color because they belong to a racial minor-
ity group” (Sue et al. 2007b, p. 273). These microaggressions may be intentional or 
unintentional, and are so subtle that they often leave individuals wondering if they 
truly were the object of discrimination. Asian Americans describe strong and lasting 
negative reactions (e.g., anger, rage, frustration, sense of being invalidated) to the 
racial microaggressions they encounter (Sue et al. 2007a). Covert types of discrimi-
nation may be more harmful than overt behaviors because individuals may be less 
able to detect and cope with these more subtle forms of racism.

Discrimination is associated with various mental health outcomes, including 
mental health adjustment, self-esteem, happiness, depression, and generalized anxi-
ety disorder among Blacks, Latinos, and Whites (Kessler et al. 1999). Similarly, 
for Asian Americans, discrimination is associated with depressive symptoms (Mos-
sakowski 2003), substance use (Gee et al. 2007a) among Filipino Americans, and 
poor mental health (Gee 2002). Discrimination has also been related to depressive 
symptoms among gay Asian Americans (Yoshikawa et al. 2004). Japanese Ameri-
can college students who perceive more racial prejudice and inequality are also 
more likely to have lower self-concept (i.e., lower self-worth or self-satisfaction) 
than those who perceive less racial prejudice (Asamen and Berry 1987).

Using a nationally representative sample of Asian Americans, Gee et al. (2007b) 
examined the relationship between self-reported discrimination and mental disor-
ders. Results demonstrated that after controlling for poverty, family cohesion, and 
acculturative stress, discrimination was associated with mental disorders (e.g., de-
pressive, anxiety, or any DSM-IV disorder). Even among immigrants, discrimina-
tion appeared to be a more important predictor of mental disorders than accultura-
tive stress or years in the United States. Therefore, contrary to the notion that Asian 
Americans do not face discrimination, findings from various studies highlight the 
fact that not only do Asian Americans continue to perceive discrimination, but that 
it is related to poorer mental health. Studies have shown that expecting to be the 
target of prejudice is cognitively depleting and exhausting, and perhaps this effect 
eventually contributes to poorer mental health (e.g., Richeson et al. 2005).

Stereotypes also can have a harmful effect on the mental health of Asian Ameri-
cans. In the early 1900s, common stereotypes of Asian Americans were that the 
men were sneaky and corrupt while the women were exotic and servile (Mok 1998; 
Sue and Kitano 1973). In the latter part of this century, Asian Americans have been 
viewed as the “model minority” (Sue and Morishima 1982; Uba 1994). This ste-
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reotype of Asian Americans encompasses the notion that Asian Americans repre-
sent the “American Dream” since they are hardworking, high-achieving individuals 
with few psychological problems. This image portrays Asian Americans as having 
achieved economic parity with Whites, despite language and other cultural barri-
ers (Hune and Chan 1997). However, the perception that Asian Americans are the 
model minority appears to be a myth for several reasons. One, the myth fails to take 
into account the heterogeneity of the Asian population. While some Asian American 
groups may have achieved success in certain areas, other groups (e.g., Southeast 
Asians) have not thrived socially or economically (Rumbaut and Cornelius 1995). 
Two, even for those groups who appear to be succeeding, their success may occur in 
only one domain, such as academic performance. In terms of mental health, preva-
lence rates of depression, somatization, and post-traumatic stress disorder among 
Asian Americans are at least as high as those for White Americans, and, in many 
cases, higher (Lee et al. 2001). In addition, research highlighting the economic suc-
cess of Asian Americans has focused only on household income. When adjusting 
for working hours and number of workers in the household, the individual earnings 
ratio for Asian Americans is actually lower than for Whites (Hurh and Kim 1989). 
Moreover, the model minority stereotype denies the reality that Asian Americans 
continue to encounter racism and discrimination. Finally, it may create a signifi-
cant amount of pressure by making Asian American students believe that unless 
they are excelling academically, they are not normal. Cheryan and Bodenhausen 
(2000) found that Asian American students performed significantly worse on a math 
test when they were made to think about their ethnic group identity compared to 
those in a control group. Cheryan and Bodenhausen attributed this decrement in 
performance to the fear of failing to confirm a positive stereotype, or not living up 
to the expectation. This type of pressure has the possibility of leading to consider-
able negative outcomes for Asian Americans. Thus, not only do stereotypes affect 
self-esteem and general well-being, they have the power to affect performance in 
important domains, like school and work (Leong 1998; Shih et al. 2006; Steele and 
Aronson 1995).

Stress Associated with Migration and Acculturation

A major source of stress involves the circumstances under which Asian immigrants 
leave their native country. Premigration trauma has been found to be a major pre-
dictor of psychological distress for Southeast Asian refugees (Chung and Kagawa-
Singer 1993; Hinton et al. 1997; Mollica et al. 1987). For many individuals, such 
as Southeast Asians, the conditions that forced them to immigrate to the United 
States were traumatic. Many studies have demonstrated the relationship between 
premigration trauma experiences and the level of adjustment and adaptation to the 
United States (Chung and Bemak 2006; Chung and Kagawa-Singer 1993). Trau-
matic experiences that Southeast Asian refugees faced included food and shelter 
deprivation, physical injury and torture, incarceration and reeducation camps, and 
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witnessing killing, experiencing torture, or both (Mollica et al. 1985). Because of 
their premigration experiences and possible postmigration obstacles, some groups 
have been identified to be at high risk for developing serious mental health prob-
lems (Chung and Bemak 2007).

Another significant source of stress for Asian Americans stems from the chal-
lenges associated with acculturation. Acculturation is a process in which members 
of one cultural group adopt the beliefs and behaviors of another group. It involves 
acquiring the language, attitudes, values, and roles of the dominant society, and the 
process of adjusting to these changes (Berry 1980; Organista et al. 2003). Accul-
turative stress involves the strains of adjustment and adaptation among immigrants, 
including the demands of learning a new culture, worries about legal status, and 
potential guilt for leaving behind loved ones (Berry and Annis 1974; Berry et al. 
1987).

Acculturative stress has been associated with depression, anxiety, and other neg-
ative health outcomes (Noh and Kaspar 2003). Vega et al. (2004) found that stress-
ors due to adjustment in a new culture were associated with poorer mental health 
for immigrants. Acculturative stress can impact people by narrowing the range of 
options that they perceive as feasible. As daily pressures increase, people with more 
acculturative stress start having “tunnel vision” and experience a decrease in the 
ability to make and execute decisions effectively (Smart and Smart 1995). As their 
perception of viable choices is narrowed, individuals with greater levels of accul-
turative stress may start feeling hopeless (Kim 2007). A meta-analysis of 49 studies 
on acculturation and adjustment indicated that greater acculturative stress was posi-
tively correlated with psychosocial and health problems (Moyerman and Forman 
1992).

Family Conflict

Certain characteristics within Asian American families may serve as protective fac-
tors against mental health problems. However, other characteristics may put indi-
viduals at risk for developing mental health problems. Family conflict may act as 
a compelling stressor resulting in substantive distress (Abe-Kim et al. 2002). First, 
a disruption in traditional gender roles that differ from Asian Americans’ native 
country can generate family conflict. In the United States, men typically experi-
ence economic and social loss while women become either coproviders or the sole 
providers for their families (Espiritu 2001). Because of the traditional patriarchal 
family structure in many Asian American families, conflicts with gender roles can 
cause much stress for the family. Second, Asian American children may want to date 
and/or intermarry individuals from other ethnicities, and this also can cause major 
disagreements within families (Chung 2001). Third, Asian American children may 
be more skilled with the English language and mainstream social norms, thrusting 
them into the role of cultural and language brokers for their parents. Consequently, 
parents may feel inadequate and ashamed because they have to depend on their 
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children. These changes in family dynamics can serve as major sources of stress 
and conflict in the family. Fourth, the experience of Asian American parents and 
children may differ in terms of majority and minority status. That is, parents who 
immigrate to the United States were raised in a culture and environment where they 
were most likely the ethnic majority, while their children living in the United States 
tend to make up the minority. Therefore, they may not understand their children 
when they express their feelings of prejudice and discrimination because of their 
minority status. Because parents do not have the same experience, they may ignore 
their children’s complaints (e.g., that their teachers are discriminating against them 
because they are Asian American), and this can lead to greater family conflict. Fi-
nally, another significant source of stress in Asian American families may be the 
clash of valuing certain emotions over others. Due to the value placed on emotional 
restraint in many Asian cultures, parents may be less likely to express their emo-
tions toward their children, be they positive or negative emotions. In contrast, more 
acculturated children may start to value being praised and shown physical affection. 
Thus, the suppression of positive emotions in the family can serve as a significant 
source of stress in Asian American families (Yee et al. 2007). However, it may be 
that less acculturated parents and their more acculturated children place similar val-
ue on certain emotions, but these emotions may be expressed differently. For Asian 
American children, expressing care and love may be achieved through physical and 
verbal affection. For Asian American parents however, care may be communicated 
through gestures and behavioral actions—like cooking dinner for their children or 
doing their laundry. Thus, the “language of emotion” may vary between more accul-
turated and less acculturated family members, and this communication difference 
may be an additional stressor.

Intergenerational conflicts stemming from acculturation differences between 
parents and children can negatively influence family cohesion (Tseng and Fuligni 
2000). Family cohesion reflects the degree to which family members are connected 
and involved with one another (Crane et al. 2005). Individuals from low cohesion 
families are often at higher risk for depression, suicidal ideation, anxiety, and so-
cial avoidance (Harris and Molock 2000; Reinherz et al. 2003). The mental health 
consequences of intergenerational conflict for both Asian American parents and 
children have been well documented. Southeast Asian parents have reported feel-
ing betrayed and dismayed by this conflict (Kibria 1993; Ying and Chao 1996). 
The greater the differences in acculturation level between parents and children, the 
greater the likelihood that parents and children may make choices that can lead to 
significant intergenerational conflicts (Uba 1994).

In summary, it is evident that Asian Americans may encounter many difficulties 
related to prejudice and discrimination, acculturative stress, and family conflict that 
may pose significant challenges to their mental health and well-being. However, 
some Asian Americans have thrived in spite of such hardships and stressors, and 
this is evident from their success in certain areas (e.g., academics). It appears that 
there are various resources and coping strategies used by Asian Americans that may 
make them more resilient to these stressors.
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Strengths Contributing to Mental Health

Resiliency is characterized as a process in which one faces risks and challenges but 
is able to draw on resources to yield positive outcomes (Yee et al. 2007). In this sec-
tion, resources such as cultural values, family, religious and community institutions, 
and a sense of ethnic identity will be discussed as these protective factors may help 
Asian Americans cope with the stressors in their environment.

Cultural Values

Cultures may influence how one perceives and manages stressful life events. The 
collectivistic cultures of East Asia espouse a set of values and beliefs that may pro-
mote resiliency in a different manner than what is found in individualistic societies. 
In particular, the value of harmonizing oneself with the environment can impact 
one’s control orientation. This value can lead to the use of secondary control, in 
which case an individual gains control by aligning oneself with the existing condi-
tions and altering one’s psychological response to the situation (Rothbaum et al. 
1982; Weisz et al. 1996). Principles underlying secondary control such as accom-
modating to and accepting a situation may be conducive to well-being, especially 
under circumstances that are directly outside of one’s influence (Cross and Markus 
1999). Secondary control tends to be emphasized more in collectivistic societies 
than in individualistic ones (Heine 2008; Lam and Zane 2004; McCarty et al. 1999; 
Morling 2000; Morling and Evered 2006; Morling et al. 2002). While primary con-
trol is the preferred mode for handling stressful situations, recognition that certain 
situations do not lend themselves to personal control may lead to the use of second-
ary control (Rothbaum et al. 1982).

Sastry and Ross (1998) investigated the relationship between sense of personal 
control, or lack thereof, and depression and anxiety among Asians (in Asia and 
in the United States) and non-Asians. Asians and Asian Americans reported hav-
ing significantly less personal control than non-Asians, and while lack of personal 
control was positively related to depression for non-Asians, it was not significantly 
related to depression for Asians or Asian Americans. Sastry and Ross suggested that 
the relationship between personal control and well-being may not be as strong for 
Asians in general because well-being may not result from pursuing self-interests via 
primary control but rather, from fulfilling cultural norms, which may be related to 
secondary control.

Similarly, Chang’s work illustrates how certain cultural values may influence the 
degree of optimism and pessimism among Asian Americans. An orientation toward 
maintaining harmony and interconnectedness may lead some to adopt a more pes-
simistic outlook. By anticipating incidents that may result in negative consequences 
for the group, one may be more inclined to initiate preventive actions (Chang 2001). 
In a series of studies (Chang 2002 1996a, b), Asian Americans were similar to Cau-

10 Psychology of Asian American Adults



176

casians in levels of optimism, but Asian Americans were significantly higher in 
levels of pessimism. Despite Asian Americans tendency to be more pessimistic, it 
was the lack of optimism that best predicted their depressive symptoms, whereas 
pessimism emerged as a good predictor of maladjustment for Caucasians (Chang 
1996a). Asian Americans employed more problem avoidance strategies when deal-
ing with stress, but there were no ethnic differences in depressive and physical 
symptoms. This research highlights that well-being may not be solely affected by 
proactive strategies directed at the stressor, as is the view in many Western cul-
tures, but also by alternative strategies that emphasize regulating one’s emotional 
response to stressful events.

In a similar vein, Heine’s work (e.g., Heine et al. 1999; Ross et al. 2005) on 
self-enhancement among Asians reveals much the same in that well-being is tied to 
being interdependent and in harmony with the group. One feels good about himself/
herself when one strives for accord with others and honors the obligations that one 
has as a member of the group. Influenced by the teachings of Confucius which 
suggest that one should respect relationships and strive to fulfill the roles and du-
ties associated with these relationships, research has shown that Asians are more 
inclined to focus on their shortcomings as that indicates that they are making efforts 
to improve themselves (Heine 2001). Such a self-critical outlook serves as a face 
maintenance strategy for many Asian Americans as it facilitates a positive reputa-
tion, and as a result, enhances their self-esteem (Heine 2004).

In summary, resiliency and well-being appear to be influenced by cultural norms 
and value orientations to a great degree. Cultural norms that promote intercon-
nectedness and harmony seem to shape Asian Americans’ behaviors and coping 
methods. By acknowledging that primary control sometimes may be unattainable, 
secondary control may afford one the endurance to overcome adversity. Addition-
ally, research illustrates that coping methods influenced by collectivistic and inter-
dependent values may also contribute to one’s well-being. A defensive pessimistic 
outlook may, at times, help better prepare Asian Americans for disappointments and 
failures. Self-critical efforts aimed as self-improvement also may result in greater 
persistence on tasks in the face of stressors, increasing the likelihood that these 
efforts will result in success or effective coping. Moreover, defensive pessimism, 
self-criticism, and avoidance problem solving were positively related to the mental 
and physical health of Asian Americans but not White Americans. These interest-
ing ethnic differences in what constitutes protective factors underscore the relative 
nature of adaptive behavior across cultures.

Familial, Religious, and Community Institutions

Family, religious, and community institutions serve as important sources of so-
cial support for many Asian Americans. Such networks have the ability to protect 
against the adverse effects of life and acculturative stress. Research has generally 
found a positive relationship between social support and mental health (e.g., Krause 
and Liang 1993; Li and Liang 2007; Okabayashi et al. 2004), and the research re-
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viewed below illustrates the positive effects that family, religious, and community 
institutions may have on Asian Americans.

In East Asian cultures, the family is the essential unit for self-definition, sup-
port, and well-being. Principles emphasized by Confucianism situate the family as 
the fundamental unit in a person’s life (Park and Chesla 2007). The interdependent 
nature of Asian American families tends to generate intergenerational support in 
which the welfare and integrity of the collective is prioritized over the personal 
needs of the individual. In Western cultures typically centrality is placed on the 
nuclear unit of the family whereas in many Asian American families, multiple gen-
erations tend to reside in the same household and thus are able to contribute to its 
welfare (Yee et al. 2007). The connectedness promoted in Asian American families 
can offer many psychological benefits. Hsu (1971) argued that Asian Americans 
have a better sense of who they are because the family provides a person with a 
stable and consistent reference for one’s identity. Further, DeVos (1978) has not-
ed that the structure of Asian American families, in particular Japanese American 
families, may make the members more resistant to stress due to the nature of the 
relationships. Specifically, clearly defined roles and a hierarchical structure make 
relationships predictable and less stressful (DeVos 1978).The structure of Asian 
American families often provides a supportive environment that can buffer indi-
viduals against stressors associated with deviance and acculturative pressures (Choi 
1997; Jang 2002; Thomas and Choi06; Vartanian et al. 2007). The communal nature 
of these families coupled with the interdependent tendencies emphasized in Asian 
cultures may foster a shared understanding in which family members collectively 
work to support a member in distress. Distress may be assuaged with the knowl-
edge that others are there to help (DeVos 1978). Taylor et al.’s (Taylor et al. 2007) 
found that implicit support (i.e., being in the company of others without disclosing 
or sharing one’s problems) produced psychologically and physiologically benefi-
cial outcomes for Asian Americans over explicit support (i.e., soliciting advice and 
emotional comfort from one’s social support network), whereas the opposite was 
found for European Americans. Thus, for Asian Americans, well-being seems to be 
enhanced by the mere presence of others and the recognition of their availability to 
help (Taylor et al. 2007).

While the family plays a crucial role in providing support to its members, reli-
gious institutions also assume a major role in the lives of Asian Americans. Partici-
pation in religious activities has a positive effect on psychological health (e.g., El-
lison 1993; Krause 1995). In particular, religious communities offer companionship 
through the fellowships available at churches or temples, which have been found 
to reduce psychological and physical stressors (Seybold and Hill 2001); moreover, 
religious beliefs may help one to develop an optimistic explanatory style to under-
stand the negative events in one’s life, which may facilitate beneficial resolution of 
such events (Seybold and Hill 2001). For Korean Americans, churches strengthen 
cultural ties and identification and offer emotional support in times of crisis (Hurh 
and Kim 1990). Religious institutions also are actively involved in providing as-
sistance to recent Asian immigrants by offering services that help them adjust to 
the new culture (Bankston and Zhou 1995; Min 2000). These services may reduce 
the experience of acculturative stress and help to maintain positive mental health.
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Lastly, community institutions and organizations often serve as sources of so-
cial and economic support for Asian Americans. Ethnic communities provide a 
variety of services to their constituents that enhance upward mobility and ease ad-
justment problems (Vartanian et al. 2007). These local institutions provide social 
capital to help many Asian Americans succeed in business and other careers. They 
also provide a social support system, a sense of belonging, and a sense of personal 
identity. For example, Zhou (2000) documented how an ethnic enclave, like New 
York City’s Chinatown, provided great economic and social support for Chinese 
Americans residing in that area so that they could integrate and become successful 
members of society.

Ethnic Identity

As an ethnic minority group, Asian Americans have the highest percentage of ethnic 
immigrants (Yee et al. 2007). As such, ethnic identity issues often play a major role 
in the social and psychological adjustment of this group. Ethnic identity has been 
positively linked to academic achievement as well as a number of favorable psy-
chological outcomes such as self-esteem and well-being (Cheryan and Tsai 2007; 
Crocker et al. 1994; Fuligni et al. 2005; Lee and Yoo 2004; Phinney 1992; St. Loius 
and Liem 2005; Tsai et al. 2001). In a study examining Asian American college 
students, Lee and Yoo (2004) found that ethnic identity was related to self-esteem. 
A sense of belonging and a rich understanding of one’s ethnic group can contribute 
to a positive identity which, in turn, can help to maintain a positive sense of well-
being.

Ethnic identity also may foster resilience in coping with discrimination. Some 
studies have found that ethnic identity can serve as a buffer to discrimination (e.g., 
Phinney et al. 1998), while others have not (e.g., Lee 2003). Lee (2003) found that 
ethnic identity was positively correlated with well-being. However, the results did 
not support the prediction that ethnic identity would protect against the effects of 
discrimination. Yoo and Lee (2005) found that Asian Americans with strong ethnic 
identities were less adversely affected by discrimination when discrimination was 
perceived to be low but not when it was perceived to be high.

The previous research suggests that the salutary effects of ethnic identity for 
Asian Americans may be limited depending on the social context in which the dis-
crimination is experienced. The findings seemed to vary depending on the region in 
which the research was conducted. Incidents of and experiences with discrimination 
and tokenism may be greater in Midwestern and Southern states (Lee 2003; Yoo 
and Lee 2005) than in the Western coastal states due to the greater concentration 
of ethnic minority individuals in the latter region. In the former, more frequent 
discrimination combined with fewer social support resources may result in minor-
ity individuals feeling more threatened compared to those who reside in areas with 
greater ethnic minority populations. Under these conditions, even a strong sense of 
ethnic identity may not be sufficient to buffer minority individuals against the nega-
tive consequences of discrimination and racism-related stressors.
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Discussion

Applying Strengths to Meet Challenges

The psychosocial strengths found among Asian Americans include certain cultural 
value orientations, family, religious, and community institutions, and ethnic iden-
tity. These culturally based psychological resources and resiliencies can be acti-
vated through a number of means to address the challenges involved in coping 
with prejudice and discrimination, acculturative stress, and family intergenerational 
conflict. First, social institutions or organizations in Asian American communities 
that are especially effective in affirming one’s cultural heritage may foster those 
very orientations and values that have been found to enhance one’s resistance to 
stress. Second, on a more personal level, certain cultural orientations, such as the 
emphasis placed on secondary control, may mitigate the effects of acculturative 
stress among Asian Americans. If stress-inducing situations cannot be or are dif-
ficult to change, by accommodating oneself to the situation, Asian Americans may 
be more able to emotionally cope and adapt rather than engaging in futile efforts to 
affect immutable conditions (Cross and Markus 1999). Third, mastery and empow-
erment experiences may be optimized by social institutions, family practices, and 
community activities that foster greater ethnic identification with one’s culture. The 
social activities and processes found in these community units often enhance ethnic 
identification through the process of being around similar others (Hammond 1988). 
Ethnic and collective identity serve as major sources of psychological well-being 
for ethnic minorities (Crocker et al. 1994; Oetting and Beauvais 1991). Ethnic iden-
tification involves psychological stake in which individuals systematically engage 
and participate in a certain cultural lifestyle with the expectation of receiving some 
psychological benefits (e.g., social support, self-definition, cultural rules for suc-
cess, sense of belonging). As such, the process of ethnic identification often leads 
to developing competencies and mastery experiences instrumental for adjustment 
and well-being (Oetting and Beauvais 1991). Moreover, as Rappaport (1981) has 
noted, these empowerment experiences can increase the likelihood that individuals 
will make greater efforts to change inequitable social conditions that often cause life 
stress for individuals. Essentially, this empowering process of ethnic identification 
constitutes another pathway in which ethnic identification may work to offset the 
deleterious effects accruing from prejudice and discrimination, acculturative stress, 
and family conflict.

Future Recommendations

A number of recommendations can be made to enhance future research on fac-
tors that optimize mental health among Asian Americans (see Table 1). This review 
highlighted the benefits of family, religious, and community institutions, but most 
of the supporting evidence was anecdotal in nature. Due to the lack of empirical 
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investigations, it is unclear whether the roles of these institutions are equivalent 
or if one institution may be more effective or efficient at promoting well-being 
than another. Possible mediating factors that may explain the relationship between 
such institutions and mental health also are unknown. Another promising approach 
would be to shift the focus in research from those who succumbed to the adverse 
influences of their sociocultural environment to also include those people who may 
have been exposed to these negative elements but, were able to resist these stressors 
or even develop greater strengths in response to them. For example, examining 
those who may have experienced discrimination but were able to deflect the nega-
tive consequences of such experiences may offer insights into hardy Asian Ameri-
can personalities, which may offer valuable information about mental well-being. 
It also is highly advisable to pursue research that systematically integrates cultural 
strengths into current health and mental health care practices for Asian Americans. 
Capitalizing on a group’s cultural strengths may be a very promising alternative 
and more efficient way of developing culturally competent interventions. By its 
nature, the cultural strength approach guarantees that the approach will be culturally 
relevant and appropriate. Culturally competent care continues to be a major issue 
in heath and mental health sectors (Zane 2005). To date, few interventions have 
systematically used the cultural orientations discussed here as the basis for chang-
ing behaviors and attitudes of Asian American clients. The approach would need 
to withstand the usual empirical tests, but it appears to be a viable and potentially 
useful strategy to providing culturally informed or culturally nuanced health and 
mental health services and treatment. Lastly, given the rising numbers of interracial 
unions among Asian Americans, it is important to engage in more research on bira-
cial individuals for several reasons. Research is needed to enhance understanding 
of adaptive functioning of and the mental health of this rapidly growing population 
in the United States. More importantly, biracial individuals are excellent exemplars 
of multicultural functioning so the study of Asian American biracial mental health 
can provide major insights into how individuals vary in their efforts to negotiate be-
tween and/or integrate their experiences and learning from diverse cultural frames. 
In view of the increasing complexity in the United States as a multicultural society, 
such processes need to be better understood.

Concluding Comments

Asian Americans encounter a significant number of challenges to their mental health 
and well-being, but they also possess resources, internal and external, that could 
potentially help them overcome these challenges. Clearly, some of these strengths 
(e.g., ethnic identity, social supports) have similar effects across cultures but the 
mediators or moderators of effects may differ among cultures. More examination 
of the strengths of Asian Americans as a group, particularly those individuals who 
seem to be quite proficient in these adaptive capacities, might shed some interesting 
information on how to overcome various psychosocial challenges as well as how to 
develop more culturally syntonic interventions and services.

O. Meyer et al.
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Introduction

This chapter discusses the major challenges to the maintenance of mental health 
in the Asian American older adult population. Major points of discussion focus on 
the stigmatization of and lack of knowledge about mental health disorders and the 
underutilization of mental health services. Familial support, religion/spirituality, 
and peer support and social networks are also presented as major strengths, which 
contribute to the resilience exhibited by older Asian Americans. It begins with an 
overview of the demographic characteristics of the population and followed by the 
prevalence rates of mental disorders most commonly found in several older Asian 
American groups.

Demographic Characteristics of Asian American Older Adults

The US Census 2000 identified at least 24 Asian American groups, excluding Pa-
cific Islanders. Accordingly, it counted 11.9 million Asian Americans in 2000 (4.2% 
of the total US population) and recorded a 72% increase from 1990, which is sig-
nificantly higher than the 13% growth in the total population (U.S. Census Bureau 
2002). By 2050, the Asian American population is projected to grow 213%, consti-
tuting about 8% of the total population (Mui et al. 2006).

There were 843,543 Asian Americans ages 65 and older in 2000, representing 
7.1% of the Asian American population and 2.3% of the total older adult population 
(U.S. Census Bureau 2002). The older Asian American population grew at a whirl-
wind rate of 92% between 1990 and 2000, compared to modest a 12% increase in 
the total older adult population. Using the Census 2000 “Asian alone” data, Chinese 
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Americans constituted almost 30% of all older Asian Americans, followed by Fili-
pino—(20.8%), Japanese—(20.8%), Korean—(8.5%), and Asian Indian—(7.9%) 
Americans.

The continued influx of older adult immigrants from different Asian countries, 
together with the aging American-born Asian descents and earlier immigrants from 
the past decades, highlight the increasing diversity found between the older Asian 
American ethnic groups. This diversity is reflected in the distinct cultures, lan-
guages, and histories of each ethnic group’s country-of-origin, as well as in their 
immigration backgrounds, religious affiliations, socioeconomic statuses, accultura-
tion levels, English proficiencies, health beliefs, and life experiences in the United 
States, all of which influence their well-being. (Moon and Rhee 2006; Min and 
Moon 2006). For example, while 78% of the total older Asian American population 
was foreign-born in 2000, only 29% of older Japanese Americans were foreign-
born, suggesting that many older Japanese Americans are more English proficient 
and highly acculturated. Whereas over 80% of Hmong, Cambodian, and Laotian 
American older adults had less than a high school education, over 40% of older 
Filipino, Malaysian, and Indonesian Americans had some college or more. Older 
Asian Americans also differ in religious affiliations. While many Filipino and Ko-
rean Americans are predominantly Christian, most Cambodians and Laotians are 
Buddhist, Asian Indians are Hindu, and Indonesians are Muslim.

The growing variation in life experiences, challenges, needs, and resources be-
tween and within older Asian American ethnic groups makes it increasingly diffi-
cult to generalize the overall status of mental health and other related issues. Indeed, 
the lack of comprehensive, comparative, and empirical knowledge of the diversity 
in mental health issues between these distinct ethnic minority populations poses a 
major challenge to developing evidence-based mental health programs for them. 
However, older Asian Americans, who have life-long experiences as members of 
an ethnic minority group, share common encounters with subtle forms of racism, 
discriminatory treatment, and prejudiced attitudes. Demeaning experiences such as 
these may be internalized and have negative consequences on their mental health 
(Iwamasa and Hilliard 1999).

Prevalence of Mental Disorders

Although no national estimates on the prevalence rates of mental health disorders 
for older Asian Americans exists, growing evidence suggests that a considerable 
proportion of this population suffers from mental health disorders (Browne et al. 
1994; Diwan et al. 2004; Han et al. 2007; Mui 1998; Harada and Kim 1995; Iwama-
sa and Hilliard 1999; Jang et al. 2006; Kang and Kang 1995; Kuo 1984; Lee et al. 
1996, 2004; Min et al. 2005; Mui and Kang 2006; Shibusawa and Mui 2001; Soon-
thornchaiya and Dancy 2006; Stokes et al. 2001; Wong et al. 2007). From the array 
of mental health disorders, depression is the most studied amongst Asian American 
elders. Based on the Center for Epidemiological Scale of Depression, an earlier 
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study of depression drawing from 499 older Chinese, Japanese, Filipino, and Ko-
rean Americans in Seattle found that Koreans had the highest rates of depression 
and all Asian American groups were significantly more depressed than Whites (Kuo 
1984). Similar findings were reported in older Chinese immigrants in Canada who 
were found to have lower levels of psychological well-being than their European 
Canadian counterparts (Wong and Reker 1985).

A study of older Japanese Americans found that the combined prevalence of 
depression and depressive symptoms was 30% among the 44 respondents living in 
a retirement home, while the rate significantly drops to 5% among 78 respondents 
in the community group (Yamamoto et al. 1985). The study also reported that, al-
though anxiety was not as prevalent as depression, 9% of the older Japanese Ameri-
can respondents were diagnosed with panic disorder.

A recent study of depression among six older Asian immigrant groups in New 
York found that 40% of the 407 respondents were depressed based on the Geriatric 
Depression Scale (Mui and Kang 2006). Among the six groups, depression was the 
highest for the Japanese (76%), followed by the Vietnamese (64%), Indian (50%), 
Chinese (46%), Korean (24%), and Filipino (15%) immigrants.

Using a probability sampling method, a two-wave panel study of depression, 
measured by the Center for Epidemiologic Scale of Depression scale, between 172 
older Korean immigrants and 157 older Whites in Los Angeles found that the Kore-
an respondents on average reported significantly higher levels of depression at both 
time points (12.9 and 11.9 vs. 7.6 and 7.1, respectively) (Min et al. 2005). Notably, 
while the changes in self-rated health and Instrumental Activities of Daily Living 
(IADL) were significant factors for improvement or deterioration of psychological 
distress over time, social and familial factors, like social support, were found to be 
the most significant factors in accounting for decreases in psychological distress for 
Korean immigrant respondents, but not for the older White respondents (Min et al. 
2005). Another study of 95 older Korean immigrants in Los Angeles found that 39% 
of them were clinically depressed (Lee et al. 2004).

In light of the data found on depression, limited data on the suicide rates for some 
Asian American older adult populations raises serious concerns. In a comparative 
study of suicide rates between 1987 and 1996 among several Asian and other eth-
nic minority female cohorts in San Francisco, Barron (2000) found that immigrant 
Chinese older adults accounted for 89% of all older Chinese suicides and that Chi-
nese women had a higher suicide rate than women in all other racial-ethnic groups, 
including Filipino, Japanese, African, Latino, and Native Americans. Yu (1986) dis-
covered that the suicide rate for older Chinese immigrants was almost three times 
higher than the rate for their American-born Chinese counterparts. Furthermore, 
Asian women over the age of 85 had the highest rates of suicide across both groups 
and gender during the period between 1987 and 1994 in San Francisco, California 
(Shiang et al. 1997).

For many older Southeast Asian refugees, the impact of pre-migration experi-
ences are long lasting even many years after they resettle in the United States. They 
suffer from post-traumatic stress disorder as a consequence of traumatic premigra-
tion experiences, such as the torture and loss of significant others, and various post-
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migration stress and adjustment problems, including the loss of personal autonomy, 
language and social isolation, and unfamiliarity with the American system (Abueg 
and Chun 1996; Ngo et al. 2001).

According to Abueg and Chun (1996), the Cambodian, Hmong, and Mien refu-
gees, who arrived in the United States more recently, represent the three most trau-
matized subgroups among the Southeast Asian refugee groups. A study on the psy-
chosocial adaptation of three generations of Vietnamese immigrants found that the 
two older generations (older adults, middle-aged) were experiencing significantly 
greater difficulties with adaptation to life in the United States than the young adult 
group (Shapiro et al. 1999). In general, recent refugee and immigrant older adults 
are more likely to experience mental health problems and less likely to seek treat-
ment compared to younger Asian Americans, American-born or long-time Asian 
immigrants and to their European American counterparts (Iwamasa and Hilliard 
1999; Moon and Rhee 2006).

A study of adult Vietnamese refugees stressed the significant effects of accul-
turation on depression. Of the Vietnamese with shared traumatic pre-immigration 
experiences, depression had a stronger effect on those with lower levels of accul-
turation than those who were highly acculturated (Ngo et al. 2001). In fact, a num-
ber of studies identified significant correlates of psychological constructs, such as 
depression, isolation, and low morale among older Asian Americans. They include 
low levels of acculturation, shorter length of residency in the United States, poor 
self-rated health, functional limitation, living alone, and lack of family support and 
quality relationships (Casado and Leung 2001; Chung et al. 2000; Moon and Pearl 
1991; Lee et al. 1996, 2004; Moon 1996; Min et al., 2005; Mui 1998; Mui and Kang 
2006; Shibusawa and Mui 2001).

Challenges to Maintaining Mental Health

Stigmatization of Mental Health Disorders

Cultural perceptions of mental health disorders influence symptom manifestations 
and responses to the illness. Conceptualization of mental health problems varies 
among and within Asian American communities and is associated with the subpop-
ulation’s cultural beliefs and acculturation levels (Iwamasa and Sorocco 2007). De-
spite such distinctions, the majority of older Asian Americans—especially among 
less-acculturated, recent immigrants, and refugees who maintain the belief systems 
of their countries-of-origin—tend to attribute the causes of mental health problems 
to one’s emotional weakness or lack of willpower, social relational problems, un-
explainable supernatural forces, religious and spiritual forces, and consequences of 
past deeds (Abueg and Chun 1996; Min and Moon 2006).

Many older Asian Indians who practice Hinduism or Sikhism believe in reincar-
nation and karma, which regard dementia as the manifestation of bad karma from 
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past lives and render many to feel that the problems are unsolvable as the result of 
karma (Periyakoil 2006). Similarly, many Chinese and Vietnamese American older 
adults may view dementia as one’s fate, the retribution for the sins of the family or 
of one’s ancestors, or the imbalance between the body’s complementary forms of 
energy ( yin and yang) (Nguyen and Anderson 2005; Wang et al. 2006). In fact, fatal-
ism, which is also a cultural and religious belief among Buddhist Asian American 
older adults, suggests that one’s mental illness is either a fate or consequence of past 
deeds (Abueg and Chun 1996). However, it has been suggested that there has been 
a departure from such attitudes.

Moon (2006) indicated that most Koreans and Korean Americans, like the Chi-
nese, used to regard dementia and mental illness as a consequence of “bad blood,” 
evil spirits, past deeds, or the improper alignment of an ancestor’s grave. However, 
growing evidence suggests that Korean immigrants are departing from such tradi-
tional beliefs. A survey of 78 Korean immigrants, including 54 older adults, found 
only 4% of the respondents related dementia to the improper alignment of a house 
or grave of an ancestor, while 8% viewed it as retribution for the sins of an ancestor 
or a family misdeed (Moon 2005). Another study found that only 7% of the Korean 
American respondents viewed “old age” as the cause of Alzheimer’s disease and 
10% attributed it to “senility,” while almost one-half correctly indicated the cause 
as “unknown” (Watari and Gatz 2004). In this regard, Moon (2006) suggested that 
increased exposure to biomedical explanations of dementia and the high rate of the 
Christian religion (70–80%) in Korean Americans may explain what appears to be a 
denouncement of traditionally superstitious and non-Christian beliefs.

In general, the traditional, religious, or spiritual beliefs about the causes of men-
tal or physical illness, such as the punishment for sins committed in one’ s past life, 
fail to adhere to the principles of one’s religion; and belief in the possession by evil 
spirits still prevail in many Asian American communities. Such perceptions may 
be, in part, reinforced by the beliefs that no physiological or medical explanations 
for the causes or cures of mental illness exist. These beliefs, in turn, may reflect the 
tendency to narrowly define or identify mental illnesses based on the most apparent 
behavioral problems (excluding the more subtle state of one’s mind or feelings). 
However, there seems to be a growing recognition among older Asian Americans 
that some mental disorders can be cured. For example, most of the English-speak-
ing older Japanese American respondents ( n = 23) in a study thought that depression 
was a preventable and treatable mental condition (Iwamasa et al. 1998).

Unlike physical illnesses, mental disorders carry a strong stigma and disgrace 
the family in most Asian American communities, especially among older adults 
(Iwamasa et al. 1998). People who manifest symptoms, such as withdrawal, depres-
sion, thought disorder, and bizarre behavior, were and, to a lesser extent, still are 
often labeled as lazy or crazy (Iwamasa and Sorocco 2007). People with mental 
disorders are also generally characterized as strange, unpredic, and even dangerous. 
As such, it is no surprise that among most Asian Americans, dementia is stigmatized 
and defined as a mental illness. In this situation, mental health problems in the fam-
ily are hardly ever revealed to outsiders.
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Stigmatization of mental health disorders and the cultural value of shame among 
older Asian Americans have thus contributed to the denial of having a mental dis-
order, the failure to appropriately recognize symptoms or behaviors, and delayed 
treatment. Such negative responses consequently exacerbate the problem, where 
help is not sought until the problems are no longer manageable without outside help 
and the symptomology is severe. Chinese Americans, for example, have identified 
stigmatization of Alzheimer’s disease as a barrier in seeking treatment (Zhan 2004). 
Thus, these cultural beliefs and perceptions must be recognized by the Western and 
medical concepts of and interventions to mental illness in the Asian American com-
munities, especially with respect to immigrant populations.

Psychosocial problems in older Asian Americans, especially among less accul-
turated recent immigrants, often present as somatic symptoms or complaints. Rather 
than seeking mental health services for such problems, older Asian Americans pref-
erentially seek medical care for their physical symptoms. In part, this preference 
may be attributed to the view and experience of the mind and body as a unitary 
system (Browne et al. 1994; Pang 2000). In large, the expression of physical symp-
toms is more acceptable than the expression of emotional difficulties or behavioral 
problems, which perpetuates the stigma attached to mental disorders and the cul-
tural value of avoiding shame.

However, the somatization of psychological and emotional problems may be the 
result of a lack of experience in labeling, describing, and communicating about such 
issues (Douglas and Fujimoto 1995). For example, typical somatic symptoms com-
monly expressed by immigrant Chinese older adults include difficulty falling asleep, 
loss of appetite, headaches, feeling weak, shortness of breath, and pain all over their 
bodies (Douglas and Fujimoto 1995; Hong et al. 1995). A study on older Korean 
immigrants found a significant relationship between somatization and symptom ex-
pression, where those who met the criteria for depression on the Brief Symptom 
Inventory (BSI) had the highest mean score on the BSI somatization dimension 
(Pang 2000). In a separate study on older Korean immigrants ( n = 674), Pang (1995) 
noted that even those who were not clinically depressed reported feelings of sad-
ness, loneliness, and somatic symptoms. Iwamasa et al. (1998) also found some 
conceptual overlap between depression and anxiety as some respondents described 
symptoms of depression using those of anxiety, such as worrying.

These findings raise serious questions about whether and the extent to which 
currently available and well-known measures that have been standardized on non-
minority groups may also be valid for specific older Asian American populations 
(Iwamasa and Hilliard 1999). Indeed, more systematic and large scale research is 
needed in order to increase current understandings of how major mental health 
disorders, including depression and anxiety, are conceptualized by older adults in 
specific Asian American communities. Only through the direct expressions or de-
scriptions of symptoms experienced by older adults will it be possible to develop 
culturally valid and clinically reliable assessment tools that will accurately identify 
the symptoms and measure the severity of mental disorders in specific older Asian 
American communities.
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Notably, however, some Asian American older adults also believe that develop-
ing a mental disorder later in life, such as depression and anxiety, as well as demen-
tia, is a natural part of aging. This perspective on aging underestimates an illness or 
condition that requires or can be improved with appropriate formal or informal help. 
This high level of tolerance of mental disorder associated with age, among many 
factors, seems to contribute to a relatively high prevalence of mental disturbances 
among older Asian Americans. Therefore, underlying cultural perceptions of mental 
problems and their causes need to be addressed in order to maintain and improve the 
mental health status of older Asian Americans.

Lack of Information and Knowledge about Mental Health 
Disorders

Like physical illness, prevention, early diagnosis, and the appropriate treatment 
of mental disorders are crucial for maintaining and re-establishing mental health. 
Unlike physical illnesses, however, mental health problems receive little attention 
from the ethnic media and are rarely a topic for public education seminars or com-
munity health fairs in most Asian American communities. While information about 
the causes and symptoms of various physical health problems (i.e., how to prevent 
them, what should be done for effective remedies) is widely available in several 
Asian ethnic languages, such information about mental health disorders is hard to 
find outside mental health facilities in these communities.

This phenomenon is largely attributed to the social stigma attached to mental 
health disorders and the tendency to narrowly define it to include only severe types 
of mental illness, which affect a very small number of the population. This as-
sumes that mental health is not a high priority or a major problem in the Asian 
American community. Older Asian Americans, especially those immigrants with 
limited English proficiency, who rely primarily on ethnic media and organizations 
for most of their news and information, rarely have the opportunity to learn about 
different types of mental health problems, including symptoms, possible causes, 
coping strategies, treatment options, and possible consequences if not treated, as 
well as available mental health services. The lack of information and knowledge 
about mental disorders indeed is a major factor contributing to the perpetuation of 
stigmatization, the somatization of mental disorders, the inability to recognize and 
describe psychological symptoms, and the prolonged or unnecessary suffering and 
deterioration of the situation as a result of delayed treatment.

In fact, few studies have demonstrated that with proper assessment processes, 
which devote sufficient time and attention to the issues, Asian American older 
adults acknowledge and express psychological symptoms, as well as somatic symp-
toms (Iwamasa and Sorocco 2007). For example, Japanese American older adults 
in a study defined anxiety and depression by describing primarily psychological 
symptoms (Iwamasa et al. 1998).
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It is also interesting to note culturally unique psychiatric conditions, such as 
Hwa-Byung among older Korean women. It refers to the prolonged suppression of 
unbearable pain, suffering, loss, anger, or resentment, which develops into clini-
cal depression, anxiety, and somatic symptoms (Lin et al. 1992; Pang 1990). The 
most unique aspect of Hwa-Byung is that Koreans label themselves as having this 
“illness” (or byung in Korean) with little fear of stigma, and it is a commonly used 
and accepted expression for one’s psychological and physiological status.

On an individual level, a host of factors serve as major barriers to maintaining 
mental health among Asian American older adults, especially those first-generation 
immigrants and refugees from non-English speaking countries. Factors include a 
lack of understanding about the various types of mental disorder and how to main-
tain mental health, the inability to label and describe psychological symptoms, the 
reluctance to seek outside help, and the inability to identify appropriate mental 
health treatment. However, these seemingly individual barriers are, in fact, the col-
lective responsibility of Asian American communities working together with men-
tal health organizations and the media to educate their community members. These 
joint efforts must address relevant mental health issues, including cultural stigma, 
somatic and psychological symptoms, biomedical, psychosocial, and other treat-
ment approaches to recovery, coping strategies, and possible consequences if not 
treated, as well as the availability, or lack of linguistically and culturally tailored 
mental health services, in specific Asian American communities.

Knowledge about mental health disorders also increases the ability to address the 
lack of information and public resources and programs to assess, prevent and treat 
mental health problems. Unfortunately, mental health issues among Asian Ameri-
can older adults will continue to be undervalued or overlooked as long as other 
issues such as underemployment, crowed living conditions, language problems, 
discrimination, and intergenerational cultural gaps and conflicts are regarded as 
pressing issues deserving more public attention and resources (Braun et al. 1995).

Underutilization of Mental Health Services

Many Asian American older adults, at first, tend to internalize, deny or cope with 
psychological problems on their own, believing that they should handle the prob-
lems independently and that nobody else can solve or help them with their internal 
emotional problems. When their attempt to solve the problems alone fails, some 
may seek help and keep the problems within the family. Indeed, family has been 
the primary source of support for dealing with mental illnesses in Asian American 
communities (Min and Moon 2006; Inman and Yeh 2007). Also, family can play 
an important role in encouraging or discouraging elderly relatives with mental ill-
nesses to seek outside professional help (Snowden 1998; Snowden et al. 2006).

As Asian American older adults often present physical and somatic symptoms 
for psychosocial problems, some may seek Western medical treatment and/or tra-
ditional healers or herbal doctors, who are often used in Asian cultures to treat the 
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physical disorders believed to be the patient’s major problem (Inman and Yeh 2007; 
Pourat et al. 1999). In addition, Asian immigrant older adults may seek help from 
folk healers because they speak the same language, share the same cultural percep-
tions on the causes of mental problems, apply the cure methods only the cultural 
folk healers can perform, and sometimes make use of family members and religion 
(Cheung and Snowden 1990).

On the other hand, many older adults in most Asian American communities view 
seeking formal help as the last resort, since it is a shameful act of weakness to dis-
close one’s psychological distresses and emotional problems to a stranger, even a 
professional mental health specialist, bringing disgrace to the family (Casado and 
Leung 2001; Uba 1994). A study found that delays in mental health service use 
among Asian Americans with mental illness were positively related to their rela-
tives’ higher levels of stigma about the mental illness (Okazaki 2000).

