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   Foreword: Welcome to the Fragmented Age   

 When I asked my 3-year-old daughter why on earth she needed to be so naughty, she 
looked at me like I was totally mad, shrugged her shoulders, and simply said, “I 
don’t know! Just because!” 

 That’s when it occurred to me that as we grow, we develop a peculiar faculty of 
our brain that we can call “the interpreter,” that is constantly trying to make sense of 
our actions and the world around us. It tells us a pretty cohesive story of who we are. 
 We are all storytellers ! Artists are storytellers, doctors are storytellers, hackers are 
storytellers, patients are storytellers, and so are scientists. When we share our sto-
ries, they become knowledge. 

 There are two predominant ways by which we share knowledge with the world: the 
older form is knowledge deployed by an authority (a school, institution, expert, etc.) 
and the more recent, emerging form is knowledge deployed by the crowd. Personally, 
I have an issue with both forms of knowledge. Knowledge deployed by the individual 
or the expert is full of personal bias and vested with personal stake, whether it’s geared 
towards education for good citizenship, for innovation, or for industrial revolution. 
On the other hand, imagine a single truth emerging from a crowd, a truth that has 
survived edit-wars. It emerges disinterested, but sterile and devoid of any personal 
biases (like Wikipedia, or at least what it strives to achieve). Reading this book excites 
me to believe that we are fi nally primed to see the emergence of a third form of knowl-
edge—one in between biased and disinterested—one in which multiple truths coexist 
to create a richer understanding of ourselves and our culture. 

 This third form of knowledge has three distinct features: (1) That multiple per-
spectives (truths and biases) coexist to create a richer truth. (2) That these biases can 
only be understood when contextualized. (3) That the state of truth is dynamic and 
exists as a continuum, constantly changing. In healthcare, this third form of knowl-
edge may be a collaborative enterprise between the healthcare professional and the 
patient. This book moves in this direction by urging a dynamic dialogue and rede-
fi ning the role of the patient from the object of inquiry to someone actively engaged 
in creating knowledge about his or her condition. 
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 Conventional medical analysis has pushed for cultural compliance. Unfortunately, 
cultural compliance assumes static identities and studies the world as unchanging 
compartments. What “this book” does is request a more active and richer cultural 
sensitivity, a form of knowing that allows caregivers to appreciate and apply com-
plex, dynamic cultural continuums. 

 As an artist, I can offer a reminder that culture and identity are complex and 
dynamic. This has been a central theme of my own work. I began as a cartoonist and 
as a painter, and had an extremely successful career creating artwork about perspec-
tives. At the height of my success, I wanted to bring my artwork to life and could not 
do this within the silos of the art world alone. I had to turn to technology to bring my 
artwork to life. In 2011, I created a children’s book for the iPad. Much to the surprise 
of my Indian readers, the book begins with a gay couple raising a child. Shake the 
iPad, and it changes to a lesbian couple. Shake it again, and you get a heterosexual 
couple bringing up the child. My book deconstructs the notion of an ideal family. 

 I then went on to shake up history to reveal different perspectives on India’s 
independence. Shake the iPad and the Pakistani and British perspectives are 
revealed. Unfortunately, this medium limited each country’s perspective to a single, 
static representation. To create truly dynamic, living artwork, I had to now learn to 
color outside the lines of the art world and turn to science. Currently, my art invites 
the viewers’ brainwaves and biochemistry to actively alter the experience of the 
artwork. The role of the viewer has changed from that of mere spectator to that of a 
biasing participant and co-creator. Here, creativity plays an important role in engen-
dering empathy. Creativity lets you imagine yourself in the shoes of someone differ-
ent from you. As a dad, I can’t promise my children a life without bias. We are all 
biased! But I promise to bias them with as many perspectives as possible. 

 What I fi nd fascinating and urgently important about this book is that it recog-
nizes culture and identity as dynamic continuums that demand of the healthcare 
professional fl exibility and active participation. In my talks at TED and TEDMED, 
I remind that art and science are not in competition, but complement one another. 
I see art and science as two eyes of the same body. When you look through one eye, 
you see a beautiful reality, but when you open the other, you see a kind of depth that 
you can’t even articulate. 

 My hope in being an artist writing this foreword is that this book serves not only 
as a tool to sensitize medical professionals but also as a study in plurality, dynamism, 
and cultural sensitivity. Well beyond the confi nes of psychiatry, even medicine, it 
affords profound insight to anyone committed to understanding human social behav-
ior through the lens of myriad disciplines and perspectives   . As an artist, I give up 
authority and invite participation. This book sensitizes us to the fact that, in many 
cultures, we see the patients as belonging to a larger social network as opposed to 
treating them as isolated individuals. Maybe, just maybe, this could engender the 
much-needed empathy in our healthcare system, where the medical providers will 
give up some of their authority and make healthcare a more collaborative process.  

            New York, NY, USA    K.    K.     Raghava      

Foreword: Welcome to the Fragmented Age
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  Pref ace   

 Appreciating diversity is crucial to providing mental health services today. The 
majority of American children under 7 years of age identify as belonging to more than 
one racial group. As US demographics rapidly change over the next decade, mental 
health professionals will need to learn how multiple unique cultural dimensions infl u-
ence psychiatric illness. This book provides a framework for this understanding. 

 This textbook is divided into two parts. Part I,  Specifi c Populations,  discusses the 
history, prevalence, and complexities involved in the mental health assessment and 
treatment of Arab Americans, Asian Americans, Latinos, American Indians and 
Alaska Natives, People of African descent, Refugees, and Lesbian, Gay, Bisexual, 
Transgendered, and Questioning (LGBTQ) populations. The chapters’ authors note 
each group is heterogeneic and therefore any individual must be understood within 
the context of his or her culture. 

 In Part II,  Innovative Ways to Understand Diversity , the authors provide readers 
with their insights, research, and approaches to cultural sensitivity. From journalism 
to mediation to health care, various disciplines are fi nding creative ways to better 
understand the new American. 

 The editors hope this textbook provides a useful reference. In addition to the 12 
chapters, there is an appendix which includes a glossary of important terms and an 
essay by a latency age child grappling to understand difference and adversity. Our 
book opens with a foreword by the artist and storyteller, Raghava KK, who urges us 
to actively participate in understanding the complex cultural changes in health care. 
We are confi dent it will inspire our readers.  

       Boston ,  MA, USA          Ranna     Parekh, M.D., M.P.H.      
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  Quotati on Page   

   There never were in the world two opinions alike, no more than two hairs or two grains: the 
most universal quality is diversity. 

 Michel de Montaigne    
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           Introduction 

 The Middle East is a geographical location spreading between Southwest Asia, 
North Africa, and Europe. With the exception of Iran and Israel, the countries form-
ing this region are all Arab and they are frequently referred to as the “Arab world.” 
The Arab world is comprised of 22 countries including Iraq, Syria, Lebanon, Jordan, 
the West Bank and Occupied Territories (Palestine), and all the Gulf States. In addi-
tion, it extends through North Africa to Egypt, Algeria, Tunisia, Morocco, Libya as 
well as Sudan and parts of Mauritania. 

 They are diverse in size, political systems, and religions. Contrary to a common 
misperception, being Arab is not synonymous to being Muslim. Rather, there are 
Arabs who are not Muslim (such as some Lebanese, Syrians, Iraqis, Jordanians, 
Palestinians, or Arabs from North African countries) and there are Muslims who are 
not Arabs (such as Turks and Pakistanis). 

 Immigrants from the Middle East constitute the highest proportion of migrants 
worldwide [ 1 ]. Despite their signifi cant racial and ethnic heterogeneity, these immi-
grants may share a similar experience of migration and acculturation process when 
they arrive to the United States (US). In the beginning, most of them left their countries 
seeking education, economic opportunities, and freedom. More recently and with an 
increased numbers of refugees, they are seen fl eeing political oppression and war. 

 Arab persons share multiple similarities though they may differ in their origin: 
Semite people (descendants of Abraham), Shami people (Lebanon, Syria, Jordan, 

    Chapter 1   
 Mental Health of Arab Americans: Cultural 
Considerations for Excellence of Care 

                Imad         Melhem      and     Zeina     Chemali     

      I.   Melhem ,  M.D.      (*)
  Vice president and Chief Clinical Offi cer, Neurobehavioral Medicine Consultants , 
  302 W. Main st.,   Saint Clairsville ,  OH ,  USA   
 e-mail: imad_melhem@hotmail.com  

    Z.   Chemali, M.D., M.P.H.     
  Massachusetts General Hospital-Harvard Medical School ,  Director of Neuropsychiatry 
and Senior Faculty of Chester Pierce ,   Division of Global Psychiatry, Boston ,  MA, USA    
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and Palestine), Arabs from the Gulf States (United Arab Emirates, Kuwait, Yemen, 
Bahrain, and Saudi Arabia) or North African Arabs. Intra-ethnic diversity covers a 
spectrum from the most religious to the most secular and political systems of gov-
ernance vary between democratic, monarchal, dictatorial, or tribal. Even though 
language is the main commonality between the different Arab populations, it is not 
the only one. They share common food, music, literature, holidays, traditional 
events, and political histories [ 2 ]. Despite receiving signifi cant public attention 
since the September 11, 2001 terrorist attacks on the United States (9/11), Middle 
Eastern populations remain a poorly understood group. Many Americans may only 
be informed about the Middle Eastern culture through public media [ 3 – 5 ]. 

 The individual’s cultural background and that of their health care providers play a 
major role in the patient’s symptom expression and adherence to treatment [ 6 ]. 
Mental health services in the United States are frequently underutilized by immigrant 
populations [ 7 ]. This is partly caused by a lack of cultural sensitivity toward the 
patient [ 2 ,  8 ]. The professionals working with people of Arab origins fi nd only lim-
ited data to guide their understanding and treatment of the mental health problems of 
this population [ 9 ,  10 ]. Empirical research addressing the mental health of Arab 
Americans has been largely explorative in nature and remains negligible compared to 
that involving other US minority groups [ 1 ,  11 ]. A defi cient understanding of the 
cultural and mental health correlates of this population may push professionals to rely 
on the only other available information source that is mainstream politicized media 
[ 12 ]. This is especially true given the increased discrimination this community was 
subjected to after 9/11 [ 13 ]. As a result, these professionals are predisposed not only 
to stereotyping and to prejudice but also to inaccurate diagnosis and treatment [ 12 ]. 

 This chapter aims to provide clinicians, educators, and professionals with a better 
understanding of this community. It begins with a sociodemographic overview of Arab 
Americans and their immigration patterns followed by a review of the characteristics of 
their mental health. It then presents the cultural considerations pertinent to a culturally 
sensitive understanding of this population. Blended case vignettes are used to illustrate 
the cultural complexity encountered in the clinical setting. Finally, the chapter concludes 
with clinical recommendations to the professional treating Arab Americans. It is hoped 
that this body of work can in itself foster cultural sensitivity in clinicians and profes-
sionals who are not Arab or Middle Eastern and, by the same token, shed some light on 
the many challenges such work poses to the professional of similar background as well.  

    Arab Americans 

    Social Demographics 

 Data collected for the 2010 US Census data estimates the number of Arab Americans to 
be around 1.9 million people. This number is likely to be inaccurate due to signifi cant 
underreporting. The Arab Americans have often been designated as an “invisible minor-
ity.” Identifi cation biases occur when Arab Americans identify themselves as Middle 
Eastern or as Caucasian, thus leading to a diffi culty in estimating their exact number. 

I. Melhem and Z. Chemali
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This has been interpreted to be partly caused by fear of misperception or as distrust in 
surveys [ 14 ]. The Arab American Institute generates a number closer to 3.6 million 
when accounting for such underreporting errors [ 15 ] (Table  1.1 ). Approximately two-
thirds of Arab Americans were born in the United States and around 82 % of them are 
US citizens [ 10 ]. When the US Census data started collecting data related to Arab 
Ancestry in 1980 through 2010, the number of Arab Americans in the United States had 
grown by more than 70 % [ 15 ]. Arab Americans are distributed all over the United 
States, but the majority live in one of these ten states: California, Michigan, New York, 
Texas, New Jersey, Illinois, Ohio, Pennsylvania and Virginia, Florida. About one third 
of this population settled in Metropolitan cities of Detroit, Los Angeles, and New York.

   The majority of the Arab American community claim Lebanese or Syrian origins 
[ 15 ]. However, the immigrants originating from Egypt and Iraq have witnessed the 
sharpest increase in number since 1990 [ 15 ]. Further data about specifi c ancestry 
may be missing as many census respondents (approximately 17 %) mark the general 
category of “Arab” or “Arabic” to describe their roots [ 15 ]. Between half to two- 
thirds of Arab Americans self identify as Christians (Roman Catholic, Eastern 
Orthodox, and Protestant in descending order); the rest are Muslims in majority [ 1 , 
 16 ]. However, in recent years, Arab Muslims became one of the most rapidly grow-
ing populations in the United States [ 1 ]. This is due in part to the US Refugee 
Admissions Program (USRAP). Since 2007, USRAP has helped with resettling 
more than 60,000 Iraqi refugees in to the United States [ 1 ]. In the United States, 
Islam ranks as the second religion in number and as the fastest growing religion in 
the    country [ 17 ] and in the world with around 1.57 billion believers [ 18 ]. The num-
ber of Muslims in the United States is estimated to be around 7–10 million [ 17 ]. 

 In 2011, Arab Americans were found to be comparatively younger, wealthier, 
and more educated than the national average [ 1 ]. The majority are entrepreneurs and 
owners of businesses [ 12 ]. The newly arriving Arab immigrants and refugees leav-
ing the war-torn areas of the Middle East generally have a lower socioeconomic 
status. Many of them are living below the poverty line, tend to have a lower level of 
education and do not speak English [ 1 ].  

   Table 1.1    Demographic description of Arab Americans   

 Ancestry  Population 
 Percent of Arab 
American population 

 Percent of US 
population 

  Arab countries  
 Overall Arab  1,646,371 a   100  0.53 
 Egyptian  190,078  11.55  0.06 
 Jordanian  61,664  3.75  0.02 
 Iraqi  105,981  6.44  0.03 
 Lebanese  501,988  30.51  0.16 
 Moroccan  82,073  4.99  0.03 
 Palestinian  93,438  5.68  0.03 
 Arab a   290,893  17.67  0.09 
 Other Arab  223,020  13.55  0.07 
  United States, overall    309,349,689  

   Source : American Community Survey (2010) (US Census Bureau) 
  a Individuals who marked their ancestry as Arab without specifying a country of origin  

1 Mental Health of Arab Americans: Cultural Considerations for Excellence of Care
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    Arab Immigration Patterns to the United States 

 The migration patterns of Arab populations to the United States are historically 
divided into three phases referred to as “waves of immigration.” These waves differ 
from one another in historical and political circumstances, demographic distribution, 
and the acculturation processes of the immigrants [ 10 ]. The fi rst wave started around 
1875 and lasted until World War I. The majority of these immigrants originated from 
Syria and Lebanon. These immigrants were mostly Christians who worked in farm-
ing and trade and left their countries under the pressure of economic hardship [ 19 ]. 

 The second wave spread between 1948, the year the state of Israel was estab-
lished, and the 1967 War between the Arabs and Israel. As compared to the fi rst 
wave of immigrants, this group was more educated, spoke English more fl uently, 
and pursued higher education and professional occupations. The second wave 
immigrants left their countries at a time when the Arab world was gaining its free-
dom from the European colonies and were more attached to their Arab identity [ 10 , 
 20 ,  21 ]. Demographically, this wave had a higher proportion of Muslims than the 
fi rst wave [ 10 ]. During these fi rst two waves, Arab immigrants settled in the 
Northeast and Midwestern cities like Chicago (Illinois), Dearborn and Detroit 
(Michigan), and Toledo (Ohio) [ 22 ]. 

 A third wave of Arabs started migrating to the United States after 1967 and con-
tinues until the present day. This wave is largely comprised of Muslim Arabs and is 
characterized by a diverse mix of educational and socioeconomic levels [ 12 ]. The 
vast majority of these immigrants is fl eeing war or unstable political conditions and 
is looking for economic opportunities [ 10 ,  21 ]. During the 1990s, the number of 
Arab immigrants from North Africa and the Gulf states grew signifi cantly [ 19 ,  23 –
 25 ]. Multiple waves of Iraqi refugees migrated during and after the Gulf War of 
1991 [ 26 ]. These refugees settled mostly in the metropolitan Detroit area of 
Michigan where a large Arab community was already established [ 27 ].   

    Mental Health of Arab Americans 

    Research 

 Empirical research on the status of Arab American mental health remains minimal. 
Studies comparing the mental health of Arab Americans to other minorities are rare 
if not to say nonexistent [ 11 ,  27 ] [ 28 ]. Most of the available studies on this topic 
have been conducted by colleagues in the fi elds of sociology, nursing, and anthro-
pology [ 12 ]. They identifi ed important basic sociodemographic characteristics of 
these populations but were mostly qualitative in nature or based on small sample 
surveys [ 11 ,  12 ]. Most studies continue to investigate these characteristics in com-
munity settings and in chronic diseases (e.g., hypertension, diabetes mellitus, and 
heart disease) [ 17 ,  29 ]. Limited research on this population constitutes a major hin-
drance for the provider’s ability to meet its rising mental health needs [ 30 ]. 

I. Melhem and Z. Chemali
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 Only few clinical studies have looked into the risk factors and the mental disor-
ders of Arab Americans, especially in the period following 9/11 [ 11 ]. One study 
identifi ed increased depression and Posttraumatic Stress Disorder (PTSD) among 
Arab Americans as compared to the community [ 31 ]. Another study involving a 
sample of Muslim Americans, among which 44 % were of Arab origins, documented 
an association between perceived religious discrimination and subclinical paranoia 
[ 32 ]. A study by Amer and Hovey showed that Arab Americans display higher rates 
of anxiety and depression compared to nonclinical community samples (normative 
samples) (p. 409–418) [ 11 ]. One study on suicide among Arab Americans living in 
Michigan (MI) found lower suicide rates among this population when compared to 
non-ethnic Whites, regardless of gender [ 13 ]. Arab Americans in Wayne County, 
MI, where the largest Arab community resides, also had lower suicide rates than 
Arab Americans outside of this county [ 13 ]. These outcomes parallel fi ndings among 
other ethnic minorities and the mechanisms explaining these fi ndings included col-
lective family and cultural social bonds and group and community identity [ 13 ]. 

 Many factors may be the cause of the limited amount of research in this popula-
tion. Arab Americans, frequently referred to as an “invisible minority,” are often 
merged in public surveys with “White” or “Caucasian” and many may refrain from 
identifying themselves as Arabs [ 11 ]. In conducting research studies, this can pro-
hibit appropriate random sampling from public mental health databases [ 11 ]. 
Furthermore, the dispersion of this population and their small numbers in certain 
states makes it hard to reach suffi cient samples for such studies [ 11 ]. Another major 
factor is a common aversion among Arabs to written surveys due to a mistrust of 
research and its purposes [ 12 ,  14 ]. Many research tools and measurement scales 
lack cultural sensitivity and validity for the Arab American population, presenting 
another major obstacle for obtaining reliable outcomes [ 11 ]. Mental health symp-
toms in Arab Americans may be disguised under somatic complaints and when 
acknowledged as psychiatric symptoms (e.g., depression) may be defi ned differ-
ently, rendering the task of researchers more challenging [ 26 ].  

    Cultural Display of Symptoms 

  Case Vignette 1 

55-Year-Old Female with Paroxysmal Episodes of Body Shaking

Rania, a 55-year-old Egyptian female, migrated to the United States 6 years ago 
with hopes of ensuring a better future for her children. She married her husband, 
20 years older than her, in her late 20s. He remained in Egypt. They had fi ve 
children; four of them were already studying in American colleges and one 
teenage daughter was still living at home. Rania had studied to be an engineer 
in Egypt, but her degree did not allow her to work in the United States.

(continued)
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 Rania was fi rst brought to an Emergency Department (ED) by her eldest 
son for concerns about sudden-onset episodes of body shaking and weakness 
that at times she could not stand up. She often experienced intense fear that 
these episodes would occur while in public. These periods of weakness and 
fear resulted in multiple visits to the ED, where all cardiac and neurological 
testing revealed no abnormalities. She had no psychiatric or neurological his-
tory prior to visiting the psychiatric clinic. Her symptoms had been occurring 
over a period of 6 months after which it was concluded that she be referred to 
a mental health professional. 

 After much resistance to the idea, Rania started treatment with at an outpa-
tient psychiatric clinic. She was on time to each of her appointments and 
always dressed in traditional Muslim clothing, including the  hijab . Initially, 
she displayed signifi cant preoccupation with her health and required frequent 
reassurance. Early sessions stressed the connection between her physical 
symptoms and feelings of anxiety. Over the next few months of her treatment, 
Rania shared more information about her cultural background and family. She 
expressed frustration with her teenage daughter, who liked to listen to 
American music, refused to do her chores, and insisted on going out every 
day. She also talked about the lack of intimacy with her husband. She 
described him as kind and supportive man, yet felt rejected by him, as he 
would visit her only after an episode. Rania discussed feelings of loneliness, 
her family of origin, the growing independence of her children, and the advice 
of her local Egyptian community to stay at home more often. 

 As psychotherapy progressed, Rania acknowledged her anxiety and depres-
sion but refused to take psychotropic medications. Her treatment consisted 
mainly of cognitive behavioral modalities to identify her anxiety triggers. She 
was also introduced to relaxation techniques and cognitive restructuring to help 
her divert her attention from negative thoughts. With time, Rania was able to 
speak more openly about her feelings and her episodes began to lessen. She 
joined a vocational rehabilitation program to prepare her for work in the com-
munity. She began taking classes at the local university and joined a gym. She 
had 1 year free of any episodes or anxiety symptoms until the 2013 Boston 
Marathon bombing. This triggered daily panic attacks. She collapsed while at 
the gym and she had to be transported to the ED, where the medical work-up 
was once again negative. In session, Rania verbalized fear of discrimination as 
a Muslim woman wearing a head veil. She also feared that her college-age 
daughter, who also wore a headscarf, would be assaulted on campus. She felt 
people were looking at her in a “funny way” and suffered from disrupted sleep. 
As a result, her therapy sessions were increased to biweekly appointments to 
continue to address her the recurring anxiety symptoms. She established a new 
goal of traveling to Cairo in the fall to visit her sisters and fi nish her vocational 
rehabilitation program.  

(continued)
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 Immigrants’ perceptions of their experience and adjustment to illness depend on 
their cultural view of disease and their expectations of health services [ 3 ]. An Arab 
American patient may display psychiatric symptoms differently than the Western 
patient. Arab Americans tend to express psychological pain through physical symp-
toms or by using somatic terminology [ 33 ] like Rania in the above case. A fatalistic 
worldview predominates the cultural thinking with a signifi cant reliance on God’s 
will exemplifi ed by the famous  insha ’ Allah  (God willing). In addition, many regard 
envy or “the evil eye,” referred to as  hasad  in Arabic, as a main cause of ailment [ 1 ]. 
This concept may be mistakenly understood as a delusion of persecution in the 
Western culture. 

 The application of the Diagnostic and Statistical Manual of Mental Disorders, 
5th Edition (DSM-V) criteria and its subsection on culturally bound syndromes is 
often not readily applicable to Arab Americans [ 34 ]. Clinicians report a high fre-
quency of somatic symptoms in this population. Reporting physical complaint as a 
substitute for low mood or anxiety symptoms may be due in part to stigma and 
shame associated with having a psychiatric diagnosis [ 27 ]. In addition, it may be 
that the Arabic language allows for a different description of pain and makes a clear 
distinction between physical and psychological pain [ 35 ]. 

 These factors emphasize the challenge the mental health professional will face 
when attempting to understand symptoms using the DSM-V [ 34 ]. For instance, 
when it comes to mood disorders, Arab Americans patients often perceive them as 
being physical in nature. Negative feelings and internal or external confl icts are not 
expressed with much ease. Instead, somatic symptoms are the more acceptable form 
of expression. Anxiety or depression may be expressed as gastrointestinal com-
plaints, bodily pain, or fatigue [ 33 ]. They can be expressed as “thinking too much” 
[ 9 ] or a sense of chest oppression or shortness of breath [ 36 ]. In addition, given the 
religious prohibition of suicide in the traditional Middle Eastern Cultures (both 
Christian and Muslim denominations), and for fear of being refused burial, patients 
may refrain from sharing suicidal ideations with the mental health provider [ 34 ]. 
Another obstacle to the disclosure of symptoms is that many Arab Americans con-
sider the discussion of family matters with a stranger (i.e., the provider) a cultural 
taboo [ 34 ]. They may refuse to answer probing questions or simply dismiss discom-
forting topics as normal. Along the same logic, religious teachings forbidding gen-
der interaction (in Islam) and premarital sexual intercourse, may prevent the patient 
from admitting to an active sexual history or sexual abuse [ 34 ]. In the Arab culture, 
the concept of “bizarre” that applies to certain psychotic symptoms may be different 
from what Western providers are familiar with. For example, psychotic delusions 
may frequently be expressed in religious or political contexts pertaining to the 
native country. Differentiating between delusional thought content and non- 
delusional cultural beliefs is critical in avoiding misdiagnoses. Negative symptoms 
of schizophrenia could easily be misinterpreted as a defi cit in English language 
profi ciency. As a result, when attempting to diagnose psychiatric disorders in Arab 
Americans, familiarity with the patient’s culture and country of origin as well as 
culturally sensitive and Arabic-profi cient interpreters prove critical in arriving at the 
correct diagnosis and treatment recommendations.  
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    Alternative Cultural Practice, Traditional Healers 

 In Arab societies, traditional healing is used in parallel or at times before accessing 
mental health services [ 9 ]. These methods are viewed as complimentary rather than 
oppositional. Hence, it is not unusual for the individual to seek both types of treat-
ment simultaneously [ 9 ]. 

 By defi nition, the traditional healer or  Hakim  (Arabic for “wise”) emphasizes the 
spiritual-mental portion of treatment. Typically a male, he is regarded as an authori-
tarian fi gure whose presence is central to the treatment and healing process. He 
guides, instructs, and provides the patient with a treatment plan and may suggest 
ritualistic techniques such as the burning of incense or visiting the tombs of saints 
[ 9 ]. The traditional healer is also seen as a father fi gure who provides support and 
validation [ 9 ] and maintains a close connection with the patient. Contrary to modern 
mental health services, which may typically lack the collaboration between pro-
vider and the patient’s family [ 37 ], traditional healers engage the family. They iden-
tify and include a member who holds a dominant presence in the patient’s family to 
facilitate the process of treatment and the recruitment of family and community 
resources in that process [ 9 ]. 

 In addition, traditional healers also exist in the Islamic religion. For Muslim 
Arab Americans, this approach is sometimes used at least in the primary phase of 
treatment. Few commonly used fi gures are  the Katib ,  the Moalj belKoran, and the 
Dervish  and aim to defl ect evil spirits or prevent illness. The  Katib , also referred to 
as  Hajjab  who is a typically a male, creates amulets for the patients to wear on their 
body. The  Moalj belKoran  ( or the healer through Koran ), also a male, uses the 
Koran and Islamic scripture [ 38 ,  39 ]. The  dervish  can be a male or a female, and 
uses cultural or religious techniques for the treatment of mental illness [ 9 ]. 

 The use of traditional healers by Arab Americans remains the exception rather 
than the rule. Most Arab Americans, from the various religious backgrounds, rely 
more on Western medical approaches as a fi rst line of treatment, even in cases where 
the expression of symptoms is primitive such as acting out or through somatization. 

 When working with Arab Americans, health care providers and especially men-
tal health professionals should become familiar with the role of traditional healers 
in the treatment process, in the recovery period, and in the pursuit of well-being. 
The traditional healer shares a similar background with the patient and hence a rela-
tively closer worldview and can assist as an important facilitator of the patient’s 
grasp of his or her problem, its sources and appropriate ways to manage it [ 9 ].  

    Underutilization of Mental Health Resources 

 The utilization of mental health services by immigrants may be signifi cantly affected 
by cultural and immigration-related issues [ 7 ]. Underutilization of psychiatric 
resources and services may exist in Arab Americans to the same extent it does in the 
Arab world [ 9 ,  40 ]. Multiple factors may be responsible for such reluctance. 
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Arab Americans, similarly to other non-Western cultures, perceive mental health 
services as stigmatizing [ 41 ]. Seeking psychiatric care is a last resort. Stigma causes 
a signifi cant emotional distress to the patient who may fear being labeled as “crazy” 
( majnun  in Arabic) if he or she sought mental health assistance [ 33 ]. The notion of 
“lunatic house or nut house” is pervasive. In addition, the Arab American may have 
a general disbelief in the benefi ts of mental health services. Even after agreeing that 
it is needed, the patient often comes unprepared to his/her psychiatric encounter. 
This understanding differs among the diverse immigrant populations depending on 
their cultural backgrounds and the availability of mental health services in their 
native country [ 3 ]. A shortage in mental health services in the country of origin can 
result in a defi cient perception of the need to seek professional help [ 3 ]. 

 A major hindrance to seeking help comes from the discomfort an Arab American 
may have with discussing personal issues or feelings of weakness with a non-family 
member [ 10 ]. This may also be due to the threat such an act can pose to the person’s 
sense of loyalty or the dishonor it may bring to the patient’s family [ 42 ]. Instead of 
seeking professional help, an Arab American may seek psychological comfort from 
a family member, typically of the same gender [ 3 ]. This tendency is augmented by 
a general distrust of non-Arab health providers although it could be seen for the 
same reasons with Arab-speaking providers as well [ 10 ]. 

 A general unfamiliarity with Western psychological models and ways to access 
such services may be prevalent among Arab Americans [ 3 ]. Arab Americans expect 
mental health treatments to be timely, structured, and directive with minimal partici-
pation on their part, similar to medical treatments [ 9 ]. They prefer a quick fi x and 
may often expect a “cure” without sharing much personal information [ 9 ]. Kulwicki 
explained this phenomenon: “Arab-American clients often expect doctors to make 
medical decisions without the need for the collection of a medical history and with-
out consultation with the clients. In cases where the clients are asked to participate 
in decision making about their medical regimen, they may lose trust in the medical 
experts and discontinue treatment” (p. 201) [ 9 ]. These factors when added to the 
cost of such services, the lack of insurance coverage, and little awareness of com-
munity mental health care clinics lower the probability of the Arab Americans uti-
lizing the mental health services they may need [ 3 ]. In addition, Arab Americans 
may assume that invasive methods of treatment such as injections or surgeries are 
more effective or potent than other treatments. Hence, Arab Americans may see 
treatment modalities such as occupational therapy or physical therapy as ineffective. 
This may be even more of a problem in the case of psychiatric or psychological 
treatments when “talk” therapy is initiated and no hands-on treatment is perceived. 

 Language barriers constitute another signifi cant obstacle [ 1 ]. In the absence of 
Arabic-speaking health professionals, interpreters, or Arabic-language health mate-
rials, accurate symptom description is limited. As a result, the creation, discussion, 
and implementation of a treatment plan may become diffi cult [ 1 ]. The need for 
Arabic-language medical interpreters, health education aids, and culturally sensitive 
services cannot be stressed enough. 

 As for inpatient hospital stays, the Arab patient may become uncomfortable or 
even agitated in wards where men and women share hallways or units in the hospi-
tal. Hence, the treatment plan should refl ect such dynamics. 
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 After the events of 9/11, an added barrier to medical care surfaced among some 
Arabs in the United States [ 1 ]. The mistrust in government agencies and fear of 
deportation may have spread to the fi eld of health care where some Arab immi-
grants would stay away from any public service that could be connected to the US 
government [ 1 ]. Many may prefer to discuss their health issues verbally and may 
avoid fi lling out intake forms for fear that this information be used against them 
[ 17 ]. Arab American patients may be more likely to seek mental health services if 
offered reassurance about the confi dentiality binding their relationship with the pro-
vider and the validation of their experience [ 22 ].  

    The Case of Iraqi Refugees in the United States 

 Case Vignettes 2 

45-Year-old Iraqi Male with Posttraumatic Stress Disorder (PTSD)

Khalil is a 45-year-old Iraqi man who was referred by his previous provider to 
see an Arabic-speaking male psychiatrist. He migrated to the United States as 
a refugee from Iraq in 2005 and currently lives with his wife, two children, and 
his parents in a city with a large Arab community. He had attended only a few 
sessions with his previous psychiatrist after which he started missing his 
appointments repetitively. He had requested to see a male mental health profes-
sional as he felt embarrassed to share his full story with a female provider.

During the initial assessment, Khalil stated that he was considered by his 
family to be “weak” for consulting a mental health professional. He was unem-
ployed and had trouble fi nding a job. Prior to his migration to the United States, 
he worked as an accountant in a governmental organization. His family, who 
always accompanied him to his appointments, corroborated a history of physi-
cal torture and multiple traumatic events experienced during the gulf war 
including witnessing his brother dying in a car explosion. Khalil’s parents 
reported that he has been staying at home and not interacting much with them 
or Arab friends. In Iraq, he had been to multiple traditional healers with no 
benefi t. He had also worked with the Imam in their  community, which had 
helped only minimally. This led to his fi rst referral to a psychiatrist.

In the fi rst phase of treatment with the psychiatrist, much time was spent on 
strengthening the therapeutic alliance and a trusting relationship with Khalil and 
his family. In the following sessions, Khalil elaborated on his traumatic experi-
ences and more symptoms were identifi ed, leading to a diagnosis of PTSD.

After an initial refusal to take psychotropic medications, Khalil eventually 
accepted this option after consulting with his parents and other family mem-
bers. Over the following months, he reported improvement in his symptoms. 
He started leaving his house more often and interacting with Arab friends in 
his community. After 8 months of therapy, he began work as an Arab language 
teacher for some of the children of Arab American friends and took English 
language lessons.

(continued)
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 Multiple pre-migration and post-migration stressors play a role in the heightened 
stress and resulting medical and psychiatric morbidity [ 27 ]. The mental health of 
immigrants is heavily infl uenced by these stressors [ 43 ]. Loss and traumatic expo-
sure preceding migration represent a risk to the development of mental health dif-
fi culties and both predict diffi culties with adjustment [ 3 ]. This is especially true for 
refugees, like Khalil in the above blended case, whose migration was forced by war, 
torture, and persecution [ 7 ]. Emotional hardship in immigrants was found to be 
signifi cantly predicted by prior trauma, torture, pain, lower educational levels, a 
poor social network, and unemployment [ 44 ]. When compared to citizens of the 
country of resettlement, refugees are found to be ten times more likely to develop 
PTSD [ 45 ]. In the post-migration stage, mental health diffi culties of immigrants 
have been found to be associated with poor knowledge of the English language, 
lower socioeconomic level, and poor grasp of the new societal norms [ 43 ]. 
Furthermore, this population has additional burdens that prevent their access to 
health care among which are the lack of health insurance, working in poorly reim-
bursed jobs and the absence of fi nancial support for medical expenses [ 1 ]. 

 Few clinical studies examined the mental health of Iraqi refugees. Iraqi immi-
grants express a different pattern of medical and psychiatric illness compared to 
other Arab Americans [ 27 ]. They are more likely to have general health issues when 
compared to other Arab subgroups [ 27 ]. PTSD, anxiety, and depression are more 
signifi cantly prevalent in this group [ 46 ]. Also, substance use disorders (SUD) are 
relatively elevated in this population despite their relative rare occurrence in indi-
viduals of Arab origins [ 27 ]. The wave of Iraqi immigrants refugees who arrived to 
the United States in the early 1990s had a signifi cant wartime traumatic exposures 
from the Iraq–Iran war in the 1980s and the Gulf War of 1991 [ 27 ]. Many of these 
refugees suffered the exposure to combat, unsanitary refugee camps, nutritional 
deprivation, and lack of clean water. Others have experienced multiple separations 
or losses and some have witnessed the death and maltreatment of their close rela-
tives or friends [ 27 ]. Others were themselves victims of torture. Since 2007, the US 
Refugee Admissions Program (USRAP) has helped with resettling more than 
60,000 Iraqi refugees into the United States [ 1 ]. Since the decline that affected the 
automobile-based economy, this resettlement to Michigan was offi cially halted by 
USRAP [ 1 ]. As a result of the economic decline in that area, this population expe-
rienced a signifi cant rise in its unemployment rates reaching three times the national 

During the sessions, open-ended questions were used, medical jargon was 
avoided, and Khalil was given ample time to answer. His parents were invited 
to the sessions on a regular basis. His migration-related challenges and politi-
cal views were explored.

Three years later, Khalil continues to report improvement in his PTSD 
symptoms, has become more profi cient in English, and is seeking another job. 
His father started seeing an Arab colleague psychiatrist for similar problems.

(continued)
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average and many refugees were reported to leave the United States to other coun-
tries [ 1 ]. The impact that these factors have on the mental health of Iraqi refugees, 
and that of the process of acculturation, necessitate additional research [ 27 ].   

    Cultural Considerations in the Mental Health 
of Arab Americans 

 A cultural mental health formulation necessitates a thorough assessment of the cul-
tural values of the individuals, their religious beliefs, and the circumstances sur-
rounding their migration and acculturation to the new society [ 9 ,  10 ,  12 ,  42 ,  47 ,  48 ].
There has been a recent increase in the body of literature by both Arab and non- Arab 
authors covering the issue of cultural sensitivity when treating people of Arab origin 
[ 9 ,  49 ]. Some authors have shed light on the extent of applicability of Western psy-
chiatric methods and concepts of mental illness on minority populations in general 
and women in particular [ 50 ]. Individual dynamics are connected to sociopolitical 
and cultural contexts and the level of acculturation can be very different even 
between members of the same family [ 50 ,  51 ]. Health professionals caution that 
Arab patients may only be fully understood if these contexts are considered. 

    Language 

 Arabic is the spoken language and is considered the offi cial language of all 22 
Arabic countries. Arabic ranks fourth among the most widely spoken languages of 
the world [ 16 ]. Multiple dialects exist in the Arabic language and they differ vastly 
from one another and from formal or classical Arabic [ 52 ]. Classical Arabic is the 
written version of the language and is uniform across all countries [ 16 ]. In the 
Arabic language, the content is as important as the tonality. For example, to empha-
size something or express a feeling, Arabs may use repetitions, metaphors, exag-
geration, euphemisms, and even threats (when angry) [ 16 ]. Most of the newly 
arriving Arab immigrants and especially refugees speak Arabic only or are not pro-
fi cient in English [ 1 ]. This was found to be the case in refugee women who  frequently 
had less education than men in their native country [ 1 ]. 

 Verbal communication plays a vital role in achieving a successful therapeutic 
relationship. The language barrier is one stressful element to overcome in the accul-
turation process. It governs well-being. It can also pose a signifi cant obstacle to the 
access to optimal medical care [ 1 ] due to the defi cit in communication between the 
patients and their providers. The lack of profi ciency in English in Arab immigrants 
may hinder their description of symptoms or their understanding of their treatment 
recommendations potentially leading to a suboptimal medical care [ 1 ]. The avail-
ability of medical interpreters and Arabic-speaking providers is not always an 
option. As a result, many of the Arab patients rely on relatives or friends for transla-
tion [ 1 ],which can have signifi cant drawbacks given the potential that family and 
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control dynamics can interfere in the accuracy of translation or simply the lack of 
medical knowledge of these substitute interpreters. 

 Given the importance of language in the therapeutic intervention in mental 
health, the access to certifi ed interpreter services or mental health providers who 
speak the immigrant’s language is of prime importance in the provision of culturally 
sensitive services to Arab immigrants [ 1 ,  3 ]. Having a family member translate dur-
ing the session is often counterproductive to the therapeutic process.  

    Family 

 In the Arab culture, the family constitutes the core organizational structure of the 
individual and group identity [ 3 ]. Individuals are frequently referred to by an alternate 
name underlining their family affi liation. A designation such as  Ibn  (the son of …) 
preceding the name of the individual’s father or family name is used. Another com-
mon designation is  Abu  (the father of…) followed by the name of the oldest son of the 
person. Due to this strong affi liation with family, Arab Americans may present ini-
tially as reserved when interacting with people outside of their networks and as a 
result building trust with them may take more time [ 35 ]. The Arab American indi-
viduals may be more invested in the family identity than their individual happiness 
and personal needs. 

 The extended family is also a larger social network that plays an important role 
in the Arab’s everyday life. It is not unusual to see many generations of the same 
family living in the same residence or close to one another [ 10 ]. In the country of 
origin, extended family members help with housework, child care, and parenting 
[ 34 ]. This network is signifi cant in major crises or events, helps the sick members 
of the family, and can provide emotional and economic support [ 16 ]. Arab American 
will always go to a family member when in need for emotional and fi nancial sup-
port, and even advice. They may show a discomfort in discussing personal issues 
with a non-family member. This may be due to the potential threat such an act could 
pose to the person’s sense of loyalty or the dishonor it may bring to his or her family 
[ 38 ]. Instead of seeking professional help, an Arab American may seek psychologi-
cal comfort from a family member, typically of the same gender [ 2 ]. For the Arab 
patient, family members would typically assist throughout the help-seeking process 
and the choice of treatment approaches [ 9 ]. Family members may even interfere 
with the disclosure of medical information to the patient. This is especially true in 
the case of severe or terminal illnesses such as cancer. The family may ask the treat-
ing team not to inform the patient of his or her diagnosis for fear of the patient “los-
ing hope.” On the other hand, the patient may sometimes pretend ignorance of the 
severity of the illness to spare his/her family the distress and emotional pain. 

 The above family practices are less and less valued by younger generations of 
Arab Americans creating a signifi cant intergenerational stress [ 3 ]. In contrast to 
their parents, younger Arab Americans may tend to distance themselves from their 
native culture. Urbanization has also had a major impact on the Arab family and 
their cultural idioms. For example, younger Arab Americans may be rushed for 
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time, money, and for delivering care to their children. They fi nd themselves strug-
gling between caring for their elder parents as their culture dictates while providing 
for their own children. 

 The level of involvement of Arab patients with their families may be a source of 
indecision and guilt for fear of disappointment of the family [ 27 ]. When working 
with an Arab American, the mental health provider should take into consideration 
that emphasizing individuation does not necessarily serve the treatment objectives 
[ 16 ]. An alternative would be to understand the individual within the group and 
allow for systems remediation. 

    Gender 

 Case Vignette 3 

30-Year-old Moroccan Woman with a History of Domestic Violence

Lamia is a 30-year-old Moroccan-American woman of Muslim faith. She 
spent the majority of her life living in Morocco before moving to the United 
States. As the oldest of four girls, she played a signifi cant role in helping to 
raise her sisters, even from a very young age. She wed a Moroccan man soon 
after fi nishing high school in an arranged marriage. Lamia had three children 
with her husband, a son and two daughters.

Two years ago, Lamia was referred to a mental health clinic after a signifi -
cant history of domestic violence perpetrated by her Moroccan husband. She 
had fi led for divorce and a restraining order was already in place at the time 
of her referral.

Upon meeting with the mental health professional, Lamia expressed great 
fear of her husband, describing her struggle as “fi ghting an evil man.” She 
reported severe bouts of depression stemming from years of trauma and dis-
cord within her family. She revealed a life that had been full of threats, vio-
lence, male privilege, and entitlement. She expressed much disappointment 
that her family no longer held respect for her despite all she had done to care 
for them. More than once, Lamia had to make the diffi cult choice to openly 
defy her family’s wishes. Discussing the subject of divorce with her parents 
often resulted in insults and threats. She was denied attention and affection 
and was judged by her family to be a “loose” woman.

Throughout treatment, Lamia described confl ict created by her fear of 
beginning a new relationship yet also not wanting to be alone. She disclosed 
feelings of loyalty her ex-husband that continued even after the divorce had 
been fi nalized. Dating other men felt haram, or forbidden, similar to having 
an affair. Her husband continued to harass her with phone calls, often calling 
her a “whore.” Lamia chose to share custody of her children with him as she 
felt it was important for them to grow up with a father.

(continued)
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 Among Arabic countries, gender roles differ widely. Women in Lebanon and the 
West Bank may be highly educated and secular, drive cars, conduct business, and 
wear Western dress. Women in the Gulf may practice few of those activities and may 
be completely covered by a  burka  or a  chador . In either place, women are expected to 
get married, raise children and to be attentive to the males. Arab societies are highly 
patriarchal. They remain as such even when members emigrate to United States. 
Male dominance remains strong and the man is identifi ed as the main source of 
authority [ 9 ]. Women in these societies are expected to spend most of their time 
 taking care of their families, and it is quite uncommon for them to have careers [ 53 ]. 

 There is a tendency in the West to stereotype the Arab woman ([ 22 ]. The general 
perception remains one of oppressed, abused, and having to abide by religious and 
social rules [ 16 ]. This misperception is especially true of Muslim Arab women and 
is often thought of as a reason behind an inhibition in Arab women’s emotional, 
social, and sexual development [ 22 ]. Such stereotypes may likely be related to the 
fact that Arab women, while having a powerful presence in family decisions, tend 
to express it privately [ 3 ]. However, more recently, Arab women have been chal-
lenging these stereotypes and rather, a trend toward portraying them differently and 
more accurately has been observed. The movie Caramel is an example of this trend. 
It portrays the struggle of Arab women, like Lamia in the case vignette, toward suc-
cessful careers and independence as they age, have same sex relationships and deal 
with “the culture of virginity,” within the confi nes of their culture  (  http://movies.
nytimes.com/2008/02/01/movies/01cara.html?r = 0    ). 

In addition to traditional approaches often utilized in cases of domestic 
abuse, it was important for the therapeutic work with Lamia to also focus on 
understanding the more unique cultural aspects of her situation. Basic needs 
such as safety were addressed ensuring the effectiveness of her restraining 
order and pairing her with a social worker. Lamia’s strengths were emphasized 
throughout treatment, as was her need to gain an understanding of her depres-
sion and fear generated from years of trauma. Lamia was empowered to test a 
new outlook on life and enter new relationships. The mental health provider 
remained sensitive to the importance Lamia placed on family, despite the rejec-
tion she had endured. Attempts were made to include her parents in the treat-
ment. The mental health professional learned about the role of family and the 
dynamics of romantic relationships in Lamia’s culture of origin. Lamia was 
encouraged to explore her identity as a Moroccan woman in America and edu-
cated about her rights as a free woman. Lamia’s adjustment to the American 
society was explored. Most importantly, she was helped in maintaining a bal-
ance between her individual goals and upholding her culture and Muslim faith. 
In her work with other Arab American women, the mental health professional 
avoided the generalization from Lamia’s case and the common stereotype of 
Arab women being oppressed.

(continued)
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 The process of adjustment to the American society presents signifi cant mental 
health challenges to Arab women [ 54 ]. Much of the available literature on this sub-
ject has documented a higher risk to develop depression compared to males. This is 
likely caused by the expansion of the responsibilities attached to their main role of 
household management and child rearing leading to excess stress [ 22 ]. In a study 
examining female Jordanian immigrants, Hattar-Pollara and Meleis (1995) found 
that women experience signifi cant sadness, anxiety, and social alienation in the face 
of the multiple acculturative stressors [ 18 ]. These stressors included societal bias, 
fi nancial duress, management of the household, preserving the ethnic identity and 
the cultural heritage, and protecting their children from behaviors that they perceive 
unacceptable [ 18 ]. 

 In the United States, many Arab women are seen attempting to cross a bridge 
socially and culturally [ 55 ]. They search for solutions that feel more acceptable to 
them in the context of their lives in the United States. While being careful not to 
violate their cultural value systems, they seek to break from traditional and patriar-
chal rules as the blended case demonstrates above.   

    Acculturation 

 Acculturation refers to the adaptation process to a new society or culture. In accul-
turation there is interplay between immigrant’s attitudes toward the culture of ori-
gin and the host culture [ 56 ,  57 ]. Four possible forms of acculturation have been 
described: assimilation, integration, separation, and marginalization. Assimilation 

  Fig. 1.1    Acculturation as a dynamic process       
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is the full immersion into mainstream majority culture. Assimilation may not nec-
essarily mean well-being. It has potential positive or negative effects on the mental 
health of the immigrant [ 12 ]. Integration suggests a balance between one’s heri-
tage and the host culture. Separation is the preservation of one’s cultural ties with 
no aspects of new host culture while marginalization means no connection to 
either heritage or host country. The mere enumeration of these different forms of 
acculturation can point how problems in acculturation arise especially in tradi-
tional cultures like the Arab one. Despite having a common language, immigrants 
from the same area of the world, may differ in their patterns of acculturation. This 
difference depends on the particular country and culture of origin [ 58 ]. The pro-
cess can be accompanied by many challenges facing the individual often hard to 
overcome. It is referred to as acculturation stress [ 12 ]. The acculturation process is 
infl uenced by factors such as country of origin, the duration of presence in the 
United States, circumstances leading to emigration, the presence of family mem-
bers remaining behind in the home country, access to home country, future intent 
to live in the United States, profi ciency in English, and accent in spoken English 
[ 22 ] (Fig.  1.1 ).

   Exploring the degree of acculturation should be an integral part of the mental 
health assessment of Arab Americans [ 59 ]. This plays a special importance in shap-
ing the attitudes of Arab Americans toward seeking mental health services. 
Acculturation stress can potentially be expressed by a variety of psychological 
symptoms, such as feelings of marginalization, identity confusion, physical com-
plaints, anxiety, depression, and suicidal ideation [ 60 ]. Learning a new language as 
well as new values and laws can exacerbate this stress. The same stress is present 
when they face discrimination and racism [ 61 ]. When Arabs emigrate to the United 
States, they are faced with a signifi cant change in their socioeconomic status [ 22 ]. 
This is possibly related to their inability to afford education, poor compensation at 
work, and the diffi culty they have in fi nding employment in the United States that 
commensurate with their educational level [ 7 ]. 

 The assessment of the degree of acculturation also encompasses the degree of 
identifi cation with traditional values as compared to the adoption of Western values. 
Trans-generational differences between members of the same family or between 
different subgroups of immigrants can exist. Some Arab Americans may identify 
themselves as Caucasian and experience no link to their culture of origin which is 
more common if they are born in the United States [ 20 ]. Other Arab Americans 
would rather seek more connection to the Arabic identity [ 20 ]. Intergenerational 
confl icts can arise between parents and their “Americanized” children and parenting 
techniques previously used in the country of origin may no longer be applicable. 
Corporal punishment, common in certain traditional cultures, may be considered 
physical abuse in the United States. Physical violence or domestic issues may face 
legal consequences that the recently immigrating Arab may not know. The fear and 
guilt associated with losing one’s native culture and the anxiety related to adjusting 
to the new culture can lead to signifi cant stress and potential identity confusion. The 
lack of sense of community and absence of the extended family network only render 
this process of acculturation more stressful [ 22 ].  
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    Discrimination 

 Discrimination is identifi ed as sociocultural adversity. It is a signifi cant stressor among 
resettling immigrants and a major factor negatively impacting their health status and 
mental health outcomes [ 3 ]. Discrimination, which involves a cognitive appraisal of 
threat from others, can affect mental health negatively by impeding the social adapta-
tion of immigrants [ 59 ]. This was hypothesized to be caused partly by the immigrant 
identifying more with their native group rather than with the host society [ 59 ]. 

 Even after many years spent in the host country, the prevalence of psychiatric 
symptoms in the immigrant population continues to be elevated despite a docu-
mented decline over time [ 59 ]. Multiple studies on adult refugees found discrimina-
tion to predict psychological distress and to be associated with depression and 
PTSD [ 59 ]. Immigrants with higher perceived discrimination experience higher 
psychological distress and lower trust in the new society, which could result in a 
potential underuse of mental health services as a consequence [ 3 ]. 

 After 9/11, discrimination, bias and violence targeting Muslims and Arabs 
increased in the United States [ 3 ]. Since then, this population has faced increasing 
scrutiny that resulted in a higher incidence of mental health issues. Profi ling of trav-
eling passengers became ordre du jour often not helpful for the safety goals it was 
trying to achieve [ 30 ]. However, only minimal attention has been given to this issue 
by research studies, and the assessment of the impact of these events on this popula-
tion remains poorly understood [ 3 ]. 

 It may be the reason why some Arab American women decided to take this mat-
ter in their own hands and fi ght against discrimination through political activism by 
showing themselves as different [ 62 ,  63 ]. Within this political activism, these 
women often feel it is acceptable to show rebellion, by wearing the  hijab  (veil cov-
ering the head and body) publically for instance, or for speaking out about abusive 
behaviors. They are seen clearly fi ghting for equality while not afraid to show off 
their religious background. They have become a challenge not only to the stereotyp-
ing tendencies of their American compatriots but also to the rigidities within their 
own cultural and religious backgrounds [ 55 ].  

    Religious Considerations 

 In mental health, spiritual practices have a signifi cant role in the treatment process 
for people with strong faith or who are highly spiritual. This is no exception for 
Arab Americans. The word  Islam  signifi es “to submit,” i.e., to submit to the Will of 
God. If God Almighty is the one controlling everything and making the decision, 
what can humans do? For Oriental Christians, the same notion is also perpetrated 
“Verify I say unto you, and yet not a hair of your heads shall perish…” 

 Islam has historically had a good relation with medicine [ 1 ]. Many Muslims 
have strong beliefs about the role God plays in health, illness, and treatment [ 1 ]. 
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When talking about their illness, they frequently use terms like  al - hamdu - lillah  
( praise to God ) and  insha ’ Allah  ( by God ’ s willing ) [ 1 ]. Prayer holds a special place 
in the well-being of the individual. In addition, many regard envy or the evil eye, 
referred to as  hasad  in Arabic, as a main etiology of disease [ 1 ]. To a Muslim, the 
human body is considered a gift from God to be treated well [ 10 ]. The Islamic scrip-
tures emphasize the importance of a healthy lifestyle and Muslims are expected to 
acquire knowledge and to seek treatment for their physical and mental problems [ 1 ]. 
As such, medical advancement and physicians are highly valued in Islam [ 1 ]. 

 Islam doesn’t mandate its followers to seek treatment from a Muslim provider. 
Yet, many Muslims often prefer that their provider be Muslim given their shared 
religious background [ 1 ]. Some Muslim patients will involve a religious fi gure or 
authority in their treatment [ 1 ]. Similarly to other minority communities, clergy are 
frequently asked to perform not only their traditional religious and spiritual role but 
also a mental health provider’s one [ 3 ]. In Islam, the  Imam a  male clergy member 
who leads prayers and give the sermon on Fridays, is sometimes resorted to for 
counseling services regarding social and family issues but also for mental health 
care [ 64 ]. They would use the  Koran  (the Islamic holy book) and the  Hadith  (holy 
Scriptures of the prophet) as tools [ 64 ]. In one study, 74 % of mosques in the United 
States were found to provide counseling to couples or families [ 64 ]. Despite being 
at the forefront of such services, Imams felt that they lack the know-how and 
resources to address those issues adequately [ 64 ]. 

 Among Arab Americans, several differences exist between Muslims and 
Christians with respect to mental health [ 12 ]. Muslims are more likely to maintain 
ethnic identifi cation with Arab religious and family values and a higher religiosity 
than Christians [ 12 ]. Christians have been found to have less acculturative stress and 
an overall better adjustment within the American society. This has been hypothe-
sized to be due to maintaining lower ties with their country of origin and sharing 
similar religious affi liations with most Americans [ 12 ]. While both Muslims and 
Christians express the same desire for integration into the American society, 
Muslims feel more alienated and discriminated especially after 9/11 [ 12 ].   

    Clinical Recommendations for Working with Arab Americans 

 The higher rates of anxiety, depression, and PTSD in Arab immigrants in the United 
States and the effects of immigration on their health status need to be studied further 
in order to validate the existing fi ndings and develop evidence-based culturally sensi-
tive clinical strategies for assessment and treatment [ 65 ]. In the clinical setting, certain 
cultural characteristics and culturally sensitive etiquettes could greatly facilitate the 
provision of mental health care by the providers working with an Arab American. The 
table below was created to summarize the work of many authors who have written on 
this subject [ 9 ,  22 ,  52 ,  66 ,  67 ]. It provides recommendations that could be used in the 
daily clinical setting but also could help any professional interested in this population 
(Table  1.2 ). While the clinical experience shows a great advantage for the professional 
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   Table 1.2    Clinical recommendations for working with Arab American patients   

 Clinical issues  Arab American characteristics  Recommendations 

 Patient–provider 
relationship 

 Emphasis on trust in rapport 
building 

 Do not assume resistance if patient doesn’t 
readily open up 

 Different notion of time  Give the patient time especially when discussing 
personal and emotional aspects 

 Provider seen as an authority 
fi gure 

 Do not assume resistance if patient is late to the 
appointment 

 Importance of social courtesies  Be aware of your own limitations in providing care 
 Safety issues: suicidality, 

violent behavior, neglect 
 Study your views of Arab Americans and their 

effect on your work with this population 
 Termination of treatment  Professional appropriate dress 

 Respect formalities (sole of shoes facing the 
patient is considered an insult) 

 Always shake hands at the beginning and the end 
(except when opposite provider-patient 
gender, especially with pious Muslim female) 

 Do ask about them but do not consider a negative 
answer as the defi nite one if everything else 
is pointing to the contrary. When in doubt, 
attend to safety issues urgently by consulting 
with a provider who is aware of the patient’s 
cultural differences 

 Explain that termination is a growth/learning 
process. End with sentences that express 
“hope” rather than “abrupt stop” 

 Offer the patient to communicate with provider 
(therapist) when needed in the future if any 
issue needs to be revisited or if patient is in 
acute distress 

 Language  Different meanings 
of Arabic terms 

 Be aware of cultural differences in word use 

 Use of euphemisms  Avoid the use of jargon 
 Repetition as a means 

to emphasize ideas 
 Expect patient to repeat or ask the same question 

for reassurance 
 Use open-ended question 

 Attitude toward 
mental health 

 Unfamiliarity with mental 
health services 

 Orient to service provided and confi dentiality and 
explain the role of the provider 

 Fatalistic attitude  Assess patient’s expectations of treatment 
 Religious and traditional 

healers 
 Consult and collaborate with religious and 

traditional community fi gures 
 Expectation of minimal 

participation in treatment 
 Use structured and didactic psychotherapies 

rather than existential techniques 
 Role of family  Family as the core social 

structure 
 Establish alliance with the family of the patient 

and engage important family fi gures in the 
treatment and invite them to sessions when 
appropriate, family therapy recommended 

 Patriarchal structure  Discuss family expectations and their role in 
patient’s presentation and treatment 

 Family members involved 
in decision making 

 Do not assume individuation from family as a 
goal of treatment or sign of improvement 

 Nonverbal communication 
between family members 

 Avoid direct confrontation between family 
members during session 

(continued)
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to be of similar background, one needs be aware of one’s own limitations in cultural 
sensitivity, specifi cally given the levels of diversity within the Arab community.

   Most Arab clinicians practicing both within and outside the Arab world are aware 
of the enormous diversity that exists among the Arab populations. This diversity 
encompasses the many dimensions of culture including race, religious affi liations, 
cultural norms and values, language/dialects, social and political contexts, profes-
sional and educational levels, socioeconomic status, and acculturation levels. When 
working with an Arab American, clinicians of Arab origins fare better in their thera-
peutic plan when they adjust quickly and fl exibly their perceptions and 

 Clinical issues  Arab American characteristics  Recommendations 

 Gender  Stereotype of Arab women 
oppressed 

 Do not assume that all Arab women are 
oppressed within their culture 

 Discomfort with professional of 
opposite gender 

 Do not assume that all Arab women are the same 

 Sex matching in interpreters and health care 
professionals 

 Display of 
symptoms 

 Symptoms expressed 
somatically 

 Avoid patholigizing somatic symptoms 

 Discomfort with discussion 
of illness 

 Assess cultural background and its relation to 
current presentation 

 Consider the cultural context when assessing 
somatic symptoms 

 Address uncomfortable subjects indirectly 
 Acculturation  Migratory experiences  Understand the immigration experience and its 

effects on ethnic identity, economical and 
psychological status 

 Refugees/Experienced trauma  Explore cumulative, family trauma as well as 
individual trauma 

 Cultural identity  Allow time for trust and to open up about trauma 
 Trans-generational differences  Explore ambivalence about ethnic identity 
 Discrimination and stereotyping  Be aware that Arab Americans are not consid-

ered an ethnic minority in the United States 
 Include categories like “Arab American,” “Arab,” 

“Middle Eastern” on forms that require 
background information 

 Study past and current political events in the 
United States and the Middle East, the 
patient’s culture of origin, and their effects on 
the patient’s current condition and functioning 

 Explore the difference between various 
generations of Arab Americans 

 Assess the level of potential discrimination 
experienced by the patient 

 Explore effects of discrimination on self-image, 
ethnic identity, and social interactions 

 Examine the impact of media messages and 
stereotypes on your beliefs 

Table 1.2 (continued)
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interventions during the therapy process. Such adjustment guides and helps the 
 clinician calibrate how much of the work can be geared toward fostering individua-
tion and/or how much of the work needs to remain within and meet a more tradi-
tional cultural stance. 

 The fatalistic attitude of some Arab Americans toward health issues and the unfa-
miliarity with mental health services can result in an initial level of resistance to treat-
ment [ 47 ]. The health provider must be attentive to allot a longer time to the initial 
rapport building with the patient. For certain patients building trust may even supersede 
the resolution of the problem [ 54 ]. Arabs are highly affi liative and cherish friendships 
and close personal connections much more than their commitment to tasks and dead-
lines. The provider should not assume this to be a form of resistance to treatment. The 
same caution should be exercised when terminating a therapeutic relationship. 
Termination should not be perceived as rejection or as an irreversible process. “See you 
some time again” may be more acceptable than “goodbye, good luck or farewell.” 

 Verbal communication is a vital factor in the provision of care to Arab Americans. 
The Arab patient may use more repetitions and his or her verbal expressions may be 
more intense. The provider is encouraged to use more open-ended questions and to 
be aware of the differences in the nuances of words between English and Arabic 
[ 54 ]. When discussing negative outcomes of an illness or a situation, the provider is 
advised to avoid referring directly to the patient and is rather to use the third person 
[ 47 ,  54 ]. Medical interpreters should be fl uent in both languages and be knowledge-
able of the cultural characteristics of this population [ 54 ]. Same gender interpreters 
are preferred [ 54 ]. In the absence of medical interpreters, the provider should avoid 
the use of family members for interpretation and rather attempt to fi nd within the 
health care profession an unrelated individual of the same background or refer to an 
Arab-speaking provider when possible. 

 Nonverbal conventions play also a signifi cant role in the clinical care of an Arab 
American. While the Arab patient attaches signifi cant importance to social courte-
sies and hospitality, yet the notion of timeliness in the Arab culture differs signifi -
cantly from that in Western culture. The word  boukra , translated literally, means 
tomorrow. For the Arab, it may mean a “long time or sometime in the future.” For 
example, the patient may be late for appointments or may cancel them without noti-
fi cation. These cultural nuances are important to grasp by the provider in order to 
contextually understand their patient’s behaviors and not mistake them for disre-
spect or disinterest in treatment. 

 In addition, the notion of “personal space” is different for the Arab individual 
compared to the Westerner. The provider may see his patient stand or sit too close 
to his family members or close friends [ 47 ]. In contrast, the Arab American may sit 
too far from his or her provider especially if of the opposite gender or may avoid 
direct eye contact [ 54 ]. Arab women, especially Muslim, may feel uncomfortable 
being in a room by themselves with a male provider. Also, women who observe the 
 hijab  are more likely not to shake hands with the male provider [ 54 ]. Rather, placing 
his hand over his chest or heart would be an appropriate substitute for the male 
provider [ 1 ]. Gender matching between the Arabic patient, especially Muslim 
women, and health care provider and the interpreter could also be a crucial element 
in how much information is disclosed [ 1 ]. 
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 In psychotherapy, the Arab American individual tends to be less psychologically 
minded than the Western individual [ 44 ]. The Arab culture predominantly focuses 
on the “other” and hence may offer less potential for introspection or assessment of 
one’s own needs and experiences [ 27 ]. Short-term, didactic, and structured psycho-
therapeutic approaches may be more readily accepted by the Arab American as 
compared to insight-oriented modalities [ 13 ]. In other cases, the cumulative family 
or collective trauma and the associated high distress level and comorbid psychiatric 
illnesses may prevent the disclosure of prior experiences and symptoms. A higher 
level of trust and sometimes loosening therapeutic formalities could facilitate such 
disclosure. In these instances, a longer course of therapy would be the better option. 

 For Arab Americans, identity is derived from the family. The individual’s commit-
ment to family responsibilities is highly praised and lived by values. For example, an 
individual is supposed to take care of sick family members and the elderly. By the 
same token, an Arab will turn to family members and closest relative when needing 
help. Family dynamics generally rest on a patriarchal system where the young respects 
the older. Furthermore, medical decisions are frequently taken by the family as a 
whole rather than by the patient. Given this strong presence of the family in the life of 
the Arab patient, the clinician may be faced with a potentially overbearing family. To 
best manage this cultural consideration, the health provider is encouraged to adopt a 
family systems perspective that respects family cohesion and takes in consideration 
the infl uence of key family members in the life of the patient [ 17 ]. The patient’s fam-
ily goals and expectations should be evaluated and individuation from his or her fam-
ily avoided [ 16 ]. The collaboration with family members, community leaders [ 17 ], 
interpreters, and other caregivers involved in the patient’s care is essential.  

    Conclusion 

 Arab Americans represent a highly diverse community that remains poorly under-
stood despite the signifi cant media and public attention it has received in the recent 
years. The diversity of Arab societies is often missed in clinical assessments and 
treatments. This level of diversity creates challenges even to the Arab clinician 
treating an Arab patient. Cultural sensitivity cannot be assumed in the culturally 
similar patient-provider dyad. The paucity of evidence-based knowledge of Arab 
American mental health correlates impedes the professional’s ability to provide cul-
turally sensitive treatments. 

 This population continues to diversify and evolve even further with the genera-
tions of offspring of American-Arab couples and the current and future waves of 
immigration from the Arab World. In order to understand the evolving clinical and 
cultural characteristics and to meet the medical and mental health needs of this 
population, signifi cant resources are necessary. The researchers, educators, and pro-
fessionals working with this community need culturally sensitive guidelines and 
data to support their endeavor. This is especially crucial in mental health where 
missing cultural considerations and nuances can lead to misdiagnosis and subopti-
mal treatments. Training professionals in culturally sensitivity avoids the 
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unintentional violation of traditions and beliefs and counters stereotype and miscon-
ception [ 54 ]. The training of bilingual professionals and medical interpreters who 
understand not only Arab Americans but also the dual cultural heritage of their 
American- born children will be critical in building culturally sensitive health ser-
vices. This is especially important in women’s issues and women’s rights whether it 
is about acculturation, gender roles, and new family laws or in the prevention of 
domestic violence. As Arab American women adjust to living in the United States, 
they face the challenge of preserving their Arab cultural values while heading 
toward liberation. The liberation of women is not simultaneous with the abandon-
ment of important and valuable customs. 

 Further research should be conducted to study the cultural variations between the 
diverse groups of Arab Americans and their mental health with a special emphasis 
on family and gender issues. It should study the differences between the various 
ethnic or cultural groups among the diverse Arab American populations and gain a 
better knowledge of their attitudes toward mental health [ 16 ]. Future research 
should identify the prevalence and risk factors of mental health disorders in this 
population and support the development of validated strategies of assessment and 
culturally sensitive modalities of treatment [ 16 ,  23 ]. Studies should use systematic 
hypothesis testing methods and larger and more diverse population samples [ 6 ]. 
More effort should be geared toward developing culturally sensitive and validated 
mental health research tools and scales in this population. Risk factors such as 
acculturation and other psychosocial predictors of psychiatric distress and coping 
mechanisms should be explored extensively [ 7 ]. Finally, a better understanding of 
the medical and mental health of this population would better guide the creation of 
effective strategies for health care delivery in this growing community [ 16 ,  23 ] and 
mitigate against unsafe practices both by providers and patients. 

 As this community diversifi es further and undergoes the process of acculturation, 
the mental health characteristics and needs of the Arab American population will 
continue to evolve. The scope and momentum of current research, education, and 
service delivery should parallel this evolution.     
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           Introduction 

 This chapter will describe an approach to mental health assessment and treatment in 
Asian Americans, a diverse and rapidly growing group within the US population. 
The chapter places an emphasis on understanding concepts related to how Asian 
Americans may understand mental health conditions and how mental health profes-
sionals can approach this population in a culturally sensitive and curious manner. 
I hope this chapter will help mental health clinicians, educators, and researchers 
develop a thoughtful and fl exible approach to evaluating and working with Asian 
American patients. To develop a complete understanding of the patient, the mental 
health professional will have to weave together the patient’s unique health beliefs, 
culture, language, family, religion, narrative, genetics, pharmacological history, and 
relevant life experience. Asian Americans cannot be treated as a monolithic group 
and in the following pages, topics and themes will be raised that lead the profes-
sional away from viewing the patient’s diffi culties through only one lens. After 
reading this chapter, the reader will hopefully gain more knowledge about Asian 
American health beliefs and culture and integrate this into his or her unique style in 
mental health practice, education, and research to effectively help Asian American 
patients. This chapter concludes with three blended cases based upon my work and 
cases of colleagues shared with me from years of experience in working with Asian 
Americans. These cases will help the reader to synthesize the different topics and 
themes discussed in the chapter in realistic clinical scenarios. These cases will 
clearly demonstrate the complexity and diversity of Asian American patients and 
help to model an integrated approach to working with Asian Americans in a cultur-
ally sensitive manner in clinical, research, and educational settings.  

    Chapter 2   
 Identifi cation and Approach to Treatment 
of Mental Health Disorders in Asian 
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    Who are Asian Americans? 

 Based on US Census information from 2011, there were an estimated 18.2 million 
persons of Asian descent living in the United States and currently Asian Americans 
comprise approximately 5.8 % of the total population [ 1 ,  2 ]. Of the 50 states in the 
United States, California, and New York had the largest numbers of Asian Americans 
in 2010 [ 1 ]. Asian Americans were the fastest growing racial group with the largest 
proportional population increase between the 2000 and 2010 census, even com-
pared to Hispanics and Latinos, which had the largest increase in population [ 1 ,  3 ]. 
Currently among people who identify with one country of origin, the largest 
subgroup among Asian Americans is of Chinese descent, followed by Filipino 
Americans, Indian Americans, Vietnamese Americans, Korean Americans, and 
then by Japanese Americans [ 1 ]. Not surprisingly, after English and Spanish, 
Chinese is the third most widely spoken language in homes in the United States. 
While Asian Americans have made tremendous strides in acculturation since the 
fi rst Chinese and Japanese immigrants came to the United States in the mid 1800’s, 
Asian Americans are still largely a population made up of immigrants, with 74 % of 
Asian American adults having been born in another country [ 2 ]. 

 Among Asian Americans, 28 % live in a multigenerational family, defi ned by 
having at least two adult generations in the same household, which is higher than 
Whites, Blacks, and Hispanic Americans [ 2 ]. On the whole, Asian Americans have 
a relatively high educational status, with approximately 85 % of adults over age 25 
having attained a high school diploma. 49 % of Asian American adults over age 25 
are college graduates, compared to 28 % of the general population. However, there 
is a disparity in the percentage of college graduates in different Asian American 
ethnic groups. For example, only 26 % of Vietnamese Americans over age 25 are 
college graduates, which is lower than the general population. Approximately half 
of Korean, Chinese, Japanese, and Filipino Americans over age 25 are college grad-
uates. Indian Americans have a much higher percentage of college graduates over 
age 25, 70 %. These interethnic differences may refl ect different immigration pat-
terns from the countries of origin. While the median income of an Asian American 
household is $66,000, and higher than the national median, 12.5 % of Asian 
Americans lived in poverty in 2009 and 17.2 % were without health insurance [ 1 ]. 
Additionally, Asian American households are often larger than those of other ethnic 
groups. While these facts and fi gures do not refl ect the diversity of the Asian 
American population, they help to provide a broad characterization of the group.  

    A Brief Immigration History 

    The fi rst Asian immigrants to the United States arrived from Japan in 1843 and were 
soon followed by Chinese men who came in 1850s and 1860s to work on the trans-
continental railroad, gold mines, and in agriculture [ 1 ,  4 ]. The Chinese Exclusion 
Act of 1882, which put an end to all new immigration from China, was a refl ection 
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of the opposition to Asians immigrating to the United States and becoming 
 permanent residents. The Asian exclusion Act of 1924 was a continued response to 
concerns about Asian immigration, which limited the new immigrants per year from 
East Asia, Southeast Asia, and South Asia [ 2 ]. Asian immigrants were thought to be 
unable to assimilate into the US population due to phenotypic differences in appear-
ance, unlike European immigrants. A Supreme Court case in 1923 of  US vs .  Bhagat 
Singh Thind  denied an Indian immigrant the ability to apply for citizenship citing 
this concern in the offi cial decision [ 4 ]. The doubt about the allegiance of those of 
Asian origin to the United States lasted well into the middle of the twentieth cen-
tury. During World War II, over 80,000 US-born citizens of Japanese origin were 
held in internment camps by the government [ 4 ]. 

 Immigration from Asia radically changed over the course of the twentieth cen-
tury with different ethnic subgroups greatly increasing as a response to the loosen-
ing of governmental restrictions and quotas. For example, in the middle of the 
century, naturalization and immigration of the war brides of US soldiers from Japan, 
Korea, and Vietnam became permissible [ 4 – 6 ]. In 1965, the Immigration and 
Nationality Act ended quotas with regard to Asian immigration and lead to huge 
increases in the numbers of immigrants from Asia. This act also changed the ethnic 
landscape of Asian immigrants, who until that time had largely been from Japan, 
China, and the Philippines. In the 1970s, there was an infl ux of refugees from war- 
torn Laos and Cambodia [ 7 ]. Currently, Asian immigrants are most likely to come 
to the United States with work visas, but also come through student visas, tempo-
rary visas, and unauthorized status [ 2 ]. 

 Today, as a result of the varied historical waves of immigration, there is tremen-
dous diversity among the immigration and acculturation experiences in Asian 
Americans. The term Asian American captures the breadth of experience of an 
elderly Japanese American man whose family has been in the United States for 
many generations and the 18-year-old female refugee from Myanmar who recently 
arrived to the United States. Despite their age gap, the Japanese American man 
whose grandparents immigrated in one of the early waves immigration will likely 
be more acculturated than the 18-year-old who arrives to resettle in a very foreign 
culture. As the chapter’s focus turns toward mental health in Asian Americans, it 
will be important to continue to consider each patient or family’s immigration his-
tory as it informs aspects of who they are and what issues may arise when they may 
present themselves to mental health professionals.  