Perhaps the lack of knowledge about the mental health system delivered at the 
agency level may also serve as a barrier to seeking mental health services and treat-
ment. Many older adults, especially immigrants, may not be familiar with or know 
the professional ethic of confidentiality. Some may worry that their specialists may 
not honor their confidentiality and tell others about their emotional and personal 
problems. Because mental disorders carry a stigma, Asian American older adults 
are most likely to maintain modesty in their expression and less willing to describe 
extreme feelings or serious behavioral symptoms to mental health professionals 
until a strong sense of trust is established (Min and Moon 2006).

Considering the cultural values and preferences for self-help and informal sup-
port in dealing with mental health problems, it is not surprising that underutilization 
is a common theme that emerges from many studies on the use of formal mental 
health services among older Asian Americans. (Abe-Kim et al. 2007; Browne et al. 
1994; Harada and Kim 1995; Matsuoka et al. 1997; Moon et al. 1998). Asian Amer-
icans, especially first-generation older adults, tend to seek mental health services 
when the conditions are severe and disrupt the lives of the individuals and their 
surroundings (Kung 2003; Wynaden et al. 2005).

An analysis of national survey data found that the percentage of Asian Ameri-
can and Pacific Islanders who utilized mental health services at public and pri-
vate facilities was a third of the proportion of European Americans. The older adult 
population was even less likely use mental health services (Matsuoka et al. 1997). 
A comparative study of Korean immigrant and non-Hispanic White older adults in 
Los Angeles found that only 1.3% of Korean respondents, compared to 41.3% of 
their counterparts, were aware of mental health services available in the community. 
Although the Korean group was also far less aware than the Whites of the other 14 
community-based services available, it is no that among those respondents aware 
of services the group differences in service usage were much smaller. This finding 
suggests that the lack of knowledge of mental health services may be an important 
barrier to the utilization of mental health services (Moon et al. 1998).

In addition to cultural issues, there is a great need to address the various institu-
tional and socio-structural barriers to mental health service use, especially for those 
culturally and linguistically isolated older adults. These barriers include a lack of 
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awareness of and unfamiliarity with the mental health service systems and support-
ive home-and community-based services; geographic locations in proximity to ser-
vices; lack of transportation service; financial constraints; the stereotype that Asian 
American older adults are taken care of by their families; and lack of culturally ap-
propriate services and bilingual staffs (Leong and Lau 2001; Snowden et al. 2006).

Strengths Contributing to Mental Health

Familial Support

Most traditional Asian cultures emphasize family solidarity, filial piety, and respect 
for older adults as the governing principles for family life and relations (Min and 
Moon 2006). Although many Asian American families may not perform filial piety 
in a traditional sense, such as living together with older parents, the family is the 
vital source of support and care for Asian American older adults, regardless of the 
living arrangement. Studies have shown that Asian American adult children pro-
vide a considerable amount of emotional and instrumental support to their elderly 
parents (National Alliance for Caregiving and American Association for Retired 
People 2004; Mui 2001; Mui and Kang 2006; Shibusawa and Mui 2001).

For example, a study of caregivers conducted by the National Alliance for Care-
giving and American Association for Retired People (2004) estimated that although 
the proportion of older adults is significantly smaller among Asian Americans than 
Whites, 15% of Asian Americans, compared with 17% of Whites, provided unpaid 
care to someone 50 or older in the last 12 months. The same study also found that 
Asian American caregivers were far more likely to indicate “old age” or “being old” 
as the main problem or illness of the person they were caring for (23%, as compared 
with 12% White, 10% African American, and 9% Hispanic caregivers). A study of 
six Asian American groups reported that older Indian, Japanese, and Filipino re-
spondents received more emotional and instrumental support from their adult chil-
dren than the Chinese, Korean, and Vietnamese respondents, although all six groups 
received a considerable amount of support from their adult children (Mui and Kang 
2006). A recent study on older Korean Americans found that adult children were the 
most common source of support, regardless of the type of need and even when the 
respondent had a living spouse (Han et al. 2007).

The research further suggests that the perceived relationship between adult chil-
dren and filial satisfaction are important correlates or predictors of psychological 
well-being (Jang et al. 2006; Moon 1996; Mui 1998). In a study of older Chinese 
immigrants living alone, the levels of their depressive symptoms were correlated 
to the perceived satisfaction of family help and not to the size of family network 
(Mui 1998). In a study of six older Asian American groups, the number of children 
living in proximity (within two hours driving distance) was a significant predictor 
of lower levels of depressive symptoms (Mui and Kang 2006). Perceived closeness 
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or a good relationship with their adult children was a significant predictor of higher 
levels of morale among older Korean immigrants living alone or with their spouse 
only (Moon 1996). Similarly, filial satisfaction was found to be an important factor 
in the mental health of older Korean Americans (Jang et al. 2006).

It is interesting to note, however, that a study on older Chinese and Korean immi-
grants reported that those who lived with their spouse and adult children had lower 
overall psychological well-being and lower positive affect compared to those who 
lived alone (Wong et al. 2007). The study also found that having more emotional 
and companionship support significantly contributed to higher psychological well-
being, lower depression, and higher positive affect. These findings perhaps suggest 
that living with their spouse and adult children for some respondents could mean 
living with intergenerational conflicts, being a provider rather than a receiver of 
instrumental support and other help to adult children, higher levels of social isola-
tion and having limited opportunities for social activities outside the home. Indeed, 
one’s living arrangement appears to have become a weak indicator of whether adult 
children provide care or emotional and instrumental support for their parents in 
Asian American families.

Religion and Spirituality

Religious and spiritual connections have been an important means of coping with 
daily stressors, such as health and adjustment problems, loneliness, and interper-
sonal issues, and also provide a source of informal supports and networks for older 
Asian American populations. Thai immigrant older adults, for example, identified 
practicing Buddhist teachings and meditations, going to the temple, and participat-
ing in social activities offered by the temple as coping strategies for their depressive 
symptoms (Soonthornchaiya and Dancy 2006). In addition, talking to faith leaders, 
including monks, priests, pastors and nuns, about personal and family problems is 
a more common coping and help-seeking behavior than seeking help from mental 
health professionals among religious Asian American older adults, especially first-
generation immigrants (Min and Kim 2002).

Research, in general, has supported the important role of religion as a coping 
resource and an effective protective factor against loss and depressive symptoms 
for Asian Americans (Inman and Yeh 2007). Using multidimensional aspects of 
religion (religious support, coping, and forgiveness), spirituality, and well-being, 
Lee (2007), in her study on Chinese and Korean American older adults, found that 
religious support was associated with lower depression and higher life satisfac-
tion, utilization of religious coping skills with higher life satisfaction and greater 
practice of forgiveness. Mui and Kang (2006) in their study of six Asian American 
older groups also found that higher religiosity, measured by respondents’ percep-
tions about the importance of religion in their lives, was a significant predictor of 
lower depression. A study of older Asian Indian immigrants also found that greater 
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religiosity, along with increased mastery, was associated with less negative affect 
(Diwan et al. 2004).

In addition to religious training and practice, religious congregations in ethnic 
Asian American communities, especially for newcomers and linguistically isolated 
older adults, also provide vital social support by functioning as ethnic community 
recreational and information centers. They often organize ethnic, cultural, and edu-
cational activities and programs and offer useful information and connections to 
resources that are helpful for adjustment and resettlement, including employment, 
housing, and social services. These activities and services are likely to have a posi-
tive impact on the mental health of congregation members, particularly recent older 
immigrants.

Peer Support and Social Networks

In addition to family supports and religion, a number of studies support that cultur-
ally or ethnically similar peers and support networks have been important factors 
contributing to the promotion of mental health in the older Asian American popu-
lation, especially linguistically isolated immigrants (Diwan et al. 2004; Han et al. 
2007; Min et al. 2005; Mui 1998; Shibusawa and Mui 2001; Wong et al. 2007).

Research on Japanese American older adults who lacked emotional support, had 
fewer close friends, reported having poorer health, and feared dependency on fam-
ily reported more depressive symptoms (Shibusawa and Mui 2001). Similarly, find-
ings from a study on older Asian Indian immigrants indicated that satisfaction with 
friendships was a significant predictor of greater positive affect (Diwan et al. 2004). 
Research on older Chinese and Korean immigrants reported that, while Koreans 
were more depressed than the Chinese, greater availability of emotional support 
and companionship was a significant contributor to better overall psychological 
well-being, lower depression and higher positive affect for both groups (Wong et al. 
2007). In fact, an earlier study by Mui (2001) concluded that the number of good 
friends one had was the strongest factor contributing to the improved mental health 
of older Korean Americans. This suggests that good friends are a vital source of 
emotional and instrumental support, preventing loneliness and isolation, particu-
larly during the period of adjustment in a new country.

A study on older Korean immigrants found that higher acculturative stress and 
lower social support were associated with higher depression levels, even after de-
mographics and health status were controlled for, while the size of social network 
was not (Han et al. 2007). In a two-wave panel study of older Korean immigrants 
and non-Hispanic Whites, increased social support was a significant predictor of 
decreased psychological distress over time for Koreans (Min et al. 2005).
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Discussion and Conclusion

Attempts to generalize the mental health status and related issues of the older Asian 
American population, as shown in Table 1, poses a great challenge to the formu-
lation of appropriate approaches, interventions, and treatments. Such assumptions 
on the homogeneity of Asian Americans ignore the growing diversity of the older 
Asian American population and the distinct ethnic and cultural groups captured by 
the socially constructed umbrella term. This difficulty is, in part, attributed to the 
lack of a large, comprehensive, ethnic-and age-specific group data set, or disag-
gregated data, collected by using a representative sample and valid measures for 
each distinct ethnic group at the national level. In fact, research over the past two 
decades has produced useful information about various aspects of mental health is-
sues on the more visible Asian American ethnic groups, primarily Chinese, Korean, 
Japanese, and Vietnamese older adults in several regions of the country, while other 
groups, including the Hmong, Laotian, and Samoans, have received far less atten-
tion from researchers. The disparities in research and information dissemination 
efforts need to address the knowledge gap in the understudied older Asian American 
populations.

Although there has been some effort to examine well-known measures of men-
tal health disorders, developed primarily on the European American population, to 
determine their appropriateness for specific older Asian American groups, a more 
fundamental approach is needed. Acknowledging that older Asian Americans may 
conceptualize mental health disorders differently, both qualitative and quantitative 
approaches are needed to investigate how they express, describe, and show their 
feelings, thoughts, and behaviors. These findings would then provide integral in-
formation on the conceptualization and development of culturally valid and ethnic-
specific measures of mental health disorders.

Needless to say, untreated mental health problems can seriously and detrimentally 
affect morbidity, functional ability, and quality of life. Existing evidence indicates 
that a considerable proportion of the older Asian American population suffers from 
various types of mental health disorders. Furthermore, this population generally 
has high levels of tolerance for mental illness and strongly denies its actual affects. 
This is due to a combination of cultural perceptions of and stigma toward mental 
illness and a lack of knowledge about the current state of medical and psychosocial 
treatments, community efforts, and public resources devoted to education, informa-
tion dissemination, and the provision of ethnic-specific culturally and linguistically 
effective mental health services. Therefore, neglecting to address specific barriers 
to the mental health status of Asian Americans at large seriously disservices the 
larger community. This justifiably calls for more resources to be devoted to inter-
vention research on existing and newly emerging mental health services, assessing 
their effectiveness on ethnic-specific older Asian American groups, and generating 
evidence-based information for improving services.

Informal supports from family, friends, religion, spirituality, and other sources, 
such as indigenous healers, contribute to the mental health of older Asian American 
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populations. This means that the provision of additional supports and disseminating 
information to family members, including their adult children, religious leaders, 
and indigenous healers about various aspects of aging specifically related to physi-
cal and mental health, will contribute to the overall health and well-being of older 
Asian American adults by educating them to prevent, detect, and treat mental health 
problems early on.

On the other hand, it is equally important to recognize and address the effects 
of acculturation on the declining traditional practice of filial piety in some Asian 
American families. Changing cultural and familial practices may result in intergen-
erational conflicts and the consequential negative impact on the mental health of 
older adults in these families. Asian Americans can make a significant contribution 
to the overall quality of life for both older and younger members in their respec-
tive ethnic community by increasing cultural, social, recreational, and intergenera-
tional programs and activities for all family members to participate. Finally, cultural 
stigma and the shame associated with mental health disorders and the use of formal 
mental health services among family members, religious leaders, indigenous heal-
ers, other community leaders must be addressed in order to connect older adults 
with mental health disorders to formal resources for support and treatment, in addi-
tion to those informal sources available to them.
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Psychological well-being is the foundation for all children’s developmental com-
petence and school success. Despite recommendations that socializing institutions, 
such as schools, devote more resources to children’s mental health (United States 
Department of Health and Human Services (USDHHS) 1999a), relatively little is 
known about the needs and resources of some groups of children. In this chapter, 
we will focus on European American children and adolescents. Despite their ma-
jority status, they have been relatively understudied as a racial group per se, with 
most information deriving from their role as a comparison for other racial or ethnic 
groups. We will review their history, mental health status, mental health needs and 
resources, and make recommendations for future research and practice.

Demographic Characteristics

The term “European American” connotes the race category that the National Insti-
tute of Health (National Institute of Health (NIH) 2001) specifies as “White.” The 
NIH definition is “A person having origins in any of the original peoples of Europe, 
the Middle East, or North Africa.” We will use European American and White in-
terchangeably.

White immigration to the North American continent began in the late sixteenth 
and early seventeenth centuries with the first European permanent settlements. The 
European American population grew steadily with expanded colonization until the 
late 1700s when immigration slowed. An influx of economic refugees fleeing crop 
failures in Europe bolstered the numbers of immigrants from Ireland, Germany, and 
Eastern European nations into the mid-nineteenth century. Industrialization and its 
associated increased economic opportunities at the turn of the twentieth century 
brought the largest influx of immigrants from Europe. Scandinavian farmers settled 

E. C. Chang, C. A. Downey (eds.), Handbook of Race and Development in Mental Health, 
DOI 10.1007/978-1-4614-0424-8_12, © Springer Science+Business Media, LLC 2012

Chapter 12
Psychology of European American Children

Jean A. Baker, Alicia Fedewa and Sycarah Grant

A. Fedewa ()
Department of Educational, School, and Counseling Psychology, University of Kentucky,  
170H Taylor Hall (Office), 238 Dickey Hall (Mail), 40506-0017, Lexington, KY, USA
e-mail: alicia.fedewa@uky.edu



208

the Midwestern region of the US beginning in about 1840 and continuing through 
the World War I. Following both World Wars, waves of economic and political 
refugees from Europe contributed to a growth in White immigration to this country 
(Webb et al. 2003).

Currently, European Americans comprise 77% of the US population according 
to the most recent census data (U.S. Census Bureau 2002). There is regional and 
state variation in this statistic, with Wyoming having a 94% White population and 
Mississippi having a 62% one. European American youth (ages 5–17 years) com-
prise approximately 60% of the total school-age population in the United States 
(Statistical Abstracts of the United States 2005). This percentage equates to ap-
proximately 31,000,000 non-Hispanic European American school-aged youth. Of 
this population, close to 98% are enrolled in either public or private schools. Within 
US schools, European American youth continue to make up the majority of school-
aged children, representing 3 out of 4 students in public schools, and close to 8 of 10 
students in private schools (Statistical Abstracts of the United States 2004).

The Well-Being of European American Children and Youth

The well-being of European American children and youth is difficult to ascertain, 
because they are not often profiled according to their racial status. As with any 
group characterized only by their racial or ethnic identity, there is a risk of stereo-
typing their needs, assets, and resources. There is tremendous intragroup variability 
that is not accounted for in group statistics. However, status indicators such as eco-
nomic and educational outcomes can provide an insight into the material or social 
well-being of this group.

Related to economic well-being, 17% of all children lived in families with in-
comes below the poverty thresholds in 2004 (Federal Interagency Forum on Child 
and Family Statistics 2006). European American children had a poverty rate of 
10%, whereas other racial/ethnic groups experienced significantly more poverty 
(33% and 29% for African American and Hispanic children, respectively). In 2006, 
76% of White children lived with two married parents, compared to 35% for Black 
children and 65% for Hispanic children (Federal Interagency Forum on Child and 
Family Statistics 2006).

Educational statistics tell a similar story of relative advantage for White chil-
dren. Racial disparities are evident in every marker of educational well-being, with 
European American and Asian children out-pacing Hispanic and African American 
children (Federal Interagency Forum on Child and Family Statistics 2006). They are 
more likely to have preliteracy activities taken place in their homes as preschoolers 
and to achieve better on standardized educational tests in 4th and 8th grades. Asian 
and European American students complete high school (95% and 92%, respec-
tively) at a higher rate than do African American (83%) or Hispanic (70%) peers. 
Moreover, Asian and European American students are advantaged in all indicators 
of school success relative to these other two racial/ethnic groups.
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Behavioral patterns suggesting risk and resiliency permit additional glimpses 
into the well-being of European American children. In our recent population-based 
studies of normal behavioral variability in American public schools, about 55% of 
elementary aged students show typical development, with no significant behavior 
problems and some or many behavioral strengths (such as good social skills or 
leadership), 21% show moderate levels of problems and few strengths, and 16% 
show clinically significant levels of behavior and emotional problems coupled with 
few developmental assets and significant academic problems. Of the children show-
ing good developmental profiles, 80% were White, 12.7% were African American, 
and 7.2% were Hispanic. Of those in the poorest category of mental health out-
comes, 63% were White, 33% were African American, and 2% were of Hispanic 
origin (Kamphaus et al. 1997). In schools serving children living in poverty, these 
distributions are skewed toward more problems, even though European American 
children retained their developmental advantage (Baker et al. 2006). However, ac-
tive risk-taking behavior, such as patterns of heavy drinking, shows that European 
American children may be more vulnerable than some other groups. In 2005, 11% 
of 8th-graders, 21% of 10th-graders, and 28% of 12th-graders self-reported binge 
drinking. This pattern was more prevalent among European American and Hispanic 
students than among African Americans in all ages (Federal Interagency Forum on 
Child and Family Statistics 2006).

It is clear that biological, psychosocial, and situational factors interact to predict 
mental health outcomes in children (Bronfenbrenner and Ceci 1994). Thus, ethnic 
or racial differences in mental health status are difficult to ascertain. Possible dif-
ferences may be attributed to disproportionate exposure to psychosocial conditions 
(such as poverty, maltreatment, or inadequate parenting) or biological events (such 
as low-birth weight or genetic factors) by some groups rather than race or ethnicity 
per se. For example, African American infants are more likely than babies of other 
races to be of low birth weight. In 2005, 14.0% of Black infants were of low birth 
weight, compared with 8% of Asians/Pacific Islanders, 7.4% of American Indians/
Alaska Natives, 7.3% of Whites, and 6.9% of Hispanic infants (Child Trends Data 
Bank 2007). Additionally, racial or ethnic disparities in access to mental health care 
services likely skew the statistics regarding prevalence rates between groups. The 
status of African American or Hispanic children may be inaccurately reported be-
cause they do not use health care services at the same rate as do European Ameri-
cans. Finally, cultural differences in problem conceptualization, help-seeking, and 
service utilization may contribute to difficulties ascertaining prevalence rates for 
mental health problems between groups.

However, several studies have attempted to directly compare the mental health 
status of racial groups. One epidemiological study indicated that African Ameri-
cans have a lower lifetime occurrence of internalizing disorders than Whites. Even 
controlling for demographic or socioeconomic status, 11.6% of African Americans 
had been diagnosed with major depression, compared to 17.7% of Whites (United 
States Department of Health and Human Services (USDHHS) 1999b). Again, it 
is difficult to know if these are true prevalence rates or reflect underreporting is-
sues. Very little epidemiological data exist for children and youth. One study notes 
disparities in how much mental health care was received by children for whom it 
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was needed (defined as having a functional impairment but no care in the previous 
6 months), finding that African American children were much more likely to have 
unmet mental health needs than Whites (United States Department of Health and 
Human Services (USDHHS) 1999a). Although caution should be exercised when 
interpreting mental health statistics, it does appear that European American students 
show some advantages in this area relative to other racial groups.

Challenges to Maintaining Mental Health

Challenge 1: Family Support

Although European American youth hold a number of privileges relative to other 
ethnic and racial groups (Hughes and Hertel 1990), they also have several unique 
challenges that may be detrimental to their mental health. The most notable chal-
lenge is reflected in the limited number of familial social support systems for Euro-
pean American youth when compared to their African American, Asian, or Hispanic 
counterparts (Williams and Fenton 1994). Research has consistently documented 
the positive effects of having strong social support networks (Hirsch and DuBois 
1992; Rhodes et al. 1994). Thus, possible adverse effects may stem from the lack 
of these networks to buffer economic, social, and other environmental stressors. 
Particularly, research has found that few familial social support networks for Whites 
most likely explains the strong SES relationships found with such health factors as 
adolescent smoking and obesity. In other words, researchers have identified low 
parental education and income as stronger correlates of poor general health out-
comes for Whites than they are for Asians or Hispanics, and have hypothesized that 
fewer support networks for European American youth may account for this finding 
(Chen et al. 2006). Additionally, fewer social support networks for European Amer-
ican youth are associated with lower resiliency to such stressors as family poverty 
and community adversity (Chase-Lansdale et al. 1997; McLeod and Nonnemaker 
2000). Using the National Longitudinal Survey of Youth (NLSY) data, McLeod and 
Nonnemaker (2000) found that White children had significantly more behavioral 
problems than black children when faced with chronic poverty. The differentially 
stronger impact of family poverty on European American’s has been confirmed in 
recent studies and suggest the importance of building resilience and protective fac-
tors to facilitate positive mental health among youth embedded in disadvantaged 
neighborhoods (Wickrama et al. 2005).

Challenge 2: Media Exposure

Another challenge unique to European Americans is with respect to the media. 
Socialization through the media has become an integral process in children’s de-
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velopment, as children spend their waking time watching television more than do-
ing any other activity (Bang and Reece 2003). Thus, many children are frequently 
presented with media messages through which they are constructing meaning. As 
Denevi (2001) writes, one of the ways in which the notion of “whiteness” is created 
is through the media. The media consistently conveys messages through attractive, 
wealthy, and powerful European American figures. Thus, children are socialized 
into a culture of White superiority (Denevi 2001). The effect of media socialization 
on European American youth’s mental health is particularly salient when it comes 
to the prevalence of eating disorders, depression, and low self-esteem. Specifical-
ly, when asked to explicitly identify which factors most affected their ideal body 
size, European American females’ ideal body image has been found to be more 
influenced by the media than are African American girls (Parnell et al. 1996). The 
media—including television programs, music videos, magazines, advertisements, 
sports photography, and advertisements—exerts its influence on women’s body im-
age through the objectification of female bodies. This influence is particularly det-
rimental to the mental health outcomes of European American females given that 
the ideal standard for beauty appeals to the dominant White male culture. The un-
realistic expectations portrayed through predominately slim European American fe-
male figures is thought to significantly influence the high rates of eating disorders, 
depression, and low self-esteem among European American females. In particular, 
prevalence of these mental health risks is higher among adolescents than any other 
age group, with rates of depression across the lifespan approximately twice as high 
in European Americans as they are for African American or Hispanic groups (see 
Fredrickson and Roberts 1997). Further, several researchers have found that eating 
disorders are mainly a White, middle-class phenomenon (Abrams et al. 1993; Akan 
and Grillo 1995; Molloy and Herzberger 1998; Parker et al. 1995; Rucker and Cash 
1992).

Challenge 3: Power and Privilege

Finally, what is commonly understood as privilege and power for European Ameri-
can youth can also reflect disadvantage when it comes to European American’s 
mental health. Thus, White power and privilege can serve as a double-edged sword 
for many European American youth (Denevi 2001). One pertinent example of this 
stems from previous research findings documenting White youth’s experience of 
social alienation when embedded in racially diverse communities, as community 
characteristics may be more salient for European Americans than for other racial 
groups ( Halpern-Felsher et al. 1997; Welch et al. 2001; Williams and Fenton 1994). 
For example, European American youth may experience feelings of powerlessness, 
fear, and anxiety when living in communities where they are not the majority race. 
These negative feelings can in turn have an adverse effect on European American 
youth’s mental health.
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European American privilege and superiority is constructed early in children’s 
lives. White children become “socialized into racism” as early as four years of age 
(Van Ausdale and Feagin 2001). Many White children can accurately identify them-
selves as White and associate Whiteness with something positive or normal, while 
identifying characteristics of other racial groups as abnormal (Derman-Sparks and 
Ramsey 2006). Van Ausdale and Feagin (2001) share a scenario in which four-year-
old Renee repeatedly asks her teacher for reassurance that she is still White despite 
her recent tan. She then goes back to inform the other two White girls that even 
though she’s tan, she is still White. The researchers remark that, two weeks later, 
they continue to observe her reassuring other students that she is still White.

Renee’s case clearly illustrates children’s ability to think of themselves as ra-
cial beings in addition to placing a value on that categorization. This recognition 
of race and difference is a part of racial identity development. The development 
of White racial identity is the process of coming to terms with one’s dominant 
place in society and determining how one wishes to use that status. Individuals 
progress through a series of stages of identity development leading toward the 
integration of a healthy sense of one’s own race and the place of race in society. 
However, European American youth, who progress through these stages with in-
ternalized feelings of racial superiority and power, can experience detrimental ef-
fects including: hindered critical thinking ability; unrealistic perceptions of them-
selves based on a false sense of superiority; and internal guilt and moral conflict 
(see Derman-Sparks and Ramsey 2006). This latter effect, that of “White Guilt,” 
has been addressed by researchers interested in European American youth’s racial 
identity development and has consequences for children’s mental health. Denevi 
(2001) reflects on how European American youth, when faced with the full im-
plications of their racial identity, will feel not only guilt, but embarrassment and 
shame.

Strengths Contributing to Mental Health

Strength 1: Allegiance to the American Dream

An asset that European Americans share is their allegiance to the American dream. 
The idea that individual effort is responsible for success yields benefits for those 
who ascribe to it (Hochschild 1996). These include optimism, a sense of self-deter-
mination, ambition, trust in oneself and the availability of opportunities, and a work 
ethic that is likely to be rewarded by the dominant societal structure. The “rags to 
riches” idea is a uniquely American one, popularized during the time of the Indus-
trial Revolution and the opening of the west to European settlers. These economic 
opportunities, and their widespread availability, fostered a notion that wealth and 
material success was attainable for those who sought them. This idea faded during 
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the Great Depression of the 1930s but experienced a resurrection in the affluent 
period following World War II. There are class and racial distinctions in this belief, 
with middle-class Whites ascribing more to it than middle-class African Americans 
(Hochschild 1996). Although a belief in the American dream belies fundamental 
inequities in society, its power as a fundamental belief is in its guiding optimism and 
sense of purpose for those who ascribe to it.

Strength 2: Cultural Familiarity

Another strength that Whites hold that contribute to their resilience date back to the 
days of American colonization. White settlers constructed societies that reflected 
their beliefs and cultures. These became codified into laws that continue to influ-
ence contemporary society. This cultural backdrop is “invisible” to many Whites 
who see it as normative. This ease and familiarity with the dominant culture is an 
asset for Whites who more readily access services and resources than those from 
minority cultures. This familiarity with the dominant culture can lead to White priv-
ilege, or set of advantages that individuals who are White or are perceived to be 
White benefit from because the dominant societal framework extends advantages 
to them. McIntosh (1989) describes White privilege as, “…an invisible package of 
unearned assets which I can count on cashing in each day, but about which I was 
‘meant’ to remain oblivious” (p. 10). An example of this privilege is cultural capital. 
Whites fit into the mainstream or dominant culture by virtue of subscribing to the 
European culture passed down by their families. Delpit (1995) discusses the cultural 
capital that White children gain through their families as “codes of power” that 
replicate the dominant social structures in society. Therefore, European American 
children fit more readily into mainstream social institutions, such as schools, that 
share their backgrounds and cultural perspectives. Because of their comfort within 
these institutions, Whites can leverage resources that enhance their adaptation and 
well-being.

Whites also can access greater human and social capital because of their dom-
inant place in society. Human capital includes skills and capabilities that an in-
dividual obtains (i.e., educational degrees). Because Whites have more access to 
schooling opportunities, and remain in school longer than some other groups, they 
are more likely to acquire this form of societal advantage. Social capital, another 
benefit to individuals who are White, is the relationships between people; trust be-
tween individuals is one such example of social capital (Coleman and Hoffer 1987). 
White middle-class families have more trust or social capital with school personnel 
than do other minorities (Purcell-Gates 2002). This allows for ease of communica-
tion and increased parental involvement that have been proven to increase school 
achievement, and reduce drop-out rates (Astone and McLanahan 1991; Sui-Chu 
and Williams 1996).
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Strength 3: Socioeconomic Status

Other areas of resilience that stem from White privilege include socioeconomic 
status and locus of control. A study done by Dornbusch et al. (1991) found that pa-
rental education and family structure is more predictive of school achievement for 
Whites than African Americans. This is important because it indicates that European 
American children who come from middle class, two-parent households, gain more 
benefits than African Americans in the same SES and family structure. In addition, 
family status, level of parental education, and coming from two-parent households 
were consistently positively correlated to high school grades for White children. 
Research has also documented that White students hold less of an external locus of 
control relative to other groups. Whites are less likely to attribute things that happen 
to chance or to believe that things happen because of the control of powerful others. 
Instead, they feel more in charge of themselves and their futures. An internal locus 
of control orientation has been found to be associated with higher mental health out-
comes (Malcarne et al. 2005). This finding is consistent with research that indicates 
that White students have high educational aspirations and that their aspirations stay 
fairly constant throughout their schooling (Kao and Tienda 1998).

Strength 4: Parenting Style

A form of family structure that is beneficial for European American children is 
parenting style. Popular conceptualizations of the different variations of parenting 
styles stem from the work of Diana Baumrind (1971). Baumrind initially concep-
tualized three different types of parenting: authoritarian, permissive, and authori-
tative. The authoritarian parent is often directive and often uses punishment as a 
means of parenting. The permissive parent is one who allows the child to determine 
their own activities and rarely issues any structure or punishment for behavior.The 
most widely culturally supported parent style for European American children is the 
Authoritative parenting style. This parenting style is characterized by relationship 
closeness, high standards, clear and direct communication, and appropriate levels 
of autonomy (Darling and Steinberg 1993). This parenting style has been associated 
with independence, maturity, and academic success (Chao 2001). These findings 
have not been consistent across ethnic groups and are therefore unique for European 
American children. Chao (2001) indicates that these outcomes for European Ameri-
can children may be due to the nature of the close relationship that is inherent with 
authoritative parents. Other researchers suggest that outcomes are due to the child’s 
increased ability to be receptive to parenting, the enabling of effective socialization, 
and the development of self-regulatory skills that accompany this style of parent-
ing, all of which enhance the child’s functioning when not in the home environment 
(Steinberg 2001).
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As children move into adolescence, research suggests that the authoritative par-
enting style, particularly by a father figure, plays a protective role in the prevention 
of depression and/or alcohol use (Patock-Peckam and Morgan-Lopez 2007). The 
extension of the research on children to adolescents also indicates that adolescents 
receive some of the same benefits as children from authoritative parenting such as 
better attendance in school, fewer mental health problems, higher self-esteem and 
less drug use (Steinberg 2001).

Discussion

Promoting Mental Health Among European American 
Children and Youth

Our perspective on promoting mental health in children and youth uses the frame-
work of ecological-systems theory (Bronfenbrenner 1979; Bronfenbrenner and 
Ceci 1994). This model posits that children are embedded within multiple, mutu-
ally influencing systems with which they interact to affect their development. As 
children move through time, they become better or less well adapted to the various 
environmental contexts in which their development unfolds. The developmental ca-
pacities of children, the adequacy of naturally occurring environment to optimally 
support development, and the interaction of these dynamic systems together shape 
adjustment. Thus, prevention and intervention efforts must attend to these overlap-
ping foci: the child’s competencies and coping resources, as well as the adequacy of 
the environment to promote positive development.

The promotion of children’s mental health must include enhancing the natural 
environments with which children interact so that their development is optimized. 
One such environment is the school. The World Health Organization (WHO) (2003) 
defined a healthy school environment as one that encourages active learning and 
creativity in a climate of warmth, equity, safety, cooperation, and open commu-
nication. Healthy schools link to students’ home communities, include parents, 
and permit authentic participation in democratic or decision-making processes by 
stakeholders. This type of environment promotes well-being by fostering children’s 
fundamental psychological needs for autonomy, competence, and connectedness 
to others (Deci and Ryan 2002; Baker et al. 2003). All children’s mental health is 
likely to be promoted by improving schooling so that the environment supports 
children’s developmental trajectories.

A key step to promoting children’s well-being is universal screening of men-
tal health in schools. Although about 1 in 10 adolescents experiences a social or 
emotional problem significant enough to impair functioning (United States Depart-
ment of Health and Human Services (USDHHS) 1999a), only 2% of American high 
schools screen all their students, and only 7% screen most of their students for men-
tal health issues (Romer and McIntosh 2005). Recent population-based screening 
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in under-resourced, urban elementary schools indicated that 17% of the children in 
the first through fifth grades had pervasive, severe externalizing behavior problems, 
coupled with significant learning problems, and poor prosocial competencies. Yet, 
only a third of these children were being served with specialized educational pro-
grams. Although there are ethical and pragmatic concerns with universal screening 
approaches (see Baker in press), they may be the only way to uncover students’ 
needs in a specific school context.

School-based primary and secondary prevention efforts have been directed to-
ward promoting children’s mental health. For example, Adelman and Taylor (2006) 
provide strategies for mapping, analyzing, and enhancing school resources to ad-
dress mental health and learning problems, and additional strategies are available 
online at the Center for Mental Health in Schools website (UCLA School Mental 
Health Project 2006). Similarly, the Collaborative for Academic, Social and Emo-
tional Learning provides both web-based and print resources. Their resource, Safe 
& Sound (CASEL 2006), describes and reviews the evidence-base for many specific 
school-based intervention programs. For this review, we could not identify any pro-
grams designed specifically for European American children. However, programs 
that are designed to promote empowerment, equity, and social justice may target 
issues of power, privilege, and moral decision-making and may help more privi-
leged students gain a perspective on the sociocultural aspects of racism. Because of 
the social isolation experienced by many European American youth, programs that 
bolster naturally occurring kinship networks, or provide compensatory ones, may 
be especially efficacious.

One specific area of intervention in promoting European American children’s 
mental health involves the use of media education. Given the pervasiveness of un-
realistic, unattainable, and powerful European American images in society’s media, 
White children are at risk for developing a number of mental health problems. Thus, 
prevention efforts must be directed at helping children become critical consumers 
of the media. Media literacy programs are a promising means to this end, as they 
teach children to be analytical and challenge the messages embedded throughout 
the material to which they are so frequently exposed. Growing evidence suggests 
that a number of these mental health risks can be lessened through the use of me-
dia literacy education (see Kline et al. 2006; Watson and Vaughn 2006). Teaching 
children to think critically about the media therefore not only benefits mental health 
outcomes, but also leaves children better informed of the biases inherent in the 
messages they receive. Media education programs thus provide the tools European 
American children need to challenge the all-too accepted norms of the dominant 
culture and to become active proponents of change with respect to the White power 
and privilege so pervasively represented in the media.

Future Recommendations and Concluding Comments

The specific needs and assets of European American children have been under-
represented in the mental health literature. Because of their status as the privileged 
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majority, their needs have been primarily considered either as a starting point for 
epidemiological studies or as a comparison point for other racial and ethnic groups. 
Although Whites were the exclusive subject of research in the past, contemporary 
perspectives recognize the importance of acknowledging the interaction of race, 
racial identity, and mental health outcomes in research (Diener et al. 2003). Further, 
basic research is needed that includes racial identity as a mediating or moderating 
influence on the well-being of White children. Applied research on interventions 
designed to help White students acknowledge their privileged status and move to-
ward greater conceptualizations of social justice are needed as well. To date, most 

Table 12.1  Summary table for characteristics of European American children and youth
Demographics Challenges Strengths Recommendations
77% of US population
60% of school-age 

population
10% live in poverty
76% from two parent 

homes
92% high school 

completion rate
Fewer problem behav-

iors and more 
developmental 
assets as reported 
by teachers

More likely to have 
access to mental 
health services

Limited familial social 
support systems

• Relative to some 
other groups

• Health outcomes 
differentially 
moderated by SES 
for Whites

Media socialization 
to unrealistic and 
racist images

• Socialized into a 
culture of White 
superiority

• Unrealistic 
portrayal of body 
image for girls

White privilege can 
lead to feelings of 
racial superiority, 
guilt or shame

• Socialized into 
culture of racism 
early

• Racist beliefs 
associated with 
lower critical 
thinking skills

Opportunity and opti-
mism embedded in 
cultural aspirations

• Belief in the 
American 
dream provides 
inspiration

Historical, cultural, 
social capital; 
White privilege

• Share the 
dominant “covert” 
power structure 
and agenda

• Share expecta-
tions/beliefs 
with societal 
institutions

Internal locus of 
control

• Belief in own 
ability

• Belief in the power 
to affect change in 
one’s world

Parenting consistent 
with school attain-
ment and cultural 
norms

• Authoritative 
pattern pro-
motes school 
achievement

• Authoritative pat-
tern is consistent 
with school and 
other cultural 
norms

Specific attention 
to needs and 
resources

Universal (school-
based) screening

Primary prevention 
programs, espe-
cially relating to 
social justice and 
media education

Research on 
White identity 
development

Research on interven-
tions to promote 
social justice
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of this research has been conducted with minority students. Practitioners and re-
searchers alike would benefit from gaining a better understanding of the strengths 
and challenges of European American youth that intersect with intervention efforts 
to promote mental health. Ultimately, research aimed at garnering a more compre-
hensive picture of White children’s experiences will allow for services that better 
meet the mental health needs of this particular population (Table 12.1).

References

Abrams, K. K, Allen, L. R., & Gray, J. J. (1993). Disordered eating attitudes and behaviors, psy-
chological adjustment, and ethnic identity: A comparison of Black and White female college 
students. International Journal of Eating Disorders, 14, 49–57.

Adelman, H. S., & Taylor, L. (2006). Student learning supports: New directions for addressing 
barriers to learning. Thousand Oaks: Corwin.

Akan, G. E., & Grilo, C. M. (1995). Sociocultural influences on eating attitudes and behavior, 
body image and psychological functioning: A comparison of African American, Asian Ameri-
can, and Caucasian college women. International Journal of Eating Disorders, 18, 181–187.

Astone, N. M., & McLanahan, S. S. (1991). Family structure, parental practices and high school 
completion. American Sociological Review, 56, 309–320.

Baker, J. A. (in press). Assessing school risk and protective factors. In B. Doll & J. Cummings 
(Eds.), Population-based approaches to preventing mental health problems in children. 
Bethesda: National Association of School Psychologists.

Baker, J. A., Dilly, L., Aupperlee, J., & Patil, S. (2003). The developmental context of school 
satisfaction: Schools as psychologically healthy environments. School Psychology Quarterly, 
18, 206–222.

Baker, J. A., Kamphaus, R. W., Horne, A. M., & Winsor, A. (2006). Evidence for population-based 
perspectives on children’s behavioral adjustment and needs for service delivery in schools. 
School Psychology Review, 35, 31–46.

Bang, H. K., & Reece, B. B. (2003). Minorities in children’s television commercials: New, im-
proved, and stereotyped. The Journal of Consumer Affairs, 37(1), 42–67.

Baumrind, D. (1971). Current patterns of parental authority. Developmental Psychology Mono-
graphs, 4, 1–103.

Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature and de-
sign. Cambridge: Harvard University Press.

Bronfenbrenner, U., & Ceci, S. J. (1994). Nature-nurture reconceptualized: A bio-ecological mod-
el. Psychological Review, 101, 568–586.

CASEL. (2006). Introduction to SEL: SEL competencies. http://www.casel.org/about_sel/
SELskills.php. Accessed 6 March 2006.

Chao, R. K. (2001). Extending research on the consequences of parenting style for Chinese Ameri-
cans and European Americans. Child Development, 72, 1832–1843.

Chase-Lansdale, L., Gordon, R., Brooks-Gunn, J., & Klebanov, P. (1997). Neighborhood and fam-
ily influences on the intellectual and behavioral competence of preschool and early school-age 
children. In J. Brooks-Gunn, G. Duncan, & J. L. Aber (Eds.), Neighborhood poverty: Context 
and consequences for children (pp. 79–118). New York: Sage.

Chen, E., Martin, A. D., & Matthews, K. A. (2006). Understanding health disparities: The role of 
race and socioeconomic status in children’s health. American Journal of Public Health, 96(4), 
702–708.

Child Trends Data Bank. (2007). Low and very low birth weight infants. http://www.childtrends-
bank.org/indicators/57LowBirthweight.cfm. Accessed 13 May 2007.

J. A. Baker et al.



219

Coleman, J., & Hoffer, T. (1987). Human capital and social capital. Public and private high 
schools: Schools, families, and communities (pp. 221–233). New york: Basic Books.

Darling, N., & Steinberg, L. (1993). Parenting style as context: An integrative model. Psychologi-
cal Bulletin, 113, 487–496.

Deci, E. L., & Ryan, R. M. (2002). Handbook of self-determination research. Rochester: Univer-
sity of Rochester Press.

Delpit, L. (1995). The silenced dialogue: Power and pedagogy in educating other people’s chil-
dren. In L. Delpit (Ed.), Other people’s children: Cultural conflict in the classroom (pp. 21–
47). New York: New Press.

Denevi, E. (2001). Whiteness: Helping White students and educators understand their role in a 
multicultural society. Independent School, 61(1), 101–108.

Derman-Sparks, L., & Ramsey, P. G. (2006). How children construct White identities: Fostering 
children’s identities. What if all the kids are White? Anti-bias multicultural education with 
young children and families (pp. 39–65). New York: Teachers College Press.

Diener, E., Oishi, S., & Lucas, R. (2003). Personality, culture and subjective well-being: Emo-
tional and cognitive evaluations of life. Annual Review of Psychology, 54, 403–425.

Dornbusch, S. M., Ritter, P. L., & Steinberg, L. (1991). Community influences on the relation of 
family statuses to adolescent school performance: Differences between African Americans and 
non-Hispanic Whites. American Journal of Education, 99(4), 543–567.

Federal Interagency Forum on Child and Family Statistics. (2006). America’s children in brief: 
Key national indicators of well-being 2006. http:www.childstats.gov/pubs.asp. Accessed 26 
March 2007.

Fredrickson, B., & Roberts, T. (1997). Objectification theory: Toward understanding women’s 
lived experiences and mental health risks. Psychology of Women Quarterly, 21, 173–206.

Halpern-Felsher, B. L., Connell, J. P., Spencer, M. B., Aber, J. L., Duncan, G. J., Clifford, E., et al. 
(1997). Neighborhood and family factors predicting educational risk and attainment in African 
American and White children and adolescents. In J. Brooks-Gunn, G. J., Duncan, & J. L. Aber 
(Eds.), Neighborhood poverty: Vol. 1. Context and consequences for children (pp. 146–173). 
New York: Sage.

Hirsch, B.,& DuBois, D. (1992). The relation of peer social support and psychological symptom-
atology during the transition to junior high school: A two-year longitudinal analysis. American 
Journal of Community Psychology, 20, 333–347.

Hochschild, J. L. (1996). Facing up to the American dream: Race, class, and the soul of the nation. 
Princeton: Princeton University Press.

Hughes, M., & Hertel, B. R. (1990). The significance of color remains: A study of life chances, 
mate selection, and ethnic consciousness among Black Americans. Social Forces, 68(4), 1105–
1120.

Kamphaus, R. W., Huberty, C. J., Distefano, C., & Petosky, M. J. (1997). A typology of teacher-
rated child behavior for a national U.S. sample. Journal of Abnormal Psychology, 25, 453–463.

Kao, G., & Tienda, M. (1998). Educational aspirations of minority youth. American Journal of 
Education, 106, 349–384.

Kline, S., Stewart, K., & Murphy, D. (2006). Media literacy in the risk society: Toward a risk 
reduction society. Canadian Journal of Education, 29(1), 131–153.

Malcarne, V. L., Drahota, A., & Hamilton, N. A. (2005). Children’s health-related locus of control 
beliefs: Ethnicity, gender, and family income. Children’s Health Care, 34(1), 47–59.

McIntosh, P. (1989). White privilege: Unpacking the invisible knapsack. Peace and Freedom, 
1989(July/August), 10–12.

McLeod, J. D., & Nonnemaker, J. M. (2000). Poverty and child emotional and behavioral prob-
lems: Racial/ethnic differences in processes and effects. Journal of Health and Social Behav-
ior, 41, 137–161.

Molloy, B. L., & Herzberger, S. D. (1998). Body image and self esteem: a comparison of African 
American and Caucasian women. Sex Roles, 38, 631–643.

12 Psychology of European American Children



220

National Institute of Health (NIH). (2001). NIH policy on reporting race and ethnicity data: Sub-
jects in clinical research. http://grants.nih.gov/grants/guide/notice-files/NOT-OD-01-053.html. 
Accessed 15 April 2007.

Parnell, K., Sargent, R., Thompson, S. H., Duhe, S. F., Valois, R. F., & Kemper, R. C. (1996). 
Black and White adolescent females’ perceptions of ideal body size. Journal of School Health, 
66(3), 112–118.

Parker, S., Nichter, M., Nicther, M., & Vuckovic, N. (1995). Body image and weight concerns 
among African American and Caucasian adolescent females: Differences that make a differ-
ence. Human Organization Sum, 54, 103–114.

Patock-Peckam, J. A., & Morgan-Lopez A. A. (2007). College drinking behaviors: Mediational 
links between parenting styles, parental bonds, depression, and alcohol problems. Psychology 
of Addictive Behaviors, 21, 297–306.

Purcell-Gates, V. (2002). “¼ As soon as she opened her mouth!” In L. Delpit & J. K. Dowdy 
(Eds.), The skin that we speak: An anthology of essays on language, culture and power. Van-
couver: CPLS Publication.

Rhodes, J., Contreras, J., & Mangelsdorf, S. (1994). Natural mentors’ relationships among Latina 
adolescent mothers: Psychological adjustment, moderating processes, and the role of early 
parental acceptance. American Journal of Community Psychology, 22, 211–227.

Romer, D., & McIntosh, M. (2005). The roles and perspectives of school mental health profession-
als in promoting adolescent mental health. In D. L. Evans, E. B. Foa, R. E. Gur, H. Hendin, C. 
P. O’Brien, M. E. P. Seligman, & B. T. Walsh (Eds.), Treating and preventing adolescent men-
tal health disorders: What we know and what we don’t know, A research agenda for improving 
the mental health of our youth (pp. 597–616). Oxford: Oxford University Press.