    Prevalence of Mental Health Disorders in Asian Americans 
and Utilization of Mental Health Services 

 According to the Surgeon General’s Report on Mental Health in 2001, now well 
over 10 years old, there was little adequate data about the prevalence of mental 
health disorders in Asian Americans. One of the larger studies mentioned in this 
report, the CAPES study, demonstrated that Chinese Americans in the Los Angeles 
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area had a moderate rate of depression, with 7 % of study participants endorsing 
having experienced depression in their lifetime and 3 % in the prior year [ 8 ]. Studies 
in the 1980s and early 1990s that assessed symptoms of depression rather than the 
diagnosis of depression in Asian American populations found higher rates of depres-
sive symptoms in Japanese American, Korean Americans, Filipino Americans, and 
Chinese Americans in various major cities in the United States [ 8 ]. One of the con-
cerns underscored in the Surgeon General’s report is the lack of adequate data about 
DSM diagnoses in Asian Americans and the report questioned whether or not Asian 
Americans truly have lower rates of psychiatric disorders compared to other popula-
tions. Due to potential cultural bias in the reporting of and asking about symptoms, 
it was unclear whether or not accurate data about mental health conditions in Asian 
American was captured by numerous studies. Culturally informed ways of express-
ing symptoms, prevalence of somatization, and culture- bound syndromes were all 
raised as possible confounding factors. The report clearly states that there were inad-
equate data about the prevalence of disorders in Asian Americans who did not report 
mental health concerns and did not see mental health professionals. Rather than 
demonstrating that Asian Americans were a resilient “model minority” group, the 
report showed that the scope of mental health problems of Asian Americans was not 
adequately detected. Without perceiving a realistic mental health need, treatment 
could not occur, except for high-acuity populations, like Southeast Asian refugees 
with post traumatic stress disorder, whose need was more evident [ 8 ]. 

 Recent large-scale studies have yielded more useful data about the prevalence of 
mental health diagnoses in Asian Americans and utilization of mental health ser-
vices. However, diagnosis -specifi c studies have focused only on ethnic subgroups 
of Asian Americans and there are not reliable data on the prevalence of psychiatric 
diagnoses in Asian Americans as a whole. One of the large-scale studies is the 
National Latino and Asian American Study (NLAAS) that refl ects the prevalence of 
psychiatric diagnoses to be 0.8 %. This study was designed to assess the 12-month 
prevalence of mental health disorders from 2002 to 2003 among Asian Americans 
and Latinos, to assess the psychosocial context of the emergence of the disorders, 
and to determine how often mental health services were sought, in comparison with 
White, Hispanic and Black populations [ 9 ]. In one analysis by Dr. Jennifer Abe- 
Kim of the NLAAS data, 8.6 % of the population surveyed sought mental health 
treatment compared to 17.9 % of the general population when assessed in other 
large-scale studies [ 10 ]. In the general population, 41.1 % of persons with a proba-
ble DSM IV diagnosis sought psychiatric treatment compared to 34.1 % of Asian 
Americans. Additionally, the propensity to use mental health services was inversely 
correlated to generation of immigration. Second generation immigrants were more 
likely to use mental health services than immigrants; third generation immigrants 
were more likely to use mental health services than second generation immigrants 
at a rate more similar to the general population [ 10 ]. 

 In the NLAAS study, the prevalence of lifetime suicidal ideation in Asian 
American populations was found to be 8.8 % and the prevalence of suicide attempts 
was found to be 2.5 %. Factors that were positively correlated with suicidal ideation 
and attempts include being female, confl ict with family, a history of depression or 
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anxiety, and perception of discrimination. Stronger identifi cation and sense of 
belonging with one’s ethnic group was negatively correlated with suicidal ideation 
and attempts [ 11 ]. The 2010 National Drug Use Survey on Health by SAMHSA, a 
large-scale survey on mental health and alcohol, tobacco and drug use patterns 
among over 60,000 responders over 12 years old showed that the rate of illicit drug 
use was 3.5 % in the month prior, lower than Whites, Native Americans, Blacks, or 
Hispanics. Among the 38.4 % of Asian Americans who endorsed alcohol use in the 
month prior, 8.8 % were binge drinkers and 2.4 % were heavy drinkers of alcohol 
[ 12 ]. Rates of substance abuse or dependence were lower among Asian Americans 
at 4.1 % compared to other ethnic groups, which is consistent with what others stud-
ies have found [ 12 ] (Table  2.1 ).

   Smaller scale studies in specifi c ethnic populations of Asian Americans have 
identifi ed prevalence rates in these subgroups, but conclusions from these studies do 
not necessarily generalize to the heterogeneous group of Asian Americans. For 
example, Yeung et al. in 2004 found the prevalence of major depressive disorder 
among Chinese Americans in a primary care setting in Boston to be 19.6 %, much 
higher than the estimate from the CAPES study in Los Angeles described earlier 
[ 13 ]. Another study from 2000 found that the prevalence of panic disorder in 
Cambodian refugees being treated at a psychiatric clinic was approximately 60 % 
[ 14 ]. Another study examined the prevalence of eating disorders in Asian Americans 
based on data from NLAAS study and found overall low prevalence of eating disor-
ders in Asian Americans, less than 1 % for anorexia and bulimia. Women had a 
higher lifetime prevalence of binge eating disorder than men, 2.67 % compared to 
1.35 % [ 15 ]. The author believes that it is diffi cult to draw conclusions about a par-
ticular individual based on these heterogeneous data. One interpretation of these 
data is that mental health professionals should expect that refugees from Asia will 

   Table 2.1    Findings from large-scale studies of mental health in Asian Americans   

 Study  Mission  Major fi ndings 

 National Latino and 
Asian American 
Study (NLAAS) 

 Assess the prevalence of 
mental health diagnoses 
in Latinos and Asian 
Americans from 2002 
to 2003 

 • 0.8 % prevalence of mental h health 
diagnosis 

 • 8.6 % of Asian Americans sought 
treatment compared to 17.9 % of 
general population 

 • More recent immigrants less likely to 
use mental health services 

 • 8.8 % lifetime prevalence of suicidal 
ideation 

 2010 National Drug 
Use Survey on 
Health 

 Assess tobacco, drug, 
and alcohol use in 
adolescents and adults 

 • Rate of illicit drug use 3.5 % per 
month, lower than other ethnic groups 

 • Among alcohol users, 8.8 % reported 
binge drinking in the last month 

 • Rates of substance abuse or dependence 
4.1 %, lower than other ethnic groups 

   Sources : [ 9 – 12 ]  
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likely exhibit symptoms of anxiety disorders. However, with less high-acuity popu-
lations, the mental health professional should be more vigilant for mental health 
symptoms, which may be underreported or may manifest in different ways, as will 
be reviewed later on in this chapter. 

 The Surgeon General’s Report in 2001, in addition to emphasizing the need for 
better epidemiological data on mental health conditions, also highlighted the low 
utilization of mental health services by Asian Americans compared to other minor-
ity groups, which has continued to be true in the ensuing decade when compared to 
Whites, Blacks, and Hispanics [ 8 ,  16 ]. Since that time, many studies have examined 
this question with differing results. Barriers for the individual Asian American 
patient may include any of the following: cultural bias in how the patient describes 
his symptoms, bias in how the clinician or researcher assesses the symptoms, 
decreased perception of need for treatment, stigma, foreign-born status, wishing to 
save face, initial use of family support and traditional healing methods, focus on 
somatic symptoms, length of time in the United States, lack of culturally appropri-
ate services, lack of language appropriate services, and lack of health insurance [ 8 , 
 10 ,  16 – 18 ]. For every 100,000 Asian American and Pacifi c Islanders, there are 70 
Asian American and Pacifi c Islander mental health care providers, which is less 
than half of the number of providers for Whites. Also, Asian Americans may have 
diffi culty accessing the US health care system in general, as suggested by the fact 
that Asian Americans who are Medicaid eligible are much less likely to have 
Medicaid than their White counterparts [ 17 ]. While it is not possible to review all of 
the nuances of the methodological diffi culties in assessing the prevalence of mental 
health disorders in Asian Americans and the disparity in their treatment, excellent 
reviews are provided elsewhere [ 16 ,  17 ].  

    Idioms of Distress Among Asian Americans 

 It has been well established that certain ethnic groups, like Asian Americans, are 
more likely to express social or emotional distress through bodily symptoms and 
medical help seeking, particularly in cultures where the expression of emotional 
distress may be discouraged [ 19 ]. Somatization has referred to physical symptoms in 
psychiatric disorders as well as physical symptoms without an organic cause. 
Historically, researchers have also noted a higher prevalence of somatization in pop-
ulations who are making either cultural or geographic transitions, particularly refu-
gee populations [ 19 ]. Asian Americans are likely to somatize as a result of tacit 
cultural prohibitions against verbalizing psychological distress. Somatization also 
may result in more help for the patient from religious fi gures, family, and traditional 
healers than expressing distress in psychological terms [ 20 ]. In a Japanese psychoso-
matic clinic, Nakao et al. found amplifi cation of somatosensory symptoms occurred 
in patients who had diffi culty identifying and expressing their feelings [ 20 ]. Another 
study found that among Chinese Americans, individuals who somatized were most 
likely to seek professional help and that individuals with anxiety or depression were 
less likely to seek help than those with somatoform disorders [ 21 ]. An earlier study 
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of somatizers among Chinese American and White patients in Boston who did not 
express psychological distress, found that Chinese Americans were more likely that 
Whites to be “true somatizers” and in both populations, somatization was associated 
with the presence of a mood disorder or an anxiety disorder [ 22 ]. 

 Recent studies have questioned the assumption about the relationship of somatiza-
tion and perceived need of mental health treatment in Asian Americans. Based on 
data analyzed from the NLAAS study, physical symptoms in Asian Americans were 
associated with a greater sense of need for mental health treatment [ 23 ]. In another 
study by the same authors, also based on data from NLAAS study, Asians were actu-
ally less likely to report three or more physical symptoms than Whites and Latinos 
[ 24 ]. Somewhat surprisingly, more acculturated individuals were likely to report more 
physical symptoms than less acculturated people, even with adjustments for psycho-
logical distress, medical conditions, and disability, which may refl ect in part the better 
health of recent immigrants. Taken together, these fi ndings suggest that somatization, 
while an expression of distress, can lead to greater perceived need for mental health 
services in Asian Americans. However, somatization alone cannot account for the 
lower utilization of mental health services by Asian Americans [ 23 ,  24 ]. It is also very 
important to be aware of the possibility of somatization in the primary care setting. 
While some Asian Americans with somatization may seek mental health care, others 
may seek help in the primary care or medical specialty setting. Practitioners in these 
areas should consider the possibility of somatization as well as mental health diagno-
ses when evaluating a patient’s physical symptoms. The meaning and social use of 
somatization may also have shifted over time as the population of Asian Americans 
has continued to diversify in ethnic origin and acculturative status.  

    Culture-Bound Syndromes 

 Culture-bound syndromes are repeated clusters of symptoms and behaviors specifi c 
to a geographic region which can cause both physical and mental distress in an 
individual and may result in impairment of functioning and help seeking behavior. 
The symptoms may include somatic symptoms as well as symptoms that may or 
may not overlap with a psychiatric disorder classifi ed in the DSM [ 25 ]. Various 
culture-bound syndromes are associated with particular Asian and Asian American 
populations and are a continued area of study as psychiatric researchers and clini-
cians alike determine how best to approach their diagnosis and treatment (Table  2.2 ).

   Identifi cation and management of culture-bound syndromes is a continued con-
troversial area of inquiry. A recent review on amok challenged the notion of this 
being only a culture-bound syndrome given the more frequent episodes of violence 
and aggressive behavior in Western countries as well as Asian countries, by people 
of Asian descent and non-Asian descent [ 26 ]. The author of the review recom-
mended screening for amok in all patients in order to have amok as part of a dif-
ferential diagnosis and expanding the assessment of a patient’s risk for violence. 
The author of the review suggested treating people at risk for amok as psychiatrists 
would any patient at risk for violence, assessing for mood, psychosis, substance 
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abuse, and personality disorders and recommending treatment to minimize harm for 
the individual and society in a person at risk [ 26 ]. Choy et al. examined two features 
of the offensive subtype of taijin kyofushu in patients diagnosed with social anxiety 
disorder in the United States and Korea and found an association between the 
culture- specifi c symptoms and severity of social anxiety, suggesting more overlap 
in DSM diagnoses and taijin kyofushu than previously thought. This conclusion 
raises the possibility of incorporation of other symptoms thought to be culture 
bound into DSM criteria for psychiatric disorders. The expansion of culture-bound 
syndromes has also been raised by other studies that show that dhat or semen loss 
anxiety occurs also in China and Western Europe and that latah may occur in White 
and Black populations [ 27 ,  30 ]. The prevalence of culture-bound syndromes may 
also continue to shift. In their study, reviewing the history and prevalence of neuras-
thenia in China, Lee and Kleinman postulate that the worldwide impact of the DSM 
has made it less likely that Chinese psychiatrists use the diagnosis of neurasthenia 
in China [ 31 ]. Culture-bound syndromes continue to evolve over time, particularly 
as technology and communication continue to impact cross-cultural exchange of 
information and ways of understanding illness. 

 There are methodological barriers to further characterizing culture-bound syn-
dromes. One study described the development of a validated scale to assess symp-
toms of Hwa-Byung in Korean college students, but raised the question of whether 
or not the scale would necessarily be valid in Korean Americans [ 28 ]. Additionally, 
as with depression and other disorders in the DSM, clinicians and researchers are 
continuing to work to better refi ne the criteria of culture-bound syndromes. For 
example, clinical cases of Taijin kyofushu describing phobia of one’s own glance, 
lead to this subtype being put forth for inclusion in the DSM. This subtype is present 
in the Japanese diagnostic and classifi cation system, but has been omitted in the 

   Table 2.2    Common culture-bound syndromes in Asian American populations   

 Name  Asian Country where seen  Features 

 Amok  Southeast Asia  Violent and aggressive episodic behavior 
without clear cause, mostly in males 

 Dhat  South Asia  Anxiety about discolored or lost semen 
 Hwa-byung  Korea  Related to suppression of anger; insomnia, 

fatigue, panic, pain, GI distress, fear of death 
 Koro  Southeast Asia, South Asia, 

China 
 Sudden fear of genital retraction into the body 

and death from anxiety or paranoia 
 Latah  Southeast Asia, particularly 

Malaysia, Thailand, 
Japan, and Philippines 

 Extreme sensitivity to fright with dissociative 
or trance like behavior 

 Qi-gong induced 
psychosis 

 China  Episodic psychotic or dissociative reaction after 
improper practice of Qi-Gong 

 Neurasthenia  China  Physical, mental fatigue and dizziness, 
headaches, sleep problems, problems with 
memory, GI distress 

 Taijin kyofusho  Japan, Korea  Intense fear that one’s physical features, smell or 
behavior is displeasing or offensive to others 

   Sources : [ 25 – 32 ]  
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DSMIV [ 33 ]. Efforts are also being made to recognize new culture-bound syn-
dromes, such as hikkomori, a syndrome of social withdrawal in Japanese adoles-
cents and young adults who may avoid school or work for years and do not meet 
criteria for another psychiatric disorder [ 34 ]. Culture-bound syndromes will con-
tinue to be a challenging area for clinicians treating Asian Americans as there is a 
strong need for additional research and consensus on how these disorders are con-
ceptualized and managed.  

    Religion, Philosophy, and Health Beliefs 

 Many values and beliefs common among Asian American populations have under-
pinnings in Asian religions and philosophy. These value systems are comprehen-
sive, describing the integration of the body and the mind as well and an approach to 
managing both one’s internal and external world. Asian Americans are an extremely 
diverse group, and while all Asian Americans will not uphold these beliefs, it is use-
ful to briefl y review them here as they inform the conceptualization of mental health 
and illness as well as general cultural values in many Asian cultures. 

 Much of Eastern philosophy is based on principles in Confucianism, Taoism, 
Hinduism, and Buddhism. Confucian thought brought order to Chinese civilization 
by emphasizing concepts such as interpersonal harmony, acceptance of a person’s 
place in society, hierarchy within the family with older adults and males in higher 
positions, unconditional obligation toward the family, and orientation toward the 
group rather than the individual [ 35 ,  36 ]. Taoism emphasizes the importance of 
maintaining balance and harmony both internally and with the larger world, respect-
ing nature, and maintaining personal qualities of humility and receptivity [ 36 ,  37 ]. 

 In Buddhism, the individual cultivates compassion for the suffering of others, 
acceptance of one’s fate, or karma as a result of acts in a past life, and an acceptance 
of the ephemeral nature of life, as well as emphasis on non-attachment to aspects of 
the self [ 38 ,  39 ]. Elements of animism, belief in the existence of spirits, gods, and 
ghosts and the belief in a larger spirit world infused in natural inanimate and animate 
objects, has informed elements of Asian philosophy from Taoism, Confucianism, 
and Buddhism that include respect or worship for ancestors as a virtue [ 39 ]. 
Hinduism and Islam are the most common religions in South Asian nations. Aspects 
of Hindu belief have overlap with Buddhism such as the values of knowledge of life, 
emotional regulation, control over desire, the value of humility, and the importance 
of societal duty [ 40 ]. Muslims also have a strong belief in destiny or fate, similar to 
karma, in that events occur because of the will of God, and similar ideas of sin to 
Judeo Christian religions. Many Muslims also believe in the spirit world of the jinn 
and some may have supernatural beliefs about the evil eye [ 41 ]. 

 These different religions and philosophies are very tied to beliefs about health and 
the mind and body in Asian cultures and patients use their beliefs as a way to under-
stand their diffi culties. What Western trained psychiatrists may consider a psychiat-
ric problem, an Asian American individual may conceptualize as a psychiatric 
problem, culture-bound syndrome, physical problem, spiritual problem, or some 
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combination of all of these. For example, a Hindu Indian American man experienc-
ing dhat may believe his symptoms of semen loss and physical and mental weakness 
are the result of excessive attachment to sexual desire and decide to pursue yoga 
therapy to help him detach from his sexual desire and restrict masturbation. He may 
have pursued traditional treatments after a dissatisfying experience with a psychia-
trist who recommended that the patient start an antidepressant to reduce the patient’s 
excessive worry about semen and reassured him that semen loss was not dangerous 
[ 42 ]. A patient may also ascribe to a more pluralistic health belief system and pursue 
allopathic and traditional treatments simultaneously. For example, a Chinese 
American patient may believe that his low energy and mood are the result of an 
imbalance of yin and yang and may wish to take traditional herbs from a root doctor 
along with the antidepressant recommended by his psychiatrist [ 42 ]. Understanding 
traditional beliefs may also help mental health clinicians, researchers, and educators 
gain insight into a family’s approach to managing a particular condition in a family 
member and the challenges that may arise. When a social worker recommends that 
an elderly Vietnamese woman with dementia go to a nursing home to alleviate stress 
in the family, her primary caregiving daughter may acknowledge the diffi culties of 
care giving, but believe that it is her duty to care for her mother, that it may give her 
good karma, and that it is necessary for her to demonstrate compassion to those who 
are suffering. The breadth of religions and philosophies upheld by Asian Americans 
was briefl y reviewed here, but the mental health clinician can improve their under-
standing of the individual Asian American patient’s approach to his mental health by 
learning more about his or her particular belief systems.  

    Asian American Family Culture 

 Based on the deeply ingrained idea of fi lial piety in the vast majority of Asian cul-
tures, the family is the unit on which society is based. Filial piety is a core value 
based on Confucian principles. It emphasizes the importance of family throughout 
the life cycle of the individual. Children are expected to demonstrate respect, sup-
port, and sacrifi ce for their parents and ancestors, to care for their parents and as they 
age, and behave in a way that brings honor to the family name. While Western cul-
tures are more individualistic and autonomy oriented, Asian cultures are more group 
oriented [ 35 ]. Some families may be hierarchical with the elderly and males holding 
positions imbued with greater authority or respect, though mothers may be more 
responsible for the emotional harmony of the family and have more covert infl uence 
[ 35 ]. Asian Americans are more likely to live in multigenerational families than 
other ethnic groups and are more likely to live in larger families than other ethnic 
groups [ 2 ]. However, within the joint family, Asian American children, even adult 
children, are often expected to act in accord with their parents’ wishes and family 
cohesion is viewed as valuable [ 35 ]. For example, a South Asian couple living with 
the husband’s parents in Chicago might discuss vacation plans with the husband’s 
parents before making arrangements for a fl ight to ensure that they approve.  
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 The interdependence of family members among Asian Americans manifests 
itself in various ways, one of which is when Asian Americans contemplate making 
major life decisions. In surveys of Asian American adults with children over age 18, 
68 % felt that parents should have some infl uence in determining what career their 
child pursues. In the same group, approximately 66 % felt that parents should have 
at least some infl uence in their child’s choice of spouse [ 2 ]. Another way in which 
the interdependence of Asian families reveals itself is in how families react to the 
actions of one member of the family. Often behavior of one family member is con-
sidered to be representative of the family as a whole to the rest of society. Families 
may value academic and occupational achievement of their children as bringing 
honor to the family in part for this reason. On the other hand, behavior against the 
family or cultural values, such as a delinquent behavior, a suicide attempt, being gay 
or lesbian, or taking a partner from a different religion or ethnic background may be 
viewed as bringing shame to the family or causing the family to “lose face” and lead 
to confl ict within the family [ 41 ,  43 ]. 

 Cultural values of displaying more tempered emotions, and family harmony may 
lead to more indirect or restrained communication between family members than in 
non-Asian American families [ 35 ,  43 ]. Additionally the emphasis placed on respect 
and obedience to parental authority can also decrease the likelihood of open com-
munication between different generations, particularly when there is confl ict [ 43 ]. 
Acculturation differences between generations as detailed in the next section in 
Asian American immigrant families may also be a cause of problems in family 

 Clinical Example 

 As the intake social worker at an urban psychiatric clinic in New York City, 
you receive a phone call from a Korean man working temporarily in the 
United States. He asks that you evaluate his wife who has been very upset 
about failed infertility treatments.  Her infertility specialist recommended that 
the wife have a mental health evaluation after her last treatment did not work. 
You arrange an initial meeting with the couple. During the fi rst visit with the 
couple, the husband describes much of the wife’s history and the couple’s 
immigration history. The wife occasionally disagrees with the husband, but 
mostly remains silent. The couple expresses how sad they are about being 
unable to conceive another child. Because they have been afraid of disap-
pointing their extended family, neither wife nor husband has discussed their 
trouble conceiving with any family members, who continue to ask them why 
they have not had a second child.  Their extended family expects them to have 
other children by the time they return to Korea.  Both husband and wife are 
worried about returning to live with the husband’s parents and the shame they 
will face for not having another child. The husband agrees that the wife will 
come to meet with you for the second visit alone. 
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communication. Acculturation and enculturation are related concepts. Both refl ect 
aspects of the process of change an individual undergoes when he moves to a new 
culture. In acculturation, this change refl ects affi liation with the new dominant cul-
ture; in enculturation, this change refl ects affi liation to the individual’s old culture. 
Dissonant acculturation, which will be reviewed below, refl ects how the process of 
acculturation may cause tension within a family.  

    Acculturation and Families 

 Connections among family members undergo transition as immigrants move to a 
new culture and attempt to adapt to the culture. In a process known as acculturation, 
the individual adapts with regard to identity, beliefs, and values in relation to the 
new dominant culture [ 44 ]. Enculturation, a related concept, functions in the oppo-
site manner and is a process in which a person strengthens their ties to social norms 
and values of their culture of origin [ 44 ]. Hwang has referred to the term accultura-
tion family distancing (AFD) to encapsulate the difference between the parent and 
child generation in immigrant households who may acculturate at different rates, 
leading to a difference in values and also diffi culties in communication [ 35 ,  45 ]. 
Other researchers have referred to this phenomenon as “dissonant acculturation” 
and believe this is particularly relevant in confl ict between parents who may strug-
gle to maintain ties to the old culture and children who because of their age and 
desire to connect with peers may have greater exposure to the new culture [ 44 ]. For 
example, while the parents in a family may struggle to learn a new language and 
understand new cultural values, the children in a family may more rapidly accultur-
ate to the new culture due to increased exposure to the dominant culture at school. 
An immigrant child in middle school may learn English more quickly than his or 
her parents because of ESL (English as a Second Language) classes. The child may 
learn styles of dress and about current popular music from her peers. The child may 
also see how her non-Asian peers interact with their parents and try to adopt that 
style of communication or rebel against values that she had previously accepted in 
her family. Areas in which different values may cause greater confl ict include how 
different generations communicate or make choices about appearance, sexuality, 
education, careers, home ownership, and marriage. 

 This acculturation gap can also occur between elderly relatives that are coming 
from the country of origin to live in the United States with their children. 
Grandparents may be brought to the United States with the idea that they can benefi t 
from better health care or provide childcare for the family. Immigration is often 
alienating for older immigrants, who likely face greater functional limitations and 
language limitations than younger generations [ 35 ,  46 ]. It is also more challenging 
for the elderly to establish a peer group and a grandparent new to the United States 
may experience an acculturation gap with their children and an even greater one 
with their grandchildren. 
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 Acculturation is part of the process of making a cultural and geographic transi-
tion and can lead to signifi cant intergenerational confl ict in Asian American fami-
lies. As will be discussed in the treatment section, this type of confl ict can be quite 
distressing in families that value loyalty and harmony and may lead to Asian 
Americans presenting to mental health treatment.  

    Engaging Asian Americans in Treatment 

 As with any initial encounter with a patient, it is important for the clinician to under-
stand the nature of the Asian American patient’s problem and to start to formulate 
an approach to help the patient with his or her diffi culty. Given the importance of 
family, a mental health clinician or researcher should be prepared to have multiple 
family members present for any or all of an initial appointment or assessment [ 47 ]. 
Additionally, the clinician may at fi rst primarily communicate with the family mem-
ber in the position of authority, even before the appointment and during the appoint-
ment itself. In addition to the usual information gathered in an intake the clinician 
may also consider asking about the patient’s cultural background, religious beliefs, 
family’s immigration history, patient and family’s acculturation experiences, the 
patient and his family’s belief about the etiology of his problem and about what 
other forms of treatment or help the patient and his family sought or are seeking. 

 The hierarchy in the family may be clear to the clinician in the fi rst contact with 
the patient’s family, whether on the phone or in person, and is important to respect 
in creating an alliance with the patient. A clinician may have to pay extra attention 
in a meeting with a family and observe who sits down fi rst and who speaks fi rst and 
whose opinion most family members defer to. For example, the husband in a 
Bangladeshi couple may fi rst contact the clinician to set up an appointment for his 
wife and join the clinician and his wife for the initial intake appointment. When 
treatment options are given, the patient may look at her husband for guidance before 
expressing an opinion. In another family, the most elderly member of a family may 
be a mother and her adult children may defer to her for decision-making. 

 Many Asian Americans may view the clinician as an expert or an authority and 
feel that it is impolite to express disagreement or ask too many questions of the clini-
cian. Patients may overtly exhibit deference to authority in a variety of ways: calling 
all clinicians “doctor,” avoiding direct eye contact, profusely thanking the clinician 
or bowing [ 47 ]. Patients may feel more comfortable with the physician or mental 
health clinician being authoritative rather than joining with the patient and their fam-
ily in a more collaborative manner. It is possible that Asian patients may expect the 
clinician to act more as the model of the paternalistic healer [ 47 ]. Patients may 
covertly express disagreement or dissatisfaction with the recommendations of the 
clinician by remaining silent and not contradicting the physician’s advice, or accept-
ing a prescription but not fi lling the prescription or taking medications. While silence 
in Western Culture may be viewed as tacit assent, with Asian American patients, 
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silence can mean dissent [ 47 ]. For clinicians, it is important to not assume that lack 
of direct eye contact is indicative of paranoia, disengagement or social anxiety and 
also that silence means that the patient completely agrees with treat treatment rec-
ommendations and will follow them. Patients or family members may ask personal 
questions of the clinician to humanize the physician and relate to him as a trusted 
elder or family member, to assess his cultural knowledge, to ensure that the clinician 
does not know others in the patient’s community due to worries about confi dential-
ity, or to fi nd out if the mental health practitioner will judge the patient for their 
diffi culties. Like with all patients, some Asian American patients, as described later 
in the stigma section, may be fearful about seeing a mental health practitioner for 
fear that this may mean that they are insane or that others will fi nd out that they have 
seen a psychiatrist and this will bring on shame for his or her family. 

 Some Asian Americans may have limited English language profi ciency, which 
can pose a challenge for the patient, their family, and the mental health professional. 
There is very limited data on the use of professional interpreters and nonprofessional 
(family or friends) interpreters or cultural brokers in Asian American patients, both 
in medical and mental health settings. One study of over 2,000 Chinese and 
Vietnamese immigrant adults at community health centers in the United States found 
that patients who used interpreters compared to those who had a clinician who spoke 
the same language were less likely to ask questions about mental health [ 48 ]. In this 
study, patients who rated their interpreters as high quality were also more likely to 
rate their overall health care as being of high quality [ 48 ]. The data from this study 
suggests that Asian American patients may feel more comfortable with a clinician 
who speaks the same language rather than using an interpreter, particularly for asking 
about mental health problems. However, it is very diffi cult to make generalizations 
about the use of interpreters, cultural brokers, or language concordant professionals 
with the heterogeneous group of Asian Americans based on only one study. 

 I have included some basic guidelines for the initial encounter summarized in 
Table  2.3  from my experience and the collective experiences of colleagues working 
with Asian American patients over the last 8 years in urban settings in the emer-
gency room, inpatient unit, research setting, and private practice. As described ear-
lier in this chapter, it is important to not make assumptions about the patient and 
their personal narrative based on the general principles in this chapter but rather to 
use these principles as framework for understanding the patient and how their pres-
ent situation came to pass.

      Psychopharmacology 

 Studies have shown that Asian Americans may benefi t from initial lower dosages of 
medications than White populations and may require lower doses for therapeutic 
effect. These ethnic differences have been attributed to pharmacogenetic differ-
ences in the cytochrome p450 system, a system of enzymes responsible for metabo-
lizing psychiatric and other medications. Other factors, such as smoking, diet, age, 
gender, and use of other medications may also impact effective plasma levels of 
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psychiatric medications. Henderson et al. provide a very thorough review of ethno-
psychopharmacology in different minority populations [ 49 ]. While there is limited 
data on ethnopsychopharmacology in persons of Asian descent, it is worthwhile to 
examine the relevant fi ndings and consider how these fi ndings may impact mental 
health research and treatment of Asian American populations. 

 With regard to the cytochrome p450 system, the metabolic activity of particular 
isozymes in this system has been shown to be lower in Koreans, Chinese, and 
Japanese compared to Whites [ 18 ]. In particular, a third of Asians are homozygous 
for a particular mutation, CYP 2D6*10. This mutation leads to slower activity of the 
CYP2D6 enzyme that metabolizes traditional antipsychotics and tricyclic antide-
pressants [ 18 ]. This indicates that an Asian American patient with this mutation 
may need a lower dose of an antipsychotic or tricyclic antidepressant to achieve the 
same therapeutic blood level of a medication when compared to a patient of another 
ethnic backgrounds. Additionally, approximately 20 % of persons of Asian descent 
may have a mutation of CYP2C19 called m2. This mutation causes 20 % of Asians 
to be poor metabolizers of the benzodiazepine diazepam compared to 3 % of White 
persons [ 18 ]. Another study by Lin showed that both foreign-born and US-born 
Asian Americans responded to lower doses of alprazolam than Whites [ 50 ]. In this 
study, there was no difference in the response to the medication between foreign- 
born and US-born Asians, which suggests that the difference between Whites and 
persons of Asian descent was pharmacogenetic [ 50 ]. 

 Nongenetic factors also impact the activity of various isozymes of the cyto-
chrome p450 system. For example, the activity of isozyme CYP1A2, involved in the 
metabolism of typical antipsychotics, olanzapine, clozapine, amitryptiline, clomip-
ramine, nortryptiline, mirtazapine, and fl uvoxamine, can be induced by the con-
sumption of char broiled beef and a high protein diet, which may be consumed by 
particular East Asian populations [ 18 ]. The activity of another isozyme CYP3A4 is 
notably inhibited by consumption of citrus fruits and corn [ 18 ]. 

   Table 2.3    Ten tips for the initial encounter with an Asian American patient   

  1. Expect and welcome family participation in the initial evaluation, possibly from several 
generations 

  2. Ask detailed questions about the patient and family’s health beliefs 
  3.  Ask about what treatments they have tried, both Western medical and traditional treatments, 

and what they are currently doing to improve their condition. 
  4. Obtain the patient and family’s immigration history 
  5.  Plan for the initial appointment to be mostly structured by you and somewhat formal. It will 

likely help the patient feel more comfortable with your authority 
  6. Do not be put off by a patient’s limited eye contact or deferential manner if this occurs 
  7.  Be sensitive to family confl icts and intergenerational confl icts as a possible reason for the 

patient’s seeking treatment 
  8. Remain mindful of the mind body connection as you ask questions and recommend treatment 

for the patient 
  9.  Remain open to the integration of the patient’s traditional healing methods and what you 

recommend 
 10. Do not assume that a patient upholds to a particular religious or cultural belief, make sure to 

ask about it! 
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 There may be other differences that account for differing response to psychiatric 
medications in Asians. For example, treatment with Lithium in East Asian popula-
tions yields a therapeutic effect at levels less than 0.8 meq/mL [ 18 ]. The author of 
the review, Lin, suggests that this could be due to pharmacodynamic factors, factors 
related to the effect of a specifi c medication on the target organ. Another study from 
1988 examines the differences in serum haloperidol and serum prolactin concentra-
tions in White, American-born Asian, and foreign-born Asian American volunteers. 
This study found signifi cant differences between patients of Asian descent and 
White patients in both serum haloperidol levels and prolactin levels, suggesting 
both pharmacokinetic differences as well as a possible difference in dopamine-
receptor- mediated response to the medications [ 51 ]. 

 Asian Americans, because of potential slower metabolism of medications, may 
be more sensitive to side effects of medications or have toxic reactions to medica-
tions prescribed at recommended doses [ 52 ]. A study of desipramine pharmacoki-
netics in White and Chinese volunteers found higher clearance of desipramine in 
White volunteers compared to Chinese volunteers when controlling for body 
weight. The authors suggest that treating Chinese patients with standard doses for 
desipramine would put these patients at greater risk for toxicity [ 52 ]. A general 
approach to prescribing psychotropics to Asian American patients may be to “start 
low and go slow” as with geriatric psychiatric patients who are often started at half 
the typical dose of medications and monitored closely for and educated about side 
effects. It may also be worthwhile to get blood levels of medications to assess 
whether or not a patient is a normal or slow metabolizer after an Asian American 
patient has been on a steady dose of medication for several weeks. 

 With regard to psychoeducation, as with all patients, it is helpful for Asian 
American patients to know that antidepressants and mood stabilizers take weeks to 
work and antipsychotics take days to work. Some Asian American patients may be 
more likely to believe that medications should be short term and work quickly, 
based on traditional beliefs [ 53 ]. For these patients, it is very important to under-
stand the difference between medications that work quickly like benzodiazepines 
and stimulants and ones that they need to remain on for longer to achieve their 
effect. Patients may not be familiar with how psychotropics work and may need 
psychoeducation that involves reframing the purpose of the medications in a cultur-
ally sensitive manner. For example, in the treatment of a Southeast Asian refugee 
with severe PTSD and depressive symptoms, a clinician may explain that the 
patient’s symptoms are due to an excess amount of stress not due to a brain problem 
and that the medications may help the patient eat and sleep better [ 54 ].   

    Psychotherapy 

 An Asian American patient may expect a more pragmatic or directive approach in 
therapy initially due to viewing the clinician as a wise authority fi gure and may want 
advice or feel uncomfortable with an unstructured session. A cognitive behavioral 
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therapy approach could be helpful for this type of patient. CBT approaches to PTSD 
and group therapy approaches in Southeast refugees have been very successful, 
focusing on pragmatic strategies for managing life and also helping patients under-
stand and manage their symptoms [ 54 ]. Additionally some clinicians have also 
developed psychotherapeutic treatments for culture-bound syndromes, such as a 
nursing treatment program designed for patients with Hwa-Byung that incorporated 
drama therapy, music therapy, and group therapy for to help patients express anger. 
This was more effective treatment for the patients than the control condition [ 55 ]. 

 Some authors have suggested the use of traditional stories or parables in psycho-
therapy with less acculturated patients who may have less diffi culty talking about 
confl icts or symptoms in displacement [ 47 ]. Other patients may be willing and suit-
able for engagement in a more insight oriented or exploratory treatment and may 
benefi t tremendously from it [ 56 ]. Paying attention to the use of defenses like with 
all patients can help the therapist initially determine how to engage the patient, as 
well as sensitivity to family dynamics. There have been some excellent case studies 
describing the details of different Asian American patients in psychotherapy [ 56 , 
 57 ]. Determining a psychotherapeutic approach is very individual specifi c and will 
be addressed further in the clinical cases section at the end of the chapter.  

    Integration of Traditional Medicine and Western Approaches 

 Some patients may wish to pursue traditional treatments in addition to or instead of 
their treatment with their mental health practitioner, whether it involves consulting 
with a shaman for exercising bad spirits, acupuncture, meditation, acupuncture, 
herbalist or root medicine, tai-chi or other traditional treatments. Before suggesting 
allopathic psychopharmacologic or psychotherapy, asking about what traditional 
treatments the patient has tried would be valuable. Furthermore, some knowledge or 
willingness to learn more about these treatments will aid the mental health profes-
sional in understanding the patient’s problem more deeply [ 58 ]. In an article about 
working with Asian Americans in a culturally sensitive way, Park et al. detail the 
example of a psychiatrist working with an Asian American psychotic patient who 
sought consultation from an herbalist about herbal treatments for psychosis to edu-
cate the family of the patient along with the treating psychiatrist [ 58 ]. For example, 
knowing that a patient with panic disorder incorporates meditation into her daily life 
may help a psychologist consider a wide variety of treatments for overwhelming 
anxiety and fear, including mindfulness-based cognitive behavioral therapy, relax-
ation exercises, dialectical behavioral therapy, as well as the more traditional route 
of cognitive behavioral therapy for panic disorder. 

 Mental health clinicians may have a skeptical reaction to non-evidence-based 
treatment or feelings of discomfort by the patient’s pursuit of alternative treatments. 
While Asian American patients may view the Western trained clinician as an expert 
or an authority, the clinician has little to lose in the eyes of the patient by being open 
and fl exible about alternative methods of treatment and the unique way in which the 
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patient conceptualizes his or her diffi culty. A dismissive reaction could be alienating 
to some Asian American patients; however, other Asian Americans may not be inter-
ested in pursuing traditional treatments at all or may have exhausted them already. 

 If a practitioner is prescribing medications to patient, it is important to check 
with the patient about whether or not they are taking any traditional medications, 
teas, or supplements and to ask about their diet to ensure that there is not any inter-
action between any of their treatments [ 58 ]. In the primary care setting, it is impor-
tant to include questions about culturally traditional treatments and practices in 
initial appointment paperwork with questions about the patient’s other medications. 
This is important for a culturally sensitive approach but also to ensure the safe inte-
gration of traditional and allopathic treatments. Also, in the initial visit of an Asian 
American patient to any medical specialty, surgical clinic, or research assessment it 
is important that the nurse practitioner, social worker, or physician consider that a 
somatic symptoms may be a manifestation of a mental health problem or culture-
bound syndrome.  

    Stigma, Shame, and Denial 

 As previously described, Asian American populations underutilize mental health 
services compared to other ethnic populations. In addition to other barriers to access 
of services, Asian Americans may delay seeking psychiatric services for themselves 
or a family member to the point that the patient’s condition may have become very 
serious [ 18 ]. Delays in seeking treatment may be related to the stigma of mental ill-
ness in Asian cultures and an effort to ward off shame for the patient and his or her 
family [ 59 ]. For example, a young South Asian American man with a psychotic ill-
ness at a city hospital told his treating physician that he had been off antipsychotics 
for months while living at home and was paranoid to the point that he was hoarding 
his urine and excrement at home with his physician parents. In this case, the patient’s 
parents may have believed that seeking treatment for their son in a small community 
would bring about shame to their family and the denial of his illness may have 
helped to preserve their good image of themselves or their son. A family may believe 
that the illness is because of karma and telling mental health professionals that a 
family member is ill may reveal that a family member may have acted badly in a past 
life. Stigma may also be infl uenced by the age of the individual. One study found 
older Korean Americans were more likely than younger Korean Americans to view 
depression as character weakness bringing shame to the family [ 60 ]. 

 For some communities, in which there is a tradition of arranged marriages or 
family brokered unions, like also in the Orthodox Jewish community in which men-
tal illness is very stigmatized, the idea of revealing that a family member has a 
psychiatric problem may taint marriage prospects not only for the patient but also 
for their siblings or for generations to come [ 61 ]. For the individual’s community, 
the acknowledgement of psychiatric problems may represent a character defect or 
genetic defect in the person or in the family or person. 
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 Along this same vein, it may be diffi cult in the treatment setting to obtain an 
accurate family history due to stigma. Family members may not tell the clinician 
about other relatives in the family with mental health diagnoses. Furthermore, the 
stigma can be so powerful in families that in some cases a patient may not have even 
shared with his or her spouse that there is mental illness on his or her side of the 
family and at times a patient may have no idea that he or she has a relative with a 
psychiatric problem. 

 This level of shame may lead to diffi culty accessing treatment for the patient and 
family and even may result in a family colluding with the patient’s own resistance 
to getting desperately needed help [ 62 ]. For example, a mother may minimize her 
child’s hyperreligious manic behavior of disrobing publicly and giving away all of 
his money as a part of a religious ritual not understood by doctors from a different 
culture and insist that her child does not have an illness. The family might support 
the patient’s wish to be discharged from the emergency room, despite the patient’s 
extreme diffi culties with functioning. A physician parent may take over prescribing 
antipsychotics for his or her own child and misdiagnose them with an anxiety disor-
der. Families may even send a mentally ill family member to relatives in a different 
country to live with them in the hopes of a geographic cure to maintain denial and 
escape questioning of others in their community. 

 It is also possible because of shame and stigma that patients with trusted relatives 
or friends who are physicians or mental health care professionals may have been 
asked to treat the patient or advise on his or her care in an informal way. While this 
behavior could be seen as culturally acceptable or preferable, for the patient it may 
be diffi cult to be as open with a person in their social circle and may make it diffi cult 
for the patient to get an accurate assessment of their diffi culty. It is also possible that 
in some communities, particular diagnoses, like bipolar disorder, schizophrenia, or 
substance abuse may be more stigmatizing than others. For example, compulsions 
related to hyperreligious obsessions related to cleanliness may be more acceptable 
in some communities than other psychiatric symptoms.  

    Major Mental Illness 

 As mentioned in the previous section, there are a variety of reasons that an Asian 
American family may not want to seek help for psychosis, mania, or a severe depres-
sion in their loved one. The family may be mistrustful about how their family mem-
ber will be treated or may be mistrustful of treatments recommended by doctors 
trained in the United States. Since the DSM and ICD have not been validated in all 
populations, patients and families may be skeptical of whether psychiatric diagno-
ses exist and whether there is a more culturally appropriate explanation for their 
behavior, as in the case of the young manic man with hyperreligious behavior. 
Families may also be misinformed or have misconceptions about mental health 
treatment for these conditions based on inhumane conditions at treatment facilities 
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in their native culture and may perceive hospitalization as abandoning the patient 
[ 58 ]. Families from any cultural background may also feel it is their duty to care for 
a family member with mental illness, but the culture value of fi lial piety may lead to 
caregiving being more of a cultural obligation for Asian Americans [ 62 ]. As in all 
populations, Asians Americans will have the same worries about diagnosis and 
prognosis for the patient. Because many Asian American families are interdepen-
dent, it can be very helpful for the patient’s treatment to include multiple family 
members in family meetings in the hospital, to meet with the entire family in inpa-
tient and outpatient settings for culturally appropriate psychoeducation, to have 
regular contact with the head of the family when needed and to consider the family 
as part of the patient as well. The clinician also has the responsibility of giving the 
patient and the family hope, a realistic prognosis, and reassurance that these ill-
nesses are treatable. 

    Intergenerational Confl ict 

 More traditional Asian American families may try to minimize confl ict within the 
family or be ashamed about revealing the layers of family confl ict to the treatment 
team or professional. In particular, a parent may be quite distraught about a child 
rebelling against them and may have diffi culty admitting this without feeling 
ashamed. A parent may manifest their distress in indirect ways, such as somatiza-
tion or other symptoms. Similarly, children with aging parents may be extremely 
uncomfortable or feel disrespectful if they question an elderly parent’s cognitive 
abilities or their behavior to make decisions. They may try to save their parents 
shame in front of the professional and either minimize diffi culties or contact the 
professional later to be more honest with them. Family confl icts can take a great toll 
on Asian Americans. 

 Greater intergenerational confl ict and acculturation gap have been found to cor-
relate with poorer mental health in Asian American college students [ 63 ]. 
Intergenerational confl ict can also be very diffi cult for parents, as described in a 
study showing increased depressive symptoms in Korean America parents with 
young children. Confl icts around the child’s social life, expressions of love, dis-
agreements about proper children’s behavior and the notion of saving face were 
most associated with parental depressive symptoms [ 64 ]. Asian American families 
are particularly at risk of a surge in intergenerational tension as the younger gen-
eration enters adolescence. While in Western culture, adolescence is associated 
with rebellion and individuation from parents, in most Asian cultures, adolescence 
is associated with increased responsibilities and continued obedience to parental 
authority with regard to important decisions. This gap in values in expectations 
can be a major source of confl ict between Asian American parents and children 
and can lead to tension, depression, anxiety, and suicidal ideation in children and 
adolescents [ 43 ,  65 ].   
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    Lesbian, Gay, Bisexual, Transgendered, and Questioning 
(LGBTQ) Asian Americans 

 While Asia has made more progress in the last 10–20 years of having more openly 
homosexual populations, individuals who are lesbian, gay, bisexual, or transgendered, 
or questioning (LGBTQ) are still often highly discriminated against, marginalized, and 
can be subject to violence in Asia. While in the United States, LGBTQ individuals have 
found increased acceptance in recent decades, Asian cultures lag far behind in this 
respect. Some areas that have a reputation for being LGBTQ friendly include Nepal, 
which hosted the fi rst Asian Symposium on Gay and Lesbian Tourism in 2010, 
Bangkok, Shanghai, and Manila [ 66 ]. Because of values of the importance of Confucian, 
Hindu, and Islamic values about gender roles, marriage, and family lineage, homosexu-
ality is still as unacceptable in many families of Asian origin [ 67 ]. Families may feel 
that having a homosexual child brings shame to the family and makes them subject to 
social judgments. Parents may accept their child’s sexuality within the family, but they 
may strongly pressure a child not to be open about their sexuality to extended family. 
Additionally, while they may accept that their child is gay or lesbian, they still may 
pressure the young adult to marry so that they can save face among the extended family 
and community. Furthermore, there may also be pressure on the individual to get mar-
ried in order to have children to continue the family lineage. Sexual minority Asian 
Americans may struggle to feel accepted and may be forced to choose between gaining 
support of the LGBTQ community or their ethnic community, though there are increas-
ingly more available resources for LGBTQ Asian Americans [ 67 ].  

    Abuse/Trauma 

 As a clinician, educator, or researcher working with Asian American populations, it 
is very important to be alert to histories of trauma. There are many subgroups within 
Asian American communities that have experienced traumatic incidents on wide 
level including the Vietnam war, serving as comfort women in Korea, Japanese 
interment in the United States; human traffi cking for prostitute or domestic slavery; 
Cambodian Civil war, imprisonment, and torture under repressive governments [ 47 , 
 54 ]. Patients may or may not initiate a discussion about these experiences due to 
shame, but may exhibit some symptoms of PTSD or maltreatment on exam. Trauma 
may also happen on an individual level and patients may feel ashamed about dis-
cussing these issues with the clinician for fear of bringing shame onto their families 
as well. Other traumas common in Asian American households include domestic 
violence, incest, rape, sexual abuse, physical abuse, and verbal abuse [ 47 ]. A patient 
may have diffi culty even identifying abuse in the home as abnormal or traumatic. 
For example, an Indian American patient with depression, promiscuity, and emo-
tional outbursts may not readily identify her mother’s physical abuse and emotional 
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abuse of her as a child as connected to her present diffi culties. In these cases, it is up 
to the careful clinician to explore these issues sensitively and to decipher the mean-
ing behind the patient’s description of their experiences. 

 To help the reader synthesize the information in this chapter, the complexities of 
what was just discussed is illustrated in these blended cases based on my own clini-
cal work, consultations with experts, and the cases of colleagues in clinical, educa-
tional, and research settings.  

    Case Vignettes 

    Case 1 

 A 33-year-old Thai female, engaged and employed, with one prior psychiatric hos-
pitalization for a suicidal overdose on Tylenol resulting in liver damage after a break 
up with a past boyfriend, is brought into the emergency room by her the aunt of her 
fi ancé because of strange behavior while she was babysitting. The patient had previ-
ously been treated with low dose haloperidol (antipsychotic medication) for 2 years 
after her fi rst hospitalization, but this had been tapered off after anxiety and auditory 
hallucinations had not returned. The patient agrees to hospitalization and is restarted 
on haloperidol and her psychotic symptoms improve over the course of 1 week. She 
is able to talk much more freely with the treatment team, who determines that the 
patient may have suffered a recurrence of her psychotic symptoms after moving in 
with her fi ancé. The patient also tells the team that she came to the United States to 
be a domestic worker and her outpatient therapist confi rms this. The patient won-
ders what her diagnosis is and wonders if she will be able to have children in the 
future and asks if she will need to stay on her antipsychotic medication perma-
nently. She speaks to her mother on the phone while she is in the hospital and her 
mother tells her that she will get her to see a Thai doctor when she visits Thailand 
next and expresses concern about the patient taking haloperidol.  

    Discussion 

 Diagnostically, the clinician considered diagnoses of a psychotic disorder, major 
depression, as well as possible underlying emotional regulation diffi culties, given 
the patient’s history of a past suicide attempt. In particular, due to the patient’s Asian 
background and presentation, the clinician sensitively and thoroughly asked the 
patient about any history of trauma in the past, specifi cally during the immigration 
and acculturation process. The treatment team met with both the patient and her 
fi ancé for health education. The clinician used the culturally sensitive explanation of 
her illness, framing it as an imbalance in the balance of the body’s elements, rather 
than as a brain disorder. The clinician was sensitive to the fact that the patient may 
not believe in taking antipsychotic medication on daily basis after her symptoms had 
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dissipated, based on her beliefs about how medications work. Based on her Southeast 
Asian background, the clinician weighed the greater risk for extrapyramidal side 
effects with the use of haloperidol with the potential benefi t of treating her with a 
low dose of this medication, which has fewer metabolic side effects than new anti-
psychotics. The clinician decided to continue the low dose haloperidol and checked 
a blood level before discharge to check that it was not in a toxic range for the patient. 

 The patient had been seeing a therapist for years through a nonprofi t organization 
that provided services to recent immigrants and the treatment team spoke with the 
therapist. The patient had seen a psychiatrist after her fi rst hospitalization, but did 
not feel very comfortable with him because of the difference in language and cul-
ture. The treatment team made an effort to fi nd a Thai-speaking psychiatrist at dis-
charge at one of the larger Asian mental health clinics in the city.  

    Case 2 

 A 24-year-old Chinese American female in law school is the only child of two par-
ents living in a major Northeastern city. The patient became depressed prior to her 
exams during her second year of law school shortly after a trip home for 
Thanksgiving. The episode appeared to be precipitated by family tension surround-
ing the death of a grandparent in the family. The patient was unable to complete the 
necessary coursework to advance to the third year of law school and was required to 
take a medical leave to treat her depressive symptoms. While her parents work in 
the medical fi eld, they are unable to fully grasp her diffi culties and the patient often 
hides her problems from them. The patient has been also questioning her sexuality 
and feels pressure from her parents to get married after law school. Her father has 
been, prescribing her Valium (a sedative) that he also takes for sleep, and has recom-
mended that she see a traditional Chinese doctor in Chinatown and consider acu-
puncture. When she was struggling during the semester, her parents insisted on 
coming to visit her every weekend, staying with her, monitoring her closely and 
cooking her food so that she could study. The patient approached her professor 
about her diffi culties, who directed her to the student health and counseling center 
for an intake appointment with the social worker. She had met with a her internist 
previously when she was home over the summer about her sleep diffi culties who 
recommended she go to the school counseling center for an appointment, but the 
patient did not follow up on the recommendations once she returned to school.  

    Discussion 

 The patient is facing a number of cultural stressors contributing to her presentation. 
She may have felt a cultural obligation to take time off school to spend time with her 
family to show respect for her deceased grandparent. She is also potentially facing 
intergenerational confl ict with her traditional Chinese parents about her sexuality 
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and may be very distressed about how to approach dating. She may also have been 
confronting stigma in her family and in her larger cultural context, which has lead 
to a delay in her getting appropriate treatment for her condition, despite being aware 
of mental health services at school. Because of the shame in having mental health 
symptoms, her father has decided to prescribe her diazepam rather than suggesting 
she see a mental health practitioner. Her father does not seem completely skeptical 
of Western psychiatric medication, as he is prescribing her diazepam. The patient’s 
father and the patient may view Western psychiatric treatment as a last resort, to be 
explored only after meeting with a traditional Chinese healer and an acupuncturist. 
The social worker recommends an integration of traditional Chinese and Western 
approaches. The social worker recommends weekly acupuncture and psychother-
apy for the patient as well as a family session by phone with her parents. The social 
worker hopes to show respect for the family hierarchy by discussing the treatment 
plan with the patient’s father. She hopes that this will decrease the shame and stigma 
in the family and also improve the patient’s adherence to treatment recommenda-
tions by gaining her father’s support of the recommendations. During the conversa-
tion with the father, the social worker verbalizes appreciation of the father’s 
commitment to helping his daughter improve her health. However, she also recom-
mends that the patient consult with a psychiatrist to evaluate her for psychopharma-
cological treatments for mood and anxiety disorders and states that the patient could 
give the psychiatrist permission to speak with the father as well. The social worker 
also recommends a “coming out” group for young adults from ethnic minorities at 
the local LGBTQ center in the city for the patient. In this way, the patient may have 
another place to talk about her issues surrounding sexuality with others who can 
appreciate her diffi culties in approaching her family about this.  

    Case 3 

 75-year-old married Japanese American male, living in the United States for 40 
years, presents as an outpatient to his primary care physician’s offi ce. He is a retired 
engineer, living with his wife at home, and has three adult children who live in dif-
ferent cities. He retired 2 years ago and since that time has become increasingly 
preoccupied with his physical health. He has had a diffi cult time staying busy since 
his retirement as most of his energy was thrown into his career throughout his life 
and he has been the major authority fi gure at home. He has become convinced that 
eating particular foods exacerbates his stomach pain and has restricted his eating to 
the point that he has lost 20 lbs in the past 6 months. His doctor has become con-
cerned and has called his wife and recommended that the patient come into an 
appointment with his wife. This gentleman, who has not liked going to see his phy-
sician for most of his life, now goes to see his PCP every 2 weeks with long lists of 
questions. Of note, one of his children was married in the last year and she and her 
husband are expecting the patient’s fi rst grandchild. The patient’s wife is very frus-
trated with the patient’s inability to get back to his old self and is very concerned 
about his weight loss and social isolation.  
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    Discussion 

 The internist wonders if the patient is somatizing his psychological distress about the 
recent transitions in his life. The internist works to fi nd a culturally sensitive way to 
discuss the patient’s underlying mental health issues with the patient, He frames the 
patient’s diffi culties as the result of increased stress that can impact both the body and 
the mind, leading to his physical symptoms. The internist knows of the patient’s cul-
tural background and feels that it is appropriate to involve the patient’s wife and his 
oldest son, who is available by phone. While the patient’s son lives in a different city, 
he adheres strongly to the value of fi lial piety, and has assumed the primary respon-
sibility for caring for his parents as they age. The internist explains that patient has 
had many changes in his life and states that both his body and mind are still adjusting 
to the changes and states that the mirtazapine will help him with his appetite, weight 
loss, sleep, and will restore balance to his body. The doctor starts a very low dose 
because of the patient’s age as well as his ethnic background, which could potentially 
result in high blood levels in this patient. The patient asks about taking a traditional 
Japanese herbal combination (kampo) along with the mirtazapine. The doctor inves-
tigates the interaction of the kampo medication with the mirtazapine and decides that 
it is safe to combine these two treatments. The doctor also recommends that the 
patient become more physically active and suggests a tai- chi class, a meditation CD 
and a follow up appointment with both the patient and his wife for 2 weeks later.   

    Conclusions and Future Directions 

 The population of Asian Americans in the United States is rapidly growing and their 
mental health needs are mounting as well. These needs in Asian Americans will 
reach a crisis point if the mental health fi eld does not grow in its understanding of 
this population. Asian Americans clearly underutilize mental health care services, 
though the reasons for this are still unclear, despite the best efforts of clinicians, 
researchers, and educators. 

 This chapter has highlighted that there is a lack of reliable data of the incidence 
and prevalence of mental health disorders in Asian Americans. This missing infor-
mation makes the task of developing targeted interventions to decrease stigma and 
shame and increase awareness of mental conditions quite diffi cult. A realistic 
appraisal of the mental health diagnoses and impact of mental health disorders on 
Asian American populations is a critical future direction for researchers. 
Additionally, it is essential to assess the prevalence and incidence of different diag-
noses in ethnic subgroups, as the population of Asian Americans expands and fur-
ther diversifi es. 

 Another signifi cant area of further exploration is the utilization of interpreter 
services, family members as interpreters, and language concordant mental health 
services by Asian American populations. The current medical literature has a stun-
ning lack of research in this area that would strongly impact the design of mental 
health services and interventions. Culture-bound syndromes continue to challenge 
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mental health clinicians and researchers with their potential overlap with DSM and 
ICD diagnoses. This is yet another area of further work that could dramatically 
change the use of mental health care by Asian Americans. 

 Asian Americans are clearly not a “model minority” when it comes to mental 
health and it is imperative that mental health clinicians, researchers, and educators 
work to further characterize and meet their needs.     
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           Introduction 

 The Latino population is increasing at a rate far surpassing the capacity needed to 
understand and respond to their mental health needs. In the next 20 years, Latinos will 
account for one in every three persons born in the USA [ 1 ]. According to the Pew 
Hispanic Center [ 2 ] one in every four newborns is Latino and by 2050, 82 % of US 
growth will be attributed to the Latino population. Latinos make up the fastest- growing 
population segment of the USA; estimated at 50.5 million in 2010 [ 2 ], Latinos are 
projected to comprise 30 % of the total US population by 2050 [ 3 ]. This dramatic 
demographic shift raises questions about whether or not mental health systems will be 
able to address the needs of this rapidly growing and diverse Latino population. 

 Despite the enormous toll that mental health problems exact upon the well-being of 
children, adults, and families, disparities in access to and adequacy of quality mental 
health services exist for Latinos [ 4 ], who are more likely to receive less and inferior 
mental health services as compared to non-Latino Whites [ 5 ]. A growing demand cou-
pled with a high level of unmet needs represents a signifi cant challenge in addressing the 
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mental health needs of this population [ 5 – 7 ]. Latino youth, for example, report lower 
rates of mental health service use [ 8 ], make fewer offi ce visits for ADHD and depres-
sion [ 9 ,  10 ], and are less likely to report receiving assistance when they endorse suicidal 
ideation [ 11 ]. They also enter care later [ 12 ] as compared to non-Latino White children. 
Adult Latinos are also more likely than their non-Latino White counterparts to be under 
or uninsured [ 13 ], to be poorer [ 14 ], to lack a regular source of care [ 13 ,  15 ,  16 ], to con-
front language and cultural barriers [ 17 ], and are less likely to have access to existing 
mental health services [ 8 ,  18 ,  19 ]. Even when they access treatment, Latinos are also 
less likely to remain in treatment [ 20 ] or endorse not having received good quality care 
[ 21 ]. In addition, although Latinos tend to present with more severe alcohol use related 
problems than non- Latino Whites, they are less likely to receive specialty care and 
report more barriers to obtaining care as compared to non-Latino Whites [ 22 ]. Yet, a 
dearth of research or evidence-based initiatives exists to address the systemic problems 
Latinos encounter in already existing mental health services. 

 The purpose of this chapter is to provide mental health professionals with an 
overview of the existing literature on various cultural aspects of Latinos living in the 
USA so that they may be able to integrate cultural humility and sensitivity in their 
work with this population. This chapter reviews the literature on the prevalence of 
mental health and substance use disorders (SUDs) in Latinos, disparities that exist 
in mental health and education among Latinos, and other mental health factors per-
tinent to this diverse population. Our goal is to provide mental health professionals 
with a more nuanced sense of this heterogeneous group and the challenges Latinos 
face so that a respectful interaction that takes into account their cultural beliefs and 
preferences for treatment is fostered. A narrative therapy model will be use through-
out this chapter when offering suggestions and recommendations for mental health 
professionals. This model will be discussed in detail later.  

    Assessing Diversity Among Latinos 

 The US Latino population is quite heterogeneous in its composition. Latinos living 
in the USA come from many parts of the world, including South America, Central 
America, the Caribbean, and North America. Mental health professionals may need 
to understand culturally mediated factors relevant to their patient’s experience, 
including discrete patterns of migration, reception in the USA, acculturation experi-
ences, demographic patterns, and living circumstances [ 23 – 25 ]. For example, 
Puerto Ricans are more likely to be born and reside in the Northeast as compared to 
the other Latino subgroups. Mexicans are more likely to be younger (18–34 years), 
live in the West, and maintain a residence in Mexico. In contrast, Cubans are older 
(≥65 years), have more years of education (≥17 years), and are more likely to have 
a lower ratio of years living in the USA [ 24 ]. 

 Although the term  Latino  has been used interchangeably with the term  Hispanic , 
the creation of these labels has different historical origins. The term “Hispanic” was 
created by the US Census to refer to people of Spanish origin living in the USA 
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[ 26 ]. In contrast, the term Latino emerged from community-based initiatives. 
The term Latino is thought to affi rm native, pre-Hispanic identity and is preferred 
by most Hispanics/Latinos/as, as it conveys a sense of belonging to a diverse group 
of people who speak one or more of the romance languages [ 27 ]. 

 The term Latino also represents complex and varied notions of race. According to 
Santiago-Rivera [ 25 ], most people in the Americas self-identify as  mestizo , a blend of 
European and American Indian populations. Intermingling of Europeans, American 
Indians, and Africans results in mixed races and cultures, or what we refer to as mul-
tiracial groups. It is not easy to classify Latinos according to the categories provided 
by the US Census. In a 2011 national bilingual survey of 1,220 Latino adults con-
ducted by the Pew Hispanic Center [ 28 ], most Latinos responded that they preferred 
to use their family’s country of origin (i.e., Puerto Ricans, Cubans, Mexicans) in 
describing their identity instead of pan-ethnic terms (the grouping together, and col-
lective labeling various self-sustained ethnicities into one all-encompassing group as 
Latinos) [ 28 ]. Therefore, in accordance with a narrative perspective of identity con-
struction and a “willingness to learn from [the] patient” (although some of the litera-
ture uses the term client instead of patient, in this chapter we will use patient), it is 
important that one ask patients how they self-identify, and to let them choose accord-
ingly in order to promote the development of a therapeutic alliance.  

    Complex Dynamics That Place Latinos at Risk 
for Mental Illness 

 There are many risk factors for mental illness that disproportionately impact Latinos 
in the USA, including poverty, food insecurity, lack of insurance, community 
trauma, and/or exposure to violence [ 3 ,  24 ,  29 ]. Twenty three percent live below the 
poverty level as compared to 8 % of non-Latino Whites [ 3 ]. Among Latino children 
under the age of 18 years, 30%live in poverty as compared to 9 % of non-Latino 
White children [ 3 ]. Poverty is associated with signifi cant psychosocial and health 
vulnerabilities [ 24 ]. Food insecurity, also high among those with low socioeco-
nomic status (SES), including Latino children [ 24 ,  29 ], is associated with a height-
ened risk of past-year mood, anxiety, behavior, and SUDs [ 29 ,  30 ]. 

 Furthermore, many Latino children experience  compounded community trauma  
or confronting and witnessing violence in both their homes and their neighborhoods 
[ 31 ], which is correlated with high rates of mental illness, including PTSD, depres-
sion and externalizing behaviors [ 32 ]. Acculturation stressors such as discrimina-
tion and cultural confl icts, parental acculturative stress, and peer victimization have 
also been identifi ed as potential contributors to Latino children’s psychosocial mal-
adjustment [ 33 ,  34 ]. There is also evidence that diffi culties related to integration 
into US culture are stressful for both parents and youth, and may increase the risk 
of psychopathology [ 35 ] among Latino youth. Moreover, Latino youth are more 
likely than non-Latino White youth to have interactions with the juvenile justice 
system [ 36 ] or to have relatives involved with the criminal justice system [ 37 ]. 
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 National and school system-specifi c research suggests there may also be racial/
ethnic disparities in the availability and utilization of special education, Title I (pro-
grams created by the program of education to improve the academic achievement of 
the disadvantaged), and remedial services that put Latino children at an academic 
disadvantage [ 38 ,  39 ]. Nevertheless, educational attainment has been used as a mea-
sure of an individual’s or group’s ability to succeed in the USA [ 25 ]. According to 
Ailinger et al. [ 40 ] education can empower individuals and may buffer against distress 
and mental illness by enhancing social status and access to resources. Yet approxi-
mately 36 % of Latinos as compared to 49 % of non-Latino Whites enroll in higher 
education. In addition, only 23 % of Latino as compared to 44 % of non- Latino White 
college students obtain a bachelor’s degree [ 41 ]. Low educational attainment among 
Latinos is associated with many other factors, including fi nancial stress, acculturative 
stress, and discrimination [ 42 ,  43 ]. Another factor deemed instrumental to low educa-
tional attainment among many Latinos is the necessity of leaving school to obtain 
work that can fi nancially support their families [ 44 ]. The absence of Latinos in leader-
ship positions creates a self-perpetuating cycle: fewer Latinos serve as role models, 
and fewer young Latino scholars aspire to obtain postsecondary education [ 45 ]. 

 Although more than 51 % of US-born Latinos speak English as their primary 
language [ 2 ], language-based limitations may serve to constrain Latinos’ engage-
ment with institutional supports such as schools and/or medical care. Limited 
English profi ciency has been linked to poor access to and treatment of mental health 
disorders [ 46 ]. According to Knight et al. [ 47 ] a substantial proportion of Latinos 
are either not fl uent in English or feel more comfortable speaking in Spanish: 30 % 
of Latinos report diffi culty in communicating with their health care providers [ 48 ]. 
According to Pippings et al. [ 46 ] insured Latinos with poor/fair English language 
profi ciency are more likely than those with good/excellent profi ciency to report not 
having a regular source of care or lacking continuity of care. 

 Adult patients and/or parents of child patients who have limited English profi -
ciency (LEP) report that the absence of Spanish-speaking staff members is respon-
sible for their poor medical care, including misdiagnosis, inappropriate medications, 
and unnecessary hospitalizations [ 49 ]. LEP can also impact the delivery of educa-
tional services among racial/ethnic minority families [ 50 ]. Evidence suggests that 
limited English fl uency is associated with parental avoidance of school meetings 
[ 51 ] and/or written communication from school. 

 Latinos and other minority populations are more likely to reside in structurally 
and economically deprived neighborhoods [ 52 ,  53 ]. These social and contextual 
factors infl uence and/or determine the life circumstances of Latinos and place them 
at risk for poor health outcomes and health care services.  

    Prevalence of Mental Health and SUDs in Latinos 

 Eight population-based epidemiological studies conducted in the USA and Puerto 
Rico from 1983 to 2003, have examined the prevalence of psychiatric disorders 
among adult Latinos. These studies include: the Los Angeles Epidemiologic 
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Catchment Area Study (LA-ECA), the Puerto Rico Epidemiologic Catchment Area 
Study (PR-ECA), the Hispanic Health and Nutrition Examination Survey (HHANES), 
the Mexican American Prevalence and Services Survey (MAPSS), the National 
Comorbidity Study (NCS), the National Comorbidity Survey-Replication (NCS-R), 
the National Epidemiological Survey on Alcohol and Related Conditions (NESARC), 
and the National Latino and Asian American Study (NLAAS). Please consult Canino 
and Alegría [ 34 ] for a thorough review of these studies. What follows is a brief review 
of the important fi ndings of these studies. There are signifi cant differences in the 
prevalence of mental health and SUDs among adult Latinos as compared to non-
Latino Whites. After adjusting for sociodemographic factors, evidence from most 
research suggests that Latinos in the USA seem to be at lower risk for most psychiat-
ric disorders as compared to non-Latino Whites [ 6 ,  36 ]. For any lifetime disorder, 
29.7 % of adult Latinos meet criteria as compared to 43.2 % of non-Latino Whites 
[ 54 ]. Lifetime prevalence rates for any SUD are reported to be 11.2 % and 17.7 % for 
Latinos and non-Latino Whites, respectively. However, when Latinos are stratifi ed by 
nativity (foreign-born or US-born Latino), US-born Latinos are at signifi cantly 
 higher  risk for all lifetime disorders (37.3 %) [ 54 ] as compared to their foreign-born 
counterparts (23.5 %). This has been labeled the  immigrant paradox . This means that 
Latino immigrants have better overall mental health than both their US-born Latino 
counterparts and non-Latino Whites [ 55 – 58 ]. Despite acculturative stress, poverty, 
discrimination, and other risks associated with the development of mental health dis-
orders, foreign nativity seems protective against psychiatric illness. Alegría and Woo 
[ 19 ] found that when Latinos are disaggregated by ethnicity, the immigrant paradox 
is observed only among specifi c ethnic groups, with specifi c disorders. For example, 
Mexicans retain protective factors associated with foreign-born nativity for depres-
sion, anxiety, and SUDs, while Puerto Ricans do not. Furthermore, US-mainland 
born Puerto Rican females report higher rates of generalized anxiety disorder (GAD) 
(11.6 %) than other US-born female Latina groups. Puerto Rican female migrants 
also have higher rates of PTSD (9.0 %) than any other immigrant Latina groups as 
well. Despite dramatic differences in Latinos’ economic and social circumstances 
(i.e., education and citizenship), epidemiologic data evidences similarities in lifetime 
psychiatric prevalence estimates across Cubans, Mexicans, and other Latinos (i.e., 
South Americans). However, these averages mask some differences across sub-eth-
nicity by nativity and gender. Indeed, mental health professionals should be cautious 
when working with this diverse population and avoid generalizations [ 19 ] that do not 
take into account immigration status, gender, and age differences. 

 Among youth (ages 13–17), data from the National Comorbidity Survey 
Replication Adolescent Supplement (NCS-A) [ 59 ] suggest that among those with 
externalizing disorders (such as conduct problems and substance abuse), 44.6 % of 
Latino and 51.7 % of non-Latino White adolescents meet criteria for high disorder 
severity group, respectively. Among adolescents with internalizing disorders (such 
as depression and anxiety), 53.2 % of Latinos compared to 49.1 % of non-Latino 
White fulfi ll criteria for high disorder severity. The NCS-A used a measure of aggre-
gated disorder severity that represented the highest severity level within the disorder 
type (i.e., externalizing, internalizing), using a count of lifetime symptoms and 
questions about functional impairment. This then leads to the CDC results [ 60 ], 
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Latino youth living in the USA also have more pervasive feelings of sadness and 
hopelessness than non-Latino Whites (36 % versus 26 %) and make more suicide 
attempts (10 % versus 6 % of Whites) [ 61 ]. 

 Evidence from the NCS-A suggests that the immigrant paradox exists for Latino 
youth as well. Immigrant Latino youth, for example, are less likely to engage in 
risky sexual behavior and substance use than their US-born Latino peers [ 62 ]. 
Maintaining cultural ties with traditional values may be protective for Latino youth.  

    Biomedical Considerations 

    Selected Genetic and Environmental Studies in Hispanics 

 Genetics have been noted to play    an important role in the transmission and pheno-
typic expression of a number of psychiatric disorders, (including attention defi cit 
hyperactivity disorder, bipolar affective disorder, Alzheimer’s disease, schizophrenia, 
and alcohol abuse), though they may vary among specifi c ethnic groups within 
Latinos [ 63 ,  64 ]. For schizophrenia, the contribution of genetic factors in the general 
population has been estimated to be between 60 and 85 % and genes 6p22–p24, 
1q21–q22, 13p32–p34, and 22q11–q12 have been the most frequently implicated 
[ 65 ]. In a study conducted by Escamilla et al. [ 64 ] among families with a diagnosis of 
schizophrenia, schizoaffective disorder, and/or other psychotic disorders, gene 17q21 
was found to contribute to its development in adults from Central America despite the 
fact that it is not associated with schizophrenia in the general population. 

 A number of studies have reported an association between the apolipoprotein 
E-e4 genotype (APOE-e4) and Alzheimer’s disease (AD). According to Blennow 
et al. [ 66 ] this genotype is associated with a threefold risk increase of developing 
AD in heterozygote carriers and a 15-fold risk increase in homozygote carriers. 
Livney et al. [ 78 ] found that Latinos had an earlier age onset of AD, exhibited more 
cognitive impairment, and experienced greater severity of symptoms than African 
Americans and non-Hispanic Whites. Interestingly, the Latino carriers of APOE-e4 
did not develop AD earlier than the non-carriers, which contradicts the observation 
that African-American and non-Hispanic White carriers typically develop the dis-
ease earlier in life [ 67 ]. 

 Environmental factors can be important to promote or suppress gene expression. 
A study conducted in the Southwestern USA, Mexico, and Central America by 
Jimenez-Castro et al. [ 68 ] found that Latinos with schizophrenia living in the USA 
were more likely to have a SUD than their Latino counterparts residing in Central 
America or Mexico. This suggests that environmental factors in the USA may 
increase the vulnerability of this population to substance disorders. Risk factors 
identifi ed in this study included: male gender, residence in the USA, immigrant 
status from Mexico, history of a depressive disorder, and unemployment.  
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    Psychotropic Considerations 

 All psychotropic medications require approval from the Federal Drug Administration 
(FDA) [ 69 ]. However, many have expressed the concern that minorities are under-
represented in research evidence presented to the FDA for approval. A review of 
clinical studies conducted by the FDA between 1995 and 1999 noted under- 
representation of Hispanics [ 70 ]. This is concerning because Latinos seem to 
respond differently to certain medications, both in terms of effectiveness and toler-
ability. In a double-blind randomized trial of Latino and non-Latino White patients 
with acute mania, Tamayo et al. [ 71 ] found that Latino patients responded equally 
as well to olanzapine (atypical antipsychotic) and haloperidol (typical antipsy-
chotic), while non-Latino Whites reported a better response to olanzapine. The side 
effect profi le of these medications also differed between both groups; Latinos expe-
rienced more weight gain and somnolence after taking both medications and 
reported more tremors with haloperidol than their non-Latino White counterparts. 
In addition, non-Latino Whites scored higher on the Barnes Akathisia Scale and 
Abnormal Involuntary Movement Scale [ 71 ] than did Latinos. Evidence suggests 
that it is prudent to tailor treatment strategies to individual patients and to take the 
patient’s ethnicity under consideration when developing a treatment plan involving 
the use of psychotropic medications.  

    Pharmacogenomics 

 Pharmacogenomics, refers to the use of a patient’s genetic profi le to identify which 
medications have the highest probability of producing a desirable response with the 
fewest number of side effects [ 72 ]. One area of particular focus is the cytochrome 
P450 (CYP 450) system, an enzymatic system in the liver responsible for the metab-
olism of various medications. Over 50 of these enzymes have been described in the 
literature. One of these enzymes, CYP-2D6, is responsible for metabolizing many 
of the psychotropic agents, including haloperidol [ 73 ]. A variety of genetic poly-
morphisms found in humans affect the effi cacy of these enzymes. Geneticists have 
categorized these polymorphisms according to their ability to metabolize drugs as 
poor metabolizers (PM), intermediate metabolizers (IM), extensive metabolizers 
(EM), or ultra-rapid metabolizers (UM). Many studies have shown that individuals 
with the CYP-2D6 poor metabolizer (PM) polymorphism are at an increased risk of 
having higher blood serum haloperidol levels with an associated increased inci-
dence of side effects [ 73 ]. The frequency of these polymorphisms varies among 
ethnic groups. For example, approximately 10 % of Caucasians and Hispanics are 
poor metabolizers, while only 2–4 % of African Americans and 1–2 % of Asians are 
poor metabolizers. As such, pharmacogenomics may offer another way of tailoring 
effi cacious treatment to individuals.  
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    Psychopharmacological Adherence 

 One of the most frequent causes of treatment failure is psychopharmacological non-
adherence. In a literature review of 21 studies that included Latino populations, 
Lanouette et al. [ 74 ] found that the rate of nonadherence to psychotropic medication 
was 44 % among studies that include only Latinos, and 40 % in studies that included 
multiple ethnic groups. In contrast, the nonadherence rate for non-Latino Whites 
was 30 %. This represents an effect size difference of 0.64, suggesting a medium to 
large difference between the Latino and non-Latino Whites. Risk factors for nonad-
herence in these studies included substance abuse, barriers to access of high-quality 
health care, lack of health insurance, and limited family support. Protective factors 
associated with better adherence were higher SES, older age, greater family instru-
mental and fi nancial support, being married, having public or private insurance, 
being proactive in one’s care, and having made at least eight visits to a therapist. An 
important fi nding in this review was that nonadherence to treatment predicted worse 
outcomes. Saloner and Cook [ 75 ] found that Blacks and Hispanics were less likely 
than Whites to complete publicly funded substance abuse treatment. This was 
explained by differences in SES, unemployment, and housing instability. Finally, 
Kopelowicz et al. [ 76 ] found that educating all family members on medication com-
pliance signifi cantly enhanced treatment outcomes and accounted for one-third of 
the reduced risk for inpatient psychiatric hospitalization.   

    Mental Health Disparities 

 Even though Latinos are the largest ethnic minority group in the USA, their mental 
health needs and service utilization patterns do not refl ect their size. Latinos have less 
access to mental health care and are less likely to receive mental health services than 
non-Latino Whites [ 18 ,  19 ]. According to the National Healthcare Disparities Report 
[ 4 ], Latinos are less likely to have received needed care for substance abuse treatment 
than their White counterparts [ 22 ]. Furthermore, Vega and Alegría [ 77 ] note that 
Latinos are more likely to receive services that fail to meet their needs. Potential 
explanations for these disparities and for mental health problems among this popula-
tion include discrimination, acculturative stress, poor language profi ciency, low SES, 
lower educational level, lack of insurance, institutional barriers, and a lack of skilled 
providers who are culturally sensitive [ 18 ,  19 ,  25 ,  47 ,  78 ,  79 ]. Many scholars have 
also attributed mental health service disparities to discrimination [ 80 – 82 ]. Lack of 
insurance has been associated with poor access to care; one- third of Latinos lack 
insurance, which is double the national average. There are studies showing that 
Latinos have a record of receiving insuffi cient quantity and quality of care even when 
insurance availability is not a factor [ 22 ]. Not only do Latinos report low levels of 
access to care they also have high rates of dropout and missed appointments and poor 
medication adherence [ 83 ]. This has been attributed to linguistic incompatibility 
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between clinicians and patients [ 48 ] as well as to a dearth of available treatments and 
personnel who are able to provide culturally sensitive care. Vega et al. [ 84 ] have 
stressed the importance of considering the role of language in the acculturation pro-
cess, the patient’s symptom presentation, and the level of patient disclosure to their 
therapist. According to Vega et al. [ 84 ] problems in detection and diagnosis due to 
language barriers can result in less effective and more costly treatment, clinical error, 
frustration of patients, and greater burden on caregivers [ 85 ]. 

 Language plays an important role in obtaining informed consent from a patient. 
Language barriers, unfortunately, prevent Spanish-speaking Latinos from accu-
rately understanding written information that is part of an informed consent. An 
important task in the evaluation of any patient is assessing his or her capacity to 
understand and make a volitional choice. There are four criteria that a provider 
should consider when evaluating a patient’s decision-making capacity: (1) the 
patient’s ability to understand the information about his/her treatment; (2) the 
patient’s ability to grasp what the information means and how it relates to his/her 
diagnosis and available treatment options; (3) the patient’s ability to understand the 
treatment options and; (4) the patient’s ability to communicate his or her decision 
consistently [ 86 ]. In order for a patient to make an informed decision regarding his/
her treatment, it is important that he/she fully understand the information transmit-
ted [ 87 ]. If the patient has diffi culty understanding the language in which the infor-
mation is transmitted, he or she might not be able to fully comply with the 
requirements needed in order to make an informed decision. As previously men-
tioned, a substantial proportion of Latinos are either not fl uent in English or feel 
much more comfortable speaking in Spanish. It has been documented that Latinos 
who have limited English profi ciency are more likely to have greater diffi culties 
communicating their health problems with a provider (NCLR) [ 59 ]. If patients can-
not communicate their health problems in an accurate way, providers may make 
erroneous diagnoses and/or treatment decisions [ 21 ]. In a study conducted by Baker 
et al. [ 88 ] of 467 native Spanish-speaking and 63 English-speaking Latino patients 
in a public hospital emergency room setting, the investigators found that patients 
who did not speak the same language as their providers had poorer treatment adher-
ence as compared to those patients who spoke the same language as their providers. 
In an effort to decrease the language barriers present between patients and provid-
ers, some researchers have suggested using professional medical translators [ 89 , 
 90 ]. According to a study conducted by Ginde et al. [ 89 ] although 11 % of patients 
treated in an Emergency Department (ED) required an interpreter, only 4 % actually 
received the service. Among those Spanish speakers who had interpreters, it was 
found that they had higher rates of primary care follow-ups and lower rates of return 
to the ED in the next 30 days. As such, it is recommended that providers who have 
limited knowledge or do not speak the patient’s language use trained medical inter-
preters in order to deliver effective treatment. Furthermore, it is not recommended 
that providers use family members, especially children, as interpreters, as this has 
been associated with a disruption of the family hierarchical balance [ 25 ]. 

 In addition, Latino gender roles have traditionally associated Latino women with 
help-seeking behaviors. Studies have consistently shown that Latino women use 
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more health and mental health services than men [ 91 ,  92 ]. The low utilization of 
mental health services and low treatment adherence by Latino men has been associ-
ated with their traditional perception of masculinity, or  machismo  [ 93 ]. Males who 
seek mental health services seeking are often interpreted as being weak and unable 
to protect their families. To reduce such barriers to accessing care, therapists should 
explore the barriers placed by traditional gender roles, particularly among their 
male patients. The narrative of strength and protectiveness of the family should be 
included in the positive reframing of seeking treatment. For example, when a male 
Latino patient expresses his reluctance to receive help and instead solve his family’s 
problems on his own, a culturally sensitive therapist could emphasize his/her 
patient’s need to protect his family by the patient getting involve and involving his 
family in the treatment process. The clinician can reframe the male’s involvement in 
treatment as a sign of both strength and courage. 

    Ethnic Matching 

 Ethnic matching refers to the matching between patients and clinicians in psycho-
therapy by their ethnicity. Ethnic matching has had mixed results and appears to be 
a complex, multi-faceted issue [ 94 ]. However, ethnic matching has been associated 
with increased use of community mental health services and a reduction of emer-
gency services. In a study conducted in Australia by Zyguras et al. [ 95 ] the investi-
gators found that when patients of an ethnic minority were matched with clinicians 
from the same ethnic background, these patients had better outcomes. The patients 
who were ethnically matched with providers were noted to have longer retention in 
care [ 96 ] and greater frequency of contact with community care teams. In addition, 
contact with crisis teams occurred less often and lasted less time with patients who 
were ethnically matched. Furthermore, ethnic matching has also been linked to 
achieving culturally sensitive treatments [ 97 ,  98 ]. 

 However, there are important limitations to ethnic matching among Latinos. 
First, despite research suggesting the importance of ethnic matching and culturally 
adapted treatments which take language into consideration, Bernal    et al. [ 99 ] high-
light the lack of interventions developed for Spanish speakers. Second, there is a 
shortage of Latino mental health professionals in the USA [ 16 ,  25 ]. 

 On the other hand, a meta-analysis conducted by Cabral and Smith [ 100 ] with 
Latinos patients and patients of other ethnic minority groups found that ethnic match-
ing yielded mixed results. These authors assessed three variables related to racial/
ethnic matching including: (1) the patient’s preference for a therapist of his/her own 
race/ethnicity; (2) the patient’s perception of his/her therapist across racial/ethnic 
match; and (3) therapeutic outcomes across racial/ethnic match. The investigators of 
this study found a moderate effect size for the fi rst two variables, indicating that 
patients tend to prefer and perceive a therapist of their own race/ethnicity more posi-
tively than therapists of other races/ethnicities. In terms of assessing therapeutic out-
comes, however, racial/ethnic matching did not reveal any benefi t, except for African 
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Americans, who benefi ted in all three areas. More specifi cally, African Americans 
preferred to be matched with African American therapists, they evaluated their thera-
pist more positively when they were matched, and they seemed to achieve better 
outcomes when matched by race. Interestingly, even though Latino patients express 
the preference that their therapist be their same ethnicity, there was no signifi cant 
difference in terms of their perception of the therapist or on clinical outcome whether 
or not they were matched. Cabral and Smith [ 100 ] conclude that patients might pre-
fer to have a therapist of their own race/ethnicity because of the belief that their thera-
pist might share their same world view, though once they start treatment, ethnic 
matching does not affect their evaluation of the therapist and to their overall clinical 
outcomes. In sum, Cabral and Smith [ 100 ] encourage therapist alignment with the 
patient’s worldview instead of focusing on ethnic matching. The collective experi-
ence of these authors encourages both, therapist alignment with the patient’s world-
view and culturally adapted treatments which take language into consideration.   

    Narrative Therapy 

 A narrative framework has been used throughout this chapter when offering sugges-
tions and recommendations for mental health providers. Narrative therapy was 
developed by Michael White and David Epston in the 1980s and emphasizes the 
importance of the use of language in shaping people’s realities [ 101 ]. This narrative 
framework is based on Michel Foucault’s philosophy that dominant discourses of 
society which objectify and dehumanize individuals belonging to marginalized or 
oppressed groups ultimately become internalized truths for the future generations of 
individuals belonging to these groups [ 102 ]. He emphasized that it is through story 
and language that individuals who belong to distinct cultural groups transmit mes-
sages about social norms and the meaning of various culturally constructed con-
cepts, including gender, class, and mental health to its members. According to this 
framework, there is no such thing as “reality,” but instead, an interpretation of real-
ity that is weaved into a narrative construction. Therefore, a narrative that conveys 
how people perceive themselves and their situation is thus “constructed” through 
culturally mediated social interactions [ 103 ]. Therefore, narrative therapy focuses 
on the ways in which individuals construct meaning and is organized according to 
two organizing principles: personal narrative and social construction. As previously 
mentioned, a narrative therapist would explore those internalized narratives of his/
her patient that are saturated with problems and refl ect the dominant narrative of his/
her patient’s society. The aim of the therapist is to ultimately help the patient sepa-
rate himself/herself from these problem saturated narratives that are replete with 
destructive cultural assumptions and help him/her create a more constructive narra-
tive. By questioning these assumptions and challenging negative internalized stories 
of discrimination and inequality, narrative therapists enable patients to become 
active authors of their lives. Some of the techniques that are used to deconstruct 
negative narratives and construct positive ones include externalization, reframing, 
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use of metaphors, and the identifi cation of unique outcomes. As previously 
mentioned, the Latino population is composed of many cultures, races, historical 
backgrounds, immigration histories, and acculturation processes, all of which 
suggest that a narrative approach is imperative for mental health providers to under-
stand in order to develop cultural sensitivity towards this group. 

 The stories or narratives resulting in immigration to the USA (reasons for and 
context of immigration such as political asylum, fi nancial motivations) play an 
important role in adapting to the host culture [ 47 ]. A Latina who is not keen on 
migrating to the USA following her husband’s job relocation, for example, will 
interpret and process her experiences and adaptation in a markedly different manner 
than another person who immigrates as a political refugee or as an undocumented 
individual. Therefore, exploring the patient’s migration history and acculturation 
experience will help both therapist and the family’s “external cultural landscape.” 
[ 27 , pp. 19–20]. Furthermore, the migration experience of Latinos from different 
countries may vary dramatically because of the social and political histories of their 
native countries [ 34 ]. Evidence suggests that Latinos from Central America pre-
dominately migrate from war-torn countries, placing them at higher risk of develop-
ing Post Traumatic Stress Disorder (PTSD) [ 104 ,  105 ], while Latinos from other 
regions might, instead, may solely experience discrimination. In addition, although 
Puerto Ricans have US citizenship, many still experience prejudice from non-Latino 
Whites that fail to acknowledge their citizenship [ 105 ]. As such, migration histories 
and acculturation processes affect mental health outcomes among Latinos [ 27 ] and 
thus warrant attention from mental health providers.  

    General Latino Characteristics and Other 
Mental Health Factors 

 There are a few general Latino characteristics that should be considered when work-
ing with this diverse group in a clinical setting. In this chapter, we will provide a 
review of many Latino-associated traits, but understand that it may come across as 
overly reductionistic and/or stereotypical. See Table  3.1  for a synthesis of the differ-
ences between Latinos and non-Latino Whites [ 24 ,  25 ,  27 ,  105 ,  106 ]. As noted, 
despite their heterogeneity, Latinos share many commonalities, including the use of 
Spanish as a common language, religion, and most share similar cultural values, 
which will be discussed below.

      Acculturation and Acculturative Stress 

 Acculturation and acculturative stress are widely debated concepts since their 
meaning and assessment lacks methodological uniformity [ 24 ,  107 ,  108 ]. These 
traits, however, are generally associated with language profi ciency (poor or limited 
profi ciency has been related with more acculturative stress), years living in the host 
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   Table 3.1    Cultural differences between Anglo Americans and Latinos   

 Anglo Americans  Latinos (as) 

 Individualistic perspective  Collectivistic perspective 
 Nuclear family oriented  Extended family oriented (protective factor) 
 Individualism 

(autonomy-independence) 
 Familismo (family connectedness/interdependence) 
 Support life-long parent–child cohesion 

 • Egalitarian (Horizontality)  • Hierarchy (Verticality) 
 • Emphasizes personal authority  •  Use of pronouns of respect such as usted, senora, 

senor, don, dona 
 •  Autonomy from parental approval 

as hallmark of optimal adult 
development 

 •  Respect for parental authority persists throughout life, 
e.g., not talking back 

 – Encourage to speak their own 
mind 

 • Spanking more acceptable form of discipline 

 – Less tolerance for spanking 
 Emphasizes non-blood relationships 

(wife-husband) 
 Emphasizes blood relationships (mother–child) 
 • Life-long bond among siblings 

 Confrontation and competition  Affi liation and cooperation 
 Need for more space  More physical closeness 
 Low context communication (relies 

primarily on the explicit verbal 
part of the message) 

 High context communication (relies more on nonverbal 
communication) 

 Direct communication  Indirect communication (use of third persons, allusions, 
proverbs, metaphors, jokes, and stories to transmit 
information) 

 Business like (task oriented)  Personalismo (high level of emotional resonance and 
personal involvement with family encounters or 
friends) 

 Emotive style, person oriented 
 Patriarchal (machismo) 

 Dignity of the individual: focuses 
on the external qualities 
(values achievement) 

 Dignity of the individual: focuses on the inner qualities 
(experience self-worth regardless of worldly success 
or failure) 

 Structure and task oriented  Spontaneity in interpersonal relationships, 
serendipity, chance 

 Predominantly protestants 
(use of priests, ministers as 
intermediaries) 

 Predominantly Catholics (use of saints as intermediaries) 

 Do not emphasize supernatural forces  Importance on the spiritual domain (supernatural forces) 
 Internal locus of control  External locus of control (view by Anglos as fatalismo). 

Attribute the control of life events to luck, supernatu-
ral forces, acts of God, or other external forces 

 Externalizing conversations: 
outer externalization 
(talking about problems as 
they can be defeated/control) 

 Externalization conversations: 
 Inner externalization (talking about a problem as it will 

be necessary to coexist with it) 
 Encourages accepting or being resigned to problems 
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country, perceived discrimination in the host country, cultural compatibilities, and 
immigrant commitment to culturally mediated values and behaviors deemed protec-
tive, such as familial cohesion. According to the immigrant paradox, the less accul-
turated the immigrant the better their mental health; this varies, however, by Latino 
ethnic group and disorder. In order to formulate more accurate diagnoses and cultur-
ally sensitive treatment plans, it is imperative that mental health professionals 
explore acculturative stress with their patients. It is also important to explore the 
patient’s age of migration, educational attainment, and level of fl uency in both 
Spanish and English. According to Santiago-Rivera et al. [ 25 ] in a survey of Latinos 
conducted by  The Washington Post , the investigators found that “Latinos who 
retained dominant use of the Spanish language have a more traditional value struc-
ture than those Latinos who are bilingual.” Language is, therefore, an important 
factor to evaluate and to consider when working with this population. In addition, 
there may be different acculturative levels within the same multigenerational Latino 
family living in the USA. As such, it is clinically important to explore the “mean-
ing” each family member assigns to his/her experience of identity and adaptation as 
differences between individuals can contribute to family dysfunction [ 25 ,  27 ]. It has 
been shown that confl icts between parents and children can often arise due to a 
discrepancy between their rates of acculturation [ 109 ,  110 ]. For example, a fi rst 
generation Latina mother who immigrated to the USA 15-years ago might have 
more diffi culty adapting to American cultural demands as compared to her US-born 
children. More specifi cally, if she is less profi cient in English than her children, 
intergenerational confl icts and power struggles might ensue. As such, identifying 
different levels of acculturation among family members and their adaptation expec-
tations in the USA might help a family reframe its problems, regain cohesiveness, 
and create a more constructive narrative. 

    Familismo 

 As Santiago-Rivera et al. [ 25 ] note in their book on counseling,  Latinos and La 
familia , “family is the heart and soul of Latino culture” (“la familia es el corazón y 
espíritu de la cultura Latina,” p.19). Latinos are family oriented and thus maintain 
family connections, or “ familismo ”. Latinos encourage interdependence, cohesive-
ness, and cooperation among family members. Latino families, for example, do not 
expect children over the age of 18-years to move out of their house, instead supporting 
life-long parent–child cohesion [ 27 ]. This connectedness and interdependency among 
Latinos are qualities that are sometimes erroneously interpreted by Anglo Americans 
as a sign of pathologic codependency [ 25 ,  105 ]. As Falicov [ 27 ] states, “the process of 
separation/individuation, so highly regarded in American culture, is deemphasized in 
favor of close family ties, independent of age, gender, or social class” (p. 175) among 
Latinos. They share a collectivistic perspective that places greater value on familial 
needs over individual ones [ 111 – 113 ]. Family ties extend to aunts, uncles, cousins, 
grandparents, godparents, and even to close friends. When considering who could be 
included in the patient’s treatment (family therapy), careful consideration should be 
given to extended family members. Members of the extended family, especially 
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grandparents, play a central role in raising grandchildren and in mediating confl ict 
resolution [ 25 ,  112 ]. Maintaining family ties and connections appears to be protective 
against psychiatric disorders in Latino adults and adolescents. In fact, family disrup-
tion and confl ict are associated with an increased risk of mood disorders among Puerto 
Ricans [ 114 ] and SUDSs among Mexican American adolescents [ 115 ]. In a popula-
tion-based study of psychiatric disorders in children, Bird et al. [ 116 ] concluded that 
Puerto Ricans living in Puerto Rico, familial attachments protected against antisocial 
and disruptive behavior disorders in children. In a related study examining alcohol use 
among adolescent Latinos, the cultural value of  familismo  was associated with lower 
odds of deviance and lower levels of alcohol use [ 117 ]. 

 Also, according to Santiago-Rivera et al. [ 25 ] reliance on family and community 
networks could serve to buffer the negative consequences of discrimination in 
employment, education, and housing for Latinos. 

 Adopting a collectivistic perspective might be diffi cult for Anglo Americans, 
who hold a worldview that emphasizes individualism, competition, and indepen-
dence [ 24 ]. Mental health providers should be cautious not to impose this perspec-
tive on Latinos as it might contribute to poor treatment adherence and lower retention 
in care. For example, a therapist’s emphasis on a patient’s personal growth at the 
expense of family well-being might propagate this individualistic, independent per-
spective. More specifi cally, if a therapist were to encourage a young adult Latina to 
move out of her house, become more independent and concentrate more on her 
individual goals than those of her family, this could unwittingly create an internal 
confl ict within the patient and lead to her prematurely terminating care. A more 
culturally sensitive approach to this clinical situation would be to encourage the 
patient to explore how to accomplish her goals in a manner consistent with her cul-
tural and familial values, thereby preventing treatment dropout. Helping patients 
develop solutions consistent with their values may result in better clinical outcomes. 
According to Bernal et al. [ 99 ] “interventions that take into consideration the role of 
family, spirituality, language, and acculturation are likely to augment engagement 
and retention and to produce positive outcomes (p. 323).” Hence, evidence suggests 
that because of “familismo” and maintaining a collectivistic perspective, Latinos 
are often more responsive to treatment approaches that incorporate family mem-
bers, perspectives, or values [ 118 ].  

    Personalismo 

  Personalismo  refers to the value placed on building interpersonal relationships by 
Latinos. Personalismo emphasizes warmth and friendliness over formality and 
detachment, and is characterized by a high degree of emotional and personal 
involvement between family members and friends. Latino patients may express 
themselves in a highly emotive manner during a mental health encounter, instead of 
adopting a task-oriented demeanor or presenting as emotionally detached. Latinos 
value connectedness with their provider and may ask personal questions of their 
provider. This behavior should not be interpreted as a possible boundary violation; 
instead, it is a culturally accepted behavior that views self-disclosure as a means for 
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fostering warmth within a relationship [ 25 ,  113 ]. Many scholars suggest that 
 therapists engage in small talk, or “pláticas,” that include judicious self-disclosure 
to promote  personalismo  and thus enhance the therapeutic relationship [ 24 ,  25 ]. 

 Another manifestation of  personalismo  is affection. The degree of physical prox-
imity permissible by Latinos is very different than that of Anglo Americans. Latinos 
tend to be more comfortable with closer physical proximity than that typically 
accepted by Anglo Americans. For example, if a Latino patient were to place his or 
her chair closer to his or her therapist during a psychotherapy session, this should not 
be interpreted as a boundary violation, but instead as a cultural expression to enhance 
comfort. Many Latino groups, particularly those from the Caribbean and the coastal 
areas of Latin America tend to be more expressive and uninhibited in communica-
tion style [ 25 ]. They value expressions of  cariño , or terms of endearment, either 
verbally or nonverbally, as a mean to foster the relationship. Some verbal expres-
sions of  cariño  between family members and friends include diminutive terms such 
as: “mi amorcito” (my little love), “negrita” (little Black woman), “negrito” (little 
Black man). Nonverbal demonstrations of  cariño  include kissing on the cheek upon 
greeting, touching the person while talking, and hugging. The patient may use 
expressions of  cariño  during the therapeutic process; providers should be aware that 
they are a cultural expression of appreciation. For example, some counselors or ther-
apists might feel uncomfortable if, at the end of a session, a patient approaches them 
with a goodbye kiss on the cheek or a touch on the shoulder as a demonstration of 
gratitude. This could create an ethical dilemma for therapists who fear that these 
actions risk breaking boundaries between patient and therapist. In these instances, it 
is recommended that the therapist act prudently and evaluate his or her own cultural 
belief system. Another related issue involves the giving of gifts on behalf of the 
patient. As a means of expressing appreciation, a Latino patient might choose to give 
a gift to his or her therapist. This, too, may represent an ethical dilemma for the 
therapist; hence, it is important that the therapist be aware that it is a common prac-
tice among Latinos to offer gifts as a token of their appreciation. If the therapist were 
to reject a gift from a Latino patient, the patient might interpret the therapist’s action 
as rude or as a sign of rejection [ 119 ]. Therefore, it is important that the therapist 
assess the reasons why the patient could be offering the gift. In general, patients’ 
gifts usually represent a token of appreciation and are typically inexpensive, such as 
a souvenir or native food from their country. If the gift offered is expensive, the 
therapist should discuss the meaning of the gift with the patient before rejecting it.  

    Respeto 

 Another value that Latinos highly esteem is  respeto , or respect. For Latinos, being 
respectful and considerate towards others is very important. The value of  respeto  
refers to the way one should treat others and is a means of establishing boundaries 
and hierarchy. Latinos typically employ a hierarchical communication style, while 
Anglo Americans typically employ a communication style that is more egalitarian 
[ 24 ,  25 ]. The hierarchical communication style used by Latinos is manifested and 
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supported through language by the use of specifi c pronouns. For example, authority 
fi gures, parents, and elders are generally addressed with respect using the formal 
second person  usted  ( you ), instead of the informal second person  tú  ( you ). Titles of 
 Don  (for males) and  Doña  (for females) are used by both younger adults and chil-
dren before an elder’s fi rst name (i.e., Doña María) as a way of demonstrating 
respect [ 119 ]. Other formal pronouns used are señor (Mr.), and señora (Mrs.). When 
commencing therapy with a Latino patient, it is important that the therapist address 
the patient in more formal manner using the pronoun,  usted , as a way of demonstrat-
ing respect until the patient expresses the preference that he or she be addressed 
more informally. It is also important to note that some Latino ethnic groups, such as 
the Dominicans, do not look directly at their therapist when in treatment because it 
connotes a lack of respect toward authority fi gures. This nonverbal communication 
is an example of the cultural value placed on respect. Providers should not label this 
behavior as denoting low self-esteem; instead, it should be interpreted as a cultural 
demonstration of respect for authority.  

    Spirituality 

 Spirituality is a critical value among Latinos. Religion and spirituality play an 
important role in the everyday life of Latinos [ 25 ,  120 ]. 

 Although a wide range of Christian denominations have proliferated, the pre-
dominant religion among Latinos is Roman Catholicism [ 25 ]. It is common to see 
altars in Latino homes with statues of favorite saints, pictures of deceased family 
members and lit candles. If a family member is sick or in trouble, Latinos pray, seek-
ing comfort and support in God. Some religious celebrations include: Catholic  bau-
tismo  (baptism) and “ Dia de los Muertos ” (Day of the Dead). The second is a 
Mexican ceremony to remember loved ones who have passed away. Other religious 
festivities include fi rst communions, marriages, funerals, and the Holy Week before 
Easter. Some Caribbean Latino countries also practice  Santería , a fusion of 
Catholicism and African traditions. Latinos may seek help from traditional folk heal-
ers such as  santeros  (Cuban),  curanderos  (witch doctors or brujos/Mexican), and 
 espiritistas  (Puerto Rican) to deal with health and mental health problems [ 25 ,  121 ]. 

 It is also very common for Latinos to rely on a higher power (for example, God) 
to create meaning out of various life experiences. This is particularly true when try-
ing to achieve goals in life [ 25 ,  120 ]. For example, the expression, “si Dios quiere” 
(if it is God’s will) exemplifi es this. In addition, when things do not have the out-
come expected or when tragedies occur, a Latino might say: “Dios sabe lo que hace” 
(God knows what he does) or “no hay mal que por bien no venga” (referring to some 
good may come out of bad things), “no era de Dios” (it was not God’s will). This 
emphasis on spirituality has been misinterpreted by many Anglo Americans as 
“ fatalismo ” or as Latinos having a more fatalistic perspective of life. Anglo 
Americans might interpret the reliance on a higher power as a sign of resignation. 
For example, Anglo Americans typically emphasize that one rely on the internal 
qualities of will power or perseverance, while Latinos rely on a higher power to help 
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them confront painful circumstances in life [ 25 ,  122 ]. Of note, this does not mean 
that Latinos do not acknowledge their internal strengths, but instead believe that a 
spiritual dimension is crucial to making meaning out of life. 

 The emphasis on spirituality and religiosity among Latinos appears to be related 
to nativity and acculturation. In the Pew Hispanic center survey [ 28 ], religion was 
reported to be more important to immigrants than to US-born Latinos. Approximately 
69 % of foreign-born Latinos as compared to 49 % of US-born Latinos endorsed 
religion as being “very important.” As such, clinicians should be aware of these dif-
ferences in practice and acculturation, and explore the religious preference and 
practice of each individual patient in a respectful way.   

    Communication patterns 

 Latinos generally rely on high context communication as compared to Anglo 
Americans [ 27 ]. High context communication is characterized by the predominant 
use of nonverbal communication; low context communication relies more heavily on 
explicit verbal messages [ 27 ]. Low context communication is associated with com-
municating in an indirect manner, through the use of jokes, sarcasm, diminutives, 
allusions, proverbs, metaphors, parables, and the use of the third person. For exam-
ple, during a couple’s therapy session, a wife might tell her husband, “palo que nace 
doblao, jamas supo que enderezca” (“a tree that has grown bent cannot be straight-
ened”) referring to her perception that he will never change. Also, a Latino might say 
“one could be angry at…,” instead of more directly stating, “I am angry at you.” This 
is because some Latinos believe that direct communication (i.e., assertiveness), espe-
cially if it expresses a negative emotional state, is rude or insensitive. As such, Latinos 
rely more heavily on indirect communication to denote confl ict or differences [ 27 ]. 

 Positive emotional expressiveness among Latinos is characterized by warmth, 
physical closeness, gesticulations while talking, and the use of terms of endearment 
to compliment friends and family members. Many Latinos are also thought to speak 
in a louder voice when emoting. 

 Due to the high level of indirect communication used by Latinos, therapists 
should use metaphors as a technique in engaging this population. Narrative therapy 
uses stories and metaphors to break down destructive cultural assumptions and con-
struct new and more positive views. For example, Garcia-Preto [ 123 ] uses the meta-
phor of a bridge to help Latina patients deal with the dilemma of living between two 
cultures. As Garcia   -Prieto [ 123 ] relates:

  I am able to share the metaphor of the bridge as a safe place to understand the world in 
which they [Latinos] grew up and the possibilities of the new world they have entered. 
When I help people construct the bridges they need for this journey between cultures, my 
own bridge becomes sturdier and wider (p. 273). 

   Many Latinos live between two cultures, that of their country of origin and that of 
their host country. It is by noting that cultures are not static, but are instead in con-
stant fl ux, that helps one understand the identity development of Latinos living in the 
USA from a social constructionist perspective (narrative perspective) [ 123 ,  124 ]. 
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 A narrative framework works well when applied to a minority or multicultural 
framework because it emphasizes a view that is contextually historical and political. 
As mentioned previously, the focus of narrative therapy is to deconstruct established 
truths that oppress a particular group of people. How Latinos as a group are per-
ceived and the negative connotations given by the dominant culture may lead to the 
development of a problematic identity narrative that contributes to the cycle of 
oppression and discrimination. Negative personal narratives, however, can be bro-
ken down and reconstructed. The narrative model emphasizes the strengths of a 
given individual; when problems are identifi ed by the therapist, they are then exter-
nalized in order to help patients realize the toxic effects cultural narratives have on 
their negative identity narrative. 

 For example, an adolescent Latino who drops out of school to help sustain his 
family fi nancially may have internalized a negative cultural dominant narrative of 
prejudice. This narrative, in turn, leads him to believe that he may never reach his 
professional goals in society since most Latinos are “failures” or have diffi culty 
accomplishing their goals. He might even believe that because he is not fl uent in 
English, he is not intelligent and will never attain a university education. His self-
constructed story might be that just because he is  mestizo , he will never succeed in 
the USA, which could lead to his holding insignifi cant jobs or traffi cking drugs. 
The people he cares for are in gangs and sell drugs, and the people that oppress him 
are ones that perceive him as lazy, dumb, and a loser, getting him into a double bind 
(no win situation). He is frustrated and loses his temper easily, which leads to him 
getting into fi ghts with others in the neighborhood and mostly with individuals that 
are non-Latinos Whites. A narrative therapist should explore his family migration 
story, his level of acculturation, his preferred language for treatment, his construc-
tion of self, his individual strengths, and instances of positive outcomes, including 
times when he resisted being aggressive or behaved in a way that contradicted the 
story he tells himself about his identity. This adolescent’s self-identity as a failure 
should be analyzed in terms of negative internalized cultural narratives that empha-
size oppression. To deconstruct these assumptions, the therapist could ask the ado-
lescent how he came to believe that Latino men could never be intelligent or 
successful in America. 

 The narrative therapist might also use the technique of externalizing the problem 
by telling the adolescent: “When you feel overtaken by bad temper [emphasizing 
that the bad temper, not adolescent, is the problem], what does it make you do?” This 
technique separates the problem from the person, thereby helping the adolescent 
develop a more positive view of himself. The therapist should also explore unique 
outcomes (behaviors that are exceptions to the negative dominant story) that can 
help him create a more positive story of himself. For example, the therapist might 
explore and highlight occasions during which the adolescent was respectful towards 
others, considerate, peaceful, and successful in school, as a way of constructing an 
alternative story of success and possibility. The therapist could also include  dichos  
(proverbs) or metaphors to help the patient develop a more positive self-image. An 
example of a treatment that uses narratives is  Cuento  therapy, which has been shown 
to be effective in treating symptoms of anxiety and post-disaster trauma among 
Puerto Rican children and adolescents in New York City.  Cuento  therapy is a form 
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of child psychotherapy in which Puerto Rican mothers recount folktales from Puerto 
Rican culture to their children (refer to Costantino et al. [ 125 ,  126 ] for more details). 

 A narrative therapist assumes a stance of being “humble” and respectful, empha-
sizing a collaborative perspective between therapist and patient, instead of an 
“expert” stance. This shift towards a more collaborative stance fosters patients’ 
empowerment, making this model suitable for working with disenfranchised popu-
lations. Acculturative stress and problem defi nition are constructions that are in 
constant fl ux; as such, identity construction is constantly changing. Using a per-
spective that values change, takes the environment (context) into account, and the 
family and political challenges that affect people under consideration are critical to 
working effi ciently with a minority population. 

 Other culture-centered family therapy models that have been effective with 
Latinos include the Bicultural Effectiveness Training model (refer to Szapocznik    
et al. [ 127 ] for more details), the Multidimensional Ecosystemic Comparative 
Approach (refer to Falicov [ 27 ] for more details), and Bowenian models (refer to 
Inclan    and Hernandez [ 128 ] for more details). Santiago-Rivera et al. [ 25 ] also sug-
gest the use of culture-centered genograms as a systemic and ecological assessment 
tool. Through the use of genograms, a technique used in family therapy to collect 
information about three generations, the therapist can encourage the development of 
new narratives in a non-threatening way and better understand the migration history, 
family struggles, and coping patterns that exist in Latino families [ 25 ]. For other 
evidence-based culturally adapted treatments for Latinos, refer to Bernal et al. [ 99 ], 
and Bernal    and Domenech-Rodriguez [ 129 ].   

    Conclusion 

 Latinos are the fastest-growing minority group in the USA. Because their growing 
demand far exceeds the service capacity able to address their needs, Latinos suffer 
marked disparities in education, mental health, and health care utilization as com-
pared to non-Latino Whites. In addition, they are less likely than non-Latino Whites 
to remain in treatment [ 20 ]. There are also signifi cant differences in the prevalence 
of mental health disorders and SUDs as compared to non-Latino Whites [ 19 ,  34 ]. 

 A growing demand for care, coupled with high unmet need represents a signifi -
cant challenge to Latinos as they confront extensive service disparities [ 5 ,  6 ]. In an 
effort to increase Latinos’ adherence to treatment, it is important that mental health 
providers understand and be sensitive to the cultural nuances of this population. For 
example, cultural values of  familismo ,  personalismo ,  respeto , and  spirituality  are 
highly important to Latinos. Therefore, in the collective experience of the authors, 
we recommend family therapy as the preferred treatment choice for Latinos or shift-
ing from an individualistic perspective to a more collective one when treating 
Latinos. This could represent a challenge for mental health providers that hold an 
individualistic perspective. It is equally important that mental health providers be 
cognizant of the fact that Latinos hold a more hierarchical communication style that 
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is conveyed through the use of language that implies respect. Latinos also typically 
use more nonverbal communication, including body language, hand movements, 
and tone of voice to express themselves. In addition, Latinos use more covert meth-
ods of communication such as metaphors, stories, and  dichos  (proverbs) or  indirec-
tas  (indirects) to convey meaning. Therefore, it is recommended that Spanish 
providers be used during therapy as a technique to enhance the therapeutic alliance. 
In addition, due to the heterogeneity encountered in the Latino population, mental 
health care providers should familiarize themselves with the historical, cultural, and 
political experiences of prejudice, discrimination, and sense of disenfranchisement 
experienced by Latinos living in the USA [ 118 ]. Even though inconsistent fi ndings 
have been found with ethnic matching, it would be optimal that therapists who work 
with Latinos be bilingual, culturally sensitive, and cognizant of their own biases and 
perspectives when working with this population. We also recommend using a narra-
tive perspective that emphasizes the use of positive stories instead of ones that 
emphasize prejudice, oppression, and disenfranchisement. Helping Latino patients 
living in the USA construct more positive stories of themselves will serve to empower 
them, thereby promoting a culture of belonging, sensitivity, equality, and peace.     
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           Introduction 

    The Continuum Approach:  Battle Cry for a New Generation 
of Clinician - Activists  

 We chose the title of this chapter with clear intent. How many LGB, LGBT, and 
LGBTQ scholarly works have you read in the pursuit of understanding of how gen-
der and sexuality develop through the lifecycle, affect physical and mental health and 
well-being, and impact social discourse, policy, and law? In January of 2013, the 
 New York Times  published an article entitled, “Generation LGBTQIA,” reminding us 
how many light years ahead our younger generations are in moving beyond tradi-
tional, dichotomous categories and living life on the gender and sexual continuums. 

 The article opens with a description of Stephen Ira’s (trans-son of Warren Beatty 
and Annette Bening) “breakneck six-and-a-half-minute monologue” declaring him-
self “a queer, a nerd fi ghter, a writer, an artist and a guy who needs a haircut,” 
uploaded on  We Happy Trans , a site that shares positive perspectives on being trans-
gendered [ 1 ]. Social media sites, such as this one, Twitter, Facebook, and countless 
others will launch and fade as you read these words. These sites play a fundamental 
role in the rapidly evolving social climate towards sexual and gender minorities, 
which has led to tectonic shifts in identity politics and discourse.  LGBTQIA  is just 
one of many new self-defi ning labels created by young people to capture the vast 
range and diversity of sexual and gender expression and identifi cation. The article 
closes with a spoken word excerpt from University of Pennsylvania student, 
Santiago Cortes, on the limits of what he calls  L . G . B . T . Q .  plus .
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  Why do only certain letters get to be in the full acronym? We have our lesbians, our gays,” he 
said, before adding, “bisexual, transsexual, queer, homosexual, asexual.” He took a breath 
and continued. “Pansexual. Omnisexual. Trisexual. Agender. Bi-gender. Third gender. 
Transgender. Transvestite. Intersexual. Two-spirit. Hijra. Polyamorous.” By now, the list had 
turned into free verse. He ended: “Undecided. Questioning. Other. Human. [ 2 ] 

   We wrote this chapter with “all of the above” in mind and hope that you fi nd the 
following principles and pearls, in some way, applicable to every patient encounter, 
team meeting, research protocol, and your own evolving perspectives. The chapter 
begins with an introduction to seven guiding principles for working with people on 
the sexual and gender continuums, followed by a brief review of key historical peri-
ods within our fi eld and DSM-V changes. The chapter explores developmental con-
siderations, assessment within a biopsychosociocultural framework, comorbid 
medical and mental health concerns, the impact of minority stress, and consider-
ations for those who are multiple minorities. Finally, we offer clinical pearls to 
consider in treatment and special considerations for gender variance.   

    Seven Guiding Principles 

     1.    Gender and sexuality exist in continuums with infi nite possibilities, not in dis-
crete, mutually exclusive categories, such as male vs. female vs. transgender and 
heterosexual/straight vs. homosexual/gay/lesbian vs. bisexual vs. asexual.   

   2.    The gender and sexuality continuums are separate, yet interrelated realms. For 
example, consider a trans-man (female to male transgendered person) who is 
married to a woman and self-identifi es as heterosexual. The basic concept of 
sexual orientation relies, by defi nition, on gender considerations. This individual 
may have identifi ed as lesbian in adolescence and following his gender reassign-
ment now identifi es as straight.   

   3.    The gender continuum breaks down into separate, but not mutually exclusive 
masculine and feminine continuums. Each individual, regardless of biologic sex, 
may embody a combination of male- and female-stereotyped traits, behaviors, 
roles, and identifi cations.     

 For example, a biologic male, who is a husband and a father, may play a more 
nurturing, emotionally expressive role within a family, while his biologic male 
partner may play a more assertive, analytic role. Consider the balance of mascu-
line and feminine-stereotyped traits embodied by a lesbian, scientist mother, 
who leads a research program but has chosen a fl exible work schedule, so that 
she can be home for school pick-up and family activities.

    4.    Sexuality is composed of three distinct realms: orientation and attraction, behav-
ior, and identity. These three realms are interrelated but not always aligned.     

 A man, who is attracted to and has sex with both women and men, may identify 
as heterosexual. A woman, who is attracted to both men and women and is married 
to a woman, may identify as lesbian in her twenties but make a conscious decision 
not to label herself during the rest of her adulthood.
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    5.    Gender may develop based upon biologic sex, but this is not always the case (i.e., 
transgendered, intersex, androgynous individuals). Gender can be broken down 
into gender identity, roles, and presentation as well as other realms of gender 
expression both within and outside of the context of culturally defi ned norms.   

   6.    There are biological, psychological, social, and cultural infl uences at play in 
gender and sexual developmental trajectories. The strength and salience of these 
infl uences fl uctuates as one moves through the lifecycle.     

 For example, biological infl uences such as genetic factors and hormonal 
infl uences play a strong role during prenatal and pubertal development. Social 
factors, such as family and peer relationships, robustly shape behavior during the 
preschool and school age years.

    7.    Each individual is unique and composed of multiple identities that exist within 
and interact with other sociocultural realms, such as socioeconomic status, geo-
graphic region, race and ethnicity, religious and spiritual affi liation, gender and 
sexuality among others.     

 Figure  4.1  offers a simple visual scale to use in clinical encounters. Across the top 
of the fi gure, there are two continuums, male/masculine and female/feminine, with 
intensity scales ranging from 0 to 10. Below, there are four realms of assessment—
gender identifi cation, gender role and expression, sexual attraction, and sexual 
behavior—to inquire about during the course of your work with each client. Each of 
these realms will be explained further in subsequent sections. The integration of 
these four realms makes up one’s consolidated sexual and gender identity.

  Fig. 4.1    Gender and sexuality assessment tool       
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   Throughout the chapter, we will be utilizing the cases of KT and JS to illustrate 
key concepts and provide recommendations for assessment and treatment.

  KT, a 13-year-old biological female presents for an initial psychiatric assessment after 
increasing tantrums at home that started with puberty and worsened since her parents began 
the process of separating from one another. More and more often, the tantrums which ini-
tially began in the context of being told ‘no’ end with KT tearfully expressing that she 
wishes she were a boy. 

   JS, a 26-year-old African-American man is seen in a psychiatric emergency room after an 
intentional overdose after he received news that he tested positive for a sexually transmitted 
infection after a sexual encounter with another man. JS has been in a long-term relationship 
with his girlfriend for over 3 years, and they are contemplating marriage. JS identifi es as 
heterosexual but has anonymous sexual encounters with men about once per month. 

       Historical Context 

 The fi eld of medicine has a checkered and storied past when it comes to understand-
ing sexual orientation and gender identity. As far back as the late 1800s, physicians 
such as Magnus Hirschfeld began to conceptualize sexual orientation and gender 
identity as biological variance rather than as criminal. Meanwhile, contemporaries 
such as Karl Westphal argued that homosexuality was an illness that should be 
treated [ 3 ]. Physicians and Psychologists argued among each other and the prevail-
ing theories began to evolve and change over time. Freud brought attention to psy-
chosexual functioning and to the concepts of sexual orientation and gender identity. 
His ideas about sexual orientation and gender identity changed over time and had a 
profound impact on theories to come. In answering a letter written by a mother hop-
ing for Freud to cure her son of homosexuality, he wrote:

  Homosexuality is assuredly no advantage, but it is nothing to be ashamed of, no vice, no 
degradation; it cannot be classifi ed as an illness; we consider it to be a variation of the sexual 
function, produced by a certain arrest of sexual development. Many highly respectable indi-
viduals of ancient and modern times have been homosexuals, several of the greatest men 
among them (Plato, Michelangelo, Leonardo da Vinci, etc.)… By asking me if I can help, you 
mean, I suppose, if I can abolish homosexuality and make normal heterosexuality take its 
place. The answer is, in a general way, we cannot promise to achieve it. In a certain number 
of cases we succeed in developing the blighted germs of heterosexual tendencies which are 
present in every homosexual, in the majority of cases it is no more possible. [ 4 ] 

   The disagreement within the psychiatric community about homosexuality was 
not a surprise, nor was it surprising that the prevailing views perceived both varia-
tions in sexual orientation and gender identity as illness. The concept of identity as 
pathology persisted, and by the time the fi rst edition of the DSM was released, 
homosexuality was classifi ed as a sociopathic personality disturbance (Table  4.1 ). 
The time from the 1940s, after the release of the DSM to the 1970s, with the 
revision of the DSM-II, was an era of great social and academic change. Alfred 
Kinsey brings light to the notion of sexuality as a continuum and exposes a much 
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higher prevalence of homosexual behaviors than was thought [ 5 ]. Evelyn Hooker 
publishes “The adjustment of the male overt homosexual,” and with her elegantly 
designed study challenges the notion that gay men have more psychopathology 
than heterosexual men [ 6 ]. Gay men and lesbians begin to organize and advocate 
for their rights, and the 1969 Stonewall riots bring momentum and publicity to the 
gay rights movement. Concurrently, Bieber and Soccarides set forth the theory of 
causality of homosexuality as a domineering mother and absent father (Bieber) or 
as a result of incapacitating childhood trauma [ 7 ,  8 ]. They argue for therapeutic 
cures for homosexuality, the techniques of which formed the basis for what is now 
referred to as reparative therapy. Gay men and lesbians began to picket the American 
Psychiatric Association Conferences and argue fi ercely that they are not psychiatri-
cally ill by nature of their sexual orientation. By 1973, the DSM-II is revised to 
remove homosexuality, and replace it with sexual orientation disturbance. However, 
it is not until 1987 that it is removed completely. Meanwhile, variation in one’s 
gender identity is similarly considered pathology, and is currently classifi ed under 
the diagnosis of Gender Identity Disorder.

      DSM-V Changes 

 Similarly to how visibility of lesbian, gay, and bisexual people helped to change 
the medical culture’s views of sexual orientation, the increasing visibility of 
transgendered and gender variant individuals is moving the fi eld away from 
pathologizing identities. As a result, signifi cant changes are in the works for 
DSM-V, and Gender Identity Disorder will be removed and replaced with Gender 
Dysphoria, which seeks not to pathologize the identity but instead bring attention 
to the distress that often but does not always comes with variability in gender 
identity. Gender Dysphoria, is described as “a marked incongruence between 
one’s experienced/expressed gender and assigned gender, of at least six months 
duration…” [ 9 ] and requires clinically signifi cant distress or impairment. As 
such, while many gender variant individuals go through a period of dysphoria as 
a part of development, it is this dysphoria rather than the development itself that 
is pathologized. The topic of gender variance in childhood continues to be quite 
controversial, and is refl ected in the stricter diagnostic criteria for this diagnosis 
in children than in adults (six positive criteria are required for children as opposed 
to two for adults). 

 While there still exists controversy and disagreement around this diagnosis, there 
is clear progress in the 60 years since the DSM classifi ed LGBTQ individuals as 
sociopathic. By examining our fi eld’s interface with sexual orientation and gender 
identity, we can begin to understand a provider’s role in both the potential of creat-
ing and/or eradicating stigma and bias and work towards a more open understanding 
of people on the sexual and gender continuum.   
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    Developmental Considerations and Basic Defi nitions 

 As mental health professionals, we are trained to think in a way that incorporates the 
various infl uences on a person’s life. Biologic and maturational processes, psycho-
logical factors, social and cultural infl uences, all play an important role in the devel-
opment of gender and sexuality through the lifecycle. Developmental trajectories 
for gender and sexual minorities likely share more similarities with the general 
population than differences. However, those areas of difference are also important 
to highlight given their potential impact on the therapeutic alliance, reluctance or 
willingness to seek treatment, and physical and mental health outcomes. In this sec-
tion, we will cover fundamental concepts and stages of life, which play a pivotal 
role in gender and sexual development.  

    Gender Development 

 By the age of 2 or 3 years old, most children have developed a sense of  basic gender 
identity  and have labeled themselves as boys or girls. Somewhat later, these children 
develop  gender stability , meaning that they perceive their gender as being  stable over 
time . That is, they predict that boys grow up to be men, and girls grow up to be 
women. By age 5–7, children typically develop an understanding of  gender consis-
tency , which allows them to realize that one’s gender is also  stable across situations  
[ 10 ]. Though  basic gender identity  develops during toddlerhood, a deeper under-
standing of  gender identity , one’s awareness of one’s gender and its implications, 
continues to evolve throughout the lifecycle. The meaning and salience of one’s male-
ness or femaleness transform throughout the preschool years, latency, adolescence, 
young adulthood, as well as in the context of intimate relationships, committed 
unions, parenthood, and later life. One’s  gender role , or one’s outward presentation 
and behavior, is often categorized as either typically male or typically female and also 
continues to change through the lifecycle. Family, peer, and prevailing societal norms 
and expectations all play a powerful role in shaping outward manifestations of gender 
as well as internal conceptions of the self [ 3 ,  11 ]. 

 Biological contributions to gender development include genetic factors and hor-
monal infl uences. Money and Ehrardt’s Biosocial Theory describes how genes and 
hormones infl uence children’s physical development, including their genitalia and 
secondary-sex characteristics, which then in turn infl uences how they perceive 
themselves and how others perceive them [ 12 ]. Biology also infl uences gender-role 
development as children typically present with play that often falls more typically 
in one gender or another. Boys tend to prefer more rough and tumble play, and girls 
more imaginative and social/relational play [ 13 ,  14 ]. By no means is this a hard and 
fast rule, as many of us recall or were “tomboys” or “girly boys” growing up, and 
these early tendencies and preferences do not necessarily dictate future adult gender 
identity and roles. 
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 The Biosocial Theory describes a number of critical biological and social  episodes 
or events, such as inheriting either an X or Y chromosome from one’s father at the 
time of conception, the formation of female or male differentiated gonads (ovaries 
or testes) by week 8 of gestation, and the subsequent secretion or non- secretion of 
prenatal sex hormones, which impact sex differentiation and gender development. 
Prior to week 6 or so of development, male (XY) and female (XX) embryos are the 
same except at the genetic level. Both have the capacity to form either male or female 
reproductive systems. Around week 8 of embryonic development, the secretion of 
testosterone and Mullerian inhibiting substance (MIS) by the testes of a male embryo 
stimulates the development of the male reproductive system and, simultaneously, 
inhibits the development of the female reproductive system. In the case of a female 
embryo, the absence of testosterone and MIS leads to the development of the female 
reproductive system, which is the default state in nature. Around 3–4 months after 
conception in a male embryo, the ongoing secretion of testosterone leads to the 
growth of a penis and scrotum. In a female embryo, the uterus, cervix, and vagina 
develop in a programmed fashion without hormonal control. 

 Hormones play a particularly prominent role in gender development during the 
prenatal and pubertal periods. During these sensitive periods of development, expo-
sure to androgens (male hormones) or estrogens (female hormones) may differen-
tially infl uence one’s physiology, chemical processes, and morphology and 
determine the body habitus, secondary-sex characteristics, and, to some extent, 
brain organization and lateralization of cognitive and language functioning [ 15 ]. 
The combination of biologic and social forces, ultimately, impact gender- related 
behaviors, roles, and identity. Much of what we have learned in this fi eld comes 
from work with patients who have genetic and hormonal syndromes, such as 
Klinefelter Syndrome (47 XXY), androgen insensitivity, and congenital adrenal 
hyperplasia among others. 

 Within psychology, many theories have been proposed to explain the process of 
gender development and differentiation. Given the scope of this chapter, we will 
highlight a few key conceptual trends. Halpern’s model offered a perspective on 
how nature and nurture might jointly infl uence the development of many gender- 
typed attributes, such as spatial skills in males and language abilities in females. 
Halpern asserted that specifi c early experiences affect the organization of the brain, 
which in turn infl uences one’s responsiveness to similar experiences in the future. 
For example, due to social conventions and gender norms, boys who receive more 
opportunities to engage in spatial reasoning and explore a wider variety of spatial 
experiences may develop a rich array of neural pathways in the brain’s right cerebral 
hemisphere that serve spatial functions, which in turn may make them even more 
receptive to spatial activities and acquiring spatial skill. In contrast, girls may 
develop a richer array of neural pathways in areas of the brain’s left cerebral hemi-
sphere serving verbal functions, thereby becoming even more receptive to verbal 
activities and acquiring verbal skills [ 12 ]. 

 According to social learning theory, children acquire their gender identities and 
gender-role preferences through differential reinforcement and observational learn-
ing. Through differential reinforcement, children are encouraged or rewarded, 
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implicitly or explicitly, for gender-appropriate behavior and discouraged or  punished 
for gender-atypical behavior. Through observational learning, children adopt the 
attitudes and behaviors of a variety of same-sex models [ 10 ]. Numerous studies 
have shown that even before the age of 2 and before children have acquired their 
basic gender identities, parents are already differentially reinforcing their children’s 
interests and behaviors by rewarding those that are gender- appropriate, such as 
praising a boy who is playing with trucks and blocks, and discouraging those that 
are gender-atypical, such as admonishing him when playing with dolls or dress-
ing up [ 12 ]. 

 Social and cultural factors begin to infl uence the complex and lifelong process of 
gender development even prior to birth. What color will the baby’s room be painted? 
What name have the parents chosen? Why does the infant clothing color palette 
shrink to pink and blue? Without gender-specifi c colors, clothing, hairstyles, and 
names, we would be hard pressed to distinguish between baby boys and girls through 
their fi rst year or two of life (and arguably up until puberty). The socialization pro-
cess continues with parents tossing their baby boys into the air and cuddling their 
baby girls on their laps. Early in life, parents and caregivers certainly provide the 
strongest social infl uence on gender development, but during the preschool years 
and beyond, peers and siblings begin to exert a more signifi cant infl uence. Popular 
culture and media also play powerful roles in shaping our ideas about gender roles 
and expectations, limitations and possibilities, and models for identifi cation. 

 There are vast differences across cultures in what people expect of boys and 
girls. In Tahiti, few distinctions are made among males and females; even the 
national language lacks gender pronouns, and most names are used for both boys 
and girls. Anthropologist Margaret Mead found varying patterns of masculine and 
feminine traits in the members of three different “primitive societies” living in New 
Guinea. According to Mead’s observations, the Arapesh and Mundugumor both 
made limited distinctions between males and females; however, gender expecta-
tions varied enormously between the two. The Arapesh idealized stereotypically 
feminine traits, such as cooperation, sensitivity, and submissiveness. On the other 
hand, Mundugumor men and women revered aggression, violence, and stoicism, 
which are typically regarded as masculine traits. Finally, in the third society Mead 
observed, the Tchambuli, women were expected to be dominant and exhibit a lim-
ited amount of emotion and men were regarded as more dependent, emotional and 
irresponsible. Mead points out that the Tchambuli’s gender expectations are the 
opposite of those found in Western cultures [ 16 ,  12 ]. 

 In the Native American/First Nation culture, individuals may identify as being 
 two - spirits , which refers to people who are either biologically male and fulfi lling 
the social role of a woman or biologically female and fulfi lling the social roles of a 
man. Native Americans dissociate physical or biological traits from gender within 
the two-spirit identity and, instead, emphasize the role of spirituality in creating 
gender. Two-spirits are considered as having embodied both male and female spirits 
[ 17 – 19 ]. In some Native American communities, these two-spirits are revered and 
celebrated for their superior spiritual status and ability to see through both the male and 
female perspective. That being said, this celebration is not always the case [ 18 ,  20 ]. 
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Regardless, the two-spirit identity exemplifi es the ways different social and cultural 
forces like spirituality can shape gender expression and identity. 

 In Kosovo, homosexual Gypsy musicians use music to negotiate the arbitrary 
boundary between male and female genders. Cultural forces like religion and socio-
economic conditions shape the ethnomusical experiences in this society [ 21 ]. Male 
musicians may perform for the public accompanied by instruments, whereas women 
are typically restricted to private domains with female audiences.  Talava , a specifi c 
type of Gypsy music that originated in the female domain, is performed in public by 
homosexual men who dress and behave like women. Based on their unique behav-
iors and established social standing, one can argue that these individuals inhabit a 
third gender space within the local culture [ 21 ].  

    Sexual Development 

 Empirical research reveals that human beings are sexual beings throughout the life-
cycle with sexuality manifesting itself in diverse and complex ways at different 
points in time. DeLamater and Friedrich assert that the capacity for a “sexual 
response,” as manifested by erection and vaginal lubrication, is present from birth. 
These physiologic responses as well as infant exploratory touching of their genitals 
can be seen within the fi rst 2 years of life. Around age 2.5–3 and sometimes earlier, 
the rhythmic manipulation associated with adult masturbation can appear and is a 
natural form of sexual expression. Between the ages of 3 and 7, there is marked 
increase in sexual curiosity and exploration, such as “playing house” and “playing 
doctor” with similar aged peers. Through the elementary school years, ages 6–9, 
sexual play becomes increasingly covert as children become aware of cultural norms. 

 During preadolescence, ages 8–12, children tend to socialize and learn about 
sexuality with same gender peers. This social organization changes dramatically 
during adolescence as teens progress through puberty. During puberty, there is sud-
den enlargement and maturation of the gonads and genitalia, development of 
secondary- sex characteristics, and surge in sexual interest due to increases in testos-
terone levels and a growing capacity for adult sexual interactions. The process of 
achieving sexual maturity continues through adulthood through committed and/or 
non-committed intimate relationships. Later in life, women may undergo physical 
and emotional changes associated with menopause as men progress through andro-
pause. These changes, however, do not preclude older people’s ability to engage in 
satisfying sexual activity in all forms [ 22 ]. 

 Sexuality can be broken down into three domains: sexual attraction and orienta-
tion, sexual behavior, and sexual identity.  Sexual orientation  refers to the predomi-
nance of erotic thoughts, feelings, and fantasies one has for members of a particular 
sex. This also includes the intensity of one’s sexual attraction towards members of 
the same or opposite gender and with whom one tends to fall in love.  Sexual orien-
tation  may be fi xed at birth or an early age and is considered to be “immutable, 
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stable, and resistant to conscious control” [ 23 ]. Based on our current body of 
research, the origins of sexual orientation are likely multifactorial and require 
 further investigation. 

  Sexual behavior  refers to the sexual activities in which an individual engages. 
What constitutes “sex” depends on whom you ask. Traditional defi nitions of 
“sex = intercourse” do not hold true for many groups, such as teenagers, women, 
men who have sex with men (MSM) among others [ 24 ]. Does only penile-vaginal 
intercourse count as “sex”? What about oral and anal sex, mutual masturbation, and 
use of sex toys? Are these considered “sex” as well? When working from a contin-
uum approach, we should be as specifi c as possible when inquiring about our 
patient’s sexual orientation and behaviors while taking an open, nonjudgmental 
stance, so that every patient feels comfortable answering us honestly. 

  Sexual identity , or how a person labels their sexuality, represents an amalgam of 
one’s sexual feelings, fantasies, attractions, behaviors, and romantic relationships. 
Sexual identity is one of the many dimensions of an individual’s identity, or sense 
of self—who one is and how one fi ts into society. In contrast to more visible realms 
of identity, such as age, gender, race and ethnicity,  sexual identity , like spiritual and 
religious affi liation, socioeconomic status and occupation, is largely invisible. 
Many theorists, including Erik Erikson, Sigmund Freud, and Vivienne Cass, have 
written extensively on the topic of sexual identity and proposed an array of stage 
models [ 24 ]. 

 Within Erikson’s psychosocial theory of development, the stages of adolescence 
and young adulthood bring important challenges in developing a core sense of per-
sonal and social identity and achieving intimacy or “genuine mutuality and love” 
[ 25 ]. According to Cass (1979), who set the standard for homosexual identity devel-
opment, sexual identity is a universal developmental process that unfolds in a pre-
determined sequence through six stages: identity confusion, identity comparison, 
identity tolerance, identity acceptance, identity pride, and identity synthesis. Though 
stage models allow us to better conceptualize and categorize human experience, 
there have been a number of critiques with regard to their universality, applicability, 
accuracy, and ability to capture the unique features and range of diversity found 
within real life experience [ 24 ]. 

 In light of these critiques, Savin-Williams [ 24 ] proposed utilizing a “differential 
developmental trajectories” framework to better refl ect the diverse, unpredictable, 
and ever-changing lives of contemporary, same-sex attracted teens. Within this 
framework, Savin-Williams lays out four basic tenets:

    1.    Similarities: Same-sex attracted teenagers are similar to all other adolescents in 
their developmental trajectories. All are subject to the same biological, psycho-
logical, and social infl uences. He warns against exclusively focusing on sexual-
ity as it runs the danger of misattributing normal adolescent experiences to 
sexual orientation.   

   2.    Differences: Same-sex attracted teenagers are dissimilar from heterosexual ado-
lescents in their developmental trajectories. Perhaps due to unique, biologically 
mediated constitution and cultural  heterocentrism  (negativity towards sex- 
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atypical behavior, temperament, and interests), same-sex attracted young 
 people’s psychological development is different from that of heterosexuals.   

   3.    Heterogenity: Same-sex attracted teenagers vary among themselves in their 
developmental trajectories, and this can be similar to the ways in which hetero-
sexual teens vary among themselves. The interaction of sexuality with gender, 
ethnicity, geography, socioeconomic status, and cohort results in distinctive 
 trajectories among teens.   

   4.    Uniqueness: The developmental trajectory of a given person is similar to that of 
no other person who has ever lived. Given the profound diversity inherent in 
individual lives, general descriptions of group-mean differences and similarities 
may be irrelevant when applied to a specifi c individual.    

  Although it is likely that there are more similarities than there are differences in the 
developmental trajectories of gender and sexual minorities as compared to the general 
population, there are some key areas of difference that are important to keep in mind 
when working with people on the gender and sexual continuum. The fi rst is that many 
gender and sexual minorities recall “feeling different” from their peers beginning 
around 7 or 8 years of age. Often, this feeling is a result of gender “atypical” or “non-
conforming” behavior. As many as two-thirds of adult gay men and women recall 
some gender-atypical behaviors or preferences as children [ 13 ]. In the United States, 
“tomboys,” or girls who prefer boys’ toys, games, clothing, and playmates, tend to 
have fewer problems with social adaptation than “sissy boys,” or boys who prefer 
girls’ toys, activities, dress, and playmates as evidence by our socially constructed 
labels for these two subsets of children [ 3 ]. 

 Notably, children who display gender-role behaviors that are more typical for the 
opposite sex will sometimes come to the attention of their parents, peers or com-
munities for violations of typical gender-role behaviors. Gender identity and gender 
role behaviors often align, but not always. Many children with cross-gendered 
behaviors impactful enough to qualify for a diagnosis of Gender Identity Disorder 
grow up to have persistent gender nonconforming identities, but a vast majority of 
those children as they grow will no longer identify with the gender of the opposite 
sex of which they were born. Interestingly, a majority of these children with Gender 
Identity Disorder (as defi ned by the DSM-IV) will later in life identify as being gay, 
lesbian, or bisexual [ 26 ,  27 ]. 

 Another unique aspect of the developmental trajectory for sexual minorities is 
the process of  coming out . Coming out involves becoming aware of and acknowl-
edging one’s own sexual identity (coming out to oneself) and disclosing that iden-
tity to others (coming out to others). It is a lifelong process that parallels one’s 
development throughout the lifecycle. During childhood and adolescence,  coming 
out  might mean having a fi rst same-sex crush, feeling different, or asking oneself, 
“Am I gay?” Later in adolescence or during young adulthood,  coming out  includes 
fi rst same-sex intimate experiences, relationships, and telling friends and/or family. 
Those living on the sexual continuum must make decisions every day about whether 
or not to disclose their sexual identity, particularly during times of major life 
change, such as moving to a new town or starting a new school or job [ 3 ]. Younger 
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generations seem to be coming out at earlier ages and often feel no need to label 
themselves at all. Older generations, who came of age during more conservative 
times, may have gotten married to opposite sex partners, had children, and begun 
the process of  coming out  much later in life. There is likely a similar, but somewhat 
different process of coming out for gender minorities. The process may start earlier 
in life during childhood or adolescence and may be complicated by the need to 
make important decisions about puberty suppression in conjunction with their legal 
guardians and medical and mental health providers. 

 The Group for the Advancement of Psychiatry’s online LGBT Mental Health 
Syllabus serves as a rich resource in exploring the unique issues facing same-sex 
couples and individuals through adulthood, including variations in intimate relation-
ships, civil unions and marriage, parenting, and aging [ 3 ]. As we write, the U.S. 
Supreme Court is hearing two same-sex marriage cases: one challenging Proposition 
8, California’s ban on same-sex marriage, and the other challenging the 1996 federal 
Defense of Marriage Act. Currently, nine states, Connecticut, Iowa, Maine, 
Maryland, Massachusetts, New Hampshire, New York, Vermont, Washington, and 
Washington DC allow same-sex couples to marry. The American Academy of 
Pediatrics (AAP), American Medical Association (AMA), American Psychological 
Association (APA), and American Psychiatric Association (APA), among other pro-
fessional organizations, have all given their support to legalizing same-sex mar-
riage. The AAP’s policy statement says that same-sex marriage helps guarantee 
rights, benefi ts, and long-term security for children [ 28 ].  

    Assessment 

    Assessment Overview within a Biopsychosociocultural 
Framework 

 At all ages and in every culture, every person has a gender identity, and as cognitive 
and physical development progresses, every person develops a sexual orientation as 
well. The details, meaning and impact of those identities can fl uctuate over time, and 
there is a great deal of evidence to suggest that sexual orientation and gender identity 
are on a spectrum. However, if we are not able to sensitively ask the questions, our 
patients will never provide us with the answers that can help inform a comprehen-
sive treatment plan targeted to each patient’s individual needs. A thorough and 
thoughtful assessment can capture the specifi cs for each individual and help to avoid 
the unfortunate experience of bias that many LGBTQ patients face in their medical 
care. But before an assessment can be completed, a person must fi rst seek care. 

 Because of accrediting organizations, enthusiastic students, trainees and faculty 
as well as in response to the pressure from LGBTQ rights organizations, most train-
ing programs include some form of training on sexual and gender minorities. Yet 
despite the increase in training, LGBTQ individuals continue to experience 
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signifi cant bias in their doctor’s offi ces. In a recent large national survey of transgender 
individuals, 24 % of all respondents were denied equal care at a doctor’s offi ce or 
hospital and nearly 19 % of respondents were denied care altogether. In addition, 
over one-quarter of respondents were verbally harassed at their doctor’s offi ce. Not 
surprisingly, those surveyed were less likely to seek care in part because of a legiti-
mate fear of harassment [ 29 ]. 

 Much can be done to set the scene prior to the health care professional even meet-
ing the patient to reduce a person’s fear of bias or discrimination. Review your intake 
documents and electronic medical records from the viewpoint of an LGBTQ indi-
vidual. How does a transgender man identify gender when given only the option of 
male or female? How do same-sex parents differentiate themselves when given the 
option of mother or father? When a person has legal documents identifying them as 
one gender but they identify as the other, how do you ensure their preferred name 
and pronouns are used? Are there gender neutral bathrooms available for use? Are 
there questions about sexual orientation in the documents, and are they asked in such 
a way that allow for the large spectrum of responses? By giving LGBTQ patients 
and families a space for their identities to be acknowledged, you are already improv-
ing their care and potentially alleviating fears of possible bias and discrimination. 

 When meeting the patient for an initial assessment, it is vital not to make assump-
tions and to stress confi dentiality. A curious stance with open-ended questions is rec-
ommended to allow patients the fl exibility to answer honestly about their gender and 
sexual development. It can be tremendously helpful to display materials that identify 
you as someone comfortable speaking with sexual or gender minorities, or alterna-
tively, it can be helpful to normalize a wide range of identities and behaviors. Often, 
questions are directed either at identity or at behavior, but not at both. Identity does 
not equal behavior, and a person telling you they are heterosexual in no way com-
pletely defi nes their sexual behaviors or fantasies. Only by asking about identity and 
behavior as well as the meaning of both will you start to get a clearer picture of your 
patient’s internal sense of gender identity and sexual orientation. Literature suggests 
that neither sexual orientation nor gender identity is a choice and that there are clear 
biological infl uences on the development of sexual orientation and gender identity. 
For example, twin studies investigating homosexuality [ 30 ,  31 ] showed higher rates 
of concordance among monozygotic twins (52 % for gay men, 48 % for lesbians) 
than for dizygotic twins (22 % for gay men, 16 % for lesbians) and for adoptive sib-
lings (11 % for gay men, 6 % for lesbians), thus making a clear argument for a strong 
heritable component of homosexuality. However, how one expresses those identities 
does involve a degree of volition, and is infl uenced by one’s psychological, social, 
and cultural infl uences. This is as true for identities considered more normative than 
for identities less typically a part of the norm. 

 The process of “coming out” is primarily an experience thought to be limited to 
those with variations in their gender expression or sexual orientation, but everyone 
proceeds through identity development around their sexuality and gender, and often 
exploratory behaviors and thoughts in youth are not refl ected by later identity con-
solidation in adulthood. Regardless if one identifi es as gay, straight, bisexual or 
asexual,  cis - gendered ,  transgendered  or  genderqueer , at a certain point, a sexual 

K.R.-L. Liaw and A. Janssen



103

orientation and gender identity are established and frequently those early  exploratory 
thoughts, fantasies or experiences are forgotten. In one study, men reported same-
sex experience rates of approximately 3 % for the past year and 7–9 % since 
puberty, and for women, approximately 1 % in the past year and 4 % since puberty 
[ 32 ]. These numbers refl ect sexual behavior only and do nothing to quantify iden-
tity or fantasies, nor are these numbers predictive of later identity. They capture 
behaviors but miss out on the fuller picture of the diversity of gender and sexual 
expression. 

 As a society, we are much more comfortable with identifying folks on opposing 
poles than as on a spectrum. This stressor becomes very clear in work with bisex-
ual or gender-queer individuals, those who choose to identify on a place on the 
gender and sexuality spectrum that places them apart from the current norm. By 
identifying in such a way that may be more internally consistent but less societally 
sanctioned, people are exposed to more bias and discrimination [ 33 ]. Those iden-
tifying as somewhere in the middle between gay and straight, man or woman are 
often the most misunderstood, and a good assessment is the fi rst step to 
understanding. 

 By thinking in a continuum approach, you are not limited to rubrics based on one 
identity or another. Every person, no matter their orientation or behavior, has bio-
psychosocial and cultural infl uences that defi ne and modulate their gender and their 
sexuality. As such, age-appropriate assessment of psychosexual development should 
be done for every patient, and ideally, any assessment would be structured such that 
the provider can better understand the role that these biopsychosocial and cultural 
infl uences have played in their patients’ lives. 

 There is not good data on the prevalence of gender variance, with most of the data 
coming either from the specialized gender clinics or patients presenting for cross-
hormone treatment or sexual-reassignment surgery. Numbers ranges from approxi-
mately 1 in 1,000 to 1 in 20,000 individuals [ 34 ,  35 ] and these numbers do not 
account for those individuals that have an identity that fi ts somewhere along the 
gender spectrum that do not seek any treatment. 

 Psychologically, one must understand how one integrates their gender and sexual 
orientation into their identity. Have they fully formed their identity? Does it align with 
their behaviors? Does it bring pride, shame, or indifference? What is the impact of 
their identity and behavior on their mental health (substance use, depression, suicidal 
ideation) or in their relationships—romantic, sexual or otherwise? Often those with 
gender nonconforming identities or behaviors or those with same-sex interests are 
forced to keep their identities and experiences a secret—from their peers, their fami-
lies and even from themselves. How does holding on to that secret impact their devel-
opment and their functioning? There is no evidence to suggest that LGBTQ individuals 
use any separate defense mechanisms to address their challenges [ 36 ] However, for 
those with sexual identity and/or gender identity that is not safe to be expressed, they 
often miss out on developmental experiences they see their peers engage in. 

 Socially and culturally, inquiries can lead into multiple social milieus. For exam-
ple, what are the family beliefs about sex, gender, and sexuality? What are the com-
munity and/or religious views about gender and sexuality? Does the patient face 
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bias? Is he or she safe to express his or her identity? What are the cultural values and 
mores of the social group? Do you know people that are going through a similar 
developmental trajectory? Asking these types of questions will help a provider to 
understand the context through which his or her patient conceptualizes their gender 
and sexuality and helps to later guide the treatment plan.   

    Comorbid Medical and Psychiatric Concerns 

 From the LGBT Mental Health Syllabus [ 3 ]:

  [Those living on the gender and sexual continuum] are people fi rst and foremost, with the 
same primary care issues and needs as others across the lifecycle. [This] community is 
highly diverse, and any discussion of health risks and behaviors runs the risk of overgener-
alization or even stereotyping, leading to questionable assumptions. 

   Our knowledge base with regard to medical and mental health concerns facing 
gender and sexual minorities is limited by two key factors:

    1.    There have been signifi cant methodological challenges in conducting research 
on a group that is subject to bias and discrimination, both within society and 
within the medical system.   

   2.    Until recently, those living on the gender and sexual continuum have not been 
included or adequately identifi ed and characterized within important population 
health-based studies.     

 That being said, what follows is a review of key health issues to consider in your 
work with all patients on the continuum keeping in mind that risk is conferred by 
gene–environment interactions and behavior and not by sexual orientation or gender 
identity. It is important to ask about specifi c sexual and health-related practices, 
such as how often they see their health care providers, level of trust in the medical 
system, willingness to follow-up with recommended screenings or treatments, to 
accurately assess medical and mental health risks in our clients.  