Rucker, C. E., & Cash, T. F. (1992). Body images, body size perceptions and eating behaviors 
among African American and White college women. International Journal of Eating Disor-
ders, 12, 291–299.

Statistical Abstracts of the United States. 2004. U.S. Census Bureau. http://www.census.gov/
compendia/statab/population/estimatesandprojectionsbyagesexraceethnicity/. Accessed 30 
June 2007.

Statistical Abstracts of the United States. 2005. U.S. Census Bureau. http://www.census.gov/
compendia/statab/population/estimatesandprojectionsbyagesexraceethnicity/. Accessed 30 
June 2007.

Steinberg, L. (2001). We know some things: Parent-adolescent relationship in retrospect and pros-
pect. Journal of Research on Adolescence, 11, 1–19.

Sui-Chu, E. H., & Willms, J. D. (1996). Effects of parental involvement on eight grade achieve-
ment. Sociology of Education, 69(2), 126–141.

UCLA School Mental Health Project. (2006). Center for Mental Health in the Schools. http://
smhp.psych.ucla.edu/. Accessed 6 September 2006.

United States Department of Health and Human Services (USDHHS). (1999a). Mental health: A 
report of the surgeon general. Rockville: U.S. Department of Health and Human Services, Sub-
stance Abuse and Mental Health Services Administration, Center for Mental Health Services, 
National Institute of Health, National Institute of Mental Health. http://www.surgeongeneral.
gov/library/mentalhealth/summary.html. Accessed 15 Sept 2003.

United States Department of Health and Human Services (USDHHS). (1999b). Mental health: A 
report of the surgeon general: Culture, race, ethnicity supplement. Rockville: U.S. Department 
of Health and Human Services, Substance Abuse and Mental Health Services Administration, 
Center for Mental Health Services, National Institutes of Health, National Institute of Mental 
Health. http://mentalhealth.samhsa.gov/cre/default.asp. Accessed 15 Sept 2003.

US Census Bureau. (2002). US Census 2000 demographic profiles. http://censtats.census.gov/pub/
Profiles.shtml. Accessed 16 April 2007.

Van Ausdale, D., & Feagin, J. (2001) The first R: How children learn race and racism. Lanham: 
Rowman & Littlefield.

Watson, R., & Vaughn, L. M. (2006). Limiting the effects of the media on body image: Does the 
length of a media literacy intervention make a difference? Eating Disorders, 14(5), 385–400.

J. A. Baker et al.



221

Webb, L. D., Metha, A., & Jornda, K. F. (2003). Foundations of American education. Upper Sad-
dle River: Merrill/Prentice Hall.

Welch, S., Sigelman, L., Bledsoe, T., & Combs, M. (2001). Race and place: Race relations in an 
American city. New York: Cambridge University Press.

Wickrama, K. A. S., Noh, S., & Bryant, C. M. (2005). Racial differences in adolescent distress: 
Differential effects of the family and community for Blacks and Whites. Journal of Community 
Psychology, 33(3), 261–282.

Williams, D. R., & Fenton, B. (1994). The mental health of African Americans: Findings, ques-
tions, and directions. In I. L. Livingston (Ed.), Handbook of Black American health: The mo-
saic of conditions, issues, policies, and prospects (pp. 253–268). Westport: Greenwood.

World Health Organization (WHO). (2006). Resources and tools for advocacy. http://www.who.
int/school_youth_health/resources/en/. Accessed 6 Sept 2006.

12 Psychology of European American Children



223

Introduction

Chapter Focus

This chapter presents information on mental health issues in European American 
(White) adults, focusing on poverty, traumatic experience, and alcohol abuse as 
major challenges to the maintenance of mental health in this group; access to health 
care, willingness to seek assistance for mental health issues, and selected cognitive 
factors as strengths contributing to resilience in this group; and how some of the 
advantages enjoyed by Whites in the United States can be furthered to strengthen 
the overall mental health of this group.

Demographic Characteristics of White American Adults

According to the US Census Bureau, non-Hispanic Whites comprise approximately 
66.9% of the total population of the United States. Of these, approximately 126.1 
million people (41.9%) fall into the adult age cohort (18–64 years of age) (United 
States Census Bureau 2007a). In terms of race/age groupings, this cohort currently 
represents the largest segment of American society by a wide margin. Regarding 
the educational status of individuals in this group, 41.6% of non-Hispanic Whites 
have attained high-school level education, another 26.5% have achieved up to the 
Bachelor’s degree, and 31.8% have achieved a Bachelor’s degree or higher (Unit-
ed States Census Bureau 2007b). Median income in this group is approximately 
$ 52,400 per year, less than the median income of Asian Americans ($ 64,200 per 
year) but considerably greater than annual incomes of Black ($ 32,000 per year) or 
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Latino ($ 37,800 per year) households (DeNavas-Walt et al. 2007). Still, the real 
impact on society of the variability in individual earnings within this group is not 
always apparent from popularized statistics. For example, the rate of poverty among 
non-Hispanic Whites was the lowest of the racial groups assessed in the DeNavas-
Walt et al. (2007) study, at 8.2% (compared to an astonishing 24.3% for Blacks, 
20.6% for Hispanics, and 10.3% for Asians). However, due to the sheer size of this 
demographic group, non-Hispanic Whites accounted for the greatest proportion of 
individuals and families in poverty, at 43.9% (approximately 16.9 million people, 
compared to 9 million Blacks, and 9.2 million people of Hispanic origin).

We do not present these numbers to diminish the relevance of poverty as a major 
challenge to the mental health of individuals of African American, Latino Ameri-
can, or any other racial minority group membership. Clearly higher rates of overall 
poverty in minority groups is a significant challenge to the psychological function-
ing of individuals in these groups, and has been identified as such in much research 
(some of which is presented elsewhere in the present volume). Likewise, we recog-
nize that identifying poverty as an important “independent” variable in the mental 
health of Whites is problematic, as socioeconomic status is a multifaceted variable 
that involves (among other things) education, employment, and possibly even fam-
ily structure (Bratter and Eschbach 2005). However, our task in the present chapter 
is to outline significant challenges to the mental health of European Americans as 
a racial group. We argue that the experience of poverty is one of those major chal-
lenges, which has vivid negative effects on the lives of millions of European Ameri-
cans; the fact that a relatively smaller proportion of Whites experience poverty does 
not mean that this group is immune from these effects.

Challenges to Maintaining Mental Health

Poverty

Rates of significant psychological dysfunction tend to appear at higher rates among 
people of impoverished socioeconomic status than among the general population 
(Adler et al. 2000; Boothroid et al. 2006). For example, research has shown that 
people living at the lowest end of the income continuum are significantly more 
likely (1.24 times in one study) to experience a first depressive episode than people 
at the top of the income scale. In addition, the poor were 2.04 times more likely 
than the wealthy to remain depressed than the rich were (Lorant et al. 2003). Find-
ings such as these have been consistent in the literature over several decades (e.g., 
Dohrenwend and Dohrenwend 1974; Haring et al. 1984). In examining how poverty 
specifically impacts the mental health of European Americans, we will review a 
subset of studies which have identified Whites (or non-Hispanic Whites, in some 
cases) as a group of interest. While these studies have, by and large, examined 
White adults as a “baseline” group with which to contrast the experiences of minor-
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ity individuals, their findings still provide valuable information about the mental 
health experiences of Whites as a racial group in a changing society.

For example, a study conducted in the late 1980s of a nationally representative 
survey sample (over sampled for minorities) by Amato and Zuo (1992) found that 
on the whole, Americans of lower SES showed significantly higher levels of depres-
sive symptoms, lower levels of reported happiness, and lower levels of perceived 
health than Americans of higher SES. When urban vs. rural residence was investi-
gated as a possible factor in this phenomenon, it was found that the rural poor re-
ported significantly lower levels of psychological health than the urban poor. In ad-
dition, and significant to the mental health status of White American adults, Whites 
who lived in urban areas were found to report higher levels of happiness and lower 
levels of depression than Whites who lived in rural areas (while the inverse was 
found to be true for Black Americans in this study). The authors ventured the expla-
nation that Whites, who tend to see themselves as a higher-status group than Black 
Americans, may feel they have “relatively more to lose by being poor, unemployed, 
and on public assistance … [and] may be especially likely to see their poverty as 
deviant or shameful and to experience condemnation from others” (p. 238). Other 
studies which have compared rates of mental disorders among poor Whites and 
other ethnic groups have revealed similarly interesting findings. For example, Bas-
suk et al. (1998) found overall rates of mental disorders to be significantly higher 
among poor White single mothers than among poor Puerto Rican single mothers, 
though the overall rates of disorders in both groups was considerably higher than in 
the general population. Bratter and Eschbach (2005) found in a large-scale study of 
ten different racial groups in the United States (the National Health Interview Study, 
with N > 160,000) that non-Hispanic Whites experienced less psychological distress 
than Native Americans, Puerto Ricans, and people of mixed race background, and 
equal levels of distress to African Americans; once SES was added to these regres-
sion models, however, non-Hispanic Whites were found to report greater distress at 
the lowest end of the socioeconomic spectrum than African Americans did. Other 
research has resulted in similar conclusions (e.g., Ulbrich et al. 1989).

Findings such as these have not yet silenced the important debate about whether 
poverty is equally or differentially threatening to the maintenance of mental health 
of both Whites and minority groups. More specifically, scholars are interested in 
determining whether the effects of poverty are equivalent across racial groups in 
US society (e.g., an additive model of race and socioeconomic status in predicting 
psychological distress), or whether poverty is more threatening to minority mental 
health than to that of White Americans (e.g., a multiplicative model). One prob-
lematic issue involves the assertion that the meaning of socioeconomic status itself 
differs between Whites and minority groups, as minorities are (for various reasons) 
unable to accumulate comparable levels of overall wealth and status to Whites when 
absolute income is equal (Williams et al. 1997). Related to this and to other reasons, 
some studies assert that poverty is actually more damaging to the mental health of 
minorities than it is to Whites; for example, Kessler and Neighbors (1986) found 
in a seminal study that the multiplicative model better represented how poverty 
had a more deleterious impact on minority groups than on Whites (possibly due to 
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additional factors such as racism, discrimination, and other forms of race-related 
stress; Williams et al. 1997). Similarly, in the Bratter and Eschbach (2005) study, 
distress levels in non-Hispanic Whites were less negatively impacted by variables 
such as income, education, and employment than those of Native Americans, Puerto 
Ricans, and mixed-race individuals. However, other research has contended that the 
health of individuals of various racial groups are equally effected by poverty (Cock-
erham 1990; Ostrove et al. 1999), and still other large-scale studies have added to 
the complexity of the debate by uncovering different findings in different geograph-
ic regions of the United States. For example, Schwabe and Kodras (2000) found 
that the additive and multiplicative models fit data collected from several urban 
metropolitan areas differently, in the large Epidemiological Catchment Area study. 
Specifically, poor Whites in Durham, North Carolina, and in Los Angeles were 
equally likely as poor Blacks to report symptoms of psychological distress, while 
poor Whites in Baltimore, Maryland were actually more likely than poor Blacks to 
report being distressed in this study. At the present time, therefore, the data appear 
to be inconclusive in regard to whether poverty is any more or less damaging to 
White Americans than to any other racial group. Taken together, it seems most ap-
propriate to identify the experience of poverty as one which, while not at all being 
exclusive to Whites, certainly is a robust predictor of reduced mental health in this 
racial group.

Trauma

Large scale epidemiological studies have reported near-identical rates of trauma 
or slightly lower rates of trauma when comparing Whites to other groups (Breslau 
et al. 1998, 1995). Studies that find that Whites have equal levels of trauma ex-
posure to minority groups often do not take into account the severity or duration 
of violence exposure, where Whites often experience less severe or less chronic 
interpersonal violence. However, a metaanalysis reveals that despite decreased risk 
for trauma exposure, Whites are at equal or greater risk for developing posttrau-
matic stress disorder (PTSD; weighted average r = 0.05; Brewin et al. 2000). This 
paradox—that Whites experience equal or less trauma but are more likely to experi-
ence PTSD—has yet to be explored. Factors related to the development of PTSD in 
general, and possible explanations for increased risk amongst Whites in particular, 
are discussed herein.

Across ethnic groups, risk factors for developing PTSD include enhanced dis-
tress at the time of the trauma (called peritraumatic distress), greater disorientation 
and cognitive distortion at the time of the trauma (called peritraumatic dissocia-
tion), weaker perceived social support and greater perceived life threat (Ozer et al. 
2003; Brewin et al. 2000), as well as greater trauma severity and life stress (Brewin 
et al. 2000). It is unclear why Whites may be at increased risk for experiencing 
PTSD in the aftermath of traumatic events. Perhaps, then, Whites experience other 
risk factors for PTSD to a greater degree.
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One possible explanation for the heightened exposure-to-PTSD ratio in Whites 
may be the role that social support plays in buffering one from the effects of PTSD. 
Social support is known to mitigate the likelihood that one will develop PTSD in 
the aftermath of trauma (Ozer et al. 2003). Several studies have documented dif-
ferences in the degree and quality of social support received by members of ethnic 
groups, particularly amongst men. Snowden (2001) found that White men reported 
being less embedded in social networks and communities than African American 
men, while Heckman et al. (2000) found that White men living with HIV/AIDS 
reported less social support from their families than African American men. Simi-
larly, Lincoln et al. (2003) found that social support was a significant buffer against 
traumatic stress in African Americans, but did not buffer the effects of traumatic 
stress in Whites. One possible explanation of these data are that the emphasis on 
social support in minority communities has mitigated the effects of traumatic stress, 
while Whites may not have as elaborate or developed support networks. An exten-
sion of this interpretation may be that Whites may be less likely to disclose trau-
matic events to people who might provide support for them. Feiring et al. (2001) 
found that greater abuse severity lead to higher shame amongst Whites but not other 
groups. Increased shame following traumatic events may prevent disclosure of trau-
ma, therefore blocking access to important social support. Schnurr et al. (2004) note 
that posttrauma factors, such as social support, are significant predictors of ongoing 
PTSD symptoms. Hesse and Main (2006) note that in the face of trauma, humans 
and other primates run toward home, rather than away from danger. Thus, a safe and 
secure home base is necessary for psychological recovery from distress. If Whites 
have less social resources for coping with traumatic stress, then it follows that their 
risk for PTSD would be heightened.

 Other studies have focused on the role that one’s response during or immediately 
after a traumatic event plays in the development of subsequent PTSD. Two of these 
responses, peritraumatic distress and peritraumatic dissociation, are significant pre-
dictors of PTSD symptom development. Peritraumatic distress (Brunet et al. 2001) 
refers to severe emotional reactions to traumatic events that include fear, helpless-
ness, horror, guilt, shame, and physiological reactions including rapid heart beat, 
perspiration, and loss of bladder control. Peritraumatic dissociation (Marmar et al. 
1994) refers to cognitive distortions that may occur during trauma, such as a sense 
of time speeding up or slowing down, a sense of disconnection from one’s body, 
significant confusion, and amnesia for details of the event. Some studies have in-
dicated that Whites are more likely to experience greater peritraumatic distress and 
dissociation in the aftermath of trauma. Torres and Han (2000) found that amongst 
abused women, White women reported greater distress during violence than His-
panic women. Fullerton et al. (2000) found that White survivors of motor vehicle 
accidents were more likely than other groups to experience dissociation at the time 
of traumatic events. However, other studies have found that Whites have similar 
peritraumatic dissociation and distress compared to other groups (e.g., Zatzick et al. 
1994).

Taken together, these findings indicate that significantly more research needs 
to be conducted on how ethnicity impacts the development of PTSD. In particular, 
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it remains unclear how the peritraumatic responses of White trauma survivors im-
pact their later symptom development. Furthermore, it remains unclear what coping 
mechanisms, including social support, are employed by Whites in the aftermath of 
trauma that may be recruited to protect this group from the development of PTSD. 
It is of note, however, that while ethnicity may be a significant filter for traumatic 
experiences, other factors, such as peritraumatic reactions, may be as important or 
more important than demographics in determining who develops ongoing symp-
toms of posttraumatic stress.

Alcohol Abuse

Little contention exists as to the potential damage that the abuse of alcohol can 
cause to individual physical, psychological, and social functioning (see Tivis et al. 
2006, for an overview of a special issue of the Journal of General Psychology re-
garding alcohol’s various negative effects). Evidence exists to support the asser-
tion that alcohol abuse appears to be a more common problem among US-born 
non-Latino Whites than among individuals of other racial groups (with the excep-
tion of Native American populations), both in epidemiological studies of nationally 
representative community samples (Alegria et al. 2006; Harford et al. 2006; Hasin 
et al. 2007; Huang et al. 2006; Shrout et al. 1992; Zhang and Snowden 1999) and 
in studies of clinical populations (e.g., Compton et al. 2000; Tercyak et al. 2007). 
Interestingly, while increasing levels of education are generally thought to buffer 
against the development of various emotional or behavioral disorders, this may not 
be the case regarding alcohol abuse. That is, some studies have found that alcohol 
abuse occurs at higher rates among more educated Whites, while this relationship 
may not exist for certain racial minority groups (Paschall et al. 2000). Other stud-
ies point to possible relationships with income, as higher rates of drinking occur 
among higher SES groups than low-SES groups (Broman 2007), indicating that the 
economic advantage enjoyed by Whites in American society may carry with it some 
threats to well-being. While not all studies “sound the alarm” for Whites being par-
ticularly vulnerable to alcohol abuse (e.g., Jackson et al. 2006; Miller et al. 2007), 
the empirical support for this idea remains strong enough that some widely used 
abnormal psychology textbooks continue to espouse it (e.g., Hansell and Damour 
2005; Sue et al. 2006).

Why might it be the case that European Americans are more likely to engage 
in problematic drinking behaviors than individuals of African American or Asian 
American racial background (for example)? The question is a complex one; biologi-
cal explanations have been offered, for example, which identify Whites as being 
less likely to be “poor metabolizers” of one compound found in alcohol, leading to 
fewer undesired effects associated with drinking (Ruiz 2004). Along with biology, 
one might also speculate that general access to alcohol might also affect consump-
tion; that is, limited economic resources may limit the degree to which members of 
certain minority groups can afford to use alcohol, compared to Whites. However, 
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these alone cannot be satisfactory explanations when considering general trends 
in alcohol abuse. Native Americans, for example, appear to lack optimal physi-
ological capacity to metabolize alcohol (Ruiz 2004), and to have the lowest per 
capita income of racial groups commonly studied (DeNavas-Walt et al. 2007), but 
members of this group have reported rates of alcohol abuse and dependence that 
exceed those of Whites (Alegria et al. 2006). In addition, liquor stores and bars are 
geographically distributed with lower density in areas dominated by non-Hispanic 
White residents, and at greatest density in areas where greater numbers of racial 
minorities live (Romley et al. 2007), the reverse of what one would expect if ease of 
acquisition of alcohol were a major determining factor in consumption. Therefore, 
other kinds of social and psychological factors must be at play in the relationship 
between White racial group membership and alcohol abuse.

One intriguing line of research involves investigations of social-cognitive judg-
ments of the appropriateness of specific alcohol-related behaviors, and how those 
judgments may vary by race. For example, in a study of 1,200 college students on a 
racial minority-dominated campus, Rice (2006) found that non-Hispanic White stu-
dents reported consuming an average number of alcoholic drinks at the last drinking 
session that was more than twice that of Black students in the sample (3.6 vs. 1.6, 
respectively), a highly statistically significant result. When asked to estimate the 
average number of drinks consumed by other students in a typical sitting, students 
of different racial groups did not differ in their average estimates (approximately 
5 drinks at a sitting); however, the degree of correlation between each individual 
student’s estimation of his or her own drinking, and his or her estimation of the 
drinking of others, did vary according to racial group. Specifically, the strongest 
correlation between own and others’ drinking was highest among White students 
of all the racial groups studied, indicating that White students may have had a dif-
ferent socialization experience in regard to alcohol use than students of other ra-
cial groups had (Rice 2006) and therefore make different judgments of appropriate 
drinking. Other research has shown that increases in the drinking behaviors of both 
White and minority students, such as African Americans, are associated with more 
experiences of racial discrimination. However, White students reported far fewer 
experiences of racial discrimination in this study, while remaining heavier drinkers 
than Black students in this study (Broman 2007). This lends support to the idea that 
the motivations to drink among White and Black students may differ considerably 
from one another.

Strengths Contributing to Mental Health

Increased Access to Mental Health Services

Much evidence exists to suggest that European Americans are more likely than 
individuals of other racial groups to seek professional assistance for mental health 
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problems (Alegria et al. 2002; Cabassa et al. 2006; Fiscella et al. 2002; Kimerling 
and Baumrind 2005; Padgett et al. 1994; Razzano et al. 2006; Wells et al. 2001). 
Lack of access to needed services can result in significantly compromised health, 
and though generally large numbers of individuals who need services for their men-
tal health problems do not obtain appropriate care (Kimerling and Baumrind 2005), 
the mental health of White patients appears to be less vulnerable to threat via lack of 
care than other racial groups (Bloche 2004). Such health disparities may actually be 
more pronounced in the United States than in other wealthy nations, such as Canada 
(Lasser et al. 2006). Restricted access can take the form of lacking health insurance 
which would pay for such services (Alegria et al. 2002; Callahan and Cooper 2004, 
2005; Kimerling and Baumrind 2005), which has been widely identified as a sig-
nificant barrier to the maintenance of mental health for non-White US populations. 
By extrapolation, then, it seems appropriate to identify generally greater access to 
acute and long-term mental health services as a factor which contributes to the 
maintenance of mental health in European American adults (United States Depart-
ment of Health and Human Services (USDHHS) 2001).

The reasons for this may include the direct results of economic poverty. As stated 
above, lower proportions of non-Hispanic Whites in the United States have incomes 
below the poverty level, which translates into larger proportions of this group hav-
ing adequate insurance coverage which can cover mental health costs (Callahan 
et al. 2006; DeNavas-Walt et al. 2007). Adequate insurance coverage generally 
allows access to preventive and maintenance services, while the uninsured often 
utilize emergency services as “primary care.” Consistent with this assertion, indi-
viduals identifying as White have been found in some studies to be less likely than 
Black, Latino, and Asian populations to use emergency mental health services (e.g., 
psychiatric emergency rooms in medical hospitals) (Chow et al. 2003; Snowden 
et al. 2006) or to require inpatient hospitalization (Snowden and Cheung 1990; 
Snowden et al. 2006), probably indicating that European Americans with mental 
and emotional disorders are more likely to seek assistance for those problems be-
fore they progress to the point of needing such intervention. This may be due in 
part to increased total use of psychiatric medication among Whites, compared to 
racial minorities (Han and Liu 2005; Miranda and Cooper 2004). In short, lower 
numbers of individuals forgoing, delaying, or receiving suboptimal mental health 
care (by choice or necessity) seems to translate into greater overall mental health in 
European Americans.

Beyond the basic question of overall access to mental health services, data are 
accumulating which point to the relative advantage that White populations enjoy 
in access to high-quality, preventive mental health services, even when strict eco-
nomic factors are taken into account. For example, research has uncovered a greater 
tendency for low-income White patients (relative to low-income minority patients) 
to receive (Herbeck et al. 2004; Melfi et al. 1999) and to utilize (Wang et al. 2006) 
prescriptions for the newest psychopharmacologic therapies with the fewest side 
effects, which may contribute to greater medication adherence and effectiveness 
in Whites (and therefore better outcomes) (Herbeck et al. 2004; Mark et al. 2003). 
Other studies have examined the intersections of race and poverty in the prediction 
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of mental health service usage. For example, in a longitudinal study comparing 
access to mental health care in economically destitute homeless White and His-
panic patients with severe mental illness, Whites were found to experience greater 
increases in systemic allocation of mental health resources than Hispanics were 
(Ortega and Rosenheck 2002). In another study of race differences in service usage 
within similar economic circumstances, Chow et al. (2003) studied a large sample 
of residents of high and low-poverty neighborhoods of New York City who had 
sought any state-supported mental health service during the time of data collec-
tion. Their results indicated that Whites living in low-poverty areas were less likely 
than members of racial minority groups from the same low-poverty neighborhoods 
to have used inpatient psychiatric services. However, Whites were actually more 
likely than non-Whites to have used inpatient psychiatric services if they lived in 
high-poverty areas.

Further, it may be that Whites receiving inpatient care, such as that just de-
scribed, may be receiving better care than individuals of minority groups who seek 
inpatient care; that is, the quality of care provided to individuals of different racial 
groups may differ, even when the level of care provided is the same. For example, 
Crawford et al. (1998) examined service usage patterns in Massachusetts before and 
after implementation of large-scale managed-care programs (e.g., programs imple-
mented statewide) to see whether increased financial access to quality mental health 
care resulted in provision of better care across racial groups. Results indicated that 
though racial minority groups exhibited a larger shift toward admission to private 
(as opposed to state-run) psychiatric facilities after program implementation than 
Whites did, European American patients still were more likely to use private pro-
grams both before and after the change in access. As public programs are “gener-
ally viewed in the literature to be inferior to privately operated inpatient settings” 
(p. 102), it appears that Whites remained more likely to receive higher quality care 
even financial barriers were reduced. Findings such as these have been echoed in 
other studies of community mental health care for serious mental illness (Kuno 
and Rothbard 2005), and in similar studies of treatment for substance abuse (Daley 
2005), though not all studies have resulted in conclusions consistent with the idea 
of gross racial disparities (Harman et al. 2004).

Willingness to Utilize the Most Widely Available Mental Health 
Services When Problems Develop

Beyond economic considerations in access to quality services, differences remain in 
the frequencies with which members of different racial groups choose to seek treat-
ment, even when able to do so. At this point in time, American mental health care 
is still largely driven by assumptions about mental health which are most closely 
associated with European American Western concepts and approaches (Sue et al. 
2006). This has been targeted for broad criticism by researchers and providers of 
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mental health services for members of racial minority groups, who (rightly) contend 
that assumptions about mental health which drive these services may be inappro-
priate for assisting these clients, for multiple reasons (Cuellar and Panigua 2000). 
Therefore, it appears that another advantage that Whites have in maintaining their 
mental health is a system of mental health services which is more closely aligned 
with their needs, goals, and worldviews than with those of members of minority 
groups (e.g., with a White racial identity; Burkhard et al. 2003). This “better fit,” 
while not necessarily a conscious factor of advantage in the minds of individual 
European Americans who seek help from the prevailing mental health system, may 
have the effect of increasing their general willingness to actively seek services for 
problems (Ayalon and Young 2005; Cachelin and Striegel-Moore 2007), and to re-
main engaged with those services over time (Burkhard et al. 2003; though this may 
vary according to the type of treatment offered; Brown et al. 1999). As research has 
been mixed in regard to whether general attitudes about mental health treatment 
vary by race (Gonzales et al. 2005; Schnittker et al. 2000), one might surmise that 
other attitudinal or experiential factors must be contributing to the final decision 
whether to seek therapy, or not.

For example, the type of treatment sought may differ among racial groups for 
various reasons. Screening for mental illness through physicians has been identi-
fied as a large-scale intervention for psychopathology, and Whites appear to be 
more open to undergoing such screenings than minorities are (Rollman et al. 2002). 
Whites may also be more likely to self-refer to so-called “mainstream” programs 
(as opposed to “ethnic-specific programs”) than are members of minority groups 
(who more often present for mainstream treatment through referrals from friends, 
family members, or other service personnel) (Akutsu et al. 1996). This may be due 
to at least two factors: one, the much greater availability of mainstream programs 
over ethnic-specific programs to the public, and two, the likelihood of getting ser-
vices “earlier” in the progression of disorder (before symptoms and dysfunction 
become obvious enough to others to result in external urging to seek help). In ad-
dition, Whites may be advantaged in using mainstream programs, due in part to 
Whites anticipating fewer experiences of discomfort regarding issues of race during 
interactions with representatives of the system. For example, White clients may 
be less likely to evoke feelings of uncertainty in predominantly White therapists, 
around whether to discuss race as a therapeutic issue (Cardemil and Battle 2003); 
research has indicated that White therapists may be generally unlikely to discuss 
race with clients, even in cross-racial therapeutic dyads (Knox et al. 2003). While 
White consumers of mental health services have been found to consider cultural 
competency in mental health treatment to be highly important, and (in the case of 
some specific competencies) equally important as racial minorities do (Fraga et al. 
2004), this may be skewed by participant perceptions of “cultural competency” as 
only relating to the experiences of minorities, and not to themselves as beings with 
racialized identities. These findings, taken together, may indicate that “Whiteness” 
is relatively unlikely to become an initial hindrance to the therapy process, as it 
may be perceived as a shared experience between White clients and their (usually) 
White therapists. This may contribute to increased anticipation of positive alliance 
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earlier in the therapy process; though client outcomes may not ultimately be im-
proved through this matching (Shin et al. 2005), differences in initial presentation 
for therapy may be impacted through these various mechanisms to predict greater 
help-seeking among Whites.

Sense of Control: A Protective Cognitive Variable

A still-developing area of research is examining whether Whites are, on the whole, 
more likely to feel in control of their lives and destinies than members of other 
racial groups in the United States are. A strong sense of personal control has been 
generally viewed for the last few decades as related to more positive experiences 
of health, including mental health (Rodin 1986). Research specifically examining 
control-related beliefs in various racial groups seems to indicate that though the 
majority of American adults report feeling in control of their lives, these beliefs 
may vary according to demographic factors including race. For example, Bruce and 
Thornton (2004) examined responses from a large sample of European American 
and African American adults in the American Changing Lives study (a national 
probability study conducted at the University of Michigan). While these researchers 
looked at a large set of demographic and social variables in prediction of perceived 
control (e.g., gender, income, education, and age), self-identification as being White 
was among the variables which contributed to greater feelings of personal control. 
This sense of control, in turn, may contribute to more positive mental health out-
comes in Whites. The authors identified these findings as being largely consistent 
with previous research on this topic (e.g., Shaw and Krause 2001).

Discussion

Applying Strengths to Meet Challenges

The preceding review has illustrated how European Americans already enjoy con-
siderably higher overall chances of accessing and benefiting from the US mental 
health system, for various reasons. It is deeply unfortunate the beyond the signifi-
cant obstacles of shame, stigma, and tension within one’s immediate social circle 
that can be associated with addressing one’s mental health problems (Hansell and 
Damour 2004), minority group members appear to experience the additional bur-
dens of decreased economic access to quality services, more inhibitive beliefs and 
feelings about seeking mental health care, and a decreased sense of control over 
one’s life circumstances. This disparity, however, should not preempt efforts to in-
crease provision of appropriate services to members of all racial groups, including 
Whites (Kimerling and Baumrind 2005). A considerable share of this effort neces-
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Demographics Challenges Strengths Recommendations

White (European 
American) adults, 
aged 18–64, com-
prise ~ 41.9% of 
US population

Poverty
• Higher rates of 

mental disorder are 
found among indi-
viduals of low SES

• Uncertain whether 
poverty is equally 
detrimental to the 
mental health of all 
racial groups, or 
whether it is more 
damaging to certain 
groups under certain 
conditions

Access to mental 
health care

• Greater income
• Greater health 

insurance coverage
• More frequently 

offered treatment 
options which are 
less distressing 
(e.g., medica-
tions with reduced 
side effects; less 
use of restrictive 
hospitalization)

Allocation of resources
• Large numbers 

of Whites remain 
unable to access 
necessary or 
desired services due 
to socioeconomic 
circumstances

• Need for increased 
pursuit of preven-
tion as a critical 
piece of the con-
tinuum of care

Largest single racial 
x age group in 
the United States; 
expected to 
decrease propor-
tionally over next 
several decades

Trauma
• Risk of exposure to 

violence is lessened 
among Whites 
compared to certain 
other racial groups

• Development of 
PTSD, however, 
occurs at equal or 
even greater rates 
amongst Whites

• Decreased social 
support, peritrau-
matic distress, 
and peritraumatic 
dissociation may all 
be involved in this 
phenomenon

Willingness to use 
available mental 
health services

• Developed on a 
Western, European-
dominated model

• May experience 
less distrust in 
helping systems, 
due to fewer his-
torical experiences 
of abuse by such 
systems

• May experience 
less interpersonal 
discomfort in treat-
ment settings

Future research
• Need greater under-

standing of pos-
sible interactions 
between poverty 
and racial group 
status as a factor in 
mental health

• Increasing need to 
understand racial 
differences in 
PTSD development 
after exposure to 
violence

• Continue to pursue 
normative beliefs 
about alcohol use 
among Whites

Education: Highly 
educated, with 
nearly one-third 
of this group hav-
ing a Bachelor’s 
degree or higher

Income: Generally 
high, with median 
income  =  

 $ 52,400/year

Poverty: Lowest rates 
of all racial groups 
(8.2% of US 
population) but 
highest by number 
(16.9 million 
people)

Alcohol Abuse
• Whites are widely 

found to abuse alco-
hol at higher rates 
than other racial 
groups do

• Effect does not 
appear to be attrib-
utable solely to 
economic factors

• May be due in part 
to physiological 
capacity for alcohol 
metabolism

• May be due in part 
to group norms 
about alcohol 
impacting individual 
judgments of appro-
priate consumption

Control cognitions
• Whites may tend 

to hold stronger 
beliefs that they are 
able to determine 
their own destiny 
through will and 
effort

• Current definitions 
of positive mental 
health are more in 
line with Western 
value systems than 
with non-Western 
systems

Philosophical approach 
to White mental 
health

• Resist temptation to 
see investigation of 
mental health of  
Whites as part 
of an agenda of 
oppression

• Redefine positive 
and negative mental 
health as being 
culture-relative 
to allow for more 
open understanding 
of experiences of 
all groups

Mental health in European American adults:  Summary of chapter themes
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sarily involves changes in public policy and allocation of resources that will assist 
Whites who are dealing with the challenges of poverty, to access the services they 
need. This will require changes in prevention efforts, for example. By and large, 
publicly funded health programs (e.g., Medicaid) result in more extensive preven-
tive coverage for physical illnesses, than they do for mental disorders (Salsberry 
et al. 2005). Prevention is a critical piece of the continuum of care, and so this fail-
ure must be rectified. Given the trends regarding the relative willingness of Euro-
pean Americans to utilize the most common forms of mental health services if they 
are aware of them, increased preventive efforts are likely to have a strong positive 
effect on the mental health of these individuals.

Regarding the emerging data on relative tendency to feel in control of their lives, 
it may be that efforts to persuade European Americans to seek help for their mental 
disorders could be further strengthened through appeals to this set of cognitions. 
That is, autonomy, self-determination, and environmental mastery are already con-
sidered consonant with the Western model of mental health (e.g., Ryff et al. 2004). 
Perhaps more broadly publicizing the notion of help-seeking as a way of taking 
control of one’s life (as opposed to an admission of weakness or lack of self-control) 
could interact with preexisting convictions about personal control, resulting in even 
greater willingness for European Americans to seek help for mental or emotional 
issues. As already stated, the actual proportion of the population who choose to seek 
services is thought to be far lower than the number who need such services, but do 
not seek them (United States Department of Health and Human Services (USD-
HHS) 1999). Research in this vein may prove to be very valuable, and significantly 
improve the mental health of the largest current segment of the US population.

Future Recommendations

As already noted in this chapter and elsewhere in this volume (e.g., Baker et al., this 
volume), approaching “Whiteness” as an experience shared by many individuals 
in the European American segment of the United States is still infrequently done 
in research on mental health issues in various racial/ethnic groups (Burkhard et al. 
2003; Knowles and Peng 2005). Research over the last two decades on White racial 
identity development, while still overcoming significant conceptual and measure-
ment obstacles (Behrens 1997; Knowles and Peng 2005; Leach et al. 2002), may 
soon offer some promise regarding increased insight into which particular char-
acteristics may make it more likely that Whites with various issues will actually 
seek help, and from whom (Carter et al. 2004). Given current societal movement 
toward an increasingly racially pluralistic society, we recommend that examination 
of White racial identity, and its relation with mental health and disorder, continue 
unabated. That is, we surmise that the proportional decrease in the US population 
of Whites will not make Whiteness a less important factor in racial examinations 
of mental health. Rather, if it is the case that encounters with non-Whites are the 
major catalyst toward consideration of one’s own White racial group membership 
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and identity (Leach et al. 2002) increasing contact between Whites and members of 
various other racial groups will likely make ongoing study of White racial identity 
more important over time.

Concluding Comments

This chapter has attempted to present a few of the main challenges that European 
Americans face in their efforts toward maintaining individual mental health, as 
well as identifying some of the structural factors which may advantage and protect 
the mental health of Whites. It is our hope that this review, rather than eliciting a 
well-intentioned but misguided backlash against “protecting the hierarchical status 
quo,” will highlight how our societal values must allow room for improvement and 
growth for all individuals. That is, the question is not whether attention should be 
withdrawn from the needs of one group, and reallocated to address the needs of an-
other—mental health should not be a zero-sum game. Rather, the door of access to 
what is currently available should be equally open to all Americans, and we should 
make wholehearted efforts to expand our knowledge and resources to benefit mem-
bers of all groups.
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This contribution focuses on two primary objectives—outlining mental health in 
relation to later life and identifying, where appropriate, specific information about 
the mental health of older White adults. At the heart of such a discussion is the rec-
ognition that, with age, regardless of race or ethnicity, individuals demonstrate more 
diversity and heterogeneity. Therefore, any discussion about elders must recognize 
that diversity within specific groups is expected—in our case, among older Whites.

In his reflections on the Surgeon General’s Report of Mental Health, Culture, 
Race, and Ethnicity, Lopez (2003, p. 419) underscores the message that “culture 
counts.” This report focuses attention on four minority groups: African Americans, 
American Indians and Alaska Natives, Asian Americans and Pacific Islanders, and 
Hispanic Americans and emphasizes the heterogeneity within each of these main 
minority groups. It remains a disservice to Whites if the heterogeneity within this 
majority group is unrecognized. Wykle and Musil (1993) discuss a number of social 
and cultural factors that affect the mental health of elders including gender, socio-
economic status, negative life events, physical health, social support, and race and 
ethnicity. Historical and social contexts also result in significant diversity with all 
ethnic, racial, and cultural groups including Whites.

The original Surgeon General’s Report on Mental Health (1999) was inadequate 
in that it did not address the importance of culture, race, and ethnicity. In response, a 
separate report focused on mental health, culture, race, and ethnicity. Lopez (2003) 
indicates that two tensions remain unresolved: 

• Recognition that culture is not static (within a group) but a fluid process—one 
not constrained by ethnic and racial boundaries; and

• Many individuals, including Whites, are omitted from this examination of mental 
health, culture, race, and ethnicity—“By practically excluding white folks from 
our analyses, the considerable diversity within their group and their commonali-
ties with minority groups are not available for consideration” (pp. 425–426).

E. C. Chang, C. A. Downey (eds.), Handbook of Race and Development in Mental Health, 
DOI 10.1007/978-1-4614-0424-8_14, © Springer Science+Business Media, LLC 2012

Chapter 14
Older White Adults and Mental Health

B. Jan McCulloch, Sara Lassig and Amanda Barnett

B. J. McCulloch ()
Department of Family Social Science, University of Minnesota, 290 D McNeal Hall,  
1985 Buford Avenue, St. Paul, MN 55108, USA
e-mail: jmccullo@umn.edu



244

Historically, the mental health of older adults has been a relatively neglected area of 
scholarship. In fact, public and professional stereotypes of aging frequently associ-
ated mental illness with normal aging. More recently, elders’ mental health has been 
recognized as an essential dimension of quality of life. Finch and Tanzi (1997) note 
that the interplay between genetic risk and lifestyle is an important factor affecting 
quality of later life.

Early studies examining elders and mental health largely ignored the signifi-
cance of examining race, culture, and ethnicity. Although most studies consisted of 
White samples, relatively few studies focused on how majority status might interact 
with factors influencing specific mental health problems, help-seeking behaviors, 
or treatment. In short, as we are just beginning to understand how the cultural, so-
cial, and historical contexts of minority elders affect their mental health, so too are 
we beginning to examine these links for White elders.

The Surgeon General’s Report on Mental Health (1999) concludes that, through-
out the life cycle, continual intellectual, physical, and social activities are impor-
tant to the maintenance of later life mental health. Rowe and Kahn (1998), in their 
book on successful aging, also concur. They define successful aging as having three 
components: a low risk of disease and disease-related disability, high mental and 
physical functioning, and active engagement with life (p. 38). In addition, multiple 
factors affect the mental health adjustment of older adults including biological; psy-
chological; and sociological, historical, and cultural determinants (Wykle and Musil 
1993).

When mental health is described generally across the life span, older adults have 
less mental illness as compared to their younger counterparts including less affec-
tive, anxiety, and substance disorders. The ways in which older adults experience 
mental illness also may be different compared with younger adults (Wykle and 
Musil 1993). Elders have significantly higher rates of severe cognitive impairment 
including Alzheimer’s disease, multi-infarct dementia, and delirium (Rabins 1992; 
Regier et al. 1988). Jeste et al. (1999) indicate that by 2030, 15 million elders will 
live with a psychiatric illness. In support, Bartels (2004) states that, by the year 
2030, older adults with a major psychiatric illness will more than double. Bartels 
(2004) also provides prevalence rates for elders with schizophrenia (0.5%), bipolar 
disorder (0.2%), and major depression (ranging between 1–5%). In addition, others 
report that between 15–25% of the older adult population living in institutional set-
tings experience incidences of either minor or major depression (National Institutes 
of Health 1991).

This chapter is divided into four sections. The first section characterizes the older 
adult population in demographic terms, provides information concerning preva-
lence and economic costs of mental illness, and concludes with a brief discussion of 
stigma. The second section highlights information concerning White elders with a 
focus on adaptability and resilience. The third section presents three mental health 
issues common for elders, including older Whites—dementia, depression, and anxi-
ety. The final section provides an integrative discussion including recommendations 
for the future.

B. J. McCulloch et al.



245

Demographic Profile and Economic Consequences

Demographically, the world’s population is aging. In 2000, elders represented ap-
proximately 7% of the worlds’ population or 420 million people (U.S. Census Bu-
reau 2005). In the United States, approximately 12% of the total population is 65 
years of age and older (U.S. Census Bureau 2005). Of this group, approximately 
83% are classified as White, non-Hispanic (U.S. Census Bureau 2005). In addition, 
within today’s older population, the fastest growing segment of elders are 85 years 
of age and older. By 2030, this segment of the older population will expand rapidly 
as the baby boomers move into this age group (U.S. Census Bureau 2005). For US 
citizens, long life has become an expectation for most. For example, we consider 
the age of 80 as normative and no longer, particularly for women, consider the age 
of 90 as exceptional (Zarit 1998).

By 2030, almost 1 in every 5 Americans—72 million people—will be 65 years 
of age and older (National Institutes of Health 2006). Extrapolating Day’s (Day 
1996) findings from a decade ago, the White non-Hispanic population is estimated 
to double over the next 30 years while Latino elders will increase tenfold and Afri-
can American elders will increase threefold.

In addition to the sheer number of the increasing older population, it remains 
important to consider the numbers of elders who reside in institutional settings—a 
characteristic not normative for younger age groups. Approximately 6% of older 
adults 65 years of age and older live in group quarters, including nursing homes, 
psychiatric hospitals, and adult group homes. This figure averages the 2% of el-
ders 65–74 years of age as well as 22% for those elders 75 years of age and older 
(U.S. Census Bureau 2004). Zarit (1998, p. 85) notes that “[N]ursing homes have 
largely replaced public mental hospitals as the primary treatment setting for all 
older adults.” Of particular relevance here, Gatz and Smyer (1992) estimate that 
between 43–60% of elders admitted to nursing homes have some type of mental 
health problem.

We might wish to better understand the older White adults’ mental health as a 
purely academic exercise. However, we are faced with a demographic and eco-
nomic necessity of understanding and developing appropriate mental health treat-
ments for older adults. Quoting the Surgeon General’s Report on Mental Health 
(1999, p. 381),“[D]isability due to mental illness in individuals 65 years of age and 
older will become a major public health problem in the near future because of de-
mographic changes.” Data are quite limited regarding age-specific costs of mental 
health care. However, Garske et al. (1999) indicate that when direct and indirect 
costs of mental illness are combined, the United States spends approximately $150 
billion annually. When the use of community-based public health service use was 
examined among older San Diego County elders, Gilmer et al. (2006) reported that 
the use of emergency services increased with age while outpatient service use de-
clined.

One cannot address mental health and older adults without brief mention of the 
role stigma plays in elders’ willingness to seek and accept treatment. Gary (2005, 
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p. 980) defines stigma as “a collection of negative attitudes, beliefs, thoughts, and 
behaviors that influences the individual, or the general public, to fear, reject, avoid, 
be prejudiced, and discriminate against people with mental disorders.” Sartoruis 
(2003) notes that examination of stigma, mental illness, and elders remains scant. 
We suggest that ageist attitudes and negative stereotypes combine with stigma relat-
ing to mental illness to create an additional example of double jeopardy. Delpa et al. 
(2005), in their study of stigma among Dutch elders, indicates that stigma results 
in negative consequences because it undermines elders’ self-esteem and psycho-
logical well-being, and negatively affects their own behaviors for treatment and 
social adaptation. They go so far as to state that “stigma may be more damaging to 
an individual’s quality of life than a socially withdrawn existence” (p. 147). Bull 
(1998), in his examination of mental health and rural elders, also focused on treat-
ment behavior when he noted that elders refused to seek mental health assistance for 
a number of reasons including identification within their small town network and 
fear of being labeled “crazy.”

Although not specifically associated with stigma, studies have shown that elders 
are less likely than younger individuals to seek assistance for mental health prob-
lems. For example, Burns and Taub (1990) indicate that just less than 8% of older 
adults living within the community were in need of mental health assistance, but 
only about 2.5% actually received treatment from mental health professionals with 
an additional 2.4% receiving assistance from their primary care physicians.

Perhaps the most discouraging aspect about mental health problems among 
older adults is the false assumption that mental health decline is an inevitable con-
sequence of aging—an assumption that has resulted in inadequate treatment for 
elders’ psychiatric symptoms (Wykle and Musil 1993). For example, persistent be-
reavement and/or serious depression are not characteristic of later life, should not be 
considered normal, and should be treated appropriately (Surgeon General’s Report 
on Mental Health 1999). One of the most important breakthroughs in increased 
attention to the mental health of older adults has been confirmation that, although 
there are some changes in mental health functioning with age, there is little support 
for the negative stereotypes that are so commonly associated with the mental health 
of elders. It is estimated that approximately 20% of individuals 55 years of age and 
older, however, experience mental disorders that are not part of the normal aging 
process (Surgeon General’s Report on Mental Health 1999).