    Cancer 

 Though defi nitive studies are lacking, preliminary data suggests that sexual and gen-
der minorities have a heightened risk for certain cancers. More research is needed to 
understand the natural history of disease in these populations. MSM have higher 
rates of non-Hodgkin lymphoma and Kaposi’s sarcoma associated with HIV/AIDS 
infection. Evidence increasingly suggests that MSM are at increased risk for anal 
cancer due to increased rates of human papillomavirus (HPV) and as of yet, lack of 
standardized screening in this population. HIV positive MSM should have yearly 
anal PAP tests, and those who are HIV negative should be screened every 2–3 years. 
The HPV vaccine is under study for the MSM population. Because the risk for HPV 
and anal cancer travels with sexual behavior and not sexual orientation, it is important 
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to also inquire about current and historical sexual practices while working with all 
of your patients and not just those who are self-identifi ed homosexuals. 

 Though no defi nitive studies have been completed, lesbians may be at higher risk 
of breast cancer than heterosexual women due to higher rates of risk factors, such as 
obesity, alcohol consumption, nulliparity, and lower rates of breast cancer screen-
ing. Lesbians also tend to receive less frequent gynecologic care than heterosexual 
women and might also be at higher risk for greater morbidity and mortality from 
gynecologic cancers, such as uterine and ovarian cancer. Women who have had sex 
with women (WSW) should be screened with PAP and for HPV as per the estab-
lished recommendations for all women, and vaccinated against HPV when appro-
priate [ 3 ,  37 ].  

    HIV/AIDS 

 The Human Immunodefi ciency Virus (HIV) is the infectious agent that can lead to 
Acquired Immune Defi ciency Syndrome, or AIDS. HIV is spread through direct con-
tact with an infected person’s blood, semen, vaginal secretions, and breast milk. The 
HIV/AIDS epidemic has had enormous impact on global health, and patterns of trans-
mission vary greatly between countries. In 2011, an estimated 34.2 million people 
worldwide were living with HIV, and there were 2.4 million new cases of HIV infec-
tions in 2011 alone [ 38 ]. Worldwide, unprotected sexual contact between people of 
the opposite sex account for more cases than those for same-sex contacts. However in 
the United States, MSM have been the largest subpopulation affected. Although the 
popular image of a person with HIV/AIDS is of a White gay man, African Americans 
account for 46 % of those living with HIV with Latinos accounting for 18 % and 
Whites accounting for 35 %. New HIV infection rates remain disproportionally high 
among younger African American and Latino MSM [ 39 ]. 

 Since AIDS was fi rst recognized in 1981, we have made great strides in the pre-
vention of HIV transmission and in HIV/AIDS care. The Center for Disease Control 
(CDC) estimates that 1.1 million people in the United States are living with HIV 
infection and that approximately 1 in 5 (21 %) of those people are unaware of their 
infection [ 38 ]. With the advent of highly active antiretroviral treatments (HAART), 
what was once a nearly certain fatal disease has become a chronic disease for those 
who have access to treatment [ 3 ]. The availability of HAART not only increases the 
lifespan of those with HIV infection but also lowers some people’s perception of 
risk and thus their behavior around unprotected sex and needle sharing. The long-
term sequela of HAART, such as high cholesterol, diabetes, and the redistribution of 
body fat, need to be monitored closely by primary care, medical specialist, and 
mental health professionals. 

 The health implications of HIV are far-reaching and range from life-threatening 
opportunistic infections and malignancies to mental health challenges. All patients 
should be screened and counseled regarding safer sexual practices and other preven-
tative measures. Those reporting higher risk behavior, such as multiple partners, 
unprotected sex, needle sharing, or sex with partners who are sharing needles, 
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should be screened more frequently, approximately every 3–6 months [ 3 ]. 
Professionals may erroneously assume that lesbians have had no history of sexual 
contact with men. In one study, 77 % of self-identifi ed lesbians had one or more 
male sexual partners in their lifetime. WSW appear to have higher rates of unpro-
tected sex when having sex with men, more sexual contact with MSM, and more 
sexual contact with IV drug users when compared with exclusively heterosexual 
women [ 37 ]. These statistics demonstrate the importance of screening WSW for 
HIV along with women who are not sexual minorities.  

    Other Sexually Transmitted Diseases and Hepatitis 

 Because STDs and the behaviors associated with acquiring them increase the likeli-
hood of acquiring and transmitting HIV, it is important that all patients be screened 
and counseled on safer sex practices and other preventative measures. Some surveil-
lance data suggests that rates for syphilis and gonorrhea may be increasing among 
MSM. The current recommendation is that MSM should be screened yearly for 
gonorrhea, syphilis, chlamydia, herpes, HPV-associated genital and anal warts, and 
HIV. MSM are also at increased risk for proctitis, pharyngitis, and prostatitis, which 
are infection and infl ammation of the rectum, throat, and prostate respectively [ 37 ]. 
In terms of risk for lesbians and WSW, there have been confi rmed cases of transmis-
sion of herpes, HPV-associated anal and genital warts, bacteria vaginosis, and 
trichomoniasis. Despite these risks, lesbians and WSW are screened and counseled 
on safer sex practices less frequently than exclusively heterosexual women by their 
health care providers [ 37 ]. 

 The most common types of viral hepatitis, or infl ammation of the liver, are 
Hepatitis A, B, and C. All three of these unrelated viruses can produce an acute ill-
ness characterized by nausea, malaise, abdominal pain, and jaundice. Many persons 
infected with Hepatitis B or C, which are transmitted through contact with an 
infected person’s blood or body fl uid, are unaware they are infected. Both Hepatitis 
B and C viruses can produce chronic infections that often remain clinically silent for 
decades while increasing risk for liver disease and liver cancer [ 40 ]. Vaccines are 
available for Hepatitis A and B. Due to an elevated risk for Hepatitis A and B in 
MSM, all MSM should be adequately vaccinated though many are not.  

    Mental Health and Substance Abuse 

 Gender and sexual minorities have higher prevalence of depression, anxiety, sub-
stance use disorders, suicidal ideation, and posttraumatic stress disorder. Some 
researchers hypothesize that the cause of the higher prevalence of these disorders is 
partially attributable to societal stigma, prejudice, and discrimination against gender 
and sexual minorities, which in turn leads to stress and mental health problems. This 
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hypothesis, the  minority stress theory , will be discussed in further detail in the next 
section. In the few larger scale, national epidemiologic studies, suicidal ideation and 
attempt rates approach or exceed 50 % and 20 % respectively. Recent studies of 
sexual minority youth populations continue to report alarmingly high rates of sui-
cidal ideation and attempts at 3–7 times higher prevalence as compared with hetero-
sexual youth [ 38 ]. 

 With regard to substance use, gender and sexual minorities have higher rates of 
tobacco use, which is associated with increased risk for heart disease, lung cancer 
and emphysema, and a variety of other health problems. Studies indicate that gender 
and sexual minorities have higher rates of alcohol and illicit drug use. All patients 
should be routinely screened for alcohol and substance use disorders, especially 
since use is associated with other high-risk behaviors and negatively affects other 
chronic diseases. Clinicians should be familiar with some illicit drugs used more 
frequently among gay men, such as inhalants, hallucinogens, and the “club drugs,” 
such as ketamine, MDMA (ecstasy, Molly), methamphetamine (crystal meth), and 
GHB. A few studies have included lesbians and have found higher rates of tobacco, 
marijuana, cocaine, and alcohol use as compared to heterosexual women [ 3 ,  38 ].  

    Minority Stress Theory: Prejudice, Social Stress, and Health 

 Ilan H. Meyer and others have written extensively on the topic of  minority stress  as 
a possible explanation for why gender and sexual minorities have higher preva-
lences of mental health problems, substance use, and perhaps medical morbidity 
and mortality as well. In psychology, stressors are defi ned as events and conditions, 
such as the death of a loved one, job loss, or new illness diagnosis, that cause change 
and require that an individual adapt to a new life circumstance or situation. These 
situations include social conditions, which strongly impact the lives of those belong-
ing to stigmatized social groups. According to Meyer and other stress researchers: 

 Prejudice and discrimination related to low socioeconomic status, racism, sex-
ism, or homophobia—much like the changes precipitated by personal life events 
that are common to all people—can induce changes that require adaptation and can 
therefore be conceptualized as stressful [ 41 ]. 

 The minority stress framework describes four underlying stress processes: (1) 
experience of prejudice events (discrimination), (2) expectations of rejection 
(stigma), (3) hiding and concealing, (4) internalized homophobia, and ameliorative 
coping processes. These stress processes can be described along a continuum from 
distal stressors, which are usually objective events and conditions, to proximal per-
sonal processes defi ned as subjective because they rely on individual perceptions 
and appraisals [ 41 ]. 

 Starting with distal effects, studies have shown that gender and sexual minorities 
are disproportionally exposed to prejudice events, including discrimination and vio-
lence. For example, LGB adults are twice as likely as heterosexual people to have 
experienced a life event related to prejudice, such as being fi red from a job. 
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Furthermore, 20–25 % of lesbians and gays have experienced victimization, including 
physical and sexual assault, robbery, and property crime. School-based studies 
suggests that gender and sexual minority youth are much more likely to be victim-
ized by antigay prejudice events than heterosexual peers and that the psychological 
impact of these events can lead to severe negative developmental outcomes. 

 Stigma, or a mark of shame or disgrace, placed upon gender and sexual minori-
ties by society leads to expectations of rejection and discrimination within the 
minority group [ 41 ]. These minority groups learn to become “constantly on guard” 
or vigilant that others that they come across in daily life might be prejudiced against 
them. Moving more proximally to the self, those living on the continuum often have 
to conceal their stigmatized identity to avoid negative reactions from others. 
However, there is a psychological cost to concealment as one’s energies and cogni-
tive processes become disproportionately consumed and siphoned to this end. There 
have been many studies describing the adverse psychological, health, and job-
related outcomes due to workplace fear of discrimination and concealment around 
sexual minorities. Furthermore, the psychological literature to date shows that 
expressing emotions and sharing important aspects of one’s self with others—
through confessions and disclosures involved in interpersonal or therapeutic rela-
tionships—are important factors in maintaining physical and mental health. 

  Internalized homophobia , or the internalization of societal antigay attitudes, 
within lesbians, bisexuals, and gay men, represents what Meyer describes as a form 
of stress that is “internal and insidious.” Research has shown that internalized 
homophobia correlates with depression and anxiety symptoms, substance use disor-
ders, and suicidal ideation. Studies also suggest an association with self-harm, eat-
ing disorders, HIV-risk-taking behaviors, and diffi culties with intimate relationships 
and sexual functioning [ 41 ]. 

 Those living on the gender and sexual continuum also have access to powerful 
coping and resilience resources, such as opportunities for group solidarity and cohe-
siveness. Gender and sexual minorities have created stigma-free, empowering envi-
ronments that foster growth and integration of one’s gender and sexual identity with 
other important aspects of one’s life. These environments and relationships allow 
for a reappraisal of the stressful condition, yielding it less power to negatively 
impact upon psychological well-being [ 41 ].  

    Multiple Minorities 

 Within each of us, we hold multiple identities. Gender and sexual identity are just two 
among many possible realms of self-defi nition and affi liation, including those based 
upon socioeconomic status, geographic region, race and ethnicity, religious and spiri-
tual affi liation, and others. Furthermore, within each of these groups, there is signifi -
cant heterogeneity. Those who hold multiple minority status may face unique struggles 
and simultaneously have access to alternative social support networks and resources. 
For example, LGB people of color can face alienation and discrimination by the LGB 
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community and from their racial and ethnic community of origin, which sometimes 
leads individuals to feel forced to choose one identity over the other [ 3 ]. Individuals 
with multiple minority status (i.e., a lesbian, Latina female or an Asian-American, 
transgendered man) can also connect with others from similarly diverse backgrounds 
to create opportunities for social support and further integration of their complex iden-
tities. Religious and spiritual affi liations and institutions can also play a powerful role 
in one’s acceptance or rejection of same-sex attraction, behavior, and identity. Men 
and women have very different experiences of living on the gender and sexual con-
tinuum based upon the unique developmental trajectories and socialization patterns 
and expectations for boys/men and girls/women within our society [ 3 ]. Other impor-
tant realms to consider in your work are the effects of socioeconomic status, disability, 
and geography on the identity of those living on the gender and sexual continuum.  

    Case KT: Assessment 

 Seeing KT for the initial evaluation, a full assessment of gender and sexual develop-
ment was undertaken. KT reports that as long as memory served, she felt more like a 
boy than a girl. When she was a toddler, she remembered wondering what happened 
to her penis and when hers would “grow in.” She identifi ed with the male fi gures in 
her favorite cartoons and played almost exclusively with boys growing up. As the 
social pressures of school began to mount and girls and boys began to separate, she 
began to express frustration and sadness that she didn’t feel like she fi t in. This was 
exacerbated in part by her adoption and being of a different ethnic background of her 
mother and father. Her feeling of not fi tting in intensifi ed with puberty, and the devel-
opment of breast buds was a terrifying experience but paled in comparison to the 
onset of menses. Notably, as the assessment progressed, it became clear that KT’s 
tantrums increased in frequency during her menstrual period each month. She felt her 
body was betraying her identity, and that she was beginning to feel hopeless that there 
was any possibility for change. In the interim between the two diagnostic interview 
sessions, KT became increasingly aggressive, punching holes in the walls at home, 
and alarmingly began expressing suicidal ideation. She was admitted to an inpatient 
psychiatric unit, where she was diagnosed with ADHD and Mood disorder, NOS and 
was started on Concerta (a stimulant), Lithium (a mood stabilizer), Risperdal (an 
antipsychotic), and Propanolol (secondary to side effects on the Lithium). After 10 
days, she was discharged home and returned to complete her evaluation.  

    Case JS: Assessment 

 JS was a charismatic young man who presented as self-assured and comfortable in 
his skin, and very much initially minimizing the events that led to his overdose. He 
grew up in a very religious family and spent almost every weekend in church-related 
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events with his large family. Growing up he reported having sexual fantasies with 
women exclusively but began having sexual encounters with a same aged male 
neighbor beginning at age 12. He remembers these encounters as enjoyable but 
something he had to keep secret from his friends and his family. He and his neighbor 
began having anal sex at age 14, and JS was always the penetrative partner. He 
reported that this was signifi cant and explained that “only gay guys receive.” As he 
grew up and began college and later graduate school, he continued to maintain his 
identity as a heterosexual man but found the anonymity of the internet and mobile 
“hookup apps” to be an easy outlet for his unsatisfi ed sexual feelings. He enjoyed 
the secrecy and felt that his sexual encounters with other men had no bearing on his 
relationship with his girlfriend. That said, he was starting to make friends with other 
“men on the down-low” and was starting to spend more and more time with these 
other men. It became more diffi cult for him to explain to his girlfriend where he was 
spending his time. Upon testing positive for gonorrhea, he reported feeling that he 
was going to lose the life he had built for himself and felt guilty that he may have 
exposed his girlfriend to this sexually transmitted infection. He was grateful that the 
suicide attempt was not a success and was looking for guidance on how to reinte-
grate into his life with his girlfriend.  

    Treatment 

    Treatment Overview 

 There is not a treatment for heterosexuality. Nor is there a treatment for homosexu-
ality or bisexuality or gender variance. The scientifi c literature suggests that while 
one can, to some degree, alter one’s behavioral patterns around sexual orientation 
and gender identity, it is not possible to change an enduring pattern or homosexual 
or gender variant development [ 42 – 44 ]. Attempts to change one’s sexual orientation 
through therapy (at times known as “conversion therapy” or “reparative therapy”) 
have been practiced nearly as long as therapy has existed; however, there is little 
evidence to support its effi cacy. Anecdotal reports that speak to its effi cacy are 
counterbalanced by anecdotal reports that speak to its lasting psychological harm. 
One of the more controversial papers on the subject, “Can Some Gay Men and 
Lesbians Change Their Sexual Orientation? 200 Participants Reporting a Change 
from Homosexual to Heterosexual Orientation” [ 45 ] argued that reparative therapy 
may be effective for a small group of individuals wishing to change their sexual 
orientation. However, in 2011, Spitzer retracted his claim, reporting “in retrospect, 
I have to admit I think the critiques are largely correct… The fi ndings can be con-
sidered evidence for what those who have undergone ex-gay therapy say about it, 
but nothing more.” (  http://prospect.org/article/my-so-called-ex-gay-life    ) The poten-
tial risks of this type of “therapy” include depression, anxiety, self-destructive 
behavior as well as the reinforcement of the belief that sexual attraction towards the 
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member of the same sex or a gender identity that doesn’t match one’s biological sex 
is pathological. The American Psychiatric Association, the American Psychological 
Association, The American Academy of Child and Adolescent Psychiatry, The 
American Academy of Pediatrics and The National Association of Social Workers 
all refer to the practice of reparative therapy as substandard and/or unethical care. 
So if changing one’s sexual orientation or gender identity is not a valid goal for 
treatment, what are appropriate goals and special considerations for treatment of 
LGBTQ patients? 

    Recognition of Similarities 

 First of all, it is important to note that there can be more commonalities in treatment 
planning for a bipolar gay man versus a bipolar straight woman than there are 
between a gay man with social phobia and a gay man with schizophrenia. A thor-
ough assessment and diagnostic evaluation should fi rst and foremost guide the treat-
ment planning. Standard, evidenced-based interventions should be put into place for 
any primary psychiatric disorders. However, in working with the LGBTQ popula-
tion, context is important. It is important to know the cultural norms, as well as the 
individual norms for the patient you are treating. For example, sexual expression 
and the frequency of sexual encounters can change based on the norms of the cul-
ture the patient identifi es with. How does a treatment provider recognize the manic 
symptom of hypersexuality in the case of an asexual patient versus in a patient who 
routinely has multiple sex partners each week?  

    Identifi cation and Management of Psychiatric and Medical Comorbidities 

 As described earlier in the chapter, LGBTQ individuals have an increased risk for a 
number of psychiatric and medical comorbidities. The culturally sensitive provider 
will learn how to assess for these comorbidities and apply evidence-based practices 
to address them. A mental health professional need not identify as LGBTQ in order 
to provide a treatment environment free of bias; however, some LGBTQ patients 
will specifi cally request having a provider with more personal understanding of 
what it means to be LGBTQ. It is the responsibility of the provider to help connect 
their patients to other culturally sensitive providers in order to reduce the risk of 
further health care discrimination. It is important to be aware of professional and 
community resources that can provide safe, supportive environments for LGBTQ 
individuals.  

    Identifi cation and Management of High-Risk Behaviors 

 As described earlier in the chapter, LGBTQ individuals are more likely to be the vic-
tims of bullying or systematic discrimination and more likely to contemplate as well 
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as attempt suicide. Data in this realm can be quite terrifying. Up to 40 % of transgen-
dered adults have attempted suicide at least once in their lives [ 29 ]. Researchers have 
begun to investigate risk factors and demographics of those more likely to attempt 
suicide in addition to investigating resiliency factors that are protective. Treatment in 
many ways is guided by this research. A stable sense of identity and a connection to 
a family/community that is supportive are two resiliency factors that have been identi-
fi ed as protective for suicide risk in youth populations [ 46 ,  47 ]. As such, the treatment 
provider has an opportunity to provide a safe space for a patient to explore their own 
identity free from judgment or free from agenda. In this way, the therapist can “pro-
tect the individual’s full capacity for integrated identity formation and adaptive func-
tioning” [ 48 ]. For children and adolescents, the presence of an interested adult is 
protective against suicide for Lesbian, Gay and Bisexual Youth and the therapist can 
both fi ll that role as well as to help their patients connect to community supports. 
Family interventions, particularly when working with children and adolescents are 
vital to help build family connectedness and mutual understanding of the patient’s 
exploration of their gender and sexuality.  

    Understand and Intervene on Stigma and Bias 

 It is the job of the health care professional to understand the societal and cultural 
context by which their patient may be exposed to stigma and bias and to help address 
and/or manage the psychological impact. In some schools and workplace environ-
ments, people are openly targeted for appearing gay, lesbian, or gender variant. As 
adults, it is legal in 29 states to be fi red because of your sexual orientation and it is 
legal in 34 states to be fi red for being transgendered (  http://www.glaad.org/ 
standupforellen    ). As such, LGBTQ individuals often have to hide their identities at 
work or at school in order to protect themselves. As providers we have the opportu-
nity to educate potential allies in these stigmatizing environments and help to build a 
safer environment for our LGBTQ patients. In addition, Medicaid policy dictates that 
no coverage be provided for treatment related to gender identity-related concerns, nor 
do many other insurers. As such, a two tier system is created for gender variant indi-
viduals—those that can afford the life saving treatment and those who cannot.   

    Special Considerations for Gender Variance 

 The World Professional Association for Transgender Health is an international, 
multidisciplinary professional association with a “goal to promote evidenced-based 
care, education, research, advocacy, public policy and respect in transgender health.” 
(  http://www.wpath.org/about_mission.cfm    ) As a part of their mandate, they publish 
the Standards of Care for the Health of Transsexual, Transgendered, and Gender 
Non-Conforming People. The overall goal of the Standards of Care (SOC) “is to 
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provide clinical guidance for health professionals to assist transsexual, transgender, 
and gender nonconforming people with safe and effective pathways to achieving 
lasting personal comfort with their gendered selves, in order to maximize their over-
all health, psychological well-being, and self-fulfi llment.” The SOC provides guide-
lines for mental health and medical professionals providing care for gender variant 
individuals and seeks to establish evidenced-based practices. They recommend that 
mental health clinicians working with gender variant individuals should have basic 
competence in mental health assessments and treatments in addition to a knowledge 
of the range of gender nonconforming identities and expressions and of the assess-
ment and treatment of gender dysphoria. Ongoing education and supervision in the 
fi eld is vital to maintaining sensitivity and effi cacy. 

 As for any person, a good treatment begins with a thorough assessment. 
Assessment of gender variant individuals “includes, at a minimum, assessment of 
gender identity and gender dysphoria, history and development of gender dysphoric 
feelings, the impact of stigma attached to gender nonconformity on mental health, 
and the availability of support from family, friends, and peers…” [ 49 ]. As described 
earlier, gender variant behaviors are more common in childhood than in adulthood 
and most children meeting criteria for gender identity disorder in childhood will no 
longer meet qualifi cations for that diagnosis as adults [ 50 ]. As such, it is important 
for the clinician to be “aware of current evidence on the natural course of gender 
discordance and associated psychopathology in children and adolescents…” [ 48 ] as 
well as in adults. 

 The health professional should provide education to their patients regarding 
options for gender identity expression and medical interventions and be able to 
assess for eligibility, preparation and referral for hormone therapy and surgery. At 
present, the SOC recommends that if a patient is to begin puberty suppression or 
hormone treatment (i.e., estrogen for a biological male with a female gender iden-
tity or testosterone for a biological female with male gender identity), that a quali-
fi ed mental health professional must fi rst assess the patient and provide a letter that 
identifi es the patient’s personal and treatment history, progress, and eligibility. An 
understanding of the risks, benefi ts, and alternatives must be demonstrated and the 
treatment options reviewed. It is a similar process for either breast reduction/
removal or augmentation surgeries. For genital assignment surgeries, two separate 
qualifi ed mental health professionals must provide support. Hormone treatment and 
surgery can be life saving, and the literature suggests that relief from gender dys-
phoria cannot be achieved without a closer congruence between one’s gender iden-
tity and their primary/secondary-sex characteristics [ 51 – 53 ]. 

 Psychotherapy is not an absolute requirement for these referrals, nor is there one 
specifi c type of therapy that is recommended. The goals of therapy for gender vari-
ant individuals are not manifestly different from anyone else—to maximize well- 
being, self-fulfi llment, and quality of life. However, supporting a patient (as well as 
their family and community) through a gender transition is a unique task, and pro-
viders working with transgender clients should have experience with this process. 
For example, the mental health professionals must educate themselves about the 
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processes for changing one’s identity documents, advocacy options, and peer 
supports within the gender variant community. 

 While there are unique aspects to treatment of the LGBTQ population, the pro-
cess of treatment is no different. Every person develops a sense of their gender and 
their sexuality, and every person is profoundly infl uenced by these processes. To 
bring gender and sexuality into the treatment is to better understand and enrich the 
therapeutic relationship and encourage an open dialogue about identity that will 
have reaching impact beyond the realm of gender and sexuality.   

    Case KT: Treatment Follow-Up 

 KT returned to complete the evaluation after her hospitalization at which point, it 
became clear that the primary issue was the Gender Identity Disorder as well as the 
ADHD, with an adjustment disorder secondary to the gender identity. The fi rst stage 
of treatment was education with KT and the family about gender identity develop-
ment and KT’s likely developmental trajectory. Given KT’s strong and persistent 
cross-gendered identifi cation, persistent throughout childhood and through puberty, 
it was recommended that KT begin weekly therapy and be allowed to transition to 
living in his preferred gender. His parents struggled initially with making their own 
transition and remembering to use male instead of female pronouns, but with dili-
gence and care, they quickly became used to the new norm. His sister continued to 
make threats to “out” him when she was angry, but also responded well to family 
meetings targeting education about gender identity. At KT’s request, pictures of KT 
in feminine attire were removed from the home. While this was very diffi cult for his 
parents to understand and to manage emotionally, the trade off was that KT’s aggres-
sion ceased with the transition. The lithium and Risperdal were discontinued, and 
KT remained only on Concerta, the medication for ADHD. He began at a new 
school, where he could live openly as the boy he always felt he was. He was referred 
to an endocrinologist who began Lupron, a puberty suppressant. With this treat-
ment, the increase in moodiness and aggression that coincided with menses halted 
as his menses was suppressed. This continued for several months until his father 
changed job and his new health insurance no longer covered the injections, which 
cost nearly $1,000 per month. After much effort on the part of the family and his 
therapist, he was able to get pre-approved for the medication without a gap in treat-
ment. KT continues to struggle with fi guring out how to discuss being transgender 
with friends and family, and continues to wish he was just born a boy. He began to 
explore what it meant being transgendered and a racial minority adopted into a 
Caucasian family, and he began working on how to manage romantic and sexual 
feelings with a body that doesn’t match his identity. He is now able to do so with 
more introspection and nuance and has not had any more aggressive episodes since 
making his transition to living as a boy full time. He is looking forward to the future 
when he can begin treatment with testosterone and begin developing male second-
ary sexual characteristics.  
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    Case JS: Treatment Follow-Up 

 JS began weekly therapy with a mental health provider in his community, and with 
the support and guidance of his therapist, he spoke to his girlfriend about the sexu-
ally transmitted infection he had acquired as well as how he acquired it. She 
expressed shock and confusion, and though they both tried to work it out, the rela-
tionship soon ended. JS felt ambivalent about his decision to tell his girlfriend about 
his sexual encounters with men—on the one hand he felt relieved to have been hon-
est, but on the other hand, he mourned over the loss of the hidden and secretive 
nature of his desires. He has not had any return of any suicidal thoughts and contin-
ues to see his therapist regularly.  

    Summary 

 Gender and sexuality exist in continuums with infi nite possibilities. The gender and 
sexuality continuums are separate yet interrelated realms. The gender continuum 
can be further expanded into separate but not mutually exclusive masculine and 
feminine continuums. Consolidated gender and sexual identity develops across the 
lifecycle as result of the continual integration of gender and sexuality-specifi c 
realms of attraction/orientation, behavior/expression, and identity. Each individual 
is unique and composed of multiple identities that exist within and interact with 
other sociocultural realms, such as socioeconomic status, geographic region, race 
and ethnicity, religious and spiritual affi liation, gender and sexuality among others. 

 In order to provide the most effective, comprehensive, and appropriate care for 
our patients, we must be able to respectfully inquire about  all  of these realms for  all  
of our patients. Research to date has shown that by building our level of skill, knowl-
edge, and comfort in asking about these aspects of our patients’ lives, we can 
improve overall health outcomes and strengthen our therapeutic alliances. Future 
directions for clinical work, research, and education are vast and include but are not 
limited to ensuring equal access to care and improved quality of care for those living 
on the gender and sexual continuums as well as tackling the roots of stigma, dis-
crimination, and prejudice both within health care and society at large.     
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        In order to present an overview of American Indians and Alaska Natives mental 
health issues, the authors have purposefully avoided specifi c examples or generaliz-
able guidelines that would mislead the readers due to the extreme cultural and his-
torical differences that comprise the many American Indians and Alaska Natives 
nations. It is also important to note that in the context of diversity, American Indian 
and Alaska Native identity is defi ned politically due to their collective history of 
being citizens of sovereign nations, not solely by racial, ethnic, or cultural terms. 

 The general terms, American Indian and Alaska Native, are used to describe the 
Indigenous people of the continental United States; other terms use in the literature 
include Indians, Treaty Indians, Tribal, Native Villages, Alaska Native Villages, 
Native Corporations, Native American, Native, First Americans, Tribal Nations, First 
Nations, Indigenous Nations, American Indian Tribes, Tribal people, Indian tribes, 
organized bands, pueblos, Alaska Native villages, tribal communities, Federally 
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Recognized Tribes, non-federally recognized tribes, state recognized tribes, 
Rancherias, urban Indians, reservation tribes, reservation Indians, or specifi c tribes. 
There are more than 560 distinct federally recognized tribes listed with the federal 
government. Many other non-federally recognized groups exist and may be seeking 
federal recognition of their status including those tribes that are state  recognized but 
not federally recognized. 

 To effectively and competently provide mental services for American Indians and 
Alaska Natives one must understand the extraordinarily diverse demographic and indi-
vidual identity characteristics of the groups that make up North America’s indigenous 
populations. These populations are no doubt more diverse than those that make up the 
rich tapestry of national and ethnic groups in European countries. American Indians and 
Alaska Natives reside in all of the US states. Slightly more than 50 % reside in urban 
areas, with the remainder living in rural villages and small rural communities and on 
reservations. An unknown number follow traditional lifestyles, and countless others 
embrace the values and lifestyles of the common North American culture. The extraor-
dinary variation in lifestyle orientations and physical appearance among American 
Indians and Alaska Natives presents a daunting challenge for anyone who tends to view 
American Indians and Alaska Natives as a homogeneous group. 

 Indeed, the tendency of non-Natives to view American Indians and Alaska 
Natives in a collective manner has been a source of considerable concern among 
scholars. It may well be the major reason so many non-Natives experience diffi culty 
in understanding the complexity of the varied lifeways and thoughtways of American 
Indians and Alaska Natives. Later, we present some defi nitions as well as informa-
tion concerning demographic patterns among American Indians and Alaska Natives 
to show how diverse the population is and to demonstrate why it is nearly impossi-
ble to create a monocultural silhouette that portrays “Indianness” in a compendious 
manner. Mental health professionals must be aware of the variations and distinctions 
if they want to work effectively with American Indian and Alaska Native clients. 

 Historically, psychopathology, mental health, and personality among American 
Indians and Alaska Natives (Following a 1978 resolution by the National Congress 
of American Indians, people indigenous to North America are referred to as 
“American Indians” and “Alaska Natives,” except when specifi c tribal designations 
are appropriate.) held an enduring fascination as objects of study for social scien-
tists. Native scholars note the seemingly unceasing stream of biased research fi nd-
ings, case studies, and critical commentaries that fl owed from researchers and 
practitioners [ 1 ,  2 ]. For example, in a review of the American Indian and Alaska 
Native mental health literature Attneave and Kelso [ 3 ] remark on the overwhelming 
but severely imbalanced amount of available information; their review of almost 
500 articles represents a small portion of that literature. 

 Furthermore, most programmatic efforts to provide services in American Indian 
and Alaska Native mental health were guided by Euro-American psychiatric and pro-
fessional traditions (see [ 3 ,  4 ]). It has been demonstrated that the Euro-American 
practices confl icts with the basic worldview of many American Indian and Alaska 
Native communities [ 5 ]. Continuation of these practices will in all likelihood create 
more problems than are solved. Miranda et al. [ 6 ] reported that American Indian and 
Alaska Native populations are largely missing from the literature on the effectiveness 
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of mental health care and that the limited literature focuses on prevention strategies 
with American Indian and Alaska Native youth. Bernal and Scharron-Del-Rio [ 7 ] 
suggest that, “it is essential that researchers construct theories of psychotherapy and 
evaluate treatments grounded in the realities and experiences of ethnic minority popu-
lations” (p. 337). In addition, Bernal and Saez-Santiago [ 8 ] reported that too few stud-
ies have: (1) incorporated culture and ethnicity as part of the intervention; (2) tested 
the effectiveness of such interventions; (3). articulated and documented how ethnicity 
and culture play a role in the treatment process; and (4) described how interventions 
may need to be adapted or tailored to meet the needs of diverse families. 

 Over the last 3 decades, mental health services delivered to American Indians and 
Alaska Natives have grown dramatically in terms of general availability as well as in the 
range of care offered. This growth can be attributed to a number of factors, notably changes 
in federal public health policies, increasing tribal resources and expertise, and community 
demands for more comprehensive and’ “culturally relevant care.” The rapid expansion of 
mental health services to American Indians and Alaska Natives has, however, frequently 
preceded careful consideration of a variety of questions about several critical components 
of such care, specifi cally, the delivery structure itself, treatment processes, program evalu-
ation, epidemiological data, and preventive strategies. However, as a more informed per-
spective toward American Indian and Alaska Native mental health is emerging, federal 
and state agencies are now initiating and implementing new and more culturally sensitive 
mental health programs. Simultaneously, more accurate research and reporting are emerg-
ing. For example, recently many federal agencies have developed initiatives under the 
directive of health disparities research to promote preventive intervention efforts in 
American Indian and Alaska Native communities [ 4 ,  9 ,  10 ]. These interests and the initia-
tives are positive steps and have potential for improvement of mental health conditions. 

 While improvements have been made, a recent report by the Department of 
Health and Human Services Offi ce of Inspector General [ 11 ] found that:

   • Eighty-two percent of IHS and tribal facilities reported that they provide some 
type of mental health service; however, the range of available services is limited 
at some facilities.  

  • Staffi ng issues and shortages of highly skilled providers limit American Indian 
and Alaska Native access to mental health services at IHS and tribal facilities.  

  • Physical, personal/social, and economic challenges may affect access to mental 
health services at IHS and tribal facilities.    

 The report concluded that the high rates of suicide, substance abuse, depression, 
unemployment, and poverty in American Indian and Alaska Native communities 
demonstrate the need for access to mental health services. Although over 80 % of 
IHS and tribal facilities reported that they provide mental health services, these 
services are limited by shortages of highly skilled providers and by other staffi ng 
issues. Furthermore, the majority of American Indians and Alaska Natives seeking 
these services live in rural areas and face physical, personal/social, and economic 
barriers that limit access. The report recommended that IHS:

   • Provide guidance and technical assistance to help tribes explore potential part-
nerships with non-Indian and Native providers of community mental and behav-
ioral health services.  
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  • Continue to expand its telemedicine capabilities and provide guidance and tech-
nical assistance to tribal health care providers to expand and implement 
telemedicine.  

  • Develop a plan to create a single database of all IHS and tribal health care 
facilities.    

 The Center for Disease Control and Prevention report that from 1999 to 2004 the 
suicide rate for American Indians and Alaska Natives was higher than the overall US 
rate; the highest rate of suicide was with adults aged 25–29; suicide was the eighth 
leading cause of death for American Indians and Alaska Natives of all ages, and that 
suicide ranked second in leading cause of death for those aged 10–34. They also 
reported that in this same period, American Indian and Alaska Native males in the 
15–24 age range had the highest suicide rate compared to same-age males of all other 
ethnic groups. Their report linked suicide to behavioral health problems such as, anxi-
ety, substance abuse, and depression. They linked suicides to the underutilization of 
mental health services; high poverty, poor educational outcomes, substandard hous-
ing, and disease. Finally, they noted the major disruptive impact of forced assimilation 
across generations on tribal unity, family strength, and typical coping strategies [ 12 ]. 

 Given the long history of limitations and meager attempts at delivering formal 
services, it is not surprising that the recognition of the stark and immediate needs in 
these communities led to explosive growth, which outstripped the knowledge for 
designing and implementing appropriate programs. The time has come to take stock 
of the current situation. 

 Toward this end, we selectively review the literature pertinent to each of the areas 
listed above. A series of questions are posed as points of departure for future inquiry, 
the answers to which will, in our opinion, form the basis for signifi cant advances in 
the delivery of mental health services to American Indian and Alaska Native people. 

 Before turning to a discussion of specifi c aspects of the delivery of mental health 
services to this special population, some mention of the broader context is in order, 
particularly for readers who may be unfamiliar with these communities. 

 In 2010, there were 5.2 million people in the United States who identifi ed as 
American Indian and Alaska Native, either alone or in identifi cation with one or 
more other ethnicities. Out of this total, 2.9 million people identifi ed as solely 
American Indian and Alaska Native. Almost half of the American Indian and Alaska 
Native population, or 2.3 million people, reported being American Indian and 
Alaska Native in combination with one or more other ethnicities. The American 
Indian and Alaska Native population has experienced rapid growth, increasing by 
39 % since 2000 [ 13 ]. In 2010, the majority of the American Indian and Alaska Native 
population (7 out of 10) lived outside of American Indian and Alaska Native areas 
(i.e., federal reservation and/or off-reservation trust land, Oklahoma tribal statistical 
area, state reservation, or federal- or state-designated American Indian statistical 
area). Twenty percent of the American Indian and Alaska Native population lived 
inside an American Indian and Alaska Native area. 

 American Indian and Alaska Native communities are culturally heterogeneous, 
having been classifi ed into distinct regions in terms of differences in language, social 
organization, religious practice, and ecological relationships. Of the over 200 major 
Native/Indigenous American languages that existed immediately prior to European 
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contact, approximately 150 are still spoken, excluding hundreds of dialectal variations. 
At present, there are over 560 federally recognized tribal entities, an additional 100 or 
so that have been afforded tribal status by the states in which they reside, and several 
dozen that are not formally recognized in any fashion. Here, too, many more distinc-
tions are possible and are made by American Indian and Alaska Native people. 

 Treatment varies widely across Indian Country from having well-established men-
tal health agencies to others having no trained service providers within a 200 mile 
range. Overall, American Indians and Alaska Natives are less likely to have access to 
mental health services than the general population; receive poorer quality care, and 
are underrepresented in mental health research [ 14 ]. The barriers to treatment include 
a fragmented service system, limited funding, unavailable services, and racism cou-
pled with mistrust and fear of mental health treatment. The service provision for all 
American Indians and Alaska Natives are problematic as there are a limited number 
of professionals trained to work with American Indians and Alaska Natives. The need 
for appropriate and accessible mental health services in Indian Country is enormous 
[ 15 ]. Mental health services to American Indians and Alaska Natives are delivered by 
a diverse array of providers, many acting through federal agencies, some through 
locally controlled organizations, and others as part of private as well as state-man-
aged systems. Eligibility criteria are even more confusing and vary with the provider 
agency in question. Indeed, this confusion prompted a study sponsored by the U.S. 
Department of Education, Offi ce of Indian Education [ 16 ], to determine workable 
defi nitions of “Indian.” Despite the “defi nition” of Indian study, bureaucratic ambigu-
ity remains, employing tribally defi ned membership criteria (which differ across 
tribes), blood quantum (frequently one- fourth, genealogically derived), personal 
identifi cation/community consensus, and various permutations thereof [ 17 ]. It is 
within this setting, then, that the following issues and concerns arise. 

    Delivery of Services 

    Mental health services to American Indians and Alaska Natives are provided 
through private agencies and practitioners, county· and state agencies, community 
mental health centers, the Bureau of Indian Affairs, the Indian Health Service, urban 
Indian health and family support programs, and tribal health departments [ 18 ]. The 
nature and extent of services delivered vary with each agency or community organi-
zation, as does our knowledge concerning their respective client populations, prob-
lems treated, and outcomes.  

    State and Local Services 

 Very little information exists on client profi les and diagnostic distribution for 
American Indians and Alaska Native seeking services from private agencies. Given 
the availability of services provided by other institutions, it is likely that relatively 
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few individuals seek private care. Numerous American Indians and Alaska Natives 
from both urban areas and reservations are served by county and state mental health 
facilities. However, the diverse points of entry into this system—such as state hos-
pitals, day treatment centers, the Social Security Administration, CETA, Department 
of Justice, hospital emergency rooms, and vocational, rehabilitation sectors—yield 
a confusing and often unmanageable set of service use data. American Indians and 
Alaska Natives appear to use mental health services far less frequently than their 
need for services would suggest [ 19 ]. The American Indian Service Utilization and 
Psychiatric Epidemiology Risk and Protective Factors Project (AI-SUPERPFP) 
reported that between 21 and 24% (depending upon the tribe) of an American Indian 
sample were diagnosed with any alcohol, drug and mental disorder compared to 
22 % reported by non-American Indians in the National Comorbidity Study [ 20 ]. 
Reasons for low incidence of seeking mental health services included use of pri-
mary care for mental health rather than specialized care—most likely due to stigma 
associated with emotional or mental health treatment, privacy issues associated with 
confi dentiality (e.g., having to receive care at facilities where friends and relative 
work), and negative social support or criticism for seeking help from people in their 
social network. Furthermore, clients with anxiety disorder who had concerns inter-
acting with others were also reluctant to seek mental health services [ 19 ].  

    Bureau of Indian Affairs 

 The Bureau of Indian Affairs (BIA) serves tribal governments in the administration 
of employment and job training assistance; law enforcement and justice; agricul-
tural and economic development; tribal governance; and natural resources manage-
ment programs to enhance the quality of life in federally recognized tribal 
communities located in 34 states. 

 Historically, the BIA’s responsibilities included providing health care services to 
American Indians and Alaska Natives. However, in 1955 the responsibility was 
legislatively transferred as the Indian Health Service to the U.S. Public Health 
Service within the Department of Health, Education and Welfare, now known as the 
U.S. Department of Health and Human Services (DHHS). The BIA is also respon-
sible for the administration and management of 55 million surface acres and 
57 million acres of subsurface minerals estates held in trust by the United States for 
American Indian, Indian tribes, and Alaska Natives. The Bureau of Indian Education 
(BIE) is a branch of the BIA and provides education services to approximately 
42,000 American Indian and Alaska Native students. This responsibility is met 
through tribal and state contracts, federal boarding schools, and educational and 
vocational guidance programs. This branch encompasses child welfare, including 
care, supervision, and other services for delinquent, dependent, or neglected chil-
dren, and family services involving counselor interventions related to family break-
down and emotional instability [ 21 ]. Mental health professionals and 
paraprofessionals are employed in both branches. However, their diagnostic 
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observations are seldom a matter of formal record; at best they are expected to refer 
clients to mental health care providers, such as the Indian Health Service or the 
tribal-based behavioral health services. Typically, there is little or no post-referral 
monitoring. One primary concern of many BIE boarding schools is the placement 
of youth directly from residential care without formal follow up or referral [ 21 ].  

    The Indian Health Service 

 The Indian Health Service (IHS) annually provides inpatient and outpatient care to 
more than two million American Indians and Alaska Natives, through direct or con-
tract services in 12 regional areas each harboring approximately 772 facilities of 
hospitals, clinics, and satellite centers [ 11 ]. A relatively new but growing compo-
nent administers social service and mental health programs. Because of varying and 
limited resources, service provision can range from exemplary to extremely lacking. 
Many facilities are not able to provide mental health services due to staff shortages 
of psychiatrists and other licensed providers [ 11 ,  22 ].  

    Urban Indian Health Care Programs 

 Beginning in the early 1970s, American Indian and Alaska Native communities 
started to assume direct control of the management and provision of health services 
to their members. At present there are approximately 37 urban American Indian and 
Alaska Native health programs. These programs—authorized under Public Law 
93–437, the Indian Health Care Improvement Act, and implemented on a contrac-
tual basis with the Indian Health Service—have only recently expanded to include 
mental health care, and then on a limited basis. Urban Indians are much more likely 
to seek health care from urban Indian health organizations (UIHOs) than from non- 
Indian clinics [ 23 ]. However, these Indian-operated clinics must struggle to obtain 
and maintain their funding, resources and infrastructure needed to serve this grow-
ing population. The vast majority of American Indians and Alaska Natives living in 
cities are ineligible for or unable to utilize health services offered through the Indian 
Health Service or tribes (i.e., because of access to a facility or tribal enrollment dif-
fi culties), so the UIHOs are a key lifeline for this group. The Indian Health Service 
contracts with private Indian-controlled nonprofi t corporations to run UIHOs. 
Today, there are 34 UIHOs. In fi scal year 2006, Congress spent $32.7 million on the 
program, or about 1 % of IHS’s $3 billion annual budget. The 34 organizations 
served roughly 100,000 Indian people in 2005. However, there is no formal public 
health surveillance system for urban Indians. Federal, state, and local public health 
institutions might collect such data, but they are rarely disaggregated or separately 
analyzed [ 24 ]. Many standard federal health surveys cannot report accurately on 
urban Indians, in part because they lack adequate racial designations. In one effort 

5 American Indian and Alaska Native Mental Health Perspectives



126

to address some of these gaps, the Urban Indian Health Institute was created as a 
division of the Seattle Indian Health Board in order to unify data from the UIHOs, 
identify urban American Indian and Alaska Native health needs, and to clarify 
health disparities [ 24 ]. The majority of current urban American Indian and Alaska 
Native health data available is the work of the Urban Indian Health Institute. 

 A summary of urban mental health problem areas in 2007 indicate that: (a) 
American Indian and Alaska Native children, adults, and families have signifi cant 
and multiple mental health needs, and (b) these needs lie especially in the areas of 
chemical dependency, vocational/employment/fi nancial, family, learning, emo-
tional and interpersonal, and cultural diffi culties. Among the total population, the 
most frequent problem areas were: chemical dependency, family strife, learning 
disability or diffi culty, physical complaints, and employment. While these issues 
present themselves at these facilities, this pattern is thought to be representative of 
just a fraction of the broader American Indian and Alaska Native community [ 25 ].  

    Tribal-Based Health Care Programs 

 A similar set of circumstances characterizes tribal health programs. Reservation 
communities are empowered to assume either partial or total responsibility for the 
delivery of a wide range of services, including mental health care, as part of Public 
Law 93–638, the Indian Self-Determination Act. To date, 108 different tribal pro-
grams have been established under contract to the Indian Health Service. Less than 
half of these programs have a formal mental health component due to similar reasons 
mentioned with urban and Federal services: lack of adequate funding, lack of quali-
fi ed providers, isolated location, stigma, and lack of priority by tribal government.  

    Service Delivery Considerations 

 The American Indian and Alaska Native service delivery system is a complicated 
mixture of multiple service entities guided and impacted by jurisdictional overlays 
that create signifi cant problems in the delivery of trauma services. According to 
Manson [ 15 ], the system of services for treating mental health problems in Indian 
Country is a complex and inconsistent set of tribal, federal, state, local, and 
community- based services. The agencies directly responsible are Indian Health 
Service, Bureau of Indian Affairs, and the Department of Veterans Affairs; other 
programs providing services are the Department of Justice—Offi ce for Victims of 
Crime and the Offi ce of Juvenile Justice and Delinquency, tribal health programs, 
urban Indian health programs, state and local service agencies, schools—including 
nonprofi t and/or religious, and traditional healing resources. Manson’s 2001 report 
on “Mental Health Care for American Indians and Alaska Natives” states that while 
the need for mental health care is signifi cant, the services are lacking, and access 
can be diffi cult and costly [ 26 ]. The report lists problems in service utilization 
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patterns that include American Indian and Alaska Native children as being more 
likely to: (1) receive treatment through the juvenile justice system and inpatient 
facilities than non-Indian children, (2) encounter a system understaffed by special-
ized children’s mental health professionals, and (3) encounter systems with a con-
sistent lack of attention to established standards of care for the population. The 
proliferation of services within the delivery structure outlined above raises a large 
number of critical questions, the answers to which can guide future growth and cre-
ate greater effi cacy in care: Is there a relationship between the form of delivery 
structure and the degree of service utilization (frequency of return   ~ as well as initial 
contact)? What are the channels by which information about service availability is 
communicated to and among American Indians and Alaska Natives? What service 
programs have successfully engendered participation in planning and operation? 
How have they accomplished this? Does participation relate to differential program 
effectiveness? How so? What impact will federal policy changes in service delivery 
control and eligibility requirements have on delivery structure and subsequent orga-
nizational development? To what extent can service duplication be avoided? How 
can service delivery be restructured to render existing health resources more cost-
effective? What is the rate of referral compliance by American Indian and Alaska 
Native patients? To what extent is it affected by different eligibility requirements 
across services? How can one increase such compliance? 

 Though this article focuses on the formal mental health delivery structures, one 
should be aware of the important and extensive role that traditional healers play in 
the mental health care among American Indians and Alaska Natives. The function 
of traditional healers and their relationship to western health care professionals is an 
essential but not a necessarily utilized collaboration. It is our opinion that any effort 
to plan and deliver mental health services to Native communities must take the 
potential impact upon traditional healing practices into account. Central to wellness 
and healing is the American Indian and Alaska Native belief held by many tradi-
tional people that all things in life have a spiritual nature. Spirituality as part of 
healing understanding has played—and continues to play—an important role in the 
individual and collective well-being of American Indians and Alaska Natives; help-
ers and healers have been taught words, prayers, practices, rituals, and ceremonies 
that help connect the physical world with the spiritual to bring about wellness, bal-
ance, and harmony. The spiritual dimension is interwoven and intertwined with the 
physical, mental, emotional, and relational well-being dimensions [ 27 ]. Johnson 
and Cameron in their [ 28 ] review of mental health services with American Indians 
note the frequent use of traditional healing on a regular basis by both urban and 
reservation dwelling members of this population. King [ 23 ] found that more than 
half of urban American Indians and Alaska Natives had wanted traditional healing 
in the past year. Robert Bergman writes about medicine men that were able to pro-
vide types of healing that Western medicine could not provide, including the healing 
of schizophrenia [ 29 ]. He mentions one case in particular:

  …a woman who had been hospitalized several times as a schizophrenic. A social worker 
and I set out to track her down to see how she was. We found her father fi rst. He agreed to 
take us to see her but said that maybe we wouldn’t be interested anymore because now she 
was perfectly well. We said that if she was perfectly well, we were even more interested in 
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seeing her. She was at home taking care of several very active, healthy-looking children and 
weaving a rug at the same time. After a visit of several hours, we agreed that she was indeed 
well again. (p. 8). 

   We would do well to collectively and more seriously consider what traditional 
healers are able to offer the fi eld of mental health as well as develop integrated, 
holistic services.  

    Treatment Approaches 

 Counseling and psychotherapy outcome research has emphasized the importance of 
client or patient variables, expectation, and degree of disturbance, therapist charac-
teristics, and the like. The development of a facilitative relationship or working 
alliance is also of considerable importance. This interpersonal climate is thought to 
result from the ability of the therapist to understand the client and to communicate 
this understanding adequately [ 30 ]. 

 Therapy in cross-cultural settings—which characterizes the vast majority of 
American Indian and Alaska Native mental health experiences—has its most seri-
ous problems in those very areas of interaction that have been demonstrated to 
effect psychotherapy outcome. Cross-cultural therapy implies a situation in which 
the participants are most likely to evidence discrepancies in their shared assump-
tions, experiences, beliefs, values, expectations, and goals. Several recent literature 
reviews indicate that in the absence of this openness, this situation, at its extreme, 
establishes conditions that are clearly unfavorable for successful therapy, whereas 
effective cross-cultural therapy allows for the safe and open exploration of these 
discrepancies. This view is supported by the subjective reports of many clinicians 
involved in cross-cultural psychotherapy, as well as the limited cross-cultural 
research conducted in this domain [ 30 ,  31 ].  

    Complexities in Counseling and Psychotherapy 

 Among the most notable diffi culties is the client’s inaccurate or inappropriate per-
ception of the therapist’s role and client responsibilities. Thus, there is often a dis-
crepancy between what the client expects and what the therapist interprets as the 
most benefi cial role. This same theme has been emphasized [ 32 ,  33 ] in discussions 
of the diffi culties often inherent in attempts by non-Natives to work with American 
Indian and Alaska Native clients. They suggest that, in general, traditional therapeu-
tic forms of social or interactional control and infl uence are viewed by American 
Indians and Alaska Natives as out of the realm of proper behavior of action and that 
American Indian and Alaska Native clients frequently react with disquiet, fear, or 
bewilderment. Clear differences exist and do affect subsequent outcomes. 
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 In addition to expectation for role performance, the clients of cross-cultural 
 therapy do not always fi nd themselves motivated to change in ways that are congru-
ent with the therapist’s goals and value system [ 34 ]. Although they may be motivated 
to seek treatment, they probably do not share as many valued directions of change as 
participants from the therapist’s cultural background and training. Trimble [ 35 ] 
makes exactly this point, citing major differences between White and Sioux [ 36 ], 
Pueblo [ 5 ,  32 ], Hopi [ 37 ], and Arapaho [ 38 ] cultural values. Moreover, American 
Indian and Alaska Native clients may hold quite different beliefs about the etiology 
of their problems and the manner in which change can be accomplished [ 39 – 41 ].  

    Characteristics of Service Providers 

 Certain therapist characteristics, qualities, and activities have been identifi ed as con-
tributing to positive and negative outcomes in psychotherapy in general. In fact, 
many clinicians believe these qualities to be the most important determinants of 
patient improvement. Therapist variables such as warmth, honesty, self-disclosure, 
empathic communication, specifi c personality characteristics, and personal adjust-
ment are among those that have received the greatest attention in empirical studies. 
This research was initially summarized by Strupp [ 42 ], among others, and has been 
updated on several occasions [ 30 ,  43 ]. The evidence indicates that the quality of the 
relationship correlates with positive outcomes. 

 Cross-cultural research suggests that many of the same therapist characteristics 
are also related to positive outcome between participants from different cultures. 
Perceived expertness, positive regard and empathy, comfort, and previous cross- 
cultural experience have been shown to be related to different-culture patient 
improvement [ 44 – 47 ]. Considerably more work needs to be done in this regard, 
especially with respect to the manner in which such variables are defi ned and opera-
tionalized. Little or no data are available on the therapist variables most closely 
linked to positive outcomes in psychotherapy among American Indian and Alaska 
Native patients. Speculation and anecdotal impressions abound, yet remain to be 
evaluated systematically.  

    Treatment-Related Considerations 

 To this end, the following questions must be examined within American Indian and 
Alaska Native communities: (1) What treatment modalities (indigenous and nontra-
ditional) are available for various forms of psychopathology? (2) What expectancy 
variables defi ne the therapeutic relationships? From the American Indian and 
Alaska Native patient’s viewpoint? From the therapist’s viewpoint? (3) What pro-
cess variables occur between therapists and American Indian and Alaska Native 
patients? (4) How does one appropriately measure outcome? (5) What constitutes 
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effective treatment? (6) To what extent and under what conditions are treatment 
modalities differentially effective? (7) Under what conditions and for what reasons 
are practices and techniques of traditional healers appropriate? The importance of 
these questions cannot be understated.  

    Program Evaluation 

 Program evaluation proceeds at a different level of analysis than does the measure-
ment of treatment outcomes. It examines specifi ed organizational and service deliv-
ery goals in the context of community needs and the subsequent impact of an 
intervention scheme. Planners and administrators of American Indian and Alaska 
Native programs advocate evaluation of this nature, but seldom practice it. In those 
few instances in which such efforts are carried out, program response (in the form 
of modifi cation or redirection) rarely follows. This seems to be true of the delivery 
of mental health services in general as well as in the American Indian and Alaska 
Native case [ 48 ].  

    Utilization of Services 

 With one major exception, which is discussed at the end of this section, the evalua-
tion of services delivered to American Indians and Alaska Natives has taken the 
form of studies of reasons for underutilization, or, more specifi cally, barriers to 
service. Murdock and Schwartz [ 49 ] surveyed 160 elderly Sioux residents of a 
South Dakota reservation and found the overall awareness of available services to 
be remarkably low. More than 40 % of the respondents were unaware of 15 of the 
21 service agencies on the reservation. Awareness of service availability closely 
paralleled previous differences in perceived need by household type. Elderly per-
sons living alone were less aware of medical, home maintenance; and personal 
maintenance services than their counterparts residing as couples or with children. 
Moreover, the former were  more  aware of social and mental health services, for 
which they expressed considerable need, but that were sorely lacking. King [ 23 ] 
found that approximately half of an urban Indian sample were not aware of and did 
not know how to access basic health services. 

 Additionally, beliefs about the effectiveness of mental health care staff can affect 
use patterns. Reporting on their work among the Navajo, Schoenfeld et al. [ 50 ] 
indicate that patient referrals are directly related to the attitudes that program staff 
holds toward the provider agencies. For example, few, if any, clients were referred 
to the BIA program since attitudes toward its staff were largely negative. Furthermore, 
whereas the mental health personnel were viewed positively, a great deal of mistrust 
existed between them and other agencies, hampering effective coordination of the 
delivery of services in this community. Similar results were reported by Saylors and 
Daliparthy [ 51 ]. 
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 Urban American Indian and Alaska Native leaders and community members 
share a mutual concern for mental health conditions and availability of services 
[ 52 ]. According to Clark [ 53 ], urban Indians believe that their mental health needs 
are not being met adequately and that the federal government shares in the respon-
sibility for providing care. Available services are viewed with suspicion and hence 
are underutilized—a recurrent fi nding among American Indian and Alaska Native 
populations and other ethnic minority populations [ 54 ]. 

 Nonurban and off-reservation American Indian and Alaska Native apparently 
experience problems similar to those of their urban counterparts. Many off- 
reservation American Indians and Alaska Natives and those have been “dis-enrolled” 
have ambiguous status; state and federal governments typically consider them to be 
outside the realm of their responsibility. Nonetheless, their need for services is as 
great as those of American Indians and Alaska Natives from other settings—perhaps 
greater, considering the few services available to them.  

    Evaluation-Related Considerations 

 The rather limited focus of past evaluation efforts suggests that we must begin to ask 
a series of broader, more comprehensive questions: (1) What services currently 
maintain an active program evaluation component? What is this component’s func-
tion? How are data collected and used to inform development? (2) What evaluation 
models are available in general, especially those culturally appropriate for use in 
certain American Indian and Alaska Native areas? Are there program examples? (3) 
Are certain types of evaluation more appropriate for one delivery structure than for 
another? (4) What are the major barriers to program evaluation? How can these be 
overcome? (5) How does one meaningfully apply evaluation data to program devel-
opment? (6) What efforts are being made to evaluate the effectiveness of traditional 
healers in providing services, or the effectiveness of collaborative efforts between 
professionals and healers? (7) What are the competencies required for delivering 
effective mental health services in American Indian and Alaska Native areas? Must 
all programs fi t the cultural needs of communities? Or must the orientation of the 
clientele be adjusted to accommodate the limitations of the programs? To what 
extent are these issues being researched and assessed?  

    Epidemiology 

 Epidemiological data are requisite to the cost-effective deployment of mental health 
resources and are especially important when said resources are limited, as is the present 
case. Several studies report diagnostic distributions and prevalence rates, and explore 
the relationship between psychiatric morbidity and contemporary social pressures [ 55 ]. 
Though open to various methodological criticisms, these kinds of data provide a 
broader and more divergent picture of the nature and pattern of disorder in American 
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Indian and Alaska Native communities than those that derive from service utilization 
studies, by far the more common approach to estimating such trends [ 48 ,  56 ].  

    Epidemiological Considerations 

 Future epidemiological work among American Indian and Alaska Native communi-
ties must address the following questions: (1) To what extent are current diagnostic 
tools valid and reliable indicators of psychopathology as perceived and experienced 
by American Indians and Alaska Natives? (2) What is the relationship between 
“treated” prevalence and incidence rates (derived from service records) and patterns 
of disorder as manifested in the community at large? (3) Are the data that serve as 
the basis for “treated” prevalence and incidence rates collected in a reliable, system-
atic fashion? (4) Can these data be organized, collated, and reported in a regular, 
relatively current and accessible form? (5) Can a mechanism be developed to trans-
late such data into meaningful recommendations for the development of mental 
health services to American Indians and Alaska Natives?  

    Collecting and Measuring Mental Health Data 

 In response to the fi rst question, recent studies indicate the methodological and 
conceptual shortcomings of several diagnostic instruments when administered to 
members of American Indian and Alaska Native populations. Regardless of the 
scale of interest, the scores of nonpsychotic depressed American Indian and Alaska 
Native patients can be indistinguishable from the scores of schizophrenic American 
Indian and Alaska Native patients [ 47 ]. On the basis of these fi ndings, researchers 
conclude that the similarity of subgroup profi les demonstrates signifi cant cultural 
infl uence on the response patterns, rendering the MMPI useless among American 
Indians and Alaska Natives [ 47 ,  57 ,  58 ]. Clearly, answers to questions about reli-
ability and validity of diagnostic tools among American Indian and Alaska Native 
communities await careful studies such as these. 

 There is little or no indication in the literature as to the relationship between 
“treated” prevalence and incidence rates and patterns of disorder at the community 
level in the American Indian and Alaska Native population. No service utilization 
records were available for comparison among the communities in which epidemio-
logical studies have been conducted previously. 

 The Indian Health Service collects mental health data systematically across its 
12 service unit areas. A computerized patient care information system has been 
implemented in some of the service areas and, depending upon availability of funds, 
will be put into effect service-wide in the near future. The protocols for collecting 
data of this nature have not been examined in terms of inter-rater reliability, which 
is further complicated by the disparate educational backgrounds and varied training 
of service providers. Until common valid diagnostic procedures are adopted and the 

J.E. Trimble et al.



133

reliability of the collection of patient information is established, this question will 
also plague future planning and delivery efforts [ 11 ]. 

 Health care planning and policy are monitored by a diverse array of agencies and 
community organizations: the Indian Health Service and its advisory committees, 
tribal health departments, the National Indian Health Board and its constituent area 
offi ces, the Urban Indian Health Care Association, Bureau of Indian Education and 
the Bureau of Indian Affairs. Some attention needs to be given to how the kinds of 
data described above can be introduced into such a network ·to ensure appropriate 
consideration in the design and modifi cation of mental health services, both those 
currently delivered and those planned. Successful efforts in this regard will proba-
bly prove to have had multiple points of contact with unequivocal relevance and 
strong community support [ 26 ,  59 ].  

    Prevention 

 Prevention approaches, especially those that involve mental health promotion and 
enhancement, have long held the interest of tribal planners and service providers, 
the Indian Health Service, local as well as national advisory boards, and American 
Indian and Alaska Native people. This interest stems from a community-derived 
sense of self and of others that lends itself to the public health model that underpins 
the western health care system introduced into Indian country through past treaty 
arrangements [ 60 ]. Moreover, indigenous approaches to health and welfare at the 
levels of the individual and of the tribe provide fertile ground for the growth of such 
concepts. Traditional healers, their patients, signifi cant others, social context, and 
common ethos are intimately linked in an attempt to realize many of the same goals 
as those expressed in the National Institutes of Health (NIH) prevention policy, 
specifi cally: family cohesion and positive family relationships; positive well-being, 
a basic belief in one’s self-worth and relative value to the world, however personally 
defi ned; respect for others; interpersonal and social skills necessary for effective 
functioning in society; positive coping capacities and generalized stress resistance, 
and availability of networks and positive community support systems [ 48 ,  59 ].  

    Prevention-Related Considerations 

 In light of the present state of the art, future research on and the delivery of prevention 
services to American Indian and Alaska Native communities must consider the fol-
lowing questions: (1) What forms of psychopathology are thought to be preventable? 
By indigenous means? By nontraditional means? (2) What are the available tech-
niques? (3) How does one appropriately measure outcome? (4) What constitutes effec-
tive prevention? (5) To what extent and under what conditions are these techniques 
differentially effective? (6) How can “mental health” be sustained and promoted?  
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    Primary Prevention Efforts 

 Primary prevention seeks to lower the prevalence of disease by reducing its inci-
dence, which can be accomplished in three ways: health promotion and enhance-
ment, disease/disorder prevention, and health protection. 

 Health promotion and enhancement involve building or augmenting adaptive 
strengths, coping resources, survival skills, and general health. In addition to focus-
ing upon the capacity to resist stress, health promotion, and enhancement require an 
understanding of the conditions that generate stress and that may affect psychoso-
cial functioning negatively. There are very few evidence-based efforts of this nature 
in the American Indian and Alaska Native mental health literature [ 6 ]. Disease/
disorder prevention encompasses a much narrower spectrum of concerns. It targets 
a specifi c disorder and, based on an analysis of risk factors, attempts to manipulate 
one or more conditions to forestall the occurrence of the disease in question. 

 The majority of primary prevention projects in American Indian and Alaska 
Native mental health are of this type, but they seldom move beyond the identifi ca-
tion of risk factors to study the differential success of interventions according to the 
conditions manipulated. Hence the literature is replete with profi les of the “typical” 
American Indian and Alaska Native alcoholic, delinquent, addict, and suicide, and 
lacks data on the effectiveness of potential responses.  

    Secondary Prevention Efforts 

 Secondary prevention seeks to reduce the prevalence of disease or disorder through 
early case fi nding and treatment. A reduction in the duration of a case consequently 
decreases the total number of active cases at any given point in time. Efforts of this 
nature are extremely sparse in the American Indian and Alaska Native mental health 
literature. Manson et al. [ 61 ] identifi ed the relationships among psychophysiologi-
cal symptoms, indigenous categories of illness, and research diagnostic criteria for 
depression within a southwestern American Indian tribe, permitting earlier inter-
vention and more appropriate treatment [ 62 ].  

    Tertiary Prevention Efforts 

 Tertiary prevention addresses the degree of disability that an individual suffers as the 
consequence of a disease/disorder. The most common approach is rehabilitation, 
complemented by community support programs to reduce the need for institutional-
ization. Despite a number of tertiary prevention programs in the area of American 
Indian and Alaska Native mental health, largely for chronic alcoholics and drug 
abusers,  little or no research  has been conducted on the relative effectiveness of 
rehabilitation strategies, on the kind and nature of community support that best facili-
tates deinstitutionalization, or on  how  to engender and to maintain such support [ 48 ].  
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    Summary and Conclusion 

 There have been several national task forces that have specifi cally addressed the 
mental health of American Indians and Alaska Natives. Among them are: the 
President’s Commission on Mental Health (PCMH) in 1978; Manson’s ([ 56 ] sup-
plemental report of the US Surgeon General; and the 2011 report by the Offi ce of 
the Inspector General. Many of the questions posed in this article echo the recom-
mendations of those reports. Those recommendations note that “at present services 
and service delivery systems to (American Indian and Alaska Native) people … are 
disjointed, disorganized, wasteful, fragmented, and counterproductive” (PCMH 
[ 63 ], p. 982) and call for an examination of ways in which to coordinate the delivery 
of mental health care more effectively. Concern is expressed over the lack of knowl-
edge about the relative effi cacy of nonindigenous forms of counseling and psycho-
therapy with American Indians and Alaska Natives and about mechanisms to 
enhance and support traditional practices. Thorough and ongoing program evalua-
tion is set forth as the cornerstone for eliminating duplication of services, for achiev-
ing greater institutional accountability, and for increasing awareness of successful, 
appropriate methods of care. The lack of a solid epidemiological database is recog-
nized, as is the cultural bias of diagnostic instrumentation. Mental illness prevention 
is frequently cited in the context of the chronic physical ailments that plague 
American Indians and Alaska Natives; mental health promotion is held out as a pos-
sible and desired function of schools serving American Indian and Alaska Native 
youth. Basic and applied research on the full range of phenomena associated with 
these aspects of service is a common theme across all the recommendations.     
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           Introduction 

 People of African Descent (PAD) in the USA are comprised of both African 
Americans—many of whom have marched a rough terrain, from roots in Africa to 
crossing the ocean to the USA, experiencing enslavement and for some, to present 
day mass incarceration—and, more recent African and Caribbean immigrants. For 
some African Americans, the path through American slavery has led many to expo-
sure of signifi cant collective and personal trauma that deeply infl uences their mental 
and physical health. For other PAD who had voluntarily immigrated to the USA, the 
path has been one of historical colonialism, national independence, and recent 
immigration. In order to effectively treat and even prevent mental disorders in PAD, 
it is important to know and appreciate the history, context, and dynamics that infl u-
ence this diverse group of people. Without this knowledge and subsequent deliber-
ate responses, the mental and emotional strife that some PAD face will persist. This 
chapter provides a description of the history, context, and dynamics that infl uence 
the mental health and wellness of PAD in the USA. The authors also identify and 
delineate treatment needs, suggest ways to address these needs, delineate gaps 
within the system, and provide recommendations for next steps. Ideally, after read-
ing this chapter, readers will have taken one step forward along their path to better 
the mental health treatment of African Americans and have an idea of directions for 
future learning and growth. Unfortunately, our information about the recent PAD 
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immigrants is just beginning to be unearthed, so we will need to be patient until we 
can speak more confi dentially about these populations’ issues. 

    Who Are People of African Descent in the USA? 

 In the USA, PAD constitute nearly 13 % of the population with approximately 40 
million people [ 1 ]. Who these people are is a complex question with a multilayered, 
multifarious answer. This question can be answered on various levels—from history 
and collective experiences to behavioral characteristics, values, norms, and demo-
graphics. On the surface, the whole of PAD is defi ned in the title—those who have 
roots in Africa who live in the USA. However, identity goes much deeper than the 
location of a person’s or group’s roots. Although PAD have ancestry from the same 
continent, the cultures and ethnicities on this land mass are quite varied. In addition, 
coming from Africa, people of the African Diaspora were taken to various parts of 
the world, including countries ranging from Haiti to Brazil to the USA. Africans 
were sold directly from African countries, particularly West Africa, and taken to the 
USA to be used and/or sold again. Progeny who stayed in the USA are now typically 
categorized as African Americans. However, over the years, the variety within PAD 
has increased with the immigration of Blacks from the Caribbean, South America, 
and directly from Africa. Over 90 % of PAD are native born Americans; 9.2 % are 
immigrants; 4.4 % of those are naturalized citizens, and 4.7 % are not yet a citizen 
of the USA [ 1 ]. Since 1983, over 100,000 refugees have emigrated from Africa to 
the USA [ 2 ]. Thus, there are multiple histories, contexts, and cultures within this 
group. Whether bought and sold by the USA, British, or French, slavery occurred in 
the Caribbean, Europe, USA, and other places. However, the vitriolic nature of the 
slavery was different from place to place. Thus, a great majority of PAD have con-
nections to US enslavement and have experienced collective and historic trauma. 
Throughout this chapter, the authors go deeper into the aforementioned layers of the 
identity and culture of PAD, but will focus on the majority of PAD—African 
Americans. This chapter also includes the mental health repercussions (and even 
deliberate consequences) of some of these collective and historical experiences.   

    History As It Relates to Mental Health 

 From enslavement to the present day “post-racial” society, African Americans have 
had a tumultuous past relationship with health services in the USA. Hence, it has led 
many to have a mistrust of health services, including mental health. During times of 
enslavement, diagnosis was used to manipulate and control those who were 
enslaved. For example, in 1851, Samuel A. Cartwright proposed two slave-specifi c 
disorders: Drapetomania and Dysaethesia Aethopica. Drapetomania was deemed a 
“disorder” characterized by slaves running away and seeking freedom. Cartwright 
proclaimed that equal treatment was the cause and enforcing submissiveness was 
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treatment. In order to prevent the disorder, owners were prescribed to treat the 
enslaved like children [ 3 ]. Laziness characterized Dysaethesia Aethopica, which 
was supposedly related to skin insensitivity. Thus, treatment included stimulating 
the skin by washing, covering it with oil, slapping it with a leather strap, and work-
ing in the sun [ 3 ]. Enslaved individuals were not only used as “workhorses” but 
physicians bought and also used them as participants in dangerous medical experi-
ments that were seen as not safe enough for European Americans. In surgeries, the 
enslaved were deprived of anesthesia and were often given subpar medical treat-
ment. Following slavery, medical (both physical and mental) injustices persisted, 
such as the deprivation of proper psychological treatment for African Americans. 
Historically, there were few psychiatric facilities that treated African Americans 
with legitimate mental illnesses [ 4 ]. 

 In the decades following African enslavement, governmental institutions such as 
public health services and schools, and public policies have left these communities 
disproportionately poor [ 5 ] and unhealthy [ 6 ]. As in the other sectors of the USA, in 
mental health, African Americans were seen as inferior to European Americans 
and, thus, much of their research and diagnoses were tainted by confi rmatory bias 
and refl ected this notion. Eugenics and similar research, ideology, and general eth-
nocentric monoculturalism [ 7 ] reigned and were perceived as truth [ 8 ]. Thus, psy-
chiatrists and psychologists viewed African Americans unable to experience 
“sophisticated” disorders that required some abstract thought, such as depression 
[ 9 ]. Thinking such as this has contributed to signifi cant, generational misdiagnosis, 
leading to mistreatment and poor prognoses. In the area of public health services, 
the Tuskegee experiment is one example of a quintessential ethical crime that left 
African Americans distrustful of the system. Beginning in 1932, the US Public 
Health Service (PHS) in Alabama began an investigation of how syphilis infl uenced 
the physiology of the body, particularly among Black men. While their participants 
were alive, their study was mere observation, watching the progression of the dis-
ease until death. Once they died, the physicians performed autopsies to better study 
the bacteria. “… These men were regarded by an impatient PHS as living cadavers, 
more valuable to American medicine as dead than alive” [ 4 ]. Although their study 
was disguised as treatment, PHS’s intentions were never to provide treatment but to 
catalogue the dying process and dissect at death. In their recruitment of participants, 
they “offered” treatment. Throughout the study, they pretended to provide treat-
ment, giving vitamins and insuffi cient doses of medication. Even when penicillin 
was introduced as an “effective drug” for syphilis, the physicians continued their 
study and their deception. The study was maintained despite the availability of treat-
ment until 1972. Over the course of this study, over 100 African American men 
died, 40 of their wives contracted the disease, and nearly 20 children were infected 
at birth [ 4 ]. Hence, there is, for some, still a transferred, generational, and dispro-
portionate mistrust of the healthcare system. 

 After the 1970s and with the more signifi cant shifts due to the Civil Rights move-
ment, healthcare, including mental health, opened up to African Americans. 
However, as overt racism did not align with American ideals, more subtle forms of 
racism began to manifest. In seminal research, Dr. Pierce [ 10 ] started to identify 
more subtle racial dynamics, such as microinsults and microaggressions, which 
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continue today [ 11 ]. In the 1980s, this nation entered the era of cultural sensitivity, 
with calls for more social workers, physicians, psychologists, nurses, and psychia-
trists of Color [ 12 ] and a greater focus on diversity issues. Also during this time, 
misdiagnoses of African Americans was identifi ed as a major problem [ 13 ,  14 ], 
which also continues today [ 15 ]. Thus, some of the numbers around prevalence are 
thought to be inaccurate [ 16 ]. Today, due to the mistrust, mistreatment, stigma [ 4 , 
 16 ], and lack of access [ 6 ], African Americans use mental health services less than 
European Americans.  