Elders’ Adaptability and Resilience

Although many are not aware of factors that assist older adults with adaptability and 
resilience, several characteristics have been noted. For example, elders benefit from 
“stable intellectual functioning, capacity for change, and productive engagement 
with life” (Surgeon General’s Report on Mental Health 1999)—personal charac-
teristics often not associated with later life, but consistently evident among healthy 
older adults. Rowe and Kahn (1998) also suggest that some human attributes in-
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crease with age. The primary of these is wisdom, a valued characteristic that occurs 
with individuals’ accumulation of life experiences. With age, “we become wiser 
about ourselves and others, about the uncertainties of life, about what is ultimately 
important and unimportant in people’s lives, about things that change and things 
that do not change in human affairs” (Rowe and Kahn 1998, p. 140).

The importance of education as the foundation for life-long resources also has 
been shown to significantly affect later life in a number of domains (Rowe and Kahn 
1998). Albert et al. (1995) reported that education, assessed by years of schooling, 
was the strongest of four significant predictors (education, strenuous activity in the 
home, peak pulmonary flow rate, and self-efficacy) of high cognitive functioning 
in later life.

We have chosen to include this section on older adult’s strengths by briefly out-
lining findings from a longitudinal study conducted by Johnson and Barer (1997) 
as a way of highlighting attributes of very late survivorship, an important group in 
light of the significant increases in elders over the age of 85. We also believe the 
differences between these very old survivors and much of our understanding of suc-
cessful aging are important to highlight.

Johnson and Barer reported on a White sample of elders living in the San Fran-
cisco area who were 85 years of age and older. These elders, when compared with 
national statistics on Whites, were similar in that they were predominantly women, 
widowed, and living alone. About one-third had no children and had witnessed the 
death of at least one of their children. Even though a large proportion had difficulty 
functioning, they continued to live a relatively independent life and they viewed 
their health as good.

Johnson and Barer conducted their study over a six-year period with the goal 
of examining data on the objective and subjective experiences of adapting to the 
inevitable challenges of advanced age. They reported that, for the most part, their 
respondents: 

• Emerged as a group with special status because of their long-term survivorship, 
a status that may be primarily relevant to this cohort of elders.

• Discussed life and experience with a “profound grasp of the practical and philo-
sophical aspects of long-term survivorship.”

• Maintained a positive sense of well-being and pride because of their long-term 
survival status.

• Were different from younger elders because they had outlived their predicted life 
span (p. 4).

In contrast to discussions of successful aging, Johnson and Barer found that by the 
age of 85, the majority of White elders in their study experienced some disability 
and social losses but that their subjective well-being improved (italics added). In 
the face of increasing dependence and loss, these long-term survivors provide us 
with a more nuanced way of defining what it means to be resilient and adaptable. 
Significant findings from this study included: 
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• Elders were active agents in the management of their daily lives which included 
the mobilization of others if they were incapacitated.

• Elders drew on both cognitive and emotional processes to provide meaning to 
their daily experiences.

• Elders reconstituted their self-concepts to be in concert with the realities of their 
lives.

• Very old survivors were different from younger elders in the ways that they 
adapted to problems of aging: 

− They detached themselves from financial and family worries.
− They complained less of emotional problems.
− They felt it less necessary to exert mastery or control over their lives.
− They faced less outside stressors and hassles—they eliminated some of the 

sources of their stress as a way of coping.
− Since others placed fewer demands on them, they “were free to cope with 

their limitations without distractions” (p. 221).

• When White elders’ social relationships were examined, they were described as 
follows: 

− One-third did not have living children.
− Some childless elders had strong intergenerational relationships with nieces 

and nephews.
− Most reported having as many social relationships as they wanted.
− Fifty-three percent could identify a close friend even though they spoke of the 

deaths of friends and family.
− Although many (about 45%) continued to form new friendships, the defi-

nition of friendship was expanded to include those associations made, for 
example, at church or senior centers.

We have highlighted Johnson and Barer for two primary reasons. First, they provide 
needed information about how individuals of advanced age interpret their experi-
ences to reframe daily experiences in such a way that most report high subjective 
well-being. These oldest old do this at a time in their lives when many might judge 
their existences as lonely, physically challenging, narrowly focused, and lacking in 
meaning. Second, as more of the population reach these advanced ages, it is impor-
tant to be aware of the resilience and quality of life among individuals most likely to 
be at a stage in life where the definition of successful aging is no longer applicable.

Dementia, Depression, Anxiety, and Older Whites

In this, the third section of this chapter, we provide information on three mental 
health problems commonly associated with later life. This is not to say that the three 
we have chosen to emphasize are the only mental health issues that affect elders’ 
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quality of life; they are, however, the most commonly examined issues appearing in 
gerontological research on elders and mental health.

Dementia

“Dementia” is a general term meaning the loss of memory and other intellectual 
abilities (such as thinking, reasoning, and remembering) that is serious enough to 
interfere with daily life (Alzheimer’s Association 2007), and is many elders’ most 
feared diagnosis (Rowe and Kahn 1998). By itself, dementia is not a disease, but 
instead, a group of symptoms that may accompany certain diseases or conditions 
(Alzheimer’s Association 2007). Symptoms may include disorientation of time and 
place, lack of judgment, difficulty with abstract thinking, and changes in personal-
ity, mood, and behavior. Although dementia is irreversible when caused by disease 
or injury, it may sometimes be reversible when caused by drugs, alcohol, hormone 
or vitamin imbalances, or depression (Alzheimer’s Association 2007).

The most common form of dementia is Alzheimer’s disease, which is a non-
curable disease of the brain that causes a steady decline in memory and results in 
dementia. Providing care to an individual with Alzheimer’s disease or a related de-
mentia is a challenging undertaking that brings with it many demands and difficul-
ties for the families of the over five million individuals afflicted with Alzheimer’s 
disease. Because many of these caregivers are elders themselves, the mental health 
of multiple persons in the family system may be affected by a diagnosis of Al-
zheimer’s disease. Numerous studies have found that caregivers of individuals with 
Alzheimer’s disease or related dementias also are at increased risk for poor mental 
and physical health outcomes when compared to well-matched noncaregiving con-
trols (e.g., Anthony-Bergstone et al. 1988; Haley et al. 1987).

Dementia cuts across all cultural and racial lines, as demonstrated by the fact that 
nearly half of persons over the age of 85 have Alzheimer’s disease (Alzheimer’s 
Association 2007). Certainly, dementia is not a mental health concern affecting 
only Whites. By 2050, someone will develop Alzheimer’s disease every 33 sec-
onds as compared to every 72 seconds in 2006 (Alzheimer’s Association 2007). 
Prior research has, however, shown that there are differences in the prevalence and 
etiology of dementia between various races. Weintraub et al. (2000), found that the 
rate of dementia on admission to nursing homes was higher among Black residents 
than among White residents, at 77 and 55% respectively. Additionally, Miles et al. 
(2001) found that African Americans had higher prevalence of vascular dementia 
and lower prevalence of Parkinsonian dementia than Caucasians. Despite the find-
ings that at least some forms of dementia may be more present in other races than 
Whites, dementia remains a critical mental health concern for all older adults, in-
cluding Whites.

In their examination of dementia among three ethnoracial groups, Gurland et al. 
(1999) reported that across age strata (65–74, 75–84, 85+), Whites had consistently 
lower prevalence as well as incidence rates of dementia as compared with Latinos 

14 Older White Adults and Mental Health



250

and African Americans. In the age strata of 85 and older, prevalence rates were 
62.9% for Latinos, 58.6% for African Americans, and 30.2% for Whites (Gurland 
et al. 1999). The most powerful correlate of lower rates of dementia for Whites was 
better education.

Elders with low education, regardless of race or ethnicity, have higher than ex-
pected rates of dementia (Bachman et al. 1992; Folstein et al. 1991; Gurland et al. 
1995; Zhang et al. 1990). Those with less education are also more likely to have 
multi-infarct dementia (Folstein et al. 1991) dementia relating to alcohol misuse, 
and unspecified dementias (Fratiglioni et al. 1991). All ethnic and racial groups 
demonstrate sharp rises in rates of dementia with age.

Each year, the direct and indirect costs of dementias, including Medicare and 
Medicaid costs and the indirect cost to business of employees who are caregivers 
to persons with dementia, amount to more than $148 billion. As of 2010, the cost 
of Medicaid spending for nursing home care for individuals with dementia is esti-
mated to be at $24 billion (Alzheimer’s Association 2007).

Depression

Depression, which affects more than 121 million people worldwide, is a common 
mental disorder that presents with depressed mood, disturbed sleep or appetite, feel-
ings of guilt or low self-worth, loss of interest or pleasure, low energy, and poor 
concentration (World Health Organization (WHO) 2007). These challenges may 
become chronic or recurrent and lead to significant impairments in an individual’s 
ability to take care of his or her everyday responsibilities (World Health Organiza-
tion (WHO) 2007).

In addition, depression can also foretell of other serious illness. Katz (1998) 
indicates that depression can increase stress, morbidity, and disability. It also can 
portend increased mortality from heart disease and possibly cancer (Frasure-Smith 
and Lespérance1995; Penninx et al. 1998). Depression can also lead to suicide, a 
tragic fatality associated with the loss of about 850,000 thousand lives annually 
(World Health Organization (WHO) 2007).

Data remain inconclusive regarding age (Kessler et al. 2003; Weissman et al. 
1991) as well as racial differences in depressive symptoms (Somervell et al. 1989). 
However, it would appear that depressive symptomatology among elders is most 
frequently caused by emotional suffering (Blazer 2003; Cole and Dendukuri 2003) 
and in the context of physical impairment (Hays et al. 1997). Katz (1998) sug-
gests that the guilt and self-reproach frequently associated with depression among 
younger adults may be less common among elders while symptoms of a somatic 
nature may be more common.

In one of the most recent studies examining racial differences among African 
Americans and Whites, Sachs-Ericsson et al. (2005) concluded that neither being 
African American nor White was a risk factor in later life depression. Rather, socio-
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economic factors were significant in explaining the association between race and 
depressive symptomatology in both cross-sectional and longitudinal analyses.

Estimates of the rates of depression among the older population are inconsistent. 
Part of this inconsistency results from how depression is defined (major vs. minor) 
and whether elders are residing in community or institutional settings. Some sug-
gest prevalence rates for major depression to range from 1–5% (Hybels and Blazer 
2003) to as high as 15% for depression (unspecified) among community dwelling 
elders (National Mental Health Association 2003; Meador and Blazer 1998). Higher 
rates of depression are estimated for elders receiving health care at home (13.5%) 
(Bruce et al. 2002), 11.5% of elders residing in hospital settings (Hybels and Blazer 
2003), and between 25–30% for persons living in nursing homes (National Mental 
Health Association 2003; Rovner 1993).

Depression, in addition to being a widely under-treated and under-recognized 
medical illness (Lyness et al. 1995), is also one of the conditions most commonly 
associated with suicide in older adults (Conwell and Brent 1995). Although elders 
comprise 12% of the US population, they account for 16% of all suicide deaths in 
2004 (National Institute of Mental Health (NIMH) 2003). Suicide rates increase 
with age and are highest among Whites, particularly for males (Spicer and Miller 
2000). White men, 85 years of age and older, are most likely to die by suicide (U.S. 
Census Bureau 2005).

In the case of older adults, suicide acts involve lethal methods, including fire-
arms (the most common), drowning, and hanging (Spicer and Miller 2000). Koenig 
and Blazer (1992) indicate that elders commit approximately 17% of all suicides. 
For older White males, suicide is a leading cause of death (Wykle et al. 1992). In ad-
dition, many older adults who die by suicide, up to 75%, visited a physician within 
a month before their deaths (Conwell 2001).

White older adults are at an even higher risk for suicide than older adults in 
general. White men 85 years of age and older have the highest rate of suicide, at 59 
suicide deaths per 100,000—five times the national rate of 10.6 (National Institute 
of Mental Health 2003). Further, White men over the age of 65 have a suicide rate 
over triple that of the general suicide rate in the United States and are three times 
more likely to commit suicide than women of the same age group (National Center 
for Health Statistics, National Health Interview Survey 2005).

The good news is that research has shown elders—even those in institutional 
settings—respond to active treatment (Katz 1998). Katz makes clear that “major 
depression is a treatable clinical disorder, not an existential state” (p. 464).

Anxiety

Even though depression is more often discussed as a mental health problem for 
older adults, it may not be the most common. According to the 1999 Surgeon Gen-
eral’s Report on Mental Health, anxiety disorders are the most common form of 
mental illness among adults 55 years of age and older. Wykle and Musil (1993) sug-
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gest that “[A]cross the life span, only substance use disorders in males aged 18–44, 
affective disorders in women 25–65, and severe cognitive impairment in those 75 
years of age and older are more prevalent than anxiety disorders” (p. 7). Among el-
ders, individuals are more than twice as likely to suffer from anxiety as depression. 
Anxiety disorders such as panic attacks, obsessive-compulsive disorder, and pho-
bias are important but understudied among older adults (Surgeon General’s Report 
on Mental Health 1999). According to estimates presented in this report, during any 
one year, about 11.4% of adults aged 55 and older have anxiety (Surgeon General’s 
Report on Mental Health 1999). In addition, the likelihood of an older adult devel-
oping an anxiety disorder greatly increases if depression is also present. Mehta et al. 
(2003) found that anxiety symptoms occurred in 15% of older people without de-
pression and 43% of those with depression. Of non-depressed older people, White 
older women were the most likely to have anxiety symptoms, with 20% prevalence 
(Mehta et al. 2003).

Some anxiety disorders, receiving little previous study in older adults, are now 
becoming more prevalent as the need for attention increases. Post Traumatic Stress 
Disorder (PTSD) is one such example. PTSD, classified by the DSM-IV as a stress 
disorder type of anxiety disorder, is on the rise in older White males. McFarlane and 
Yehuda (1996), for example, found that 19 years post combat, 15% of the veteran 
cohort they examined had PTSD.

The Bigger Picture

Dementia, depression, and anxiety are all significant mental health concerns for 
White older adults. However, of more importance, are the effects that these three 
mental health concerns have on older adults’ overall quality of life. Certainly, some 
mental health concerns, such as suicide, are clearly more visible and problematic in 
older White adults than in non-White older adults. Although conclusions regarding 
differences in the incidences, etiologies, and treatments of dementia, depression, 
and anxiety between racial and ethnic groups remain tentative, the fact remains that 
older adults, in general, remain the most susceptible group facing dementia, depres-
sion, or an anxiety disorder.

Discussion

The purpose of this chapter has been the outline of mental health issues for older 
adults and the provision of specific information where appropriate concerning older 
Whites. Older adults, regardless of race or ethnicity, generally experience less men-
tal illness as compared to younger adults. However, increasing numbers of elders 
now and for the future suggest the importance of greater focus on identifying mental 
illness among elders, insuring access for help-seeking, and developing appropriate 
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clinical treatments. The direct health care costs as well as the indirect costs for de-
layed or failed treatment are estimated to be in the billions of dollars—a figure that 
also is estimated to increase in the future.

Although it does appear clear that older White men are significantly more likely 
to commit suicide than other older males, older females, and younger males, con-
clusive evidence of striking racial and ethnic differences in mental illness among 
elders remains elusive. This lack of consensus is likely, in part, due to the availabil-
ity and empirical validation of culturally specific diagnostic tools. If we are to gain 
momentum in understanding what race/ethnicity and culture mean in the context of 
aging and mental health, however, a greater understanding beyond the use of these 
factors as proxy variables in quantitative analysis must occur. Qualitative studies 
that provide a more in-depth understanding of the meaning of aging and mental 
health in the context of race/ethnicity and culture are needed. We wish to make clear 
that the importance of quantitative studies is not diminished by these recommenda-
tions. We recognize that, if we are to have a thorough understanding of how race/
ethnicity and culture interface with older adults and their mental health, we cannot 
do this without a more in-depth understanding.

In addition, our writing of this chapter increased our own awareness regarding 
how little we know about what it truly means to be a White older adult experiencing 
aging and, possibly, mental illness. Few studies have focused on the meaning of be-
ing a member of specific racial/ethnic and cultural groups. We conclude that little is 
known about what it means to be “White”—the dominant political race and cultural 
presence—in the context of aging and mental health. Roedinger (2006) suggests 
that we are just beginning to develop critical studies of “whiteness.” Studies are 
needed that move beyond proxy explanations; studies that strive to understand how 
being a member of diverse racial and ethnic groups affects an older adult’s inter-
pretation of mental illness, willingness to access service, treatment by professionals 
and others, and mental health outcomes.

Additional studies also are needed that clearly integrate mental and physical 
health. Bartels (2004) emphasizes this in his examination of severe mental ill-
ness (SMI) and medical comorbidity. He concludes that “[M]edical illness in older 
adults with SMI is associated with early mortality, disability, reduced functioning, 
and greater rates of nursing home placement and high-cost emergency services” 
(p. S255). This recommendation suggests that the time has come to formulate mod-
els that capture the complex interface of mental and physical health in the context 
of race/ethnicity and aging—a daunting task but one that is needed if we are to im-
prove individuals’ quality of life—lives that are characterized by such complexity.

Review of Johnson and Barer’s study of very late life survivorship provides re-
sults that call our attention to the ways in which we often view aging and later life—
research and practice focusing on issues and weaknesses rather than on resilience 
and well-being. As we have increasing numbers of adults reaching advanced age, it 
seems likely that early assumptions about aging might need re-examining. Studies 
are needed that critically examine successful aging, quality of life, and subjective 
well-being to disentangle adaptation and resilience. How are these concepts related 
to survivorship and healthy aging? What does “healthy aging” mean in the context 
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of advanced old age? If individuals live to advanced old age, should the definitions 
of successful aging be modified to more clearly define the realities of life at these 
advanced ages?

Recent studies examining stigma indicate that much work remains if we are to 
reduce public discrimination and fear of individuals with mental illness (Teachman 
et al. 2006). A primary governmental and professional goal must be outcomes that 
increase public mental health literacy. Great strides have been made as increasing 
numbers of professionals have received training in aging and the needs of older 
adults. However, for many elders and their families, the primary—and often only—
health care professional from whom they seek assistance will be a primary physi-
cian, not a mental health professional, let alone a professional with knowledge and 
experience about older adults.

In the area of clinical treatment, greater general knowledge is needed regarding 
the positive outcomes for treatment of mental illness for elders. Appropriately treat-
ing mental health problems in older adults accrues additional benefits to overall 
health by improving interest and ability to care for self and increases the likelihood 
that elders will adhere to care provider advice and direction, particularly regarding 
compliance with medications (Surgeon General’s Report on Mental Health 1999).

When we examine mental illness, elders, including older Whites, remain an 
under-served and under-diagnosed group. As the population ages, greater numbers 
of aging individuals will experience mental illness. Greater attention is needed to 
improve diagnosis, treatment, and assistance in getting appropriate care for these 
individuals. No statement more clearly underscores this need than that provided in 
the NIH Consensus Statement regarding depression in later life:

Many of our senior citizens will live their final years in despair and suffering without any 
appreciation of their affliction or the understanding and comfort of those most dear to them. 
Professional help is not often sought or offered, and depression is not likely to be brief. 
The likely consequences are loss of personal happiness and severe strain on living circum-
stances. Depression may trigger a shift from home to a nursing facility, or may shift the 
person from a warm and respected friend or loved one to an isolated individual with lost 
status. Untreated depression costs money because physical illness requires more medical 
services, living arrangements become institutional, and employment is lost. These costs 
should be substantially preventable with presently validated case recognition and treatment 
techniques (1991, p. 1023).
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The Latino population accounted for over 50% of the US population growth be-
tween 2000 and 2005 (Pew Hispanic Center 2006) and is expected to continue to 
increase, from 14.5% currently to more than 25% of the total US population by 
2050 (U.S. Census Bureau 2003). A deeper examination of these numbers reveals 
that a quarter of this Latino population is young, with 11.3 million children and 
adolescents. These Latino youth are exposed to a number of challenging conditions 
that place them at increased risk for social, educational, and psychological difficul-
ties. Rates of anxiety, depression, juvenile arrest, substance use, school dropout, and 
teenage pregnancy are higher for Latino youth when compared to the general popu-
lation (Gonzales et al. 2002; Jones and Krisberg 1994; National Institute on Drug 
Abuse (NIDA) 1998; Roberts and Chen 1995; Woodward and Fergusson 2001). 
Given these demographic trends, greater understanding of risk and protective pro-
cesses that contribute to these disparities is needed to inform effective intervention 
strategies for Latino children and adolescents.

Although Latinos are often discussed as if they are one homogenous group, in re-
ality they are characterized by tremendous heterogeneity. Latinos include individu-
als who can trace their ancestry to 1 of more than 20 Spanish-speaking countries, 
each possessing a unique culture that has grown out of its own particular social, 
political, and economic history. Mexico is the country of origin from which the 
overwhelming majority of US Latinos trace their ancestry followed by Puerto Rico, 
Cuba, El Salvador, and the Dominican Republic (see Table 15.1). Latinos of vari-
ous national origins typically have considerable differences in the timing, reasons, 
and conditions of immigration to the United States, the geographic locations and 
characteristics of the US communities in which they have settled, demographic fac-
tors (e.g., education level, family structure, fertility), and the cultural practices they 
maintain as a group, as well as their rate of integration with the mainstream US pop-
ulation. Although the bulk of prior research has glossed over such differences and 
examined Latinos as one monolithic group, some studies that do compare across 
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Latino subgroups have reported large differences in the prevalence of mental health 
disorders and other critical outcomes, such as high school completion, substance 
use, and teenage pregnancy (Alegriaet al. 2006; Delva et al. 2005; U.S. Department 
of Education 2000; Guilamo-Ramoset al. 2005; Roberts et al. 1997).

Variability across Latino subgroups is not solely explained by country of origin, 
but is also linked to individuals’ birthplace. For example, fertility rates indicate 
that Latinas born in the United States and who had a birth in the past year are more 
likely to be unmarried (46.9%) compared to their foreign-born counterparts (31.8%; 
Pew Hispanic Center 2006). Foreign-born Latino youth also are more likely to live 
in two-parent homes with more family members, and parents in these families are 
more likely to be employed, albeit in lower paying jobs, than US-born Latinos (Her-
nandez et al. 2007). Epidemiological studies also find differences between US- and 
foreign-born Latino youth in prevalence for mental health and social problems, but 
these data are inconsistent. Foreign nativity has often been reported as protective 
against the development of substance use and externalizing problems, a phenom-
enon which some scholars have dubbed the “immigrant paradox” given the osten-
sible disadvantages to being foreign born (see Gonzales et al. 2002 for a review). 
However, other studies find that foreign-born youth have higher rates of behavioral 
problems and psychiatric illness (Brindis et al. 1995; Weiss et al. 1998).

The tremendous heterogeneity across and within the various Latino populations 
can create very different challenges in the lives of Latino youth, making it difficult 

Table 15.1  Detailed Latino Origin, 2005. (Source: Pew Hispanic Center, September 2006)
Number Percent of Latinos

Mexican 26,784,268 63.9
Puerto Rican 3,794,776 9.1
Cuban 1,462,593 3.5
Dominican 1,135,756 2.7
Costa Rican 111,978 0.3
Guatemalan 780,191 1.9
Honduran 466,843 1.1
Nicaraguan 275,126 0.7
Panamanian 141,286 0.3
Salvadoran 1,240,031 3.0
Other Central American 99,422 0.2
Argentinean 189,303 0.5
Bolivian 68,649 0.2
Chilean 105,141 0.3
Colombian 723,596 1.7
Ecuadorian 432,068 1.0
Peruvian 415,352 1.0
Uruguayan 51,646 0.1
Venezuelan 162,762 0.4
Other South American 89,443 0.2
Spaniard 362,424 0.9
All Other Latinos 3,033,648 7.2

N. A. Gonzales et al.
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to draw overarching conclusions about which set of circumstances will be most 
explanatory for any single subgroup. And yet, despite the obvious limitations of 
ethnic glossing, there are some unique challenges and resources that can potentially 
promote resilient outcomes across all groups that share common Latino cultural 
traits. These common risk and protective processes are the focus of the current 
chapter. Specifically, this chapter presents three conditions (see Table 15.2) that 
threaten successful adaptation for many Latino youth: poverty and high-risk neigh-
borhood environments, challenges associated with immigration and acculturation, 
and ethnic discrimination and stereotyping. Following our discussion of these risks 
and evidence for their role in the psychological adaptation of Latino youth, we dis-
cuss how three culturally linked protective resources—traditional familism values, 
ethnic identity, and bicultural competence—can potentially facilitate positive adap-
tation and resilient outcomes for Latino youth. Finally, we discuss how our current 
understanding of these risk and protective processes can be used to inform services, 
programs, and policies for this population.

Common Challenges for US Latino Youth

Consistent with the goals of this volume, we identified three broad challenges or 
“unique ecological circumstances” (Garcia-Coll et al. 1996) that research suggests 
are important for understanding the development and psychological well-being of 
Latino youth. Our thinking about these issues was guided by a cultural-ecological 
framework which recognizes the multiple contextual and cultural influences that 
overlap and interact to shape developmental processes and person–environment 
transactions over time (Bronfenbrenner 1979; Gonzales and Kim 1997; Szapocznik 
and Coatsworth 1999). In this framework, developing youth are viewed as influ-
enced by and needing to adapt to multiple social contexts simultaneously, including 
their families, peers, neighborhoods, and schools. This framework also recognizes 
the pervasive role of ethnicity and cultural factors, such as immigration and ac-
culturation, in shaping cultural ecologies and adaptive choices. Consistent with this 
perspective, we identified ecological circumstances that have broad effects on La-
tino youth because they shape daily experiences, interactions, and psychological 
outcomes within and across the multiple contexts of their lives. Though these risk 
conditions are described separately below for clarity, they are interrelated and typi-
cally co-occur. Similarly, while these conditions are salient to varying degrees for 

Cultural-ecological challenges Cultural strengths

Family and community 
poverty

Traditional Familism Values

Immigration and acculturation Ethnic identity
Discrimination and minority 

status
Bicultural competence

Table 15.2  Summative table
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all Latino subgroups in the United States, and for other ethnic groups as well, there 
is tremendous diversity of experience within and across groups.

Family and Community Poverty

When compared to the general population, US Latinos have lower educational at-
tainment and hold lower paying, less stable jobs that make it difficult to consistently 
provide for the needs of their families. Among US-born Latinos under 18 years of 
age, approximately 36.5% of Puerto Rican families live below the poverty level, 
followed by 30.1% of Mexican Americans, 26.7% of Central and South Ameri-
cans, and 18.1% of Cuban Americans. This is compared to only 8.1% of Whites. 
Consequently, a large proportion of Latino youth, across the different subgroups, 
encounter a host of barriers and threats to optimal development associated with low 
socioeconomic status and conditions of poverty. The evidence is overwhelming that 
children living in poverty are at greatly increased risk for a broad range of emo-
tional, behavioral, and cognitive problems (e.g., Conger and Conger 2002; Duncan 
and Brooks-Gunn 1997; Luthar et al. 1997; McLoyd 1998). For example, studies 
consistently find a strong link between family poverty and children’s lower cogni-
tive development, special education placement, grade retention, and school dropout 
(Brooks-Gunn and Duncan 1997; Jimerson et al. 2000). Moreover, across studies, 
low socioeconomic status is associated with nearly every diagnosed mental disorder 
(Costello and Angold 1995).

Socioeconomic disadvantage produces a cascade of daily life stressors and a def-
icit in resources for coping with such conditions. This pattern of increased stress and 
depleted resources cuts across the contexts of children’s lives (Tolan et al. 1997), 
beginning with the family environment. Research shows when Latino parents are 
unable to find or maintain stable jobs and a living wage, stress-related disruptions 
in the personal functioning and relationships of these caregivers have an adverse 
influence on effective parenting practices and parents’ relationships with their chil-
dren (Barrera et al. 2002; Dumka et al. 1997; Parke et al. 2004). Disrupted parent-
ing includes harsh and inconsistent disciplinary practices, inadequate monitoring of 
child activities, low involvement in the life of the child, and reduced nurturance or 
affection toward the child (Dumka et al. 1997; Gonzales et al. 2006; Gorman-Smith 
and Tolan 1998; Parke et al. 2004). These disrupted parenting practices have all 
been shown to mediate the relation between economic hardship and Latino youth 
behavior problems (Gorman-Smith and Tolan 1998; Lindahl and Malik 1999; Parke 
et al. 2004; Smith and Krohn 1995).

In addition, a majority of Latino families settle in low-income neighborhoods 
characterized by poverty, transience, high crime rates, and schools with fewer 
resources. Due to high levels of what Sampson calls social disorganization, eco-
nomically disadvantaged urban neighborhoods also have low levels of community 
resources, such as an absence of youth serving organizations that can facilitate 
positive development, and a lack of community level monitoring of youth activ-
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ity (Sampson et al. 1997). As a result, unsupervised peer groups and deviant peer 
activity emerge as serious threats in these neighborhoods (Tolan et al. 1997). Vigil 
(1999) estimates 4 to 15% (almost as many as 1 in 6) of the urban Latino popula-
tion are gang members or otherwise gang involved. Association with deviant peers 
increases risk for the onset of delinquency school dropout, depression, and mak-
ing “precocious transitions” (e.g., becoming pregnant, and premature independence 
from parents) in mid-to-late adolescence (Caetano et al. 2005; Krohn et al. 1997; 
Moffitt and Caspi 2001; Quinton et al. 1993; Stouthamer-Loeber et al. 2002; Vitaro 
et al. 1997).

The multiple stressors associated with family and community disadvantage also 
have direct effects on children’s coping abilities. Research has shown that active 
or engaged coping strategies predict better mental health outcomes for low-income 
youths and provide some protection against the negative effects of stress in an in-
ner city context (Gonzales et al. 2001; Tolan et al. 1997). However, this research 
also has shown the protective effects of active coping diminish when youth experi-
ence extremely high rates of uncontrollable, stressful life events. Moreover, inner 
city youth are more likely to use avoidant coping when they have been exposed 
to a lifetime of chronic stressful circumstances over which they have no control, 
leading to helplessness and increased risk for depression (Deardorff et al. 2003). 
Similar patterns may be seen for adolescents who reside in rural, low-income 
communities where resources are limited or when Latino adolescents experience 
discrimination. In these instances, the choice to avoid the stressor may be more 
beneficial than to confront it. Despite evidence that avoidant coping may be ben-
eficial in some circumstances, over reliance on avoidance as a general coping style 
is problematic because it undermines adolescents’ sense of mastery, future-ori-
entation, and goal-directed pursuits, all of which are important for optimal youth 
adjustment.

An additional complicating factor of disadvantaged communities is that ado-
lescents must satisfy basic needs for safety and social connection, and these needs 
are often more salient than their pursuits of positive future outcomes. For example, 
when faced with threats of victimization or other pressures from deviant peers, 
some youths will choose to engage in violence or other deviant acts in order to 
secure their safety, social status, and a sense of belonging, despite the fact that this 
choice may lead to serious consequences such as school expulsion or juvenile arrest 
(Tolan et al. 1997).

Immigration and Cultural Adaptation

Foreign-born youth and children of immigrants typically navigate multiple sets of 
expectations, values, and norms which can vary substantially across the family, 
school, and neighborhood contexts in the United States. The learning curve in this 
adaptation process may be more steep for those youth that have recently immi-
grated, but also occurs for the children living in Latino families who have been in 
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the United States for many generations. Aspects of the country of origin culture are 
retained through a process known as enculturation, while the process of learning 
English and US values and norms are typically called acculturation (Berry 2003). 
A growing number of theorists suggest that these acculturative and enculturative 
processes are separable, each representing a distinct axis of cultural change (Berry 
2003; Cuellar et al. 1995; Gonzales et al. 2002; Knight et al. 2007; Zane and Mak 
2003), and that individuals can achieve simultaneously high, simultaneously low, 
or quite different levels of adaptation to mainstream and ethnic cultures (Knight 
et al. 2007).

The dual processes of acculturation and enculturation can lead to increased 
opportunities for the development of competence, or increased risk and distress, 
depending on a number of factors. These variables include the social contexts in 
which these processes unfold, the degree to which the youth are exposed to cul-
turally linked stressors within these contexts, and the developmental stage of the 
child. For example, the process of learning English is more difficult for older versus 
younger immigrant youth, particularly when they attend schools that provide inad-
equate learning environments for students with limited English proficiency. Lan-
guage barriers and feelings of marginalization are typically even more pronounced 
for immigrant parents, particularly those that have limited opportunities to interact 
within mainstream settings (Garrison et al. 1999). These parents will experience 
the greatest difficulty linking to their children’s schools or accessing other needed 
services for family members, and their children may be placed in the position of be-
ing responsible for negotiating important family matters on their behalf. This phe-
nomenon, known as “cultural brokering” can disrupt normative parent–child roles, 
place a substantial burden on youth, and negatively impact their ability to invest in 
their own educational and developmental needs (Cooper et al. 1999). Teachers also 
may fail to initiate communication with parents because they cannot speak Spanish, 
do not understand expectations of Latino parents, and view parents as part of the 
problem in educating children, rather than as a resource (Delgado-Gaitan 1992). 
Language difficulties, lack of cultural capital relevant to school success, and the 
obligation to assist the family during times of emotional and financial stress may 
all help to explain why immigrant youth fail to achieve at the level of their US-born 
peers despite initially higher educational aspirations (Fuligni and Pederson 2002).

When the dual processes of acculturation and enculturation produce conflicts in 
cultural values across contexts (e.g., family vs. school; family vs. peer), these cul-
tural clashes may increase risk for psychological distress within Latino youth and 
between individuals within a family. For example, when family members follow 
divergent paths in the processes of enculturation and acculturation (e.g., children 
acculturating faster than parents) some youths may reject their culture of origin, 
giving rise to parent–child conflict, and adolescents’ loss of emotional and social 
support from their family (Szapocznik et al. 1990). Marital conflicts may be exac-
erbated as well, owing to shifting cultural values within and between parents (Gon-
zales et al. 2006; Parke et al. 2004). The combination of intergenerational and inter-
cultural conflicts may exacerbate normative family struggles and disrupt the tradi-
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tional structure of the family. These processes may contribute to problem behavior, 
substance use, and suicide attempts among more acculturated youth (Szapocznik 
and Coatsworth 1999; Zayas 1987).

Research on cultural adaptation has yielded inconsistent results in the predic-
tion of adolescent psychological well-being and mental health. Although the bulk 
of emerging evidence seems to suggest that more acculturated adolescents display 
higher rates of problem behaviors, including early age substance use and sexual 
activity (Gonzales et al. 2002), some studies have failed to find this pattern (Palleja 
1987). Evidence also suggests that depression and anxiety may be higher for these 
youth, but other studies suggest the opposite, with higher levels of acculturation 
being associated with higher rates of suicide attempts and psychiatric illness (Weiss 
et al. 1998). An important conclusion to be drawn from this mixed set of find-
ings is that enculturation/acculturation processes produce tremendous variability 
in outcomes with large group, generational, individual, and contextual differences. 
For example, although there is some evidence that the initial period following im-
migration is most difficult, this is likely to depend on the conditions surrounding 
migration. In one of the few studies that compared two Latino subgroups, Weiss 
et al. (1998) reported significantly higher rates of internalizing symptoms for youth 
from Central American compared to those of Mexican ancestry. These differences 
were attributed to the nature of the immigration process, which was largely invol-
untary for the Central Americans compared to the Mexican Americans. The major-
ity of Central Americans in their study were refugees or from families who were 
displaced or forced to flee their countries because of political persecution. Refugees 
are a subset of immigrants whose typical experiences involve physical and/or psy-
chological trauma, a factor contributing to their high rate of mental health problems 
for them and their children. Prior research has not adequately accounted for these 
historical or contextual differences or the way in which one’s cultural orientation 
(enculturation and acculturation) may interact with these broader contextual factors 
to predict differing outcomes (Birman et al. 2002).

Minority Status and Discrimination

Ethnic or racial discrimination, defined as unfair, differential treatment on the ba-
sis of race or ethnicity, is a common experience for members of ethnic minority 
groups in the United States (Garcia-Coll et al. 1996; Greene et al. 2006). Surveys 
of minority youth, including Latinos, reveal that 57% report being called a racially 
insulting name, 31% reported having been threatened by peers because of their race 
or ethnicity, and 42% believed they had been given a lower grade in school because 
of their race or ethnicity (Fisher et al. 2000). Latino youth describe discrimination 
based on English fluency, immigration concerns, negative stereotypes, poverty, and 
skin color (Edwards and Romero 2008). Stereotypes of Latinos often include ex-
pectations of academic incompetence and, for Latino boys, assumptions about the 
propensity for violence and delinquency (Gibbs 1998; Noguera 2003) that likely 

15 US Latino Youth



266

lead to more explicit forms of discrimination (e.g., being stopped by policemen, 
being followed in a store). There is an accumulating literature that suggests Latino 
youth of Mexican origin also face substantial marginalization in schools—espe-
cially related to relationships with teachers—that may contribute to poor academic 
achievement, persistence, and performance (Valenzuela 1999).

Perceptions of discrimination tend to increase with age (Fisher et al. 2000; 
Greene et al. 2006; Romero and Roberts 1998; Szalacha et al. 2003) and this is 
likely due to contextual, cognitive, and identity shifts that occur with normal devel-
opment. For example, as adolescents’ social worlds expand, they have more con-
tact with mainstream culture and more opportunities to experience discrimination, 
particularly as they attempt to access opportunities in mainstream institutions. As 
they begin to explore their ethnic identities, they also become increasingly sensitive 
and attuned to how others treat them, particularly those who are not part of their 
social groups, and they are increasingly able to discern and reflect upon how their 
ethnic group is evaluated by the larger society and to anticipate future discrimina-
tion (Phinney and Chavira 1992).

Although the prevalence of ethnic and racial discrimination has been well docu-
mented in the lives of ethnic minority youth, it is only recently that researchers 
have begun to explore the implications of discriminatory experiences for develop-
ment (Garcia-Coll et al. 1996). Research on the effects of racial and ethnic dis-
crimination has shown that it is associated with depression, anxiety, anger, lowered 
self-esteem, and risky health behaviors for minority youth (Chavez et al. 1997; 
Greene et al. 2006; Romero et al. 2007; Szalacha et al. 2003; Vega 1995; Wong et al. 
2003), and a host of negative physical and mental health outcomes for adults (Kes-
sler et al. 1999). These findings are consistent with social psychological research, 
which shows that experiences in which one’s ethnic group is devalued can lead to 
negative self-perceptions and increased susceptibility to mental and physical illness 
(Tajfel 1981). For example, Steele et al. (1995) have demonstrated that when an 
individual’s ethnic identity is attached to a negative stereotype in a testing environ-
ment, students underperform academically and suffer from high blood pressure and 
increased anxiety levels (Blascovich et al. 2001). Perceptions of racial and eth-
nic discrimination also may reduce adolescents’ self-efficacy and foster feelings of 
helplessness, discouragement, and frustration. These feelings may contribute to the 
development of depressive symptoms and declines in academic functioning over 
time (Simons et al. 2002).

However, as with all the contextual challenges discussed in this chapter, there is 
variability across and within groups, as well as individual variability in adolescents’ 
exposure and vulnerability to the negative effects of discrimination. For example, 
studies suggest that US-born and more acculturated Latino adolescents are more 
sensitized to the presence and more vulnerable to the effects of ethnic discrimina-
tion against their group (Umaña-Taylor and Updegraff 2007; Vega 1995). Vega and 
colleagues found that adolescents’ perceptions of discrimination and of the United 
States as a closed society showed a significant relation with behavior problems 
for US-born but not for foreign-born Latinos. Similarly, Umaña-Taylor and Upde-
graff (2007) found that Latino youth were more vulnerable to low self-esteem and 
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depressive symptoms as a result of discrimination if they had a strong orientation 
to the mainstream culture, but not if they had a low mainstream orientation. It is 
possible that US-born and highly acculturated Latinos are more susceptible to nega-
tive ethnic prejudices and stereotypes when they are more invested in the majority 
culture, and spend significant amounts of time in ethnically heterogeneous or pre-
dominantly mainstream social contexts.

The experience and impact of discrimination also varies as a function of an indi-
vidual’s social position. Research has indicated that for those students who are part 
of an ethnic group who are in the majority in the school or are “high in the [school’s] 
social hierarchy” (Way et al. 2005), the impact of discrimination is less severe com-
pared with students in the numeric minority or less popular. Illustratively, Greene 
et al. (2006) reported higher rates of perceived peer discrimination by Dominican 
than Puerto Rican high school students and attributed this difference to the numeri-
cal and social dominance of the Puerto Rican students in those schools. In general, 
there is consensus among scholars that discrimination cannot be examined in isola-
tion as a risk factor because its effects will depend on social status variables, includ-
ing low socioeconomic status, and whether discrimination occurs in the context of 
other ecological conditions that challenge the coping capacities of Latino youth.

Cultural Resources That Promote Positive Adaptation

As the foregoing discussion illustrates, Latino youth encounter unique challenges 
that arise from cultural-ecological circumstances associated with their ethnic group 
membership and other context defining factors, such as their family’s socioeco-
nomic status, history of immigration, integration with mainstream and ethnic com-
munities, and the location of their neighborhoods and schools. These converging 
cultural-ecological factors expose Latino youth to chronic adversities and cumula-
tive stressors that overwhelm their coping abilities and contribute to the troubling 
health, educational, and occupational disparities that currently exist. And yet, even 
when faced with these risks, substantial numbers of both US- and native-born La-
tino youth adapt quite successfully, succeed in school, and suffer no negative mental 
health outcomes. We propose that for these children and adolescents, specific cul-
tural-ecological factors combine to offer increased opportunities for development 
of competencies that enable them to become productive young adults, uniquely 
prepared for the demands of an increasingly multicultural, global society.

In this section, we discuss three interrelated, culturally linked resources that have 
been supported in the literature as factors that potentially contribute to positive 
adaptation of Latino youth and provide some protection against the challenges pre-
viously described. Along with our discussion of these cultural protective resources, 
we describe how they can inform the design of interventions, programs, and poli-
cies to better promote psychological well-being and success of Latino youth in the 
United States.
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Traditional Latino Familism Values

Familism, one of the most important culture-specific values of Latinos, describes a 
strong identification and attachment of individuals with their families (nuclear and 
extended) and strong feelings of loyalty, reciprocation, and solidarity among mem-
bers of the same family (e.g., Sabogal et al. 1987). Sabogal et al. (1987) described 
three facets of familism values: familial obligations, defined as the belief that fami-
ly members have a responsibility to provide economic and emotional support to kin; 
perceived support and emotional closeness, defined as the perception that family 
members are dependable sources of help should be united and have close relation-
ships; and family as referent, the belief that the behavior of an individual is a reflec-
tion of the whole family and family members’ behaviors should meet with familial 
expectations. These traditional Latino familism values and the resulting strength of 
family ties are core features of Latino culture, reflecting perhaps the most signifi-
cant common thread that cuts across all Latinos subgroups.

Although Latino families become more involved with social systems outside 
the family as they acculturate, many families maintain their internal patterns of 
relationships and a strong sense of family loyalty from generation to generation 
(Rueschenberg and Buriel 1989; Sabogal et al. 1987). A growing body of research 
suggests that when traditional familism values and behaviors are maintained, they 
function to promote healthy family interactions and decrease susceptibility to ac-
culturative strains and other negative influences outside the family (Germán et al. 
2008; Gil et al. 1994; Szapocznik et al. 1990; Vega et al. 1993). For example, sup-
port from family and kinship networks promotes positive adaptation during impor-
tant life transitions, such as pregnancy and the transition to parenthood, potentially 
offering some explanation for better birth outcomes consistently reported for low-
income Latino women relative to other low-income groups (De la Rosa 2002; Hei-
lemann et al. 2004; Kroelinger and Oths 2000; Laganá 2003; Martinez-Schallmoser 
et al. 2003; Page 2004; Pearce 1998). The extended family’s role in child-rearing 
following childbirth, and throughout childhood, also may protect children and fami-
lies from economic hardship (Garcia-Coll et al. 1996). Families who hold these val-
ues will be better prepared to deal with financial shortages and will be more likely 
than others to form alliances with family members and friends to solve economic 
problems.

In addition to maintaining family unity, traditional family values foster a sense 
of purpose and motivation for family members to make choices that are centered on 
the good of the family (Leyendecker and Lamb 1999; Vega 1995), and to prioritize 
their duty to protect and support the family above individual needs and goals. Per-
haps reflecting these cultural values, demographers have noted that Latino families, 
particularly immigrants, do not fit the profile of low work force participation and 
high rates of single-parenthood that are associated with other families in poverty 
(Guendelman and Abrams 1995). A strong family orientation also may motivate 
parents to meet the difficult demands of the parenting role, despite their econom-
ic and personal struggles (Fridrich and Flannery 1995). For example, White et al. 
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(2009) found that neighborhood disadvantage was associated with disruptions in 
parenting for Mexican American mothers, but these effects were not significant 
for those mothers in their sample that endorsed higher levels of familism beliefs 
(White et al. 2009). Studies also have shown that a sense of family obligation is as-
sociated with academic motivation among Latino youth, particularly a belief in the 
importance and usefulness of education (Fuligni et al. 1999). This “extra” academic 
motivation may derive from a desire to support and assist the family.

Finally, the value of family as referent can play an important role in fostering the 
conventional ties and behaviors of Latino youth, through the preservation of strong 
family bonds and parental authority described above, and through the desire to pro-
tect one’s family honor. Family honor can inhibit problem behavior because a per-
son will be mindful of the possibility that he or she may bring verguenza (shame) to 
the family through socially disapproved behavior (Zayas and Bryant 1984). These 
concerns may motivate youth to resist pressures to conform with delinquent peers 
out of a fear of disappointing significant others (Germán et al. 2008). There is a 
growing body of empirical research that has supported familism as an important 
protective factor for Latino youth against a variety of negative outcomes, includ-
ing substance use (Brook et al. 1998), poor academic performance (Valenzuela and 
Dornbusch 1994), externalizing behaviors (Gonzales et al. 2008), and the develop-
ment of deviant attitudes (Gil et al. 2000).