    Prevalence and Utilization 

 African Americans face many issues that negatively affect their mental health and 
general well-being, including disproportionate amounts of poverty, low quality edu-
cation [ 17 ], racism [ 18 ], being unfairly targeted by the criminal justice system [ 19 ], 
and cloistered in ghettos [ 20 ]. Paradoxically, most rates of mental disorders and 
mental illness in African Americans are less or equal to European Americans. For 
adolescent African Americans, suicidal ideation (SI) and suicidal attempts (SA) are 
slightly lower but approaching that of the national rates of 17 % for SI and 8 % for 
SA. African American adolescents reported 12 % male SI, 22 % female SI, 6 % 
Black male SA, and 10 % females SA within the last 12 months nationally [ 21 ]. 
Generally, the Black adolescent suicide rate is lower than White adolescents [ 21 ]. 
For African Americans over 50 years of age, 8.8 % reported an episode of Major 
Depressive Disorder (MDD) in their lifetime and 4 % in the last 12 months. For 
older Black Caribbeans, 11.2 % reported MDD in their lifetime and 8.2 % in the last 
12 months [ 22 ]. In this case, Black Caribbeans had a higher prevalence rate than 
White Americans (5.9 %) of MDD in the last 12 months. Outside of that, older 
White Americans had higher rates of MDD [ 22 ]. Such is the case for most other 
mental illnesses (see Table  6.1 ), except for more stigmatizing disorders like psy-
chotic disorders and personality disorders [ 23 ].

      Adverse Childhood Experiences 

 Adverse childhood experiences (ACEs) are exposures in childhood (prior to age 18 
years old) that are deeply distressing or disturbing. Felitti and Anda [ 25 ] have con-
ducted studies assessing the number of people’s ACEs (ACE score) and their cor-
relation to health-related problems in adulthood. They found that the higher number 
of ACEs, the more likely the person is to experience later morbidity, such as cardio-
vascular disease, diabetes, substance use disorders (SUDs), cancers, and sexually 
transmitted diseases. Those with four or more ACEs were: 7.4 times more likely to 
abuse alcohol, 10.3 times more likely to abuse drugs, 4.6 times more likely to have 
depression, 12 times more likely to have SA, 2.2 times more likely to be a smoker, 
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3.2 more likely to have over 50 sexual intercourse partners than people with zero 
ACEs. Those with four or more ACES were: 2.2 times more likely to have ischemic 
heart disease, 1.9 times more likely to have cancer, 3.9 times more likely to have 
chronic lung disease (bronchitis and emphysema), 1.6 times more likely to have 
skeletal fractures, 2.4 times more likely to have liver disease, 2.5 more likely to have 
a sexually transmitted disease, 2.4 times more likely to suffer from a stroke, 1.6 
times more likely to have diabetes, and 1.6 times more likely to struggle with severe 
obesity than those patients with zero ACEs [ 26 ]. In their studies with the Center for 
Disease Control and Prevention [ 27 ], they found ACE disparities by race and SES. 
There was an inverse relationship with SES and ACE score. Ironically (given the 
disparities in education and income level) [ 17 ], compared to Whites and Hispanics 
African Americans have the lowest percentage of those who had experienced fi ve or 
more ACEs. However, they are more likely than Whites to have four ACES and they 
have the highest prevalence of family fracture (parental separation/divorce), and 
having a household member in prison [ 27 ]. Other confounding variables include the 
fact that there is a disproportionate representation of African Americans in special 
education, foster care, and the criminal justice system. Combined, these facts make 
the depiction of African American people and their ACE score seem incomplete. 
One fact that may complete the picture is what is constituted as trauma. The ACE 
assessment does not include racism, witnessing violence in the community, or being 
unfairly targeted by the criminal justice system [ 28 ].  

   Table 6.1    Mental illness in PAD   

 Mental illness a  
 African 
Americans (%) 

 Caribbean 
Americans (%) 

 European 
Americans (%) 

 12-month prevalence of any mood disorder  7.75  4.82  8.63 
 12-month prevalence of any Major  depressive 

disorder (MAD) 
 4.58  2.22  5.53 

 Lifetime suicide ideation and attempts b  
 Ideation  11.7  12.3 
 Attempt  4  5.1 

 12-month prevalence of any anxiety disorder  10.72  6.22  11.70 
 12-month prevalence of any substance use 

disorder (SUDS) 
 16.63  4.56  20.44 

 12-month prevalence of any psychotic 
disorder 

 0.58  0.61  0.32 

 12-month prevalence of any personality 
disorder 

 16.67  16.79  14.65 

 Lifetime prevalence of conduct disorder  1.05  0.97  0.99 
 Lifetime prevalence of any disorder 

 Axis I  43.4  24  55.4 
 Axis II  16.8  16.7  14.7 

 12-month prevalence of any Axis I disorder  28.1  14.5  31.5 

   a All data except on suicide is from Gibbs et al. [ 23 ] 
  b Data from Joe et al. [ 24 ]  
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    Factors Contributing to the Paradoxical Prevalence Rates 

 There is apparent irony when examining the prevalence rates of mental disorders 
and the predicament of many African-Americans and some possible reasons that 
may explain this seeming paradox. Harken back to the history of not thinking that 
African Americans were sophisticated enough to have a mood disorder [ 9 ] and the 
use of diagnoses to maintain status quo. Such could explain the higher rates of psy-
chotic disorders ( or diagnoses should we say ) and lower rates of mood disorders. 
Furthermore, the paradox of historic and collective hardship and lower rates of gen-
eral mental disorders can also be understood within the context of a lack of cultural 
sensitivity and knowledge and, thus, misdiagnosis. Culture-bound syndromes and 
certain culturally specifi c idioms of distress, expounded on later in this chapter, 
could convolute psychological case conceptualization and lead to misdiagnosis. If 
mental health professionals are not aware of certain symptoms within culture-bound 
syndrome categories, they may diagnose it as something else [ 29 ] or may not diag-
nose it at all. Furthermore, African Americans suffering from ailments may distrust 
the system or professional and choose not to disclose their experience. If they do 
disclose some type of psychiatric-related symptom, it may be more likely that they 
disclose a physical or somatic symptom. Hunter and Schmidt [ 16 ] suggest that some 
of the physical symptoms African Americans disclose, usually going along with 
cardiovascular disease, diabetes, and hypertension, are actually “somatizations” of 
anxiety. Jackson et al. [ 30 ] propose that the physical symptoms are a result of what 
Wright [ 31 ] calls “soft addictions.” Soft addictions are distractions or ill methods 
used to escape our more challenging emotions and directly addressing our pain, 
including activities like watching television and eating junk food. Jackson and his 
colleagues [ 30 ] convey that many PAD, especially in low income communities, may 
be eating their pain, drinking away their sorrow, and engaging in sex to escape their 
stress. Thus, we see the tremendous historic and present stressors, the lower rates of 
diagnosed mental disorders, and high rates of physical illness (e.g., cardiovascular 
disease and diabetes). Another explanation for the lower rates of diagnosed mental 
disorders is the fi nding that African Americans do better when assessed with mea-
sures of fl ourishing [ 31 ]. This discovery may indicate that many African Americans 
may have signifi cant resilience and protective factors buffering them against the 
some of the ill effects of hardship.  

    Utilization 

 Another possible explanation for this seeming contradiction is the rate of mental 
health services utilization. Across the board, Blacks use mental health services less 
than Whites. From the National Comorbidity Study data, Merikangas and col-
leagues [ 32 ] found that Black adolescents (13–18 years old) were signifi cantly less 
likely than their White counterparts to use mental health services in the fi rst place 
and to use frequent (over 20 visits within lifespan) mental health services after fi rst 
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use. They also found some variation in residential location. In rural areas, Blacks 
were less likely to receive treatment than rural Whites for mood disorders, but this 
difference disappeared in urban areas. 

 For college students, Eisenberg et al. [ 33 ] found that, again, Black college stu-
dents were less likely to use any type of mental health services than White students. 
African Americans, along with Asians, had the lowest use of medication, with 
Whites having the highest. For overall medication use (with or without a mental 
health problem), 6.1 % of Black vs. 15.9 % of White participants identifi ed using 
psychotropic medication within the past 12 months. For those with a mental health 
problem, 9.2 % of the Black vs. 28.5 % of the White participants indicated using 
medication in the past year. However, near equal amounts of Black and White 
respondents discussed medication with a provider. For therapy, Black participants 
had slightly lower use (13.1 %) than Whites (16.1 %) in the past 12 months. For 
those with a mental health problem, there was a 7.4 percentage point difference 
between overall use including either therapy and/or medication. They found a 10 
percentage point difference in visiting a health provider (74.7 % Black by 84.7 % 
White). However, Blacks were signifi cantly more likely to get help from a religious 
institution (12.6 % vs. 8.7 %) or support group (3.7 % vs. 2 %). There was also a 
gender effect—Black males were less likely to use either medication or therapy than 
Black females. 

 For adults 18 and older, the utilization disparity persists. Gonzalez et al. [ 34 ] 
examined the rates of use by people with depression. In comparison to other ethnic 
groups, Caribbean Blacks and African Americans (along with Mexican Americans) 
indicated the lowest use of psychotherapy and/or pharmacotherapy. However, they 
reported higher use of psychotherapy than pharmacotherapy. For African Americans, 
there were also some effects with education as it related to concordant psychother-
apy use with the disparity reducing when researchers factored in education beyond 
high school.   

    Idioms of Distress 

 A lack of mental health service utilization may perpetuate problems, such as idioms 
of distress. Idioms of distress are ways that people cope, be it constructive or 
destructive, with their pain or struggle. They are alternatives in the expression of 
psychosocial distress and are often shaped by situational sociological circum-
stances. Accordingly, idioms of distress vary between social classes. Thus, in 
addressing idioms, it is important for mental health providers to be aware of how 
demographic factors, like social class, infl uence the idioms. 

 A common idiom of distress found in low-income African Americans is 
Substance Use Disorders (SUDs). Fullilove et al. [ 35 ,  36 ] provides evidence of this 
by noting a substantial percent of low-income African American women addicted to 
cocaine in New York City had been sexually assaulted before they began abusing 
drugs. Related to the notion that SUDs are an idiom of distress in low-income 
African American men, Bell et al. [ 37 ] identifi ed a phenomenon of chronic 
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alcoholic hallucinosis. These patients had extensive work histories and sophisti-
cated interpersonal skills, but reported hallucinations, insomnia, and paranoid ide-
ation without psychosocial deterioration. Furthermore, these patients did not 
develop their psychotic symptoms until they were mid- or late-life adults after an 
extensive history of chronic substance abuse. Alcohol consumption is often a “poor 
person’s vacation.” Unfortunately, it can be fatal if abused chronically, as cirrhosis 
was identifi ed as one of the six causes of excess deaths in African Americans [ 38 ]. 
Inappropriate alcohol consumption is also likely responsible for the proposed high 
rates of Fetal Alcohol Spectrum Disorder in African Americans [ 39 ]. 

 Another common idiom of distress in PAD is spiritual pursuit. The use of reli-
gion is a mainstay of PAD’s quest to respond to stress, distress, and traumatic stress 
in a healthy manner [ 40 ,  41 ]. The research is clear that PAD who are experiencing 
serious distress are particularly prone to use religious coping strategies and more 
likely to seek help from a minister than other helping professions [ 42 ].  

    Culture-Bound Syndromes in PAD 

 Culture-bound syndromes, unlike idioms of distress, are directly connected to rich 
indigenous traditions and are not necessarily a choice. They are indigenous tradi-
tional ways for various cultural, racial, and ethnic groups to express psychological 
distress and other forms of emotion [ 2 ,  43 ]. Researchers have demonstrated that the 
symptoms reported in anthropological literature resemble those of certain estab-
lished mental disorders, and that they often warrant and are linked to seeking assis-
tance among African Americans [ 44 ]. 

 Acute hallucinatory phenomena known as “Bouffees Delirantes,” a characteristic 
feature of West African Psychiatry [ 45 ], is an example of a culture-bound syn-
drome. From a study of 125 cases observed in Fann Dakar, Senegal over a period of 
14 months, Collomb [ 46 ,  47 ] estimated that the incidence of such episodes, com-
pared to other “functional” psychoses is about 30 %. The psychotic episodes are 
characterized by a sudden, explosive episode, which have a short course. They are 
more likely to occur when there is some change in relationship or in the environ-
ment (e.g., when a person is called upon, owing to outside pressure, to play a part 
other than a familiar role) [ 47 ]. 

 Another proposed culture-boundsyndrome is isolated sleep paralysis (also 
known as “the witch is riding you” or “the haint is on you”), a state experienced 
while awaking or falling asleep and characterized by an inability to move although 
being wide awake [ 29 ,  48 ]. This syndrome was found to have occurred at least once 
in 41 % of 108 Black participants composed of 36 controls (non-mentally ill peo-
ple), 36 precare participants (non-psychotic, anxious patients who had never been 
psychiatrically hospitalized), and 36 aftercare participants (psychotic patients who 
had previously been hospitalized for psychotic illness) [ 29 ]. It was later discovered 
that a recurrent pattern (one or more episodes per month) of isolated sleep paralysis 
in Blacks was described by at least 25 % of the affl icted study participants [ 48 ]. 
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In this study, frequent episodes were associated with stress, and participants with 
isolated sleep paralysis had an unusually high prevalence of panic disorder (15.5 %). 
These results have been replicated by several other research groups [ 49 – 51 ]; thus, it 
has now been fi rmly established as a culture-boundsyndrome in African Americans.  

    Treating People of African Descent in the USA 

 Regardless of distress or syndrome, treatment can signifi cantly help in reducing or 
even alleviating distress and disorder. However, in order to be most potent, treat-
ment should be culturally sensitive. There are four key goals in the assessment, 
treatment, and cultivation of mental wellness in African Americans. First, it is criti-
cal to dispel racial stereotypes and myths within the mental health provider. Second, 
there is a need to address the signifi cance of the culture. Third, the health profes-
sional should be sensitive to the patient’s needs and reality (i.e., their biologic, emo-
tional, intellectual, spiritual, social, and contextual reality). Finally, it is important 
to discuss and adjust for their expectations. Culturally sensitive (or responsive or 
humble) treatment can ensure these goals are met. 

    Culturally Competence 

 Cultural competence is the ability to effectively interact with others regardless of 
cultural backgrounds in order to achieve a goal [ 52 ]. The phrase cultural compe-
tence can be misleading, as the term “competence” seems to connote an end, as if 
one could declare oneself competent. However, our use of competence refers to a 
journey or process of becoming. This is why the word “competence” could be inter-
changed with responsiveness, sensitivity, or humility. Cultural competence encom-
passes a set of skills necessary to build strong working alliances across cultures. It 
includes awareness, knowledge, and skills [ 53 ,  54 ]. The fi rst component encom-
passes awareness of our own biases and knowledge that our biases (both tacit and 
known) can affect our communication with others. It also includes awareness that 
each one of us has cultural infl uences and those infl uences vary depending on per-
son and context. Knowledge includes knowing about our own cultural infl uences 
and those of the people with whom we work. This includes history, context, and 
cultural facets and how these variables infl uence behavior [ 54 ]. Skills refer to the 
ability to practice effi caciously one’s profession with the knowledge of culture. 
These skills could include assessment, diagnosis, treatment, and self-development. 
For example, there are certain cultures where family is of central importance, the 
main support system. Therefore, it may be best for the patient/client’s progress if the 
family were included in assessment and treatment [ 55 ]. Other skills include emo-
tional intelligence, social intelligence, and cognitive skills, all of which help to 
enhance awareness and manifest strong relationships and working alliances [ 28 ]. 
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 If a professional is not moving forward on this continuum, there are potential dire 
consequences. A patient’s life may be at stake if that person does not understand or 
accept life-saving information. There are myriad preventable diseases and risky 
behaviors. With the right message given in the right way, many of those diseases will 
actually be prevented [ 56 ]. Thus, cultural sensitivity is not only advised but it also 
should be required for those in the helping professions. Cultural sensitivity would 
preclude inadvertent microinsults from being ignorant of African American culture.  

    Awareness: Know Thy Self 

 Since human behavior is theoretically caused by the infl uences of biology, personal-
ity, familial, sociological, and cultural contexts [ 57 ], it is multi-determined and com-
plex. Neurological automaticity adds to this complexity of human behavior and 
leads to automatic stereotyping. This natural and, most of the time, protective pro-
cess [ 58 ] can become destructive to others when applied to people. Due to the social 
atmosphere in which Americans live, we are repeatedly exposed to stereotypes about 
groups of people (e.g., Muslims are terrorists, African Americans are athletic, 
women are bad at math). Even if a person purports to not be racist, sexist, or classist, 
their implicit beliefs are infused with these concepts [ 58 ,  59 ], and, therefore, affect 
expression, interaction, decisions, and behaviors [ 60 ,  61 ]. Lewis et al. [ 62 ] con-
ducted a study fi nding that, when presented with a case vignette where the race in the 
vignette was artifi cially altered to be either Afro-Caribbean or White, 63 % of British 
psychiatrists perceived the Afro-Caribbean case to be more violent and more crimi-
nal. They were more likely to diagnose the Black person with a cannabis psychosis 
and acute reactive psychosis than a disorder not associated with illegal drug use. 

 Confounding this stereotype phenomenon is the seemingly biologically based 
in-group/out-group bias [ 63 ]. Studies have shown that we have a neurological pref-
erence for our own group and lack of empathy for out-groups [ 61 ,  64 ,  65 ]. For 
example, Xu et al. [ 64 ] found that when a racial group looks at pictures of people in 
their own group experiencing physical pain, their anterior cingulate cortex (ACC) 
activates. However, when looking at pictures of members of a racial out-group expe-
riencing pain, ACC activity dramatically diminishes. In other words, empathy was 
reduced to near null for racial out-groups. Fortunately, there is evidence that rectifi -
cation is possible. Harris and Fiske [ 65 ] found that the medial prefrontal cortex 
(mPFC) does not activate when looking at groups that, in research, have elicited 
disgust (e.g., people who are addicted to drugs or are homeless, in the case of this 
study). However, when directed to individuate or humanize the person by guessing 
their vegetable preference, their mPFC was more active. Being aware of our context 
and, how context infl uences human thinking, including each mental health profes-
sional, is vital to effective mental health treatment with African Americans and other 
marginalized groups. If professionals are not aware of what is “in the water we’re 
swimming in,” we are likely to “spit something out” that can harm a patient/client. 
Microaggressions are examples of ways professionals can inadvertently offend a 
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patient/client. They are unintentional slights against a person because of their group 
[ 66 ]. For example, if someone walks into a store, sees a Hispanic customer, and asks 
where to fi nd the milk aisle, he/she may have committed a microaggression by 
assuming that the person works at the store. Again, microaggressions may often be 
unintentional and go unnoticed by the offender. It can be detrimental to the relation-
ship with a patient if these are done repeatedly and without awareness [ 11 ].  

    Knowledge: Know the Culture and Context 

 As stated previously, the culture of PAD is quite diverse and multifaceted. However, 
there are some core cultural-historical factors that have been staples in the Black 
community, including religion/spirituality, extended family, and racial socializa-
tion. There are also core cultural variables, including class and acculturation that 
deeply infl uence behavior and can affect perception of treatment. Regarding context 
and regardless of decades passing since the Civil Rights Act in 1964, mental health 
professionals should be aware that many African Americans continue to face sig-
nifi cant interpersonal and institutional racism [ 67 ]. 

  Religion/Spirituality : Religion and the Black church have been central protective 
factors in the history of PAD and continue to be noted as integral when working with 
the Black community. Historically, the Black church built schools and served a 
strong political role, progressing civil rights and creating group solidarity. Although 
this institution is not as strong as it once was, it continues to be a major protective 
factor and has much potential for uplifting the current community [ 68 ]. African 
Americans report more church attendance and prayer [ 69 ,  70 ]. These institutions 
have been shown to help prevent risky behavior in youth [ 71 ,  72 ], and act as an 
extension of one’s family. African Americans report being more likely to get support 
from their church or a religious institution than mental health professionals [ 33 ]. 

  Extended Family : For African Americans, extended family is another cultural pro-
tective factor, as it transcends the physical ties of blood. Friends, religious members, 
and neighbors are considered family, equivalent to aunts, uncles, and cousins [ 73 ]. 
Despite the disruption of the nuclear family in the Black community [ 27 ], extended 
family has served a vital role in caring for children, supporting mothers, and serving 
as role models [ 74 ]. Extended family has also been cited as important for supporting 
family members in their health and preventing fatal diseases and mental health ill-
nesses [ 75 ]. This type of family can act as a community, and thus, potent protective 
factor, surrounding and supporting the child, family, or adults. 

  Racial Socialization and Acculturation : Racial socialization is central in identity 
development [ 76 ]. Positive racial socialization is imperative to counteract the myr-
iad negative stereotypes of African Americans present in US culture and established 
systems to reinforce them (e.g., criminal justice system [ 19 ]). When manifested in 
the home, youth have been shown to do better in school, regulate their behavior, and 
have higher self-esteem [ 77 ]. 
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 Considering that racial socialization is protective of African American youth, it 
only makes sense that anything that would erode such socialization would be a 
potential risk factor. Such is the case with acculturation. In a large epidemiologic 
study Burnett-Zeigler et al. found “a sense of pride, belonging, and attachment to 
one’s racial/ethnic group and participating in ethnic behaviors may protect against 
psychopathology; alternatively, losing important aspects of one’s ethnic background 
through fewer opportunities to use one’s native language and socialize with people 
of their ethnic group may be a risk factor for psychopathology” [ 78 ]. 

  Family and Class : A perpetual stereotype of African Americans is that they are poor, 
raised by a single parent, from matriarchal households headed by unemployed women 
with several children. Ostensibly, this is not true for most African Americans. 
Additional truths should be highlighted to help dispel such stereotypes. In seminal 
work [ 79 ], Willie described major distinctions by class in the Black community. Over 
a 30-year period, he had students conduct structured interviews with thousands of 
Black families. He found that decision-making, power structure, areas of employment, 
routine, values, religious activity, parenting, and number of offspring varied by class. 

 He found that middle class African Americans are typically conformist [ 79 ]. 
Many middle class parents have dual employment and often in the public sector, such 
as post offi ces or public schools. The power structure is usually egalitarian and family 
functions are shared, and not delineated by roles or gender. Education, work, success, 
and self-reliance are highly valued. Families are usually made up of two parents and 
two kids. Parents usually own a home (perceived as a mark of success), are achieve-
ment oriented, and upwardly mobile. They are also active in at least one social orga-
nization and in community affairs. Most of the picture for middle class Black families 
is quite similar to the traditional family values and structure in the USA. Belgrave and 
Allison [ 80 ] note that, in many of these cases, Black individuals have adopted US 
values more than the average European American. Clearly, this reality does not 
 conform to the negative matriarchal stereotypes about African American families. 
Knowledge of these facts is useful to prevent mental health professionals from micro-
insulting their patients because of the professional’s negative stereotypes. 

 Willie [ 79 ] found the life of working class African Americans to be characterized 
by hard work, little leisure time, struggle, and necessary interdependence. Parents 
are usually working in positions requiring manual labor or are in semiskilled posi-
tions (e.g., secretary, certifi ed nurse). Many times, parents are literate and most have 
completed school with some dropping out of high school. Some went on to college 
or had some trade work training. The power structure is patriarchal; however, roles 
are often divided by gender with men deciding about money, maintaining the house, 
and advising the boys. The women cook, clean, and advise the girls. A mother, 
father, and around four children usually constitute family. Family is a source of 
pride and parents defi ne good behavior for their children as them staying out of 
trouble from the police. Religion is important and these families tend to attend 
church weekly. Approximately one-third had moved up from poverty or down 
from middle class. They tend to be good examples of self-reliance, and can be 
thought of as innovators as they are creative in developing adaptations for survival. 
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Thus, Willie’s [ 79 ] seminal works provides mental health professionals with coun-
ter stereotypical concepts of working class African American families. 

 The life of low-income African American families is typically characterized by 
struggle, mistrust, and tenuousness. Due to their fi nancial hardship, they make nec-
essary, clever, and sometimes foolish arrangements to survive. These arrangements 
are often against conventional mores, such as living with extended family or caring 
for foster children for pay. Due to these life challenges, they have learned to expect 
little and not trust. This mistrust includes society but it also pertains to romantic 
partners and, thus, marriage is less likely. If marriage does occur, it is typically at an 
early age. Children are often born out of wedlock and family size includes approxi-
mately six children. They love their children but have diffi culty understanding and 
effectively communicating with them. They contraindicate following certain misbe-
havior patterns but these warnings are often ineffective, as there is little concen-
trated or concrete effort at prevention. However, there usually exists a strong sense 
of loyalty between mothers and their youth and between siblings to face the strug-
gles. Circumstances are transitory, and jobs, homes, communities, romantic part-
ners often change. Thus, they experience frequent disappointment. Unemployment 
is a constant and likely specter. Parental employment usually takes the shape of 
unskilled labor, like house cleaners or factory workers. Parents have usually dropped 
out of school and, thus, portray themselves to their youth as failures. Idioms of dis-
tress such as drinking, drugs, and gambling may be more frequent to escape tempo-
rarily from the stress of this life. Community participation is rare, and they have 
experienced recurring failures and disappointments. Many times, this leads to them 
treating society in kind—rejecting it. Religion is a place of solace for some, but it 
has been rejected for others. In short, they could be seen as rebels. Here in Willie’s 
[ 79 ] works we fi nd the source of the negative stereotypes of the African American 
family, but with a major important difference that minimizes the demonization of 
the poor African American family, i.e., the situational sociological context that 
makes it necessary for poor African American families to functions as many do. 

  Racism : “For the average black person, literally hundreds of racist incidents crash 
annually into his or her life” [ 16 ]. The old saying that “sticks and stones may break 
my bones but names will never hurt me” is not accurate, as racism has been linked 
to hypertension and heightened levels of cortisol [ 81 ,  82 ]. Pierce [ 83 ] equated the 
effects of racism to that of terrorism and disaster, asserting that experiencing racism 
is essentially traumatic. He conveyed that microaggressions impinge on a person’s 
space, time, energy, and freedom of movement. When exposed to myriad offenses 
over time, the victim is likely to adopt a defensive, apologetic, and/or deferential 
mental stance. 

 Albeit two decades have passed since Pierce’s assertion, these insults are still as 
prevalent and pernicious [ 11 ]. Although some purport that we live in a “post-racial 
society,” this perception is actually antithetical from the truth. Alexander [ 19 ] elo-
quently provides signifi cant evidence that there is a “New Jim Crow” and this perpetu-
ation of structural racism is in the form of mass incarceration. Black and brown 
people, especially men, are unfairly targeted by police [ 84 ]. It is important for the 
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mental health professional to know the social and structural barriers African Americans 
face for if this is ignored, there can be premature termination [ 85 ], and treatment will 
be ineffective. Burkard and Knox [ 86 ] found that professionals who adopt this post-
racial society reality are less successful with their Black patients/clients. Those who 
had a color-blind racial perspective were likely to disregard their Black patients’ con-
textual reality and, instead, believe the patient to be lazy. They placed the responsibil-
ity of solving the problem more often on their Black patient/clients than their White 
clients. This type of misconception and consequent conceptualization and treatment is 
damaging and perpetuates disparities. Due to microaggressions such as these, “… 
racial and ethnic minorities bear a greater burden from unmet mental health needs and 
thus suffer a greater loss to their overall health and productivity (p. i) [ 2 ].  

    Skills: Assessment, Diagnosis, and Treatment 

 The application of culturally sensitive clinical skills is critical for adherence to [ 85 , 
 87 ] and completion of mental health treatment [ 85 ] for African Americans. Here, 
we focus on clinical skills, including diagnosis, assessment, and treatment. 

  Assessment : Due to the history for African Americas and the lack of studies that 
determine norms and psychometric measures for African Americans [ 2 ], the assess-
ment of PAD has been fraught with diffi culties. An early example of this can be 
found in Lauretta Bender’s work on “Behavior Problems in Negro Children” [ 88 ] 
where she noted that the two most distinguishing characteristics of “Negro” chil-
dren were their ability to dance and their capacity for laziness. In a more recent 
publication, Adebimpe [ 89 ] points out that the Minnesota Multiphasic Personality 
Inventory (MMPI), widely used in psychiatric research and practice, is biased 
toward African Americans, who tend to obtain higher baseline scores on a number 
of scales, including the schizophrenic scale, which means African Americans are 
more likely to be misdiagnosed as schizophrenic. Unfortunately, this area of study 
continues to be disregarded [ 2 ]. 

  Diagnosis : There is quite a long history of misdiagnosis of African American. Bell 
and Mehta [ 13 ,  14 ] began a series of research studies examining the misdiagnosis in 
African American patients. They found that there was signifi cant misdiagnosis of 
what was then called Manic Depressive Illness (Bipolar Disorder). Other studies 
have corroborated this phenomenon of misconceptualization in People of Color 
[ 90 – 95 ]. West et al. [ 96 ] found that African American patients were more likely to 
receive a diagnosis of a schizophrenia spectrum disorder or a non-alcohol SUDs 
compared with White patients. They were also less likely to receive a diagnosis of a 
depressive or anxiety disorder than Whites were. A number of researchers have 
estimated that diagnoses of schizophrenia have been given twice as much to African 
Americans than to Whites [ 97 – 101 ]. Strakowski et al. [ 95 ] studied this dynamic and 
found that African American men with affective disorders identifi ed by expert con-
sensus were signifi cantly more likely than other patients to be diagnosed with a 
schizophrenia spectrum disorder by clinical assessment and structured interview. 
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Some have argued that this focus on schizophrenia and other more stigmatizing 
diagnoses are due to structural racism [ 13 ,  14 ,  91 ,  92 ]. A manifestation of this rac-
ism, and another form of microaggression, is ignoring the history and contextual 
barriers of a group [ 11 ]. Bell, Jackson, and Bell [ 102 ] found that 28 % of an African 
American outpatient community mental health clinic sample had historical issues 
with mental retardation, special education, attention defi cit/hyperactivity disorder 
(ADHD), autism, head injury, and/or childhood trauma, which infl uenced assess-
ment and had to be taken into account for accurate diagnosis and treatment. Thus, 
part of the skill of culturally sensitive clinical diagnosis is integrating the culture, 
context, personal, and family history into conceptualization. 

  Treatment : Mental health treatment can take the form of psychotherapy, support 
groups, and psychopharmacology, among other forms; however, these three are 
highlighted here for African Americans. 

 As mentioned previously, there are four key goals in treating African Americans 
[ 103 ]. Within psychotherapy, it is important that these are addressed in the relation-
ship between patient/client and therapist. First, the therapist must engage the aware-
ness of his/her own biases and explicitly confront his/her stereotypes of African 
Americans. This process should be done before and throughout the relationship 
with patients of African descent. If this is not directly confronted, microaggressions 
may occur or misdiagnosis may result. Microaggressions can offend patients/clients 
and hence, disrupt therapeutic rapport. Second, addressing the signifi cance of the 
race of the patient/client is critical. Although the evidence is limited, most White 
therapists avoid this conversation [ 104 ]; however, avoiding it does not void this 
underlying dynamic and what is unsaid can seep into other areas of the relationship. 
Third, it is important to be cognizant and appreciate the patient’s/client’s needs and 
reality. As stated previously, if context is not considered, the therapist may miscon-
ceive the patient’s/client’s psychodynamics and provide ill treatment. Furthermore, 
critical needs may go unmet that are essential for improvement. Fourth, the therapist 
needs explicitly to discuss the patient’s expectations about therapy: what it will look 
like, how it will end, what the process is, or expectations around possible results. 
Finally, throughout treatment, from assessment to termination, there should be a 
focus on strengths. The emphasis on the patient/client assets including intrapersonal 
(e.g., resilience, optimism, well-being) and social (e.g., family, friends, coaches), 
has been found effective in prevention and creating family cohesion [ 105 ]. 

 Given the importance and potential support of family, the use of multiple family 
groups has been found effective in both treatment and prevention for African 
Americans [ 75 ]. Multiple family groups are constituted by different members of 
families coming together with other families to learn and support one another. This 
form of therapy has been used to prevent risky behavior in youth, strengthen fami-
lies, and build community cohesion [ 74 ,  106 ]. 

 Pharmacotherapy, for certain illnesses, is a vital part of treatment and unfortu-
nately, African Americans, in addition to Mexican Americans, have the lowest utili-
zation of psychotropic medications [ 107 ]. Pharmacokinetics determines steady-state 
concentrations of drugs and their metabolites. The activity of liver enzymes, a major 
determinant in pharmacokinetics, is determined genetically, although environmental 
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factors can alter genetic activity. Understanding the genetics and environmental 
infl uences (e.g., use of medications, drugs, diet) of  different populations may help 
to predict side effects, blood levels, and potential drug–drug interactions. 

 Although race is a sociologic construction and not a biologic reality, there are 
some biological heritable differences between different ethnic groups. Accordingly, 
while the biology of the human race is essentially the same, there are some cultural 
and ethnic differences and some differences in biological heritage that cause some 
African Americans to be unique in their biological makeup, e.g. more fi brous tissue 
in the skin. These unique differences require consideration in the pharmacological 
treatment in African Americans. Unfortunately, African Americans have rarely 
been included in large clinical trials [ 2 ]. As a result, there is a poor understanding of 
similarities and differences between various cultural, racial, and ethnic groups 
regarding their potentially unique pharmacokinetics. Accordingly, psychiatry is 
bereft in knowledge regarding effectiveness, safety, and tolerability of psychophar-
macology in African Americans. 

 Fortunately, research and clinical practice indicate that usually individual varia-
tion is more substantial than cultural/ethnic variation. This reality makes it danger-
ous to simply make stereotypic assumptions about different cultural, racial, and 
ethnic groups. However, despite this actuality, exceptions and recognition of these 
idiosyncrasies can be extremely important for individual patient care. The CYP450 
system is infl uenced by genetics and heritability as well as environment, which can 
also be shaped by ethnic infl uence. CYP450 enzyme 2D6 (debrisoquine hydroxy-
lase) is an important metabolizing medication that is genetically highly polymor-
phic. Due to the genetically different shapes this enzyme takes, it is able to cause 
some individuals to poorly, intermediately, extensively, or ultra-rapidly metabolize 
(UM) antidepressant medications (i.e., tricyclic and heterocyclic antidepressants, 
selective serotonin reuptake inhibitors (SSRIs) and antipsychotic medications (i.e., 
clozapine, haloperidol, perphenazine, risperidone, aripiprazole, thioridazine, and 
sertindole) [ 108 – 110 ]. Research reveals 3 % of Blacks are poor metabolizers [ 111 ]. 

 Ethnic variation is a major confounding variable in genetic studies and causes 
major diffi culties in understanding genetic coding systems that interact with the 
environment and genes that determine the essential functioning of the brain. For 
example, there is a wide ethnic variation in SLC6A4 (the serotonin transporter 
gene) and this variation is identifi ed by the S allele of the 5-HTTLPR gene. Twenty- 
fi ve percent of Africans have this variation [ 111 ]. To complicate matters further 
[ 112 ], Caspi et al. have shown the 5-HTTLPR gene interacts with exposure to early 
trauma to increase the risk of depression differentially in carriers of the S allele. 
Considering their lower rates of the S allele of the 5-HTTLPR gene and the preva-
lence of early childhood trauma in PAD, these issues bear consideration. It has also 
been found that the percentage of low catechol- O -methyltransferase (COMT) poly-
morphism a common variant at codon 158 generates a valine (Val) to methionine 
(Met) substitution, which results in a three to four-fold difference in enzyme activity 
is 25 % African Americans [ 113 ]. Africans have a higher Val allele frequency 
(approximately 0.67) in comparison to Caucasians (approximately 0.48) [ 114 ,  115 ]. 

 There is also some indication that African Americans may be more vulnera-
ble to Tardive dyskinesia (TD), a side effect of antipsychotic medication [ 116 ]. 
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This clinical observation is buttressed by the fi nding African Americans have 
CYP 2D6*17 at 33 % making them poor and slow metabolizers of antipsychotic 
agents [ 117 – 119 ]. However, another polymorphism of the P450 2D6 enzyme 
causes UM of medications and this UM polymorphism is seen in Ethiopians 
(29 %) [ 117 – 119 ]. CYP 2C19 is involved in the metabolism of diazepam, barbi-
turates, citalopram, clomipramine, imipramine, and mephenytoin, and propano-
lol; it is inhibited by fl uoxetine and sertraline. The rates of poor metabolizers 
due to this enzyme are approximately 4–18 % in African Americans (19 % in 
elderly African Americans) [ 120 ,  121 ]. 

 In summary, evidence from differences in enzyme activity suggests African 
American patients should receive lower doses of many antipsychotic agents [ 122 , 
 123 ]. However, African Americans routinely receive higher doses of antipsychotic 
agents, are more likely to receive depot injections, experience higher rates of invol-
untary psychiatric hospitalizations, and have signifi cantly higher rates of seclusion- 
restraints applied to them while in psychiatric hospitals [ 124 – 126 ]. Further, African 
American adolescents with bipolar disorder were nearly twice as likely to receive 
antipsychotic agents (86 % vs. 45 %) than European Americans [ 127 ]. 

 Due to the increase in the antipsychotic medication side effects, extra pyramidal 
symptoms (EPS) and TD in African Americans, the newer atypical antipsychotic 
medications (i.e., risperidone, olanzapine, and quetiapine) may be of more value in 
treating these populations. Unfortunately, atypical antipsychotic medications impair 
glucose metabolism by causing insulin resistance (unrelated to weight gain), cause 
signifi cant weight gain, and are associated with hyperlipidemia [ 128 ]. Since many 
African Americans have greater baseline risk for obesity, diabetes, and heart disease, 
this potential side effect of atypical antipsychotics should be monitored very closely 
in African Americans. In one longitudinal study in clozapine treated patients, African 
American patients had dramatically elevated hazard ratio, compared to White patients, 
for both new onset diabetes mellitus and death from myocardial infarction [ 128 ]. 

 Other biological concerns are the reality that African Americans have a signifi -
cantly lower baseline white blood cell count than non-African American patients 
(“benign neutropenia”). This may prevent trials or early discontinuation of clozap-
ine in this population, though the risk of agranulocytosis appears to be the same as 
other populations [ 129 ]. 

 It is critically important for psychiatrists to establish fi rm rapport with African 
Americans before prescribing medications for them. It is important because many 
African Americans have been inundated with antipsychiatry literature and do not 
trust psychiatrists or the medication they prescribe [ 130 ]. Understanding the 
patient’s/client’s beliefs about the causes of their problems and what they expect 
from treatment, neutralizing their shame and fear of stigma, exploring their sources 
of strength and support, and ascertaining their use of alternative medicine is critical 
to successful assessment and treatment. Explaining potential side effects of medica-
tions in an understandable manner (e.g., the short-term side effects of antipsychotic 
medication are shaking, muscle cramps, and stiffness and the long-term side effects 
are persisting abnormal movements and weight gain) is more effective than a 
 technical explanation that can be given depending on the patient’s education.   
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    Conclusion and Future Directions 

 The fi eld of mental health has signifi cantly progressed since the days of enslave-
ment as it relates to treating PAD. However, there is still much to be learned and 
ways to grow. 

    Research 

 More research is needed in understanding mental health symptom manifestation for 
PAD. We need to develop valid and reliable tools for both research and diagnosis—
tools that use healthy PAD from different income brackets as the primary reference 
point to develop norms for PAD. Additional research is also needed around the 
strengths and protective factors of PAD. For instance, the rate of suicide is the low-
est among African Americans women [ 131 ]. There is clearly something around 
strengths to be discovered here that can be applied to mental health treatment for 
PAD [ 132 ]. 

 Given that there is a lack of PAD in clinical trials, future research should also focus 
on their inclusion. The fi ndings that arise from better representation can help the fi eld 
understand treatment facets like dosing, effi cacy, safety, and tolerability of psychotro-
pic medications. New drugs that are approved by the Food and Drug Administration 
should be adequately studied in PAD prior to being allowed on the market. 

 Future research should also attend to the prevalence and effects of Fetal Alcohol 
Spectrum Disorder (FASD) in youth and adulthood. In Canada, FAS is quite preva-
lent in their juvenile justice system with a rate of 19:1 who have FAS [ 39 ]. This 
research has not been conducted here in the USA. However, with the number of 
liquor establishments in low-income Black communities and this noted idiom of 
distress, it is likely the USA would see a similar underlying picture. First, the research 
should verify this probable reality, and then research and practice for AA must move 
forward strongly in addressing and preventing this spectrum disorder. Prior to 
research on occurrence, we need a diagnostic tool that can be used in adolescence 
and adulthood, for it is challenging to diagnose FASD without a baby picture or an 
honest answer from a parent. Solving this issue may be potentially transformative, as 
FASD may be a fundamental cause of disruptive behavior leading to (warranted) 
juvenile detention or special education (Note: we stress “warranted” to establish this 
as being different from and/or confounding the New Jim Crow phenomenon).   

    Enhancing Cultural Sensitivity 

 There are relatively few mental health professionals of African descent and defi nitely 
not enough to meet the mental health needs of PAD. This simple ethnic matching 
could help to increase access to services, as Black mental health professionals tend to 
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service more Black patients than White professionals [ 104 ]. This also will likely make 
the services more welcoming, given the mistrust and stigma persists [ 4 ]. In addition, 
both non-White and White clinicians and researchers should be trained in cultural 
sensitivity throughout medical training. Lu and Primm [ 133 ] provide guidance in pro-
moting cultural competence in medical school. Training in cultural sensitivity and 
competence can be assessed using tools, such as the Association of American Medical 
Colleges’ Tool for Assessing Cultural Competency Training [ 134 ]. This tool includes 
items touching on history, knowledge, skill, and attitudes in various facets of cultural 
competence including the impact of bias or stereotypes on decision-making. The 
Diagnostic and Statistical Manual, 5th Edition’s Cultural Formulation [ 135 ] can also 
assist in manifesting cultural competence in treatment of PAD [ 133 ].  

    Prevention 

 Despite the efforts that have been made to increase access and improve healthcare 
quality for People of Color and low income, health disparities persist [ 6 ]. Prevention 
is one solution to this predicament. The near alleviation of polio through prevention 
is one exemplar of the power of prevention. We now know that prevention saves 
millions of dollars, decreases violence, strengthens family, and saves lives [ 136 ]. 
Fortunately, for mental health in particular, prevention is alive and well. However, 
there is still signifi cant work needed in this area. With the implementation of the 
Affordable Care Act, prevention should increase and health disparities should 
decrease especially when one integrates cultural sensitivity and other lessons dis-
cussed in this chapter.     
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           Introduction 

 In 2011 approximately 800,000 individuals were forcibly displaced from their homes 
and fl ed their countries. While the number of refugees generated that year was the 
highest in over a decade [ 1 ] it represents only 2 % of the overwhelming 42.5 million 
forced migrants. Most refugees fl ee their homes with little time to prepare [ 2 ] and, in 
turn, frequently are ill-equipped with the fi nancial, linguistic, and other resources 
needed to address the challenges of their journey that lies ahead. The nature of the pre-
migration and fl ight experiences for refugees, which are frequently marked by fear, 
forced departure, and experiences of torture and trauma, distinguishes them from other 
voluntary migrants. As Papadopoulos [ 3 ] stated, “…it is important to remember the 
obvious fact that becoming a refugee is not a psychological phenomenon per se; rather, 
it is exclusively a sociopolitical one, with psychological implications” (p. 301). As 
refugees resettle in third party countries, sometimes after prolonged stays in refugee 
camps, many experience mental health problems associated with past trauma, ongoing 
stress, or both. Since 1975 approximately three million individuals have been resettled 
in the USA [ 5 ]; this represents an important population to respond to clinically. In order 
to effectively serve this population, mental health professionals including, academics, 
researchers, and clinicians will need to understand the impact of the refugee experience 
and cultural context on psychological functioning. This chapter will review the unique 
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mental health challenges and culturally adapted assessments and treatments targeting 
some of the world’s most vulnerable, yet resilient, populations. 

 According to Article 1 of the United Nations 1951 Convention on the status of refu-
gees, refugees are persons who have crossed an international boundary because they are 
unable or unwilling to avail themselves of the protection of their former country due to 
a well-founded fear of persecution based on race; religion; nationality; membership of a 
particular social group; or political opinion. Refugees are distinguished from other per-
sons of concern, including individuals who are internally displaced within their native 
country, asylum seekers or other individuals who have not yet been recognized by inter-
national bodies as refugees (see Table  7.1 ). The United Nations High Commissioner for 
Refugees (UNHCR) was established in 1951 with the mission of coordinating interna-
tional efforts for the protection of refugees [ 4 ]. The UNHCR identifi es three durable 
solutions for refugees: returning to their country of origin once safety has been estab-
lished; integration into the country of fi rst asylum, which is frequently a country neigh-
boring the country of origin; or, resettlement in a third country. Less than 1 % of all 
refugees are resettled in any given year, with the largest numbers going to one of the nine 
most common resettlement countries: Australia, Canada, Denmark, Finland, the 
Netherlands, New Zealand, Norway, Sweden, and the USA [ 1 ].

   The USA represents the largest resettlement program in the world and together, 
the USA, Australia, and Canada resettle 90 % of the global refugees [ 1 ]. Fifty-eight 
thousand two hundred and thirty-six refugees from approximately 80 countries 
were resettled in the USA in 2012 alone [ 5 ]. The largest countries represented in 
that year’s resettlement program were Bhutan (15,021), Burma (14,020), and Iraq 
(12,122) [ 5 ]. The considerable numbers of refugees in the USA demonstrates that 
this is an important population for educators, clinicians, policy makers, and research-
ers to recognize and to be prepared to appropriately address. The refugee resettle-
ment process in the USA has been characterized over the course of history by waves 
of different ethnic groups. Refugee legislation in 1948 brought an initial wave of 
Eastern Europeans. Since that time the USA has welcomed populations from around 
the globe including, but not limited to, Hungarian, Indochinese, Cambodian/
Vietnamese, Cuban, Russian, Somali, Congolese, Bosnian and Croatian, Burmese, 
Bhutanese, and Iraqi. Although refugees arrive with varied cultural backgrounds 

   Table 7.1    Defi nitions according to UNHCR 2011 global trends document   

 Refugees  Individuals recognized by the 1951 Convention defi nition as 
persons who have crossed an international boundary because they are 
unable or unwilling to avail themselves of the protection of their former 
country due to a well-founded fear of persecution based on race; religion; 
nationality; membership of a particular social group; or political opinion 

 Asylum seekers  Individuals who have applied for international 
protection but their refugee status claims have not been verifi ed 

 Internally displaced 
persons 

 Individuals who have been forcibly displaced but have 
not crossed an international boundary. The UNHCR provides protection 
and/or assistance to confl ict-generated displaced persons 

 Persons of concern  Individuals who do not fall into the previous categories 
but to whom the UNHCR provides protection and/or assistance based 
on humanitarian or other special grounds 
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and different experiences pre-resettlement, they share experiences of forced dis-
placement, adjustment to a new country, a loss of resources and—for many—a his-
tory of trauma. In addition to these common experiences, the changing nature of 
geopolitical confl ict also leads to great cultural diversity among refugees; this 
incredible diversity of cultures within resettlement programs each year and over 
time poses a signifi cant challenge for resettlement agencies and mental health pro-
viders. Such diversity demands mental health services that are both cognizant of the 
common experiences and challenges of refugees, while sensitive to the ways in 
which culture and history can shape experiences, symptoms, and attitudes towards 
and effectiveness of mental health interventions. As countries continue to resettle 
refugees from areas of political unrest and violence, questions of how best to sup-
port the mental health and adjustment of these populations will be critical.  

    Understanding the Refugee Experience: Trauma, 
Resettlement Stress, Isolation, and Acculturation 

 For many refugees, devastatingly violent wars and/or torture are defi ning features of 
their experience. Studies estimate that between 5 and 67 % of refugee populations, 
depending on the origin of the refugee group, are exposed to trauma. One study of 353 
refugees of multiple ethnicities in a Dutch refugee clinic found that 37 % reported 
incidents of torture, 37 % reported being close to death, and 35 % stated that a friend 
or family member had been killed [ 6 ]. Another study found that the proportion of 
refugees who had been subjected to torture varied from 5 to 30 %, depending on eth-
nicity and defi nition of torture [ 7 ,  8 ]. A study of Kosovar Albanian refugees found 
that approximately 67 % of refugees reported being deprived of water and food, 67 % 
reported being in a combat situation, and 62 % reported being close to death [ 9 ]. 

 Refugees are not only likely to have experienced trauma but many have experi-
enced repeated trauma exposure. In a study done in an African refugee settlement, 
Somali refugees had experienced, on average, 12 separate traumatic event types and 
Rwandese refugees had experienced, on average, more than eight traumatic events 
[ 10 ]. Though trauma post-resettlement is less documented, for some refugees ongoing 
exposure to trauma through neighborhood violence or domestic violence occurs [ 11 ]. 

 Children and adolescents have also frequently been exposed to violence, depriva-
tion and, at times, torture [ 42 ,  85 ]. Research with Somali adolescents suggests that, 
similarly to adults, refugee adolescents have experienced repeated trauma exposures 
[ 12 ]. While the term “refugee mental health” has at times been used synonymously 
with “refugee trauma,” an overly-narrow focus on trauma and its consequences 
misses important aspects of the refugee experience that have direct bearing on refu-
gee health and well-being. While many refugees have experienced traumatic expo-
sure, sometimes in the context of torture or widespread violence, other aspects of 
stress that accompany the resettlement process are also critical to understand. Recent 
research suggests that in some cases the stressors encountered in resettlement, such 
as social isolation, are important predictors of mental health problems [ 13 ]. In a 
study of Bosnian refugees, the strongest predictor of depressive symptoms was 
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social isolation, whereas past trauma history did not predict depressive symptoms in 
their clinical sample [ 14 ]. Experiences of discrimination, which may contribute to a 
sense of social isolation or rejection, were found to be important predictors of both 
PTSD and depression among resettled Somalis [ 14 ,  77 ]. Discrimination has also 
been found to predict PTSD among adult Iraqi refugees [ 15 ]. 

 Acculturative stress also plays an important role in refugee mental health. 
Acculturative stress includes both the challenges of navigating a new country, such 
as learning a new language and cultural expectations, as well as stress that occurs 
within a family as parents and children adapt to their new home in different ways 
and at different paces. Confl icts between children and parents over cultural values, 
or responsibilities that fall to a child such as translating important family docu-
ments, can all contribute to high levels of acculturative stress. Here, again, research 
suggests that trauma is less important to predicting mental health problems than 
acculturative stressors; in a study of 447 Southeast Asian refugees, post-migration 
stress associated with acculturative tasks was a stronger predictor of mental health 
than pre-migration trauma and stress [ 16 ]. While acculturative stress may be par-
ticularly high for new arrivals, for many refugees it remains high even years after 
resettlement. The nature of acculturative stress may change over time; while the 
initial challenge of fi nding familiar foods to cook with or learning the transportation 
system may diminish, stress associated with concerns about one’s children losing 
their culture may intensify over time. In addition to the culture-specifi c stressors of 
acculturation, a number of additional stressors of resettlement that are not unique to 
refugees, but that refugees ubiquitously experience, are also important predictors of 
mental health. Access to basic resources such as housing and jobs are key chal-
lenges faced upon resettlement, and can play an important role in adjustment. 

 Thus, taken together the research points towards the importance of broadening the 
lens through which refugee mental health is understood from a focus on  refugee 
trauma  to an emphasis on  refugee core stressors , which includes: trauma, resettlement 
stress, acculturative stress, and isolation/discrimination. These core stressors may 
have a multiplicative effect in that the experience of trauma pre-migration may be 
particularly diffi cult to recover from in the context of the ongoing stressors of accul-
turation, resettlement stress, and isolation [ 17 ]. The authors have summarized the four 
core stressors below; further information on these stressors and the ways in which 
they guide assessment and treatment planning is available through the National Child 
Traumatic Stress Network website (see   http://learn.nctsn.org/course/view.php?id=62    ).  

    Mental Health Needs 

 In part related to the high rates of trauma exposure and signifi cant stressors of reset-
tlement, refugee populations are at risk for elevated psychological distress. Much of 
the research focuses on trauma-related outcomes, such as rates of PTSD [ 18 ,  19 ]. 
Prevalence estimates of mental disorder vary widely, and are likely infl uenced by 
methodological concerns, variability in trauma and fl ight experiences across 
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refugee cohorts, and the cross-cultural application of assessment and theory to non- 
Western populations [ 20 ]. 

 Although it is diffi cult to ascertain actual rates of PTSD, most estimates suggest 
rates are higher than in non-refugee populations. One meta-analytic study calcu-
lated prevalence rates of 9 % for PTSD among refugee adults and 11 % for PTSD 
among children, which places refugees at roughly ten times the risk for PTSD than 
their age-matched counterparts [ 19 ]. Other studies suggest prevalence rates ranging 
from 4 to 44 %, with larger and more rigorously designed studies identifying an 
average of 9 % prevalence for PTSD [ 19 ]. Refugee adults were also at elevated risk 
for major depressive disorder (MDD), with rates ranging from 2 to 18 % across 
studies with an average rate of 5 % across studies with more than 200 participants. 
A systematic review of 181 studies of adults who had experienced confl ict and dis-
placement showed a weighted prevalence of more than 30 % for both PTSD and 
depression [ 21 ]. 

 In general, refugees have worse mental health outcomes than non-refugee immi-
grants [ 20 ]. Research has largely indicated a dose–response effect, whereby with 
increasing levels of exposure to torture and trauma there are increasing symptoms 
of psychological distress [ 22 ]. The extent of perceived life threat has been linked to 
the magnitude of symptoms of anxiety and PTSD [ 23 ,  24 ]. In addition, research 
indicates individuals with more than one diagnosis (e.g., PTSD and MDD) have 
worse prognosis in resettlement [ 25 ]. 

 Increasingly, attention has been drawn to the suicide rate among refugees after 
resettlement. Since 2007, more than 56,000 Bhutanese refugees have resettled in the 
United States, and in early 2009, increasing numbers of suicides in this population 
were being reported. By February 2012, 16 suicides among Bhutanese refugees in 
the USA were confi rmed, which translates to a rate of 20.3/100,000 and is compa-
rable to the rate of 20.76/100,000 that was confi rmed from an assessment done in 
refugee camps in Nepal [ 25 ,  26 ]. These fi gures are notably higher than the US rate 
of 12.4/100,000 [ 27 ]. There is some evidence that the presence of trauma and/or 
PTSD is associated with an increased risk of suicide among refugees [ 28 ,  29 ]. Bhui 
and colleagues [ 30 ] investigated trauma history among refugees and found that sui-
cidal ideation was more common among those who experienced pre-migration 
shortage of food, serious injury, and those who felt close to death. Within a study of 
Bhutanese refugees resettled in the USA, those who had experienced their house or 
shelter being burned down prior to resettlement were four times more likely to 
report suicidal ideation [ 26 ]. Ferrada-Noli et al. [ 29 ] found a high incident rate of 
suicide attempts (40 %) in refugees with a PTSD diagnosis. Whether refugees in 
general are at an elevated risk for suicide, or whether some refugee groups are at 
decreased risk for suicide due to cultural or religious taboos, is not fully understood. 
However, given the high rates observed among Bhutanese refugees, suicidality is an 
important area to assess and consider in refugee mental health. 

 In addition to trauma- and stress-related outcomes, refugees also experience 
other mental health disorders. For instance, rates of schizophrenia appear to be 
higher among refugees than non-migrants; however, differential symptom presenta-
tion and delayed seeking of services due to cultural attitudes may make accurate 
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diagnosis and effective treatment more diffi cult [ 31 ]. Among children, developmen-
tal disorders such as autism may be present; however, this research has been limited. 
Higher rates of autism have been noted among children of Somali refugees [ 32 ]. 
Fazel et al. [ 19 ] identifi ed two studies of psychotic illnesses in which 2 % of 226 
adult refugees were diagnosed with a psychotic illness. In the examination of 1,423 
adult refugees across 5 studies, they found overall prevalence of 4 % for generalized 
anxiety disorder (GAD). Prevalence data for other mental health disorders is limited 
by the availability of survey data as well as the lack of validated instruments and the 
cross-cultural variability in symptoms and presentation that further confound diag-
nosis and treatment with refugee populations. 

 Mental health prognosis over the course of resettlement is unclear. Several stud-
ies have shown that the prevalence of mental health problems drops signifi cantly 
over time following resettlement [ 33 ,  34 ]. However, other studies have found that 
elevated mental health symptoms remain for decades following resettlement [ 34 – 36 ]. 
Steel and colleagues [ 37 ] found that mental illness dissipated over time for most, but 
for a subset of highly traumatized individuals, the risk for psychological distress 
remained high up to a decade after resettlement. This fi nding suggests it is important 
for more prospective research designs that are better able to determine different 
trajectories of adaptation over the years following resettlement. Moreover, research 
that examines resilient responses to trauma and adversity will help advance inter-
ventions and programs that promote health and successful adaptation among those 
that are struggling with mental health and other adaptation challenges. 

 Experiences in resettlement vary widely for different age groups, genders, and cul-
tural groups; in turn, some are at greater risk for poor mental health outcomes. Being 
older or female are associated with worse outcomes in resettlement [ 20 ,  38 ,  39 ]. 
In addition, refugees from rural backgrounds, those with higher levels of educa-
tion, and higher pre-displacement socioeconomic status (SES) are more likely to 
report worse outcomes [ 20 ]. While the fi nding that higher pre-migration SES and 
education are associated with worse outcomes may appear counterintuitive, the 
loss of resources has been identifi ed as particularly detrimental to recovery from 
trauma [ 18 ]. Individuals with higher status and greater material resources before 
migration must contend with a dramatic change in these resources, and thus may be 
at particular risk.  

    Mental Health Needs of Child and Adolescent Refugees 

 Prevalence estimates of mental health problems among refugee children and adoles-
cents vary widely. Estimates suggest that between 10 and 69 % develop trauma- 
related mental health problems [ 40 ,  41 ]. Other studies of refugee children have also 
documented elevated rates of other disorders, such as depression, anxiety, somatic 
complaints, sleep problems, and behavioral problems [ 42 ]. 

 As with refugee adults, outcomes over time can vary; a study of Cambodian 
adolescents followed into adulthood found that depressive symptoms diminished 
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signifi cantly over time, but that PTSD symptoms remained high even 12 years after 
resettlement [ 43 ]. Among refugee youth, the nature of psychosocial problems may 
change over time; youth resettled for a longer period of time may be more vulner-
able to substance use, gang involvement, and other conduct problems. 

 Among children and adolescents, individual, family, and contextual factors are 
associated with mental health outcomes [ 24 ]. At the individual level, exposure to 
violence, physical, psychological or developmental disorders, time since displace-
ment, sex, and level of education can infl uence outcomes. Families play a central 
role in the lives of refugee children; families often fl ee in part to protect their chil-
dren from violence in home countries. They continue to serve as what has been 
called the child’s “protective shield”; parents serve as primary buffers between chil-
dren and the stress of the world around them. Yet for many refugee parents, the 
challenges of navigating a new culture and establishing a new life of their own 
makes it diffi cult to provide the same kind of protection that they capably provided 
back home. Unfamiliarity with language, culture, and school systems, their own 
trauma and related struggles, and the challenges of making a living in a new country 
can all limit parental capacity to protect and assist one’s children. Some refugee 
children lose parents or other important family members through death or separa-
tion. The degree to which a refugee family remains intact and able to nurture chil-
dren plays an important role in their mental health outcomes [ 24 ]. Thus many 
factors, above and beyond past trauma, infl uence child and adult refugee outcomes. 
These factors, and their relevance to mental health outcomes, suggest the impor-
tance of widening intervention targets beyond a trauma focus.  

    Resilience and Positive Responses to Forced Migration 

 While research has identifi ed mental health needs among refugees, there is a grow-
ing emphasis on promoting understanding of positive adaptation and recovery from 
adversity and trauma. In general the prominent response to adversity and trauma is 
that of the capacity to sustain functioning and even to thrive [ 44 ,  45 ]. There are also 
instances where refugees may develop high levels of mental health symptoms yet 
continue to function at high levels (e.g., Tempany [ 46 ]). Papadopoulos [ 3 ] high-
lights that not only do people frequently survive horrifi c conditions largely intact 
but that they may also be strengthened by their experiences through what he terms 
adversity-activated development (AAD). AAD refers to the process in which adver-
sity requires transformation and adaptation in order to respond to the challenges at 
hand. While the capacity to cope with adversity may be a universal, the processes of 
resilience may vary across cultures such as the relative importance of individual- 
(e.g., self-effi cacy) versus community-level (e.g., collective effi cacy) resources 
[ 47 ]. The capacity for resilience and AAD—through a variety of individual, famil-
ial, and community resources and processes—as well as the diversity in the course 
of mental health suggests that there is much to be learned from those who adapt and 
thrive despite adversity.  
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    Barriers to Care 

 Despite elevated levels of mental health distress, relatively few refugees access 
mental health services. In a national study of Asian American/Pacifi c Islanders, 
mental health services were utilized at 1/3 the rate of Americans [ 48 ] and among 
refugee children and adolescents as many as 92 % of those in need do not access the 
mental health services [ 49 ,  50 ,  85 ]. While access rates are likely to vary by specifi c 
ethnic group and other demographic characteristics, the generally low use rates sug-
gest attention to service access for refugees is needed. Practical experiences of refu-
gee providers and partnerships with refugee communities, as well as the extant 
research, have highlighted key barriers to refugees receiving mental health care [ 21 , 
 51 ]. These barriers include (a) distrust of authority and/or systems, (b) stigma of 
mental health services, (c) linguistic and cultural barriers, and (d) primacy and pri-
oritization of resettlement stressors. Mental health promotion among refugees 
requires an integrated response to these barriers. 

    Distrust of Authority and/or Systems 

 The experience of refugees often includes extreme abuse of power by those in 
authority. Systems usually designed to protect people may have come under the 
power of those who perpetrated atrocities. Sharing personal information with 
strangers, such as one’s tribal affi liation, may have placed one at risk of being a 
target of violence. As a result, many refugees, especially those who have experi-
enced government-sanctioned persecution and violence [ 52 ,  53 ] have developed a 
distrust of authorities and governmental systems, and this distrust may be applied to 
service systems. Power is also a central issue. Due to a history of being marginal-
ized and a legacy of disempowerment in social, political, and economic arenas, 
there may be mistrust of service providers who represent a more socially empow-
ered group [ 54 ,  55 ]. Issues of power and distrust may affect services at the individ-
ual level, challenging the development of a therapeutic alliance, or at a programmatic 
and community level, leading to low rates of engagement. The potential legacy of 
distrust may require extra time for rapport building and development of a sense of 
safety and security during the process of treatment [ 56 ]. Programs that build trust 
not only with the child/family or the adult but also the whole community may be 
better accepted.  

    Stigma of Mental Illness 

 The stigma of mental illness within many refugee communities may provide a bar-
rier to seeking mental health services [ 57 ,  58 ]. In many cultures, mental illness is 
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considered a taboo topic and is not openly discussed [ 58 ,  59 ]. For some refugee 
groups, there are limited words to describe mental health or illness in their language 
[ 57 ,  60 ]. In some refugee communities, mental illness is not understood on a con-
tinuum; an individual is either well or “crazy” [ 58 ,  66 ]. Furthermore, recovery from 
mental illness may not be believed to be possible. Youth problems, when identifi ed, 
are often framed as issues of cultural confl ict within the family or diffi culties with 
youth success at school. Someone who self-medicates with drugs due to mental 
health issues may be seen as violating religious or cultural expectations, and subse-
quently be ostracized from the community. In some instances, community members 
may be concerned that if an individual is known to be receiving mental health care, 
the stigma he or she may experience would be more damaging than receiving no 
care at all. Overcoming such stigma requires psychoeducation and outreach at the 
individual and, when possible, community level. Other structural changes, such as 
delivering services within trusted agencies like schools or resettlement agencies, 
can further reduce barriers associated with the stigma of mental illness.  

    Language and Cultural Factors 

 When a refugee does seek to engage in mental health services, the lack of linguisti-
cally accessible and culturally sensitive services presents a further barrier [ 61 ]. 
Linguistic capability and cultural sensitivities are related issues that we address 
separately. Services must be available in the language of fl uency of the client in 
order to be accessible. Even when a youth is fl uent in English, parents often are not 
[ 62 ,  63 ], thus presenting a challenge to obtaining parental consent for treatment of 
a child and subsequently engaging the parents in the child’s treatment. Given the 
range of linguistic profi ciency among refugee children and adults—and at times the 
preference for different language between child and parent—services need to be 
fl exibly available in different languages. Changing demographics of refugee arrivals 
further complicates the capacity of mental health service organizations to provide 
linguistically appropriate services. The use of interpreters, in person or via phone, 
can aid in reducing this barrier. The use of children or relatives as interpreters is not 
recommended. In some programs, the integration of a cultural broker, or an indi-
vidual trained to not only interpret the language but also interpret the culture and 
context of both the refugee’s cultural group and the service system, has served to 
improve both linguistic access and cultural sensitivity [ 64 ,  65 ]. 

 A related challenge to accessing mental health services is the lack of culturally 
sensitive services available. Families or individuals may hold different explanatory 
models for problems [ 66 ,  67 ], and view what mental health providers may label as 
mental illness as problems related to spirits or religion [ 57 ,  58 ,  74 ]. Families or 
individuals with different explanatory models logically seek solutions other than 
mental health care and may view mental health services as irrelevant to the problem 
at hand.  
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    Primacy of Resettlement Stressors 

 Finally, even if barriers of trust, stigma, and culture are addressed, many refugee 
individuals and families do not identify obtaining mental health services as a pri-
mary need. Rather, managing the resettlement stressors, such as ensuring adequate 
food and housing for the family and securing employment are prioritized [ 68 ]. 
Murphy and colleagues [ 63 ] argue that these basic needs must be met before refu-
gees can focus on their mental health. Research also suggests that these ongoing 
stressors may be important determinants of refugee mental health and well-being 
[ 14 ,  69 ,  70 ]. Despite this, mental health service systems and refugee resettlement 
services typically are delivered by different agencies and with relatively little con-
nection. Families referred to mental health services may look to providers for assis-
tance with tangible needs such as food and housing and be reluctant to spend time 
and energy engaging in services that do not address basic needs. Mental health 
services that broaden the scope of care to facilitate addressing other aspects of the 
social ecology that impact the individual are likely to be more successful in engag-
ing refugees in mental health treatment.   

    Mental Health Assessment 

 Refugees present a number of challenges to assessment, including validity of con-
ducting assessments cross-culturally, complex physical and psychological issues 
that may be present with refugee trauma/torture survivors, and the broader social 
context that impinges on mental health outcomes. Each of these three assessment 
challenges is considered below. 

    Cross-Cultural Validity of Mental Health Assessment 

 The meaningful assessment of mental health across diverse cultures has come under 
criticism at both a broad conceptual level as well as a methodological level. 
Conceptually, some people have questioned the appropriateness of using Western 
mental health diagnostic schemas to describe the experience of refugees. Researchers 
and practitioners argue against what they describe as the “medicalization of distress” 
and suggest that instead of looking at it as an issue of individual psychopathology, 
the social and cultural dimensions of trauma need to be understood [ 71 ,  72 ]. 

 Methodologically, many standardized mental health assessment tools com-
monly used in mental health evaluations have not been specifi cally developed or 
adapted for use with refugees [ 21 ,  73 ,  74 ]. Instruments used with Western popula-
tions may not be available in the necessary languages, and even when they are may 
not have been adequately tested for construct validity and linguistic comparability. 
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Refugees from orally based cultures, in which the language is primarily spoken 
rather than written, or who are not literate may be unfamiliar with standard assess-
ment formats, such as Likert scales, rendering such tools less useful. Established 
assessment norms or cut-off scores may be unavailable for the cultural group in 
question, and thus inappropriate to reference. 

 When possible, instruments that have demonstrated cross-cultural validity with 
the population of interest should be used. Examples include trauma screens such as 
the War Trauma Scale and the Harvard Trauma Questionnaire [ 82 ]. Examples of 
measures of psychological distress that have been adapted for refugee populations 
and the use of which has been documented in the literature are the Hopkins Symptom 
Checklist-25, the Beck Depression Inventory, the Impact of Event Scale, and the 
Posttraumatic Symptom Scale-30. Some of these instruments, such as the Harvard 
Trauma Questionnaire, have been validated in a number of different languages 
[ 100 ]. In the absence of culturally validated instruments, scoring and interpretation 
of assessment tools should be done in the context of other information that has been 
gathered, and used to inform clinical judgment rather than determine diagnoses.  

    Assessment in the Context of Complex Physical, Psychological, 
and Cultural Factors 

 Refugees, and in particular torture survivors, often present with complex physical 
and psychological factors that may affect assessment. As discussed in relation to 
treatment engagement, past experiences of abuse or mistreatment at the hands of 
authorities may contribute to a reticence to trust and share personal information 
[ 75 ]. For some, the clinical interview may be reminiscent of past trauma, as in the 
case of torture survivors who underwent interrogations. Those who are seeking or 
have received asylum status may also be concerned about whether divulging infor-
mation could be used to undermine their case. For these reasons, extra time may be 
needed to establish rapport and trust. 

 Brain injury, occurring in the context of torture or war, may further complicate 
assessment. Similarly, malnutrition or severe illness histories may also contribute to 
short- or long-term cognitive defi cits [ 76 ]. Neuropsychological assessment of refu-
gees who have experienced torture, trauma, or physical deprivation may be 
indicated. 

 Within some cultures, strong taboos or gender roles may also affect the degree to 
which refugees feel comfortable sharing information with providers. A female rape 
victim from Somalia, for example, may be particularly hesitant to share this infor-
mation with a male provider due to cultural stigma and shame associated with rape. 
Even if the clinician is female, the presence of a male interpreter from the commu-
nity may impede open discussion. Awareness of gender norms, cultural taboos, and 
sensitivity to the changing dynamics when an interpreter is present are all important 
considerations.  
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    Assessment of the Broader Social Context and Protective 
Resources 

 In addition to standard domains of mental health evaluations, clinical assessment of 
refugees should include an assessment of the pre- and post-migration experiences 
that particularly impact mental health outcomes (e.g., the Four Core Stressors, see 
Table  7.2 ). Fazel et al. [ 24 ] discuss specifi c pre- and post-migration factors that put 
refugee youth at risk for psychological diffi culties or mental health issues. On an 

   Table 7.2    Four core refugee stressors   

 Traumatic stress  Occurs when a person experiences an intense event that threatens or causes 
harm to his or her emotional and physical well-being. Refugees can 
experience traumatic stress related to: 

 • War and persecution 
 • Torture 
 • Rape 
 • Forced displacement from home 
 • Flight and migration 
 • Poverty 
 • Starvation 
 • Family/community violence 

 Resettlement 
stress 

 Is related to the refugee experience as people try to make a new life for 
themselves in a new country and may include: 

 • Financial stressors 
 • Diffi culties fi nding adequate housing 
 • Diffi culties fi nding employment 
 • Loss of community support 
 • Lack of access to resources 
 • Transportation diffi culties 
 • Loss of pre-migration status 

 Acculturation 
stress 

 Occurs as people try to navigate between their new culture and their culture 
of origin and may include: 

 • Confl icts between children and parents over new and old cultural values 
 • Concern over children “losing” their culture 
 • Confl icts related to cultural misunderstandings 
 • The necessity to translate for family members who are not fl uent in English 
 • Problems trying to fi t in at school 
 •  Struggle to form an integrated identity including elements of their new 

culture and their culture of origin 
 Isolation stress  Is related to refugees’ experiences as minorities in a new country and may 

include: 
 • Feelings of loneliness and loss of social support network 
 • Discrimination 
 • Experiences of harassment from peers or law enforcement 
 • Experiences with others who do not trust the refugee 
 • Feelings of not “fi tting in” with others 
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individual level, risk factors include exposure to pre-migration violence and expo-
sure to post-migration violence. Risk factors on a family level include having a 
single parent, having a parent with psychiatric problems, having a parent who was 
exposed to violence, poor fi nancial support, and arriving in host country unaccom-
panied. On a community level, risk factors include perceived discrimination and 
several changes of residence in host country. The multiplicity of factors that impact 
a refugee’s well-being need to be taken into consideration as part of a comprehen-
sive assessment of psychological functioning.

        Mental Health Interventions 

 There have been several reviews in the past decade that detail the current evidence- 
base in refugee mental health interventions for adults and/or youth [ 21 ,  42 ,  61 ,  77 , 
 78 ]. These reviews have underscored the growing publication of refugee interven-
tion research but also the limited numbers of tightly controlled trials [ 79 ]. For exam-
ple, in a 2007 review of PTSD-specifi c treatment studies by the Institute of Medicine 
(IOM) only two studies with refugees [ 80 ,  81 ], met the criteria of well-designed 
studies to be included in the review. The challenges associated with conducting 
randomized controlled trials with refugee populations are signifi cant, and innova-
tive research designs and methods are needed to address this evidence gap [ 90 ]. 

 The vast majority of evaluated interventions have focused on symptoms of anxi-
ety and PTSD associated with past trauma. Cognitive-behavioral therapy (CBT) has 
been the most commonly evaluated approach and trials have largely demonstrated 
reductions in PTSD and anxiety symptoms (e.g., Barrett et al. [ 82 ], Ehntholt and 
Yule [ 61 ], Fox et al. [ 83 ]; Hinton et al. [ 91 ]; Palic and Elkit [ 84 ], Otto et al. [ 96 ]). 
Studies have evaluated CBT with a wide-range of populations such as Cambodian 
adults, either alone [ 91 ] or in combination with pharmacological interventions [ 85 ], 
and in school-based samples of youth of varying nationalities [ 61 ]. 

 In recent years the shift in focus from a long-standing emphasis on reactions to 
torture and trauma has researchers and practitioners questioning the cross-cultural 
applicability and utility of the trauma model [ 79 ,  80 ]. Increasingly there has been 
more of a focus on understanding refugees’ experiences and challenges within the 
resettlement environment, which is more modifi able, and in fostering strength, 
capacity, and resilience among individuals and communities [ 3 ]. Researchers and 
practitioners are increasingly incorporating approaches that acknowledge cultural 
differences in meaning and distress and that foster culture-specifi c methods of cop-
ing and responding to adversity [ 86 ,  87 ]. There has been a growing emphasis on 
interpersonal [ 88 ] and narrative expressive therapy approaches [ 89 ,  90 ,  92 ], which 
correspond with values within cultures with more collectivistic and oral traditions. 

 In working with refugee youth, the largest body of evidence has been in the 
evaluation of school-based programs [ 61 ,  91 ,  92 ,  94 ]. Many of these programs focus 
on the use of arts-based therapies to support the expression and resolution of trauma 
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and adjustment-related concerns through a developmentally appropriate medium. 
Some adolescent refugee mental health programs have also focused on addressing 
social and environmental challenges faced by youth, such as stressors related to 
family confl ict, unstable living conditions, and fi nancial stressors (e.g., Ellis et al. 
[ 86 ].). In an adaptation of Trauma Systems Therapy for Refugees, school-based 
skill-building groups addressed acculturative stress while more intensive, individu-
alized trauma treatment was provided for adolescents with more signifi cant mental 
health needs [ 77 ]. Programs such as this represent essential multilayered responses 
that not only recognize the importance of addressing trauma but also the need to 
target the resettlement challenges faced by refugee communities that are frequently 
living in low-income and under-resourced neighborhoods. More such programs are 
needed across the age continuum that support the wide-ranging challenges associ-
ated with forced displacement and resettlement. 

 Regardless of the model of care used, basic background knowledge of a refu-
gee’s culture and refugee experience should be understood, and will inform the care. 
Below, the authors have created a table of key questions and issues for providers to 
consider. 

  Key Questions and Issues for Consideration when Working with Refugees 

•        Where is this patient from? What is the recent history of that country, what 
led to the exodus of refugees?  

•   Who is the patient? Within his/her country of origin, did their particular 
identity and status (e.g., ethnicity, religion/religious sect, tribe/caste) have 
unique experiences and/or persecution?  

•   How did the patient come to be here? Did he/she spend time in refugee 
camps, have a dangerous fl ight, arrive as an asylum seeker? Did the refu-
gee arrive with other family members? If not, who are they separated from 
and what are the circumstances that led to the separation?  

•   How long has he/she lived in the USA? Has he/she migrated within the USA?  
•   How is mental illness viewed in his/her culture? How is distress expressed?  
•   How is healing approached in his/her culture? Who does one turn to for 

help traditionally? Is the client seeking help through traditional means?   
•   What is the resettlement context for this client? Is there a strong, support-

ive ethnic community that the client is/could be a part of? Does the client 
have support for basic resettlement needs, e.g., housing, job training, lan-
guage classes?  

•   What is the preferred language for the client? If needed, who will interpret 
for the client? Does the interpreter come from a particular ethnic, tribal, or 
religious background that is different from the clients, and if so how might 
that affect the work?    

B.H. Ellis et al.



179

 Asking many of these questions directly of the patient is not recommended, due 
to language restrictions or the fact that trust has yet to be developed between the 
provider and client. Some initial understanding of many of the above questions can 
be gained through refugee backgrounders or other brief summaries of the culture, 
history, refugee experience, and health practices of common refugee groups (see the 
Center for Applied Linguistics,   http://www.cal.org/topics/rii/profi les.html     or 
Ethnomed, Ethnomed.org). Although every refugee’s experience is unique, being 
aware of the general sociopolitical context that has affected the client will both com-
municate the clinician’s interest in understanding the refugee’s culture and also 
allow for a more nuanced understanding of the client’s particular experiences. While 
a provider can never understand all the intricacies of the many refugee cultures, 
some basic knowledge can help guide questions in a manner that shows respect for 
the client and a willingness to learn.    

     Psychopharmacology 

 Psychopharmacology can be an effective treatment for some refugees, and may be 
more acceptable than psychotherapy within some cultural groups. While there is a 
need for more research evaluating different pharmacological approaches for the 
treatment of PTSD [ 93 ] the literature on psychopharmacology within refugee popu-
lations is even more limited. Smajkic and colleagues [ 94 ] found signifi cant reduc-
tions in PTSD symptom severity and depression, and improvements in Global 
Assessment of Functioning (GAF) scores following 6-week regimens of Sertraline 
(selective serontonin reuptake inhibitor, SSRI, antidepressant) and Paroxetine 
(SSRI, antidepressants) in a trial with adult Bosnian refugees. A third study group 
was treated with Venlafaxine (serotonin-norepinephrine reuptake inhibitor, SNRI, 
antidepressant) and evidenced signifi cant reductions in PTSD symptom severity 
and improvements in scores, but had no changes in depression and reported signifi -
cant side effects. Otto and colleagues [ 96 ] found the greatest improvements in a 
study of Cambodian refugees who were treated with combined Sertraline and ten 
sessions of CBT. There is considerable need for more systematic evaluation of the 
use of pharmacological interventions and for a broader range of mental health dis-
orders within diverse refugee communities. 

 As with other intervention approaches, it is important to consider how cultural 
attitudes towards, and understanding of, medication may affect medication adherence 
for diverse refugee populations [ 95 ]. Some refugees may assume psychotropic medi-
cations function similarly to medications such as pain relievers, that is to say, medica-
tion should be taken when symptoms are felt and are expected to lead to immediate 
symptom relief [ 96 ]. This may lead to some refugees stopping their medication if it 
does not work immediately, and/or stopping their medication as soon as symptoms. 
Ongoing monitoring and education around the reasons why psychotropic medication 
need to be taken consistently and over a longer period of time may improve medica-
tion adherence. In addition, possible barriers to taking medication, such as concerns 
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that fasting during Ramadan prohibits medication, concerns that western medications 
are addictive, or preferences for traditional remedies, should be reviewed, and consul-
tation from cultural/religious experts sought to address such concerns. 

 Differences in dosing, side effect profi les, and effi cacy of psychotropic drugs 
have been noted across different racial and ethnic groups [ 97 ]. This may be related 
to several factors, including genetic variability that affects metabolic rates and/or 
sociocultural factors such as diet. In addition, the use of traditional herbal medicines 
may interact with prescribed medications [ 98 ].  

    Cultural Considerations 

 In considering appropriate mental health services for refugee populations, there are 
a number of important cultural considerations. Culturally sensitive practice requires 
having a basic fund of knowledge about the refugee group, such as their country of 
origin’s history and their reasons for fl eeing [ 61 ,  65 ], along with an understanding 
of cultural norms and traditions. For this, there are a number of resources available 
to providers to learn more about the culture and country of origin when working 
with different refugee communities [ 99 ,  100 ]. It is also critical to know about 
culture- specifi c explanations of and expressions of mental illness. Mental health 
services that explicitly integrate cultural training and consultation into their prac-
tice, and models of care that allow for fl exible adaptation to different cultures, con-
tribute to providing culturally sensitive services for refugees. 

 One way to increase culturally appropriate services is through the use of inter-
preter services or cultural brokering [ 101 ,  102 ]. The use of these services can facili-
tate cross-cultural communication and improve quality of care in clinical settings. 
In some settings, the use of a professional cultural broker takes the place of an 
interpreter. The role of a cultural broker differs from that of an interpreter in that in 
addition to providing interpretation, the broker also serves as a bridge, link, or medi-
ator between groups or persons of different cultural backgrounds for the purpose of 
reducing confl ict or producing change [ 103 ]. Cross-cultural communication 
includes both verbal and nonverbal communication, as well as the communication 
of cultural norms. Cultural brokers interpret both the spoken words as well as the 
subtext communicated through nonverbal communication, and understood in the 
context of culture. An example of this might be for the broker to interpret not only 
the spoken words “can I offer you a soda?” but also the subtext that to refuse the 
drink in someone’s home would suggest distrust; this information is then communi-
cated to the clinician. A cultural broker might also later share with the clinician that 
a soda is also a luxury for the family so returning the favor the following week by 
bringing sodas to share would communicate both trust and respect, as well as fair-
ness. Many more complicated concepts, such as a family’s perception of symptoms 
as a manifestation of a person being possessed by spirits, may similarly be inter-
preted. The role of the cultural broker in a mental health program is multifaceted; 
they act as a conduit between the client and provider, hold and share information 
that facilitates the relationship between client and provider, and act as a bridge upon 
which the relationship between the client and provider is built and strengthened. 
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 There are multiple considerations for using an interpreter or cultural broker in a 
clinical setting. It is important to provide these services when an individual or fam-
ily speaks English as a second language, or when there is a specifi c language/dialect 
that the provider is not fl uent in. Providers should avoid using children or other 
family members as interpreters, and if possible should use a consistent interpreter or 
cultural broker for continuity and establishment of trust. Brokering or interpreting 
services are best delivered when the provider can set aside time prior to the session 
and following the session to discuss content and goals of the session with the broker 
or interpreter. This discussion should establish how to use nontechnical terms and 
how to identify cultural concepts of mental health and culturally relevant examples 
when meeting with the client.  

    Conclusions and Future Directions 

 While the nature and location of political confl ict around the world will continue to 
change, the need to welcome to our country those who have been most affected by 
violence and human rights abuses remains certain. However, reaching a safe refuge 
from persecution is but the beginning of healing. For those refugees in need of them, 
effective mental health services can facilitate recovery and successful resettlement, 
and alter the trajectory of life for generations to come. 

 As the fi eld of refugee research advances, improvements in the clinical assess-
ment and diagnosis of refugees will better enable mental health providers to serve 
this population. Mental health providers, educators, and policy makers have an 
increasing opportunity to structure mental health services in ways that meet the 
complex challenges of refugee mental health. Both organizational and systemic 
considerations, as well as clinical approaches, can build on recent refugee research 
to provide a comprehensive, integrated response to refugee mental health needs. 

    Organizational/Systemic 

 Increasingly, refugee mental health is being understood as an outgrowth of not only 
trauma but also the signifi cant challenges faced by refugees in resettlement. These 
various needs are not simply additive, but interrelated; trauma treatment may be less 
effective for a refugee struggling with basic living insecurities, and the ability to 
obtain employment may be challenged by refugees struggling with mental illness. 
As the refugee research fi eld moves towards understanding the inherent intercon-
nection between such challenges, so must the intervention fi eld. Mental health ser-
vices that are provided in an integrated fashion with other resettlement, health and 
social services may be more successful in engaging, retaining, and effectively treat-
ing refugees. This could be accomplished through the integration of other services 
into mental health service systems, or by shifting mental health services into service 
systems already serving refugees varied needs. The authors note that in their inter-
vention development and evaluation activities through the Refugee Trauma and 

7 Understanding the Mental Health of Refugees…



182

Resilience Center of Boston Children’s Hospital, building partnerships between 
community agencies, mental health providers, and other service systems such as 
resettlement agencies and schools has shown particular promise in meeting the 
multi-level needs of refugees.  

    Clinical Approaches 

 At a clinical level, the effective treatment of refugees will be aided by additional 
research on appropriate assessment tools for different ethnic groups, and more rig-
orous intervention research. In addition, research on resilient outcomes may shed 
important light on protective processes that can be facilitated or bolstered. While 
much progress has been made in this fi eld since the initiation of the US resettlement 
program, more efforts are needed to enhance understanding of the impact of refugee 
core stressors and optimal methods for intervention. 

 Refugees will continue to arrive from different countries, and the mental health 
service system must be prepared to fl exibly respond to the linguistic and cultural 
characteristics of new refugee groups. Models such as integrating cultural brokers 
into mental health service systems provides a framework for how practices can be 
adapted and delivered to new groups; although the specifi c adaptations and cultural 
considerations may change with each new group, the  process  of integrating cultural 
expertise into clinical treatment can remain constant. In order to accomplish this, 
important future directions include establishing billing mechanisms so that the work 
of cultural brokers is supported in a sustainable way, and establishing more clear 
training guidelines and roles for cultural brokers in the clinical setting. 

 While much work remains to be done in understanding the experiences, mental 
health trajectories and healing of refugees, mental health providers, educators, 
researchers, and clinicians must meet the needs today of the many refugees who 
experience mental ill health. We must seek to address this need by shaping systems 
and services to better access those in need who have never sought services, by 
responding with cultural sensitivity and understanding to those who reach our clin-
ics, and by meeting the abuses wrought on humanity with dignity and hope.      
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           Introduction 

 Diversity Dialogue is a 3-h workshop designed and piloted by the Center for 
Diversity, Department of Psychiatry at Massachusetts General Hospital (MGH). 
Since 2010, Center members have conducted Diversity Dialogues with mental 
health clinicians, medical specialty professionals, psychiatry residents, and medical 
students. Our mission is to offer a professionally facilitated safe environment for 
sharing personal stories and experiences with the goal of enhancing relationships, 
tolerance and ability in a community. 

 The meaning of culture is complex and implies the integrated patterns of human 
behavior that include thoughts, communications, actions, customs, beliefs, values, 
and institutions of racial, ethnic, religious, or social groups. Diversity Dialogues are 
ongoing process-oriented practices that emphasize the philosophy of inclusion, 
respect and acceptance of otherness. They are built on the tenets of cultural sensitiv-
ity rather than cultural competence, the latter of which may imply a fi nal outcome 
with a tangible and reachable skill set. Our core value is awareness of the richness 
and unique elements that each individual’s culture and professional background 
brings to the conversation. 

 As the population in the United States has become increasingly diverse, a con-
versation about these issues has become inevitable and critical. Yet, these conversa-
tions are usually highly charged and loaded with conscious, subconscious, and 
unconscious biases making them diffi cult to conduct in professional settings where 
they are often most needed. This chapter reviews historical developments of diver-
sity initiatives in the corporate world as well as healthcare systems. It also examines 
societal processes that hinder the emergence of a genuine discourse about diversity. 
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Concepts of the “other” and microaggressions that perpetuate power differentials 
and create structures of superiority–inferiority among groups of people are exam-
ined. The challenges of acknowledging one’s biases and the fear of relinquishing 
them in favor of a more balanced and equal approach are also highlighted. Lastly, 
the restrictions that language imposes on us are offered with a conclusion that 
speaking about diversity and using the model of a dialogue is the most important 
and effective way to evoke meaningful change.  

    Genesis of the Diversity Dialogue at Massachusetts 
General Hospital 

 Diversity Dialogue is an initiative that has grown out of the work of the Center for 
Diversity (formally called Diversity Committee), Department of Psychiatry, MGH. 
The group was formed in 1997 and since then has included about 50 multidisci-
plinary members of our Department, which itself reaches approximately 800 fac-
ulty, trainees and administrative staff. The Center focuses on recruitment and 
retention of faculty and trainees from underrepresented minority groups using edu-
cational venues such as cross cultural Grand Rounds and diversity initiatives task-
forces. At monthly meetings, we have introduced a peer-learning process to enhance 
our knowledge of diversity issues and members of the Center periodically give 
30-min presentations about an aspect of diversity that has touched their lives. 
Through this process, we have observed changes in communication and relational 
patterns. Members feel more comfortable disagreeing with each other and voicing 
their distinct opinions and perspectives. Story-telling and dialogue have become 
powerful vehicles to attenuate, if not remove, barriers within the group. The Center 
meetings have created a place of safety for members to push themselves and each 
other in questioning their own beliefs, allowing the expression of feelings of vulner-
ability and discomfort. The myth of cultural competency, i.e., that a fi nite body of 
cultural learning can protect one from being culturally incompetent, is challenged. 
We have shifted to adopting terms such as cultural sensitivity, cultural humility, and 
cultural curiosity. We also explore our own biases and in particular our microag-
gressions—a term coined by a senior member of our Center, Chester Pierce, M.D. 
[ 23 ] to denote the subtle and nonverbal “put-downs” of others. We have reached a 
consensus that no one is immune from prejudice and no one has escaped its impact 
and that the single most important action is to talk about it. 

 In 2010 the Center for Diversity was approached to conduct diversity training for 
a mental health clinic serving a culturally and economically diverse population of 
college students and faculty. A series of discussions was held with the requesting 
clinic and we learned that prior diversity trainings that had used a didactic model 
were not as effective as expected. Drawing from our own experiences of peer learn-
ing and story sharing, we decided that a totally new approach was needed and we 
piloted Diversity Dialogue, an innovative model for diversity training. 
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 Diversity Dialogues aim to achieve the following objectives:

•    Encourage thoughtful and genuine discussions through professionally facilitated 
processes  

•   Raise awareness of conscious, subconscious, and unconscious biases of the 
“other,” be it a person or group of people from a different race, ethnicity, culture, 
nationality, religion, age group, level of ability, education, socioeconomic back-
ground, gender and sexual orientation  

•   Detect and examine subtle and often visceral microaggressions exhibited in 
relating to the “other”  

•   Enhance capacities to address unspoken issues in our society and transcend polit-
ically correct impositions or restrictions  

•   Provide a respectful holding environment for those willing to take the risk of 
becoming vulnerable in voicing provocative or non-mainstream opinions  

•   Introduce concepts of cultural sensitivity and cultural humility to replace the 
commonly used concept of cultural competence  

•   Promote discussions toward a formal and universal defi nition of diversity    

 The challenges of defi ning diversity and talking about sensitive issues became 
apparent early in our Center’s work. In Post-Dialogue debriefi ngs among leaders 
and facilitators of the Dialogues, we faced critical dilemmas, for example: should 
we defi ne diversity or allow the concept to remain vague for now and be defi ned by 
Dialogue processes? The Dialogues revealed nuances in participants’ identifi cation 
along an array of diversity layers. For example, one participant spoke of how her 
family came to identify their religion more than their cultural heritage as a core defi -
nition of their shared identity as a group: “Both of my grandfathers died in the fl u 
epidemic of 1918 when my parents were young children. Between them, my grand-
mothers went on to raise 13 children alone. They relied on their faith and the tradi-
tions of the Catholic Church. By the time I was born our major way of identifying 
ourselves was that we were Catholic rather than that we were of Irish or Italian 
descent.” Other questions emerged for the group. Can the Dialogue be equally 
applicable to seemingly homogeneous versus heterogeneous groups? What consti-
tutes a successful Dialogue? Evidence-based practices in mental health studies rely 
on well-defi ned sets of behaviors as ultimate outcome criteria. Diversity, however, 
is fl uid. Discussing it tends to bring up hazy feelings and reactions typical to times 
of confusion. Discomfort that is carefully monitored by leaders and facilitators may 
be the most meaningful place to start a discussion about diversity because it enables 
participants to tap into and express deeper thoughts, attitudes, and biases. Although 
hard to measure, we theorize that allowing the emergence of confusion, discomfort, 
and vulnerability while talking about diversity in a well contained environment 
may—in due course—increase our adaptability to, and acceptance of, the rapidly 
changing diversity in our country. 

 Over the years, we received comments from participants of Diversity Dialogues. 
One participant reported an increased awareness of previously taken-for-granted 
interpretations of a psychotherapy patient and provided attestation of changes in 
their practice: “I thought my married female patient was having sex twice a year 

8 Diversity Dialogue: An Innovative Model for Diversity Training



194

with her husband for cultural reasons. After the Diversity Dialogue, I actually asked 
her.” Another participant communicated to us the value of Diversity Dialogues for 
her: “I have participated in two Diversity Dialogues training sessions organized by 
the MGH Psychiatry’s Center for Diversity in the past year, and must say that the 
training has been eye-opening for me in learning more about the unique background 
that each participant brings to the session –particularly during the group introduc-
tions and small breakout sessions part of the program. The provision of a safe envi-
ronment by the trainers enables each of us to disclose the complex challenges of 
working in our large institution—issues and stories that I would otherwise never 
have known in my day-to-day interactions with my colleagues.”  

    History of Diversity Initiatives in the United States 

 Discussion of Diversity Dialogue and the closely associated concept of cultural 
sensitivity would be incomplete if we do not fi rst present historical precursors by 
which diversity became a focus of attention in the US. We will also review the 
development of diversity trainings and highlight their reliance on concepts of cul-
tural competence. 

 The United States was founded on the principal of the inalienable right of all 
people to “life, liberty and the pursuit of happiness” as laid out in the Declaration of 
Independence [ 1 ]. Two-hundred and thirty-six years later, in his Second Inaugural 
Address on January 21, 2013, President Barack Obama said: “history tells us that 
while these truths may be self-evident, they’ve never been self-executing.” [ 2 ] In the 
wake of the Civil War and President Lincoln’s Emancipation Proclamation of 1863, 
the country passed the 13th amendment to the US Constitution in 1868 abolishing 
slavery [ 1 ]. Yet, a century later, issues such as the rights of all people to vote, to have 
equal access to jobs and education, and to rise to positions of leadership were still 
being addressed. 

 The century following the Civil War was one of tremendous social change in the 
United States. By the end of 1800 s the women’s suffrage movement was well 
underway. In the 1900s organizations such as the National Association for the 
Advancement of Colored People (NAACP, founded 1909), the United Farm Workers 
Association (UFWA, founded 1962), the National Organization of Women (NOW, 
founded 1966), the American Indian Movement (AIM, founded 1968), and the Gay 
Liberation Front (GLF, founded 1969), among others, gave many people hope and 
offered a way to unite around common struggles. Simultaneously, however, groups 
like the Ku Klux Klan and policies such as the internment of Asian Americans dur-
ing WWII [ 3 ] and the 1950s hearings of the House of Representatives UN-American 
Activities Committee, which led to the Hollywood “blacklist” and were the origin 
of the term “McCarthyism” [ 4 ] arose from the fear of “others” felt by many North 
Americans in the mid-twentieth century. 

 By the middle of the twentieth century diversity initiatives began to appear, 
often due to legislative order, some more successful than others. The military and 
NASA moved ahead with efforts to increase diversity following President 
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Truman’s 1948 order ending racial segregation in the military [ 5 ]. In 1954, the US 
Supreme Court ruling “Brown vs. Board of Education” struck down segregation 
of public schools but it was so sporadically implemented that, in the 1970s, judges 
were ordering diversifi cation through forced busing of school children in cities 
such as Boston, often with violent consequences [ 6 ]. Encounter groups—as orga-
nized by the Human Potential Movement at Esalen in California, for example—
were exploring whether putting people of different cultural backgrounds in a 
room together and letting them confront each other would lead to constructive 
change [ 7 ]. In 1968, spurred to action by the assassination of Martin Luther King 
Jr., Jane Elliott, an elementary-school teacher in Iowa, conducted her “blue eyes/
brown eyes” study for which she is considered to be the “foremother of diversity 
training” [ 8 ]. 

    Workplace Diversity Training 

 Workplace diversity training in the United States arose out of the cultural and legis-
lative changes of the 1960s. Corporate concern about lawsuits in the wake of the 
Equal Pay Act of 1963 and the Civil Rights Act of 1964 led to the development of 
training classes that focused on imparting the “nuts and bolts” of these legislative 
actions. In their article, “A Retrospective View of Corporate Diversity Training 
from 1964 to the Present,” Anand and Winters [ 9 ] highlight the change of focus of 
diversity trainings in the workplace throughout time: from focus on compliance in 
the 1960s and 1970s, assimilation in early 1980s, fostering sensitivity between 1980 
and late 1990s and creating inclusive workplaces from 2000 onward. They point out 
that major corporations now view cultural competence as a needed business skill 
and use Hewitt Associates’ defi nition of cultural competence training, “a continu-
ous learning process to develop knowledge, appreciation, acceptance, and skills to 
be able to discern cultural patterns in your own and other cultures and be able to 
effectively incorporate several different world views into problem solving, decision 
making, and confl ict resolution.” 

 Anand and Winters [ 9 ] propose that much of the disappointment expressed by 
companies that hoped diversity trainings would lead to greater change can be under-
stood through the concept of Triple Loop Learning postulated by Robert Hargrove 
in 1995. Under this theory, Single Loop Learning teaches skill development, 
Double-Loop tries to reshape thinking patterns and Triple Loop, also known as 
Transformational Learning, leads to increased self-awareness and alteration of per-
spectives. Anand and Winters [ 9 ] theorize that many workplace training programs 
fall into the Single Loop category. 

 A number of scholars have addressed the question of whether diversity train-
ings are successful. One factor relevant to this question is what measure of success 
is used. The reasons an individual employer might offer or require diversity train-
ing can vary from merely wanting to appear to care about diversity to more deeply 
held commitments such as increasing diversity in the workplace, better under-
standing clients’ needs or even becoming an agent for change in the community. 
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Ross [ 10 ], in his book “Re-Inventing Diversity,” states that “success, unfortu-
nately, is too often defi ned as fewer diversity complaints raised with human 
resources and making a half-hearted commitment to increasing diversity in future 
hires.” Kalev et al. [ 11 ] analyze data from 708 private sector workplaces during 
the time period 1972–2002 and determine that “efforts to moderate managerial 
bias through diversity training and diversity evaluations are least effective at 
increasing the share of white women, black women, and black men in manage-
ment.” They also suggest that the factor that appeared to be most effective is the 
designation of responsibility for diversity to specifi c personnel. This enhanced the 
effectiveness of diversity training and networking programs as well as increased 
the diversity of managers. 

 Carns [ 12 ] discusses the economics of diversity training stating that billions of 
dollars have been spent nationwide on these programs. Carns [ 12 ] goes on to dis-
cuss the creative changes many companies such as Microsoft have made offering 
online learning to allow various parts of the company to tailor their learning to the 
specifi c populations they interact with in the global marketplace. Paluck and Green 
[ 13 ], review 985 academic and nonacademic reports of a variety of types of pro-
grams to determine whether any evidence existed that these programs resulted in 
“prejudice reduction” and defi ned prejudice as both “negative attitudes toward one 
group” and “related phenomena like stereotyping, discrimination, intolerance and 
negative emotions toward another group.” They conclude that “notwithstanding the 
enormous literature on prejudice, psychologists are a long way from demonstrating 
the most effective ways to reduce prejudice … the literature does not reveal whether, 
when, and why interventions reduce prejudice in the world” [ 13 ]. 

 In addition to the question of whether diversity training programs lead to any 
substantial positive outcomes, there are reports that suggest some diversity training 
programs have had negative consequences. Watson [ 14 ] discusses a university that 
suspended its required freshman diversity training after students complained that 
they felt pressured to reveal personal information they would prefer to have kept 
private. Watson [ 14 ] also points out the lack of consistency among diversity training 
programs and the problems that can arise when trainers themselves have biases. At 
times the courts have been involved. Bader [ 15 ] says that “a Fortune 500 company 
paid out tens of millions of dollars in response to a class action racial discrimination 
suit by minority employees, which was fueled by remarks management employees 
made after undergoing mandatory diversity training.” Bader [ 15 ] also discusses 
Fitzgerald v Mountain States Tel & Tel Co, a 1995 decision by the Tenth Circuit 
Court of Appeals in which the court stated “diversity training sessions generate 
confl ict and emotion.”  

    Diversity Initiatives in Healthcare Settings 

 Increasing diversity in the United States has spurred discussions regarding the 
importance of cultural considerations in many societal sectors including health care. 
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With more than half of today’s young American children age 7 years and younger 
defi ning themselves as multiracial, understanding the cultural contexts of our 
patients is already a requisite for child mental health providers and in less than a 
decade, it will be relevant for all. 

 Early focus on cultural competence in healthcare appeared in the nursing fi eld 
with recognition that the risk of misunderstanding people from other cultures could 
have deadly consequences. The fi eld of transcultural nursing, developed by 
Leininger [ 16 ], began in the 1950s in response to growing awareness of cultural 
difference brought forth by a massive increase of immigration as an issue in the 
nurse–patient relationship. Leininger [ 16 ] felt that the learning of specifi c cultural 
knowledge, such as holidays, traditions, common cultural missteps, was a necessary 
component of providing competent patient care. Worried that this approach could 
result in stereotyping, Ramsden [ 17 ], who worked with Maori women in New 
Zealand, suggested to instead focus on developing trust in the partnership between 
nurse and patient to create “cultural safety” and designed a framework for analysis 
of the power relationships between caregivers and patients. Simultaneously, in the 
US, Campinha-Bacote [ 18 ] developed a model of cultural competence “in which 
the health care provider continuously strives to achieve the ability to effectively 
work within the cultural context of the client” and suggested that “cultural compe-
tence is the process of becoming, not a state of being.” Campinha-Bacote [ 18 ] iden-
tifi ed fi ve specifi c elements of this process: cultural awareness, cultural knowledge, 
cultural skill, cultural encounters, and cultural desire. 

 Despite their distinct connotations, the terms of “cultural competency” and “cul-
tural sensitivity” are often used interchangeably. Cultural competency implies a 
fi nite outcome with a tangible and reachable skill set while cultural sensitivity sug-
gests ongoing learning with accumulated skills never reaching a fi nite end. Given 
the rapidly changing demographics in the United States and patients’ unique inter-
pretations of their multiple cultures, cultural sensitivity has become the preferred 
term. Cultural sensitivity also entails a critical shift in perspectives employed by 
healthcare professionals. Culturally competent medical care focuses on understand-
ing culture as it refers to our patients and their families. Culturally sensitive medical 
care, however, includes understanding and incorporating the effects of the cultural 
backgrounds of providers on interactions with, and interpretations of, patients. In 
mental health in particular, providers are the very diagnostic and therapeutic tools 
for patients. Hence, awareness of our own cultural and personal biases is critical in 
assessing and treating diverse population. 

 When applied to the healthcare system, cultural sensitivity and similar concepts 
such as cultural humility and cultural curiosity stress the importance of (a) appreci-
ating the cultural factors that affect patients and (b) recognizing when these factors 
are not central to their problem or situation. The process by which providers assess 
the presence of cultural factors and their relevance to patients’ clinical presentation 
can help build alliance with patients. However, if not conducted with much sensitiv-
ity, humility, and respect, this process may evoke feelings of rejection or stigma 
among patients and their families. 
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 The book “The Spirit Catches You and You Fall Down: A Hmong Child, Her 
American Doctor, and The Collision of Two Cultures” by Anne Fadiman [ 19 ] 
describes the tragic consequences when the physicians treating a Hmong child with 
epilepsy and the child’s family are unable to fi nd ways to communicate across lines 
of difference. The dichotomy between the Hmong’s spiritual factors and the 
American’s scientifi c and rational factors of medical practice created a cultural divide. 
The treating doctor poignantly stated “I felt that I was trying to penetrate a very dense 
wall—a cultural wall—and didn’t have the tools to do it.” [ 19 ] The medical complica-
tions of this patient may not have changed but the experience on both sides could have 
been profoundly different if such a cultural dissonance was reconciled earlier in the 
treatment with the understanding that “our view of reality is only a view, not reality 
itself” [ 19 ], a quote of one of the social workers in the book. What a challenging task 
to face in the midst of attending to, and caring for, the complex medical and psychi-
atric conditions of patients. Yet, an essential set of skills to master. A continued dia-
logue about diversity may facilitate the acquisition and honing of these skills.   

    Equality, Power and the Concept of the “Other” 

 In Mathematics, the use of concepts such as “same,” “different” and “equal” is pro-
foundly different than the use of these concepts in other areas such as the Social and 
Political Sciences. For example, let us examine two equations: (a) 1 + 4 = 2 + 3 or (b) 
5 = 5. The former equation indicates that the addition of two distinctly  different  
numbers produces an  equal  sum; while the latter points to the concept of  sameness  
by showing that a number is  equal  to itself. Equality can be achieved by employing 
same or different numbers with the one produced by manipulating different num-
bers potentially offering more information. 

 Once these numbers quantify objects, events, or human beings with particular 
characteristics, they are stripped of their pure notation and equality is instantly 
loaded with values, emotions, and biases. For example, are 5 short men equal to 5 
tall men? Or 5 overweight women to 5 thin women? In many aspects like gender or 
number, they are “equal.” Yet, in some cultures, there will be inequality in how they 
are viewed and treated. In the above example, tallness or thinness in conjunction 
with gender is ascribed complex socially constructed values that privilege one qual-
ity over another. 

 For example, a mental healthcare colleague graciously agreed to share her per-
sonal testimony of lifelong hurt and insult related to her body weight: “As a fat per-
son living in a culture that is very anxious about food and weight, I have experienced 
diffi culties that are very common if your body is not deemed “acceptable” by the 
culture. My daughter has been teased because of my being fat, and I have had patients 
express doubts about my ability to treat them because I am fat. My own experiences 
pale in comparison to some of the horrible stories I have heard from other fat people, 
I am sad to say.” Our colleague is presently engaged in “educating clinicians on the 
negative impact that weight stigma has on the health of patients of ALL sizes and on 
how they can treat larger patients without contributing to the problem.” 
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 As human beings, we share the same physiological needs and mortality. On 
many levels, though, in our very essence, we each hold on to a distinct outlook on 
the world that is shaped by myriad factors, including but not limited to the groups 
we belong to. System theories in mental health recognize that children within the 
same family may have idiosyncratic and—at times—opposing perspectives, experi-
ences, or emotional entanglement relating to the same home culture when compared 
to their siblings. These often stem from a particular biological-psychological make-
 up, rank order, or external events that the family-parents were subjected to. Stated 
otherwise, we all share the quality of being unique. In addition, we all have con-
scious, subconscious, and unconscious biases and blind spots. We tend to shy away 
from speaking the unspeakable, from sharing those thoughts we carry within our-
selves that we feel could be hateful or hurtful to others. 

 Imagine a hypothetical situation of a patient from a privileged background 
referred to a healthcare provider from a minority group. The patient may have dif-
fi culty reconciling these differences. If biases remain unconscious, they may lead to 
noncompliance or resistance to the treatment process. If they are conscious, how-
ever, they may direct the patient to explicitly speak about a sense of mismatch. As 
hurtful as this may be, the latter indicates progress in the desired direction if in fact 
an open dialogue between the patient and the referring provider ensues. Voicing a 
bias once it surfaces to one’s awareness is a critical step in examining and eventually 
modifying one’s prejudice. 

 The reverse situation of a privileged provider treating a patient from a minority 
group is more common, yet self-disclosures about biases are scarce. Healthcare 
providers rarely reveal their biases or prejudice in the public domain. An exception 
is the extraordinary testimony of a White inner-city doctor who had a well- 
established family practice in the Bronx. In his article, “Out of the Shadow,” Calman 
[ 20 ] provides a mesmerizing description of his fi rst encounter with a patient, 6-feet- 
3-in. height and 260 lb in weight, who enters the room wearing refl ective sunglasses 
and a baseball cap and discloses that he has just been discharged from prison after 
being incarcerated for more than a decade for manslaughter. Calman [ 20 ] claims 
that “Mr. North has become one of my favorite patients … I think I like him so much 
because he still intimidates me, and my continued ability to care for him allows me 
to feel special. I like him because I realize how hard I have had to work all of my 
life to overcome the racist feelings that made me fear him when we fi rst met and that 
never allow me to act completely naturally in his presence … . Mr. North’s sudden 
appearance in my exam room a few years ago made me realize how vulnerable I feel 
at all times. Yet the most important lesson I learned was how essential it is to recog-
nize my fears and racial prejudice. This is a formidable challenge for a middle class 
suburban boy, all grown up and practicing medicine in the inner city.” 

 Diversity Dialogues set the stage for acknowledging and possibly sharing sensi-
tive and potentially hurtful biases that exist between healthcare providers and 
patients. They also entail the reordering of power, an inherent aspect of patient–doc-
tor relationship. A patient-centered approach that includes emphatic listening to our 
patients and respecting their unique worldview may equilibrate this power differen-
tial. To do so, however, we need to divert away from perceiving people different 
from us as “others.” 
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 The concept of the “other” often serves as a vehicle to supporting a skewed defi -
nition of “normal.” Differences between groups of people are dichotomized to 
establish power differentials so that members of a dominating group identify them-
selves as the antithesis of the “other,” the subordinated group. To illustrate this 
notion, two analyses that pertain to Black/White and East/West dichotomies will be 
presented. It should be noted that the choice of these two topics does not stem from 
perceiving them as the most salient diversity issues in general or in the healthcare 
system in particular and should not be excluding other pertinent diversity dimen-
sions. They were chosen for their eloquent and compelling formulations of power 
interplays between groups of people often leading to rejection and marginalization. 

 Toni Morrison, the American novelist, in her collection of essays titled “Playing 
in the Dark: Whiteness and the Literary Imagination” [ 21 ] analyzes the role and 
function of Blackness in the literary imagination of Whiteness using fi ction of 
Edgar Allan Poe, Ernest Hemingway, and William Faulkner among others. She 
highlights the “serviceability of the Africanist presence” and introduces the term 
“serviceable other.” She poignantly states:

  Black slavery enriched the country’s creative possibilities. For in that construction of black-
ness and enslavement could be found not only the not-free but also with the dramatic polar-
ity created by skin color, the projection of the not me. The result was a playground for the 
imagination. What rose up out of collective needs to allay internal fears and to rationalize 
external exploitation was an American Africanism—a fabricated brew of darkness, other-
ness, alarm, and desire that is uniquely American [ 21 ]. 

   The presence of darkness, in Morrison’s [ 21 ] opinion, was both a visible and an 
invisible mediating force for the American literary imagination. By its presence, writ-
ers were offered an entanglement, an opportunity to conquer fear and quiet deep inse-
curities imaginatively. She argues that through such processes a new vocabulary was 
designed to disguise the subject matter—the Africans—yet speak for them and their 
descendants. By such sophisticated expression, in Morrison’s [ 21 ] opinion, the 
American master narrative could make any number of adjustments to keep itself intact. 

 The concept of the “other” was also explored by Edward Said, a Palestinian–
American literary theoretician who lived from 1935 to 2003. Said was interested in 
how people in the “Western” world viewed people from other cultures and how they 
depicted them in literature. In his early career he earned attention for his literary 
analyses of authors such as Joseph Conrad (Heart of Darkness) and Rudyard Kipling 
(The Ballad of East and West). In his book “Orientalism,” [ 22 ] Said critically ana-
lyzed the Western study of Eastern cultures and illuminated the numerous ways that 
the “Orient” has been defi ned by authors of the West as its contrasting image, idea, 
and personality: the West in general was portrayed as more powerful and “mascu-
line” and the East as more mysterious and “feminine.” Said [ 22 ] asserted that a nec-
essary prerequisite to generating massive and imaginative projections of this kind 
was the establishment of a power relationship between the West and the East that 
resulted in the dominating force feeling empowered to speak of and for the “Orient.” 
He emphasized that the “Orient” is an idea that has a history, a tradition of thoughts, 
imagery, and vocabulary that have given it reality and presence in and for the West 
irrespective of the accuracy with which it refl ects true characteristics of the East. 
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 Social processes use dichotomous distinctions between groups of people to 
enhance power differentials and to allow for ongoing use of the “inferior other” for 
the purpose of identifying and idealizing the dominant “superior” group. Said [ 22 ] 
posed the critical question: “How can one study other cultures and peoples from a 
libertarian, or a non-repressive and non-manipulative, perspective?” Morrison [ 21 ], 
in addressing a similar quandary, suggests diverting the focal attention from the racial 
object to the racial subject. Stated otherwise, dominating groups have to acknowl-
edge their defi nitions of the “other,” the minority groups, as their own projections and 
to allow for and listen to the “other” speaking openly of and for themselves. 

 Borrowing Morrison and Said’s formulations, in race, gender, sexual orientation, 
religion, and more, the serviceability of one group to ongoing usage by another 
group is possible by virtue of codifying a relationship between dominators and the 
subordinated, that is, between superior and inferior. Constructing an “other” to 
defi ne the essence of the dominant group may be of a survival value. For example, 
without abnormality, one cannot speak of and about normality. The group of func-
tional and “normal” mainstream people who occupy most of the space on the bell- 
shaped curve is possibly effective and “orderly” because their counterparts are 
expunged to distant zones of the curve’s tails. Yet, the view from peripheral zones—
from the tails of the bell-shaped curve—is distinctive from the perspective of those 
residing within the largest space of the curve. Any standpoint from the margin, 
though inevitably possessing its own limitation, has the advantage of pinpointing 
the blind spots of the mainstream community or the dominant culture. 

 Those who belong to majority groups externalize unfavorable, devalued, and 
inconsistent “parts” of themselves and project them upon the “other,” the marginal-
ized minority. If one, whether an individual or a society, contemplates relinquishing 
the categorization of the “other,” one has to reclaim those “parts” of the self that 
have been readily and longitudinally projected onto the “other,” denied and rejected. 
The return of the “projected” or “repressed” presents an existential threat to society 
in general and individuals in particular. It entails facing fundamental fears, and 
experiencing deep and hidden insecurities. In addition, it challenges society and 
individuals’ tolerance of uncertainty, chaos, and disorder. In light of this discussion, 
from a macro-system perspective, embracing minorities may be regarded as a risk 
of destabilizing the current social and political order and result in fears and insecuri-
ties. This formulation illustrates why a dialogue about diversity is important yet so 
charged for people. It calls for a process of embracing and enhancing equality 
through relinquishing the notion of differences in favor of sharing commonalities 
and valuing uniqueness.  

    Microaggressions 

 Among other behavioral manifestations exhibited between groups of people from 
different backgrounds are the microagressive behaviors. Microaggression is a term 
coined by Chester Pierce, M.D. [ 23 ] in 1970 to refl ect the continuing “stain of 
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racism” experienced by African-Americans. Microaggressions, rooted in conscious, 
subconscious, or unconscious biases, were defi ned by Pierce as “subtle, stunning, 
often automatic, and nonverbal exchanges which are put-downs.” Dr. Pierce sug-
gests that,

  In and of itself a microaggression may seem harmless, but the cumulative burden of a life-
time of microaggressions can theoretically contribute to diminished mortality, augmented 
morbidity, and fl attened confi dence [ 23 ]. 

   African-Americans, according to Pierce [ 23 ], may experience deleterious health 
and mental health outcomes resulting from the accumulation or continued succes-
sion of microaggressions that they experienced in their lifetime. Because microag-
gressions may be expressed consciously, subconsciously, or unconsciously, people 
subjected to them are further hurt by investing expended energies to decipher the 
perpetrator’s intent. 

 Following Pierce’s [ 23 ] introduction of the concept of microaggression, others 
extrapolated on the idea to include other forms of microprejudice. Rowe [ 24 ], in her 
prolifi c writing about the effects of microbehaviors on people, their self-esteem and 
workplace performance, introduces terms such as microinequities defi ned as “appar-
ently small events which are often ephemeral and hard to prove, events which are 
covert, often unintentional, frequently unrecognized by the perpetrator, which occur 
wherever people are perceived to be different” [ 24 ]. 

 Unlike Pierce [ 23 ] who suggests that microaggressive behaviors may be con-
scious or unconscious, Rowe [ 24 ] stresses the unconscious bias of microaggressors. 
She also introduces the term microaffi rmations as the reverse phenomenon of micro-
aggressions, and defi nes them as subtle or small acknowledgements of a person’s 
value and accomplishments taking the form of public recognition and commenda-
tions. Sue et al. [ 25 ] further expand on this topic defi ning microaggressions as “brief 
and commonplace daily verbal, behavioral, and environmental indignities, whether 
intentional or unintentional, that communicate hostile, derogatory, or negative racial, 
gender, sexual orientation, and religious slights and insults to the other group.” 

 Pierce’s [ 23 ] term of microaggressions which was originally coined to refer to 
behaviors toward African-Americans by White people is applicable to any minority 
group such as women in male dominated environments or people with disabilities. 
Microaggressions can be socio-culturally constructed and learned, subconscious or 
unconscious, and may be committed unknowingly by well-intentioned people. 
Though ubiquitous, they are often invisible and hence, easily dismissed as innocent 
or innocuous. Their additive effect on individuals presents challenges not only for 
healthcare providers but also for public health advocates and workplace leaders. 

 Microaggressions are not limited to human encounters. They may also be envi-
ronmental such as offi ces that don’t have chairs large enough to comfortably fi t all 
sizes or buildings that fail to accommodate people with disabilities. Other examples 
of microaggressions include assuming a woman is the secretary in the business 
offi ce or the nurse in a doctor’s clinic, viewing a short man as having a “Napoleon 
complex,” avoiding eye contact with someone who has a physical disability or talk-
ing louder and slower when someone has an accent. 

 Parekh et al. [ 26 ] provide self-help strategies in overcoming microaggressions in 
the workplace. The authors suggest that a fi rst step involves recognition and 
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identifi cation of microaggressive behaviors. They argue that it is much easier to 
identify oneself as a victim of microaggressions perpetrated by others than to recog-
nize oneself as the perpetrator of such behaviors toward others. Yet a greater chance 
for change, in the authors’ opinion, comes from detection of and refl ections upon 
the individuals’ own microaggressive behaviors. 

 Once awareness develops, the next steps [ 26 ] involve modifi cation of one’s own 
behaviors with the hope of moving toward eliminating them. To tap into microag-
gression is to deepen understanding of the scope of their impact on self and other. It 
is essential for individuals to accept their role and contribution in perpetuating 
microaggressive communications in dyadic or group settings and to courageously 
engage in a dialogue that shares observations, refl ections, and constructive criticism 
of these relational patterns. Diversity Dialogues are meant to welcome this level of 
discussion and introspection and to carefully regulate the pain, discomfort, and vul-
nerability that are provoked by the uncovering of such microaggressive biases. These 
aspects of Diversity Dialogues make them a powerful and fertile agent of change.  

    Dialogue and Story Telling 

 In an article titled “What is the Dialogical Method of Teaching,” Shor and Freire [ 27 ] 
discuss a method of teaching, initially developed by Freire, which “rejects narrative 
lecturing where teacher’s talk silences and alienates students.” Freire’s [ 27 ] model, 
called Liberatory Education, was developed in Brazil as an adult literacy movement 
for oppressed people. Freire [ 27 ] calls traditional didactic-learning the “banking 
model” and describes it as a process in which the student is an empty container to be 
fi lled with knowledge by the teacher who holds all the knowledge. He argues instead 
for a model of education in which both the teacher and the student are holders of 
knowledge to encourage students to speak from personal experience and conse-
quently voice what they, the students, know. Freire [ 27 ] says that “dialogue is a chal-
lenge to existing domination … the object to be known is not an exclusive possession 
of one of the subjects doing the knowing … the object to be known is put on the table 
between the two subjects of knowing.” In Freire’s [ 27 ] model, the dialogue is not a 
spontaneous conversation but it takes place inside some kind of program and context 
where both the teacher and students are constantly learning and relearning. “If the 
dialogical teacher announces that he or she relearns the material in the class, then the 
learning process itself challenges the unchanging position of the teacher. That is, 
liberatory learning is a social activity which by itself remakes authority” [ 27 ]. 

 Others have also written about importance of dialogue. Yankelovich [ 28 ] sug-
gests that while “ordinary conversation presupposes shared frameworks … . dia-
logue makes just the opposite assumption: it assumes that participants have different 
frameworks. The purpose of dialogue is to create communication across the border 
that separates them.” Gerzon [ 29 ] says that “the power of debate is that two polar-
ized voices are free to speak. But the power of dialogue is that these voices can 
actually be heard.” Gerzon [ 29 ] also proposes that “dialogue can only happen to the 
degree that the participants are willing to engage in the process. Only then can mis-
trust evolve into trust.” He emphasizes the power of reevaluating our assumptions 
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and allowing them to be challenged, all of which are crucial factors in achieving a 
successful dialogue. 

 Recognition and appreciation of the various forms language can take enhances 
the power of a dialogue and advances discussions of more complex diversity issues. 
In Western culture, dichotomy and binary systems are inherent structures of lan-
guage and logic. Language, while clearly defi ning polarities of any given human 
quality, may fail to represent gradations or “in-between” variations of the same qual-
ity leading to an expression that may potentially be in disharmony with the individu-
als’ subjective experience. Some languages may propose a host of nouns or adjectives 
to note or describe a given phenomenon while other languages may totally lack or 
have only a few terms for the same phenomenon. Concepts and expressions with 
inherent split “either/or” structures typically convey underlying judgmental and 
value-loaded notions such as right/wrong or good/bad. Eliciting alternate perspec-
tives, allowing polarity with simultaneous existence of contrasts is a process that 
may loosen rigid “either/or” structures in favor of more liberating forms. 

 Andersen [ 30 ] developed the Refl ecting Team Model to treat families seeking 
psychotherapy. In this model, within a single psychotherapy session, the family 
oscillates between discussing their problems with the interviewer/therapist to 
observing a team of professionals—who were listening to the session behind a one- 
sided mirror—discuss their very problem. Andersen [ 30 ] asserts that

  What we try to emphasize is that every person in a stuck system tends to think too much in 
terms of either/or and to compete for the right to denote what is the right understanding and 
the right action. The refl ecting team tried to imply the notion of “both-and” and “neither- 
nor” by having members of the refl ecting team take this stance, and by members of the team 
underlining that what they say is based only on the version of the problem that each per-
ceives. In this way they convey the idea that the problem has many aspects and is multifac-
eted. We believe that the family, or whoever is watching the refl ecting team, can discover the 
richness embedded in the sharing of various points of view on the same issue. One version 
stimulated another version to become richer, which turns back on the fi rst version, which … 

   Volosinov [ 31 ] claims that a word is a two-sided act, a bridge built between 
people, and suggests that expression organizes experience by providing its form and 
specifi city of direction. Volosinov [ 31 ] suggests that a realized expression—as 
opposed to a suppressed or inhibited expression—is operating on experience in 
reverse direction, beginning to tie inner life together by giving it more defi nite and 
lasting structure. It is therefore “a matter of not so much of expression accommodat-
ing itself to our inner world but rather of our inner world accommodating itself to 
the potentialities of our expression, its possible routes and directions” [ 31 ]. 

 Similarly, White and Epston [ 32 ] propose that what people know of life they know 
through “lived experience” and that in order to make sense of our lives and to express 
ourselves, experience must be “storied.” Due to the richness of lived experience, only 
a fraction can be “storied” and expressed at any given time; “those aspects of lived 
experience that fall outside of the dominant story provide a rich and fertile source for 
the generation, or regeneration, of alternative stories.“ [ 32 ]. Thus, in White and 
Epston’s [ 32 ] view, the text analogy proposes that people’s life stories are situated in 
texts within texts, and that every telling or retelling of a story, through its perfor-
mance, is a new telling that encapsulates and expands upon the previous telling. 
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    Diversity Dialogue: Structure and Course 

 Diversity Dialogue differs from more traditional diversity trainings in a number of 
ways that are reviewed in this chapter and recaptured in Table  8.1 . As already men-
tioned in other parts of this chapter, Diversity Dialogue is a 3-h training workshop 
conducted by a team of eight multidisciplinary members of Center for Diversity 
including psychiatrists, psychologists, social workers, nurses and administrators 
with expertise in mental health and cross cultural issues. Diversity Dialogue has 
four stages along with distinct Pre- and Post-Dialogue activities to be described next.

       Pre-Dialogue Needs Assessment 

 Each Diversity Dialogue is preceded by a Pre-Dialogue Needs-Assessment Stage. 
The Dialogue team appoints two co-leaders for each workshop and members within 

   Table 8.1    Multidimensional comparisons between two diversity educational models   

 Diversity dialogue  Diversity training 

 Aims to enhance cultural sensitivity/humility and 
implies ongoing learning with accumulated skills 
never reaching a fi nal end 

 Aims to achieve cultural competence 
and implies a fi nite outcome with 
a tangible and reachable skill set 

 Uses double loop learning that reshapes thinking 
patterns and Triple Loop or Transformational 
Learning that increases self-awareness and 
alteration of perspectives [ 9 ] 

 Uses single loop learning that focuses 
on skill development [ 9 ] 

 Focuses on raising unspoken societal issues that 
are pertinent to the targeted audience in a 
professionally facilitated holding environment 

 Focuses on more specifi c objectives: 
compliance in the 1960s and 1970s, 
assimilation in early 1980s, 
fostering sensitivity in 1980s and 
1990s, creating a sense of inclusion 
from 2000 to present time [ 9 ] 

 Trainers are active participants who express their 
perspectives to gain increased awareness of their 
own limitations and biases 

 Trainers are not active participants and 
their own biases are not examined 

 Liberatory Model where both the teacher and the 
student are holders of knowledge and both are 
continuously learning and relearning so that the 
object to be known is not an exclusive possession 
of one but lies in the space between the two [ 27 ] 

 Traditional, Didactic or “Banking 
Model” where the teacher is the 
holder of all knowledge and the 
student is an empty container to be 
fi lled with knowledge [ 27 ] 

 Challenges existing power differentials and offers an 
opportunity to reduce unspoken tension in power 
relationships through the social activity of a 
dialogue [ 27 ] 

 Potentially reinforces existing power 
differentials 

 Assumes different frameworks with a purpose of 
creating communication across the borders that 
separate people and allows polarized voices to 
speak and be heard [ 28 ,  29 ] 

 Presupposes shared framework with 
less tolerance to polarization or 
diverse perspectives [ 28 ,  29 ] 
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the larger trained group from the Center for Diversity rotate these roles. Once a 
group of 20–25 participants is identifi ed, the Dialogue leaders meet with representa-
tives of the requesting group to explore the reasons for the request and the unique 
needs of the group along with gauging their expectations for this workshop. A series 
of 3–5 Pre-Dialogue meetings are held between the Dialogue leaders and a leader-
ship team from the prospective group to carefully carve out a custom-tailored plan 
for the specifi c Dialogue. 

    Stage I: Introduction 

 In Stage I, which typically lasts for an hour, participants share personal and unique 
aspects of their heritage or place of upbringing that helped shape them into the per-
son they became. Participants are notifi ed of this activity prior to the Dialogue and 
are encouraged to bring in an object, photo, memory, or story to accompany their 
introduction. Dialogue leaders and facilitators actively participate in these personal 
introductions. Typically, at the end of this phase, participants unite around the expe-
rience of sharing treasured and at times nostalgic memories. As a result, everyday 
power differentials—such as manager/employee, male/female, doctor/nurse, 
teacher/student—begin to fade into the background as stories and a sense of togeth-
erness are shared by the group.  

    Stage II: Formal Scientifi c/Empirical Presentation 

 Stage II of the Dialogue consists of a structured didactic scientifi c or empirical pre-
sentation by a seasoned researcher or clinician on a topic carefully chosen by the 
Dialogue leaders to be pertinent and informative to the particular group of partici-
pants. Topics have included ways to engage patients from different cultural back-
grounds in medical or psychiatric interviews, how patients see their healthcare 
providers, and a scientifi c talk about the neuroanatomy of fear and its association 
with unconscious biases. This stage lasts for an hour and allows for questions and 
clarifi cations. Themes extracted from this presentation may often constitute the 
main focus of small-group discussions in Stage III of the Dialogue.  

    Stage III: Small-Group Discussions 

 In Stage III of Diversity Dialogue participants are divided into 3–4 small discussion 
groups, each accompanied by two facilitators. Collective experiences of the facilita-
tors as senior clinicians, researchers, and educators along with the sharing of the 
rich perspectives of participants allow for genuine self-refl ections and potential self- 
discoveries for leaders and participants alike. In some Dialogues, representatives of 
the requesting site may offer a case study, clinical vignette, specifi c event, or perti-
nent theme to be discussed in the small groups. For others, the small-group discus-
sions are less structured to allow for free fl owing discourse of thoughts that may 
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have been generated by topics discussed in previous stages. With our accumulated 
experience in conducting Diversity Dialogues, we have found that groups of train-
ees or junior faculty/managers are likely to benefi t from structured and planned 
discussions while more seasoned and experienced professionals fl ourish in sponta-
neous and non-structured discussions. Our Dialogue team members who facilitated 
several Diversity Dialogues in the past 3 years pointed to the transformational power 
of the small-group discussions, a hypothesis worthwhile examining when we move 
to the next step of developing rigorous scientifi c measurements of our model.  

    Stage IV: Large Group Refl ections and Integration 

 In Stage IV of Diversity Dialogue, participants convene as a large group to share 
highlights of their small-group discussions, integrate perspectives and innovative 
concepts acquired in this workshop and defi ne future goals and “next steps.”  

   Post-Dialogue Evaluation Stage 

 At the end of Diversity Dialogue, participants are asked to fi ll out a survey in which 
they refl ect on their experience and point to high and low moments in this event (see 
Appendix). Comments offered in these surveys are carefully studied and incorpo-
rated in future Dialogues. Additionally, an evaluation meeting is held immediately 
after the Dialogue for facilitators and the leadership team of the client group; other 
participants are also invited to stay. First impressions of the dialogue are gathered 
and logistical issues such as timing, the location, and size of the space are also dis-
cussed. The client group is encouraged to consider a follow up Diversity Dialogue 
with the same audience, ideally to be conducted within 6–12 months. Recurrent 
themes that emerged among the facilitators during Post-Dialogue evaluation ses-
sions include a sense of personal humbleness and a sense of fulfi llment of long-held 
wishes to be part of an initiative that moves beyond traditional diversity tasks.    

    Closing Comments 

 In her 2012 keynote speech inaugurating the Center for Diversity, Department of 
Psychiatry, MGH, Ms. Lubna Olayan [ 33 ], the CEO of Olayan Financing Company 
in the Kingdom of Saudi Arabia and the Middle East, suggested that:

  Diversity simply for the sake of diversity benefi ts no one, and no one wants to simply be a 
token. I would argue that we need to move away from a focus on differences, even if the 
goal is to celebrate them, and instead focus on equality—gender equality, racial equality, 
religious equality, and equality of opportunity. And on ensuring that all people, regardless 
of gender, race or religion have the opportunity to achieve fi nancial independence and to 
retain their dignity as a human being. That is what “diversity” means to me, and that is why 
it is a principle worth embracing [ 33 ]. 
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   The call for a focus on equality when talking about diversity is commanding. Yet, 
as articulated in this chapter, the breaking of the boundaries that separate us often 
gives rise to a sense of confusion, discomfort, vulnerability, and tension—a set of 
emotions we all try to avoid. In his “Letter from a Birmingham Jail,” Martin Luther 
King Jr. [ 34 ] wrote: “I have almost reached the regrettable conclusion that the 
Negro’s great stumbling block in the stride toward freedom is not the White Citizens 
Councilor or the Ku Klux Klanner but the white moderate who is more devoted to 
order than to justice; who prefers a negative peace which is the absence of tension 
to a positive peace which is the presence of Justice.” 

 Diversity Dialogue designed and piloted by the Center for Diversity, Department 
of Psychiatry at MGH, offers the opportunity to transcend barriers of authority and 
power and relinquish the concept of the “other.” It is built upon the proposition of 
diverting away from dichotomous or either/or thinking processes and allowing 
polarities and diverse perspectives to reside within a given discussion, provoking 
feelings of discomfort and eliciting change through sharing stories and modifying 
thought patterns. Diversity Dialogue aims to create a safe and professionally facili-
tated environment for participants to be less politically correct, less scripted, less 
outcomes oriented, and more engaged in the process of open, authentic dialogue 
about diffi cult diversity issues. 

 Diversity Dialogue is in its infancy stage in regard to developing established 
measurements of the effectiveness of this model. As illustrated in different parts of 
this chapter, we aim to achieve a transformational change in thoughts, attitudes and 
biases. These, however, do not easily render themselves measurable in the current 
traditional scientifi c methods. We—members of the Center for Diversity—are cur-
rently engaged in discussions about what constitute criteria for success of Diversity 
Dialogue and how well we do it as compared to other diversity trainings. 

 We hope that future endeavors of our Center will allow for reevaluation, refi ne-
ment and improvement of our model so that it becomes applicable to diverse set-
tings within the healthcare system as well as in nonclinical and business entities. We 
envision a time in which diversity dialogues become routine practices amongst pro-
fessions and between healthcare providers and patients. We aspire to increase toler-
ance of and curiosity about diversity, and to ultimately assure the best quality of care 
for all patients.      
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    Appendix: Post-Dialogue Evaluation Survey 

 Department  Staff  Admin 

 Gender  Female  Male  Trans 

 Q1 Diversity training is relevant to my current practice 
 Strongly 
disagree 

 Somewhat 
disagree 

 Neither 
disagree 
or agree 

 Somewhat 
agree 

 Strongly 
agree 

 1  2  3  4  5 

 Q2 Diversity training is relevant to my professional relationships 
 Strongly 
disagree 

 Somewhat 
disagree 

 Neither 
disagree 
or agree 

 Somewhat 
agree 

 Strongly 
agree 

 1  2  3  4  5 

 Q3 I feel confi dent dealing with patients\people of a background different than myself 
 Strongly 
disagree 

 Somewhat 
disagree 

 Neither 
disagree 
or agree 

 Somewhat 
agree 

 Strongly 
agree 

 1  2  3  4  5 

 Q4 Compared to other trainings/lectures, diversity/cultural sensitivity 
 Is as important 
 Strongly 
disagree 

 Somewhat 
disagree 

 Neither 
disagree 
or agree 

 Somewhat 
agree 

 Strongly 
agree 

 1  2  3  4  5 

 Q5 I am a culturally confi dent clinician\person 
 Strongly 
disagree 

 Somewhat 
disagree 

 Neither 
disagree 
or agree 

 Somewhat 
agree 

 Strongly 
agree 

 1  2  3  4  5 

 Q6 My professional training has adequately trained me to participate in the care of patients 
of diverse backgrounds 

 Strongly 
disagree 

 Somewhat 
disagree 

 Neither 
disagree 
or agree 

 Somewhat 
agree 

 Strongly 
agree 

 1  2  3  4  5 

 Q7 My department\supervisors\colleagues encourage cultural discussions 
 Strongly 
disagree 

 Somewhat 
disagree 

 Neither 
disagree 
or agree 

 Somewhat 
agree 

 Strongly 
agree 

(continued)
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 Department  Staff  Admin 

 1  2  3  4  5 

 Q8 Have you had diversity/cross cultural trainings in the past? 

 No  Not sure  Yes 

 Q9 Why & how is understanding diversity important? 

 Q10 What did you expect from today's dialogue and were your expectations met? 

 Q11 Was this diversity dialogue useful and which part of it was most helpful? What stands out 
for you that you heard\learned today? 

 Q12 How could we make this dialogue more relevant and helpful to your experience in your 
Department? 

(continued)
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          Introduction 

 Many patients from diverse cultural backgrounds are unfamiliar with Western psy-
chiatric terminology and have high levels of stigma toward psychiatric illnesses. To 
enhance communication between clinicians and patients and engage patients in psy-
chiatric treatment, we designed the Engagement Interview Protocol (EIP) to incor-
porate cultural components into a standard psychiatric evaluation [ 28 ]. The EIP 
elicits patients’ narratives and explores patients’ illness beliefs, which are integrated 
with patients’ information on medical and psychiatric history, psychosocial back-
ground, and mental status examination so that clinicians can negotiate treatment 
options in a culturally sensitive manner. 

 The EIP was developed specifi cally for mental health clinicians to use during the 
diagnostic clinical interview. However, the conceptual framework of the EIP 
endeavors to approach diversity and understanding of mental health in a creative 
way, outside the usual “medical model.” This chapter reviews the growing diversity 
of the United States population, the importance of understanding cross-culturally 
mental health and illness beliefs, and the development and medical application of 
the EIP. The concepts behind the EIP itself have a multidisciplinary origin and can 
be adapted to clinical, educational, and research settings to promote an increased 
appreciation for diversity. 

    Chapter 9   
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  The increasing plurality of the United States population : The United States is becom-
ing increasingly diverse as the growth rate of minority groups is outpacing that of the 
White population. Between 2000 and 2010 (United States [ 19 ,  20 ]), the Hispanic pop-
ulation in the United States grew by 43 %, increasing from 35.3 million to 50.5 mil-
lion, composing 16 % of the total population; in 2010, nearly one in six United States 
residents were Hispanic. The Asian population increased from about 4 % in 2000 to 
about 5 % in 2010, and the Black population rose from 12 to 13 % of the total popula-
tion. The American Indian and Alaska Native population maintained its proportion of 
the total population (0.9 %) while growing from 2.5 million to 2.9 million. In contrast, 
while the White population increased from 211.5 million to 223.6 million in the same 
period, its share of the total population fell from 75 % in 2000 to 72 % in 2010. This 
increase in the proportion of minority populations in the United States is expected to 
continue, leading to a dramatic change in the demographic profi le of the United States 
[ 3 ,  17 ]. By 2050, the nation’s population will rise to 438 million, from 296 million in 
2005, and fully 82 % of the growth during this period will be due to immigrants arriv-
ing from 2005 to 2050 and their descendants; nearly one in fi ve Americans (19 %) will 
be foreign-born in 2050, well above the 2005 level of 12 % [ 17 ].  

   Minority Mental Health in the United States 

 Despite the trend of growing ethnic diversity, disparities in mental illness treatment 
continue to be a signifi cant public health challenge, as minority patients with mental 
health illnesses are less likely to receive treatment than White patients [ 18 ]. For 
minority patients who do receive mental health treatment, both the quality of ser-
vices and patient satisfaction are lower than those of the White population. The dis-
parities in mental illness treatment among ethnic groups have been attributed to a 
number of factors. One of the most important causes is lower health literacy and 
divergent understandings of mental illnesses among minority populations. In addi-
tion, the lack of available resources among minority patients, insuffi cient culturally 
compatible services, and higher stigma of mental illness among minority popula-
tions play important roles [ 24 ]. In our earlier study of Chinese immigrants in Boston’s 
Chinatown, the prevalence of major depressive disorder (MDD) was 19.6 % among 
underserved Chinese immigrants in an urban primary care setting, and most of them 
(96.5 %) were untreated [ 25 ]. In this chapter, we will utilize our experience of work-
ing with Asian immigrants to demonstrate how to develop culturally appropriate 
interviews as a way to address this public health challenge and to bridge these gaps.  

   Culture and Illness Beliefs 

 Medical anthropology distinguishes between disease and illness as two distinct 
aspects of sickness. Disease refers to a malfunctioning of biological and/or psycho-
logical processes, while illness refers to the psychosocial experience or meaning of 
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perceived disease. Illness is created by personal, social, and cultural reactions to 
disease [ 21 ]. People from different cultures have distinct illness beliefs about the 
nature of the illness, its appropriate treatment, and the kind of relationships within 
which treatment can take place [ 9 ]. For example, Marsella [ 14 ] suggested that the 
experience and expression of depressive disorders may vary according to the degree 
of Westernization. In European and North American cultures, depression is a well- 
accepted psychiatric syndrome characterized by specifi c affective, cognitive behav-
ioral, and somatic symptoms. By contrast, in Nigerian, Chinese, Canadian Eskimo, 
Japanese, and Southeast Asian cultures, equivalent concepts of depressive disorders 
are not found [ 15 ]. The resulting discrepancy in illness conception between patients 
and physicians may explain the lack of motivation of many minority patients to 
receive treatment for depression.  

   Cross-Cultural Studies of Illness Beliefs 

 Several studies have investigated illness beliefs about depression in specifi c cultural 
groups. Our team used the Explanatory Model Interview Catalogue (EMIC) [ 22 ], a 
standardized instrument for studying illness beliefs, to investigate depressed Asian 
Americans with a low degree of acculturation and found that many of them were 
unaware of, or were unfamiliar with, the concept of major depression [ 23 ]. This 
result may explain why many Asian Americans focus on physical symptoms and 
under-report their depressive symptoms. It may also explain the clinical challenge 
of conveying the diagnosis of depression to Asian immigrants, as many of them are 
unfamiliar with the illness or might hold strong stigma against being diagnosed with 
any mental illness [ 23 ]. 

 In another recent study on the illness beliefs of mental illnesses among different 
ethnic groups [ 7 ], participants were asked, “What do you think causes depression?” 
Compared to non-Latino Whites, African Americans tended to view mental illness 
as caused by stress and loss—e.g., the loss of family friends, stress over money, and 
stress or worry in general. Asian Americans were more likely to believe that family 
issues, medical illness, and cultural differences caused mental illness. Latinos tended 
to attribute mental illness to the loss of family and friends, family issues, and moving 
to a different place. Participants were also asked, “If you had a mental health prob-
lem, what do you think would help you get better?” Compared with non- Latino 
whites, a greater proportion of African Americans said that they would seek spiritual 
advice to help them with a mental health problem, while Latinos were more likely to 
endorse a preference for medications; Asian Americans showed no signifi cant dif-
ferences in their preferred treatment modalities as compared to non- Latino Whites. 

 These studies demonstrate the impact of culture on illness beliefs, including the 
attribution of causes of illness and treatment preference. To effectively treat patients 
from diverse cultural backgrounds, clinicians need to understand, appreciate, and 
effectively negotiate the different viewpoints of the patients they are treating to 
develop a shared understanding of illness and disease. This negotiation can be par-
ticularly challenging when clinicians come from different cultural backgrounds 
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than their patients. Even when clinicians and patients share similar backgrounds, it 
is not uncommon that they diverge in the conceptual frameworks they use to under-
stand a particular illness [ 24 ]. To overcome the challenge, our team developed the 
“Engagement Interview Protocol” to incorporate cultural components into the stan-
dard psychiatric interview [ 16 ] (see Appendix).  

   The Engagement Interview Protocol 

 The EIP is a semi-structured instrument that integrates patients’ illness beliefs into 
psychiatric assessment and evaluation to improve the acceptance of psychiatric treat-
ment among culturally diverse populations. By using the information obtained from 
the EIP, clinicians may develop co-constructed illness narratives with patients and 
reframe the Western concept of depression into more culturally resonant forms [ 28 ]. 

   Development of the EIP 

 The EIP is based on the format of a standard psychiatric diagnostic interview, which 
typically consists of the following sections: History of Present Illness, Past Medical 
History, Psychosocial History, Mental Status Examination, and Psychiatric 
Diagnoses. To the standard diagnostic interview patients’ narratives of their illness, 
the EIP adds eight anthropological questions [ 9 ] to explore patients’ illness beliefs 
in the “History of Present Illness” section and introduces two new sections, one on 
“Culturally Sensitive Disclosure of Diagnosis” and another one on “Customized 
Approach to Treatment Negotiation.” 

   Incorporating Culture in Psychiatric Assessment 

 The keys to providing culturally sensitive health care are developing the ability to 
understand the meanings of illness from the patient’s perspective within the context 
of his/her cultural background, as well as effectively communicating the basis of the 
medical treatment and its potential benefi ts using a framework and language that the 
patient can understand [ 28 ]. To bridge different worldviews of people from different 
cultures in clinical encounters, clinicians may apply the anthropological approach: 
collecting and analyzing both the “insider’s” or “native’s” interpretation or “rea-
sons” for his or her customs/beliefs, as well as examining their (the external 
researcher’s) interpretations of the same customs/beliefs [ 6 ]. This approach con-
trasts with the approach that is being practiced or taught to clinicians, which empha-
sizes improving the reliability of psychiatric diagnosis: Clinicians nowadays are 
typically trained to collect data so that patients’ conditions can be classifi ed as 
DSM-5 disorders based on the presence or absence of certain symptoms [ 2 ]; the 
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patient’s perspective can be overlooked or considered as “noise” in the processing 
of clinical data. 

 The understanding of the patient’s perspective becomes much more important 
when a clinician sees patients from a culture that is signifi cantly different than his 
or her own. In such encounters, the clinician is again like an anthropologist who 
tries to describe the lives and world of the patient of a foreign culture; here the clini-
cian focuses on learning about the patient’s illness beliefs. To understand patients’ 
illness beliefs, Kleinman proposed listening closely to patients’ narratives and using 
eight anthropological questions to summarize the key elements of patients’ illness 
beliefs to bridge the clinicians’ and patients’ perspectives on the illness [ 9 ]. These 
eight questions include: (1) What do you call your problem? What names does it 
have? (2) What do you think has caused your problem? (3) Why do you think it 
started when it did? (4) What does your sickness do to you? How does it work? (5) 
How severe is it? Will it have a short or long course? (6) What do you fear most 
about your sickness? (7) What are the chief problems the sickness has caused for 
you? (8) What kind of treatment do you think you should receive? What are the 
most important results you hope to receive from the treatment? 

 Most clinicians fi nd these questions very helpful to understand the patients’ per-
spectives regarding their illness. However, many fi nd it hard to memorize these 
eight questions in their clinical work. To help clinicians remember these eight ques-
tions, we created the acronym “ PERCEPTS ”:

   What is the  P  roblem  which bothers you?  
  What is its  E  tiology ?  
  What do you think is a good  R  emedy or treatment ?  
  What do you  C  all the problem ?  
  What are its  E  ffects on you ?  
  How much are you  P  erturbed  (or do you fear) by the problem?  
  What do you think  T  riggered  the problem?  
  How  S  evere  is the problem?    

 In order to describe the infl uence of culture on patients, their illness beliefs, and 
on clinical encounters, the DSM-IV [ 1 ] compiled the Cultural Formulation model. 
The DSM-IV Cultural Formulation model uses a semi-structured evaluation format 
for the individualized assessment of cultural factors, including the patient’s identity, 
illness experience and context, as well as of the clinician–patient relationship. In 
this model, every patient’s cultural background is described in a brief text that 
includes (a) the patient’s cultural identity, (b) cultural explanations of the individu-
al’s illness, (c) cultural factors related to psychosocial environment and functioning, 
(d) cultural elements of the relationship between the patient and the clinician, and 
(e) an overall assessment of diagnosis and care [ 12 ,  13 ]. The DSM-IV Cultural 
Formulation (and its updated DSM-5 version) is a detailed assessment that provides 
a comprehensive description of the impact of culture on the patient, his/her illness 
beliefs, and the dynamics between the patient and the clinician. However, it usually 
takes hours to complete, as it requires extensive information gathering, limiting its 
value as a practical tool for daily clinical work. 
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 To address this issue, we developed the EIP, which can be completed within the 
one-hour psychiatric interview, the time allotted by most clinicians and health insur-
ance plans for an initial psychiatric diagnostic assessment. EIP uses a streamlined 
approach focusing on bridging the patient’s and the clinician’s understanding of the 
illness to overcome cultural barriers, with the goal of engaging patients in psychiat-
ric treatment. The EIP is based on the format of the standard psychiatric assessment 
but adds to it cultural components based on our clinical experience serving immi-
grant populations from diverse cultural backgrounds: the patient’s narratives of his/
her illness experience, Kleinman’s anthropological questions on the patient’s illness 
beliefs, culturally sensitive communication of psychiatric diagnoses, and negotia-
tion of disposition options. The EIP comprises six sections: (1) History of present 
illness, including the patient’s illness beliefs, (2) Psychosocial history, (3) Mental 
status examination, (4) DSM-5 diagnoses, (5) Culturally sensitive disclosure of 
diagnosis, and (6) Customized treatment negotiation. Equipped with this informa-
tion and understanding, clinicians are better able to use mutually understood termi-
nology and conceptual frameworks when they talk with patients about their 
experiences and treatment options.    

   The Elements of the Engagement Interview Protocol 

   History of Present illness with Illness Narratives 
and Illness Beliefs 

 The “History of Present Illness” section records key clinical information about the 
onset of illness, precipitants, presenting symptoms, the course of illness, factors that 
exacerbate or alleviate the symptoms, impairment of social and/or occupational 
functioning, and responses to treatment. Both the patients’ illness narratives and 
answers to the illness belief questions are explored in this section of the EIP. 

   Patients’ Illness Narratives 

 To understand patients’ own illness beliefs, it is important to offer patients the 
opportunity to tell stories about their illness using their own language and concep-
tualizations. The narratives frequently refl ect how patients’ culture and social envi-
ronment infl uence the formation, shaping, and presentation of their symptoms. Such 
stories are described by anthropologists as “mini clinical ethnographies,” which can 
be elicited by clinicians asking open-ended questions about the patients’ concerns 
and distresses, and allowing suffi cient time, attention, and interest for patients to 
describe their understanding of their illness [ 10 ,  22 ]. By empathically listening to 
the patients’ illness narratives, the clinician can learn the patients’ perspective and 
enter into their experiential world.  
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   Patients’ Explanatory Models 

 Understanding the “cultural explanation of the individual’s illness” is essential for 
achieving an intuitive and empathic understanding of the cultural meanings of 
symptoms to patients, for shaping how illness will be disclosed to the patients, and 
for negotiating treatment approaches. 

 To elicit the patient’s cultural explanation of his/her illness, the EIP has 
included the “PERCEPTS” questions based on Kleinman’s eight anthropological 
questions [ 9 ]. This data enables clinicians to co-construct interpretations of the 
illness with their patients, which is usually done by bridging DSM diagnostic 
categories with the individual’s concepts. Such a process is used below, both for 
communicating about patients’ illness and for discussing treatment options in a 
culturally sensitive way.   

   Psychosocial History 

 This part of the psychiatric interview elicits information on the patient’s personality, 
cultural affi liation, self-identity, childhood experience, education, job history, aspi-
rations, and major life goals. It corresponds to two core elements of the DSM-5 
Cultural Formulation model: the “cultural identity of the individual” and the “psy-
chosocial stressors and cultural features of vulnerability and resilience.” 