Ethnic Identity

Traditional familism values are but one aspect of enculturation that may be protec-
tive for Latino youth. Several authors assert that a strong ethnic identity, another im-
portant aspect of enculturation, operates as a protective resource for Latino youth, 
as well as for other ethnic minority groups (Parra and Guarnaccia 1998; Phinney 
and Chavira 1992). Ethnic identity refers to the psychological process by which 
individuals explore their ethnic background, resolve the meaning of their ethnic-
ity, and come to feel positively about their ethnic background (Umaña-Taylor et al. 
2004). Phinney (1990) asserts that strong ethnic identity is a key factor in the way 
immigrants meet the challenges in their new country (Phinney 1990).

Ethnic minority individuals who feel pride in their heritage and have a strong 
cultural identification have greater self-esteem (Phinney and Chavira 1992) and 
may be more resilient in coping with stress (Umaña-Taylor et al. 2004). Brook et al. 
(1998) found ethnic identity buffered the effects of risk factors for substance use, 
and also increased the potency of other protective factors (Brook et al. 1998). A 
growing body of evidence also indicates that a strong ethnic identity is a resource 
for minority youth to counteract the negative effects of discrimination. Strong posi-
tive feelings about one’s ethnicity can provide a means for Latinos and other minor-
ity individuals to focus on the positive aspects of their cultural identity and disavow 
ethnic and race-based stereotypes of their group. Studies that directly test the pro-
tective effects of ethnic identity find a significantly weaker association between 
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perceived discrimination and depression among individuals who report high levels 
of ethnic identity compared to their counterparts who report lower levels of ethnic 
identity (Mossakowski 2003; Noh et al. 1999; Romero and Roberts 2003; Sellers 
et al. 2003; Sellers and Shelton 2003; Wong et al. 2003). This research also sug-
gests, however, that the process of ethnic identity exploration may heighten sensi-
tivity to discrimination by emphasizing one’s difference from the dominant culture 
and escalating the stress of minority status (Greene et al. 2006; Phinney 1990).

Bicultural Competence

Although evidence suggests that a strong orientation to one’s ethnic culture may 
provide important resources for Latino youth in the United States, how they adapt 
to the overall demands of their bicultural world, including their integration with the 
mainstream culture, is also important. Although the acculturation process has the 
potential to increase exposure to a variety of risk processes described above, failure 
to integrate within the dominant US culture also limits youth adaptation because 
it can prevent youth from taking advantage of important opportunities and lead to 
isolation. In fact, Vega found that US-born Latino adolescents with low accultura-
tion levels experienced the highest rate of substance-use initiation and continued 
experimentation of all the Latino youth in their study. Vega attributes these findings 
to the “double-jeapordy” situation in which US-born Latino adolescents with low 
levels of acculturation find themselves. They suffer from the dual risk of language 
problems and limited life chances experienced by foreign-born Latino adolescents, 
and the perceived discrimination and acculturation conflicts experienced by US-
born Latino adolescents.

Emerging research suggests that the most resilient youth may be those that de-
velop strong ties and the ability to interact effectively within both ethnic and main-
stream contexts (e.g., LaFromboise et al. 1993; Rogler et al. 1991; Szapocznik et al. 
1980). Bicultural individuals benefit from knowledge and participation in the host 
culture, while retaining the positive, protective factors of their traditional culture. 
Thus, bicultural youth can navigate successfully multiple cultural contexts, and 
thus, experience less stress that could result from conflicting cultures. Bicultural 
individuals appear to benefit from the ability to shift their sociocognitive percep-
tual schemas in order to fit situational demands. This ability, called cultural frame-
switching, is more highly developed in bicultural individuals than it is in their low- 
or high-acculturated peers, allowing them to handle a wider range of culture-laden 
situations (Harriatos and Benet-Martinez 2002).

Consistent with this theorizing, biculturalism has been related to a number of 
indicators of positive adaptation and resilience among Latino youth, including 
greater self-esteem, ability to socialize in diverse settings, leadership abilities, aca-
demic and peer competence, and psychological well-being (Birman et al. 2002; 
Coatsworth et al. 2005; Parke and Buriel 1998; Szapocznik et al. 1980). Evidence 
also suggests that biculturalism reduces the risk of substance abuse and problem be-
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haviors and increases school engagement and achievement (Coatsworth et al. 2005; 
Goldberg and Botvin 1993; Gonzales et al. 2008; Schinkeet al. 1987). For example, 
although English language ability consistently predicts achievement outcomes, the 
best academic outcomes are observed for Mexican origin youth that are proficient in 
English and retain Spanish-speaking abilities (Feliciano 2001; Rumberger and Lar-
son 1998). Finally, there is evidence that the whole family unit, including parents 
and children, benefits from biculturality. Compared to low- and high- acculturated 
families, bicultural families display lower levels of conflict and demonstrate more 
commitment and support among family members (Miranda et al. 2000).

Recommendations to Promote Latino Youth  
Positive Adaptation

Based on the literature we reviewed, we offer four brief recommendations to pro-
mote positive outcomes among Latino youth.

1. Interventions and services should be designed to be compatible with the central 
role of the family in Latino culture. The current literature suggests that family-
centered interventions are more appealing and effective for Latino youth and 
families (e.g., Szapocznik et al. 1990), particularly if they are compatible with 
their language, goals, and core values (Bernal et al. 1995).

2. Provide opportunities for youth and families to develop a strong ethnic identity 
and affirm traditional values. In an effort to build on cultural strengths, inter-
vention strategies have been developed to increase ethnic identity and pride in 
one’s ethnic group. For example, Cuento Therapy (Malgady et al. 1990) used 
biographical stories of prominent Puerto Ricans in order to expose adolescents 
to role models of achievement, thereby promoting ethnic pride, a strong sense of 
ethnic identity, and adaptive ways of coping with poverty and discrimination.

3. Promote bicultural competence and adaptation. Aim to increase bicultural com-
petence for all family members to increase coping and resilience of family system 
and avoid iatrogenic effects (e.g., working solely with youth to better integrate 
with mainstream might not be beneficial if this approach alienates parents). Fam-
ily effectiveness training (FET) was designed specifically for Latin American 
families (primarily of Cuban origin) to restore intergenerational communication, 
reconstruct traditional hierarchical structures in the family, and have parents and 
adolescents forge bicultural identities. FET has demonstrated positive effects on 
family relations and reduction in adolescent antisocial behavior and substance 
use.

4. Recognize the multiple contexts that place Latino youth at risk and the need to 
build competencies across contexts. Intervention programs must address risk fac-
tors across multiple contexts simultaneously. Programs that seek to only change 
adolescents may be insufficient to effect change, if schools and family contexts 
are problematic. The Bridges to High School Program is an example of an inter-
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vention designed to address four domains critical for Mexican American youth: 
parent–child relations, youth coping skills, family–school linkages, and cultur-
ally linked family interactions and traditions. Ultimately, we believe that inter-
ventions that integrate etic (universal) and emic (culture specific) perspectives in 
the design process have the best rates of participant engagement and attendance 
and the strongest chance at promoting positive youth outcomes among Latino 
youth (Griner and Smith 2006).
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In 2004, Latinos in the United States numbered 41 million, with 31% under the 
age of 16. Over the period from 2000 to 2004, Latino population growth repre-
sented half the total growth in the United States (The National Academies 2007). 
Part of this considerable increase includes immigration from Latin America, some 
who confront major challenges in integrating into the country, such as lack of Eng-
lish proficiency and different norms and lifestyle circumstances (Guarnaccia et al. 
2007). These new immigrants also sustain strong ties with their home communities, 
interacting by phone and email, which contributes to the maintenance of language 
and culture (Levitt et al. 2003; Viruell-Fuentes 2006). These transnational dynamics 
pose complex challenges of how best to provide services, given Latinos’ circum-
stances (U.S. Department of Health and Human Services 2001).

Understanding the patterns of mental health needs and effectively planning ser-
vices for the growing Latino population is paramount, so that communities receiv-
ing an influx of Latinos can effectively respond to their distinct service needs. Not 
only is this group extremely heterogeneous in sociodemographic and contextual 
characteristics (Guarnaccia et al. 2007), mental health disorder rates and service use 
profiles tend to vary broadly across immigrant and US-born Latino groups (Alegría 
et al. 2007a, b). In order to outline the unique strengths and challenges in maintain-
ing and improving mental health for Latino adults, it is necessary to first understand 
the variability across the population, particularly by gender and nativity, in order 
to consider how it can inform treatment and service delivery in the United States.

Chapter Focus

This chapter presents information on mental health topics in Latino adults, focus-
ing on socioeconomic factors, and use and access to appropriate mental health 
services as major challenges to the maintenance of mental health in this group. 
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Family support, biculturalism, bilingualism, and nativity are described as strengths 
contributing to resilience in this group. We use data from the National Latino and 
Asian American Study (Alegría et al. 2004) to describe in detail what we already 
know about Latino adults’ mental health and to highlight key themes that this study 
presents regarding factors that contribute to resilience. We then compare the rates of 
mental health disorders (depression, anxiety, and substance) of NLAAS Latinos with 
non-Latino Whites from the National Comorbidity Survey Replication (NCS-R) 
(Kessler and Merikangas 2004), using a combined dataset of the two studies to il-
lustrate these themes. We conclude with recommended strategies to reduce the risk 
of mental illness and increase access to mental health services among Latino adults 
in the United States. We are aware that the present chapter differs substantially 
from others contained in this volume, in that we describe new analyses of data in 
addition to a review of the mental health literature in Latino adults. However, the 
advantage to our deviation from this volume’s script is that we are able to offer 
some of the most recent mental health data on this important and growing segment 
of US society.

The National Latino and Asian American Study: Focus  
and Methodological Issues

The National Latino and Asian American Study (NLAAS) is a national psychiatric 
epidemiologic study estimating the prevalence of psychiatric disorders and mental 
health service usage in a representative sample of Asians and Latinos. The NLAAS 
study seeks to assess the role of ethnicity/race, socioeconomic status and environ-
mental context in explaining potential health and service use differences. For this 
chapter, we limit analyses to the Latino sample of the NLAAS: 2,554 Latinos divid-
ed into four subethnic groups (Puerto Rican, Cuban, Mexican, and all other Latinos 
[mainly from the Dominican Republic, Colombia, El Salvador, Ecuador, Guate-
mala, Honduras, Peru, Nicaragua]). The NCS-R is a parallel study using overlap-
ping measures and methodology to estimate the prevalence of psychiatric disorders 
and mental health service use in a national sample of the total US population. Both 
samples were developed using an integrated methodology as part of the NIMH 
Collaborative Psychiatric Epidemiology Surveys (CPES) (Colpe et al. 2004),
allowing the pooling of data sets. Using an adaptation of a multiple-frame approach 
to estimation and inference for population characteristics (Hartley 1962, 1974), the 
CPES allows integration of design-based analysis weights and variance estimation 
codes to permit analysis of the combined datasets as though they were a single, 
nationally-representative study. Design and methodological information regarding 
the combined NLAAS/NCS-R dataset can be found at the CPES website (Interuni-
versity Consortium for Political and Social  Science Research). The NLAAS study 
was conducted in English and Spanish while the NSC-R interview was conducted 
only in English. Pooling these samples allows us to contrast how non-Latino Whites 
and the Latino groups differ, and how they are similar.
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Latino Adults in the United States: Demographic  
and Mental Health Characteristics

Demographic Characteristics of Latinos Adults

The Latino population is expected to swell to nearly a quarter of the total US 
population in the year 2025 (U.S. Census Bureau 2007). However, this segment is 
far from homogenous, grouping together individuals of a variety of demographic 
profiles. Using data from the NLAAS, Table 16.1 illustrates the variability in so-
ciodemographic profile across Latino subgroups. Whereas the age distribution of 
Latino women does not differ by ethnic subgroup, there are differences among the 
men, with Mexicans being the youngest of all four groups and Cubans the oldest. 
Cuban men and women are the most highly-educated and have the lowest rates of 
poverty. Puerto Ricans have the highest rates of being widowed, separated, or di-
vorced and the highest rates of health insurance coverage. Puerto Rican men have 
the highest rates of English interview completion, while Cubans have the lowest. 
The profile for Mexican men differs from Mexican women, with Mexican men 
demonstrating the highest rates of employment among subgroups, while Mexican 
women have the lowest. Income does not differ for men across the subgroups, but 
Mexican women report the lowest income compared to Cuban and Puerto Rican 
women.

Data from the NLAAS and NCS-R combined datasets show that overall, Latino 
men and women are younger and have lower levels of education and household 
income than non-Latino Whites. Latinos are also far more likely to be uninsured 
and live in the West (see Table 16.2). The differences found in key demographic 
characteristics of NCS-R non-Latino Whites and NLAAS Latinos parallel ethnic 
differences found for the general adult population in the United States (U.S. Cen-
sus Bureau 2000), except in nativity and household income, with more immigrant 
and lower-income respondents in the NLAAS sample. This is potentially due to 
Census undercounting of immigrants (Anderson and Fienberg 1999; U.S. General 
Accounting Office 1998) and non-inclusion of undocumented workers (Margolis 
1995). Within the NLAAS Latino sample, US-born Latinos are slightly older than 
Latino immigrants, but these differences are not statistically significant. However, 
significant differences in education and income are evident between US-born Lati-
nos and immigrants, with both men and women born in the United States reporting 
higher income and more education than their immigrant counterparts. Patterns of 
insurance coverage mirror these findings, with Latino immigrants predictably hav-
ing higher rates of uninsurance than US-born Latinos.

The patterns for these sociodemographic variables are similar across Latino men 
and women, with both groups displaying similar nativity differences. For employ-
ment status, however, we see less consistent patterns across men and women. Latina 
women are less likely than non-Latina White women to be employed, whereas Lati-
no males are more likely than non-Latino White males to be employed. The nativity 
effects for employment illustrate that the patterns of employment for the US-born 

16 Psychology of Latino Adults: Challenges and an Agenda for Action
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NSC-R non-Latino 
Whites males vs. 
NLAAS Latino males

NCS-R non-Latino 
White males vs. 
NLAAS US-born 
Latino males

NLAAS immigrant 
Latino males vs. 
NLAAS US-born 
Latino males

Lifetime diagnosis
Any depressive disorder *** * NS
Any anxiety ** NS NS
Any substance NS NS ***
Any disorder ** NS ***
Past year diagnosis
Any depressive disorder NS NS NS
Any anxiety * NS NS
Any substance NS NS *
Any disorder * NS NS

Table 16.3  Age-adjusted prevalence of lifetime and past-year DSM-IV disorders for NCS-R non-
Latino White and NLAAS Latino females

NSCR non-Latino Whites NLAAS Latinos
Males Females Males Females
N = 1816 N = 2406 N = 1127 N = 1427
% SE % SE % SE % SE

Lifetime diagnosis
Any depressive disorder 16.6 (1.2) 25.7 (0.9) 10.4 (1.2) 20.0 (1.3)
Any anxiety 19.4 (1.1) 28.7 (1.1) 12.1 (1.5) 19.8 (1.6)
Any substance 21.4 (1.2)  9.6 (0.5) 17.7 (2.2)  3.7 (0.8)
Any disorder 38.5 (1.8) 42.0 (1.1) 28.8 (2.3) 30.4 (2.1)
Past year diagnosis
Any depressive disorder  6.6 (0.5) 11.4 (0.6)  6.0 (0.9) 10.8 (1.2)
Any anxiety 11.0 (0.8) 16.9 (0.8)  7.2 (1.1) 11.3 (1.2)
Any substance 5.8 (0.7)  2.3 (0.3)  3.9 (0.5)  0.7 (0.3)
Any disorder 17.6 (1.0) 23.1 (1.0) 12.9 (0.1) 17.6 (1.8)

NLAAS US-born Latinos NLAAS immigrant Latinos
Males Females Males Females
N = 403 N = 521 N = 724 N = 906
% SE % SE % SE % SE

Lifetime diagnosis
Any depressive disorder 10.9 (2.0) 20.8 (2.3) 10.1 (1.4) 19.3 (1.6)
Any anxiety 14.8 (2.7) 21.2 (2.6) 10.0 (1.6) 18.7 (1.4)
Any substance 27.0 (4.2)  7.3 (1.4) 10.6 (1.2)  0.8 (0.4)
Any disorder 37.9 (3.0) 33.5 (3.9) 22.0 (1.8) 27.9 (1.8)
Past year diagnosis
Any depressive disorder  6.9 (1.4) 10.6 (1.7)  5.4 (1.0) 11.0 (1.2)
Any anxiety  8.2 (1.7) 10.9 (2.1)  3.4 (1.5) 11.6 (1.2)
Any substance  6.0 (1.1)  1.6 (0.6)  2.3 (0.5)  0.0 (0.0)
Any disorder 15.0 (1.6) 18.5 (2.9) 11.3 (1.6) 17.0 (1.5)
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are different across men and women. Whereas US-born Latina women have higher 
rates of employment than immigrant Latinas, for men the pattern is reversed, with 
US-born men displaying lower rates of employment than Latino immigrants.

Regarding other socio-contextual variables, we see patterns that suggest more 
stable family structures for immigrants than for the US born. Despite lower rates 
of marriage for Latino men and women compared to non-Latinos, when look-
ing only at the Latino groups, immigrant men and women have higher rates of 
marriage or cohabitation than the US born. Additionally, there is some evidence 
of greater instability in family structure among US-born Latinos. These patterns 
could indicate resiliency for immigrant Latinos who have more stable family 
structures. However, US-born Latinos appear better off socio-economically than 
their immigrant counterparts, although with lower income and less education than 
the non-Latino White population. Next, we look more closely at actual rates of 
mental disorder, and consider potential areas of resiliency and vulnerability for 
these populations.

Mental Disorders Among Latinos in the United States

Overall, research using the NCS-R dataset has shown higher rates of disorder for 
non-Latino Whites than Latinos (Kessler and Merikangas 2004). Likewise, when 
lifetime prevalence estimates of psychiatric disorders are examined for Latinos in 
aggregate using the NLAAS data, our findings are consistent with this literature. 
Latinos are at lower risk than non-Latino Whites for all lifetime psychiatric disor-
ders, except agoraphobia without panic (data not shown). In Table 16.3, we see that 
although lifetime rates of depressive and anxiety disorders for both men and women 
are higher among NCS-R non-Latino Whites compared to NLAAS Latinos, differ-

Table 16.3  (continued)
NCS-R non-Latino 
White females vs. 
NLAAS Latino 
females

NCS-R non-Latino 
White females vs. 
NLAAS US-born 
Latino females

NLAAS immigrant 
Latino females vs. 
NLAAS US-born 
Latino females

Lifetime diagnosis
Any depressive disorder ** NS NS
Any anxiety *** * NS
Any substance *** NS ***
Any disorder *** NS NS
Past year diagnosis
Any depressive disorder NS NS NS
Any anxiety *** * NS
Any substance ** NS *
Any disorder * NS NS

NS not significant
*p < 0.05; **p < 0.01; ***p < 0.001
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ences in rates of depression and anxiety between US-born and immigrant Latinos in 
the NLAAS are not significant once we adjust for age and stratify by gender. How-
ever, US-born Latinos in the NLAAS have lower prevalence rates of depression (for 
men) and anxiety (for women) than NCS-R non-Latino Whites. This suggests that 
lower rates of lifetime depression and anxiety disorder hold for Latinos as a whole, 
as contrasted to non-Latino Whites. For 12-month anxiety, we see a similar pattern 
to the lifetime rates, with NLAAS Latino men and women reporting lower rates 
compared to NCS-R non-Latino Whites, after age adjustments and stratification by 
gender. We note that our rates might vary slightly from results presented elsewhere 
(Alegría et al. 2007a) because we have stratified by gender, and the diagnostic al-
gorithms of the World Mental Health Survey Initiative Version of the Composite 
International Diagnostic Interview (WMH-CIDI) (Kessler and Ustun 2004) have 
recently changed.

The Immigrant Paradox

We have also examined the immigrant paradox for Latinos, where foreign nativity 
seems protective against psychiatric disorders (Burnam et al. 1987), despite the 
stressful experiences and poverty often associated with immigration. Consistent 
with the immigrant paradox, US-born Latinos report higher lifetime rates for most 
disorders than Latino immigrants. Given that the NCS-R did not interview respon-
dents in Spanish, the NLAAS has a much broader sample of immigrant Latinos, 
enabling us to scrutinize these factors more closely. In fact, when we compare rates 
of lifetime and 12-month disorders for NCS-R non-Latino Whites with NLAAS 
Latinos, we see that the protective nativity effect does, in fact, apply in the case of 
lifetime disorders, most notably substance disorders (see Table 16.3). For lifetime 
substance disorders, after age adjustments, both US-born men and women have 
significantly higher rates than Latino immigrants (see Table 16.3). Furthermore, for 
12-month disorders, the only differences in prevalence rates between the US-born 
and immigrant Latinos are for substance disorders. These findings are consistent 
with other epidemiologic studies that report the immigrant paradox is mainly ob-
served for substance-use patterns among Latinos in the United States (Alegría et al. 
2006a). Because most experimentation and heavy use of substances in the United 
States occurs during the teen and young adult years (Substance Abuse and Mental 
Health Services Administration 2000), and most disorders start before the age of 24 
(Kessler et al. 2005), introduction to US culture during childhood and adolescence 
may place younger immigrants at particular risk. When childhood development oc-
curs in countries with strong proscriptive norms against illicit drug use, such as in 
Latin America, and high levels of family stability and cohesiveness, individuals 
may be protected against substance abuse and dependence when they immigrate as 
adults.

Although the aforementioned results appear fairly uniform, the NLAAS study 
has further found that when considering Latinos by nativity and subethnicity, 
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rates of mental disorder vary widely across groups. First, when the Latino popu-
lation is separated into subgroups, the NLAAS has found variability in the extent 
to which these rates of disorder apply, with Puerto Ricans approaching the rates 
of non-Latino Whites (Alegria et al. 2008). In additional analyses not presented 
in this paper, we find that among Latino subgroups, Puerto Rican men and wom-
en have the highest rates of mental disorders, with 39.0% of men and 40.5% of 
women reporting some lifetime disorder. Puerto Rican men and women report 
significantly higher risk of anxiety, substance use and any psychiatric disorder 
when compared to Cubans, Mexicans, and other Latinos. There is less variability 
in the prevalence of lifetime disorders between Mexicans, Cubans, and other 
Latinos.

It is important to consider closely the similarities and differences across eth-
nic subgroups when considering the challenges of effectively providing treat-
ment and prevention services to this population. The similarity in disorder rates 
between Puerto Ricans and non-Latino Whites could be attributed to the fact 
that in contrast to the other Latino groups, Puerto Ricans have lived with more 
than a century of US influence, and are more likely to be bilingual and to have 
adopted many lifestyle patterns of US society (Guarnaccia et al. 2005). Second, 
regarding the immigrant paradox, differences by nativity and sub-ethnicity are 
only evident for depressive and anxiety disorders in Mexicans and for all Lati-
nos except Puerto Ricans for substance abuse disorders. Clearly, understanding 
the patterns of mental disorder among Latinos involves a nuanced approach to 
issues of nativity and subethnic group origins. Our data helps to emphasize the 
importance of not over generalizing the immigrant paradox across all Latino 
subethnic groups.

These findings suggest two different stories that are important to consider when 
discussing Latino mental health. On the one hand, the social tensions that US-born 
Latinos face whereby their socioeconomic profile has improved and yet is inferior 
to that of the majority culture may lead to increased risk of substance disorders 
across generations; however, consistently lower rates for many mental health dis-
orders point to sociocultural factors that persist across generational status, supply-
ing a source of resiliency that has the effect of lowering risk of mental disorders 
for Latino groups. However, the picture is complicated, as more extensive analysis 
has shown that even this overall nativity effect does not necessarily hold when the 
sample is broken by subgroups and by other sociocontextual variables, such as time 
in the United States (Alegria et al. 2007c). In the next section of this chapter, we try 
to capture the breadth of experience regarding these components of Latino culture. 
First, we examine challenges to maintaining mental health by detailing areas of 
vulnerability that specifically affect Latino adults. Then, we describe the strengths 
that may be protective for Latino mental health, but also the ways in which these 
protective elements may vary once the heterogeneity of Latino culture is taken into 
account.

16 Psychology of Latino Adults: Challenges and an Agenda for Action
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Challenges to Maintaining Latino Adult’s Mental Health

Challenge 1: The Role of Socioeconomic Status

Socioeconomic disadvantage has long been associated with increased risk of men-
tal disorder among the mainstream population (Alegría et al. 2000). Many stud-
ies have found a positive correlation between poverty and mental disorder (Sara-
ceno and Barbui 1997). However, some studies focused on Latinos have found 
the opposite (Bird et al. 1988; Costello et al. 2001), particularly among impover-
ished populations, where traditional SES measures are less predictive than more 
contextual indicators such as neighborhood violence and rates of female-headed 
household (Vega and Gil 2007). While socioeconomic disadvantage may be a sig-
nificant challenge to the mental health of Latinos, the way in which this challenge 
may be perceived could vary across Latino subgroups. For example, one study 
using NLAAS data found no relationship between low socioeconomic status and 
substance use disorder for Latinos (Canino et al. 2008), while another found a 
decreased likelihood of 12-month anxiety disorders for those with household in-
comes less than US $ 15,000 compared with those who had household incomes 
between US $ 35,000 and US $ 74,999 (Alegria et al. 2007a). However, in further 
analyses, Alegria et al. found that the protective factor of low income disappeared 
once the analysis was controlled for perceived social standing, suggesting that this 
income effect may be quite dependent upon subjective views of one’s social status 
in the community.

The relationship between education and risk for mental disorder also presents an 
intricate story. Whereas lower education has often been associated with higher risk 
of psychiatric disorders (Patel and Kleinman 2003), some studies have found that 
among US-born Latinos, it actually appears to be protective (Breslau et al. 2006). 
Analyses of the NLAAS data suggest this pattern, particularly for women, whereby 
those who have a high school education have similar odds of any 12-month disorder 
than those who have completed college, while women with some college have sig-
nificantly higher odds of mental disorders than those who have completed college. 
These mixed findings regarding the challenges to mental health evidently due to 
education require further investigation. One hypothesis is that this is an artifact of 
how education and nativity influence how individuals endorse symptoms of illness 
(Alegría and McGuire 2003), a hypothesis we are currently examining.

One potential factor that may interact with socioeconomic status to create chal-
lenges for the mental health of Latinos is the level of discrimination and racism that 
Latinos may encounter in the United States as they achieve higher social status and 
become more assimilated. Assimilated Latinos may have a greater sensitivity to dis-
crimination than their less-acculturated counterparts. For example, more-accultur-
ated Mexican immigrants have been found to report higher levels of discrimination 
compared to immigrants who are less acculturated (Finch et al. 2000), suggesting 
that greater awareness and exposure to the mainstream culture via education and 
employment may have a commiserate and negative effect by increasing experiences 
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of perceived discrimination. Others also highlight the importance of unraveling the 
factors that affect integration into US society, suggesting an interaction between 
socioeconomic standing and exposure to the racialized environment of the United 
States (Viruell-Fuentes 2007). Looking at the NLAAS, we find that US-born La-
tinos across all subgroups report discrimination more frequently than immigrants 
(Perez et al. 2008). As immigrants assimilate, they may have higher expectations 
for fair treatment—but they may not receive it (Perez et al. 2008). Further, in the 
NLAAS sample as a whole, Latinos with higher education are more likely to report 
everyday discrimination, and higher levels of ethnic identity are associated with 
lower perceived discrimination. Given that Finch et al. (2000) found that perceived 
discrimination was also related to depression, these relationships may play a role 
in the protective effect of low socioeconomic status and lower risk for mental dis-
orders found in some studies. These findings also point to one of the challenges for 
Latino mental health, namely how to encourage the positive effects that increased 
education and economic resources may provide, while simultaneously maintaining 
the social and cultural factors that offer a protective influence for mental health.

Challenge 2: Mental Health Service Use

Another critical challenge in supporting mental health for Latinos is the difficulty 
in engaging many Latinos in entering and remaining in mental health care. Overall, 
US-born Latinos are less likely to receive mental health services than non-Latino 
Whites, and immigrants are significantly less likely to receive formal mental health 
or substance abuse services (see Table 16.4). Cultural factors such as nativity, lan-
guage, and number of years in the United States have been associated with use of 
mental health services for Latinos, with those who are US-born, speak English and 
have the most number of years in the US reporting higher rates of both specialty and 
any mental health service use (Alegría et al. 2007b). Interestingly, when stratified 
across those with a DSM-IV diagnosis and those without, these cultural differences 
only remain for those without a mental health diagnosis. Thus, the area where Lati-
nos appear to be most vulnerable in accessing care falls in preventive or discretion-
ary use of mental health care.

Recent results looking specifically at the use of antidepressant medication among 
Latinos are consistent with these findings (Hodgkin et al. 2007, data not shown). 
Not only did the authors find that less than half (43.5%) of those Latinos taking anti-
depressants had a DSM-IV mental disorder, whether respondents discontinued their 
antidepressant use was significantly associated with English-language proficiency. 
Those with good or excellent English proficiency were less likely to discontinue 
taking antidepressants. In sum, these findings suggest that continued clinical in-
tervention would be beneficial for monolingual Spanish-speaking immigrants who 
may not yet have full-blown disorder, but are in need of preventive or maintenance 
treatment.

16 Psychology of Latino Adults: Challenges and an Agenda for Action
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Challenge 3: Access to Mental Health Care

Access to mental health care among Latinos, particularly recent immigrants, ap-
pears to be strongly related to public policy restrictions regarding insurance cover-
age. Latinos in general are disproportionately uninsured compared to the overall 
US population, with Mexicans reporting the lowest rates of insurance (Alegría et 
al. 2006b). Puerto Ricans in general have the highest rates of coverage of all Latino 
subgroups, as shown in Table 16.1. Interestingly, Latino men and women with pub-
lic insurance are more likely to access mental health services than those with private 
insurance (see Table 16.4).

Changes in Medicaid laws require immigrants to be residents of the United 
States for at least five years before becoming eligible for healthcare benefits. Policy 
changes in the Personal Work Opportunity and Reconciliation Act of 1996 limit La-
tino immigrants’ ability to access outpatient mental health treatment services. Men-
tal health service provision for minorities may be particularly vulnerable to policy 
changes and eligibility thresholds. For example, implementation of this five-year 
rule has not only eliminated enrollment of new immigrants, but enrollment rates 
also dropped for those who had been in the country for many years and were, in 
fact, still eligible for the program (Kandula et al. 2004). Language barriers, misun-
derstandings over requirements, and fears of deportation may influence the take-up 
of insurance even for eligible immigrants (Capps and Passel 2004).

Understanding the service-use patterns of Latinos and developing policies to ad-
dress unmet need may be further influenced by the survey methods that are used to 
collect this information. As noted above, traditional epidemiologic studies such as 
the NCS-R usually conduct interviews in English only, potentially missing a large 
portion of respondents who may need services.

Strengths Contributing to Latino Adult Mental Health

Strength 1: Familism

The importance of family ties for Latinos, or familism, is frequently cited as a posi-
tive force in promoting lower rates of psychological distress among Latinos (Rivera 
2007; Vega et al. 1991). Close-knit family connections have been described as the 
most distinctive cultural factor of relationship for Latinos (Sabogal et al. 1987). At 
the same time, family support factors have been associated with decreased likeli-
hood of suicide attempts and ideation (Fortuna et al. 2007), as well as lower likeli-
hood of some mental disorders (Hovey and Magana 2002). The specific mechanisms 
by which family supports protect Latinos against mental health problems are largely 
unknown. Recent work suggests that the relationship between family supports and 
mental health may be intricate. For example, the latest evidence suggests that not 
only do these relationships vary across Latino subgroups, but for Latinos with high 
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levels of family cultural conflict, close bonds may actually serve to heighten psy-
chological distress. While family cohesion has been found to buffer the effect of 
family cultural conflict on psychological distress for Cubans, family cohesion has 
the opposite effect for other Latinos (mainly those from the Dominican Republic, 
Colombia, El Salvador, Ecuador, Guatemala, Honduras, Peru, Nicaragua), increas-
ing distress for those families experiencing conflict (Rivera et al. 2008).

Strength 2: Latino Biculturalism and Bilingualism

Another factor that appears to influence mental health for Latinos is the way in 
which the process of becoming part of mainstream US society is balanced with fa-
milial obligations and retention of Latino social networks. Emerging evidence of bi-
culturalism and bilingualism as protective factors for Latino mental health point to 
the importance of how individuals manage the transition between a more traditional 
Latino home and the demands of the dominant culture (Kim and Ominzo 2006; 
LaFromboise et al. 1993). Recent research suggests positive effects of bilingualism 
on mental health (Mulvaney-Day et al. 2007). Language and cultural factors appear 
to act as a bridge between two worlds, providing a means of negotiating tension 
between two cultures without being forced to choose one over the other. Moving 
in mainstream US society might allow more opportunities for social mobility, but 
retaining social networks and norms from Latino culture might provide a sense of 
belonging and reciprocity that may shield against hardship. Rates of substance use 
disorder are lower among Latinos who report more frequent use of Spanish than 
English with family members (Canino et al. 2008). This suggests that Spanish lan-
guage use can be a proxy for retaining social networks that maintain Latino norms 
and lifestyle, even in contexts of elevated drug exposure and crime, which buffers 
the risk of substance disorders.

Strength 3: Context of Immigration Experience

A further protective factor appears to be the context of the immigration experience 
for Latinos. As noted above, the influence of nativity on mental health is multifac-
eted, and differs dramatically across subethnicity and by type of disorder. One study 
comparing the risk of mental disorder for Latinos who were born in the United 
States or arrived by age six, versus those who arrived after age six, finds few dif-
ferences across nativity in risk for depressive or anxiety disorder after adjusting for 
family stressors, contextual factors and social status factors (Alegria et al. 2007d). 
This research indicates that nativity does not function as an independent risk factor 
for mental disorders, but instead sits within a complex framework of other social 
factors associated with the immigrant experience. For example, family harmony 
and marital status are central to decreased risk of depressive and anxiety disorders, 
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and perceived neighborhood safety and religious attendance emerge as protective 
factors for substance-use disorders. Further research has suggested that factors such 
as age of arrival in the United States and time in the United States also play a 
significant role in whether nativity factors are protective. The longer Latino immi-
grants remain in their country of origin, the lower their risk of psychiatric disorders, 
leading to lower lifetime rates of disorder (Alegría et al. 2007d). Most of this lower 
risk for psychiatric illness is due to low risk in the country of origin, suggesting 
that protective familial and cultural values are most salient while in the country of 
origin and may lose their benefit following immigration to the United States. Once 
an immigrant arrives in the United States, the risk of onset appears similar to that 
of US-born Latinos of the same age, probably as a result of the erosion of these 
protective factors.

Other research has shown that certain specific mental disorders appear to be par-
ticularly vulnerable to cultural processes associated with being a US-born Latino. 
For example, Fortuna et al. (2007) find that the risk of suicidal ideation is higher for 
US-born Latinos than for immigrants, and for Latinos who report good or excellent 
English compared to those who have fair or poor English-speaking capabilities. 
Similarly, risk for substance use disorders is higher for US-born Latinos than im-
migrants (Canino et al. 2008). Interestingly, in both of these cases, family dynam-
ics are significantly related to the risk for mental health disorder. Higher levels of 
family cultural conflict are associated with suicidal ideation (Fortuna et al. 2007), 
and with substance use disorder as well as lower family harmony, family pride and 
family cohesion (Canino et al. 2008). The quality of family relationships as well as 
the way in which cultural differences are managed across generations appears to be 
a significant area of attention for mental health providers working with first- and 
second-generation Latino families in the United States.

The sum of these changing social and contextual circumstances is often sub-
sumed under the umbrella term of acculturation. Whether acculturation processes 
per se are a risk factor is obviously a difficult question, given that family relation-
ships, cultural conflict, nativity, and language all combine to create a multifaceted 
picture of the effects of acculturation. Few empirical studies have actually tested 
the role of these factors in mitigating the stress of the acculturation experience, 
and most have been conducted only with Mexicans. Given that Latino subgroups 
experience unique migratory patterns and social histories that often produce widely 
varying acculturation experiences (Guarnaccia et al. 2007), it is difficult to assess 
the relationship between mental health and acculturation for Latinos as an aggregate 
group. For example, across Cubans, Mexicans, Puerto Ricans, and other Latinos, an 
analysis of NLAAS data found widely varying experiences of cultural stress in the 
United States, with Mexicans reporting the highest acculturative distress and Puerto 
Ricans the lowest (data not shown). However, Puerto Ricans also reported the high-
est level of family cultural conflict in this study, which has been shown to increase 
risk for mental disorders (Guarnaccia et al. 2007). Looking at the relationships with 
mental health using these two related but unique constructs may yield very different 
findings across subethnic groups. The importance of more discretely considering 
this variability in measurement of the broad notion of acculturation is only begin-
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ning to become clear in recent research, due to limited sample sizes and subethnic 
composition in previous psychiatric epidemiologic studies (Alegría et al. 2004).

Discussion

Integration of Concepts

An immense gap exists between mental health risks faced by Latinos and our 
knowledge of how research can be translated to improved mental health services 
for this underserved population. Latino immigrants represent a particularly com-
plex and vulnerable population due to high rates of poverty, low education, and 
family separation, and few resources to access care. They often share adjustment 
stressors such as isolation, hopelessness, socioeconomic disadvantage, and greater 
intergenerational conflict as well as acculturative stress and language barriers that 
impact risk for mental disorders. However, despite these many challenges, findings 
from the NLAAS indicate that many factors inherent to Latino culture may actually 
be protective against risk of mental disorders. The next challenge for researchers is 
to determine how best to utilize these strengths to improve Latinos’ mental health.

The powerful protective effect of foreign nativity, particularly for substance-use 
disorders, is one of the more consistent findings across studies. While the exact 
mechanisms are unknown, it appears that the period immediately after arrival to 
the United States marks a particularly vulnerable time for Latino immigrants. Dur-
ing this period, exposure to unsafe environments in the United States and low per-
ceived social position, as well being out of the labor force, may increase the risk for 
substance disorders. Given the protective effect of cultural factors, mental health 
interventions targeting Latinos should focus on maintaining stable family structures 
and cohesiveness as well as managing and resolving conflict between the traditional 
Latino home and the demands of the dominant culture, and dealing with experi-
ences of discrimination and unsafe neighborhoods.

Another powerful finding from the NLAAS is the effect of family harmony, 
marital status, integration in employment, and self-perception of high social stand-
ing as factors that can decrease the risk of depressive and anxiety disorders for La-
tinos in the United States. These findings indicate the potential to buffer the accul-
turation process by perceived social mobility and social integration. The potentially 
negative mental health consequences of the acculturation process may be buffered 
by maintaining interactions and networks with Spanish-language cultures that help 
sustain a sense of belonging and family affiliation. On the other hand, Latino social 
mobility may be linked to bridging with English-speakers and more acculturated 
Latinos who might offer access to job and educational opportunities. Interventions 
focused on mediating immigration and acculturation processes may have power-
ful impacts on mental health outcomes for immigrants who arrive after age six, as 
well as the US-born. Our data also emphasizes the need to understand how best to 
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cope with experiences of discrimination and marginalization that may be embed-
ded in the assimilation process. Very few approaches in intervention development 
accommodate diversity or social justice, and how mental illness intersects with ex-
periences of social oppression (Falicov 2003). Developing social interventions that 
consider structural aspects of marginalization among the US-born may decrease 
risk for mental health problems. Our findings emphasize the importance of culture 
and immigration factors on entering and remaining in care, particularly when not 
experiencing an acute episode of illness. Interventions that facilitate access and rec-
ognition of the benefits of preventive care need to be developed for this population.

Future Recommendations

Based on the above findings, several recommendations are offered as potential 
strategies to reduce risk of mental illness and increase access to mental health ser-
vices among Latino adults in the United States.

 1. Explore policy interventions targeting poverty reduction and augmentation of 
educational achievement among Latino adults and their families as a way of 
reducing mental health problems. Examples of potential policy interventions 
are the expansion of the Earned Income Tax Credit Return in states with high 
Latino density, and Title 1 programs in schools where poor Latino youth are 
overrepresented.

 2. High levels of unmet need are present across all Latino subethnic groups. 
Adoption of interventions to improve entry into mental health services should 
be prioritized for Latinos who do not recognize and attend to their psychiatric 
illness, but are in need of preventive treatment, before they become disabled or 
impaired. Public mental health referral campaigns and hotlines may be useful 
as well as anti-stigma social marketing campaigns.

 3. Consider variability in broad notions of acculturation so as to facilitate a 
receptive environment to help Latinos navigate and anticipate hurdles in US 
communities.

 4. Due to substantial evidence that some of the mechanisms responsible for risk 
of psychopathology among Latinos may vary by subethnic group as well as 
disorder (Alegría et al. 2007a), future studies are needed to more directly tailor 
prevention interventions. Comparing Latinos by subethnicity and nativity is 
an important way to sort out potential mechanisms involved in increasing or 
decreasing risk of psychiatric disorder for Latinos living in the United States.

 5. The NLAAS data have identified certain vulnerable subgroups within the 
Latino population, such as Puerto Ricans and monolingual Spanish speakers 
whose rates of mental disorders are notably higher than other subgroups, and 
in some cases approach those of non-Latino Whites. Future work should focus 
on identifying processes linked to risk factors which contribute to high rates 
of mental disorders, and establishing interventions targeting these subgroups.
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 6. Our data emphasize the importance of family, contextual, and social status as 
risk or protective factors for psychiatric disorders. This emphasizes the need for 
elucidating what in US culture increases the risk of psychiatric disorders.

 7. More feasibility studies are needed on how to intervene with US-born Latinos 
and those who immigrate between birth and age six, since they are at increased 
likelihood for substance use disorders. Availability of alternative social networks 
in immigrant enclaves might protect against substance disorders. Researchers 
should further examine which environmental factors of immigrants’ countries 
of origin contribute to the protective effect found among those who immigrate 
after age six.

 8. Our results point to the importance of conducting longitudinal and qualitative 
studies that might allow us to better understand the differential risk by age of 
arrival to the United States, family dynamics, and subethnicity.

 9. Risk for psychiatric disorder should be viewed within a developmental context 
in an effort to determine how different environments protect or reduce risk of 
psychiatric disorders, particularly during certain age periods.

10. Prospectively, new interventions should incorporate the identified strengths in 
service delivery.

Concluding Comments

As Latinos continue to gain prominence in the demographic profile of the country, 
the NLAAS provides a unique opportunity for gaining a deeper understanding of 
this diverse population and the complex factors that shape Latinos mental health 
outcomes. Indeed, the analyses presented here provide strong evidence of the im-
portance of disaggregating Latino subgroups. A case in point is earlier research 
findings, which suggest that Latino immigrants experience a health advantage over 
their US-born counterparts. In analyses using the NLAAS, this held true in the ag-
gregate for substance use disorders. However, once analyses were disaggregated, it 
became evident that while the protective effect of nativity applied for most Latinos, 
it did not hold for Puerto Ricans. Furthermore, in some of the analyses where a 
protective effect was found, it disappeared after controlling for age, gender, and 
socio-contextual factors (e.g., family structure and its attendant dynamics). These, 
as well as other analyses of the NLAAS, highlight the need for undertaking a nu-
anced approach to Latino mental health outcomes.

In considering the implications of the protective effect of nativity on substance 
use outcomes among some Latinos, it is important to note that the children of im-
migrants and immigrant children (the second generation) will constitute the largest 
component of the Latino population by 2020. To the extent that this segment of the 
population is at risk for unfavorable substance use outcomes relative to the foreign-
born, the absence of effective multi-level interventions that consider broad contex-
tual factors is likely to exacerbate disparities in these outcomes.
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The findings highlighted in this chapter also point to the importance of further 
unraveling the factors that intertwine in the process of becoming integrated into 
US society. Analyses of the NLAAS suggest an interaction between socioeconom-
ic standing and exposure to the racialized environment of the United States. This 
is evidenced, for instance, in findings where US-born Latinos and Latinos with 
higher levels of education are more likely to report experiences of discrimination. 
These findings and other findings from the NLAAS suggest the need to expand our 
conceptual tool kit to include not only measures of nativity and language use but 
also those related to cultural conflict, discrimination, and perceived social standing 
(Table 16.5).
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Chapter Focus

This chapter presents information on mental health issues in Latino American older 
adults, focusing on communication difficulties, acculturative stress, and service uti-
lization as major challenges to the maintenance of mental health in this group; fam-
ily, cultural values, and religion as strengths contributing to resilience in this group; 
and several issues relevant to bringing the cultural strengths of this group more 
effectively into the service of increasing their overall mental health.

Introduction

In the last 20 years, there have been dramatic shifts in the age structure of the 
US population. In the year 2000, there were 35 million Americans (12.4% of the 
population) ages 65 or older. This population will increase to 40 million by 2010 
and 55 million by 2020. Among these older adults are arguably a more educated, 
politically astute, financially secure, and healthier cohort of older Americans than 
existed in previous generations. Although many are entering old age as vital, val-
ued, and productive members of society, a segment of this population are ethnic 
minorities entering old age facing a host of health and mental health problems and 
with limited resources to handle these problems. Within this population structure 
are older Latinos whose lifetime contributions to this nation fabric are only eclipsed 
by a history of social, economic, and political neglect, as well as health and mental 
health disparities.

Ostensibly, the increase in the older populations and the proportion of older 
adults will necessitate greater flexibility and advocacy on the part of service provid-
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ers and policy makers to effectively address the health and mental health needs of 
all older adults. Hayes-Bautista (2002) notes that the National Institute of Health 
Office of Minority Health (1998) concluded that there is “compelling evidence that 
race and ethnicity correlate with persistent, and often increasing, health disparities 
among US populations” (Hayes-Bautista et al. p. 18). In its Supplement Report 
entitled Mental Health: Culture, Race, and Ethnicity the Office of the Surgeon Gen-
eral, provides a stark view of mental health issues experienced by racial and ethnic 
minorities. The report notes that compared to Whites, minorities have less access to 
mental health services, are less likely to receive needed care, and more likely to re-
ceive poorer quality mental health care despite having similar rates of mental disor-
ders. Moreover, OSG rendered it’s most substantive finding that “racial and ethnic 
minorities bear a greater burden from unmet mental health needs and thus suffer a 
greater loss to their overall mental health and productivity” (USDHHS 2001, p. 3). 
Against this background, the following demographic profile of contemporary el-
derly Latino depicts an emerging trend termed the “Browning” of the Graying of 
America (Henry 1990; Hayes-Bautista et al. 2002).

Demographic Characteristics of US Hispanics/Latinos

Older minorities make up approximately 14% of the nation’s elderly population, 
and 16% of the Medicare population (Henry J. Kaiser Family Foundation 1999). 
According to the 2000 Census, older Hispanics account for 6% of the older popu-
lation with estimates reaching 18% by 2050. The U.S. Census distribution of the 
Latino population was 59.3% Mexican, 9.7% Puerto Rican, 3.5% Cuban, 9.1% 
Central and South American, 2.3% Dominican, 0.3% Spaniard, and 15.7% “other” 
Hispanic (Ramirez 2004).

In relation to the total population, Hispanics are a younger population, with a 
median age of 26.0 years of age, compared to 35.4 for the total US populations. 
Of the Hispanic population, 4.8% was 65 years and over, compared to 12% of the 
total population, with older Cubans (18.7%) most likely to be 65 and older. In 2002, 
older Latinos were mostly concentrated in California (27%), Florida (16%), New 
York (9%), and Texas (20%) (Ramirez 2004). Mexican-Americans are the largest 
subgroup in California and Texas due in part to the proximity of the US-Mexican 
border. Many Hispanics reside in areas they originally immigrated into, forming 
ethnic enclaves; others reside in geographic areas where their ancestors lived for 
generations, dating back to turn of the last century. Likewise, Cuban-Americans 
who fled Cuba during the exodus of the 1950s are concentrated in Florida, whereas 
Puerto Ricans are concentrated in the Eastern Seaboard and New York.

Statistics on United States versus foreign-born nationality reveal that approxi-
mately 60% of Hispanics were born in the United States; more than two in five 
of foreign-born Hispanics having arrived in the United States in the 1990s. Today 
the immigrant Latino population has sought residence in virtually every state and 
city, and the dispersed Latino population contributes to all sectors of the economy 
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and social life. Finally, of the 35 million Hispanics in the United States, more than 
75% speak a language other than English at home, and of this population, nearly all 
(99%) speak Spanish at home (Ramirez 2004).

Education

Despite the overall increase in educational attainment among older Americans, 
there are still substantial educational differences between older Latinos and the 
general older population. The 2000 Census indicates that only 52% of all Hispanics 
completed a high-school education, compared to 80.4% for the total population. 
The subgroups with the lowest educational attainment are Mexican and Central 
Americans each with about 46% (U.S. Census Bureau 2000). Older Latinos lag 
behind in educational attainment, with about 35% of the population having finished 
high school, compared to 70% of the general older population. In addition, 5.5% 
of older Latinos had a bachelor’s degree or higher, compared to 16.7% of all older 
persons (Ramirez 2004). From a mental health perspective, the number of years of 
education completed influence the rate of mental distress among older as noted by 
Gonzalez et al. (2001), who report that the more education older Mexican-Ameri-
cans attained, the lower the prevalence of depression.

Insurance

Perhaps no other economic factor is as important to older Americans as the avail-
ability of affordable health insurance. Many older Latinos have limited or no insur-
ance and are only minimally insured by Medicaid or Medicare. Likewise, many old-
er Latinos often do not access to health services, even if they have private insurance, 
due to the prohibitive cost of healthcare and prescription drugs (Collins et al. 2002; 
Henry J. Kaiser Family Foundation 1999). Hargraves and Hadley (2003) found that 
Hispanics, when compared to White counterparts, were 22% more likely to report 
unmet needs, 39% less likely to have a regular healthcare provider, and 38.5% less 
likely to have visited a doctor in the last year. In addition, even with Medicare 
insurance, out-of-pocket costs, co-payments, and premiums continue to serve as 
economic barriers to healthcare.

Poverty/Income

In old age, poverty is a formidable barrier to overcome due to a lifetime of econom-
ic, social, and personal factors. According to the U.S. Census Bureau (2004), elder-
ly minorities experience higher levels of poverty or near poverty than their White 
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counterparts. Among the elderly living at or below poverty level, Blacks comprised 
34%, compared to 21% for Hispanics and 11% for Whites. For the over-65 age 
group, Hispanics experienced nearly twice the poverty (19.6%) rate compared to 
the total elderly population (9.9%). The poverty rate for Latinos aged 75 and over 
was 22% living at or below the poverty threshold (USDHHS 2003). 

Many elderly Latinos have experienced a lifetime of poverty and disenfranchise-
ment due to a host of factors including, but not limited to, language barriers, lim-
ited labor force participation, income disparities, limited educational opportunities, 
prejudice and discrimination, and inadequate social services to name a few. The net 
result of these factors is that poverty rates are higher for Hispanics 65 and older 
compared to the total elderly population, with the highest poverty rates experienced 
by elderly Dominicans (28.6%) and Puerto Ricans (24.4%), and lowest by Span-
iards (12.0 %) and South Americans (16.4) (Ramirez 2004). 

Poverty is also an enabling factor underlying functional status and debilitating 
health and social conditions. According to DHHS (Health People 2010), population 
groups that suffer the worst health status also are those that have the highest poverty 
rates and the least education. Moreover, disparities in income and education levels 
are associated with differences in the occurrence of illness, mortality, heart disease, 
diabetes, obesity, and other chronic conditions. Higher incomes are associated with 
increased access to medical care, better housing, and safer neighborhoods, leading 
to increased opportunities for older persons to engage in health-promoting behav-
iors.

Poverty is the chief factor affecting health and mental health status and care 
utilization. Gonzalez et al. (2001) reported that older Mexican-Americans with the 
lowest monthly income had the highest prevalence of depression.

Mental Health Status

Over the last 30 years, the DHHS has published reports on the state of health and 
mental health in the United States with corresponding goals and objectives to im-
prove the health conditions and opportunities to enhance the well-being of Ameri-
cans. The initial report, Healthy People: The Surgeon General’s Report on Health 
Promotion and Disease Prevention (1979) was followed in 1990 by Healthy People 
2000, with the latest report Healthy People 2010 offering national goals and 10-
year health objectives. The first goal which recognizes the shift in population aging 
focuses on increasing the quality and years of healthy life of an aging society. The 
second goal of particular significance is the elimination of health disparities among 
segments of the population, including differences that occur by gender, race, or eth-
nicity, education or income, disability, geographic location, or sexual orientation.

According to the OSG report, between 8–20% of community-dwelling older 
adults have symptoms of depression (U.S. Department of Health & Human Services 
[USDHHS] 1999). Reiger and Narrow (as cited in U.S. Department of Health & 
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Human Services [USDHHS] 1999) reported the best estimates of one-year preva-
lence rates from the epidemiologic catchment area of those 55 years and older, find-
ing 19.8% having any disorder with 11.4% as having any anxiety disorder and 4.4% 
having any mood disorder.

Mental illness and depression are equally prevalent in the Hispanic community. 
In 2001 the Centers for Disease Control and Prevention [CDC] reported that older 
Hispanics reported the highest prevalence of mental distress, 10% compared to non-
Hispanic Whites (5.9%), non-Hispanic Blacks (8.6%), and Asian/Pacific Islanders 
(2.1%) (Centers for Disease Control and Prevention [CDC] 2004). Dunlop et al. 
(2003) estimated racial/ethnic differences in rates of depression by using data from 
the Health and Retirement Survey and found major depression was more prevalent 
among Hispanics (10.8%) than African-Americans (8.9%) or Whites (7.8%). In ad-
dition, depressive disorders for Hispanics was 44% greater than Whites. Factors 
such as lower education, less income and wealth, lacking private insurance, and 
employment were associated with higher rates of major depression. Having fewer 
resources was more common among minority groups than Whites. After adjust-
ing sociodemographic, health, and economic factors, Dunlop et al. found depres-
sion was significantly less frequent among Hispanics and Whites. Hispanics with 
similar sociodemographic and economic profiles as Whites experience depression 
less frequently and have lower rates of depression. In a study focused on older 
Mexican-Americans, Gonzalez et al. (2001) reported older Mexican-Americans had 
a prevalence of depression of 25.4%. By using data from the National Epidemio-
logic Survey on Alcohol and Related Conditions, Grant et al. (2004) found that rates 
for any psychiatric disorder for non-Hispanic Whites were nearly twice that for 
Mexican-Americans: for non-Hispanic Whites the rate was 51.5%; for Mexican-
Americans the rate was 36.7%.

To assess the general health status of Americans, the CDC collected data through 
the Behavioral Risk Factor Surveillance System (BRFSS) and reported signifi-
cant racial and ethnic disparities in mental health status. Frequent mental disorder 
(FMD), one measure of status, was defined as having 14 or more days of poor 
mental health due to stress, depression, or problems with emotions during the previ-
ous 30 days. According to the 2004 BRFSS, the prevalence of FMD among elderly 
Americans over 65 was lowest for non-Hispanic Whites (5.9%) and Asian/Pacific 
Islanders (6.1), compared to Native American and Alaska Natives (8.4%), non-His-
panic Blacks (9.8%), and highest among Hispanics (11.2%) (Centers for Disease 
Control and Prevention [CDC] 2004).

Falcon and Tucker (2000) studied older Puerto Ricans, Dominicans, and other 
Hispanics and found a significantly greater prevalence of high depression scores 
among Puerto Rican and Dominican elders compared to non-Hispanic Whites. The 
high depression scores for older Puerto Ricans remained significantly higher even 
after controlling for a number of social, demographic, and health factors. Other 
findings include education and income being negatively correlated for older Puerto 
Ricans and other older Hispanics; the use of English language was inversely related 
to depression scores for the three Hispanic groups, whereas the number of health 
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problems was significant and positively correlated for all groups. Likewise, in a 
study to estimate rates of diagnosis of depression and trends in treatment, Crys-
tal et al. (2003) found that receiving no treatment was higher for Hispanics and 
other ethnic groups, low income, and those with no supplemental insurance. The 
researchers added that 50.8% of respondents with no supplemental insurance did 
not receive treatment, concluding that among those diagnosed with depression, His-
panics and other racial minorities were less likely to receive treatment than Whites. 
Studies found a significant association between depression in older Mexican-Amer-
icans and chronic medical conditions. In one study, depression in older Mexican-
Americans was found to have a high comorbidity with several medical conditions, 
including diabetes, cardiovascular disease, hypertension, stroke, cancer, arthritis, 
urinary incontinence, bowel incontinence, kidney disease, and ulcers (Black et al. 
1998).

Challenges to Maintaining Mental Health

Older Latinos face numerous challenges to maintaining optimal health and mental 
health. Among these challenges are language barriers, lack of appropriate informa-
tion, a distrust of the delivery system, low income, and low education (Adminis-
tration on Aging 2001). In addition, being a member of an ethnic minority group 
places older Latinos in “multiple jeopardy” and at risk for mental distress (Miranda 
1991). Three significant challenges that older Latinos face in maintaining their 
mental health are: (1) communicating with healthcare providers, (2) acculturation 
and acculturative stress, and (3) access to mental health services.

Communication/Linguistic

Limited English proficiency refers to persons who cannot speak, read, write, or 
understand English at a level that yields effective communication (Health Care 
Financing Administration 2000). Latinos with limited English proficiency are at 
risk for low access to quality care and problems with communicating with their 
physicians (Collins et al. 2002; Timmins 2002) and mental health providers. Thus, 
older Latinos with limited English proficiency may experience problems, such as 
denial or delays of service delivery, and inaccurate diagnosis and assessment. The 
challenge of communicating with healthcare professional further influences older 
Latinos’ ability to gain knowledge and make informed healthcare choices (Juarbe 
1995).

Latinos with limited English language proficiency are more likely to be unin-
sured and report fair or poor health than English speakers. Moreover, Latinos with 
fair or poor language proficiency tend to visit their physician significantly less often 
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than English-speaking non-Latino (Derose and Baker 2000). Language proficiency 
also influences older Latino’s ability to express emotions and thoughts, and affects 
the clinician’s interpretation and understanding of older Latino verbal and nonver-
bal communication (Malgady and Zayas 2001). Morales et al. (1999) examined 
patient ratings of communication with healthcare providers and noted that Latino 
Spanish speakers reported more dissatisfaction than Latino English speakers. And 
both Latino Spanish speakers and Latino English speakers reported more dissat-
isfaction than Whites. The questions included rating staff on: “what you say, an-
swers to your questions, explanations about prescribed medications, explanations 
of medical tests and procedures, and assurance and support of your doctor and 
the office staff.” One conclusion drawn from this study is that dissatisfaction with 
communicating with healthcare providers puts older Latino with limited English 
proficiency at risk for making poor healthcare choices.

Acculturative Stress

Another challenge for older Latinos is acculturation. Acculturative stress refers to 
the stress that results from the process of acculturation (Berry and Kim 1988; Wil-
liams and Berry 1991). It is primarily caused by being marginalized by the main-
stream culture, and is influenced by several factors, including a preference for one’s 
language, family cohesiveness, tenure in residency, and coping resources (Smart 
and Smart 1995; Miranda and Matheny 2000). Acculturative stress has a pervasive, 
life-long influence on Latinos’ psychological adjustment, decision-making abilities, 
occupational functioning, and physical health (Smart and Smart 1995). A high level 
of acculturative stress significantly correlates with high levels of depression and is 
a strong predictor of depression in Mexican immigrants (Hovey 2000).

Studies of nativity and tenure in residency in the United States show differences 
in the prevalence of mental illness in the Mexican-American population between 
native born and immigrants. US-born Mexican-Americans have a lifetime preva-
lence rate of mental illness nearly twice that of foreign-born Mexican-Americans 
(Grant et al. 2004). Native-born Mexican-Americans and immigrants with a longer 
tenure in residency are at higher risk of mental illness than those who recently mi-
grated (Grant et al. 2004; Vega et al. 1998). The longer the residency, the more at 
risk Mexican-Americans become for mental illness.

Service Utilization

Accessing services is a significant challenge for older Latinos who are less likely 
to receive specialty mental health treatment than African-Americans or Whites, and 
the likelihood of Latinos receiving any treatment for depression are lower than for 
White patients (Miranda and Cooper 2004; Padgett et al. 1994). Two additional risk 
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factors that decrease the probability of use for Latino/as are living in a rural area 
and the availability of psychiatrists (Applewhite & Torres 2003; Freimen and Cun-
ningham 1997).

In addition to the aforementioned obstacles to treatment is the acceptability of 
services to older Latinos. Choi and Gonzalez (2005b) identified several reasons 
older minorities drop out of mental health treatment and attributed it to: (1) initial 
reluctance of treatment, (2) lack of motivation for treatment, (3) sense of shame or 
stigma related to mental illness, (4) fear of mental health treatment, (5) discomfort 
with therapy, (6) socioeconomic and cultural distances, (7) lack of support or resis-
tance of adult children, and (8) perception or expectation of a quick cure. Another 
reason for dropping out or not attending treatment is transportation. When adult 
children have time constraints or there was a need for transportation, older Latinos 
are less likely to access services. Older Latinos not only need health and social 
service information, they also need assistance to access services (Torrez 1998). De-
teriorating health exacerbates the need for services and also can be a barrier to ac-
cessing services.

When it comes to utilizing mental health services, older Mexican-Americans 
will first use their general medical provider, followed by other professionals, a men-
tal health specialist, and an informal provider. The more educated older Latinos are, 
the higher the rate of mental health care utilization. Less educated older Latinos 
utilized informal providers the most. US-born older Latinos have higher utiliza-
tion rates for all providers with the exception of informal care (Vega et al. 1999). 
US-born Mexican-Americans utilize primary care physicians and counselors more 
than immigrants. Mexican-Americans rely heavily on informal network providers 
to treat mental illness. When Latinos know where to find a specialty mental health 
provider and have private insurance, they are more likely to use services (Vega et al. 
2001).

There are several enabling factors that influence patient access to mental health 
services for older minorities, including doctors’ referrals; referrals from social 
workers, churches, and former patients; community outreach; a supportive fam-
ily; bilingual/bicultural clinicians; dual Medicare/Medicaid eligibility; and trans-
portation (Choi and Gonzalez 2005a). Other contributing factors keeping older 
minorities in treatment include educating patients at the beginning of treatment 
on the difference between mental illness and physical illness; educating the re-
spondent, the family, and the community about mental illness and treatment; as-
surance of confidentiality; bilingual/bicultural counselors; culturally competent 
therapists; family involvement; and realistic expectations about treatment (Choi 
and Gonzalez 2005b). In particular, having bilingual/bicultural staff is a key treat-
ment preference for Latinos. Culturally competent care must include verbal and 
nonverbal communication that is harmonious, humane, respectful, professional, 
and sensitive. The use of bilingual healthcare professionals’ positively affects the 
content of the interaction during treatment and the patient’s recall of the informa-
tion (Warda 2000).
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Strengths Contributing to Mental Health

Older minorities access mental health services for various reasons, but the focus 
is primarily in loss and adjustment to life changes due to aging. Some common 
circumstances include retirement, loss of spouse, difficulty adjusting to medical 
conditions, the loss of independence due to deteriorating health, family conflict, and 
relationship issues (e.g., role reversal). Older Latinos draw on several strengths for 
the resilience to cope with these challenges and navigate their environment, includ-
ing culture, family, community, values, and spirituality.

Resilience has been defined as overcoming adversity, overcoming harmful life 
stress, or successful adaptation to a challenge (Fraser 1997; Lazarus 1999; Luthar 
and Ziegler 1991). One definition of resilience that applies well to the experience 
of older Latinos is overcoming adversity or negotiating life transitions with com-
petence (Greene 2001). Kenyon and Randall (2001) analyzed the elements of life 
stories and constructed four dimensions of resiliency:

1. The structural dimension includes social policies, power relations, and economic 
conditions.

2. The sociocultural dimension, which refers to social meanings associated with 
aging and the life course.

3. The interpersonal dimension includes families and friends.
4. The personal dimension involves internal meaning and coherence.

The authors of this chapter have adapted elements of this framework to discuss the 
significance and centrality of culture and resilience in the lives of older Latinos and Latinas.

Culture

An important strength for older Latinos is their culture. In the OSG’s report (U.S. 
Department of Health & Human Services [USDHHS] 1999), culture is broadly de-
fined as a common heritage or set of beliefs, norms, and values. It refers to the 
shared, and largely learned, attributes of a group of people. More broadly defined, 
“Culture is a body of learned beliefs, traditions, principles, and guides for behavior 
that are commonly shared among members of a particular group. Culture services as 
a road map for both perceiving and interacting with the world.” (Locke 1992, p. 10, 
cited in Delgado 2007, p. 17). It is these beliefs, values and related attributes that 
shape the patterns of behavior that define diverse Latino cultures and populations.

Ostensibly, culture and language are critical when accessing treatment services. 
To the extent that structural barriers have resulted in disparities in mental health 
services such as lack of culturally competent service providers, many older La-
tinos demonstrate cultural resiliency by embracing traditional health and mental 
health beliefs and practices (Applewhite 1995). A familiar scenario is that of the 
older Latino client explaining his or her symptoms and being misunderstood by the 
professional. Culture molds the conception and responses to mental illness and can 
influence interactions with services providers in the mental health system.
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Another strength of older Latinos is a dual perspective, the notion that people 
living simultaneously in two cultures, their own and the mainstream culture, have 
learned to negotiate the values, beliefs, and expectations of each culture or perspec-
tive (Norton 1976). This strength has a place in the individual, interpersonal, and 
structural dimensions of resilience. The dual perspective describes two contrasting 
systems, a nurturing and a sustaining system. The nurturing environment insulates 
older Latinos by enhancing their self-esteem, providing cultural resources, and vali-
dating those aspects of their life and culture that give meaning to everyday living 
and relationships. In contrast, the sustaining environment devalues the individual 
and the cultural dimensions particularly those value, beliefs, norms, language, and 
behaviors that are outside the mainstream of the dominant culture. Older Latinos 
derive strength and resilience from a nurturing environment that values older adults 
and provides a sense of community and peoplehood.

Family

The family is a well-known source of strength for older Latinos and fits within the 
interpersonal dimension of resilience. The culture of older Latinos consists of the 
individual, their family, and social networks. The family consists of the nuclear and 
the extended family, including the compadrazo (i.e., godparents) and the nurturing 
environment commonly referred to as the barrio (community, friends and neigh-
bors, clergy, and folk healers). Older Latinos gain meaning through interaction with 
their family and their social network. The family usually takes care of older Latinos 
with help from the extended family and community. There is a strong bond for older 
Latinos involving mental health, well-being, and their health status (Harris 1998.), 
with the family meeting emotional and psychological needs of older family mem-
bers who are at the center of the immediate and extended family constellation. Thus, 
when the elderly experience mental distress, the family experiences mental distress 
in a symbiotic fashion. Family roles and responsibilities become strained and are 
changed, and at times reversed. Older Latinos give up the role of primary care-
givers and become care receivers. Adult children, frequently the oldest daughter, 
commonly take on the role of caregiver for their aging parent(s) within the Latino 
culture. This exchange of caregiving roles which are culturally embedded in the La-
tino family structure can lead to stress and distress for family members, especially 
when adult caregiving roles and expectations conflict with traditional norms and 
responsibilities due to generational differences, economic strains, and acculturation 
patterns. Stated differently, the presumed automatic guarantees of emotional, finan-
cial, and cultural support and insulation do not always prevail in Latino families. 
Nevertheless, to the extent possible, older Latinos prefer to live with their spouses, 
live alone, or with extended family, and consider nursing homes or institutions only 
as a last option.

In rural areas, older Latinos are reluctant to seek formal help and have a strong 
sense of independence. They often are self-reliant, have a desire to age in place 
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in their communities and homes, and are dependent on family support and friends 
to meet healthcare needs (Angel et al. 1996). Not surprisingly, they prefer to keep 
medical, mental health, and other problems within the family, which a traditional 
family norm. This norm, however, is a double-edged sword, because keeping criti-
cal health and mental health issues in the family also contributes to their reluctance 
to take advantage of available healthcare services (Magilvy et al. 2000). Rural el-
ders face challenges that are often intensified due to geographical isolation, the 
lack of social and caregiving networks, extreme poverty, substandard housing, lack 
of reliable transportation, environmental hazards, and decreased access and use of 
social services and health and mental health care facilities. The culture of rural 
America for older Latinos can be difficult but equally so, a source of strength and 
lifelong continuity that may be absent in more urban, mobile communities (Apple-
white and Torres 2003).

Values and Beliefs

Latinos have values that give meaning to the culture and cultural patterns that con-
tribute to retention in mental health services. These values are strengths in the indi-
vidual, interpersonal, and sociocultural dimensions of resilience. Personalismo and 
respeto are values that older Latinos seek when beginning professional relationships 
and, at times, are reasons older Latinos accept mental health services. Personalismo 
stresses the significance of personal relationships than institutional relationships 
(Trevino et al. 1991). This includes the physical space between the patient and the 
practitioner, appropriate physical contact, and short conversations concerning the 
family not related to healthcare. This helps in establishing the personal relationship 
and trust (Flores et al. 2000). Respeto (“respect”) directs respectful behavior toward 
others based on age, gender, and authority (Arredondo et al. 1996). Speaking some 
Spanish, even if not fluent, conveys respect and appreciation for the culture.

Religion

Religion is a critical source of support and strength for older Latinos. It can be 
placed in more than one dimension of resilience, including individual, interper-
sonal, and sociocultural strengths. Latinos are mostly Christians, the majority being 
either Roman Catholic or Protestant. Other religious/spiritual practices among Lati-
nos include Santeria and Espiritismo. These are the more common religions among 
Latinos, although other faiths can be found within the Latino population (Vasquez 
and Clavijo 1995).

One product of Judeo-Christian culture is the permeating construct of fatalism, 
which leads many Latinos to believe that their future is in the hands of God. When 
Latinos experience mental distress, symptoms are often interpreted as a deserved 
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punishment God-sent designed for theirs actions and behaviors. The expectation is 
often stated as “si Dios quiere” (if God so wishes). Thus some may come to believe 
that all they can do is pray in an attempt to modify their present and future situation, 
predicament, or life circumstances (Carrillo 2001).

Discussion

Complicating Issues in Applying Strengths to Meet Mental 
Health Challenges

A number of issues make it difficult for clients and providers to correctly assess and 
diagnose mental health problems in older Latino populations. In addition, the many 
strengths of this population sometimes go unrecognized, precluding the possibility 
of harnessing these strengths to buttress well-being in this group. These issues ap-
pear to be directly related to how the mental health profession in the United States 
addresses cultural study and practice. Some of these issues are identified and elabo-
rated upon in greater depth below.

Perceptions of Mental Illness/Culturally Bound Syndromes

Culture sets the stage for how and what people believe; how they behave, solve 
problems, and communicate; how their identity and interpersonal relationships de-
velop; how they adjust to change, handle stressors, and ultimately cope with mental 
health problems (Abramson et al. 2002). Culture affects the way older Latinos pres-
ent symptoms of mental illness, how individuals describe symptoms, the mean-
ing they attach to mental illness, and how they make sense of it (Kleinman 1988). 
Culture gives meaning to mental illness and treatment in the exchanges individuals 
have with the professional mental health community.

The Diagnostic and Statistical Manual of Mental Disorders (DSM) (American 
Psychiatric Association 2000) is used to assess and diagnose mental illness and 
disorders. This manual uses the language of the profession and presents mental 
illness in several ways. There are times when Latinos express mental illness as it 
is described in the DSM-IV; at other times they express mental illness in cultur-
ally specific ways, and most often without DSM diagnostic equivalents. Addressing 
this problem, the DSM-IV (2000) provides an Outline for Cultural Formulation 
and Glossary of Culture-Bound Syndromes to supplement the multiaxial diagnos-
tic assessment and address problems in applying the DSM-IV to diverse popula-
tions. Cultural Formulation with its categories “provides a systematic review of 
an individual’s cultural background, the role of the cultural context in the expres-
sion and evaluation of symptoms and dysfunction, and the effect that cultural dif-
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ferences may have on the relationship between the individual and the clinician”  
(pp. 897–898). Five categories that form the basis of the cultural formulation in-
clude:

• Cultural identity of the individual;
• Cultural explanation of the individual’s illness;
• Cultural factors related to psychosocial environment and levels of functioning;
• Cultural elements of the relationship between the individual and the clinician; and
• Overall assessment for diagnosis and care.

The DSM-IV discusses several culture-bound syndromes and defines culture-bound 
syndrome as “recurrent, locality-specific patterns of aberrant behavior and trou-
bling experience that may or may not be linked to a particular DSM-IV diagnostic 
category … [and] seldom a one-to-one equivalence of any culture-bound syndrome 
with a DSM-IV entity” (P. 898). The extent to which the practitioner understands 
the cultural context, arena, and the meaning assigned to sets of experiences of older 
Latinos, the greater is the likelihood that the clinician will be effective in providing 
clinical care.

Idioms of distress that are recognized as culture-bound syndromes in Latino 
culture are ataque de nervios (ADN) and nervios. Unlike panic attacks (PA) and 
other psychological disorders, ataque de nervios (ADN) include such symptoms 
as  uncontrollable shouting, attacks of crying, etc. It frequently occurs because of 
a stressful life event resulting in psychological pain and anguish. Descriptions of 
ADN are similar to panic attacks and presentations of anxiety, mood, dissociative, 
and somatoform disorders (American Psychiatric Association (APA) 2005).

Latinos may also somatize mental illness. Somatization refers to the presence of 
physical symptoms for which there is no diagnosable physical condition (Kirmayer 
1984). Mexican-American families will often describe their family member’s 
schizophrenic symptoms as symptoms of nervios and focus on somatic complaints 
that tend to destigmatize the mental illness (Jenkins 1988). Nervios is popularly uti-
lized to refer to a broad and diverse range of distressing emotional states and illness 
phenomena. In the Latino culture, nervios is understood as a condition that often 
affects adults who are experiencing difficult life conditions. Symptoms of nervios 
include headaches, trembling, heart palpitations, stomach and appetite disturbances, 
trouble with concentration, sleep problems, and worrying (Guarnaccia and Farias 
1988). Nervios should be recognized as a “cry for help,” as it might be a sign of 
serious mental and physical dysfunction (Salgado de Snyder et al. 2000).

Adherence

Adherence is the degree to which the individual acts upon treatment advice or rec-
ommendations (Chrisman 1977). Culture is important in adherence to medical regi-
mens (Anthsel 2002). With the older Latino culture it is important for healthcare 
providers to understand who they are, their beliefs, the challenges they face, and 
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how they adhere to their health. The family and the cultural values influence help-
seeking behaviors and adherence to medical recommendations. Language is also a 
factor that affects adherence. In one study, Spanish-speaking clients who required 
an interpreter had lower adherence rates and poor medical outcomes (Rivadeneyra 
et al. 2000). The way that services are delivered to older Latinos also impacts adher-
ence and help seeking. Simpatia (i.e. lowering conflict and promoting agreement), 
familismo (i.e. primacy of the family), personalismo (i.e. relationship building), and 
respeto (i.e. mutual respect) can affect patient adherence to treatment services, as 
well as health outcomes (Barron et al. 2004). 

Older Latinos relationship with their primary care physician is central to adher-
ence to treatment regimens. Latinos are less likely to adhere to treatment recom-
mendations if they distrust their healthcare provider (Christensen 1992). Involving 
the family in treatment decisions and treatment planning is a way to incorporate 
familismo (Flores et al. 2000). Identifying a primary caregiver from the family and 
having this person serve as a contact or liaison is also helpful in respecting the fam-
ily (Antshel 2002), as well as improving adherence to treatment recommendations. 
Just as the family is positive when it comes to adherence, the family can also get 
in the way of treatment because of shame and stigma of mental illness (Choi and 
Gonzalez 2005b). The family may not want their loved one receiving treatment for 
mental health issues, whether it be a medication for depression or a referral to group 
therapy.

Psychosocial Interventions

There is evidence that psychosocial interventions are effective with older Lati-
nos. Integrated and collaborative care or case management, in conjunction with 
cognitive-behavioral therapy, has shown promise in working with older adults and 
older Latino. Integrated care involves site sharing and a partnership between mental 
health care and primary care providers (Katon et al. 1997). Older adults are more 
likely to accept collaborative mental health treatment within primary care settings. 
Integrated care would improve underutilization of mental health services (Bartels 
et al. 2004).

Collaborative care or case management as an intervention for older adults with 
late-life improves physical function more than usual care (Callahan et al. 2005). In 
a study that compared Spanish speakers with English speakers, case management, 
along with cognitive-behavioral therapy, is associated with lower dropout rates, 
greater improvement in depressive symptoms and functioning for Latino. Arean 
et al. (2005) compared cognitive-behavioral group therapy, clinical case manage-
ment, and the combination of both to treat low-income older adults with depression. 
They found that the combination of group therapy and case management resulted 
in significantly lower depressive symptoms than group therapy alone. The authors 
concluded that low-income older adults benefit from greater access to social ser-
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vices. Cooper et al. (2003) found that Latinos were less likely to find antidepressant 
medication acceptable but more likely to find counseling acceptable than Whites.

Researchers concluded that case management improves retention in traditional 
mental health outpatient care and can improve outcomes for Latinos (Miranda et al. 
2003). Case management programs that include cognitive-behavioral therapy have 
shown improved health outcomes and reduced unmet need for appropriate care 
among Latino (Wells et al. 2004).

Future Recommendations

In the President’s New Freedom Commission on Mental Health (2003), the special 
mental health needs and strengths of older Latinos are addressed. One of the most 
studied reasons for Latinos underutilization of mental health services is the lack of 
linguistically and culturally relevant services (Lopez 2002). Future research should 
focus on improving mental health services for older Latino. Services will need to 
address cultural competency and be linguistically appropriate.

One of the most important gaps in the research is on the frequency of mental dis-
orders among Latinos (Marin et al. 2006). Knowing these rates would help improve 
the identification and treatment of mentally ill Latinos in primary care settings, 
which is another area of research (Marin et al. 2006). Having better prevalence rates 
of mental disorders among Latinos will help educate healthcare professionals on the 
magnitude of the problem. These numbers will also assist primary care physicians 
in assessing and diagnosing Latinos. Many Latinos have a significant relationship, 
based on trust, with their primary care physician: this setting needs to be explored.

Another area in which research is needed is how to improve education on mental 
illness and mental health treatment for the caregivers of older Latinos, their health-
care providers (i.e., their adult children), and the communities in which they reside. 
Education on mental illness and treatment will help reduce the stigma of mental 
illness and improve adherence to treatment for older Latinos and Latinos in general 
(Gonzalez 2006).

The language that research and treatment programs use is another area of re-
search. Professionals and researchers need to understand and learn that Spanish is 
regional, and exists in different dialects. Latinos come from different regions of the 
United States and emigrate from different countries. Along with linguistic needs, 
increasing the number of bilingual/bicultural healthcare providers would improve 
treatment and research (Gonzalez 2006). In addition, future research should focus 
on attitudinal barriers to the treatment of depression among ethnic minority patients 
(Cooper et al. 2003).

Research is needed on access and retention of minority older adults in mental 
health treatment (Choi and Gonzalez 2005a). The types of services effective in en-
gaging older Latinos and the value of community supports are two areas of research 
that could strengthen delivery of mental health services to older Latinos (Brennan 
et al. 2005). To improve the accessibility of services, research is needed on cultur-
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ally competent interventions that are effective with older Latinos (Choi and Gon-
zalez 2005a; Marin et al. 2006). Studies focused on improving treatment adherence 
are needed to develop methods for engaging patients (Delgado et al. 2006; Choi and 
Gonzalez 2005a; Marin et al. 2006).

Concluding Comments

Ultimately, the mental health issues facing older Latinos will soon become a top-
ic of national discussion in research and clinical settings. The population of older 
adults, 65 years and older, is projected to increase to 40 million by 2010 and to 55 
million by 2020! An expansion in population of this type magnifies the existing dif-
ferential access to social, economic, political, health, and mental health resources 
on the basis of ethnicity. Furthermore, the correlation of race and ethnicity with per-
sistent and increasing health disparities is evidenced in the reportedly poor access 
to quality mental health care by minority groups.

Health disparities are experienced by the 14% of the nation’s elderly comprised 
of the US Hispanic/Latino population. Currently, the “Browning” of the Graying of 
America is mostly seen in California, Florida, New York, and Texas; although the 
Hispanic elderly reside in every state. Characteristically, the older Latino popula-
tion exhibits a high degree of resilience. However, in attempting to maintain mental 
health, aging Hispanics are placed in “multiple jeopardy” and at risk for mental 
distress. Hope for better outcomes in this group lies in both educating the client 
and family about mental health treatment and available services, and in providing 
culturally competent treatment, two factors that would likely be facilitative of the 
utilization of services by older Latinos.

More research is needed in several areas for this group. Continuing research 
on prevalence of mental illness among Latinos provides a more accurate means of 
symptom identification and diagnosis for treatment. It would inform best practices 
in educating caregivers, providers, and their communities via linguistic and cultur-
ally relevant services. Finally, generating evidence-based support of effective inter-
ventions can result in increased adherence, access and retention of minority older 
adults. If such steps are not taken, the differing trajectories which have already been 
noted in past research can only be expected to widen as this population grows.
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There should now be little doubt in the thoughtful reader’s mind that empirical 
study of race and ethnicity in relation to mental health has been granted elevated 
status, particularly in recent years. This seems to reflect a growing and deepening 
acknowledgement of the variations in experience that members of differing social 
groups have in American society (Anderson and Nickerson 2005). In particular, the 
research reviewed throughout the preceding chapters highlighted how greater value 
is being placed on uncovering differences in typical mental and emotional stability 
in various groups, and how this topic is receiving increased attention in research and 
clinical settings. Authors contributing to the present volume collectively reinforced 
how every major event in the life cycle of mental disorder can be impacted—posi-
tively or negatively—by one’s racial group status. Specifically, the distribution of 
risk and protective factors for mental disorders; experience of activating events such 
as reduced healthcare or trauma exposure; issues involving the diagnostic process; 
choices made regarding treatment and administration of services; and the quality 
of relapse prevention care all appear to be moderated, at least in part, by issues of 
race. In addition, the preceding review illustrated how these differences are already 
apparent early in the lifespan (e.g., childhood; also see Tamminen 2006 for further 
discussion) and often persist throughout adulthood and into older age.

In considering the value of approaching the topics of race and age simultane-
ously in discussions of mental health, I came to more deeply appreciate the dynamic 
nature of positive and negative mental health in people’s lives. Upon reflection, 
it seemed that it may be enlightening to consider race and age in mental health 
and illness as important elements in a broadened transactional model of human 
development (Sameroff 2003). The original transactional model (Sameroff 1975), 
a highly influential theory of child development, broke away from developmental 
psychology’s long-standing research focus on unidirectional influences on infant 
and child development (e.g., how mothering behavior shaped children). The trans-
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actional model emphasized the need to examine how children—from birth—create 
or at least contribute to their own experiences of the social world through their own 
behavioral tendencies, and, simultaneously, how the perceptions and behaviors of 
caregivers at each stage of this dynamic process create complex social contexts 
for the child to negotiate. The model’s great strength is that it “requires explana-
tions of continuity and discontinuity between adapted and maladapted individuals 
and between states of adaptation and maladaptation within individuals across time” 
(Sameroff 2003, p. 613). That is, the way in which any given individual creates and 
responds to his or her own social-environmental context, determines the degree of 
adaptation that individual will manifest.

While the model as formulated tends to focus largely on the development of 
infants, children, and adolescents, I wish to argue in this concluding chapter that 
this general theme persists throughout the life cycle, and is impacted over the entire 
life course by one’s racial group membership (see Muntaner et al. 2000, for related 
theoretical discussion). In addition, the significant transactions between individual 
and context are not only behavioral in nature (e.g., one’s behavior creates a situation 
which one then responds to behaviorally), but also may take place along biologi-
cal, cognitive, and affective lines. Because there are multiple vectors along which 
development is occurring, there are multiple pathways which may contribute to 
positive and negative functioning in any given individual. Individual outcome, in 
terms of mental health and illness, is the result of the “goodness of fit” between that 
individual’s biological, cognitive, affective, and behavioral characteristics, and the 
particular environments that he or she encounters and/or selects over the lifespan. 
By extension, then, any given characteristic cannot be appropriately seen as deter-
mining mental health or illness, as I am assuming that the same predisposing fac-
tors may contribute to or detract from adaptive functioning depending on external 
circumstance.

Besides expanding the transactional model to cover the entire lifespan, another 
important difference to keep in mind between the original transactional model and 
this reformulated model is the present acknowledgement of how development in 
the social context (e.g., after birth) is greatly impacted by experiences which occur 
previous to any true social interaction (e.g., prenatally). That is, Sameroff’s (1975) 
transactional model places less emphasis on prenatal experiences which may lead 
to changes in behavior upon arrival in the social environment. Without attending 
to these factors, which tend to vary greatly by race (as well as by other social cat-
egories), the individual can be interpreted to be “responsible” for their subsequent 
development in a way which is different from what I wish to argue. Despite these 
differences, this proposed model should not be seen as disputing the established 
transactional model, but rather as applying it more broadly.

I also acknowledge that the complexity of this model is vast; Sameroff (2003) 
discussed the many difficulties in empirically testing the original transactional 
model, and adding factors clearly will compound these difficulties. However, it is 
hoped that by summarizing significant literature regarding each of these identified 
pathways, I can illustrate that a great deal of scholarship on race and mental health 
(and illness) can be usefully related to other findings using this model. This discus-
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sion leads to a demonstration of how “race isn’t everything”; that is, one’s group 
membership (including other groupings, such as gender; Reid 2002) will never be 
sufficient to explain or predict any individual’s functioning, as individual function-
ing is ultimately the product of the interactions between a unique person with their 
unique social environment.

The Expanded Transactional Model (ETM) and Race

Biological Influences on Lifelong Development

Biological factors in mental functioning, such as genetics, neurological structure 
and function, and neurochemical activity are often discussed as predisposing fac-
tors, or “setting conditions,” which create certain propensities toward adaptation or 
maladaptation. In regards to mental health and racial group membership, however, 
a controversial and all-too-sordid history of identifying race itself as a biological—
specifically, genetic—phenomenon (Anderson and Nickerson 2005) has plagued ef-
forts to usefully investigate how biological experiences may vary for socially driven 
reasons. This controversy remains so active and inflammatory that one of the flag-
ship journals of the American Psychological Association, American Psychologist, 
devoted their entire January 2005 issue to articles expounding upon this topic.

Some scholars in this area argue “race” as a means of categorizing people incor-
rectly but inherently assumes biological difference, as “the commonsense under-
standing of ‘race’ correlates certain physical characteristics and lines of descent” 
(Azoulay 2006, p. 354). This assumption leads to studies of the relations between 
race and other phenomena (such as health) which—though they may result in find-
ings indicating no clear biological criteria by which to determine race or explain 
certain other phenomena—result in the current conceptualization of race being in-
appropriately legitimized (Frank 2007; Smedley and Smedley 2005). Other writ-
ers, however, refer to findings from studies of the human genome that indicate 
that though the vast majority of genetic material present in all humans is identical 
(> 99%), those differences in DNA patterning that do exist can be explained by re-
ferring to common geographical ancestry. In short, this conceptualization roughly 
corresponds to American notions of racial groups (Bonham et al. 2005). Debate 
along these lines is far from resolved, and it is not our goal to resolve it. Rather, 
we wish to address biological impacts on psychological functioning that implicate 
race as a socially constructed phenomenon. Smedley and Smedley (2005) stated the 
issue bluntly:

… although the term race [author’s italics] is not useful as a biological construct … social 
race remains a significant predictor of which groups have greater access to societal goods 
and resources and which groups face barriers—both historically and in the contemporary 
context—to full inclusion. The fact of inequality renders race an important social policy 
concern (p. 22).
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A growing canon of research indicates that certain kinds of biologically significant 
experiences seem to occur more often among certain racial groups than others, lead-
ing to physiological changes in members of these groups that alter development. 
Means of moderating or alleviating the effects of these experiences also vary by 
race, completing the cycle of transaction as we are conceptualizing it. Therefore, it 
is to this literature that we now turn to illuminate these proposed patterns. Findings 
reported here reflect studies which also considered socioeconomic status in reach-
ing their conclusions about race.

Factors Affecting Development Before Birth

Attention is increasingly being granted to the role that characteristics of the intra-
uterine environment may play in developmental problems later in the life cycle 
(Massaro et al. 2006). Critical neurodevelopmental processes initiate within weeks 
of fertilization and implantation of the zygote. The intricacies of neuronal pro-
duction and migration during the formative embryonic stage, which are under the 
control of complex chemical changes initiated by the DNA, are highly vulnerable 
to disruption by organic and synthetic teratogen exposure (Massaro et al. 2006; 
Streissguth et al. 1989). Emerging research is also attending to how it is not only 
protection from damaging factors, but also exposure to positive environmental fac-
tors (e.g., nutrients, maternal vocalizations, physical exercise by gestating women, 
and possibly even music exposure) which may be required to maximize neuro-
biological development (Massuro et al. 2006). Therefore, the intrauterine environ-
ment promotes or detracts from overall physiological development from the first 
moments of fetal life, and even a fetus which shows no gross abnormalities can 
sustain damage due to this environment at the neurological level. In addition, it is 
becoming evident that many aspects of prenatal development differ according to 
racial group.

Regarding teratogen exposure and neurological damage, studies of compounds 
such as lead, polychlorinated biphenyls (PCBs), and mercury have revealed their 
harmful effects on prenatal neurodevelopment and resulting cognitive and behav-
ioral effects (Williams and Ross 2007). Regular exposure to these compounds, 
most often from exposure to environmental pollution, has been found to be most 
common among members of non-White racial groups, putting developing fetuses 
in these groups at greater risk of damage. Researchers and policymakers alike 
have only recently begun to appreciate the importance of these racial differences 
(Dilworth-Bart and Moore 2006). More investigations have been made into the 
neurodevelopmental effects of substances of abuse, such as alcohol and tobacco, 
due to the fact that this exposure is generally the result of voluntary behavior on 
the part of pregnant women. Pertinent to discussions of race and alcohol use, Arria 
et al. (2006) studied a racially diverse sample of 1,632 pregnant women and found 
that being of White or Hispanic (author’s term) racial group was significantly 
associated with alcohol use during pregnancy. Meschke et al. (2008) found in a 
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large-scale study that Whites were more likely to report prenatal alcohol use than 
non-Whites, and Perreira and Cortes (2006) found that White women were more 
likely to report drinking alcohol during pregnancy than Black or Hispanic women 
(however, some of these differences were attenuated by other factors, such as edu-
cation). Sadly, a great deal of research has supported an adverse effect of alcohol 
exposure in utero on later development (Williams and Ross 2007). For example, 
prenatal alcohol exposure has been associated not only with the development of 
Fetal Alcohol Syndrome (FAS), but also (at lower levels of alcohol exposure) with 
lowered birth weight (Dew et al. 2007), reduced attentional capacity (Williams and 
Ross 2007), and reduced IQ among non-FAS children at age four years (Streiss-
guth et al. 1989).

Tobacco use has also been found to be threatening to the fetus and to later child-
hood development (Williams and Ross 2007). Whites have been found to be more 
likely to use tobacco during pregnancy (Arria et al. 2006; Perreira and Cortes 2006), 
and less likely than Hispanics to attempt to quit smoking during pregnancy (Yu 
et al. 2002). Unfortunately, health outcomes associated with smoking tobacco in-
clude low birth weight (Dew et al. 2007), which has been associated with increased 
risk of mental retardation and cerebral palsy (Collier and Hogue 2007). Other re-
views have found that heavy cigarette smoking during pregnancy may be associated 
with lowered school achievement a decade later (Williams and Ross 2007). Though 
a direct relationship between maternal smoking and later psychiatric disorder was 
not found in this study, poor academic achievement may be an indicator of disrupted 
development that may lead to increased risk of mental disorder later in life. As 
troubling as these findings are, it may be even more disconcerting to consider how 
adverse physical and developmental outcomes seem to occur more often among 
certain racial groups, even controlling for engagement in behaviors that result in 
teratogenic fetal exposure. For example, infants born to Black women have been 
found to have a higher risk of preterm birth (Dew et al. 2007) and infant mortality 
due to various causes (David and Collins 2007) even when patterns of substance use 
are taken into account. Therefore, race appears to be important to consider even in 
the most basic of developmental tasks: individual survival.