 To understand the psychosocial history of the patient, the EIP uses direct ques-
tioning to elicit information on patients’ developmental, immigration, and work his-
tory, current social environment, and perceived stressors. These items include (1) 
country of origin, childhood developmental experience, and school and social expe-
riences; (2) level of education and the schools attended; (3) immigration history 
(when applicable), including the reason for immigrating to the host country and 
how it took place, the duration of stay, current immigration status, cultural reference 
group, language abilities, degree of involvement with both the culture of origin and 
the host culture, and the extent to which the goals of immigration have been 
achieved; (4) marital status, relationship with spouse, and current marital issues if 
present; (5) spiritual/religious beliefs and the role of religion in the patient’s life; (6) 
family members, their locations, their socioeconomic status and occupation, and 
their relationship with the patient, as well as whether the patient has a strong family 
support network; (7) past and current job history; and (8) the patient’s interpreta-
tions of social support networks, stressors, and levels of functioning and disability. 

 If the patient is a recent immigrant, it is usually highly informative to ask about 
his/her adjustment to the host country. Most immigrants are enthusiastic to talk 
about their views of the United States, whether or not they have adapted well to the 
new environment and their jobs, whether they are satisfi ed with their lives, and 
whether they face obstacles in seeking help/care.  
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   Mental Status Examination 

 Refer to Kaplan and Sadock for a discussion of general components of a mental 
status examination, and to Hays for a discussion of complexities regarding mental 
status examinations for minority patients [ 5 ,  8 ].  

   DSM-5 Diagnoses 

 Psychiatric diagnoses are presented using the disorders in DSM-5. Despite the fact 
that some patients’ explanatory models may not fi t DSM-5 diagnostic categories, 
using this system of diagnoses facilitates communication among mental health pro-
fessionals and insurance payers in the US healthcare system.  

   Culturally Sensitive Disclosure of Psychiatric Diagnoses 

 Disclosure of the psychiatric diagnosis to patients from diverse cultural backgrounds 
with traditional illness beliefs poses a great challenge clinically, since these patients 
tend to be less familiar with the concept of mental disorders, endorse stigma toward 
psychiatric problems and services, and interpret symptoms according to their 
cultural- specifi c beliefs [ 23 ]. The EIP approach to the culturally sensitive disclosure 
of psychiatric diagnoses is informed by anthropological literature and the experi-
ence of our team. It includes the following components: (1) eliciting patient’s illness 
beliefs as described in the “History of Present Illness” Section above, (2) accepting 
multiple explanatory models, (3) reframing Western psychiatric concepts, (4) clari-
fying the meanings of diagnostic labels, (5) using fl exible terminology, and (6) dis-
closing diagnoses and treatment approaches in stages. Below we give an example of 
using this framework with the immigrant Chinese American population when the 
clinician diagnoses the patient with major depressive disorder.

    1.    Eliciting the patient’s illness beliefs: 
 As described above, the EIP elicits patients’ beliefs about their interpretation of 
their illness: what caused and triggered it, how it affects their lives, and what 
they consider good remedies for the illness.   

   2.    Accepting multiple explanatory models: 
 When patients’ explanations of their illness differ from the ones offered or con-
tended by Western medicine and psychiatry, clinicians are encouraged to take an 
accepting stance. Instead of asserting the Western conceptions of the illness, 
clinicians could use patients’ explanations as the basis for discussing treatment 
rationale and expected outcomes, since such explanations are meaningful for 
them.   
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   3.    Reframing Western psychiatric concepts: 
 If patients are familiar and comfortable with conventional psychiatric diagnoses, 
reframing may not be necessary. Very commonly, however, patients from other 
cultures may not share those conceptualizations of psychiatric illness. In our pre-
vious study of depressed Chinese immigrants, when the patients were asked for 
a reason for their illness, 55 % responded, “I don’t know.” The rest of the patients 
attributed their symptoms to medical causes, interpersonal issues, or magical 
forces [ 23 ]. Thus, with Chinese immigrants, the monoamine hypothesis of 
depression might be framed as an imbalance of chemicals in the brain due to 
stress. This explanation would be readily understood because it overlaps with Yin 
and Yang theory in traditional Chinese medicine. According to this framework, 
an antidepressant would act to relieve symptoms such as sadness, insomnia, and 
fatigue by restoring balance to the system, by tonifying (补脑 bu nao), or by 
strengthening the energy of the brain. Similarly, relating the concepts of “bal-
ance” and “imbalance” to the patient’s interpersonal life and physical condition 
would be another way to tailor Western psychiatric concepts to fi t within a con-
textual, family-centered, physical/somatic framework for Chinese patients. None 
of these explanations runs contrary to modern psychiatric thinking; rather, these 
reframings make the explanations more accessible and familiar to the patients.   

   4.    Clarifying the meanings of diagnostic labels: 
 Many non-Western immigrants tend to associate all psychiatric terms with insan-
ity. It is important to explain to them what a specifi c psychiatric diagnosis means. 
Using again the example of communicating the diagnosis of major depressive 
disorder, one useful approach is to say, “You have reported having symptoms 
like sadness, sleep disturbance, loss of interest, blaming yourself, loss of appetite 
and being irritable. In Western medicine, these symptoms are called 
depression.”   

   5.    Flexible use of terminology: 
 In our experience working with Chinese immigrants, the choice of Chinese 
translations of psychiatric disorders is very important to avoid stigmatized con-
notations. To avoid being too technical, Western clinicians often use the more 
colloquial term “depression” rather than “major depressive disorder” when 
working with English-speaking patients. With Chinese-speaking patients, there 
are several choices of translation. Strictly translated into Chinese, the term 
“major depressive disorder” becomes zhong xing you yu zheng (重型忧鬰症), 
which literally means “severe depressive disorder.” In practice, clinicians or their 
Chinese interpreters often use the terms you yu zheng (抑鬱症), or yi yu zheng 
(忧鬰症), which would be translated as “depressive disorder”. We suggest using 
an even more general term such as you yu (忧鬰), or “depression,” which, like its 
English equivalent, can refer to both a normal variation of mood as well as a 
pathological state. This term would be more acceptable to many Chinese immi-
grants who are less acculturated and is analogous to the use of the more collo-
quial term “depression” rather than “major depressive disorder” with 
English-speaking patients in the West. 
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 Going even further, it might be acceptable to avoid mental health jargon all 
together and use simple descriptive language. One example might be to inform a 
patient that “all your personal problems have taken a toll on you, and now you are 
feeling sad and tired which also bring along other symptoms that you are experi-
encing.” While we propose using fl exible terminology, at least in the initial visits 
with patients when they are unfamiliar with technical terms, we would like to 
emphasize that clinicians should still be truthful. We encourage clinicians to use 
plain language and a conceptual common ground in co-constructing explanations 
for the illness, which may lead to a more successful negotiation of treatment (see 
below). We do not support using deceptive terms with patients, since this would be 
ethically unacceptable and could jeopardize trust between clinicians and patients.   

   6.    Disclosing diagnoses and treatment approaches in stages: 
 The technical term for the psychiatric diagnosis can and should be offered to the 
patient, as it is a legal requirement for full disclosure. On the other hand, such 
disclosure should happen after the correct concepts and nature of the illness have 
been communicated to minimize stigma and surprise. At that point, the diagnos-
tic term can be presented in a way that is culturally resonant.    

     A Customized Approach to Treatment Negotiation 

 After exploring the patient’s illness beliefs about the illness and taking the neces-
sary steps to disclose the patient’s diagnosis, the clinician enters into the treatment 
negotiation. Treatment negotiation empowers the patient and shows that the clini-
cian respects the patient’s point of view; in a practical sense, it may facilitate engag-
ing patient into treatment. Clinicians may start by providing the rationale for 
treatments, usually aimed at alleviating patents’ suffering and reducing the func-
tional impairment caused by the medical/psychiatric conditions that prompted the 
visit. Clinicians should then discuss available treatment options, provide the ratio-
nale for and pros and cons of each treatment, and inform the patient of possible side 
effects [ 4 ]. If the patient is reluctant to initiate pharmacological or psychological 
treatment, then reassurance and clarifi cation of underlying fears or worries about 
treatment are frequently helpful. Since many patients come to the clinic with spe-
cifi c illness beliefs, needs, and requests in mind, clinicians need to be open-minded 
and fl exible to allow open communication between patient and clinician [ 11 ]. 
Negotiation between patients and practitioners over salient confl icts almost always 
contributes to more empathic and ethical treatment. The questions from the History 
of Present Illness section, “What kind of treatment do you think you should receive?” 
and “What are the most important results you hope to receive from the treatment?,” 
provide the background information for treatment negotiation. 

 Part of treatment negotiation may involve exploring the patients’ understanding 
of as well as preference for medication treatment, counseling, and other treatment 
measures, and to clarify misconceptions or worries (e.g., “can counselors keep 
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things confi dential”) that might exist. For example, many Chinese immigrants are 
not familiar with psychotherapy treatment, what it entails or how it could be helpful 
to them. On the other hand, a fraction of Chinese immigrant patients who are emo-
tionally overwhelmed actively seek “talk therapy” for their need for catharsis, emo-
tional support, and guidance. Many of them have heard of and like the term 
counseling “心理辅導” (xin li fu dao), which connotes psychological guidance or 
coaching. Other patients may have a preference against medication treatment. For 
example, many Chinese immigrants either consider psychotropics to be treatment 
for the insane or question the usefulness of medications for solving their psychoso-
cial problems, the focus of their worries. We fi nd that the concept of imbalance of 
neurotransmitters in the brain triggered by stress and/or depression is helpful for 
framing this discussion and is well received by many Chinese Americans, probably 
because it is similar to the concept of imbalances of yin and yang, a cornerstone of 
Chinese philosophy. 

 The negotiation may end up with a compromise, which could be closer either to 
the patient’s or the doctor’s position. If for technical or ethical reasons the physician 
is uncomfortable with the compromise, referral should be made to another practitio-
ner. It is important to maintain honesty, to accept criticism, and to be open to dis-
cussing one’s uncertainty and the limits of one’s understanding.   

   Case Vignette 

 In the following section, we use a case vignette of a Chinese patient who fi t the 
DSM-5 criteria for major depressive disorder as an example of how to adopt a 
patient’s illness beliefs in disclosing the patient’s illness and in negotiating treat-
ment. Identifi ers have been changed and histories merged to protect patient 
confi dentiality. 

   Case Vignette: A Patient with a Chief Complaint of Heartburn 

 The patient was a divorced Chinese female in her forties who immigrated to the 
United States about 5 years ago. She worked as a waitress in a restaurant and 
reported that her job and her relationships at work were fi ne. She started to experi-
ence heartburn two months ago. Her primary care physician saw her for a checkup 
and referred her for a consultation. When asked specifi cally about depressive and 
neurovegetative symptoms, she reported having depressed mood, insomnia, loss of 
interest, guilty feelings, and irritability. Upon further investigation, she reported that 
her sister recently passed away due to an illness about two months ago. She also 
expressed signifi cant worries about tension with her teenage son, who had been hav-
ing diffi culties at school.

9 The Engagement Interview Protocol (EIP)…
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  Patient’s explanatory model of her illness experience or “PERCEPTS” 

      1.     P roblem?: “heartburn”   
   2.     E tiology?: “not sure”   
   3.     R emedy?: “If tension with my son is resolved, I will be fi ne”   
   4.     C all the problem?: “heartburn, possibly depression”   
   5.     E ffects on you?: “Heartburn, sadness, tired”   
   6.     P erturbed (or fear) the most: “my son is not doing well”   
   7.     T rigger: “sister passed away recently”   
   8.     S everity: “pretty bad”      

   Culturally Sensitive Disclosure of Diagnosis 

 The patient did not label her problems as depression, and she focused on her physical 
symptoms. Yet when she was asked about specifi c depression symptoms, she acknowl-
edged having many of them. She believed that her symptoms were due to worries 
about her son. With some guidance, she was able to see that tension with her son had 
been distressing to her, and that the death of her sister actually moved her off-balance. 
We acknowledged the discomforts from her heartburn but reassured her that her pri-
mary care physician had already performed the necessary tests and that the risks of 
having problems in her heart or stomach was low. We pointed out that when people 
were under a lot of pressure, acid from the stomach could rise up and cause heartburn 
sensations. We asked her if she had heard of depression (yi yu zheng) and whether she 
might be suffering from depression. She replied that she was not familiar with the term 
and she was not sure if she had the illness. We informed her that while it might be too 
early to conclude, there might be a possibility that she actually had depression.  

   Customized Approach to Treatment Negotiation 

 In negotiating treatment, she was informed that there are medications available to 
reduce her worries as well as her other related symptoms, including heartburn, sad-
ness, insomnia, loss of interest, and irritability. We informed her that tension 
between her and her son could be lessened if her mood improved and she had more 
energy and resources to educate him. Possible side effects of this class of medica-
tions were discussed. The patient agreed to try the medications and see if they could 
help her. She was prescribed mirtazepine at the end of the interview.   

   Conclusion 

 Culture plays an important role in infl uencing the formation and presentation of psy-
chiatric problems and patients’ illness beliefs. The EIP is a practical tool that incor-
porates cultural components into the usual psychiatric assessment format and is 

A. Yeung et al.



225

designed to fi t into a standard one-hour initial psychiatric evaluation. The EIP explores 
patients’ cultural explanations of illness by eliciting patients’ narrative descriptions 
and used structured illness-belief questions. The EIP also uses standardized items to 
elicit patients’ psychosocial history and generates information on patients’ cultural 
identity, psychosocial environment, and levels of functioning. In our fi eld testing with 
depressed Chinese immigrants, the EIP model was found to be a practical tool that 
can be completed within the allotted one-hour time frame and was highly effective in 
facilitating the enrollment of patients in treatment for depression [ 26 ,  27 ]. By provid-
ing a more complete understanding of the patients’ cultural background, the EIP may 
improve communication between practitioners and their patients and enhance cultur-
ally sensitive disclosure of psychiatric diagnosis and engagement of patient into psy-
chiatric treatment. Future applications of the EIP may be broadened to include a 
variety of medical, research, and educational settings and may enable a variety of 
professionals to more effectively communicate with the populations they serve.      

   The Engagement Interview Protocol (EIP) 

     I.    History of Illness

    A.    History of present illness 
 Patient’s narratives on personal illness experience 
 Patient’s cultural explanatory of his/her illness: (“PERCEPTS”)

    1.    What is the  P  roblem  which bothers you?   
   2.    What is its  E  tiology ?   
   3.    What do you think is a good  R  emedy or treatment ?   
   4.    What do you  C  all the problem ?   
   5.    What is its  E  ffects on you ?   
   6.    How much are you  P  erturbed  (or do you fear) by the problem?    
   7.    What do you think  T  riggered  the problem?   
   8.    How  S  evere  is the problem?           

   B.    Past psychiatric/medical history   
   C.    Family history   

   II.    Psychosocial History

    A.    Past psychiatric/medical history   
   B.    Family History   
   C.    Immigration history 

 The date, purpose, and process of immigration; adjustment in the host country   
   D.    Marital history   
   E.    Spiritual/religious beliefs   
   F.    Family support network: 

 With whom do you live? 
 How is your relationship with your spouse, parents, siblings, children etc?   

   G.    Past and current job   
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   H.    Social supports   
   I.    Stressors   
   J.    Levels of functioning       

   III.    Mental status examination
 Appearance: 
 Attitude: 
 Behavior: 
 Speech: 
 Motor: 
 Mood: 
 Affect: 
 Thought process: 
 Thought content: 
 Perception: 
 Cognition and intellectual resources: 
 Insight/judgment: 

       IV.    DSM-5 Psychiatric diagnoses

      V.    Culturally sensitive disclosure of diagnosis

    A.    Elicit the patient’s illness beliefs    
   B.    Accept multiple explanatory models    
   C.    Clarify the meanings of diagnostic labels   
   D.    Sensitive and fl exible use of terminology    
   E.    Disclose in stages       

   VI.    A customized approach to treatment negotiation

    F.    Explore the patient’s understanding and preferences for treatment    
   G.    Discuss the pros and cons of treatment options   
   H.    Negotiate and fi nalize treatment plan   
   I.    Discuss potential side effects from treatment and possible remedies           
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          Introduction 

 Mental health professionals often engage in professional work that resembles 
 mediation and negotiation. Whether in the form of couples counseling, family ther-
apy, parent–child counseling, or simply the setting of boundaries and ground rules 
in individual psychotherapy, mental health practice has much in common with the 
work that mediators do. In this chapter, we offer the perspectives of two practicing 
mediators on a subject that is critical to the work of both mediators and mental 
health professionals—namely, cultural and diversity issues. 

 Mediators routinely encounter racial, cultural, and other forms of diversity in 
their work, and therefore no curriculum of mediation training would be complete 
without consideration of the challenges (and opportunities) that accompany such 

    Chapter 10   
 Cultural and Diversity Issues in Mediation 
and Negotiation 

             David     A.     Hoffman       and     Katherine     Triantafi llou    

 This chapter is excerpted and adapted from a chapter by the same authors in David Hoffman et al., 
 Mediation: A Practice Guide for Mediators, Lawyers and Other Professionals  (Massachusetts 
Continuing Legal Education 2013). A series of asterisks marks the location of material deleted 
from the original version. 

 The terms “mediation” and “negotiation” are used interchangeably in this article, although they 
are distinct concepts. Mediation is a process whereby a neutral facilitator helps two or more people 
in a dispute resolve that dispute through dialogue. Negotiation is essentially the dialogue that two 
or more people have regarding an issue in which they wish to reach an understanding. 

    D.  A.   Hoffman ,  Esq. (*)      
  Boston Law Collaborative ,   LLC, 99 Summer Street, Suite 1600 ,  Boston ,  MA   02110 ,  USA

Harvard Law School, Cambridge, MA, USA   
 e-mail: dhoffman@bostonlawcollaborative.com  

    K.   Triantafi llou ,  Esq.    
  Boston Law Collaborative ,   99 Summer Street, Suite 1600 ,  Boston ,  MA   02110 ,  USA   
 e-mail: Katherine@KTLaw.us  



230

diversity. In the Massachusetts Uniform Rules on Dispute Resolution, cultural 
diversity is listed as one of the “critical issues” in the training curriculum required 
for court-approved mediation programs. 1  

 Mediation is sometimes described as “making a safe place for a diffi cult conver-
sation.” Mental health professionals are often engaged in that same process, and 
among the things that make such conversations diffi cult are the differences described 
in this chapter. 

 Although we cannot treat this subject exhaustively in one chapter, we can offer 
perspectives—both our own and those of experts in the fi eld—as an introduction to 
some of the diversity issues that arise in mediation.  

    The Seeds of Difference 

 The word “barbarian” in ancient Greece was used to delineate between those who 
were born Greek and those who were not; those who spoke Greek properly and 
those who did not; and later, those who were civilized (the Greeks) and those who 
were not (the Persians). Throughout history we encounter countless examples of 
how humans have differentiated themselves from each other, whether it is based on 
country of origin, race, religion, tribe, or language, to name just a few of the familiar 
lines of demarcation. 

 Had anyone told the ancient Greeks that the use of the word “barbarian” was 
discriminatory or prejudicial toward non-Greeks, they probably would have snorted 
in disdain. In those times, being able to identify who was an outsider and who was 
not often became a matter of life and death. The homogenous character of the mod-
ern Greek state, like many European states, is beginning to change. However, differ-
ent ethnicities in Greece are oftentimes greeted in much the same way as they were 
in Plato’s time, as Greece struggles to integrate refugees from Pakistan, Afghanistan, 
Bangladesh, and Sudan. 

 While Buddhists teach that we are all from the same cosmic soup and therefore 
share a common humanity, most of us have ingrained reactions to people who are 
different from us. (See discussion below regarding “implicit bias.”) Every nation or 
culture has a “them”—the dreaded “other” that represents a real or imagined threat 
to its safety. And every individual makes thousands of split-second judgments about 

1   In addition, Rule 1(b)(vii) provides: “The policies, procedures and providers of dispute resolution 
services should refl ect the  diverse needs and background of the public ” (emphasis added). And 
Rule 7(b) (“Diversity”) provides: “Programs shall be designed with  knowledge of and sensitivity to 
the diversity of the communities served . The design shall take into consideration such factors as the 
languages, dispute resolution styles, and ethnic traditions of communities likely to use the services. 
Programs shall not discriminate against staff, neutrals, volunteers, or clients on the basis of race, 
color, sex, age, religion, national origin, disability, political beliefs or sexual orientation. Programs 
shall  actively strive to achieve diversity  among staff, neutrals, and volunteers” (emphasis added). 
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his or her environment and the people who inhabit that environment, engaging in a 
type of cultural shorthand that makes negotiating daily life easier. For example, 
when we encounter someone who is fashionably attired and driving a Maserati, or 
someone who looks dirty and disheveled, carrying an empty cup, and asking for 
handouts, we make unavoidably hasty judgments—at what point do those judg-
ments veer into the territory we call “prejudice” or “bias?” At what point do those 
judgments inhibit us from experiencing the people in our world with an open mind 
and an open heart? 

 One of the primary roles of the mediator (and mental health professional) is to be 
impartial regardless of the parties’ circumstances and differences, and to bring an 
open mind and heart to the process. And yet mediators often fi nd themselves feeling 
more sympathetic to one party than another, even while they exhibit behavior that 
the parties view as impartial. Moreover, experience quickly teaches mediators that 
the parties do not meet on a level playing fi eld—one in which the disputants are 
fairly equal in power and information or can be made equal by a process that shares 
information and incorporates or acknowledges difference in ways that promote 
good communication. All too often, differences create advantages and disadvan-
tages at the bargaining table—some of them refl ecting a differential in the parties’ 
resources, and some of them internalized attitudes of superiority on the one hand, or 
fear and disempowerment on the other. In addition, people come to the mediation 
table with vastly different life experiences—some of them the result of mistreatment 
based on race, gender, or other characteristics. Or, the parties may have positive 
feelings about their differences—for example, a person’s ethnic, regional, or racial 
heritage may be a source of pride and may even be celebrated by society as a whole. 

 Even if the disputants are two white middle-aged educated individuals who live 
in the same city, work for the same corporation, and ostensibly speak the same lan-
guage, sometimes they are  not  speaking the same language, especially when one is 
a male and one is a female complaining about sexual harassment. Or, if one dispu-
tant comes from a family that reveres holidays and has numerous memories of 
happy gatherings with smiling faces and the other comes from a family whose dys-
function was especially acute during the holidays with excessive drinking or violent 
episodes and broken furniture, will they approach the task of constructing a parent-
ing schedule for the holidays in the same way? If the mediator’s family holidays 
were centered on somber religious activities, how will that affect the mediation of 
that schedule? What if the mediator has an incest history, the bulk of which occurred 
during family holidays? 

 Given the vast differences that make up who we are as human beings, is it pos-
sible to truly manage differences suffi ciently to ensure the process is fair to the 
participants? Can we empower participants suffi ciently that their past experiences 
are not a barrier to meaningful mediation? 

 There are no easy answers to any of these questions, no boilerplate checklists 
that will provide the correct path through the maze that we call diversity and inclu-
sion. The purpose of this chapter is to point mediators and mental health profession-
als in the right direction and to suggest the types of questions we might ask ourselves 
and the parties about our differences.  
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    Mediation and the Problem of Bias 

 One of the persistent criticisms of mediation is that bias is less controllable in informal 
forums, and thus the preferred method of dispute resolution in cases where such bias 
is a factor is litigation, where there are strict rules of procedure, a public forum, and 
a judge to oversee the process. 2  This is an argument frequently put forward by gender 
specialists who caution that the use of mediation, especially mandatory mediation, is 
counterproductive, even harmful, given the power imbalances that often exist 
between men and women in our society. The late Trina Grillo, a law professor known 
for her gender-based critique of mediation, makes the argument forcefully:

  Mandatory mediation can be destructive to many women and some men because it requires 
them to speak in a setting they have not chosen and often imposes a rigid orthodoxy as to 
how they should speak, make decisions, and be. This orthodoxy is imposed through subtle 
and not-so-subtle messages about appropriate conduct and about what may be said in medi-
ation. It is an orthodoxy that often excludes the possibility of the parties speaking with their 
authentic voices. Moreover, people vary greatly in the extent to which their sense of self is 
“relational”—that is, defi ned in terms of connection to others. If two parties are forced to 
engage with one another, and one has a more relational sense of self than the other, that 
party may feel compelled to maintain her connection with the other, even to her own detri-
ment. For this reason, the party with the more relational sense of self will be at a disadvan-
tage in a mediated negotiation. 3  

   Professor Deborah Kolb and researcher Gloria Coolidge explore these gender 
differences by focusing on how men and women tend to negotiate differently 4 :

  Women speak differently. Their assertions are qualifi ed through the use of tag questions and 
modifi ers … the female pattern of communication involves deference, relational thinking in 
argument, and indirection. The male pattern typically involves linear or legalistic argument, 
depersonalization, and a more directional style. While women speak with many qualifi ers 
to show fl exibility and an opportunity for discussion, men use confi dent, self-enhancing 
terms. 

 Anticipating that assertiveness may lead away from connection, women tend to empha-
size the needs of the other person so as to allow that other person to feel powerful. Her 
behavior may thus appear to be passive, inactive, or depressed. 

2   See  Fiss O. Against settlement, Yale LJ. 1984;93(6):1073; Delgado E. Fairness and formality: 
Minimizing the risk of prejudice in alternative dispute resolution. In: Alfi ni J. et al., editors. 
Mediation theory and practice. 2nd ed. New York: LexisNexis; 2006. p. 360: “The risk of prejudice 
is greatest when a member of an in-group confronts a member of an out-group; when that confron-
tation is direct, rather than through intermediaries; when there are few rules to constrain conduct; 
when the setting is closed and does not make clear that ‘public’ values are to preponderate; and 
when the controversy concerns an intimate, personal matter rather than some impersonal 
question…” 
3   Grillo T. The mediation alternative: Process dangers for women, In: Alfi ni J. et al. editors. 3rd ed. 
Mediation theory and practice. New York: LexisNexis; 2007. p. 362. 
4   Kolb D, Coolidge G. Her place at the table: A consideration of gender issues in negotiation. 
Breslin, JW, Rubin JZ, editors. Cambridge, MA: Harvard Law School; 1991. pp. 261, 265, 269. 
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   Professor Linda Babcock performed experiments with men and women as advocates 
for themselves and others in salary negotiations, and found that women tend to be less 
forceful advocates for themselves, but are more forceful when advocating for others. 
For men, the pattern was the opposite—they were more assertive than women when 
advocating for themselves, and somewhat less so when advocating for others. 5  

 This is one of the primary reasons why domestic violence experts are adamantly 
opposed to the use of mediation. Aside from the physical risk of continued close 
contact, in order for a battered spouse to  leave  the batterer, she must overcome soci-
etal and internal expectations that she  stay  to keep the family intact. Engaging in 
mediation during that crucial period when an abuse victim has fi nally broken through 
her silence and publicly acknowledged being battered can easily retard the victim’s 
nascent sense of independence and self-hood. In addition, the informality of media-
tion allows the batterer the opportunity to continue the psychological manipulation 
inherent in the relationship, frequently impressing the neutral party with his nor-
malcy, charm, or erudition. It can also cause the victim to distrust her own instincts 
for survival. This is especially true when mediation is focused on the  present  and 
participants are admonished to ignore  past  conduct, or assured that the forum will be 
“judgment free.” Victims of domestic violence  need  judgments made about the 
abuser in order to disentangle themselves from a horrible situation. Thus, a mediated 
agreement may be “fair,” but as some authors point out, it may not be “just.” 

 The impact of bias and power imbalance described above with regard to gender 
can be seen in the areas of race, ethnicity, culture, sexual orientation, age, religion, 
disability, and other factors that affect the mediation process. Although empirical 
research about this impact is still in its early stages, the results thus far suggest that 
diversity issues affect outcomes in mediation. 

 One of the frequently quoted studies involved comparing the outcomes of adju-
dicated cases and mediated cases in the Bernalillo County Metropolitan Court in 
Albuquerque, New Mexico. 6  Using approximately 600 cases, the evaluators 
attempted to discern whether women and minorities “would do more poorly … 
because mediation is a less formal, less visible, and less controlled forum than 
adjudication.” 7  The study focused on both subjective and objective outcomes and 
found that minority disputants received less money than non-minority litigants in 
adjudicated cases  and  mediated cases, with the latter being “more pronounced.” 
While some of the variation was due to other “case characteristics,” such as the 
claimant being a lawyer or represented by a lawyer, the study essentially concluded 
that mediated outcomes for minorities were less favorable than for non-minorities. 
However, on subjective scales, such as satisfaction with the process, “minority 

5   Babcock L, Laschever S. Women don’t ask. Princeton, NJ: Princeton University Press; 2003. 
p. 172. 
6   Herman M. et al., An empirical study of the effects of race and gender on small claims adjudica-
tion and mediation. In: Alfi ni J. et al., editor. Mediation theory and practice. 2nd ed. New York: 
LexisNexis; 2006. pp. 371–77. 
7   Id. at 372. 
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claimants were consistently more positive about mediation than they were about 
adjudication.” What is most interesting about the study, however, is that the mea-
sured effects of bias in objective outcomes (less money received or more money 
paid) were dramatically altered if the mediators were members of the minority 
group—in other words, minority disputants achieved better results in mediations 
with minority mediators. 8  

 With regard to women, the study found that gender had no direct effect on mon-
etary outcomes, whether the case was mediated or adjudicated. However, white 
women were more satisfi ed with the adjudication process than with mediation and 
“less likely to see the mediation process as fair and unbiased,” 9  while minority 
women were more satisfi ed with mediation. Furthermore, minority participants in 
mediation continued to express greater satisfaction with the process over time. 10   

    Understanding Patterns of Oppression and Discrimination 

    Discrimination in Negotiation 

 It is hardly surprising that diversity issues impact the results of mediation. 
Discrimination has been a persistent feature of commerce in the United States since 
our nation’s inception and before. Racial discrimination in housing and employ-
ment, for example, has been widely documented long after the enactment of civil 
rights legislation designed to end such practices. 

 In one famous study of discrimination in the commercial arena, reported in an 
article entitled  Fair Driving: Gender and Race Discrimination in Retail Car 
Negotiations  published by the Harvard Law Review, testers used a uniform negotia-
tion strategy to bargain for the purchase of a new car at ninety dealerships in the 
Chicago area. 11  The testers were white and black, women and men. The article’s 
author—economist, lawyer, and business professor Ian Ayres—found that the offers 
made by salespeople were biased by both the race and gender of the buyers (Table  10.1 ):

8   The same was not true if one of the two mediators was white. 
9   Herman,  supra  note 8, at 374. 
10   Id.  (Signifi cantly, women mediators were more successful in reaching agreement in mediation 
than their male counterparts.) 
11   Ayres I. Fair driving: gender and race discrimination in retail car negotiations. Harvard L Rev. 
1991 Feb.; 104(4):817. 

   Table 10.1    Gender and race discrimination in car sales   

 White 
male 

 White 
female 

 Black 
male 

 Black 
female 

 Average dealer profi t based on initial offers by the dealer ($)  818  829  1,534  2,169 
 Average dealer profi t based on fi nal offers by the dealer ($)  362  504  783  1,237 

  * * *  
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   Gender-based discrimination was also convincingly demonstrated in studies 
involving auditions for symphony orchestras. In 1970, female musicians comprised 
only 5 % of the musicians in the top fi ve symphony orchestras in the United States. 
Under pressure to increase this number, the orchestras instituted new procedures 
involving the use of “blind auditions” in which prospective performers played 
behind a screen so that the judges could not see them. This produced a fi ve-fold 
increase in the number of women who won places in those orchestras. 12  

 Race and gender are, of course, not the only factors that affect negotiations, 
 hiring decisions, and the way people treat each other. Research has shown that phys-
ical appearance can produce both positive and negative bias. Taller people get paid 
higher salaries, on average, than short people. 13  Unattractive people also face bias in 
employment, 14  and, according to one study, physical attractiveness can produce a 
signifi cant boost in salary. 15  (Even in the realm of criminal law, attractiveness plays 
a role: one study has shown that criminal defendants who are viewed as less physi-
cally attractive risk harsher sentences. 16 ). 

 * * * 

 Moreover, it is diffi cult for white people to deal effectively with their unacknowl-
edged racism. The guilt attendant to such unexamined feelings frequently clouds 
our perceptions and good intentions/actions. As much as we would like to think we 
are “color blind,” if we grew up in the United States, we have racial baggage—
regardless of our race. Professor Peggy McIntosh, a women’s studies expert, makes 
the point quite effectively when she states the following in an essay entitled  White 
Privilege: Unpacking the Invisible Knapsack  17 :

  I have often noticed men’s unwillingness to grant that they are overprivileged, even though 
they may grant that women are disadvantaged … As a white person, I realized that I had 
been taught about racism as something that puts others at a disadvantage, but had been 
taught not to see one of its corollary aspects, white privilege, which puts me at an 
advantage. 

12   Goldin C, Rouse C. Orchestrating impartiality: The impact of “blind” auditions on female 
Musicians. Am. Econ Rev. 2000;90(4):715. 
13   Judge TA, Cable DM. The effect of physical height on workplace success and income: Preliminary 
test of a theoretical model. J Appl Psych. 2004; 89(3):428. 
14   See generally  Rhode D. The beauty bias: The injustice of appearance in life and law. New York: 
Oxford University Press; 2010. 
15   Rhode D. Prejudiced toward pretty. National LJ. 2010 May 3 (“In a famous study, ‘Lawyers’ 
Looks and Lucre,’ economists Jeff Biddle and Daniel Hamermesh estimated that attractiveness 
may account for as much as a 12 % difference in attorneys’ earnings.”) 
16   Gunnell JJ, Ceci SJ. When emotionality trumps reason: A study of individual processing style 
and juror bias. Behav Sci Law. 2010;28(6):850. 
17   McIntosh P. White privilege: Unpacking the invisible knapsack, peace and freedom [Internet]. 
1989 July/Aug. Available from:  http://www.amptoon.com/blog/fi les/mcintosh  (this website was 
not found on Dec 3, 2012),  reprinted in  Rothenberg PS. ed. White Privilege: Essential Readings on 
the Other Side of Racism. Worth Publishers; 2007. p. 123. 
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   McIntosh continues her self-assessment with a list of the “daily effects of white 
privilege,” among them the following:

•    I can go shopping most of the time, pretty well assured that I will not be followed 
or harassed.  

•   I am never asked to speak for all the people in my racial group.  
•   If a traffi c cop pulls me over or if the IRS audits my tax return, I can be sure I 

haven’t been singled out because of my race.  
•   I can take a job with an affi rmative action employer without having coworkers on 

the job suspect that I got it because of my race.  
•   If my day, week, or year is going badly, I need not ask of each negative episode 

or situation whether it has racial overtones.  
•   I can worry about racism without being seen as self-interested or self-seeking.    

 No one likes to think of themselves as biased, but reading that list, or making up 
your own, certainly highlights the ways in which the lives of white people in our 
society differ from the lives of African-Americans, notwithstanding the laws that 
prohibit discrimination of various kinds. 18  

 * * * 

 The phenomena described above with regard to race apply with equal force in 
connection with gender, culture, sexual orientation, and other characteristics. 
Although some indicia of discrimination have improved (e.g., pay gaps between 
men and women have narrowed somewhat), disfavored groups still suffer a variety 
of disadvantages in our society and the favored groups still, for the most part, strug-
gle with acknowledgement of their advantages. 

 There is a paradoxical aspect of cultural competence for mediators—namely, 
that mediators are trained to look forward, and yet to be culturally competent 
requires an understanding of the past, and in particular the ways in which oppres-
sion has shaped the experience, values, beliefs, and emotional reactions of non- 
dominant groups.  

    Internalized Oppression 

 Discrimination takes its toll internally, as well as externally. In the landmark school 
desegregation case of  Brown v. Board of Education , 19  the Supreme Court cited as 
support for its opinion psychological studies showing that African-American children 
had internalized a sense of inferiority—for example, preferring white dolls rather 

18   For a recent, highly acclaimed novel on the treatment of African-Americans’ migration to the 
North and West in the 1900s,  see  Wilkerson I. The warmth of other suns. New York: Random 
House; 2010. An effective treatment of American-Muslim bias post 9/11 is Eggers D. Zeitoun. San 
Francisco: McSweeney’s; 2010, a novel based upon true events following Hurricane Katrina in 
New Orleans. 
19   Brown v. Board of Education,  347 U.S. 483 (1954). 

D.A. Hoffman and K. Triantafi llou



237

than dolls with darker skins, and attributing more positive characteristics to the 
white dolls. Based on this “doll test” and similar tests of children, the studies 
 concluded that prejudice, discrimination, and segregation caused black children to 
develop a sense of inferiority and self-hatred. Citing this study with approval, the 
Court stated that segregating black children from white “solely because of their race 
generates a feeling of inferiority as to their status in the community that may affect 
their hearts and minds in a way unlikely ever to be undone.” 20  Today,  de jure  segre-
gation is illegal, but patterns of housing and school assignment still relegate too 
many African-Americans  de facto  to an essentially segregated world. 

 A related phenomenon is that of “internalized homophobia,” experienced by 
 lesbian and gay individuals who internalize the prejudices of a heterosexist society. 
“Stigmatized individuals engage in defensive reactions as a result of the prejudice they 
experience and thus incorporate a unique form of psychological distress.” 21  One of the 
obvious stressors is being “in the closet”; however, unlike other oppressed groups, 
LGBT people also risk being shunned by their families or religious groups and must 
actively seek out new or alternative social networks that validate their existence. 

 Another form of internalized oppression can be seen in a phenomenon known as 
“stereotype threat,” which can undermine the performance of people who are mem-
bers of groups that are negatively stereotyped. 22  This phenomenon occurs even if 
there is no overt stereotyping taking place. According to several studies, stereotype 
threat “undermines performance by creating distraction” and produces this effect in 
both laboratory and real-life settings. An example of this phenomenon was found 
when measuring the performance of women in chess matches in which the identity 
of the opponent was hidden from the players. 23  In comparison to their rated strength, 
the women played worse when told that their opponents were men and that men are 
better chess players than women. When women players were told that they were 
playing against women, their performance improved, regardless of whether their 
actual opponents were men or women. 

 In another experiment, a group of African-American test-takers who were asked 
to indicate their race at the beginning of the verbal portion of Scholastic Aptitude 
Test performed substantially worse than a comparable group of African-Americans 
who were not asked to indicate their race. 24  In other words, just reminding someone 

20   Id.  at 494 & n.11. 
21   Williamson IR. Internalized homophobia and health issues affecting lesbians and gay men. 
Health Educ Res. 2000;15(1):97–106. This article gives an excellent overview of the issue and 
incorporates current thinking/criticism about the use of the phrase “ internalized homophobia.” 
The danger, as the author points out, is that such studies may “repathologize” gays and lesbians 
while ignoring cultural and institutional heterosexism.” 
22   Walton, GM, Spencer, SJ. Latent ability: Grades and test scores systematically underestimate the 
intellectual ability of negatively stereotyped students. Psychol Sci. 2009;20(9):1132–39. 
23   Maass A, D’ettole C, Cadinu M. Checkmate? The role of gender stereotypes in the ultimate intel-
lectual sport. Eur J Soc Psychol. 2008;38(2):231–45. 
24   See  Steele CM, Aronson J. Stereotype threat and the intellectual performance of African 
Americans. J Personality Soc Psychol. 1995;69(5):797. 
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of a racial difference of this kind may be a trigger that affects performance. In a 
similar test involving math skills, asking Asian-American women questions that 
evoked consciousness of their race at the beginning of the test produced higher test 
scores, while asking them questions that evoked consciousness of their gender 
resulted in lower test scores. 25  

 Internalized oppression can also produce physical effects. In 2007, The Boston 
Globe reported on the growing body of evidence—more than 100 studies, most 
published since 2000—showing the negative effects of racial discrimination on 
physical health, including heart disease and stroke. 26  This phenomenon has been 
found outside the United States as well. An epidemiologist at the Harvard School of 
Public Health, Nancy Krieger, found that these health effects are worsened when the 
discrimination is not discussed or addressed in some manner. “She confi rmed that 
experiences of race-based discrimination were associated with higher blood pres-
sure, and that an internalized response—not talking to others about the experience 
or not taking action against the inequity—raised blood pressure even more.” 

 For mediators, these studies suggest the importance of addressing discriminatory 
behavior or comments when they arise. Sometimes comments are made in media-
tion that the mediator fears might be experienced by others as discriminatory even 
if they were not intended that way. Under those circumstances, the mediator could 
meet with the parties separately to assess the situation and decide whether it seems 
advisable to address this issue directly. 

 * * *   

    Culture and Negotiation 

 In our discussion thus far, we have focused on the impact of difference in the con-
text of bias and oppression. Mediators, we conclude, need to be keenly attuned to 
the impact of such differences because of their potential impact on the mediation 
process. For example, a party who feels demeaned by an opposing party because of 
his/her race, class, ethnicity, or gender, may “shut down” and fi nd it hard to partici-
pate fully in the mediation. (In Section V below, we discuss interventions that a 
mediator can use in such situations.) 

 In this section we focus on cultural differences that do not always involve value 
judgments but may engender misunderstanding if not understood. For example, in 
some cultures, eye contact in a negotiation is considered aggressive, perhaps even 
offensive, while in other cultures the failure to make eye contact may be viewed as 

25   See  Shih M, Pittinksy T, Ambady N. Stereotype susceptibility: Identity salience and shifts in 
quantitative performance. Psych Sci. 1999;10(1):80;  see also  Kray LJ. et al., Stereotype reactance 
at the bargaining table: The effect of stereotype activation and power on claiming and creating 
value. Personality Soc Psychol Bull. 2004;30(4):399,400-01 (women do worse in negotiation 
when stereotypes are primed, even if women are not mentioned). 
26   Drexler M. How Racism Hurts—Literally, The Boston Globe. 2007 July 15;Sect. E:1. 
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suspicious. These differences are akin to a difference in eating utensils: chopsticks 
are neither inherently better nor worse than silverware—just different. A vast array 
of cultural differences can complicate the work of peacemaking, if mediators are not 
sensitized to those differences and trained to deal with them effectively. 

 Cultural competence requires us to learn or at least become familiar with the 
“silent language,” as Jeswald Salacuse calls it, of other cultures—a task akin to 
learning a foreign language. We don’t, for example, try to change how the Russians 
decline nouns; we accept it and endeavor to become more adept at communicating 
in that language. 

 * * * 

    Negotiation Styles 

 Professor Jeswald Salacuse focused his analysis strictly on negotiation and mea-
sured bargaining behavior, as reported by the negotiators, using the following 
matrix 27 :

    1.    Negotiating goals (contract or relationship?)   
   2.    Attitudes to the negotiating process (win/win or win/lose?)   
   3.    Personal styles (formal or informal?)   
   4.    Styles of communication (direct or indirect?)   
   5.    Time sensitivity (high or low?)   
   6.    Emotionalism (high or low?)   
   7.    Agreement form (specifi c or general?)   
   8.    Agreement building process (bottom up or top down?)   
   9.    Negotiating team organization (one leader or consensus?)   
   10.    Risk taking (high or low?)    

  Professor Salacuse measured responses from individuals in twelve countries. 28  
The results refl ect signifi cant variations from country to country. Some of the results 
seem predictable. For example, on Salacuse’s “informal or formal scale,” 83 % of 
the Americans interviewed felt they had an informal negotiating style as compared 
to 54 % of the Chinese negotiators and 53 % of the Spanish negotiators. Cultures 
that negotiate similarly in one respect may diverge widely in another—for example, 
on the scale of negotiation attitude (win/win vs. win/lose), 82 % of the Chinese 
negotiators describe their style as win/win, while only 44 % of the Spanish 
 negotiators do. 

27   Salacuse JW. Ten ways that culture affects negotiating style: Some survey results. Negotiation J. 
1998;(14)(4):223–24. 
28   The United States; the United Kingdom; France; Germany; Spain; Mexico; Argentina; Brazil; 
Nigeria; India; China; and Japan. 
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 While the complete results of this study are too lengthy to include in this article, 
this brief description suggests why the participants in a mediation session might be 
approaching the task of problem solving differently based on their cultural or ethnic 
background. 29  Even a reluctance to participate in mediation could be an indication 
of a cultural attitude, such as the Korean-Americans studied by Diane LeResche, 
who view “confl ict as a negative situation […] represent[ing] a shameful inability to 
maintain harmonious relationships with others.” 30  

 It is not always easy to know whether cultural issues are impacting mediation or 
whether a mediator’s assumptions about cultural behavior are getting in the way of 
successful communication. Mistakes will be made! 

 * * * 

 Along with complexities of negotiation style, mediators encounter a dizzying 
variety of communication styles—many of them culturally rooted. “Every country 
has its own way of saying things,” according to the prolifi c travel writer Freya Stark. 
“The important thing is that which lies behind people’s words.” 31  

 Cataloguing specifi c cultural variations in communication style lies beyond the 
scope of this chapter. Suffi ce it to say, however, that an astute mediator will be 
attuned not only to content (e.g., is the style direct or indirect?) but also facial 
expressions, eye contact (or the lack of it), body language, and gestures. Figures of 
speech do not always translate well from one culture to the next, and hand gestures 
can be particularly tricky. (For example, a thumbs-up gesture in American culture 
means approval, but in Arab cultures and South America, its meaning is vulgar.)  

    Gender as Culture 

 Researchers have long debated the question of whether male–female differences are 
learned or innate. For purposes of understanding and working with those differ-
ences, however, their origin is probably irrelevant. What matters is how we react to 
the parties in the mediation process and how they react to each other. (In the discus-
sion that follows, gender is discussed based on what sociologists fi nd as the center 
of the bell curve, and, as in other descriptions of cultural norms, exceptions, and 
outliers abound.) 

29   Cultural indicators, of course, can also be found domestically in various non-ethnic groups, such 
as the LGBTQ community, in which there are a number of sub-cultures as well (such as gay male, 
lesbian, and transgender communities). 
30   LeResche D. A comparison of the American mediation process with a Korean-American har-
mony restoration process. In: Mediation and negotiation: Reaching agreement in law and business. 
2nd ed. New York: LexisNexis; 2007. p. 197. 
31   Freya S. The journey’s echo. In: The peace corps cross cultural workbook. p. 75, [Internet] [cited 
2012 Dec 3]. Available from:  http://www.peacecorps.gov/wws/publications/culture/pdf/chapter3.pdf . 
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 Among recent conceptual breakthroughs in our understanding of how gender 
affects our experience, perspectives, and social interactions, two stand out: Professor 
Carol Gilligan’s research about the development of ethical norms 32  and Professor 
Deborah Tannen’s research about gender differences in the way people communi-
cate. 33  Gilligan found that boys tend to develop attitudes about ethics based on rule- 
based ideas of right and wrong, whereas girls tend to develop attitudes that are more 
contextual and relational. Tannen found that women’s conversational styles were 
more personal, relational, and focused on understanding, while men’s were focused 
more on information, advice, and status/power. Neither Gilligan nor Tannen argued 
that the norms of one gender are “better” than the other’s (quite the opposite)—
instead, their point was that these differences, if not identifi ed, become sources of 
misunderstanding, judgment, and blame. 

 Research reported by Dr. Pat Heim shows that these differences are not surpris-
ing, because boys and girls grow up in different “cultures” with differing expecta-
tions about how to behave and how they will be treated. 34  These differences begin 
early in life. Infants wrapped in blue blankets are handled differently than infants 
wrapped in pink blankets. The leading children’s books—those that have won the 
coveted Caldecott medal—show ten males in positions of leadership for every female 
in such a role. The games that boys tend to play (war, cops and robbers, football) are 
essentially hierarchical, competitive, goal-oriented, and often team- based, while the 
games that girls tend to play (dolls, house) are typically based on one-on-one con-
nections, cooperation, and “fl at” (as opposed to hierarchical) relationships. Although 
winning is the sole point in boys’ games, boys, on average, lose as often as they win, 
and therefore learn to mask their emotions, because showing sadness as a result of a 
loss would be considered “unmanly.” In girls’ games, there tend to be no winners and 
losers, and girls learn the importance of “being nice” and “getting along.” 35  

 To be sure, the upbringing of girls and boys has changed in the United States in 
recent years, and today more girls than ever are involved in competitive team sports 
(due in no small measure to the enactment of Title IX). However, social scientists 
continue to see substantial differences in how men and women behave, how they 
communicate, and how they fare in business. 36  At the same time, these different 
“cultures” get blended to some degree as adults, since occupational roles infl uence 
behavior. For example, law has often been described not only as a male-dominated 
profession (though this is changing) but also as a profession in which typically male 

32   See  Gilligan C. In a different voice: Psychological theory and women’s development; 1993. 
33   See  Tannen D. You just don’t understand: Women and men in conversation. 2nd ed. New York: 
Ballantine Books; 1991. 
34   See  Pat Heim, Susan Murphy, Susan K. Golant. In the company of women: Indirect aggression 
among women (2003); Videotape:  The Power Dead-Even Rule and Other Gender Differences in 
the Workplace  (Dr. Pat Heim Series1995). 
35   See generally  Heim P, Murphy SA, Golant S. In the company of women: Indirect aggression 
among women. New York: Penguin Group; 2003. pp. 84–106. 
36   See, e.g. , Mulac A, Bradac JJ, Gibbons P. Empirical support for the gender-as-culture hypothesis: 
An intercultural analysis of male/female language differences. Human Comm Res. 2001;27(1):121. 
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“norms” hold sway. To use Gilligan’s typology, successful arguments in the legal 
arena are based on rules of general applicability (and concepts of right and wrong) 
rather than contextual and relationship-based norms. 

 The bottom line, as we try to understand the ways in which gender operates as a 
“cultural” difference, is that one culture is not better than the other. Chopsticks are 
not better than silverware, nor is it essential that one culture learns to use the utensils 
of the other. Rather, the point—for mediators and others—is to destigmatize the 
difference.  

    Confounding Variables: Psychological Issues 
and Social Dynamics 

 One of the joys of mediation is its inherent complexity. For people who enjoy chal-
lenges, it is an ideal occupation. The challenges presented by diversity issues are 
compounded when we take into account the psychology of the parties (and our own) 
and the social dynamics that infl uence behavior in the setting of mediation. 

 A case in point: a middle manager is fi red by his employer for abrasive commu-
nications with his colleagues and supervisors. He sues the employer, alleging 
national-origin discrimination (he is from Eastern Europe). In the mediation of this 
dispute, the employee negotiates in a manner that seems unusual to the mediator. 
The employee lowers his demand, then raises it again. The mediator makes the 
assumption (probably inaccurate) that the employee’s bargaining style is different 
because of cultural differences. The mediator encourages the employee to follow 
the lead of his attorney, who is very experienced in employment cases, but the 
employee resents this advice, fi res his lawyer, and arrogantly asserts that he is a bet-
ter negotiator than anyone involved in the case and therefore does not see why he 
should follow anyone’s advice. In the end, the mediator concludes (after consulting 
with a psychologist) that the employee’s behaviors indicate the possibility of a nar-
cissistic personality disorder. 

 In this case, culture no doubt played a role in the negotiations. But because cul-
ture was the most obvious difference, it obscured a less visible but more powerful 
factor—namely a psychological issue that stood in the way of productive 
bargaining. 

 Social dynamics can also play a role. In most mediations, the parties are not 
alone—they are part of a social matrix that infl uences their bargaining behavior. In 
divorce mediations, for example, each spouse usually receives advice and encour-
agement from an assortment of friends and relatives—not to mention professional 
advice from lawyers and therapists. Not surprisingly, the parties feel accountable to 
some degree to these constituencies of supporters. Thus, while the mediator tries to 
understand the unique aspects of each of the parties (cultural, gender, psychologi-
cal, or other), s/he may not realize that there are a host of other people in the wings, 
each with their own complicated backgrounds and psychological orientations. 
To the extent that each of the parties in the mediation is driven by a desire not to lose 
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face with these supporters, it becomes necessary for the mediator to understand the 
cultural orientation and goals of those supporters. 

 Another case in point: a college freshman has died in a fraternity hazing incident, 
and his parents are now suing the fraternity, its parent organization, the owner of the 
fraternity’s building, several individuals involved in the incident and all of the rele-
vant insurers. The family is demanding $10 million as a settlement. The mediator is 
meeting with the defendants—eleven parties in all. Everyone in the room agrees 
that their initial offer of settlement needs to be no less than $1 million, or else the 
plaintiffs will likely terminate the mediation. When each party is asked what they 
are willing to offer in this fi rst round of negotiation, the collective sum is only 
$900,000. All of the defendants agree that it would be in their best interest to come 
up with another $100,000 in order to keep the mediation on track, but no amount of 
reasoning and cajoling from the mediator breaks this deadlock. The mediation ends, 
and the case proceeds to litigation. Why were the defendants deadlocked? The 
mediator concludes that there were two sets of social dynamics that overwhelmed 
rationality. First, in the conference room, each of the defendants was seeking to 
communicate its resolve to the other defendants. Even though there was virtually no 
chance that the defendants’ initial offer would be accepted, none of the defendants 
wanted to “blink,” because of the precedential effect that could have been had in 
subsequent rounds of bargaining. Second, and equally important, each of the defen-
dants (and particularly the corporate defendants and insurers) were merely repre-
sentatives of a complex organization with its own unique culture and values. These 
representatives may have felt that they needed to avoid losing face with their con-
stituencies back at the offi ce. (One common observation about negotiation dynam-
ics is that the toughest bargainers are those who are farthest from the table.) 

 Mediators need to remember that, even if they believe they understand how cul-
ture, class, race, ethnicity, gender, sexual orientation, and other factors may be infl u-
encing the individual parties, each of the parties may also be infl uenced by unseen 
psychological and social dynamics. Accordingly, mediators should inquire about 
those dynamics and try to understand how they are affecting the mediation process.   

    Practical Considerations for the Mediator 

 Given what we now know about bias, how can the well-intentioned mediator guard 
against it both personally and with clients? 

 * * * 

    Developing Cultural Competence 

 One obvious place to start is to look within. Acknowledgement and self-assessment 
help us clear our minds of judgments about the parties. 
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 Bias arises from learned attitudes and can be transmitted to those close to us or 
part of our group. And what can be  learned , can be  unlearned . This conclusion was 
documented in fMRI studies reported by the developers of the Implicit Attitude 
Test, an ongoing study sponsored by Harvard University. 37  Visitors to this site have 
completed more than 4.5 million tests, which explore their reactions to people based 
on their race, age, gender, weight, disability, and other characteristics. Based on this 
data, researchers have found, among other things, that 80 % of Americans harbor 
negative attitudes toward the elderly and 75-80 % of the white and Asian test-takers 
express preferences for whites rather than blacks. The developers of the Implicit 
Attitude Test found that while we have automatic, immediate, unconscious reac-
tions to people of a different race at the level of our amygdalas, those responses (not 
surprisingly) can be moderated by other parts of our brains that regulate our social 
interactions. 38  (The test gives new meaning to the expression, “The truth shall make 
ye free, but fi rst it shall make ye miserable.”) 

 Recognizing that bias is a universal phenomenon can lead us to both self- criticism 
and self-forgiveness. Both of these seemingly contradictory impulses are valid 
responses to the residue of bias that lingers in even the most conscientious and cul-
turally competent mediators. 

 When Harvard psychology Professor Mahzarin Banaji developed the implicit 
bias test, she was surprised to fi nd that she was biased against blacks—a particularly 
vexing phenomenon because she herself is a person of color. One of the techniques 
that she used to counteract her own implicit attitudes with regard to both race and 
gender was to display prominently in her offi ce photographs of women and people 
of color whom she admired—George Washington Carver, Emma Goldman, Miles 
Davis, Marie Curie, Frederick Douglass, and Langston Hughes. 39  

 Perhaps an even more profound change may come from widening and deepening 
the circle of connection in each of our lives. All too often, those in our circle of 
friends and colleagues look a lot like us. Mediators can make a conscious choice of 
involving a wider circle of colleagues in our professional work through self- 
refl ection and peer supervision groups. And even within our existing circle, we often 
fail to explore deeper levels of understanding of people who are different from us. 

 * * * 

 Here is an exercise in overcoming our own implicit bias described by Professor 
Banaji:

  Just before Halloween, Banaji says, she was in a Crate & Barrel store when she spied a 
young woman in a Goth outfi t. The woman had spiky hair that stuck out in all directions. Her 
body was pierced with studs. Her skull was tattooed. Banaji's instant reaction was distaste. 
But then she remembered her resolution [to engage with people she might otherwise have 
avoided]. She turned to make eye contact with the woman and opened a conversation. 40  

37   This implicit attitude test. Available from:  http://www.implicit.harvard.edu . 
38   Stanley D, Phelps E, Banaji M. The neural basis of implicit attitudes. Curr Directions Psych Sci. 
2008;17(2)164. 
39   Vedantam S. See no bias. The Washington Post. 2005 Jan 23;Sect. W:12. 
40   Id . 
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   Cultural competence involves more than freeing our minds of bias—it requires 
affi rmatively seeking to understand the people we encounter in the mediation pro-
cess and elsewhere. Curiosity is key. If participants are from a country or ethnic 
group outside your experience, spend some time reading about that culture. If the 
person’s background or ethnicity is not apparent, do not be afraid to ask background 
questions that will aid your work. Avoid stereotypes—for example, do not assume 
that all people from a particular country or culture are likely to have the same nego-
tiating style. 

 Respect for the parties is a crucial element of cultural competence. One key ele-
ment of such respect is pronouncing the parties’ names correctly and adopting a 
form of address that is comfortable. Many mediators prefer working with the parties 
on a fi rst-name basis, because the informality contributes to a spirit of collaboration. 
However, fi rst-name basis may be profoundly uncomfortable for people who are 
accustomed to a more formal manner of addressing people in a business setting. 
And it might also be uncomfortable to people who, because of cultural or power 
dynamics, have felt demeaned when called by their fi rst names. 

 Finally, mediators need to bring enough humility to their work to be open to the 
possibility that some other mediator might be a better fi t for the parties because of 
background or experience. (Also, see discussion below regarding co-mediation.)  

    The Mediator’s Relationship with the Parties 

 An enigmatic story from Professor Michelle LeBaron about an informal mediation 
in a Native American community captures one aspect of what mediators need to 
know to practice in a culturally competent manner. 

 There was an elder who had a dog, and that dog barked all night long, every night, 
kept the whole neighborhood awake. It was a really yappy dog, and nobody could 
stand it much longer. One afternoon an elder went over to visit the dog owner without 
being announced. They had tea. Talked about the weather and the upcoming pow 
wow. They told a couple of stories. Then the elder left. Still the dog barked at night. 
A few days later, the same elder dropped by for another visit. Same thing. They talked 
about the weather and the brushfi re down in the coulee. Then the elder left. Still no 
relief. A day or two later, the elder visited again. They had tea. Talked about the 
weather, the way the government negotiations were going. And the elder left. After 
that, the dog was kept in every night. Never caused anybody trouble anymore. 41  

 Why did the two elders never discuss the dog? And how did the dog owner 
fi nally come to understand what was being asked of him/her—albeit inexplicitly? 
The essential element of the success of this intervention appears to be the recogni-
tion that the dog owner needed to avoid losing face in the community, and therefore 

41   LeBaron M. Bridging troubled waters: Confl ict resolution from the heart. San Francisco: Josey- 
Bass; 2002. p. 245. 
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direct confrontation about the dog might have been counterproductive. This story 
suggests that in this particular culture, a gentler, less direct form of negotiation was 
needed. A mediator who lacked an understanding of this feature of the parties’ cul-
ture might have been more direct and less successful. 

 However, given the enormous variety of cultural and diversity issues that can 
arise in a mediation, how can a mediator manage those differences successfully?

    1.    Pre-mediation Consultation, Planning, and Research 
 Mediators should generally consider and, in some cases, insist on a pre- mediation 
consultation with the parties. In addition to such logistical considerations as who 
will be attending, how much time to reserve, and how the mediation fee will be 
allocated, mediators can ask about the parties, their backgrounds, and other 
information about them that will help the mediator prepare for the case. 

 These separate meetings provide an excellent opportunity to explore diversity 
issues in a safer setting. In family mediation, meeting separately with the parties 
can uncover power dynamics and cultural differences. The Internet also provides 
a vital opportunity to learn about the parties, their values, and their 
backgrounds.   

   2.    Confronting Bias 
 As noted above, one of mediation’s central tasks is making a safe place for a 
 diffi cult conversation. If any of the parties feels demeaned—particularly as a 
result of his/her culture, class, ethnicity, gender, race, sexual orientation, or other 
characteristics—the mediation will no longer feel safe. How, then, can a media-
tor prevent or respond to behavior that causes the mediation to feel unsafe in 
this way? 

 As noted above, preparation can sometimes head off trouble at the outset, by 
alerting the mediator to the relevant risks. The mediator might be informed that 
one of the parties is considered a bigot by the other parties. Or that one of the 
parties has a hard time treating women as equals. What might the mediator do in 
a separate meeting with one or more of the parties to neutralize potentially dis-
ruptive behavior? 

 An even more challenging dilemma arises when one of the parties says or 
does something in the mediation that has the unmistakable ring of bias, conde-
scension, or disrespect. The mediator has a number of choices—the following 
are only a few of the options. First, s/he can decide to ignore the event for the 
time being, hoping that the negotiation will stay on track, and perhaps revisiting 
the incident later with the parties separately or together. Second, s/he can inter-
vene in the moment by calling attention to what s/he saw or heard, and either 
lodging his/her objection or inquiring about what the action or comment was 
intended to communicate. Third, s/he can inquire of the party who was the object 
of the action or comment, to fi nd out what impact it may have had. Finally, the 
mediator can call for a break and discuss what occurred with each of the parties. 
None of these courses of action will be right for every case. And it is, of course, 
challenging to consider these options and others (and their respective advantages 
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and disadvantages) in the split-second in which a timely decision must be made. 
To some extent, the mediator must use his/her intuition, and then be self- forgiving 
if the judgment proves to be unsound. 

 And what if the offensive remark is directed at the mediator? 

 * * * 

 The critical decision for the mediator is whether a response is needed for 
reasons related to the mediation itself. There are occasionally situations— 
particularly in joint sessions—where offensive, disrespectful, or bullying behav-
ior directed toward the mediator must be addressed in order to foster a feeling of 
safety for the other participants in the mediation. Even in those situations, for 
example, there are choices to be made about how to address the offensive action 
of remark. For example, speaking separately to the offender might elicit an apology 
that could defuse the tension and possibly even create some positive momentum 
toward settlement.   

   3.    Validating Differences and Commonalities 
 One of the key concepts in negotiation theory is that the parties’ differences 
 create opportunities for joint gains. In the classic example of dividing an orange, 
described in the book  Getting to Yes , the fact that one child wanted to make juice 
and the other wanted only the rind for a cake created the opportunity for each to 
have the equivalent of a whole orange. Culturally competent mediation means 
striking the balance between acknowledging and validating the parties’ differ-
ences when they are relevant and at the same time looking for common ground. 

 How does this work in practice? A case in point: an elderly African-American 
janitor was suing his employer for race-discrimination in terminating him. As the 
mediation began, the mediator asked if the parties were comfortable addressing each 
other on a fi rst-name basis. The janitor said, “I prefer that you call me Mr. Jones.” In 
the course of the mediation he discussed his background as a sharecropper and the 
way that he was addressed as “boy” long into his adulthood. The central issue of the 
mediation thus became whether a settlement could be reached that did further strip 
this gentleman of his dignity. The fact that his life experience made him different 
from everyone else in the room could have been downplayed, but instead it was 
acknowledged by the mediator without condescension. The mediation resulted in 
Mr. Jones being reinstated in exchange for his withdrawing his suit, but the most 
memorable aspect of the mediation, he said, was that he was treated as an equal in 
the mediation room. That acknowledgment—and reinstatement—were worth more 
than a monetary settlement from Mr. Jones’ standpoint. 

 A key element for the mediator is sensitivity to the following question: how 
does each person feel about his/her difference being acknowledged or treated as 
irrelevant? The answer to this question may be far from obvious, and the answer 
may change over time as the mediation unfolds. Taking breaks in the mediation 
for caucus sessions creates an opportunity to address such questions and thus 
keep the mediation on track. 
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 Another key element for the mediator is recognizing that people have far 
more in common than often meets the eye. Identifying those common elements 
of the human condition can sometimes open the door to resolution. Among 
Maori tribes, the traditional method for resolving territorial confl icts between 
tribes was to gather for negotiation, which could only begin after the tribes have: 
(a) discussed their lineage and the times in the past when their ancestors had 
helped each other; (b) named those in their respective tribes who had passed 
away; and then (c) shared a meal together. 42  Such elaborate rituals are ill-suited 
to modern mediation, but acknowledgment of common experience (e.g., the loss 
of loved ones) or the sharing of a meal can sometimes help to bridge gaps that 
initially might seem insurmountable.   

   4.    Mediating Values-Based Confl ict 
 Among the most profound differences that mediators encounter are those based 
on deeply held values—sometimes fueled by religious or political beliefs. For 
example, in the confl icts over abortion, advocates on both sides of the contro-
versy are unlikely to fi nd common ground, and neither believes that a compro-
mise is morally acceptable. 43  Moreover, the values and beliefs that fuel this 
controversy are unlikely to yield to persuasion. 

 MIT Professor Lawrence Susskind has identifi ed four methods for addressing 
values-based confl ict: (a) focusing on interests and values separately (for exam-
ple, the parties might achieve a mutually benefi cial détente without having to 
resolve their differences regarding values; (b) shift the goal of the mediation 
from resolution to dialogue, seeking to increase mutual understanding; (c) iden-
tify one or more overarching values on which the parties agree and that enable 
the parties to transcend the confl ict; and (d) confront values directly with the goal 
of reconciling the differences. 44  

 In some cases, one or more of the parties may couch their differences as a 
matter of principle—for example, “I refuse to negotiate with a liar, as a matter of 
principle.” In such situations, the parties do not disagree about values—both 
sides would readily agree that lying is blameworthy. Instead, the dispute is more 
accurately described as one in which one of the parties fears exploitation, or is 
dug in because of anger over past exploitation, or both.   

   5.    Co-Mediation as a Technique for Leveling the Playing Field 
 The parties in a mediation often wonder if the mediator can truly be impartial. 
This concern is heightened if, for example, the mediator is the same race, gender, 
or ethnicity as one of the parties but not the other. In divorce mediation with 
heterosexual couples, co-mediation—with one male and one female mediator—
is often used. In a recent sexual harassment case, the female plaintiff asked the 

42   This description is from Sallyann Roth, LICSW, who has studied Maori customs in connection 
with her travels in New Zealand. 
43   For a moving account of discussions between abortion rights and anti-abortion advocates,  see  
Fowler A, Gamble NN, Hogan FX, Kogut M, McComish M, Thorp B. Talking with the enemy. The 
Boston Globe, 2011 Jan 28; Sect. F:1. 
44   Susskind L. How to negotiate when values are at stake. Negotiation; 2010 Oct. 
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male mediator if he would be willing to have a woman co-mediator; the answer 
was yes, and the case quickly settled. Adding a co-mediator does not mean that 
a solo mediator could not be impartial. However, from the standpoint of feeling 
heard and understood, the parties’ preference to have one of the mediators be 
someone with a background or characteristics similar to theirs makes sense and 
has proven to be a successful strategy for settlement in mediation. Co-mediation 
also adds value for the mediators. Drawing on the experience, skills, expertise 
and perspectives of two people who have different approaches and have worked 
in different contexts will add to the diagnostic range and the variety of tools 
needed to handle complex confl icts. This is particularly true in situations involv-
ing diversity of race, culture, class, gender, and other characteristics.   

   6.    The Power of Narrative 
 Discussing diversity issues in mediation, as in other settings, can be fraught with 
emotion. For those who have been subjected to discrimination, seeking to be 
understood on the subject of bias may arouse feelings of vulnerability. For those 
who have enjoyed the benefi ts of majority status, the same conversation may 
evoke feelings of defensiveness. These two reactions can feed each other, foster-
ing a cycle of blame and denial. 

 In order to break that cycle, mediators have found that personal narrative can 
be a powerful tool for understanding. Narrative can overcome argument, because 
the teller is not seeking agreement—s/he simply recounts what happened and 
how the teller experienced that history. 

 * * *     

 Narrative is not a magic bullet. But in appropriate cases, it can unlock the door to 
resolution and understanding diversity. 

 One of the best case studies in the literature of mediation—mediator Carol 
Liebman’s  Mediation as Parallel Seminars: Lessons from the Student Takeover of 
Columbia University’s Hamilton Hall  45 —tells a story of co-mediation. The stu-
dents—primarily, but not exclusively, students of color—were demanding the cre-
ation of an Ethnic Studies Department at Columbia. Liebman, who teaches mediation 
at Columbia, was asked to mediate the confl ict despite her position as a faculty 
member, but, because she is white, she sought out a minority co-mediator, political 
scientist Carlton Long, and the two of them successfully mediated the confl ict. 

 One of the valuable insights from Liebman’s account of the mediation is the 
metaphor of parallel seminars, which captures three important aspects of the case. 
First, the idea that mediation involves education, not only for the mediator, who is 
learning about the dispute but also for the parties, who may be unfamiliar with the 
process of mediation and interest-based negotiation. Second, the idea that these 
seminars can take place separately—in parallel—when the tensions between the 
parties, as in this case, run so high that the parties are unwilling, for the most part, 
to participate in joint sessions. Finally, the idea that in situations where diversity 

45   Liebman C. Mediation as parallel seminars: Lessons from the student takeover of Columbia 
University’s Hamilton Hall. Negotiation J. 2000;16(2):157. 
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issues are present, there is yet another important layer of learning that is underway, 
as the mediators and the parties try to understand the identity-based and value-based 
issues that are driving the confl ict. 

 Because we can never entirely walk in each other’s shoes, diversity issues require 
of mediators an ongoing openness to learning and a commitment to bringing “begin-
ner’s mind” into every mediation. Even when diversity issues are not present, the 
idea of the parties and mediator educating each other is a valuable model for the 
mediation process. 46  In the mental health professions, this aspect of the process 
might be referred to as psychoeducation.   

    Welcoming Diverse Practitioners to the Field of Mediation 

 Attend almost any conference of mediators in the United States, and you might 
wonder: where are the people of color? 47  For reasons described in this chapter, 
mediation can be more effective in resolving confl ict if the ranks of mediators refl ect 
the diversity of our society. 

 There appear to be at least three reasons for the underrepresentation of minorities 
in the mediation fi eld. First, minorities are underrepresented in the occupations 
from which many mediators—perhaps even a majority—come. The following cen-
sus fi gures tell that story, which has improved a bit, but only a bit, in recent years 
(Table  10.2 ) 48 :

   Subtle, and not so subtle, headwinds retard progress of non-whites in these pro-
fessions. It was not until 1943, for example, that non-white lawyers were even 
allowed to join the American Bar Association. 

46   For an example of such education of the parties, see the description of the mediation of the San 
Francisco Symphony Orchestra strike in Mnookin R. Bargaining with the devil: When to negotiate, 
when to fi ght. New York: Simon & Schuster; 2010. pp. 177–208. 
47   A notable exception is the annual conference of the Center for alternative dispute resolution in 
Maryland [Internet] [updated 2013 June 6; cited 2013 June 17]. Available from:  http://www.natlc-
tr4adr.org . 
48   See  Bureau of Labor Statistics [Internet]. Employed persons by detailed occupation, sex, race, 
and Hispanic or Latino ethnicity [2008]; cited 2012 Dec 4]. Available from:  http://www.bls.gov/
cps/cpsaat11.pdf ;  See also  U.S. Census Bureau. Resident population by sex, race, and Hispanic 
origin status; 2008. 

   Table 10.2    Underrepresentation of minorities in selected professions   

 US population (%)  Lawyers (%)  Psychologists (%) 

 African-American  12.3  4.3  3.8 
 Asian   4.4  3.4  3.3 
 Hispanic  14.4  3.4  7.3 
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 Second, mediation is still a relatively new phenomenon. Making a living as a 
mediator can be extraordinarily diffi cult. In minority communities in the United 
States, the individuals who achieve the level of education required for work as a 
professional may be among the fi rst in their families to do so. The risk—both social 
and economic—involved in using that education on a relatively unconventional 
occupation can be a formidable obstacle. 

 Finally, the lack of minority participation in mediation can become a self- 
fulfi lling prophecy, as the fi eld of mediation looks less appealing to would-be 
minority mediators until there is a critical mass of people of similar background. 

 For all of these reasons, it is incumbent upon those who seek to advance the use 
of mediation broadly throughout the United States to take affi rmative steps to invite 
and include minority mediators.  

    Conclusion 

 Becoming a culturally competent mediator is a process, not a destination. The com-
plexity of the task of mediation is multiplied several fold by the diversity of people 
that mediators encounter. Cultural competence requires a form of learning that is 
not only intellectual but also lodged in the heart. Compassion and empathy are as 
vital as curiosity and an open mind. 

 * * *    
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          Introduction 

 It is not yet evident how strong of an infl uence diversity holds on clinical 
 decision- making or quality of care. What remains unclear is the manner in which 
disparate patient characteristics function. The associated cognitive procedures are 
complex. Affordable care, access to care, and compliance with recommended treat-
ment are examples of factors that infl uence health outcomes, but fail to provide a 
defi nitive explanation for variations that deviate from the norm. Explanations for 
these differences are lacking. The capacity for race and ethnicity to infl uence treat-
ment and resource allocations, for example, is a decision process open to interpreta-
tion. This is problematic because the ability to evaluate a clinical decision requires 
understanding the many interrelated elements that contribute to judgment. In the 
end, there exists the need to evaluate clinical choices and to understand the extent to 
which patient attributes have the power to infl uence those determinations. This 
chapter will tackle the challenge of what it means to provide culturally sensitive 
healthcare to arguably the most diverse population on the planet. Although the 
information provided is focused on the healthcare environment, the concepts dis-
cussed are relevant to educators, diversity trainers, and professionals from other 
social sciences.  

    Chapter 11   
 Providing Medical Care to Diverse 
Populations 

             Deborah     Washington      and     Robert     Doyle     

 If we are to achieve a richer culture, richer in contrasting 
values, we must recognize the full gamut of human 
potentialities. (Margaret Mead) 

      D.   Washington ,  Ph.D., R.N. •       R.   Doyle ,  M.A., D.D.S., M.D.      (*) 
  Department of Psychiatry ,  Massachusetts General Hospital ,   55 Fruit Street ,  Boston , 
 MA   02114 ,  USA   
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    Background 

 As the United States goes through a ground swell of change in health care delivery, 
one fact remains unchanged: the population of patients treated will be more diverse. 
The country known as the melting pot of the world grew to its current status as a 
world leader due to the infl ux of new notions and confl uence of diverse cultures that 
challenged the status quo and pushed the envelope of possibility. Whether we talk 
about a jazz funeral stepping to the beat of Louis Armstrong’s syncopated rhythms 
or Neil Armstrong’s “One small step,” no one doubts that America placed an indel-
ible imprint on the modern world. Although America met President Kennedy’s 
challenge to land a man on the moon and return him safely to earth, decades later 
we still struggle to understand the man or woman standing next to us on terra fi rma. 
If one considers the number of cultures and subcultures that coexist in America, the 
complex calculations to go to the moon and back might seem relatively easy math 
compared to the many permutations of culture in our society. 