As stated above, it is not only restricting damaging exposure, but also ensuring 
sufficient exposure to necessary nutrients and related influences that contributes 
to optimal neurological development (Massaro et al. 2006). Appropriate prenatal 
care is widely viewed as a major factor which ensures appropriate fetal access to 
beneficial substances during gestation; however, much evidence exists that prena-
tal care access and usage vary greatly according to race. For example, non-White 
populations have been found to be less likely to utilize several forms of prenatal 
care services (Martin et al. 2007), even when they had adequate financial access 
to such services (Gavin et al. 2004). This latter study also found that non-White 
populations were more likely to receive recommendations for prenatal testing for 
diseases related to high-risk behaviors, perhaps indicating biased assumptions 
about the usual behaviors of minority group mothers (Gavin et al. 2004). This is 
particularly troubling given findings (such as those reviewed above) that non-White 
populations may actually be less likely to engage in certain high-risk behaviors 
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during pregnancy than Whites. The experience of such stereotyping of non-White 
mothers may be one factor which deters non-White pregnant women from seeking 
prenatal care. Non-White populations already report feeling less trust in physicians 
than White populations do (Armstrong et al. 2007), and physicians actually report 
more negative ideas about minority group patients than about White patients (van 
Ryn and Burke 2000). The net result is that the different kinds of neurodevelop-
mental threats which harm members of different racial groups may or may not be 
appropriately identified and treated in time to prevent neurological damage to these 
children, a fact that may lead to different developmental trajectories being estab-
lished after birth.

Biological Factors in Development After Birth

As people progress through the postnatal stages of development, biological influ-
ences continue to support or disrupt the maintenance of mental health. Whether 
these influences operate at the individual, family, or regional level, racial differ-
ences have been uncovered which appear to differentially impact mental health over 
the lifespan. At the more individual level of analysis, influences such as nutrition 
have been investigated. A growing number of studies have supported the roles that 
specific nutrients have in optimal neurological function over the lifespan, making 
nutrition a natural factor to study in relation to mental disorders (Bodnar and Wisner 
2005). Iron and folate appear to be particularly important in this regard. Increased 
iron and folate in the diet of young children, for example, has been found to be 
positively associated with IQ scores. Specifically, iron intake was associated with 
non-verbal IQ scores, while folate was associated with verbal IQ (Arija et al. 2006). 
Iron deficiency, on the other hand, has been associated with impaired learning, low-
ered school achievement, and delays in motor development (Brotanek et al. 2007; 
Gordon 2003). Later in development, dietary folate and iron, as well as omega-3 
fatty acids, vitamin B12, zinc, and selenium have been found to be more likely to 
be deficient among adults with depression than among control groups, and omega-3 
deficiency is a risk factor for depression. In addition, folate deficiency appears to 
be associated with reduced responsiveness to antidepressant medication (Bodnar 
and Wizner 2005). In the most advanced stages of life, a history of midlife Vitamin 
B deficiency appears to be associated with increased risk of dementia, while high 
midlife antioxidant and omega-3 consumption appears to reduce risk for the devel-
opment of dementia (Donini et al. 2007). Clearly dietary intake has an impact on the 
stability of lifelong mental health.

Research on racial differences in nutrition has generally found that non-Whites 
consume diets lower in these important nutrients than Whites do. For example, His-
panic toddlers are more likely to be iron-deficient than Black or White toddlers 
(Brotanek et al. 2007). In adolescence, Blacks and Hispanics are more likely than 
Whites to report skipping breakfast, not eating at least two daily servings of fruits or 
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vegetables, and not eating at least two daily servings of dairy products, while Asians 
were more likely than Whites to eat fruits and vegetables regularly but much less 
likely to consume dairy products (Videon and Manning 2003). African American 
girls also appear to be less likely than Whites to increase their fruit and vegetable 
intake as they progress through adolescence (Striegel-Moore et al. 2006). Similar 
differences have also been found among adults, with additional differences by race 
in fiber intake (Bahr 2007). Research has indicated that some of these racial differ-
ences cannot be adequately explained by socioeconomic status (Bahr 2007) or other 
culturally impacted practices, such as parenting style (Cullen et al. 2002). In the 
absence of vitamin and mineral supplementation, fruits, vegetables, and dairy pro-
vide a number of nutrients essential for mental functioning; therefore, it appears that 
certain differences in mental health-related outcomes may differ due to differences 
in consumption of these key foods. At the same time, appropriate interventions to 
increase healthy dietary behavior can be helpful to members of all racial groups 
(Kirschenbaum et al. 2005).

At the group level, interest in the likelihood of being exposed to the effects of 
environmental contaminants and pollution has resulted in distressing findings, 
particularly in regard to race and SES. In addition, knowledge is growing about 
the specific effects that particular kinds of exposure can have on the development 
of mental health from infancy to older adulthood. For example, lead exposure has 
been extensively studied for its adverse cognitive and behavioral consequences in 
children, and for its negative impact on the cognitive functioning of older adults. 
Though certain controversies exist as to the appropriate interpretation of longitu-
dinal data in light of various confounding variables, there is general acknowledg-
ment that lead exposure in childhood is associated with reduced cognitive abil-
ity, increased behavioral problems such as aggression, and increased problems 
with inattention. Even with growing public awareness of this threat, risks of lead 
exposure to non-White children are not abating as rapidly as they are in White 
populations (Dilworth-Bart and Moore 2006). Unfortunately, non-White popula-
tions may face a double threat of poor nutrition and lead exposure, as poorer qual-
ity nutrition contributes to higher lead absorption in the central nervous system 
(Dilworth-Bart and Moore 2006). Other pollutants, such as nitrous oxides, carbon 
monoxide, and ozone, also may be more present in the living and working envi-
ronments of minority populations than of Whites, particularly those of lowered 
SES (Grinesk et al. 2007), with as-yet-undetermined effects on mental and behav-
ioral functioning over the lifespan. Even beyond the direct effects of pollutants on 
neurological function, believing oneself to be in danger may itself be detrimental 
to the health of certain racial groups. For example, chronic uncertainty associated 
with fearing exposure to pollutants is more common among non-White popula-
tions than among Whites (Downey and Van Willigen 2005; Johnson 2002; Jones 
and Rainey 2006). This kind of uncontrollable stressor may have a biological 
impact, in the form of elevated stress hormone levels on a chronic basis. Elevated 
stress, of course, has a profound negative influence on psychological and physical 
health (Taylor 2003).
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Application of ETM Principles to Biology and Development

A transactional view of these biological influences (prenatal alcohol and tobacco 
exposure, nutritious diet, and environmental pollution exposure) and mental health 
would predict that individuals who have the knowledge and power to make positive 
changes in their lifestyles and environments would set an adaptive cycle in motion, 
which would contribute to increased propensity towards mental health. Specifically, 
abstaining from substance abuse during pregnancy, increased intake of sound nutri-
tion throughout life, and escaping exposure to pollutants (or the fear thereof) should 
improve the intellectual capacity and executive functioning of individuals, from 
infancy onward. For example, the mother who abstains from alcohol abuse during 
pregnancy may not only protect her developing fetus from teratogenic effects, but 
also may set herself up to be a more engaged and attentive parent when her child 
is born. These improvements would likely contribute to greater achievement of the 
child in school and (later) in the workplace, and would likely lead to greater finan-
cial stability over the lifespan. These individuals would also be less likely to have 
extended exposure to stress, and thus experience associated physical and psycho-
logical health benefits. Unfortunately, and very importantly, not all of the relevant 
variables are under equal control for members of differing racial groups. This is a 
fact that continues to disturb researchers and policymakers alike (Dilworth-Bart and 
Moore 2006).

Cognitive Factors in Development of Mental Health

Besides examining how cognitive and intellectual ability results from impacts on 
neurological development, it may also be useful to consider how education-related 
experiences can impact members of different racial groups in different ways. In 
addition, varying endorsement of particular beliefs, values, and ideas may affect 
developmental trajectory in myriad ways among different racial groups, including 
the development of mental health. Therefore, we next turn to reviewing literature 
on these kinds of cognitive differences in our discussion of the ETM. As some 
contributors to the present volume wrote extensively on some of these topics, we 
encourage the reader to review those chapters as appropriate.

No discussion of cognitive development and race would be complete without 
reference to the enormous controversy surrounding racial differences in IQ scores 
(Alderfer 2003; Gottfredson 2005; Rushton and Jensen 2005). Over the past four 
decades, the debates surrounding these differences in (purported) intellectual ability 
between (usually) African American, European American, and (sometimes) Asian/
Asian American or Latino American samples, have focused on differing total scores 
on standardized IQ tests. Rushton and Jensen (2005) have published extensively 
on such studies in regard to the hereditarian hypothesis; that is, they see the main 
question as “whether any significant part of the Black-White IQ difference is ge-
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netic rather than purely cultural or environmental in origin” (p. 238). These authors, 
and some others, have interpreted findings of such studies as supportive of this 
contention (e.g., Gottfredson 2005; Rushton and Jensen 2006). Other authors, how-
ever, have taken a variety of dissenting positions on this argument. For example, 
it has been argued that inappropriate interpretation of genetic similarities between 
members of racial groups (e.g., a failure to acknowledge that cultural/historical 
factors maintained these similarities—they were not evolutionarily or biologically 
necessary) irreparably confounds the hereditarian hypothesis (Cooper 2005). Other 
authors have focused in their dissents on the diminishing differences between dif-
ferent racial groups on various measures of intellectual ability since the mid-1960s; 
the fact that many interventions aimed at increasing testing skills and school pre-
paredness among Black youth appear to be effective; and the fact that academic 
achievement has not been found to vary with presumed genetic “Whiteness” or 
“Blackness” (operationalized by skin color, self-reported ancestry, or mixed-race 
parentage) as evidence that environmental factors are the only plausible explanation 
for racial differences in IQ scores (Nisbett 2005). Investigations which examined 
intelligence among adults in the college years have leant further support to the role 
of experience in intellectual achievement, even beyond the developmental stages of 
childhood and adolescence (e.g., Myerson et al. 1998).

While this debate may be dismissed by some as irresolvable, it acquires great 
significance when considered for its transactional implications. In particular, be-
lieving members of certain races to be genetically destined to be intellectually infe-
rior to others (or not believing this) immediately evokes discussions of stereotype 
threat (Aronson 2002; Suzuki and Aronson 2005) within the frame of the ETM. 
Stereotype threat can be defined as a negative cognitive–affective experience which 
hinders performance by members of certain groups on particular tasks, if expected 
performance on those tasks is assumed to be naturally lower for those groups (Ar-
onson 1999, 2002; Gonzales et al. 2002). In the typical scenario regarding intellec-
tual ability, the performance of non-White individuals on standardized intelligence 
or achievement tests would be hampered if their racial group membership were 
activated in the context of the testing (e.g., filling in a box indicates one’s group 
membership before taking the test). This would be due to how activation of their 
racial group membership would also raise their awareness of how their performance 
might be judged in light of their race. The resulting anxiety, self-focused attention, 
and devaluation of the task for ego-protective reasons would all serve to reduce 
performance.

Recent research has revealed that stereotype threat may be a particular impedi-
ment to optimal function of working memory (Beilock et al. 2007; Schmader and 
Johns 2003), and that individuals placed in experimental situations meant to evoke 
stereotype threat evidence increased stress (evidenced by increased heart rate and 
respiration during intellectual task performance) (Croizet et al. 2004). While some 
authors caution against interpreting such findings as indicating that stereotype threat 
is uniquely responsible for race differences in (for example) IQ scores (Sackett et al. 
2004), the effect has appeared consistently in a number of studies and thus appears 
to be a real phenomenon which is differentially experienced in various racial groups. 
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The situations where stereotype threat arises differs by racial group, however; for 
example, Whites have been found to experience stereotype threat when informed 
that their performance on a math task would be compared to that of Asians, who are 
assumed to excel on such tasks (Aronson 1999).

The importance of stereotype threat to the ETM lies in how this experience 
arises in social contexts and in how poor performance may contribute to main-
tenance of a negative stereotype and continued distress in various kinds of goal 
pursuit over time. Some of the transactional aspects of this process were discussed 
by Nussbaum and Steele (2007) in relation to academic disidentification. These 
authors argued that all students enter the academic arena with equal enthusiasm 
and find education equally rewarding. Over time, however, the differing educa-
tional experiences of White and non-White students can cause non-White stu-
dents to feel that their self-esteem is under greater threat. Therefore, they may 
progressively devalue educational outcomes, and disconnect their assessments 
of their own worth from their educational achievement. While the self-esteem of 
Black youth, for example, has been consistently found to be higher than that of 
White youth, this may be due to an ultimately maladaptive tendency on the part 
of Black youth (particularly males) to disengage from education (Cokley 2002). 
Unfortunately, blatant cues of ability stereotyping are not necessary to impair per-
formance; experimental research has shown that even subtle cues (such as being 
observed by a majority group member during a task) worsen performance (Stone 
and McWhinnie 2008).

Even for those non-White students who do not disidentify with academic perfor-
mance, however, stereotype threat continues to threaten their achievement. Osborne 
and Walker (2006) found that highly academically identified African American, 
Latino American, and Native American students, for example, have been found to 
be at increased risk for high school dropout relative to less-identified (and lower 
achieving) non-White peers. Among European Americans, however, higher aca-
demic identification was predictive of lower dropout rates. The authors interpreted 
these findings as indicating how strong identification with academic achievement 
actually makes school a more aversive environment for non-Whites, while Whites 
experience school as more rewarding when they value academic achievement more. 
Increased high school dropout rates, of course, lowers college admittance rates for 
non-White students. Stereotype threat may continue to hinder those non-White stu-
dents who do make it to college, however. Non-White students have been broadly 
found to achieve lower than Whites in college, with stereotype threat again identi-
fied as a possible contributing factor; this experience has also been found to reduce 
Black college students’ performance on the Graduate Record Examination (GRE) 
(Aronson 2002). Lower scores on this critical part of graduate school entrance re-
quirements may result in lower graduate school admittance rates for African Ameri-
can students, interfering with efforts to attain greater education, income, and social 
status. The transactional cycle would be completed when the poorer performance 
of non-Whites would become known to majority culture, maintaining the tendency 
toward differential, and sometimes discriminatory, behavior toward non-Whites. 
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Therefore, even if the individual manages to protect their own self-esteem through 
devaluation of certain kinds of goal pursuits, their likelihood of attaining other kinds 
of goals might be hampered due to negative stereotypes which would continue to 
shape their experiences.

Goal pursuit in education and other life domains can also differ between racial 
groups due to the effects of other cognitive variables. For example, sense of control 
(Bruce and Thornton 2004), optimism and pessimism (Brown et al. 2005; Chang 
1996; Chang et al. 2001, 2003; Heine and Lehman 1995), perfectionism (Chang 
et al. 2006, 2008; Downey and Chang 2007), and lay ideas about what optimal 
functioning is (Constantine and Sue 2006; Downey and Chang 2011) may be among 
the many cognitive variables that can impact developmental trajectory across the 
lifespan differently in different racial groups.

Application of ETM Principles to Cognition and Mental Health

One of the most widely known pioneers of cognitive theories and mental health, 
Aaron Beck, asserted that mental disturbance results from negative thinking about 
oneself, one’s circumstances, and one’s future (Sue et al. 2006). The mental health 
of certain individuals may be most influenced by cognitive variables such as those 
just discussed through a deleterious impact on this cognitive triad, particularly if 
those individuals connect ideas of individual accomplishment, control, and reward 
with the kind of fulfilment described by Beck. While it might be expected that 
all individuals who experience repeated frustration and failure in their life goal 
pursuit would develop the kinds of depressogenic cognitions that Beck identified 
as deleterious to mental health, this prediction would be overly simplistic in light 
of the ETM. Given the preceding discussion of stereotype threat, it seems that 
we cannot assume that members of all racial groups will subscribe to any given 
model of mental health equally. For example, poor academic performance may 
be more closely linked to the development of reduced mental health among Eu-
ropean American youth than among minority youth, as minority youth may have 
engaged in emotional coping strategies which insulated themselves from nega-
tive self-evaluations. Similarly, negative thinking may not be equally damaging 
to members of all racial groups; for example, while Asians have been found to 
be more pessimistic than European Americans, Asians were no more likely than 
European Americans to report experiencing negative affect (Chang 1996). It would 
seem that the development of mental health, or mental dysfunction, may be largely 
predicated on the model of ideal mental health that one is socialized into over the 
life course (Constantine and Sue 2006), and how voluntary efforts to attain or 
maintain that experience are or are not supported by one’s environment. If a good 
fit exists between one’s values and one’s circumstances and efforts, positive men-
tal health would likely result. However, the inverse would lead to compromised 
mental health.
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Environmental Impacts on Development of Affect Regulation

Affect regulation has been defined as the ability to modulate one’s own responses 
to emotionally valenced internal and external stimuli (Bradley 2000), or the con-
scious and unacknowledged measures that people take to avoid negative emotion, 
and maintain positive emotion (Westen et al. 1997). Affect regulation has also been 
described as encompassing constructs such as emotion regulation, coping, and even 
some personality traits which involve general tendencies to experience certain emo-
tions (Gross 1998). Affect regulation has been theorized to be of central importance 
in the development of mental health or illness. In fact, some researchers have gone 
so far as to hypothesize that dysfunction in the affect regulation system is the pri-
mary cause of mental disorder (Bradley 2000). Not surprisingly, biological fac-
tors comprise a key component of the development of appropriate affect regulation. 
However, many environmental experiences may contribute to or detract from ap-
propriate affect regulation, and many of these may differ by racial group in Ameri-
can society.

Relevant to the ETM, the transactional implications of affect regulation are both 
broad and profound, particularly in connection to differing experiences of various 
racial groups across the lifespan. For example, individuals exhibiting lower af-
fect regulation may self-select different environments than those with strong af-
fect regulation. Similarly, people with compromised affect regulation may draw 
out responses from others in the social environment which are more negative. Each 
of these factors, in turn, may lead to experiences which may increase one’s risk of 
mental disorder. Also key in the ETM is the assumption that interactive cycles are 
initiated within the context of one’s relationships with primary caregivers, with the 
consequence that threats to these relationships present threats to optimal develop-
ment of mental health. Therefore, understanding some of the ways in which helpful 
or harmful experiences contribute to greater or lesser capacities for affect regula-
tion in members of various racial groups is very important. As there is currently no 
universally accepted method for measuring affect regulation, I take the approach of 
many authors in this area by focusing on a variety of emotional strategies and out-
comes as evidence for the general construct of affect regulation (e.g., Gross 1998).

It has been argued that affect regulation is fundamentally shaped by multiple 
contextual factors. Specifically, the functionalist perspective argues that one’s 
proximal and distal social contexts determine what forms of emotional expression 
are beneficial or acceptable, and at what times (Zeman and Shipman 1998). Par-
ticularly important at the earliest stages of life are social interactions with primary 
caregivers. For example, one study showed that infants who were being raised by 
mothers who were more sensitive to their emotions showed a greater capacity for 
affect regulation, and a greater likelihood of secure attachment to their mothers. In 
this study, affect regulation mediated the association between mother sensitivity 
and infant attachment (Braungart-Rieker et al. 2001). In the converse, mothers who 
experience affective disturbances (e.g., postpartum depression or anxiety) are more 
likely to have insecure attachments with their infant children (Howell et al. 2006). 
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These insecure attachments may remain even if symptoms such as those associated 
depression are effectively treated. For example, mothers depressed postpartum have 
been found to be less responsive and positive toward their infants than mothers who 
do not experience postpartum depression, and these tendencies are not improved by 
alleviating depressive symptoms (Forman et al. 2007).

Similarly, parenting can be impeded by anxiety, in that anxious parents may re-
strict their own activities, suffer from excessive fears, or even self-medicate with al-
cohol (Breitkopf et al. 2006). Children raised by mothers debilitated by postpartum 
depression or anxiety are at increased risk for negative temperament and behavior 
problems later in development (Civic and Holt 2000; Forbes et al. 2008; Forman 
et al. 2007). They are also more likely to exhibit behaviors consistent with taking 
passive emotional regulation strategies (Silk et al. 2006), indications of compro-
mised affect regulation. Given the potentially negative psychological consequences 
of maternal depression or anxiety to both mother and child, it is important that at-
risk mothers and children be identified as early as possible.

The rate of postpartum depression among new mothers has been estimated at 
approximately 12% of the population (Albright 1993), though some studies have 
found much higher rates (e.g., approx. 17–23%, Mayberry et al. 2007). Rates have 
been estimated to be even higher for mothers at the low end of the socioeconomic 
scale (Rich-Edwards et al. 2006). Regarding experience of postpartum depression 
among various racial groups, studies have revealed highly contrasting results. For 
example, Howell et al. (2006) found that non-White racial group membership was 
positively associated with experiencing symptoms of postpartum depression (anhe-
donia and/or depressed mood lasting at least two weeks), controlling for age, mari-
tal status, SES, type of childbirth (e.g., vaginal vs. surgical delivery), parity, and 
infant-related role demands (e.g., diapering, feeding, caregiving tasks). Schmidt 
et al. (2006) also found some race differences in postpartum depression, measured 
using the Beck Depression Inventory (BDI) in a study of adolescent mothers. In this 
study, European Americans and Latina Americans were at greatest risk of suffering 
from moderate to severe postpartum depression, with African Americans appear-
ing to suffer less frequently from this disturbance. In another study of postpartum 
depressive symptoms, new mothers were surveyed approximately 24–48 hours after 
delivery, about their experience of depressed mood within the previous two weeks. 
This study revealed African American mothers to be at greater risk for depressed 
mood during the end stage of pregnancy, and in the early postpartum period, than 
White women were, while Latina American mothers appeared to be less vulnerable 
to this disturbance than Whites (Segre, Losch, and O’Hara, 2006). Interestingly, 
then, among studies where racial group differences in rates of postpartum depres-
sion have been found, different groups have been identified as being most at risk. 
This may well be the result of how these studies involved samples taken from dif-
ferent geographic areas; that is, inconclusive findings may indicate that members 
of the same racial group may have very different experiences in different social 
environments.

Further complicating the picture, however, is the fact that studies resulting in null 
findings can also be found in the literature. For example, Rich-Edwards et al. (2006) 

18 Race, Age, and Mental Health



342

found in a large-sample study that the differences in postpartum depression they ob-
served between Latina American, African American, and European American moth-
ers were best explained by SES, whether the pregnancy had been intentional or not, 
and (most significantly) history of major depression prior to pregnancy. Therefore, 
these researchers, and others, have argued that racial group is not an independent 
predictor of postpartum depression (Mayberry et al. 2007).

How should these differences in empirical findings be understood? It seems most 
appropriate at this time to point to methodological differences as a likely explana-
tion for differing results. For example, studies indicating no difference between 
racial groups in postpartum depression have often used the Edinburgh Postpartum 
Depression Scale (EDPS; Cox et al. 1987), with a cutoff of 12 or 13 (out of 30 
possible points) used to identify women who had “probably” been depressed in 
the week before administration (Mayberry et al. 2007). Studies finding significant 
group differences, however, have more often used one-item or two-item scales, fo-
cusing on reports of depressed mood or anhedonia as sufficient indicators of post-
partum depression. Using these less-stringent criteria, greater proportions of study 
samples have been identified as clinical groups, perhaps lending greater statistical 
power to resulting analyses. Also of concern are differences in the timing of instru-
ment administration across studies; measurements were given as soon as 24 hours 
after delivery in some studies, or as late as 2 years after childbirth in others. This 
lack of consistency makes it difficult to come to a general conclusion about whether 
postpartum depression varies in different racial groups; however, enough positive 
findings exist in the literature to make this question very worthy of further pursuit. 
This is particularly true given the profound impact that postpartum depression has 
on quality of life in both mothers and infants, due (at least in part) to its deleterious 
effects on affect regulation. If racial group differences do exist, it is very important 
that this be widely recognized so that appropriate preventive steps can be taken 
(Segre et al. 2006).

Of course, affect regulation as a solely intrapersonal construct lacks useful 
meaning, as one only is called upon to regulate his or her own emotional responses 
within environmental contexts. Therefore, it also behooves us to elaborate on how 
certain emotionally laden experiences may vary as a direct result of one’s racial 
group membership. For example, having experiences which evoke feelings that 
one’s culture has been ignored, degraded, or destroyed are arguably more common 
among people of non-White racial group membership in the United States, than 
among White individuals (Sue et al. 2006). While blatant discrimination is no lon-
ger openly sanctioned in US society, more covert forms of racism and discrimina-
tion continue to exist which negatively impact mental health.

A common means of investigating the possible associations between racism and 
mental health is to assess the relative effects of perceived racism, which has been 
conceptualized as a stressor which challenges the individual coping of target indi-
viduals (Cassidy et al. 2004). Perception of the unfairness of racism and discrimi-
nation has been noted to appear in children as young as preschool age, and some 
studies have shown that majorities of non-White children report having personally 
experienced various forms of discrimination by middle childhood (Brown and Bi-
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gler 2005). As individuals of various racial groups navigate and develop within 
the social environment, recurrent negative emotional experiences associated with 
discrimination can impact different people to different degrees. Theoretically, more 
frequent and stressful experiences of racism-related stressful events would be as-
sociated with more indicators of poor mental health. Indeed, increasing amounts of 
data indicate this to be likely. For example, Klonoff et al. (1999) found that perceived 
racism was associated with increased psychopathology, such as anxiety, depression, 
and symptoms of somatization in a sample of Black adults. Alcohol abuse, another 
form of psychopathology, is generally more common among Whites than among 
non-White groups (see Downey and D’Andrea, this volume); however, perceived 
discrimination has been found to be associated with increased abuse of alcohol in 
African-American populations (Mays et al. 2007). Williams and Williams-Morris 
(2000) conducted an extensive review of the literature on the relations between dis-
crimination and mental health among African Americans and select other minority 
groups, which largely supported the contention that experiences of discrimination 
can have a detrimental effect on mental health. A more recent review examining 
general health outcomes associated with discrimination corroborated this conclu-
sion, and warned that health disparities associated with discrimination actually ap-
pear to be increasing, rather than decreasing, in recent decades (Mays et al. 2007).

Affect Regulation, Allostatic Load, and the ETM

In connection to affect regulation, which is thought to have its basis in human physi-
ological processes, recent theorizing about the negative effects of discrimination on 
individual capacity to bear stress may help illuminate the relations between racial 
group membership and the development of affect regulation. Mays et al. (2007) 
elaborated a model connecting experiences of racial discrimination to chronic 
physiological stress, resulting in greater allostatic load for members of oppressed 
groups. That is, changes in arousal of the body’s stress systems, including altered 
activation of associated brain structures (such as the amygdala and anterior cingu-
late cortex), lead to accelerated decompensation of physiological stress–response 
mechanisms. Along with changes to cognitive functioning and immune response, 
negative impacts to affective stability may result from these abnormalities. Given 
that the perception and experience of discrimination begins quite early in life, it is 
possible that allostatic load begins altering the developmental trajectories of certain 
racial groups from early childhood on. Downstream during adulthood, then, greater 
susceptibility to mental disorder may result not only from stressful life circumstanc-
es endured by one’s racial group, but also from experiencing a lifetime of subtle 
(and not-so-subtle) alterations in physiological and neurohormonal development. 
Though it may be that members of different cultures or racial groups appear to differ 
in their conceptions of ideal emotional expression and experience (Tsai et al. 2006), 
these differences in values may not suffice to protect all members of disadvantaged 
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groups from mental health problems. Indeed, the widely known disparities in vari-
ous aspects of mental health seem to confirm this.

Behavioral Patterns and the ETM

Given the preceding discussion of biological, cognitive, and affective differences 
which may emerge between members of various racial groups over the course of 
the lifespan, it should be unsurprising the differences in behavior would also be 
evidenced. As a number of authors in the present volume have elaborated upon such 
differences, particularly in regard to behaviors associated with alleviating experi-
ences of compromised mental health (e.g., help seeking from mental health profes-
sionals, indigenous healers, or taking other actions such as prayer), we will not 
reiterate already-identified tendencies. Rather, we will emphasize the transactional 
aspects of such decision-making.

The behaviors that one engages in to try to attain or maintain positive mental 
health are clearly not selected at random. Rather, they are a function of an interac-
tion between several factors: namely, one’s learning and value system, which is 
directly shaped by culture at both the micro and macro levels; the ongoing and 
changing state of one’s decision-making capacity, which varies with the soundness 
of one’s mind, brain, and body; and one’s opportunities, which are limited by one’s 
immediate surroundings, access to resources, and general social position (socially, 
economically, geographically). It is through the action of these multilayered filters 
that the near-infinite range of the human behavioral repertoire is whittled down to 
a much smaller set of exhibited behaviors. To the extent that members of the same 
racial groups are impacted by the same filters, their behaviors will converge. How-
ever, the fact that the above equation represents an extremely complex interaction 
makes it impossible to determine exactly what any given individual will do at any 
given time.

What we can be certain of is that whatever action an individual takes, it will be 
perceived and interpreted by others. Those perceptions and interpretations are gen-
erally biased toward indicating individual character (e.g., fundamental attribution 
error), regardless of what obstacles people may experience. Therefore, responses 
from one’s social environment will often reflect this bias (e.g., “You are depressed 
because you are unmotivated, lack talent,” etc.), particularly when those responses 
are driven by attributions about the behaviors of outgroup members (such as mem-
bers of racial groups different from oneself). Such responses may thus be either very 
satisfying, or very unsatisfying, depending on whether they accord with one’s self-
concept. These changes in self-concept, in turn, shift subsequent decision-making. 
Now, the ways in which we continuously shape one another’s behavior certainly 
demands appreciation at the individual level. However, in the aggregate, it becomes 
simply dizzying to consider how our individual actions combine into massive social 
forces, which we may call the stratification of American society.
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The Promise of Empiricism: Testing the ETM

The preceding discussion represents just a sampling of the huge literature that could 
be theoretically related to the ETM. As the reader may have noted, most of the 
research reviewed here were cross-sectional studies, associating various indicators 
of health or pathology to various other factors, with race most often representing a 
grouping variable or predictor in a multiple regression equation. However, the ETM 
is by nature a developmental theory, which implies a need for longitudinal methods 
(Singer and Willett 2003). Indeed, as Sameroff and MacKenzie (2003) emphasized 
in their extensive review of studies emblematic of the transactional approach, cross-
sectional research is by definition not adequate to the task of studying dynamic 
systems. In fact, these authors made it clear that no particular research strategy can 
do a complete job of documenting transactional systems, as the dynamic nature of 
mutual influence between the individual and his or her environment across time 
results in continuous re-organization of perceptions and behavior for the relevant 
elements of that system.

Despite the unavoidable inadequacies of time-bound assessment of dynamic 
systems, Sameroff and MacKenzie (2003) praised a number of studies which used 
sophisticated longitudinal and statistical designs for their efforts at quantifying such 
changes. Longitudinal approaches were formerly primarily identified with experi-
mental repeated-measures designs. However, over the past several decades these 
designs have come to be employed with great frequency in many areas of the social 
and behavioral sciences, whenever human variables are measured at multiple points 
in time in order to assess change processes (Arnai 2008). The strength of using well-
designed longitudinal studies in investigation of the ETM is due to the potential for 
such studies to track changes in a target (e.g., the developing child) which effect 
changes in members of his or her transactional system (e.g., the parents), which 
in turn lead to later changes in the original target. By assessing both ‘ends’ of the 
system over time, changes which occur in any member of the system can be empiri-
cally linked. That is, the null hypothesis that any assessed changes in the system 
occurred independently of one another, can be tested.

Common statistical approaches employed in longitudinal research include me-
diator and moderator regression analyses, hierarchical regression analyses, and 
structural equation modeling (e.g., Rosel and Plewis 2008). These have all been 
held out as possible tools in the study of transactional processes in development. 
By statistically controlling for previously assessed levels of mental health or pa-
thology (or any other variables of interest), relations between specific transactional 
variables and outcomes can be uncovered (Sameroff and MacKenzie 2003). Some 
researchers have also examined the possibility of viewing development as move-
ment from one categorical stage of functioning to the next, and thus analyzing 
categorical longitudinal data relative to assessing trends in development (Ato et al. 
2005). For example, in this conceptualization, a researcher might assess the de-
velopment of depression categorically. One category might represent individuals 
of very high functioning with no symptoms of depression; a second, individuals 
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of high functioning with some symptoms of depression; a third, individuals of 
moderate functioning with some symptoms of depression; and a fourth, individu-
als of poor functioning with multiple symptoms of depression (akin to the con-
cept of complete mental health advocated by Keyes 2007). By identifying groups 
showing similar patterns of movement from category to category in this paradigm, 
researchers could feasibly search for similarities in their respective transactional 
systems which might be determining these patterns. The actual statistical tech-
niques employed in longitudinal studies should be chosen carefully, as factors such 
as the number of observations across time, variability of scaling of the outcome 
variable(s), and theoretical considerations about appropriate modeling of change 
(e.g., linear vs. curvilinear, what order of exponential change) all impact results 
and interpretation (Fraine et al. 2005). [For further reading on statistical approaches 
with longitudinal data, the reader is referred to Singer and Willett (2003), and to a 
special January 2008 issue of the journal Methodology: European Journal of Re-
search Methods for the Behavioral and Social Sciences.]

To what other kinds of studies could these statistical tools be usefully applied, 
in order to build evidence for the ETM? Several examples and suggestions have al-
ready been provided, and the only things standing between the interested researcher 
and a host of new empirical insights are sufficient resources, determination, and 
creativity to accomplish the goal. However, the keys to testing a model such as 
the ETM lie in (1) gathering sufficient longitudinal data to examine the ‘back-and-
forth’ transformations which may occur between members of a system, and in (2) 
ensuring that racial/cultural variables are assessed adequately to be included in ex-
planations of results. For example, if a particular researcher is interested in examin-
ing the transactional implications of how concerns about environmental pollution 
may be associated with different mental health trajectories among adults of various 
racial groups, he or she might first assess diverse samples of adults in areas of simi-
lar environmental threat for their level of concern and distress about such threats. At 
a later time, participants might be assessed again for the degree to which they tried 
to escape or alleviate the threat, or communicated their concern to civic authorities, 
and their perceptions of how their concerns were received by these parties. Public 
data (such as dollars spent on environmental cleanup efforts) could be included as 
an objective measure of the degree of attention that particular neighborhoods had 
received in a given time period. Then at yet a later time, mental health outcomes 
such as depression and anxiety among these participants could be assessed. Various 
questions might be answered in such a study, including whether the developmental 
trajectories of members of different racial groups diverged to a degree that was 
sufficiently strong as to preclude the effects of random chance. In addition, the 
degree to which these mental health changes corresponded (or did not correspond) 
to external indicators of responsiveness from the social/civic environment could be 
investigated. Naturally great attention to the fine details of such a complex study 
design would be necessary, but the potential benefit is that some examination of 
how the person and the social environment impact one another could result.
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Applying the ETM to Maximize Thriving

Thriving as a Distinct and Desirable Psychological 
Experience

It has been suggested by many that being mentally healthy requires something more 
than just not exhibiting signs of mental illness. Indeed, the World Health Organiza-
tion has defined mental health as involving a subjective sense of well-being, the 
functional capacity to productively pursue one’s own goals, and the wish and abil-
ity to contribute to the collective achievement of the goals of one’s society (World 
Health Organization 2004). That is, in a nod to Jerome Wakefield’s famous coin-
ing of the term ““harmful dysfunction” as a description of abnormal behavior and 
psychopathology (as cited in Sue et al. 2006), mental health might be described as 
advantageous adaptation. A conceptualization of mental health which evokes this 
paradigm has been investigated by Keyes (2007), who has shown in several stud-
ies that individuals who show no symptoms of mental illness, and who show signs 
of flourishing (which is purported to include such states as positive affect, feeling 
a sense of purpose in one’s life, and feeling integrated into one’s community and 
society) are least likely to be diagnosed with several different mental disorders. 
Research into lay concepts of health has confirmed that it is not only mental health, 
but also the idea of health in general, which are frequently defined by laypeople in 
terms of advantageous adaptation. That is, most people’s ideas of what it means to 
be healthy include concepts of positive mental/emotional functioning, and a sense 
of life engagement and reward, which are seen as distinct from not becoming ill or 
disabled (Downey and Chang 2011; Hughner and Kleine 2004). Therefore, it may 
be that the social and behavioral sciences are only beginning to embrace a conceptu-
alization which has been held by the many for a very long time, presenting a largely 
untapped wealth of possibilities in human study and intervention (Keyes 2007).

With the growth of positive psychology as a discipline which cuts across many 
domains of human behavior, it seems clear that the study of human thriving is be-
ing seen as an endeavor of increasing worth in American (and global) society. This 
push toward expansion of work in positive psychology could rightly be seen as 
forwarding research endeavors relevant to the ETM. While much of the discussion 
of the present chapter has highlighted the factors and processes which disrupt de-
velopment across the lifespan (and where race may play a part in those processes), 
the beauty of a transactional model is how positive intervention results in change 
not only in a target individual, but also in the system(s) with which that individual 
interacts (Sameroff and MacKenzie 2003). That is, if the individual and those in 
his or her social environment are engaged in a continuous dynamic change process, 
positive change in one party is likely to contribute to positive change in the other 
party (or parties). Again, however, it is important that racial and cultural factors be 
attended to in studies of spontaneous or purposeful system shifts, as changes that 
may arise in (or assist) members of certain racial groups may not have the same 
impact in members of other racial groups.
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For example, interventions aimed at increasing academic success in vulnerable 
high school students are unlikely to be equally effective for students of all races, 
as there is a high likelihood that non-White students carry different attitudes and 
experiences of academics than White students do (e.g., Cokley 2002; Nussbaum 
and Steele 2007). In this example, it might be well-advised for change agents (e.g., 
school administrators, guidance counselors, etc.) to take system-targeted actions 
when trying to reach non-White students and improve their commitment to edu-
cation. This might involve such unorthodox measures as seeking feedback from, 
and creating partnerships with, family and community networks when assessing the 
appropriateness of their own curricula and teaching methods. Likewise, communi-
ties served by particular educational institutions could not help but take notice if 
school authorities sought to learn about, acknowledge, and atone for any role they 
themselves may have played in undervaluing the strengths and abilities of their 
non-White students. By putting the “first foot forward” as a positive change agent 
in a dynamic system which has been on a path of negative outcomes for all mem-
bers, previously skeptical or embittered non-White students and families might find 
themselves more invested in making their own changes. Handled correctly, such an 
action could also provide a valuable opportunity for White students to learn about 
what modern America requires of its citizens, and the positive outcomes that such 
change can bring to all. By inviting and supporting the efforts of members of the 
research community to document the various processes involved in such change, 
recommendations for further research and application in other settings (e.g., health-
care, mental health treatment, late-life care, care of immigrant, and undocumented 
populations) would be made possible.

The Current State of the ETM and Recommendations

The preceding discussion was not meant to devalue the many admirable intervention 
efforts that are currently being conducted within and outside of the United States. 
Clearly, many millions of citizens dedicate their lives to the effort of providing ev-
ery individual with a chance to grow and thrive. Rather, in this chapter, I sought to 
support the efforts of these individuals by showcasing how their many varied efforts 
could be usefully put into a shared context, with a mutual goal of enhancing quality 
of mental health—and life—for all. However, three main changes in the status quo 
of research in mental health would do much to enhance our common efforts.

First, constant and adequate attention must be paid to social contextual factors 
impacting mental health. Of specific interest in the ETM are race and age, but gen-
der, socioeconomic status, sexual identity and orientation, education, and relevant 
policy governing participants are just a few of the additional factors that can trans-
late into diverging developmental paths. Accurately describing one’s sample in a 
research study in terms of demographics has generally become normative in pub-
lished research, but we should move more quickly toward routine empirical exami-
nation of whether race (and other factors) makes a reliable difference in observed 
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human experience and behavior (when possible). Null findings in this regard should 
be esteemed as highly as significant findings uncovering differences—indeed, it 
would be just as helpful for us to know where race does not make a difference in 
mental health, as when it does. At this time in our history, a growing awareness of 
the need to examine race as an important factor in mental health requires that we 
strenuously support such research efforts. The chapters within this volume speak 
to the many advances made in this regard in recent years, but also make clear how 
much we do not yet know about race and mental health.

Second, more engagement in longitudinal research in mental health, with the 
specific characteristics outlined above examining transactional processes, should 
be pursued. Longitudinal research obviously requires more resources (both tem-
poral and monetary) than cross-sectional research, and requires broader support 
from research institutions to conduct. For example, academic researchers balance 
the (sometimes) opposing interests of conducting maximally informative research, 
and producing an adequate number of research publications to satisfy their various 
reviewers. While research institutions naturally have full prerogative to set perfor-
mance expectations of the researchers in their employ, it should fall within the scope 
of values of these institutions to support their researchers in efforts to conduct the 
highest quality research possible.

Third, much more money must be made available for investment in research 
efforts in mental health generally, particularly that which has implications for life-
long development. We have reached a time in our history where medical science 
allows greater longevity than ever before, but many still face significant obstacles 
to benefiting from those advances (Keyes 2007). In addition, our intervention ef-
forts are often predicated on correlational or (at best) one-directional longitudinal 
knowledge about human mental health and pathology. Without knowledge about 
which systemic factors to anticipate when intervening at the individual, group, com-
munity, or policy level, we will find ourselves time and time again being blindsided 
by variables which were always “there” but which we never thought to account 
for. It is only by allocating sufficient resources to such research efforts that we will 
end up saving resources downstream; again, a long-range view will result in the 
empowerment of all.

Conclusion

This chapter has presented a model of developmental mental health called the 
Expanded Transactional Model (ETM), which attempts to argue that racial group 
membership can be significant in biological, cognitive, and affective development 
over the course of the lifespan. Development is argued (in line with Sameroff 1975) 
to be transactional in nature, with members of a system involved in a dynamic pro-
cess of mutual transformation over time. Race is viewed as a likely moderator of 
many dynamic developmental processes, but individual development is determined 
by the goodness-of-fit which exists between that person’s characteristics and func-
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tioning, and their immediate and larger environment and experiences. The model 
has been shown to have possibilities for both identifying individuals at risk for pa-
thology and for making culturally appropriate, positive individual or systemic inter-
ventions to alter the trajectory of development. Research techniques and examples 
were described, and recommendations for future recommendations and policy were 
made. The general aim was to challenge researchers and practitioners to consider 
their work within a larger theoretical context of development, and to encourage 
further work in this regard.
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The present volume has brought together a wide set of empirical findings from 
many areas, which are usually (and often quite usefully) considered separately from 
one another. Specifically, we have endeavored to present a balanced, developmen-
tal picture of mental health, and illness in the five most commonly recognized ra-
cial groups within the United States. We have encouraged our contributors to offer 
their expertise on positive and negative psychological functioning in particular sub-
groups, and to make recommendations for future investigation on each subgroup. 
We hope that the result of this work is a useful, comprehensive, and informative 
volume that inspires much future work.

Recurrent themes throughout this text have been several, and have surprised us 
in their consistency across different research teams. For example, contributors to 
this volume have voiced broad agreement regarding the need to promote a multicul-
tural perspective on mental health and illness, related to the changing demographics 
of our nation and known health disparities between groups. However, many authors 
emphasized how extant knowledge has been developed using an oversimplified def-
inition of what comprises a “race” or “culture.” While the racial categories which 
serve to organize this volume do reflect historical tendencies in broadly categoriz-
ing the US population (e.g., a recent review of American youth mental health and 
race utilized the same categories; Anderson and Mayes 2010), they pose a number 
of disconcerting problems for present and future work in our field. For example, 
these categories can complicate research on race, ethnicity, culture, and mental 
health in a number of ways. At a very basic level, reviewing findings which various 
researchers agree are applicable to any given group is becoming a more complex 
endeavor, as terms and labels which are used by some entities, may or may not be 
used by other entities. The categories here presented have also come under scrutiny 
(in the present volume and elsewhere; e.g., Stuart 2004) because they may disregard 
the complex values and histories of unique ethnic and national groups within each 
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broad category. Almost all authors in this volume presented examples of distinct 
ethnic/national groups that are often subsumed into the same racial category, despite 
characteristics which strongly distinguish one subgroup from the others. In addi-
tion, it must always be kept in mind that one’s group membership is only one aspect 
of a person’s individual identity (Stuart 2004), and therefore group labels must not 
supersede individual factors that may be contributing to wellness and/or dysfunc-
tion. A tension thus exists between breadth and depth in coverage of the kinds of 
issues addressed in this volume, and in others like it. It seems clear that no single 
volume could possibly contain the most significant findings on every group and 
subgroup (and how individuals within those subgroups may differ and why) in the 
US population—our diversity is simply too great. We remain glad, though, that our 
contributors repeatedly emphasized the need for researchers to keep within-group 
diversity in mind when interpreting findings and designing new studies.

Another recurrent theme in this volume involved how level of acculturation is 
a major factor related to mental health across the lifespan. Level of acculturation 
appears to be a very significant moderating variable that can impact whether indi-
viduals of various groups may thrive or struggle in navigating the daily challenges 
of living in US society. Authors in this volume did not assume any simple linear 
relationship between acculturation and well-being, a position supported by recent 
critiques of the acculturation literature on the whole (Schwartz et al. 2010). Rather, 
our authors offered a variety of possibilities involving acculturation which may 
serve to support optimal functioning in each group. For some individuals, increas-
ing familiarity with dominant American culture (including language, societal struc-
tures, and sociocultural practices) may be the key to advancing mental health, while 
for others, maintaining connections to indigenous languages, values, and practices 
may serve that same goal. For still others, optimum health might involve efforts 
which combine both increasing skills reflecting acculturation, and maintaining in-
digenous connectedness. Alongside these possibilities is how the concept of becom-
ing “acculturated” itself may imply the recognition of a status quo, established and 
maintained by the dominant group—and that in American society, there is a need 
to critically examine whether diversity of experience and practice is sufficiently 
permitted within the status quo.

It is our view that an explicit effort should be made to continue to push the 
boundaries of what culturally informed values and behaviors are now considered 
“American.” This is due to how authors in this volume coalesced around the view 
that the experiences of minority groups still tend to be underrecognized by the ma-
jority group, so acculturation by members of populations newest to US culture often 
involves a process of struggle and hardship. One goal of questioning current as-
sumptions about “American-ness” would be to release some groups (particularly 
non-White groups) from the implied need to demonstrate European American val-
ues and practices, in order to maintain positive psychological functioning in Ameri-
can society. Many scholars in many places are discussing similar issues elsewhere 
(e.g., Berry 2008, 2009; Burdick-Will and Gomez 2006; Chirkov 2009; Okigbo 
et al. 2009), and vehement arguments are being offered by some that interactions 
between groups may result in more mutual change than is often assumed by current 
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research on acculturation (Berry 2008, 2009). We feel these discussions are needed 
and productive, and should be pursued empirically as well as theoretically.

Authors in this volume have also embraced the opportunity to explore the two 
main intended emphases of this text: namely, an equal focus on both strengths and 
challenges to mental health, and examination of these issues within subscribed age 
groups across the lifespan. Regarding the strengths that contribute to resilience of 
members of various groups, our authors repeatedly described feeling challenged 
to be brief and selective in reviewing this topic. Many recent works on strengths 
point to the now-classic article on positive psychology by Seligman and Czikszent-
mihalyi (2000) as a major motivator for research in this area, and we would be 
remiss to imply that this framework did not contribute to this volume. However, 
our authors have here summarized findings regarding strengths, protective factors, 
positive characteristics, and values from each group which have been studied over 
many decades. Simply put, they could easily have filled an entire volume with these 
themes alone! Our hope is that by allotting both positive and negative influences on 
mental health equal platforms in this volume, researchers examining multicultural 
mental health will see the utility of assessing both positive and negative variables 
(as both predictors and outcomes) in their future studies. Regarding the other main 
theme of this text, the lifespan perspective, recent research has shown how discuss-
ing unique strengths and needs of individuals at various stages of development is 
important (e.g., Walsemann et al. 2009), and our authors have clearly embraced this 
framework. This is not least because ongoing demographic changes in American 
society will demand that increasing attention be paid to lifespan issues in mental 
health. That is, the overall age composition of different racial groups continues to 
shift over time, with some whole groups being younger on average than others (and 
thus facing different developmental challenges). What these changes will mean for 
future changes in mental health interventions and policies is yet to be known, but is 
assured to be significant.

While scholarly interest in the themes raised in this volume is increasing, and 
associated knowledge is accumulating, there are still many who voice concern that 
appropriate application of such findings continues to be a challenge for practitioners 
(Conway Madding 2000; Hays et al. 2010; Law 2007; Orsi et al. 2010; Snowden 
et al. 2008; Stuart 2004). Of particular note is how progress in applying knowledge 
about race, culture, and development in the clinical realm does not appear to be 
moving at similar rates for different groups. The fact that European Americans are 
more frequently being recognized as one racial group among many in the United 
States does not change the fact that most of Western psychotherapy grew out of 
“White” culture (Sue et al. 2007). In addition, the changing demographic picture of 
the United States is shifting in different ways in different geographic areas, mean-
ing that clinicians training or practicing in some geographic areas may gain more 
experience with some groups, than they do with others (Green et al. 2009), and 
the quality of that training can vary widely (Jernigan et al. 2010). Therefore, while 
knowledge about multicultural practice is growing, there remains much ground to 
make up on certain fronts.
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Despite these caveats, the many valuable points raised by our authors merit 
consideration in relation to clinical work. Approaching the challenges of the di-
verse mental health needs of today’s society are many. Practical, direct, empiri-
cally informed recommendations in this area are therefore warranted. What fol-
lows is a brief overview of how multiculturalism, a developmental perspective, and 
a strengths-based clinical emphasis can shape our approach to various aspects of 
mental health action. We close our volume with these themes in grateful acknowl-
edgment of those elements of our audience who are seeking to enact these themes 
in their daily clinical practice.

Enacting Knowledge on Positive and Negative Mental 
Health in Various Racial Groups Across the Lifespan: 
Highlights from the Literature

Mental Health Promotion/Mental Illness Prevention

As discussed in an extensive report by the World Health Organization (WHO), men-
tal health promotion “involves actions that support people to adopt and maintain 
healthy lifestyles and which create supportive living conditions or environments for 
health” (WHO 2004, p. 6). Naturally for an action to be mental health-promoting, 
mental health itself must be defined. Mental health according to the WHO is a state 
centered within the individual, characterized by four features of well-being: being 
able to express one’s abilities, being able to cope with normal stress, experiencing a 
productive and fruitful work life, and contributing to the larger community (WHO 
2001, as cited in WHO 2004). While a number of models of mental health have 
been offered (Vaillant 2003), the WHO’s model has received the endorsement of 
scholars and government officials from throughout Europe, as well as Australia, 
Canada, India, New Zealand, South Africa, and the United States (WHO 2004). Part 
of the reason for this broad endorsement is that it embraces mental health as a posi-
tive state, rather than simply the absence of mental illness; promotion, therefore, is 
action with an inherent goal to enhance positive functioning and capitalize on hu-
man strengths. The WHO report also emphasized how supporting positive mental 
health through promotion, also aims to prevent the onset of future mental illness; 
this effort was also widely endorsed upon its publication.

Despite this broad support from many areas of the globe, parts of the WHO’s 
(2004) definition of mental health could be critiqued on various grounds, particular-
ly when considered through multicultural and developmental lenses. For example, 
the WHO’s focus on the individual self as primary, and the collective self as sec-
ondary or contingent upon the health of the individual self, may not be expected to 
conceptually connect with members of Asian/Asian American communities (Leong 
and Lau 2001; Sue et al. 2007). Similarly, some non-White group members may 
balk at traditional Western clinical efforts to promote mental health at the individual 

C. A. Downey and E. C. Chang



359

level, rather than at the family or community level (e.g., Johnson and Cameron 
2001; Leong and Lau 2001; Vega and Lopez 2001). However, it should be noted 
that each of the four features of mental health endorsed by the WHO (2004) is inher-
ently and consciously contextual. For example, socioeconomic and environmental 
factors may all determine these aspects of the mental health of any individual or 
group (Kenny and Hage 2009); while mental disorder is most commonly diagnosed 
in individuals (APA 2000), mental health according to WHO (2004) necessarily 
involves group-level analysis. As the WHO (2004, p. 21) stated in their report, “It is 
necessary to understand a particular community’s concepts of mental health before 
engaging in mental health promotion…. An understanding of and sensitivity to fac-
tors valued by different cultures will increase the relevance and success of potential 
interventions.” This statement clearly does not limit considerations of mental health 
to the individual level alone.

A more concerning problem with the WHO (2004) approach to mental health 
promotion is that it appears best suited to describe and impact the mental health of 
young and middle-aged adults. This appears particularly clear in the definition’s 
references to work and community contribution, as they may limit the utility of this 
definition when considering children, school-aged youth, adolescents, and adults 
above standard working age or who experience functional limitations to their pro-
ductive capacity. Given that developmental level may moderate responses to pro-
motion or prevention efforts (Buhin and Vera 2009; Walsemann et al. 2009), other 
concepts of mental health may be somewhat more useful to the interested practi-
tioner in promoting mental health among these populations. The individual-level 
concept of flourishing (reviewed in Keyes 2007) has begun to be explored in 
youth populations (Keyes 2006) as well as in older adults (Ryff et al. 2003), with 
significant adjustments made in the construct compared to that which is measured 
in adults. For example, flourishing in adolescents has been defined in research as 
experiencing at least one of three possible indicators of emotional well-being ( feel-
ing happy, interested in life, or satisfied) and five of nine possible indicators of 
psychological or social well-being ( environmental mastery, positive relations with 
others, personal growth, autonomy, social contribution, social integration, social 
actualization, social acceptance, or social coherence), as well as not experienc-
ing mental health problems such as depression or conduct problems (Keyes 2007). 
This two-dimensional assessment of mental health (e.g., presence vs. absence of 
both mental health, and mental disorder) could be studied and applied to different 
age groups in ways that reflect their main strengths and challenges. Promotion and 
prevention would thus go hand-in-hand, as an effort based on supporting flourish-
ing would involve improving functioning on either or both of these dimensions as 
appropriate.

Another individual-level construct which may be useful for promotion efforts 
with members of various age groups is psychological flexibility (Kashdan and Rot-
tenberg 2010). This construct is thought to involve those executive regulatory pro-
cesses which allow for appropriate and functional cognitive, affective, and behav-
ioral responses to immediate and anticipated situations. Psychological flexibility 
may be a particularly useful construct to emphasize in mental health promotion with 
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various racial and age-defined groups, due to its essentially transactional nature. 
That is, if situations and challenges encountered by members of different groups 
tend to differ in important ways, then having the skill of psychological flexibility 
would tend to equip the individual to respond to those situations effectively and 
with lessened stress. Effective responses by these individuals would in turn tend to 
lead to more tolerable future situations—and at those times when the external situ-
ation could not be changed directly or easily, the mental health of that individual 
(and members of his or her social network and community, by extension) would be 
at least somewhat protected from harm. Concepts such as psychological flexibility, 
which offer potential for wide applicability to various age-appropriate developmen-
tal tasks and personal and social identity development, should be strongly consid-
ered for inclusion in mental health promotion efforts.

It is hoped that the reader has a sense of some of the other strengths that may be 
particularly meaningful and impactful to promote in the groups discussed in this 
volume. In general, promotion and prevention efforts should consider supporting 
most of these existing strengths of racial and age groups (remembering of course 
within-group variability), to the degree that our research has explored and validated 
those strengths. The natural next question, of course, is what particular forms these 
promotion and prevention efforts should take. Many possible avenues exist—medi-
cal institutions, schools, churches, public campaigns, workplaces, community de-
velopment programs, and pushes for policy changes at local, state, and federal levels 
are just some examples (WHO 2004). Clearly the level of intended change should 
determine the level of implementation. Most interventions identified as promotion 
or prevention efforts up to this point have focused on individual-level efforts (Hage 
and Kenny 2009; Nelson and Prilleltensky 2005), where individuals are trained 
or empowered to cope more effectively with oppressive or stressful environments 
(Kenny and Hage 2009) or challenging individual symptoms or risk factors (Stice 
et al. 2009). Still, one theme that we see emerging strongly from the writings of our 
contributors is that members of various racial groups may respond differently to 
different formats—and for some groups, the most important promotion or preven-
tion efforts would not take place at the individual level. Therefore, creative efforts 
to target families, neighborhoods, communities, and community organizations/
institutions may glean more positive results with interdependently oriented racial 
and cultural groups, than the typical individual-level promotion or prevention effort 
currently does. Groups of scholars, practitioners, and community members should 
engage in dialogues to determine what flourishing and psychological flexibility (for 
example) might look like at the group level—how does a family flourish? how does 
a neighborhood or organization become psychologically flexible?—in hopes that 
the answers to those questions can lead to concrete promotion/prevention efforts.

Much scholarship has emphasized how high-level social change may be the real 
key to true promotion of mental health, and prevention of mental illness (Nelson 
and Prilleltensky 2005). This level of change begins with continuing to examine 
mental health disparities among and between group members (e.g., Orsi et al. 
2010), as well as community, familial, and individual indicators of mental health 
(e.g., Dumka et al. 1998). Using such data, policymakers, researchers, and practitio-
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ners can collaborate to develop targeted actions that impact single or multiple levels 
of these systems. Issues such as institutionalized poverty, residential and economic 
segregation, inadequate or inequitable access to education and linguistic support, a 
lack of understanding in the mental health establishment about group differences in 
emotional expression or behavioral responses to stress, and the insidious effects of 
implicit racism on the workings of societal institutions, have all been empirically 
identified by our contributors and elsewhere as particularly challenging to multiple 
populations. These are the kinds of environmental/structural factors which are best 
addressed by continuing examination of the functioning of higher level societal 
structures. By targeting these entrenched problems through thoughtful policy de-
bate and higher level intervention, conditions will be set for more of the strengths 
of individuals, groups, and communities to emerge and express themselves through 
wellness. In turn, promotion and prevention efforts will themselves strengthen the 
resources of communities under the pressure of social injustice, and function to 
accelerate the pace of positive social change (Kenny and Hage 2009). Much as the 
growth and beauty of a flower will be stunted if it is raised in a dark room, the gifts 
and talents of diverse members of our population are too often obscured and stifled 
by the miserable circumstances they find themselves in.

Early Intervention

In reviewing the literature on early intervention, it becomes apparent that several 
reports describing “early intervention” services have examined efforts which have 
targeted nondiagnosed populations with known risk factors, such as low socioeco-
nomic status. In these interventions, these at-risk populations are generally provided 
with individual or family-level support services, intended to buffer these popula-
tions from developing mental disorders (e.g., see reviews by Calear and Christensen 
2009 and Yung et al. 2007) or other conditions known to be associated with mental 
disorder, such as child maltreatment (Reynolds et al. 2009). However, this kind 
of intervention resembles the prevention efforts described above, and in fact are 
sometimes referred to as “selected prevention” (Calear and Christensen 2009; Yung 
et al. 2007). Having already offered recommendations for mental illness prevention 
among diverse groups, we will focus this discussion on those early intervention 
efforts which seek to identify and remedy budding psychopathology at the earliest 
possible point in the disorder process.

Early intervention efforts for our purposes are those which are targeted at individ-
uals who are showing early symptoms of known disorders (Yung et al. 2007), most 
of which appear to have been aimed at youth and adolescents. Targeting younger 
individuals generally makes sense, given broad evidence that first diagnoses of vari-
ous mental disorders tend to occur by early adulthood (APA 2000), and youth are 
often situated in environments where early intervention is feasible (e.g., schools and 
primary care medical facilities). Still, mental disorders can have their first appear-
ance at any point in the lifespan, particularly when excessive environmental stress 

19 Multidimensional Clinical Competence



362

is present (Hansell and D’Amour 2008), indicating a need to stay informed and 
attentive to these issues beyond the childhood years (Roberts et al. 2009). Our first 
recommendation, then, is for increased study of early intervention efforts among 
community adult and older adult populations. At this time, early intervention for 
post-traumatic symptoms (Litz and Bryant 2009) and major depression (Goncalves 
et al. 2009; Le and Boyd 2006) for adults and older adults have received study, but 
large-scale implementation of empirically supported early intervention efforts has 
not been consistently initiated. Screening efforts at workplaces (e.g., Kessler et al. 
2005; McPherson et al. 2009) and primary care medical offices (Adler et al. 2009) 
are currently under consideration for various mental health problems, and may as-
sist with identifying individuals who would benefit from early intervention.

This raises another important aspect of early intervention efforts. In order for 
early intervention to be effective, psychopathology must be validly assessed and di-
agnosed while symptoms are still relatively mild (Roberts et al. 2009). However, the 
assessment process itself may fail to accurately identify those individuals; for ex-
ample, assessment of psychopathology in non-White populations has faced signifi-
cant scrutiny regarding the reliability and validity of resulting diagnoses (Anderson 
and Mayes 2010). One significant national study of infant-to-toddler early interven-
tion efforts indicated that non-White children may be more likely to participate in 
early intervention than White children, possibly related to their more frequent cate-
gorization as low income (Scarborough et al. 2004). Though outreaching to diverse 
communities and families is an important effort, individuals of various racial groups 
(even those at risk due to economic hardship) may or may not be appropriately iden-
tified as developing early symptoms of disorders due to weaknesses in assessment. 
Of course, identification of need is just the first step; any intervention applied must 
be shown to reduce symptoms such that development of the full-blown disorder 
is avoided, in order for an effort to be considered a successful early intervention 
(Roberts et al. 2009). As already pointed out by several of our contributors, there 
are many reasons to believe that the effectiveness of the most common intervention 
efforts may vary in different race and age-defined populations. Therefore, ongoing 
research must occur in this area, and particular care taken with clinical efforts which 
utilize assessment of early symptoms.

Another notable feature of early intervention efforts is their focus on dysfunc-
tion, rather then wellness. That is, there appears to have been relatively little atten-
tion paid in this area to developing positive functioning in target populations (e.g., 
encouraging and assessing outcomes such as satisfaction with life, social-emotional 
intelligence, positive life events, or growth of character strengths; Davidson et al. 
2006; Vaillant 2003). We see this as problematic for a number of reasons. First, if 
the populations targeted by these efforts are truly those which are showing only 
mild symptoms, then logically it follows that their general presentation should 
be more functional than dysfunctional (e.g., Global Assessment of Functioning 
(GAF) scores would be expected to be moderately high). Strengths-based clinical 
approaches would involve capitalizing on these strengths to overcome whatever 
challenges might be present, and should not be considered an expectable or “throw-
away” correlate of recovering from symptoms (Davidson et al. 2006). It could be 
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argued that even when symptoms of psychopathology are not present, a lack of such 
positive experiences and characteristics might be an early sign of impending mental 
disorder (Keyes 2007); therefore, a lack of emphasis on positive functioning could 
be hindering the progress of research and practice in early intervention. Indeed, the 
effect sizes associated with the reductions of pathology in early intervention con-
ditions may not be very large (Calear and Christensen 2009; Roberts et al. 2009), 
which might be logical if these efforts are targeting groups where significant pathol-
ogy is not yet the primary concern. Therefore, our final recommendation regarding 
early intervention efforts is that they be designed to explicitly include the develop-
ment of positive mental health, as well as the elimination of emerging symptoms of 
psychopathology.

Therapeutic Intervention for Psychopathology

A large amount of valuable scholarship has described recommendations for psycho-
social intervention with diverse clients. For example, as of early 2010 the popular 
internet bookstore Amazon (www.amazon.com) lists dozens of scholarly volumes 
on this topic, with a number focusing on specific therapeutic orientations and/or tar-
get populations. Clearly it is impossible to briefly summarize this rapidly expand-
ing literature here, so we will focus on one main theme: Applying certain known 
strengths of different age and racial groups, to improving functioning in individu-
als, families, or small groups in the clinical setting. These recommendations are 
driven directly by points raised by our authors in the chapters in this volume, and 
are contextualized by some other related research findings. Though points raised in 
the following sections are organized according to racial grouping, our intent is not 
to imply that issues or themes raised within one section (e.g., in the discussion of 
African Americans) do not apply or could not be useful with other groups (e.g., with 
Asian Americans) or that they will be helpful in treating all members of a particular 
group. Rather, we believe that certain concepts may be worth further investigation 
as endeavors to improve positive functioning and reduce psychopathology in di-
verse individuals continue.

African Americans

High levels of engagement in familial and community relationship building have 
been frequently noted as a strength of African Americans across the lifespan. Rela-
tionship-building occurs in the home, neighborhood, church, and school, and often 
implicitly or explicitly reinforces a sense of pride in African American identity (Ut-
sey et al. 2003). Individuals can benefit from these strong social bonds from early 
childhood onward, and these bonds play a particularly significant role in maintain-
ing the mental health and well-being of members of this racial group. Mental health 

19 Multidimensional Clinical Competence



364

practice with African Americans across the lifespan should work to capitalize on 
these interlayered bonds to both promote positive well-being and reduce psycho-
logical distress. For example, much scholarship has identified the Black church as a 
strong source of support for African American individuals, families, and communi-
ties (Adksion-Bradley et al. 2005; Boyd-Franklin 1989; Queener and Martin 2001), 
and prayer an important healing practice for disorders as significant as depres-
sion (Givens et al. 2007; Loewenthal and Cinnirella 1999; Mitchell and Weatherly 
2000), schizophrenia (Loewenthal and Cinnirella 1999), and chemical dependency 
(Washington and Moxley 2003). The Black church has even been described as the 
“pulse of the African American community” (Adkison-Bradley et al. 2005, p. 147). 
Therefore, it is important that clinicians who can anticipate serving African Ameri-
can populations in their practices develop relationships with local Black church 
leaders, with a goal of true collaboration. That is, mental health professionals and 
church leaders should view each other as having unique and important skills to 
share with one another, for the good of the community and its inhabitants.

Mental health professionals seeking to outreach to local churches, as well as to 
African American individuals and families where pathology may be present, would 
be well-advised to integrate some of the language of health from African spiri-
tual practices into their work. For example, some therapy approaches which have 
grown out of African/African American spiritual practice have focused on health as 
a sense of balance and harmony among different parts of the self, and with the outer 
world (Queener and Martin 2001). It would seem that clinicians working within a 
variety of modalities and therapeutic orientations could easily adopt the concept 
of balance as an organizing principle for various interventions, without having to 
adopt any particular religious stance. By offering services not as a way to “correct 
dysfunction,” but rather as a way to help “restore inner and outer balance,” clini-
cians of various backgrounds may find their African American clients more recep-
tive to attempting a variety of potentially helpful treatments (whether they involve 
medication, psychoeducation, psychotherapy, or some other approach). In addition, 
this framework may be helpful to clinicians who are initially uncomfortable with 
incorporating spirituality into their clinical practice. This is because the concept 
of balance can be easily conceptualized as including rewarding spiritual practice, 
among a number of other positive life practices. Many African American clients 
may appreciate the helping framework of restoring inner and outer balance, because 
of its implied acknowledgement of the power of contextual forces on individual 
and family functioning. The Black church is often viewed by African Americans 
as a kind of validating and preserving force against an often hostile and inequitable 
society (Adkison-Bradley et al. 2005). By discussing mental health as inner and 
outer balance, the clinician is implicitly validating the existence of the hostile and 
inequitable forces that African American clients may be perceiving or experienc-
ing, which disrupt the balance of their lives. Some authors have gone so far as to 
state that this kind of acknowledgment of inequity is critical for cross-racial mental 
health interventions to have any positive effect with African American clients—in-
deed, this is critical to ensure that the act of intervention itself is not a revictimiza-
tion of this oppressed group (Stevenson and Renard 1993). Rather than stigmatizing 
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the individual suffering from psychopathology, the “balance” approach empathizes 
with the sufferer and states a clear positive goal for wellness. This concept also 
provides an elegant gateway into dialogue with African American youth, adults, 
older adults, families, and communities regarding what particular intrapersonal and 
interpersonal balance makes the most sense for that particular person or group.

Asian Americans

Many Asian Americans, particularly from less-acculturated backgrounds and fami-
lies, may be expected to avoid seeking assistance for psychological, emotional, or 
social struggles from structures outside the family, such as Western-style mental 
health establishments. This may be due to a tendency for Asian Americans to view 
systematized mental health treatment negatively (Atkinson and Gim 1989), perhaps 
related to an Asian cultural memory of a colonial past which exploited mental health 
systems to oppress individual and group rights (Deva 2008), or to a history of in-
trafamilial power structures that tend to strictly dictate public and private behavior 
(Root 1985; True 1990). While such actions may be viewed as indicative of strong 
faith in familial bonds and supports, or a sense of cultural self-sufficiency, such 
choices have a downside: Asian Americans tend to delay seeking needed mental 
health treatment for themselves or dependent family members until symptoms are 
quite severe (Kearney et al. 2005; Sue and McKinney 1975; Zane et al. 1994), and 
members of this group often end treatment prematurely (Sue 1977; Sue et al. 1994). 
Even for those Asian Americans who seek treatment for themselves or their family 
members, their therapy outcomes tend to be poorer (Kearney et al. 2005), perhaps 
related to different client and therapist expectations of what the therapy process it-
self will involve (Hwang 2006; Kagawa-Singer and Chung 1994; Root 1985; Tseng 
2004; Zane et al. 1994), as well as therapist perceptions of Asian American clients’ 
general suitability for treatment (Zane et al. 1994). Therefore, mental health ap-
proaches which would attempt to acknowledge these cultural values and differenc-
es, and emphasize the most cherished strengths of Asians/Asian Americans, may go 
furthest to supporting individuals in this group (Kagawa-Singer and Chung 1994; 
Root 1985; Tseng 2004).

It has been observed that Asian Americans may often be socialized from early 
childhood to hold the fundamental personhood of themselves and others as mani-
festing their embeddedness in intricately interwoven social networks, rather dif-
ferently than European Americans (for example) may be (Markus and Kitayama 
1991; Schwartz et al. 2010; Tafarodi and Smith 2001). As has been pointed out that 
a therapeutic approach will only be seen as credible and valuable if the model of 
health it espouses “makes sense” in light of the client’s cultural values (Root 1985), 
the individualist–collectivist framework has received some scholarly attention in 
relation to mental health in Asian American populations. Such expression of col-
lectivist attitudes about personhood are not unique to Asian Americans, nor do all 
Asian Americans adhere strongly to such a view, but it is possible that attending 
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to the positive aspects of collectivism may resound well with Asian Americans in 
mental health outreach and intervention. Some research has found that increasing 
positive social interactions may be associated with greater improvements in mental 
health symptomology among people of people of Asian cultural heritage, than of 
European cultural heritage (Tafarodi and Smith 2001). This fact may have clinical 
implications, in that increasing social skills and positive relationships in the social 
networks of Asian Americans may be a productive target of intervention. While 
cognitive approaches have been well-recognized as techniques that can assist social 
skill-building, dynamic therapies often also include more consideration of the ways 
that the client–therapist relationship itself can be healing to the client, compared to 
cognitive approaches (Egan 2009). Individuals who are low in independent self-
construal (e.g., conceptually similar to holding a collectivist view of the self) seem 
to view both cognitive and dynamic therapies as credible approaches to improving 
mental health (Wong et al. 2003). As research has found low therapist understand-
ability to be an important predictor of low perceived therapist credibility in Asian 
Americans (Wong et al. 2007), it may be that dynamic approaches which explicitly 
require the helper to focus on the quality and shared experience of the client–thera-
pist relationship (including whether the client is fully understanding the content and 
process of the therapy) might be quite appropriate for some Asian American clients.

Findings such as these provide support for the idea that clinicians who focus 
their outreach and interventions on enhancing younger and older Asian Americans’ 
abilities to interact productively, enjoyably, and with self-control in their social net-
works, may foster better outcomes with these clients than if they underemphasize 
these social factors. Outreach efforts to Asian Americans who may be reluctant 
to present for assistance due to stigma or shame, may be more effective if mes-
sages incorporate the social self more prominently (e.g., rather than “Are you feel-
ing depressed? Seek help at _______,” a more acceptable message might be “Are 
your relationships and duties becoming too difficult to bear? Let us support you 
at _______”). Additionally, clinicians would be wise to remember that they them-
selves are part of the social network that is indexed by individuals high in col-
lectivism, because the relational experience they foster with their Asian American 
clients will have deeper implications for these clients’ sense of self than is typical 
with members of some other groups. As many Asian American clients may tend to 
associate mental health professionals with other health professionals, such as physi-
cians, these clients may expect mental health workers to act in a fairly directive and 
authoritative manner bespeaking their perceived status (Tseng 2004; Wong 2007). 
Therefore, it becomes critical for the Asian American client to experience his or her 
mental health professional as highly competent, nonjudgmental, appropriately au-
thoritative on issues of mental health expertise, respectful, and useful. By recogniz-
ing this expectation and seeking to meet it as best as one can, the clinician is setting 
the stage for productive interpersonal interactions that can allow for goal pursuit 
outside of the clinical arena.
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European Americans

As noted within this volume, European Americans tend to enjoy privileged status 
in American society. Explicit or implicit discrimination on the basis of race against 
Whites is relatively rare, socioeconomic status of Whites tends to be relatively high 
and stable, and lifespan development of White individuals tends to be less disrupted 
by negative social pressures such as poverty, crime, and incarceration, compared 
to other racial groups. Therefore, it can be argued that this relative freedom from 
multiple and interacting social pressures involving race represents a strength of this 
group that supports the effectiveness of any clinical interventions which may be 
needed. Still, many individual European Americans suffer from psychopathology, 
and its various attending life problems. Of particular concern (also noted within 
this volume) is evidence that European Americans experience higher rates of sub-
stance use disorders, such as alcohol dependence, than other racial groups do (Per-
ron et al. 2009). In addition, comorbid diagnoses of other mental illnesses, such as 
depression, anxiety, schizophrenia, bipolar disorder, and personality disorder (also 
referred to as dual diagnoses) are highly common among substance abusers (Bender 
et al. 2006; Cleary et al. 2008; Drake et al. 2008) with roughly half of adult sub-
stance abusers falling into this category (Tiet and Mausbach 2007; Veilleux et al. 
2010) and up to 90% of adolescent substance abusers showing comorbidity (Bender 
et al. 2006). Therefore, the present recommendations will focus on interventions for 
substance use disorders among European Americans, and how awareness of racial 
issues might relate to treatment of this population.

Though (to our knowledge) treatments for substance use and comorbid disorders 
have not been designed specifically for different racial groups, particularly Euro-
pean Americans, reviews that have included descriptive information on participant 
race have revealed that younger and older European Americans are well-represent-
ed in existing studies (Bender et al. 2006; Dutra et al. 2008; Perepletchikova et al. 
2008). There appears to be data supporting some effectiveness of various treatment 
modalities, including cognitive behavioral therapy, group therapy, integrated asser-
tive community treatment (ACT), residential programs, and contingency manage-
ment for adults (Cleary et al. 2008; Drake et al. 2008; Dutra et al. 2008; Horsfall 
et al. 2009) as well as multisystemic therapy, individual cognitive problem solving, 
and ecologically based family therapy for adolescents (Bender et al. 2006; Pereplet-
chikova et al. 2008), though effects may vary with substance addictiveness (e.g., 
studies of opioid dependent individuals show poorer responses to psychosocial 
treatments than alcohol- or marijuana-dependent individuals; Veilleux et al. 2010). 
Therefore, it would seem that clinicians have a variety of choices available to them 
when working with substance abusing or dually diagnosed clients. Still, effects of 
all of these treatments appear to be modest at best, and strongest in the short-term 
(Dutra et al. 2008), even when delivered with the high fidelity required in random-
ized controlled trials.

One treatment approach which merits additional discussion in the present con-
text, due to its particular conceptual correspondence to attitudes associated in the 
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present volume with “Whiteness,” is motivational interviewing. Motivational inter-
viewing is a cognitive technique ideally employed in the early stages of treatment 
for substance use disorders, other mental disorders, and dual diagnoses. It is aimed 
at increasing the client’s awareness of his or her own level of dysfunction associated 
with substance abuse, and works to identify and capitalize on the strengths of each 
client to assist him or her in engaging in the treatment process (Horsfall et al. 2009) 
while actively empathizing with and encouraging the self-efficacy of each client 
(Perepletchikova et al. 2008). The effectiveness of motivational interviewing, even 
in the absence of extensive additional treatment, has been demonstrated empiri-
cally (Tiet and Mausbach 2007) and appears to retain greater effectiveness over the 
long-term than other brief interventions (Horsfall et al. 2009), though strong effects 
have not been found in all studies (Drake et al. 2008). The tenets of motivational 
interviewing lie in its focus on “personal choice, responsibility, and awareness of 
the risks and benefits of continued substance use” (Horsfall et al. 2009, p. 27), val-
u es which dovetail well with traditional European American beliefs regarding faith 
in the individual, reduced emphasis on external circumstances as justification for 
personal actions, and a belief that a strong work ethic coupled with logical deci-
sion-making can create profound change in one’s experience (Warner and Riviere 
2007). As motivational interviewing is relatively simple to integrate into other psy-
chotherapeutic approaches, clinicians should consider receiving training in these 
techniques and regularly applying them with their White clients. Though aspects of 
these techniques may not be as well suited to adolescent populations as they are to 
adults (Perepletchikova et al. 2008), training in these techniques can be relatively 
straightforward, and the existing evidence in its favor speaks to its potential to en-
hance other approaches utilized with European Americans. The question of how 
motivational interviewing can be tailored to better fit the cognitive capabilities of 
young clients is worth further exploration. Regarding older clients, it should not be 
assumed that substance abuse or dual diagnosis is a minor problem. The number of  
older Americans suffering from substance use disorders is projected to double by 
the year 2020, to 5.7 million (4.3 million of whom will be European American; 
Han et al. 2009), so clinicians will need to be prepared to apply these techniques to 
members of various age groups.

Latino Americans

It is estimated that about half of the Latino American population is foreign born 
(Lanouette et al. 2009; Vega et al. 2007), indicating that issues related to immigra-
tion and acculturation are very likely to be salient (whether personally, or via social 
networks) to Latino American clients in need of mental health treatment (Altarriba 
and Santiago-Rivera 1994; Anez et al. 2005; Duarte-Velez and Bernal 2007; Mi-
randa et al. 2006). This reality makes it particularly important to attend to cultural 
strengths that can be tapped for optimal intervention with members of this diverse 
group. Broadly speaking, Latino American clients approach social relationships, 
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both familial and nonfamilial, in ways which may appear to clinicians in the cur-
rent mainstream to be more intimate, integrated, trusting, and personal than (for 
example) European American clients do (Anez et al. 2005; Mezzich et al. 1999). 
Members of this racial group are often deeply tied to their familial and community 
networks (Miranda et al. 2006), a reality which can be beneficial or detrimental to 
client engagement in mental health treatment (Anez et al. 2005; Van Voorhees et al. 
2007; Weisman et al. 2005). For clinicians prepared to recognize and view posi-
tively the potential benefits of this interpersonal approach, it is likely that clinical 
engagement and outcomes can be improved over their current levels. For example, 
it is known that warmth and concern within Latino American families may help 
buffer children against psychological dysfunction (Duarte-Velez and Bernal 2007; 
Samaan 2000) and protect adult members with persistent mental health problems 
against relapse (Vega et al. 2007). In addition, training Latino American families to 
reduce the frequency of any negative interactions may help reduce pathology in af-
fected members (Vega et al. 2007). In similar ways, clinicians conducting individual 
psychosocial interventions who learn to express warmth to their Latino American 
clients, are open to spontaneity and peer-like disclosure with these clients (e.g., 
“chit-chat”), understand these clients’ needs to consult and/or involve their family 
members in their treatments, and tolerate a relatively deep level of intimacy with 
these clients without exploiting this closeness, are likely to develop more positive 
and productive alliances with these clients than if they expect and maintain typical 
Westernized interpersonal boundaries (Anez et al. 2005; Canive et al. 2001; Van 
Voorhees et al. 2007).

Once a positive therapeutic alliance has been established with a Latino American 
client and/or family, various approaches are available to the clinician, including 
behavior therapy, cognitive therapy, cognitive-behavioral therapy, and various fam-
ily therapies (Juarez 1985). Behavior therapy, cognitive-behavioral therapy (Juarez 
1985; Weisman et al. 2005) and cognitive therapy (Kohn-Wood et al. 2008) may 
be attractive to clients because they can be applied within relatively few sessions 
and result in tangible progress within a fairly brief time period. However, family-
focused interventions for Latino American clients have received growing empirical 
attention for their potential to support positive functioning of members of this group 
(Cannon and Levy 2008; Juarez 1985; Weisman et al. 2005; Willerton et al. 2008). 
For example, Brief Strategic Family Therapy (BSFT; Muir et al. 2004; Santisteban 
et al. 2006) has received considerable empirical testing for its efficacy in treating 
substance abuse among Latino American adolescents, and behavioral and emotional 
difficulties among Latino American children (as well as African American youth 
populations). BSFT integrates structural and strategic theories of family therapy, 
and focuses closely on within-family dynamics to assist families with recovery 
from these disruptions and stressors. As the therapy works to engage all family 
members in the process and progress of therapy, rather than just intervening with an 
individual child or adolescent, interactional patterns are improved and maintained 
longer than in other therapy approaches (Santisteban et al. 2006; Szapocznik and 
Williams 2000). Another excellent example of an efficacious family therapy that 
may resound well with members of diverse, interdependent cultures, such as Latino 
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Americans, is filial therapy (Garza and Watts 2010). Filial therapy assumes that 
children in families affected by mental health problems are much more likely to 
trust and interact in spontaneous emotional ways with their parents, rather than with 
therapists. By training groups of parents to respond in therapeutic ways to their 
children during focused play sessions, therapist group trainers work to equip parents 
with the tools to interact positively and sensitively to their children’s thoughts and 
feelings over the course of their relationship. Filial therapy has been discussed as 
particularly well-suited to Latino American families, where warmth, trust, interde-
pendence, and intimate involvement are viewed as common strengths, that occur 
in parallel with strong cultural respect for parental figures and other elders (Garza 
and Watts 2010). A third approach that not only focuses on the full family system 
of Latino American clients, but also acknowledges the considerable barriers to care 
faced by most Latino American families in the United States is medical family ther-
apy (Willerton et al. 2008). In this approach, the medical system becomes the venue 
for reaching out to families in psychological distress, and aims to become more 
culturally acceptable to Latino Americans than other therapies through its focus on 
collaboration between various helpers and client families. These examples should 
be viewed as an encouragement for researchers and practitioners to continue to 
explore ways in which the central value of family can be incorporated into various 
psychosocial interventions, and indeed drive the development of new interventions 
which view the family is the ideal target and tool for change.

Native Americans

Though Native Americans currently comprise only a very small proportion of the 
overall population of the United States, there is incredible diversity of cultural tradi-
tions, beliefs, practices, and identity within this group (Goldston et al. 2008). It is 
accepted that certain experiences, such as historical trauma resulting from European 
colonization and subjugation (Gone 2009), have so permeated the whole of Native 
culture in North America that it unites these subgroups across tribe or region. How-
ever, beyond European colonization there remains important variability in history 
and practice within the group identified as Native American (or American Indian/
Alaska Native/North American Aboriginal, as appropriate or preferred). In addition, 
there remains a lack of empirical research on cultural influences in the manifesta-
tion of psychological distress and illness in Native Americans, and efficacious treat-
ments to resolve these issues (Gone and Alcantara 2007; Sheehan et al. 2007). Still, 
some important scholarship has been conducted regarding mental health in Native 
Americans which has revealed some common themes worthy of continued study. 
These themes, which may be viewed as cultural strengths with potential to im-
prove practice with members of this group, most often center on enculturation (that 
is, active positive experiences of one’s Native identity), commitment to traditional 
family and community practices, and integrated spirituality of Native Americans 
(Garrett and Carroll 2000; Goldston et al. 2008; Trimble 2010). Simply put, it ap-
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pears that Natives who embrace some core values of Native American culture tend 
to show greater resilience in the face of significant economic, cultural, and histori-
cal stress (Manson 2000).

Intriguing work has recently been advanced which has richly explored Native 
American understandings of health, well-being, and the healing process. Such work 
manifests how collaborative research efforts with Native American communities 
are particularly valuable with this highly marginalized, misunderstood, and mis-
characterized group (Legaspi and Orr 2007). This work also acknowledges that 
within contemporary Native communities, current understandings of traditional 
Native ways have combined with the consequences of experiences such as Euro-
pean colonization, to create unique conceptualizations of health and healing (Gone 
2009). For example, Gone (2009) interviewed 19 counselors and clients of a Native 
healing lodge, regarding the content and process of healing from a centuries-old his-
tory of traumatic experiences shared by Native peoples. This study uncovered four 
main themes describing these individuals’ concepts of healing. These four themes 
were that troubled Native people carry unmanageable emotional burdens associated 
with historical trauma; that cathartic verbal expression of this pain can be an impor-
tant part of the healing process; that continuing introspection over time in search of 
ever-greater self-understanding, is a hallmark of true healing; and that it is therapeu-
tically important to come to an understanding of one’s personal struggles within the 
greater context of cultural loss and trauma suffered by Native peoples. This kind of 
work is critical to development of effective interventions, as it allows practitioners 
to achieve greater understanding of the cultural context of diverse clients (Manson 
2000; Trimble 2010) as well as to effectively communicate with members of this 
group regarding information and recommendations (Garrett and Carroll 2000; Kal-
bfleisch 2009). It has been recommended that efforts to engage Native Americans 
in therapeutic interactions begin with a gentle, nonconfrontational approach, which 
should include respectful greeting and hospitality, a gradual and quiet entering into 
dialogue, and attention to appropriately respectful eye contact (such as averting 
one’s eyes to match any similar show of respect by the client) (Garrett and Carroll 
2000). Communication techniques such as storytelling, use of metaphor, and a fo-
cus on relationship-building involving relatively intimate levels of helper self-dis-
closure (Kalbfleisch 2009) can also assist in alliance with Native clients of various 
ages. By using these processes of communication, practitioners may build stronger 
levels of trust with their Native clients, which is vitally important to help reduce the 
understandable hesitance Native American individuals might feel toward engaging 
with (particularly non-Native) helpers. This effect may be particularly enhanced if 
the content of interventions explicitly address the themes of family, community, 
historical trauma, and spirituality that seem to be paramount to positive functioning 
in this group.

However, the issue of how developmental stage and acculturation/encultura-
tion may interact is important when considering strengths of Native Americans 
as a group. For example, satisfaction with family interactions appears to support 
positive functioning in Native adolescents (as might be expected), but greater par-
ticipation in traditional Native spiritual activities has been associated with poorer 
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psychological and behavior functioning in this age group of Native Americans. This 
relationship has held even when other influences on adolescent well-being, such as 
family and peer interactions, have been taken into account (Silmere and Stiffman 
2006) and differs from findings with older Natives. This indicates that, similarly 
to the other broad racial groups of focus in this volume, general recommendations 
about research or practice must be interpreted cautiously, and not perceived to apply 
equally (or at all) to all individuals within a racial or age group.

Multidimensional Clinical Competence: Educating 
Tomorrow’s Practitioners About a Strengths-Based, 
Multicultural, Transactional Developmental Framework

In order to be effective, the recommendations provided above require not only 
knowledge of various cultural values and practices, but also practical training that 
leads to clinical competence (Daniel et al. 2004). Contemporary clinical training in 
American educational institutions has tended to focus on preparing practitioners for 
a focus on the resolution of psychopathological symptoms within individuals (Mad-
dux 2008). As a graduate instructor in the first author’s own (fairly recently com-
pleted) clinical program succinctly stated: “Clients come to escape pain, not to build 
their strengths.” There are many problems with such a statement, which relate to 
themes of this volume. Specifically, while the concepts and constructs which com-
prise positive psychology, multicultural perspectives, and transactional processes 
have existed for decades within the discipline of psychology, statements such as 
these ignore those themes in favor of practice driven by the correction of definable 
problems. Which “clients,” exactly are we referring to? That is, who “counts” as 
a client, and how much should racial, ethnic, cultural, and developmental consid-
erations impact that definition? What is the nature of the pain experienced? What 
can we do about pain that arises from circumstances or contexts we have little to 
no power to ameliorate? Are we safe in assuming that every client will experience 
treatment as an escape from pain, or might some aspects of our clinical efforts actu-
ally alienate or even traumatize certain clients for reasons that we traditionally fail 
to investigate? What dangers to alliance or progress towards wellness do we hazard 
if we overlook client strengths? How can we expect those strengths to change and 
develop over the client’s lifespan—that is, does intervening (or not intervening) 
at one point in time serve to increase or decrease that client’s long-term health or 
vulnerabilities?

We are well aware that these are not new questions—the authors in this volume, 
and over years of scholarly discourse, prove that to be true—but we are dismayed 
that clinical training has not yet adequately or consistently incorporated positive 
psychology, multiculturalism, and lifespan views into its approach to preparing 
tomorrow’s mental health practitioners. To improve this circumstance, training 
institutions should prioritize these themes explicitly. The American Psychologi-
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cal Association, having published guidelines on the education of practitioners on 
multiculturalism (APA 2003), has clearly stated multiculturalism to be a priority of 
research and practice in psychology. However, multiculturalism in mental health 
practice has not to this point been fundamentally linked to positive psychology or 
developmental psychology within a clearly defined construction. We therefore of-
fer the concept of multidimensional clinical competence, defined as the ability to 
work collaboratively and constructively with clients of diverse groups, cultures, 
developmental stages, and levels of functioning, to recognize, utilize, and develop 
their existing and potential strengths, in the service of reducing existing or potential 
dysfunction in themselves or within their social systems. We feel that this expansion 
of the focus of what clinical competence is not only reflects growing values within 
contemporary psychology, but also will assist in directing the field toward new ar-
eas of inquiry and approaches for intervention. The recommendations for practice 
in the previous section of the present chapter are just part of what can emerge as we 
continue to explore these themes in the laboratory, clinic, and community.

More is required of us than simply defining the focus of multidimensional 
clinical competence, however. More importantly (and more difficult) is the need 
to define specific competencies to be demonstrated by trainees within the multi-
dimensional clinical competence framework. Efforts to define such competencies 
are often complicated, result in long lists of required skills and knowledge (e.g., 
Quay et al. 2009) and may be hampered by variance in expert opinion regarding 
what core skills reflect true competence (Cunningham et al. 2002). While there is 
understandable hesitation on the part of some to believe that competency as a clini-
cian can be taught at all (e.g., see a fascinating contribution by House 2008, to this 
discussion), the fact of the current day is that training of clinicians is a widespread 
effort. As such, it is critical that training includes specific competencies reflecting 
a strengths-based perspective, multiculturalism, and attention to transactional pro-
cesses and their interactions with race, culture, and/or ethnicity. In defining such 
competencies, programs will be able to specifically assess their students’ progress 
on different areas.

Many efforts toward assessing and increasing some competencies related to mul-
tidimensional clinical competence have been described. For example, some schol-
ars have recommended that trainees be instructed on cross-cultural empathy, which 
includes therapist skills at cross-cultural receptivity, cross-cultural understanding, 
and cross-cultural collaboration (Dyche and Zayas 2001). Roysircar (2004) provid-
ed three goals for trainees to pursue throughout their training in multicultural com-
petence: first, that they should expand their self-awareness regarding their values 
and biases related to culture; second, that they should increase their exposure to and 
knowledge of differing worldviews; and finally, that they should become highly ef-
fective in their interactions across racial, cultural, or developmental lines. Similarly, 
Stuart (2004) identified 12 suggestions to facilitate multicultural competence, in-
cluding developing the ability to understand each person’s unique cultural outlook, 
showing skill at uncovering each client’s commitment to various cultural identities 
and values, and approaching assessment in a manner that reflects sensitivity to cul-
ture as well as to other client characteristics. These competencies as well as other 
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suggestions can help to develop a specific set of multidimensional clinical compe-
tencies for application in training, but must be expanded to manifest an essentially 
strengths-based perspective (Maddux 2008). At the same time, even as we seek to 
define specific multidimensional clinical competencies for mental health work, we 
must be sure not to address such competence is something that can be “achieved” 
as an end result of training, without a call to enact those skills and philosophy in 
ongoing clinical and interpersonal practice (Stolle et al. 2005). It is our hope that the 
trailblazing scholars who have brought multiculturalism, positive psychology, and 
transactional development to the forefront of our discipline will consider advancing 
ideas for multidimensional clinical competencies in their future work.

General Conclusion

Over the last several decades, major shifts have occurred in our understanding of 
what mental health is, what may underlie its growth or decline, and how and when 
to intervene with another’s well-being. For the mental health field in the United 
States to recognize and legitimize the influence of sociocultural factors, such as 
race, ethnicity, and socioeconomic status, on individual and group mental health, 
was really quite revolutionary. To change the locus of wellness or dysfunction from 
the individual, to the system, was equally striking and resulted in whole new areas 
of scholarly investigation and clinical treatment. The current active and productive 
discussion of how constructs from positive psychology can aid in our understanding 
and response to psychopathology, now holds similar potential to enliven our field. 
We believe that we are being called to attend carefully to how these perspectives 
overlap with and enhance one another. This will require a shift from “2-D” to “3-D” 
thinking; that is, just as the entertainment industry is now bringing Americans ways 
to view movies and television in greater depth and clarity through computerized 
three-dimensional technology, we must be reminded to view our theoretical stances, 
research questions and conclusions, and clinical interventions with appreciation for 
the diverse and interacting forces that shape what we see and how we see it. The 
present volume has documented the distance that has been traveled so far, particu-
larly regarding research in these areas. Such efforts must continue, as all people are 
equally deserving of an opportunity for fulfillment in their lives.
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