 This acknowledgment becomes increasingly important within the context of the 
national dialogue on health disparities and unequal treatment. The 2002 Institute of 
Medicine (IOM) report entitled, Unequal Treatment: Confronting Racial and Ethnic 
Disparities in Health Care, repudiated the assumption that the American health 
delivery system was fair and equitable. A cornucopia of questions related to quality 
of care and access to care for groups on the social margins followed the ground-
breaking study in quick succession. The synthesis of research exemplifi ed by the 
report moved race and ethnicity into the forefront as important variables in the dis-
course on health outcomes for Americans. These variables symbolized conspicuous 
inconsistencies in the quality of health services that differed by ethnic group for 
people living in the United States. The channels of service to persons on the edges 
of society, compared to those available to the dominant social group, did not refl ect 
parity. But who can possibly be an expert on so many diverse cultures that converge 
in waiting rooms across this country 24 h a day? 

    Health Disparities 

 The existence of inequitable treatment provided to patients with dissimilar sociode-
mographic details is one of the great ethical and analytic challenges in modern 
health care. Present day research is a helpful means for sharing current thinking on 
variations in health status and the outcomes of health management as they relate 
specifi cally to ethnic populations. Contributing factors highlighted in the literature 
are socioeconomic realities, fl awed systems, or inadequate training in cultural com-
petency. Relevant to the last contributing factor of cultural competence, English 
profi ciency, socioeconomic status, gender, sexual orientation, cognitive or physical 
ability, and religious or spiritual belief systems are inherently neutral social classi-
fi cations that take on added dimension when linked with stigmatized or 
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marginalized social groups. English profi ciency and Hispanics, socioeconomic sta-
tus and Blacks or religion and Muslims are life characteristics that may be variables 
or proxies for yet another unidentifi ed process when examining the intricacies of 
disparities in health care. 

 One of the most challenging possibilities is that health outcomes for diverse 
groups are impaired by bias in clinical decision-making. The integration of stereo-
types, for example, into the information schema that health professionals maintain 
about minority patients raises questions that health care researchers can evaluate 
and understand. The implications for the provider and the patient are basic and fun-
damental: perfunctory or inadequate care must be avoided, because the presence of 
bias leads to moral and legal imperatives.   

    Cultural Sensitivity and Clinical Practice 

 In a 2004 position paper, the American College of Physicians encouraged provider 
awareness of personal bias and stereotypes as an important course of action needed 
to understand the degree to which these factors could infl uence health care deci-
sions. As a case in point, DelVecchio    et al. [ 1 ] described the so-called “medical 
gaze” that results from professional training. This expression suggests the manner 
in which the clinician organizes information that pertains to a specifi c patient. 

 Of course, no clinician can be an expert on every culture of varied patients they 
treat. Every clinician, however, can gain insight and a degree of expertise about the 
culture of each patient by following a few simple guidelines. 

 First, culture needs to be defi ned. Even though the dictionary gives several defi -
nitions of culture, the ones relevant to this chapter include: (a) the beliefs, customs, 
practices, and social behavior of a particular nation or group of people, (b) a group 
of people whose shared beliefs and practices identify the particular place, class, or 
time to which they belong, (c) a particular set of attitudes that characterizes a group 
of people. Simply stated, culture describes the beliefs, behaviors, and values held 
collectively within a group, organization, region, or nation. 

 Including the information about a patient’s cultural background makes sense in 
contemporary clinical practice for several reasons. Clinical decisions must have 
exacting quality and bear scrutiny. High decision quality is an important goal and 
the ultimate example of good patient care [ 2 ]. Applying this information in a practi-
cal and workable way is a worthy goal. The process of making a decision is a par-
ticular example of information utilization, and illustrative mental models of 
population groups can be effective aids in care delivery. These cognitive models can 
be complex in design and result from processing extensive information—what is 
seen, read, and experienced must be accurately applied for effective care of the 
individual. 

 On an individual level, each patient presents as a product of several cultures, and 
each of these cultures infl uence that individual’s beliefs about the way the world 
works and the way people should interact. Various cultural imprints determine a 
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patient’s behaviors, including social gestures, use of eye contact, facial expressions, 
manner of dress, and rituals for greeting. The patient’s values, such as the impor-
tance of family life, career, religion, and social responsibility, all derive from some 
interplay of cultures in that individual’s life trajectory. 

 As this textbook goes to press, Barack Obama is serving his second term as presi-
dent. Divested of his role as leader of the country and using him as a model of a cul-
tural being, how would a clinician meet the challenge of incorporating Mr. Obama’s 
well-known cultural background into an understanding of who he is as a person? This 
is a complicated question from a clinical perspective. The president self-identifi es as 
African American; however, this over simplifi es his rich cultural heritage.  African  
American may fi t the president better than most that choose this cultural identity 
given his father is of African heritage and his mother was born in America. For the 
majority of African Americans, many generations separate them from the nearest 
relative of African ancestry. On the other hand, Mr. Obama knew his father’s precise 
birthplace and the customs and religion of his relatives. Many of his close relatives, 
including a half brother, still live in Africa. The actual impact on personal identity 
and world-view of this cultural connection as it compares to other African Americans 
is an interesting point for discussion. For example, Mr. Obama spent much of his 
younger years living primarily with his White mother and grandmother. Even more 
pointedly, how similar was his boyhood in Hawaii to that of an African American boy 
growing up in Harlem? How was his experience at Harvard University like that of a 
young Black man attending Howard University? From the model of African American 
as a generic cultural designation, in what manner is any of this a pertinent context for 
the aspiring culturally sensitive clinician? How might any of this contribute to under-
standing the person receiving medical care or treatment?  

    Teaching Implications of Race and Ethnicity 

 Race and ethnicity have gained attention as important to understanding health care 
quality; more specifi cally, the infl uence of these factors on defi ning excellence in 
patient care is increasingly apparent. The signifi cance of ethnic identity to assess-
ment, care and discharge planning are evident, and these domains of practice hold 
implication for the clinician–patient relationship as a function of clinical decision- 
making. Knowledge of the group as it relates to those who are culturally different 
often supersedes the customary value for the uniqueness of each individual. 

 The movement to describe and educate health care providers about cultural sen-
sitivity and its inclusion in individual practice brings into closer range the issues 
raised by health disparities. Culturally competent care, cultural sensitivity, and cul-
turally and linguistically appropriate care are examples of terminology that indicate 
a change in medical and nursing perspectives on health management and education. 
This nomenclature is comparative, and it orients clinical practice and principles of 
care to the unique end users of health services according to the cultural identity of 
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patients, their families and the communities in which they live. The consumer 
becomes the focus of the health care experience within this paradigm, while the 
resulting notion of equal treatment underscores the importance of consistency in 
action, intention, and effect as essential qualities of good clinical practice. To a 
notable extent, such care is assumed impervious to inexplicable variation. For 
example, a Black physician who attended Harvard Medical School, might fi nd less 
common cultural ground with President Obama than might be assumed. Ethnicity 
as a basis for short cuts to understanding others can cause problems in the clinical 
relationship. On the other hand, becoming a cultural anthropologist for each patient 
from a different cultural background is untenable. Clinical tools are needed to gather 
information important to the context of care that is intended using the concept of 
cultural sensitivity. Such tools are nuanced with the social history of cultural groups. 

 Rawls [ 3 ] explored the difference between Black and White conversational codes 
of conduct. In a social environment, initial ingroup conversational encounters are 
managed differently: for Whites, introductory dialogue is focused on information 
gathering, and social credentials (occupation, place of residence, education) are 
established at the beginning; for Blacks, introductory talk separates into what is 
judged public or private in addition to nonhierarchical communication as the basis 
for relationship. Information itself is important to Whites, “White Americans prefer 
to build their conversations only after the production of categories” (p. 249). When 
the aforementioned processes do not occur, making sense of the interactions 
becomes problematic, and from a Black perspective, category questions require 
motive, i.e., the social history of the group creates guardedness. Caution is cultur-
ally prudent as it relates to type and amount of information shared. 

 An example of wariness relevant to health care is the quality and effectiveness of 
the contemporary clinical interview. The current interest in cultural sensitivity aids 
in understanding why African Americans are circumspect in their answers to certain 
questions. This tendency is relevant because clinical outcomes are dependent on 
analytic data as well as the best discretionary information collected from the patient. 

 The authors have created a series of rhetorical questions to help clinicians refl ect 
on their own diversity. See Exercise 1 below:

  Exercise 1 

  What is your cultural identity?  
  What is your race? Is this how you self-identify most of the time?  
  What is your gender? Is this also your gender expression?  
  What is your religion or spiritual tradition?  
  What is your ethnic heritage? In what way are you connected with its customs, 

beliefs, values?  
  What is your sexual orientation? What is the impact of culture/ethnic identity?  
  What is your socioeconomic status? Is it based in family support or autonomous 

living?  
  What is your political point of view and how is it informed by any aspect of your 

identity?    
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 The longer the list of questions, the more obvious cultural diversity becomes. 
A self-examination based in this interview tool provides an awareness of personal 
identity. Most clinicians have never taken the time to think about the nuances of 
their own cultural diversity, so one would not be surprised that the average clinician 
likely knows even less about the patient’s cultural complexities. Once a comprehen-
sive understanding and appreciation of the patient’s cultural background is estab-
lished, the clinician can side step suppositions or stereotypes based on a single 
aspect of identity. 

 The term cultural diversity extends the notion to encompass ethnic variety, as well 
as socioeconomic and gender variety, in a group, society, or institution. Although 
ethnic, socioeconomic, and gender variety cover some of the cultural diversity 
encountered in patient populations, cultural diversity manifests in many other forms. 

 In Patient Care Services at Massachusetts General Hospital (MGH), there are 
seven pillars that defi ne the populations of interest covered by a curriculum on cul-
tural sensitivity and diversity. They are: race/ethnicity, age, gender, socioeconomic 
status, sexual orientation, religion/spirituality, and physical/cognitive ability. These 
population groups have a social history that locates their position as the marginal-
ized or vulnerable in the terminology used in the discourse on unequal treatment 
and disparities. 

 Consider that an ethnic minority patient may view hers or his cultural background 
differently than may be assumed by a non-minority clinician. For instance, Dr. Jones 
learns that his new patient, Jian X., grew up in China. He assumes that she prefers 
traditional Chinese medicine interventions and refers her to the new Alternative 
Therapies Clinic for acupuncture to treat her carpal tunnel syndrome. Dr. Jones feels 
a sense of satisfaction with the referral to a new hospital service established to sup-
port and serve a diverse population. Jian, however, is disappointed that Dr. Jones did 
not simply prescribe a pill to relieve the pain and infl ammation. In China, question-
ing a doctor’s authority equates to disrespect, therefore Jian does not consider asking 
for an alternative to the prescribed therapy. If he knew Jian better, Dr. Jones would 
have understood that Jian identifi es herself fi rst as an engineer, second as a woman, 
and third as a Chinese immigrant. As a structural engineer, she makes decisions 
based on math and science. Jian would have welcomed a discussion about the evi-
denced-based advantages of one anti-infl ammatory medication over another, but she 
reticently accepted the treatment Dr. Jones prescribed based on his well-intentioned 
assumption about her. Her fi rm relies on Jian to meet a deadline on a major project, 
so she needs relief as quickly as possible. Her dilemma includes: scheduling an 
appointment with acupuncturist in three days or taking a prescription that might 
offer relief in a matter of minutes or hours. The cultural context for Jian’s problem 
illustrates the need for clinicians like Dr. Jones to take a culturally sensitive approach 
based on actually understanding the patient’s needs rather than assuming they do. 

 Clinicians are more likely to approach the challenges of care for a multiethnic 
and multilingual population more effectively, if cultural knowledge and resources 
commensurate with needs are available to them. These newly identifi ed demands of 
good care require updated responses. Knowledge refl ecting the domains of percep-
tion, memory, and judgment endemic to the individual practitioner moves new 
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questions to the forefront of health care and disparities research. If scientifi c inquiry 
is to be thorough there is an unavoidable question in the search for answers to health 
disparities. What if differential treatment is the result of ethnic bias by the health 
care provider?  

    Ethnic Bias in Clinical Decision-Making 

 In answer to the concern about a level of competence in clinical practice as well as 
quality and safety in care delivery to the increasing dominance of a multicultural 
society in the United States, a course of action to address these issues became a part 
of the national health care debate. 

 In 2004, The Agency for Healthcare Research and Quality (AHRQ) and the Offi ce 
of Minority Health (OMH) established a research agenda to identify the components 
of cultural competence. From an organizational perspective, the effectiveness of this 
approach began to appear in the literature Betancourt et al. [ 4 ]. Nursing models that 
captured concepts such as expertise, skill development, knowledge, and awareness 
gained attention Campinha-Bacote [ 5 ]. Such efforts addressed issues of mixed perfor-
mance in health outcomes evidenced in the literature comparing population groups, 
and it has been possible to audit research and produce studies demonstrating care 
below par based on ethnic background. However, there is not enough complied evi-
dence to give legitimacy to the claim of ethnic bias in clinical decision-making such 
that the process can objectively test positive for its presence. 

 Figure  11.1  is a conceptual model of proposed infl uences on clinical decision- 
making as it relates to unfamiliar ethnic minority culture. It is a conceptualization 
by the authors of the decision maker who does not choose the prevailing treatment 
for an ethnic minority patient. Although the choice may remain clinically defensi-
ble, the alternative may not hold the same standing as the more prevalent treatment 
option. In such a scenario, the cognitive construct of the patient held by the decision 
maker is open to interpretation.

  Fig. 11.1    Treatment    dichotomy: cognitive construct for treatment decisions involving the ethnic 
minority patient       
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      Identity Theory 

 Identifi cation is the idea that persons perceive themselves as having a social as well 
as a personal identity. Social identity connects the individual with those considered 
“the same.” The identity (social or individual) that dominates is situational, how-
ever, and theory suggests social comparison as a third aspect of the dynamic super-
imposed on the dyad of identity concepts. This specifi c instance incorporates the 
perspective that each individual also seeks an evaluation of self in comparison to 
those who are similar. 

 Social identity theory dates from 1979 as developed by social psychologist Tajfel, 
who studied intergroup relations. Theoretical concepts included the interaction 
between personal identity and social identity Brown and Capozza [ 6 ]. Tajfel sug-
gested that group assignment creates a situation in which individuals construct a 
positive sense of self, based on group inclusion. An ingroup and out-group awareness 
is associated with embracing a group identity constructed from characteristics con-
sidered common among those who comprise the group. It is unclear if these attri-
butes are generally viewed as diagnostic of group membership or merely symbolic. 

 A group trait idiosyncratic to a shared identity is a complex construct. It is a dif-
fi cult supposition to ascertain among large numbers of disparate individuals. 
Nevertheless, popular culture allows for such familiar generalizations about social 
groups. These abstract properties are well known, but conspicuously undesirable as 
descriptors, because using them served to marginalize. African Americans, for 
instance, have a unique American history in relation to social inequities, but despite 
a context of racism and discrimination, Black people forged a cogent cultural and 
group identity. Within the characteristics of this distinctiveness, a fuller understand-
ing of the relationship between cultural coherence, health status, and clinical 
decision- making may emerge. By what means ethnic or cultural identity functions, 
as a factor in health care decisions remains unexplained. 

 The theoretical tenets of social identity theory and related scholarly perspectives 
on the principles of group membership do not nullify the concept of a self- 
determining personal identity. While individual perceptions and feelings can be 
affected by the ideas and opinions of others, it can also be assumed that each person 
within the group remains an autonomous thinker. This premise suggests the ele-
ments of a stereotype may be pliable to personal frames of reference in addition to 
models disseminated by the dominant social group. 

 The fl uidity between the dominance of social identity or personal identity is a 
question of situational demands. There is the implication that trait consistent factors 
exist, and together constitute identity categories. It is conceivable within the context 
of this reasoning that the individual incorporation of a category means enfolding 
stylized traits that are consistent and recognizable to the individual member of a 
group, the associated principal group, and to the general social order.

  Exercise 2 

  Consider your responses to Exercise 1 then rank them in the order that you feel best 
describes your core identity. Jian ranked her profession as the most important 
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part of her identity followed by her gender then her immigrant status. Which 
aspect of personal identity holds priority in your self-concept? Which part of 
your individual cultural identity comes in second, third, and so forth? Did some 
aspects of your unique cultural identity seem more diffi cult to rank than others? 
What aspect of your cultural fi ngerprint drives your decision process? Patients 
may make medical decisions based on their unique cultural priorities, so we as 
clinicians should be mindful of this.    

 Teal and Street have proposed four elements for culturally competent communi-
cation in the medical encounter [ 7 ]. They list: communication repertoire, situational- 
awareness, adaptability, and knowledge about core cultural issues [ 7 ]. Betancourt 
and colleagues noted that cultural differences between physician and patient may 
place barriers to effective communication, which translates to patient dissatisfac-
tion, poor adherence to treatment plans, and adverse health outcomes [ 8 ]. Others 
point to improved health outcomes with patient-centered communication [ 9 ,  10 ]. 
Moreover, a culturally sensitive clinician should be able to realize and respond to 
the sociocultural differences between physician and patient [ 11 ]. While patient- 
centered care provides for improved care for all individual patients, culturally com-
petent care emphasizes appropriate and equitable distribution of care in patients 
from diverse and disadvantaged backgrounds [ 12 ]. We posit that patient-centered 
care enhances culturally sensitive care and lies at its core. Without a patient- centered 
approach, those patients who present from outside the mainstream parts of our soci-
ety will feel marginalized and likely not return to treatment unless emergency situ-
ations force them to come back.   

    Communication: Reading Between the Lines 

 Let us look at each facet of culturally competent communications in the medical 
encounter as described by Teal and Street. First, the clinician must possess a com-
munication repertoire. The clinician’s communication repertoire multiplies the 
effectiveness of sensitive interaction between the caregiver and the patient. 
According to Shapiro, a culturally competent communication repertoire includes 
basic attitudes of empathy, caring, and respect that form the foundation of all clini-
cal encounters [ 13 – 16 ]. Fundamental communication skills build upon active listen-
ing, acknowledging sociocultural aspects of illness, inviting patient perspectives, 
inquiring about socioeconomic implications of treatment, and empowering patients 
to make decisions [ 17 – 19 ]. The goal of effective communication in any clinical 
encounter is twofold: obtaining accurate information from the patient and providing 
the pertinent information that the patient needs to make decisions about treatment. 

 Learning tradition dictates that initial clinical evaluations are organized in a stan-
dard format starting with a chief complaint then moving to the history of present 
illness followed by medical history, family history, and social history. Those who 
work with children and adolescents place special emphasis on a developmental his-
tory. All clinicians, however, should consider including a cultural history in every 
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initial evaluation. Some clinicians delegate the cultural information about the patient 
to the social history, and this usually suffi ces, if the patient comes from a similar 
cultural background as the clinician. However, adding a separate cultural history for 
any patient coming from a different background than the clinician, or one not repre-
sented by mainstream culture, is benefi cial. The cultural history serves as a valuable 
source of information for anyone who reads the patient’s chart. Moreover, this type 
of documentation should be viewed as a process instead of simply part of the initial 
evaluation. 

 Think of a cultural history as an evolving process. It begins with the initial evalu-
ation and continues to grow with each subsequent encounter. Of course, the clini-
cian–patient relationship will need nurturing. Sometimes, a gradual accumulation 
of cultural information is the most effective and effi cient approach to gather infor-
mation. Consider the case of Mr. M., a Mexican migrant fruit picker in California’s 
central valley. His “green card” expired several months ago, but his poor English 
prevented him from fi nding the appropriate authorities to renew his worker visa 
status. Unfortunately, Mr. M. found himself in the emergency room after he acci-
dentally gashed his left hand due to a slip of the pruning knife. As the young resi-
dent tried to establish rapport by learning about the patient’s cultural background 
through the use of an interpreter, Mr. M. became visibly anxious. The resident per-
severed with further questions, such as: How long have you been in the United 
States? Where did you live in Mexico? Do you have other family members living 
with you here? The resident intended for the questions to establish a connection and 
rapport, but they worked in the opposite direction. Mr. M. feared that the clinician 
wanted this information to pass it along to the immigration authorities. After the 
resident fi nished suturing the wound and giving Mr. M. instructions for after-care, 
she asked him to return in a week for suture removal. Mr. M. smiled and nervously 
thanked her. He, however, dared not return to the hospital, since he thought immi-
gration offi cials would be waiting to deport him. 

 In retrospect, the resident could have chosen less threatening questions or simply 
deferred these types of questions until she gained his trust. She did not know about 
her patient’s visa status, and that can be forgiven. However, she missed the escalat-
ing anxiety Mr. M. exhibited and she did not adjust her approach. Teal and Street 
refer to this ability to perceive and attend to the nuances in the patient’s behavior as 
situational-awareness.  

    Awareness: Keeping an Eye on the Compass 

 Situational-awareness along with self-awareness comprises the second of the four 
critical elements in culturally competent communication [ 7 ]. Sometimes subtle, 
such behavioral changes usually signal a problem or misunderstanding in the 
patient–clinician relationship. The patient may perceive race base cues from the 
clinician during the encounter. Maintaining self-awareness related to bias, preju-
dice, micro-aggressions, and cultural miscues can infl uence body language and 
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interpersonal reactions that can derail the clinical encounter. According to Epstein 
and Street, situational- and self-awareness enhances communication to clear up 
confusion, deal with disagreements, and come to a common understanding of the 
medical problem and the preferred treatment options [ 9 ]. Situational- and self- 
awareness results from “mindfulness” in the medical encounter. The term “mindful-
ness” refers to a new form of psychotherapy based on cognitive behavioral therapy 
that draws upon Eastern meditative techniques [ 20 ,  21 ]. In essence, mindfulness 
allows the clinician to fully focus on the patient in the present moment. 

 Conversely, the role of race-ethnicity in a mental model is provocative. As a 
social construct, its connotation is not typically positive. Placing race-ethnicity in 
the data set of information available to a decision maker is nettlesome since it 
evokes unsettling historical matters and causes doubt and uncertainty about contem-
porary ones. It is also diffi cult to concede that in any given situation, race-ethnicity 
is insensible to another. To say the concept does not register negatively is not to say 
it has no register. The manner in which it correlates as data in a decision schema is 
presently undefi ned; consequently, the probability that the concept indicates a point 
of uncertainty or ambiguity in the decision process by its simple existence is worthy 
of consideration. If the race-ethnicity construct is included as a variable, it is a rea-
sonable expectation that its use is credible. In other words, it is important to under-
stand whether race-ethnicity indicates a narrowly defi ned group, or whether it more 
appropriately serves as a parenthetical determining factor within the context of 
other issues. Stereotypes associated with race-ethnicity are sometimes a proxy for a 
combination of qualities belonging to a person. On the other hand, it may be imposed 
on characteristics outside personality. More specifi cally, is race-ethnicity irreduc-
ible and not able to be further divided or simplifi ed into component parts? 

 In mindfulness groups, one of the more memorable exercises involves eating a 
piece of chocolate. Each member of the group receives a single candy as a group 
leader guides the participants through a full appreciation of that one piece of choco-
late. The leader instructs the group to savor the aroma then relish the texture and 
color. Over the course of several minutes, group members experience every detail of 
the small treat before they taste it. Most people have never focused on a piece of 
chocolate so intensely, so they never fully appreciated the essence of chocolate. 
Unfortunately, the time-pressures of managed care rarely allow clinicians to savor 
complex cultural diversity that each patient brings to the encounter. Physicians and 
other practitioners rush to obtain diagnostic information with the goal of a quick and 
effi cient move to treatment. Like someone who mindlessly gobbles a piece of choc-
olate barely tasting or enjoying the experience, clinicians miss out on the cultural 
fl avors that make clinical encounters so rich. The pressures of acuity and third party 
payers drive interactions to the contemporary care environment. 

 Imagine instead, a mindfulness approach to each patient encounter. In this sce-
nario, each clinician becomes a discerning expert on patients from very diverse 
background. Once she or he adopts the mindfulness mindset, that clinician can 
appreciate the unique ways that a person’s race, religion, ethnic background, sexual 
orientation, gender and/or age, come together as the richly textured cultural identity 
of a patient. The interface between race, religion, ethnic origin, sexual orientation, 
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gender, age, and a number of other elements produce cultural identity as it is cur-
rently understood. The patient and the clinician may not be culturally congruent, but 
this offers opportunity for the professional and personal growth, especially for clini-
cians who wish to understand the variety of human experience that diversity offers.  

    Ethnocentrism 

 Ethnocentrism—or the perspective that the culture of the ingroup is the defi nition of 
normal—serves as the boundary marker for a group that dominates. For example, 
 historically European  and  biomedical  are labels for what is familiar and approved 
in the operating standards accepted by the American health care system. This is 
especially true in meeting the requirements of the marketplace (e.g., care costs, 
funded research) as an infl uence on care delivery. However, this viewpoint may 
have run its course with the latest census, because the dominant group has reached 
a tipping point with the mass arrival of non-European populations [ 22 ]. Ethnocentrism 
was once the prototypical model of care delivery, since the demographics of the 
United States refl ected the European roots of the nation. What holds the attention is 
the international sources of these new demographics fl ow from countries customar-
ily treated as lacking in global value or importance (e.g., third world countries, war 
torn countries, developing countries). Upon residence in the United States, census 
designations force adoption of checklist identities culturally informed by the 
American experience. More specifi cally, African becomes Black and Mexican 
becomes Hispanic, and the consequence of this is that different immigrant groups 
now dominate communities that are the focus of a contemporary public health 
agenda. In Massachusetts, for example, the gain in state population for the last cen-
sus was dependent on immigration. New immigrants arrived to the state from South 
and Central America, India, China, Russia, Vietnam, and the Caribbean [ 23 ]. 
Ethnicity and health disparities are two typically correlated variables. 

 The characteristics associated with ethnic identity have the potential to inform a 
more comprehensive understanding of a group’s social identity. The latter involves 
the larger concepts of categorization (Black, Muslim, southerner), identifi cation 
(ingroup, out-group), and social comparison. Ethnic identity with its cluster of 
descriptive features (race, religion, language, history, etc.) has the capacity to more 
precisely outline the features that constitute a social identity. Once the link between 
social identity and ethnic identity has been established, it becomes possible to 
explore the interpersonal and intergroup relationships that are often problematic in 
the clinical setting. 

 Ethnocentrism is often cited as an example of an ingroup perspective [ 24 ], and 
attached to these categories are value judgments [ 25 ], because the ingroup designa-
tion creates boundaries and conscious articulation of differences motivated by com-
parisons. The anticipated outcome from such processes is a positive sense of self-worth 
stemming from group inclusion. The notion that social identity is created by its des-
ignate and adopted freely by them is incorrect, since it mistakes social identity for 
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group identity. Prejudice and stereotypes by the social identity designators make this 
proposition questionable. To the contrary, these negative infl uences are often the 
impetus to disestablish a social identity and when the creation of a group-based iden-
tity is the outgrowth of a circumscribed social existence the results demonstrate a high 
degree of refi nement [ 26 ,  27 ]. This cultivation is typically given disproportionate 
meaning outside the social structure of the relevant group. An emblematic illustration 
is the way African American frankness is misconstrued. Outside its cultural para-
digm, it may seem to be brusque or socially incorrect behavior.  

    Negative Social Frames 

 The difference between the patient’s and the clinician’s cultural identities can lead 
to inaccuracies in communication. Sometimes a language barrier exists between the 
patient and the clinician. Interpreters can be invaluable in such situations. A con-
temporary subtext to this focus is the issue of citizenship. Since the 1970s there has 
been a decrease in European immigration to the United States. An increase in the 
numbers of people coming into the country from Latin America and Asia replaced 
this reduction. This new infl ux of people created concern in the native-born popula-
tion about the potential loss of a core American identity Grant Makers Health [ 28 ]. 
A perceived state of perpetual foreignness of some populations is a source of resent-
ment that targets immigrants as largely illegal, poor, and heavy consumers of tax 
dollars. Such stereotypes of ethnic groups may contribute to unequal treatment in 
care. Ethnocentrism was once the prototypical model of care delivery as mentioned 
earlier. 

 Today, technology allows for small or remote facilities to connect with inter-
preter services via electronic audio or audiovisual conferencing devices. An inter-
preter often provides cultural insights. Nevertheless, specifi c skills are needed to 
work effectively with this valuable resource. For example, the clinician should 
observe the patient while the interpreter asks questions in the patient’s native lan-
guage or receives information in the other language. It is instinctive to look at the 
person speaking, i.e., the interpreter; however, the focus of an interpreter facilitated 
clinical interaction remains connecting with the patient and not the interpreter. 
Attention to the patient allows for observation of the patient reaction to questions 
and any discomfort associated with the answers. A mindfulness approach applies in 
this case even with major language barriers between the clinician and patient. 

 At other times, an accent, medical jargon, or idiomatic expression can lead to 
misunderstandings. The clinician must observe the patient closely to discern 
whether any change in body language or facial expression signals a problem. Using 
situational-awareness and self-awareness permits clinicians to remain mindful in 
the moment with their patients and prevents miscommunication in sharing informa-
tion and arriving at an appropriate treatment plan acceptable to the patient. 

 In a mindfulness-based patient encounter, the clinician must pay attention to her/
his own cultural identity and beliefs while realizing the stereotypes and prejudices 
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she or he might hold about persons from the patient’s demographic group [ 21 ]. This, 
however, comprises only a fraction of the equation: self-awareness. A mindfulness- 
oriented clinician also must assess the patient’s spoken and unspoken reactions to 
hers or his behaviors: situational-awareness. The patient’s reactions may manifest 
as changes in facial expressions, shift in posture, choice of words, tone of voice, or 
even an awkward silence. Although this sounds like sound advice for any patient 
interaction, clinicians should show particular vigilance for these signals whenever 
they meet with patients from cultures quite different from their own. 

 Discomfort with ethnic bias as a factor in clinical decision-making is related to 
uncertainty about the existence of the antipathy usually associated with race prejudice 
(Hobson  2001 ). Inveterate dislike as opposed to a random, negative reaction based on 
a real time event challenges the traditional image of the egalitarian and objective cli-
nician. This latter depiction is the more customary portrayal of the health professional 
and is not usually part of public dispute. Nevertheless, the experience of African 
Americans with the healthcare system is sometimes pictured differently. A 1999 spe-
cial report supported by Seattle Public Health explored the experience of 51 African 
American patients through an interview project. Those questioned related incidents in 
which they described differential treatment, and many occurrences included a “per-
ceived negative attitude” from health care professionals further detailed as behavior 
that was “rude,” “cold,” “inattentive,” and “belittling.” “The perceived negative atti-
tude exhibited by health care providers or their staff members were not reported as 
hostile but as uncaring or rude behavior” (p. ix). The respondents were patients from 
approximately 30 different health centers and recalled experiences as early as 10 
months previous to the interview. Types of perceived discrimination captured by the 
report were: differential treatment, perceived negative attitude, treated as dumb, made 
to wait, ignored, pain ignored, infl icted unnecessary pain, racial slur, harassed, being 
watched, and health personnel exhibited fear (Hobson  2001 ). 

 While the Hobson study outlined examples of behaviors identifi ed as discrimina-
tory by the respondents, it was not the purpose of the study to examine another 
unexplored phenomenon within its chosen scenario. More specifi cally, the respond-
ing behavior from the study subjects to the actions and manner of the clinicians was 
not part of the inquiry, so the interplay between patient and provider is raw material 
for further research. With reciprocal feelings as context for the clinical encounter, it 
is reasonable to surmise a type of relationship not subject to control of the will. In 
the contemporary healthcare system, it is becoming less and less likely that patient 
and provider have more than a sporadic and incidental relationship, and they are 
very often not known to one another. Expanding the premise further includes 
acknowledgment that development of expertise is based on accumulated knowledge 
of the typical patient. This emblematic patient becomes a point of comparison and 
is affectively representative for each clinician of what is reasonable or excessive, 
characteristic or embellished. The emotional reaction of the Hobson study (Hobson 
 2001 ) subjects and their responding behavior poses an interesting scenario of stimu-
lus and response between patient and provider. In particular, Rosenthal [ 29 ] posits 
that when the provider is interacting with an out-group member stereotypically 
viewed as “loud, hostile, lazy, criminal and low intelligence” (p. 132). 
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 Rosenthal [ 29 ] either as the one patient of the day or the tenth from the specifi ed 
ethnic group, the effect on care deserves inquiry. With feelings as context for the 
clinical encounter, there is sound basis to surmise the possibility of a strained and 
unacknowledged tension in a cross-cultural interaction. While it may be true that 
not all clinical encounters involve the activation of ethnic bias, the resulting hypoth-
esis exploring the kinds of data that increase or decrease the presence of bias, preju-
dice and discrimination in thought and practice becomes a worthy goal. Rosenthal 
[ 29 ] goes further “Research can shed light on the way racial biases are activated and 
how they persist, fostering the development of empirically validated strategies to 
neutralize the effects of these stereotypes” (p. 139). 

 Bodenhausen et al. [ 30 ] did the work of investigating the infl uence of affect on 
perception and behavior between ingroup and out-group members. In their writing, 
the authors acknowledge “psychologists have known that, through experience, cer-
tain stimuli come to elicit consistent affective reactions” (p. 321). The barrage of 
social messages about ethnic groups has not abated with the passage of time, and in 
the absence of censure, the amount of such information absorbed by any individual 
is open to conjecture. Whenever there is no social contact to contravene about the 
information communicated, the patient becomes an avatar of those socially embed-
ded messages. Bodenhausen et al. observed that the amount of research scrutinizing 
the characteristics that explain affect concomitant with stereotypes is insuffi cient. 

 The experience of any clinician with social difference may be limited. It is not 
unusual for the work environment to be the primary contact for signifi cant interac-
tions between cultural groups. Awareness of this paradox informs the chosen 
method for engaging clinicians in a learning experience with diversity. In Patient 
Care Services at MGH learning experiences are experiential and interactive. The 
use of games, case studies, profi les of local communities and neighborhoods as well 
as educational offerings on topical events are a few approaches to making diversity 
“come to life” for staff and employees.  

    Health Care Environment and Diversity 

 Part of the decision-making process in health care is to gauge the seriousness of signs 
and symptoms as a subjective report from the patient and the clinical distress they 
cause. An objective assessment of this account from the patient is the responsibility 
of the nurse and doctor. The consequence to this within the set of circumstances that 
constitute a cross-cultural interaction is the pivotal point of the following research. 

 The contemporary environment for clinical practice is fast paced and technologi-
cally sophisticated. A diverse patient population with multifaceted needs make care 
delivery intricate and often pressured. The discourse on economics of care presently 
joins the prevailing business case for care in the form of quality, safety, and evidence- 
based practice. Regulations and the debate for better-managed resources make the 
element of time an important factor that helps determine practice characteristics. 
The 20-min patient visit is a standard constraint on present day practice, and as 
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previously mentioned, short time frames facilitate the automatic processes involved 
with stereotype activation. This conceptual model of the healthcare environment 
represents the cross-cultural encounter and the environment that infl uences it 
(Fig.  11.2 ).

   Sometimes the patient might not appear so different from clinician; however, 
situation awareness makes subtle difference more obvious. For example, Sally 
Hendricks, NP felt something was wrong as she handed her patient a prescription 
for the newest antidepressant medication to hit the market. Calvin W, a 37-year-old 
restaurant owner, took a deep breath as he took the prescription, folded it, and 
slipped it into his pocket without looking at it. His raised eyebrow indicated that 
something bothered him, but the nurse practitioner could not identify the problem. 
He told her that he knew he had depression and his symptoms fully met the criteria 
for major depression, so the diagnosis was not the issue. The side effect profi le of 
this new medication offered substantial effi cacy with few side effects; therefore, fear 
of untoward reactions did not explain his reaction. Calvin W appeared to be middle 
class based on his attire and manners, so Sally did not suspect that he experienced a 
great deal of fi nancial strain since the recession of 2008. Mr. W. happens to be strug-
gling to keep his restaurant open and, at the same time, pay child support. Perhaps 
the stress of being a single man with responsibilities to his family and employees 
contributed to his depression; nonetheless, Sally did not realize he could not afford 
to pay for the prescription, which meant that he would not start treatment. Sadly, the 
nurse practitioner missed the socioeconomic issues that often become the proverbial 
“elephant in the room.” She assumed that he shared her middle class security. 

 According to the US Census of 2010, about 20 % of the non-elderly population 
are uninsured [ 31 ]. Interestingly, of the uninsured, 46 % are White, 31 % are 
Hispanic, 16 % are Black, and 5 % are Asian American [ 31 ]. Today, more and more 
people are slipping from one socioeconomic class to a lower one, which causes 

  Fig. 11.2    Conceptual model of ethnic bias in clinical decision-making       
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embarrassment and a great deal of diffi culty adjusting for that person and/or family. 
Moreover, a self-employed middle class person might not be able to afford insur-
ance that provides the basic coverage a person on welfare receives for free. Cultural 
differences are often obvious, but not always. Calvin W came from a middle class 
White neighborhood like Sally, but circumstances caused him to slip down the 
socioeconomic ladder recently. Some patients feel uncomfortable talking about cer-
tain subjects, such economic problems, sexual practices, and the like; nevertheless, 
clinicians may need to rely on situational-awareness to recognize clues that some-
thing might be amiss and a cultural misunderstanding is in the making. Subtle sig-
nals, such as the ones above, indicate that a cultural bias might be impairing the 
interaction, which leads to major implications for effective treatment. 

 Aside from economic disparities, the National Healthcare Report from the 
AHRQ from 2011 indicated that Blacks and Hispanics with major depression were 
less likely to receive treatment during the 12-month observation period compared to 
Whites [ 31 ]. In addition, the report noted that Black adolescents and adults received 
treatment for alcohol and substance abuse problems more frequently than their 
White and native American counterparts [ 31 ]. Perhaps clinicians make stereotypic 
assumptions about certain racial or ethnic groups and this translates into disparities 
in health care delivery. Such disparities might be avoided if clinicians challenged 
their biases through self-awareness in the doctor patient encounter. Thus, situa-
tional- and self-awareness serve as the second part of the culturally competent care 
equation. However, self-awareness plus situational-awareness does not necessarily 
equal culturally sensitive medical care. 

    Adapting: Changing Course in the Encounter 

 Another part of the equation involves adaptability. Of course, perceived similarities 
between physician and patient can enhance the dynamic relationship; however, 
patients within any cultural group show a wide range of individual variability [ 32 ]. 
Additionally, clinicians today frequently encounter patients from cultures and back-
grounds quite different from their own. In either case the physician/clinician/
researcher must adapt their approach to accommodate the sociocultural health 
beliefs of such varied patients [ 7 ]. Of note, patients who actively participate in med-
ical visits tend to receive more responsive care from their physicians [ 33 ]. Patients 
become more active in treatment whenever the physician offers more facilitative 
interactions [ 7 ]. Physicians facilitate interactions with their patients by taking a 
refl ective demeanor that adjusts to the patients cultural and personal beliefs while in 
the therapeutic moment of the appointment [ 7 ]. Although Schon suggests that such 
refl ection and the subsequent adaptation to the situation should happen during the 
encounter, sometimes a refl ection after the fact reveals aspects of situational- and 
self-awareness that slipped past the physician during the busy visit [ 7 ,  34 ]. 
Adaptability integrates awareness with action. 
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 Consider Dr. Nguyen’s dilemma: Mrs. L. is a 63-year-old Hmong widow, who 
presented to the Ambulatory Care Clinic for the treatment of a possible urinary tract 
infection. The receptionist intentionally put Mrs. L. into Dr. Nguyen’s schedule, 
because the initial screening information indicated that the patient emigrated from 
Vietnam, and so did Dr. Nguyen. Unfortunately, the receptionist did not know that 
Hmong people identify more with their ethnic background than a particular country. 
Fortunately, Dr. Nguyen did. Therefore, he paid particular attention to the patient’s 
body language and facial expression to maintain situational-awareness while fi lter-
ing his stereotypic view of the Hmong people that he learned from his older family 
members to incorporate self-awareness into the interview. From the moment he met 
Mrs. L., Dr. Nguyen sensed that the patient seemed suspicious of him. Instead of 
jumping into a review of systems, he decided to shift and reminisce about the beauty 
of the Vietnamese landscape, which was so different than of East Boston. As Dr. 
Nguyen described some of his favorite places in Vietnam, Mrs. L. slipped into a 
smile as she nodded in agreement while Dr. Nguyen described the lush landscape 
around the region that the patient spent her childhood. Once he saw the smile, Dr. 
Nguyen then switched to a sadder tone of voice as he mentioned that he has never 
been able to fi nd pho, a Southeast Asian soup, that tasted as good as pho he ate as a 
boy in rural Viet Nam. Although Dr. Nguyen knew little about the Hmong culture, 
he expected that she shared his disappointment of the American version of a 
Southeast Asian cuisine. 

 Of course, he hit the mark, and Mrs. L. started to explain her dismay of fi nding 
fresh ingredients for her cooking. Dr. Nguyen secured her trust without stepping 
into the quagmire of politics that likely caused Mrs. L. to act in a guarded and suspi-
cious way with him at fi rst. At that point, the review of systems and other medical 
information gathering fl owed smoothly. Dr. Nguyen maintained situational- and 
self-awareness then adapted his approach to meet Mrs. L. on a human level sharing 
pleasures and disappointment. This allowed Mrs. L. to relate to Dr. Nguyen as per-
son, not someone possibly from another political party that persecuted her people 
after America withdrew troop from Vietnam.   

    Core Knowledge: Continuing Cultural Education 

 To complete the equation, a culturally competent clinicians must know about core 
cultural issues in the patients they treat [ 7 ]. Carrillo and colleagues suggest that 
clinicians should focus more on core cultural issues of an individual patient rather 
than culture of the group to which the patient belongs [ 35 ]. This prevents the clini-
cian from relying on stereotypes related to such attributes as race, age, gender, reli-
gion, ethnicity, or socioeconomic status. The authors feel this applies not only to 
clinicians but also to researchers and educators as well. 

 Likewise, patients may identify primarily with one or two major features of their 
cultural background, i.e., a Chinese American man or a Latina woman from Costa 
Rica. However, such stereotypes only scratch the surface. Simply adding one layer, 
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such as marital status, makes the cultural identity of these two individuals more 
complex. What if the Chinese American man were married to the Costa Rica woman 
in the example above? Of course, the plot thickens by adding one more layer. Now, 
imagine that they had a boy and a girl, who were fraternal twins. How would the 
children identify themselves from a cultural point of view? Might the son identify 
more with his father’s Chinese heritage or the daughter with her mother’s? Does 
their twin status impact their cultural identity? These and many more questions 
attest to the complicated interactions of different cultures in this hypothetical couple 
and their children.  

    Implications of Diversity and Clinical Practice 

 Recently, the United States and a number of other Western countries experienced 
major shifts in demographics due to immigration patterns. According to Annelle 
Primm, M.D., M.P.H., director of minority and national affairs at the American 
Psychiatric Association, minority births exceeded White births in 2011, and 50 % of 
3- and 4-year olds were White while the remaining 50 % were non-white [ 31 ]. This 
means that today’s majority may become tomorrow’s minority. In the end, clinicians 
must acquire skills to manage patients from cultures other than their own. For exam-
ple, a Black internist identifi es herself as member of the minority, but she must 
understand core cultural issues of other minorities and even those of the majority 
group to facilitate a culturally sensitive medical encounter. With patients from so 
many cultures converging in waiting rooms, can anyone ever achieve enough knowl-
edge to gain true cultural sensitivity? 

 Of course, assimilating knowledge about our patients’ core cultural issues poses 
certain challenges, but technology provides part of the solution. Only a few decades 
ago, learning about the customs and mores of patients from foreign countries or dif-
ferent backgrounds than clinician’s own typically required a trip to the library. Even 
a decade ago, the clinician would still need to fi nd a computer to search the Internet 
for such information. Now, however, such information is at hand with handheld 
devices, i.e., smart phones, electronic tablets, and other devices. 

 Another source of information comes from colleagues. As the population grew 
more diverse, equal opportunity employment laws shifted hiring practices. As a 
result, the very homogenous White male medical staff of the 1950s evolved to the 
spectrum of diversity we see in medicine today. This diversity provides ready 
resources in our institutions for cultural consultation. To take full advantage of these 
resources, clinicians should think outside of their department and even their profes-
sion. For instance, John, a physical therapist, felt frustrated that Mrs. K. showed little 
motivation to complete the exercise program he prescribed each week. She came to 
live with her son in Texas after her husband passed away in Pakistan at age 80. 
Instead of giving up, John contacted Dr. Shah, an orthopedic resident from Pakistan, 
whom he met at a case conference 2 weeks earlier. Given that physical therapy 
requires a great deal of hands-on treatment, Dr. Shah wondered whether the patient’s 
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very strict Muslim background caused her to be uncomfortable with a man, other 
than her husband, holding her hand and touching her as John needed to do to help 
her during the session. He suggested that a female physical therapist might make her 
feel more comfortable in the aspects of therapy that required hands-on assistance. It 
did. John stayed involved with the case by giving verbal support, but Mrs. K. seemed 
much more motivated and comfortable with Cathy, one of the female physical thera-
pists in the group, who took over the hands-on treatment. Colleagues offer a valuable 
resource for cultural consultations, so take advantage of their expertise even if that 
person works in a different department or area of your institution. 

 Possibly the best, cultural resource remains the patient. Most patients happily 
share information about their own culture within the context of the trusting relation-
ship. As described earlier, suspicions about the motives of the clinician can be prob-
lematic. Building trust in the cross-cultural encounter becomes the foundation of a 
successful clinical experience. Avoiding questions that arouse concern about immi-
gration or internal revenue agents is paramount. Begin the interview with benign 
questions, such as:

•    What is the weather like in your hometown of Caracas at this time of year?  
•   I know that no one can cook as well as your mother, but do any of the restaurants 

in town serve Cambodian food close to the kind your mother made?  
•   How do you say “hello” in Cantonese?    

 Clinicians benefi t from cultural curiosity. A question stemming from sincere 
interest suggests a receptive and supportive provider. Additionally, cultural diversity 
presents in a myriad of permutations. Individuals who appear to be culturally simi-
lar may differ in several signifi cant perspectives, e.g., economic status, sexual ori-
entation, or religion. Cultural curiosity often uncovers differences that otherwise 
might go unrecognized. The trusting patient will confi de and reveal as a sign of 
confi dence in the clinician. 

 A number of other political and social factors also play a role. Interestingly, 
advances in science and medicine have, in themselves, helped create cultural diver-
sity. For example, patients now have access to medical procedures to transform 
themselves from one gender to another. Even though hormonal and surgical proce-
dures result in remarkable physical changes, our understanding of the psychological 
isolation or marginalization experienced by patients at various stages of the trans-
gender process requires much further research. 

 According to Hayes-Bautista, true cultural competence in medicine must hinge on 
large-scale, rigorous, science-based approaches to understanding the connections 
between culture, behavior, and epidemiology [ 36 ]. He points to the Latino epidemio-
logical paradox to make his case [ 36 ,  37 ]. Latino populations show reduced risks for 
the top three causes of death compared to non-Hispanic whites. The morality rate in 
the Latino population is 35 % lower for heart disease, 43 % lower for cancer, and 
25 % lower for strokes [ 38 ]. Interestingly, these outcomes cannot be attributed to 
high income, higher educational levels, or easy access to the highest quality of health-
care [ 36 ]. However, careful investigation of Latino life, including diet, family struc-
tures, religious beliefs, and many other aspects of culture, might give clues to this 
paradox that could be used to improve the health of non-Hispanic populations [ 36 ].  
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    Conclusion 

 Although this chapter presented a paradigm for providing medical care to patients 
from different cultural backgrounds and using examples of situations a clinician 
might encounter, other approaches to culturally sensitive healthcare delivery exist 
and work equally well. As described above, a successful clinical encounter with 
culturally diverse patients result from a simple equation in which the clinician uses 
effective communication aligned with situational- and self-awareness. Adaptability 
multiplied by a core of cultural knowledge adds to the probability of success in the 
cross-cultural encounter. Race, religious beliefs, ethnic background, nationality, 
gender, sexual orientation, marital status, and numerous other aspects of social 
demographics give clues to cultural identity. Mental health providers, as well as all 
other persons delivering healthcare services, should understand the complex con-
nections between each of these clues, so that interventions that would lead to better 
outcomes override those that might hinder treatment due to a lapse in cultural sen-
sitivity .  The population we treat appears so diverse, because of the amalgam of 
cultural traits that makes up each individual’s heritage .  Moreover, each patient con-
structs a hierarchy of cultural traits in which one may overshadow another. For 
instance, is race more important than religious beliefs? (or lack of religious beliefs) 
The answer may be situational, culturally embedded, or irrelevant. 

 The literature is replete with such subjects as implicit associations, cognitive load, 
aversive racism, and unequal treatment as indirect evidence of the impact that bias 
can have on the quality of care provided to ethnic minorities. However, to solve the 
problem of disparities, a paradigm shift in the approach to research is necessary. 
A more vigorous multidisciplinary strategy would advance the work with a renewed 
sense of urgency. Dovidio et al. [ 39 ] made the point that fi ndings from social psy-
chology and the health disparities literature are not organized into an interconnected 
knowledge base. In like manner, Drevdahl et al. [ 40 ] have offered the same research 
challenge to nursing stemming from its focus on cultural competence as the best-yet 
effectively unproven intervention to eliminate disparities. These authors have argued 
that in the discipline of nursing cultural competence, there currently lacks consensus 
on theoretical models, defi nition of relevant terms, or the identifi cation of skill sets 
that defi ne competence for clinicians. Until the nature of this specifi c competence is 
characterized, it will remain impossible to evaluate the situation that defi nes the 
point at which a clinician is operating at nothing more than a satisfactory standard. 
Fulfi lling all requirements of safe nursing practice in the performance of autono-
mous decision-making symbolizes an entry-level execution of the concept that can 
be applied to mental health care. Clinical reasoning in nursing allows a great deal of 
latitude in scope of practice as an indication of expertise. On the other hand, cultural 
competence connotes a level of acumen that goes beyond what is merely adequate 
and moves practice forward to exceptional quality and ability. While not all disci-
plines favor the concept of cultural competence over cultural sensitivity, skill acqui-
sition is more aligned with the former principle. The advancement of nursing practice 
is linked to its capacity to respond to a diverse patient population. To disregard this 
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competence would be to have nursing practice remain in a fi xed state and reducible 
to its past rather than its evolving relevance to the future. 

 In the end, mental health clinicians should develop a core of cultural competence 
to understand patients from diverse backgrounds, but they must exercise cultural 
sensitivity in interacting with each individual patient. No Psychiatrist, psychologist, 
social worker, specialized nurse, or other mental health provider can possibly 
acquire a knowledge base adequate to understand all the nuances of ethnicity, race, 
gender, or other element of diversity that one will encounter in clinical practice 
today. Nevertheless, every clinician should be able to learn the important informa-
tion specifi c to an individual patient so that each encounter with a patient evolves 
from a culturally sensitive approach and one relevant to the situation that caused the 
patient to seek treatment. 

 This chapter began with the example of President Obama. It appears apropos to 
end with a quote by President Kennedy.

  If we cannot end now our differences, at least we can help make the world a safe place for 
diversity.  (John F. Kennedy) 
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           Introduction 

 When invited to write a chapter on journalism for this textbook on mental health and 
diversity, a question came to mind that the readership might also have: what wisdom can 
journalists impart to mental health professionals about diversity? What lessons have jour-
nalists learned navigating their profession’s changing landscape that may translate well to 
those mental health professionals? This chapter will look at the ways in which journalists 
may (or may not) take into account the many facets of cultural sensitivity when covering 
mental health issues. It will also address mental health itself as a multidimensional diver-
sity issue. While those living with mental illness are routinely discriminated against in 
society, mental illness itself discriminates against no one. It affects people of all races, 
religions, economic statuses, creeds, ethnicities, gender identities, and sexual orientations. 
It is through this lens of complexity and layers of cultural sensitivity that this chapter aims 
to make the connection between journalism and mental health. 

 The chapter will discuss the case of Crownsville State Hospital, where news cov-
erage that incorporated cultural sensitivity benefi tted the individuals who lived there. 
The chapter also addresses the historical case of Nellie Bly, a journalist who was 
willing to have herself committed in order to expose the poor conditions of an early 
asylum that served women. The authors review recent examples of how the print 
news media currently handles stories dealing with mental health issues for insight 
on what is helpful and what is potentially damaging or contributes to stigma for 
 individuals living with mental health issues and the providers who care for them. 

    Chapter 12   
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Finally, we analyze how suicide is reported in news media and to what extent 
cultural sensitivity is considered relevant in that reporting. By examining case stud-
ies, patterns and histories, together we will explore ways that mental health profes-
sionals may learn from the evolving world of journalism. The chapter also brainstorms 
ways that journalists may collaborate with mental health professionals to increase 
awareness of cross-cultural issues within mental health and help reduce the stigma 
associated with one of the most marginalized populations in society, those living with 
mental illness. Looking at these cases from a journalism point of view, it is useful to 
understand the background of the fi eld and what motivates the publication of news.  

    A Brief Overview of Journalism 

 News is a consumer-driven fi eld. We inundate our customers with images, advertise-
ments, news stories, articles, and information from an early age and nearly every day 
of their lives. For television news, ratings are important, for web sites, the number of 
hits received and for newspapers, books and magazines, the number of copies sold. 
There is no single governing body setting forth a comprehensive strategy and direc-
tion for our fi eld providing guidance on what we should do to pique the public inter-
est, nor any one set of ethical standards we use to navigate the nuances of cultural 
sensitivity in news reporting or education. Major news producers tend to have their 
own specifi c ethical guidelines. For example,  The New York Times  has set forth a 
company policy on ethics in journalism that it makes available to the public. Gannet’s 
newspaper division implemented similar guidelines in 1999. In the past 2 decades, 
more professional organizations and non-profi ts have emerged to provide model ethi-
cal guidelines to encourage and support journalists in adopting a global mindset [ 1 , 
 2 ], but this typically does not include guidelines for reporting with cultural sensitiv-
ity. Professional organizations supporting greater diversity in journalism have devel-
oped, such as Unity: Journalists of Color, the Native American Journalists Association, 
the National Lesbian & Gay Journalists Association, Arab and Middle Eastern 
Journalists Association, The Maynard Institute and The Poynter Institute [ 3 – 7 ]. Each 
of these organizations aims not only to increase the diversity within journalism as a 
profession but also to improve cultural sensitivity by increasing the diversity of 
reporting on issues that are relevant to people of different cultural backgrounds. 

  The Associated Press Style Book  also provides a basic framework for reporting 
and colloquial usage of terms for news reporting but it is largely focused on consis-
tency rather than professional responsibility or ethics [ 8 ]. Theoretically, we are 
more accepting of cultural differences and backgrounds today in part because the 
population in our country is changing over time, so we may reasonably expect that 
our news environment and stories would mirror this evolution we have experienced. 
Are there more women and people of color and LGBTQ people represented in the 
media today? Is there greater coverage of people of different ethnic and religious 
backgrounds? The American Society of Newspaper Editors had a goal of matching 
newsroom demographics to that of the population by the year 2000 [ 9 ]. Examining 
the current landscape of media employment shows that there are still signifi cant 
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gaps in these areas and while some areas have shown slight improvement, the fi eld 
did not meet The American Society of Newspaper Editors’ goal. For example, accord-
ing to US Census data, women make up more than half of the population [ 10 ]. Yet 
they hold only 39% of all positions in the media [ 11 ]. Though African-Americans 
make up over 14% of the US population, only 4.68% of journalists in the United 
States are Black [ 10 ,  12 ]. An analysis by media watchdog organization the 4th 
Estate of the front-page news coverage during the last election cycle reveals that 
93% of front-page print articles about four major policy areas—economy, social 
issues, foreign policy, and immigration—were written by Caucasians [ 13 ]. Less 
than 20% of the writers across most major newspaper outlets were Black, Latino, 
and Asian journalists [ 13 ].  The Dallas Morning News  stood out as a leader in diver-
sity during the 2012 election cycle with 18.8% of their front-page articles written by 
Black reporters [ 13 ]. 

 Increasing the diversity of journalists may help to bring new perspectives and 
cultural awareness, but larger, systemic shifts may be needed to bring about real 
change. Newsworthiness is an important criterion in whether a story gets published. 
What makes a story newsworthy? A story that is interesting enough to the general 
public to warrant reporting is the dictionary defi nition [ 14 ]. Events or articles involv-
ing celebrities, politicians, and professional athletes are often newsworthy. Stories 
with a local tie or personality may be considered newsworthy. Narratives involving 
drama, confl ict, violence, immediate public health and safety issues or new scien-
tifi c discovery may also meet a defi nition of newsworthiness. Most major media 
outlets in the United States are owned by corporations and must be convinced to see 
value in the stories and struggles of ordinary people living their lives with mental 
health challenges. By reporting on these individual stories, journalists can help to 
overcome the stigma associated with mental health issues and bring about a cultural 
shift that can contribute to the growth and evolution of the mental health system. 

 Journalists, like mental health professionals, are human beings who have feel-
ings, beliefs, and backgrounds that help shape the way they see the World. Having 
this understanding may help journalists come to a place of impartiality that is so 
critical to sound news reporting. While impartiality and neutrality in news coverage 
is important, some in the fi eld, particularly bloggers, are making themselves and 
their personal motivating factors for reporting (though generally still avoiding par-
tisan views) more accessible and transparent to the public through the use of social 
media [ 15 ]. Rebecca Skloot, a science journalist, took exactly this approach in 
 covering the story of Henrietta and Elsie Lacks in her book,  The Immortal Life of 
Henrietta Lacks .  

    Case Study: Rebecca Skloot and “The Immortal Life 
of Henrietta Lacks” 

 Rebecca Skloot’s international best-selling book chronicles the life of the woman 
behind medical history’s most famous tumor cells [ 16 ]. A 16-year-old Ms. Skloot 
learned about HeLa cells in her basic biology class in the late 1980s [ 17 ]. 
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Her teacher gave her few pieces of information about the cells they were 
 experimenting on: they were from 1951, the woman they came from died of cervical 
cancer, her name was Henrietta Lacks and she was Black [ 17 ]. Mrs. Lacks’ cells 
have been used for cancer research, the development of the polio vaccine and other 
drugs, human longevity and more research topics and discoveries than can be cov-
ered in this chapter [ 17 ]. The young Ms. Skloot was upset—”That’s it? That’s all we 
get? There has to be more to the story,” she recalls thinking and began a search that 
turned up little information—a footnote in a biology textbook, no entries in ency-
clopedias or other resources [ 17 ]. Yet the seeds of inspiration were planted. 
Ms. Skloot became “fi xated on the idea of someday telling Henrietta’s story” [ 17 ]. 
Ms. Skloot was willing to spend over 10,000 dollars of her own funds and many 
months of her own time doing research, getting to know the Lacks family and help-
ing family members learn the truth about what happened to Henrietta, along with 
her daughter [ 17 ]. Mrs. Lacks died in 1951 and very little was known about her until 
Ms. Skloot’s research. Few articles were written about Mrs. Lacks and her story was 
not widely published until 2010 [ 18 – 20 ]. In a  Jet  magazine article, Dr. J.E. White is 
quoted as saying “It is incidental that Mrs. Lacks was black,” while Dr. W.M. Cobb 
found there to be poetic justice that an African-American woman would contribute 
so heavily to cancer research [ 20 ]. A Google search of Henrietta Lacks returns close 
to one million results—far more than the footnote of the 1980s. It is important to 
recognize that Henrietta’s story did not get told because a newsroom executive 
decided this was headline news and deserved prime coverage. In fact, complex 
issues such as race, economic status, and illness may have all contributed to why 
Henrietta’s story was not fully told before Ms. Skloot decided to make telling it a 
personal priority. Ms. Skloot used several thousand dollars of her own money to 
fund research for the book [ 17 ]. Mrs. Lacks was a descendant of slaves—a tobacco 
farmer living in the rural south at a time when African-Americans still faced severe 
discrimination in medical care and employment [ 17 ]. She died 4 years before Brown 
v. Board of Education paved the way for greater equality in public education. 
Though the Nuremberg Code existed at the time of Henrietta’s treatment for cervi-
cal cancer, physicians sampled her cells and shared her medical records without 
obtaining the informed consent that we recognize as a right in today’s world [ 17 ]. 
Mrs. Lacks’ cells have made billions of dollars for laboratories while her descen-
dants could not afford basic medical care [ 17 ,  21 ]. After reading about Mrs. Lacks’ 
life and death and the challenges her children face, it is clear that there is a great deal 
of injustice in this story. Ms. Skloot’s personal passion and desire to communicate 
this family’s story is what brought the history of the Lacks family to the public eye. 

 As part of her commitment to the Lacks family, Ms. Skloot searched for informa-
tion on what happened to Elsie Lacks, Henrietta’s second child. During the research 
process, Ms. Skloot discovered some details about Elsie’s brief life. The informa-
tion she uncovered provides a window into the horrifi c conditions young Black 
children were subjected to in mental health facilities of Elsie’s time. Elsie was born 
with epilepsy and had an inherited hearing impairment [ 17 ]. No one taught Elsie 
sign language, so she was limited in her ability to communicate [ 17 ]. The year 
before her mother began treatment for cervical cancer, Elsie was placed in 
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Crownsville Hospital, which was formerly known as the Hospital for the Negro 
Insane. The conditions of this institution were so deplorable that  The Baltimore Sun  
published a series of articles entitled “Maryland’s Shame,” in 1948–1949 detailing 
the experiences of young African-American children in the overcrowded facility 
that Elsie Lacks was likely subjected to until her death at the age of 15 [ 22 ]. What 
is poignant about the timing of  The Baltimore Sun  exposé is that the genocide and 
tragedy of the Holocaust was still fresh in the minds of Americans. In 1946 and 
1947, several employees of Germany’s Hadamar Clinic were convicted of the mur-
ders of mentally ill patients under the Nazi regime’s notorious T-4 program [ 23 ]. 
The day Mrs. Lacks went to the hospital for tests is the same day that the govern-
ment pardoned 21 German war criminals who were originally sentenced to the gal-
lows [ 18 ]. By this time, stories of how women, children, people of different 
ethnicities, those with physical differences, gay, transgender, lesbian individuals, 
and the mentally ill were treated in Nazi Germany during World War II had been 
prominently featured in US newspapers. It is reasonable to imagine that American 
readers may have drawn parallels to what they were learning about victims of the 
Holocaust and what was being revealed about how people were being treated in 
their own nation under the guise of mental health care. 

 The Crownsville Hospital was known as a dumping ground for children with 
mild disabilities [ 24 ]. Tuberculosis infections were rampant at the hospital and in 
the winter months, there was no way for those affected by TB to be quarantined 
from the healthy residents, likely causing the epidemics that occurred there fre-
quently until the late thirties [ 24 ]. The hospital served African-Americans, yet dur-
ing Elsie’s tenure only one or two African-American staff members worked at the 
facility. The hospital would not have any African-Americans in direct patient care 
roles until long after Elsie passed away [ 24 ]. 

 Unlike many of the other residents of Crownsville, Elsie’s mother visited her 
weekly until the cancer treatments prevented Mrs. Lacks from doing so [ 17 ]. Mrs. 
Lacks saw Elsie as clean and well-cared for during her visits [ 17 ]. However, the 
children were housed alongside ex-prostitutes, criminals, and violent patients with-
out regard to safety and well-being [ 24 ]. Young girls were huddled in a playroom 
that contained no toys [ 24 ]. There was insuffi cient funding for the hospital and the 
residents lacked proper clothing, food, and access to toilets and bathing facilities 
[ 24 ]. Despite the climate of discrimination and racial tensions in the 1940s,  The 
Baltimore Sun  dared to report the disparity in treatment between Black and White 
residents at mental health facilities. This in-depth reporting and news coverage led 
the state of Maryland to allocate increased funding for the residents at Crownsville 
and inspired the formation of The Golden Rule Guild, an organization of women 
mental health advocates that still exists today [ 25 ]. 

 Ms. Skloot’s journalistic success with the publication of The Immortal Life of 
Henrietta Lacks highlights a path for propelling a compelling story into the realm of 
public awareness. News of her book and the Lacks’ story made  The New York Times  
best sellers list, along with being featured on Oprah and in most other mainstream 
news outlets [ 16 ].  The New York Times  often sets the standard for journalism and 
has widespread readership around the world. Millions of viewers watched Oprah’s 
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show or read articles in her popular  O!  magazine. When CNN or other large 
 networks pick up a story, the number of people who have access to the information 
increases exponentially. The Internet adds to the fanfare and provides countless 
other opportunities for information sharing and distribution. Ms. Skloot made good 
use of these tools to promote her book and encourage the public to learn about the 
life of Henrietta Lacks. Individual passion and a willingness to spend her own time 
and money, rather than the usual profi t motivation that is often associated with jour-
nalistic enterprise, helped Ms. Skloot’s telling of Henrietta Lacks’ story to reach 
millions of people  

    Case Study: The Asylum at Blackwell’s Island 

 In today’s world, the title of Nellie Bly’s book,  Ten Days in a Mad House , does not 
evoke a sense of cultural sensitivity on its surface. Terminology like “mad house” 
would no longer be used to describe a mental health facility as cultural sensitivity is 
of greater importance now. In 1887 when it was published, it represented a female 
journalist’s act of courage in investigative reporting and had signifi cant impact on 
the lives and well-being of women who were institutionalized at the Women’s 
Lunatic Asylum at Blackwell’s Island. 

 Bly wrote for  The New York World , where her book was originally published as a 
series of articles [ 26 ]. Prior to this, she had reported on the plight of female factory 
workers before being her editors relegated her to the “women’s pages,” to report on 
fashion [ 27 ]. Dissatisfi ed, she traveled to Mexico to report on the customs and cul-
ture of the Mexican people until the Mexican government threatened her with arrest 
for speaking out against the detainment of a fellow journalist [ 27 ]. Her work fol-
lowed a string of press stories preoccupied with Blackwell’s Island and its residents 
[ 26 ]. 

 Women during this time period were particularly susceptible to diagnosis of vari-
ous mental disorders whether or not they were actually suffering from any mental 
health issues, including female hysteria [ 28 ]. Bly feigned mental illness by going to 
a charity home for women and complaining that she felt the other women there were 
crazy and that she was frightened of them [ 29 ]. This behavior escalated to speaking 
in Spanish, inquiring about lost articles that never existed in the fi rst place, having 
amnesia and was enough to convince a judge, a doctor, and several mental health 
professionals that she should be committed—fi rst to a mental hospital and then 
transported to the asylum on Blackwell’s Island [ 29 ]. The asylum at Blackwell was 
intended to be a forward-thinking facility that was governed by theories of moral 
treatment but that vision was never realized, with rampant overcrowding. The con-
struction of the facility only being partially complete, convicts from the local prison 
were brought in to supervise and guard the patients [ 26 ]. While a patient in the 
asylum, Bly witnessed and experienced fi rst-hand the cruelty of the nurses, the inad-
equate facilities and spoiled food [ 29 ]. Her book details the stories of fellow patients, 
some of whom were not mentally ill at all but could not convince the  doctors or 
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nurses to take their stories seriously enough to reevaluate their admission or status 
in the asylum [ 29 ]. Bly began to realize that any woman placed into the conditions 
at Blackwell in 1887 would develop insanity with a little time.

  What, excepting torture, would produce insanity quicker than this treatment? Here is a class 
of women sent to be cured. I would like the expert physicians who are condemning me for 
my action, which has proven their ability, to take a perfectly sane and healthy woman, shut 
her up and make her sit from 6 a.m. until 8 p.m. on straight-back benches, do not allow her 
to talk or move during these hours, give her no reading and let her know nothing of the 
world or its doings, give her bad food and harsh treatment, and see how long it will take to 
make her insane. Two months would make her a mental and physical wreck. 

   Ms. Bly would attempt to engage the physicians and nurses about the conditions 
and was met with limited compassion mostly from the doctors who cared for her 
during her stay [ 29 ]. Once in the asylum, the more Ms. Bly acted and spoke in a way 
that was refl ective of her normal self (no longer keeping up the guise of mental ill-
ness), the more insane the doctors and nurses found her to be. Ms. Bly was fi nally 
discharged from Blackwell’s Island after an agent from her employer,  The New York 
World , contacted physicians. Upon release from the asylum, Ms. Bly was called to 
testify before a grand jury. During her testimony she spoke of her experiences at 
Blackwell’s Island and the atrocities she witnessed there [ 29 ]. Some staff members 
from Blackwell’s Island who were also called before the grand jury gave contradic-
tory accounts not only when compared with Ms. Bly’s story but also each other’s 
[ 29 ]. Ms. Bly’s journalism and grand jury testimony helped infl uence policy at the 
Blackwell facility [ 29 ]. Women were no longer immersed in cold water to bathe 
[ 29 ]. They were provided with more clothing, blankets, and higher quality food 
[ 29 ]. Dubious practices, such as having a lookout to watch for the doctors while the 
nurses abused the patients, were put to an end and staff members who arranged for 
such things were dismissed from their jobs [ 29 ]. Amidst public outcry and institu-
tional embarrassment over the charges, a large allocation of funds—$850,000 was 
provided to the Department of Charities and Corrections [ 30 ]. Throughout our 
nation’s history, journalists like Ms. Bly and Ms. Skloot have had the ability to help 
raise public awareness and bring important issues to the forefront of civic debate. 
When journalists report in a way that is inclusive of cultural sensitivity, the stories 
have the ability to transcend stereotypes and strike a chord even within the most 
skeptical of minds.  

    Case Study: Youth, Bullying and LGBTQ Issues 

 Students will hear anti-gay bullying or gender-based slurs up to 26 times per day at 
school [ 31 ]. This type of bullying affects not only those students who identify as 
lesbian, gay, bisexual, transgender, questioning or queer (LGBTQ) but also has an 
effect on all students. Being bullied on the basis of sexual orientation is a form of 
sexual harassment, according to Dr. Dorothy Espelage, a University of Illinois pro-
fessor [ 32 ]. Bullying creates an unsafe environment for children to learn and to 
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thrive in. Massachusetts, like many states, has witnessed the effects of bullying on 
school children. 

 In 2009, 11-year-old Carl Joseph Walker-Hoover hanged himself by an electrical 
cord in his Springfi eld, Massachusetts home while his mother cooked dinner [ 33 ]. 
The African-American preteen did not identify as LGBTQ, but was teased relent-
lessly by his peers at school being called gay or effeminate [ 34 ]. His mother worked 
to ensure that the school was aware of the bullying and joined the local Parent- 
Teacher Organization in an effort to put an end to it [ 35 ]. She was aware that her 
son’s behavior had changed and that he was getting into some trouble at school but 
did not anticipate that he would end his life [ 35 ]. Walker-Hoover’s suicide and youth 
bullying was covered in local, state, and national news [ 34 – 36 ]. In an effort to begin 
“…A national conversation on bullying,” Oprah Winfrey spoke with Carl’s mother, 
along with the parents of other bullied teens in May 2009, bringing in experts to help 
provide guidance to those students dealing with bullying in the classroom [ 32 ]. News 
coverage around bullying has raised awareness of the prevalence of anti-LGBTQ 
bullying in the schoolyard and online [ 37 ]. Ten or twenty years ago, it may have been 
hard to imagine a national dialogue around student safety and anti- LGBTQ bullying. 
Now, institutions like Michigan State University School of Journalism are taking the 
initiative to raise public awareness of bullying through news coverage projects and 
book authorship [ 38 ,  39 ]. CNN reporter, Anderson Cooper, who is openly gay, won 
an award from the National Gay and Lesbian Journalists Association in 2012 for his 
Anderson 360 series titled “Bullying: It Stops Here” [ 40 ]. With the increased atten-
tion and focus on the impact that bullying has on young people, legislators at state 
and national levels are closely examining what can be done to help reduce and elimi-
nate the sources of harm by making schools safer places. Massachusetts’ anti-bully-
ing legislation went into effect on May 3, 2010 [ 41 ].  

    Additional Modern Mental Health Coverage 
and Diversity in the News Media 

 The ways in which journalists frame the news is a critical component of how the 
stories will be understood by consumers. “Frames help us to make sense of our life 
experience—they are internal cognitive structures that allow us to locate, perceive, 
identify and label,” what we encounter [ 42 ]. An explanation applicable to the news 
is that a frame “is the way information is presented and organized in the media and 
interpreted by the individual,” [ 43 ]. A 2005 study of 70 major US newspapers found 
that 39% of the articles discussing mental illness focused on various frames around 
associating mental illness with the concept of dangerousness [ 44 ]. Studies have 
shown that people are infl uenced by what they read in the news and see on television 
and that depictions of mental illness as dangerous can increase the stigma associ-
ated with mental illness [ 45 ,  46 ]. If the largest single category of mental health news 
reporting is around telling stories that warn of danger of those with mental illness, 
how does this impact the 26% of stories that are related to treatment and recovery 
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from mental illness? [ 44 ] If the plurality of mental health articles focus on danger-
ousness, readers may be more likely to dismiss or disassociate from the more posi-
tive stories that focus on the benefi ts and options for treatment and recovery from 
mental illness [ 45 ,  46 ]. 

 Mental illness often comes up in the news as a possible explanation for or con-
tributing factor to a crime, such as gun violence or murder [ 47 ]. This type of cover-
age may lead people to believe that those living with mental illness should be 
avoided or marginalized. When looking to other Western nations, the picture does 
not get more positive—studies in Australia, New Zealand, the UK, Canada, and 
Germany have yielded similar fi ndings [ 45 ,  46 ,  48 – 50 ]. 

 There are few, if any, recent comprehensive studies that look at media coverage 
of mental health from a cultural sensitivity perspective, especially those done by 
journalism schools. Most of the studies performed in the early to mid-2000s on 
media and mental health appear in psychiatric and medical journals rather than in 
literature written by and for the academic journalism community. One may specu-
late that this is because journalism is frequently about interviewing and reporting on 
people and scholarly journals are often focused on rigorous academic topics and 
perhaps less concerned with individual stories. The mental health community rec-
ognizes that cultural awareness and sensitivity plays a role in an individual’s ability 
to seek treatment, and this frame could be useful to reporters who are covering 
mental health issues and stories for the news [ 51 ]. 

 Younger generations are identifying as multicultural and may be willing to be 
more expansive in their views of the world. College newspapers are willing to cover 
mental health issues and some have done so from a compassionate or thought- 
provoking perspective [ 52 ,  53 ]. One example is a thoughtful article published in  The 
Columbia Spectator  in 2009 that emphasizes the importance of cultural consider-
ations and the role they play in determining how and whether a person will choose 
to seek mental health treatment [ 53 ]. The article provides a diverse array of exam-
ples from a Somali immigrant’s family who had to consider stigma and supersti-
tious beliefs about mental illness when choosing to seek help for their autistic son. 
It also discusses a Jewish community’s practice to speak with a Rabbi about mental 
health issues before seeking a mental health practitioner’s help. Disparities in access 
to mental health services were also shown between Black and White populations 
[ 53 ]. Similar information has appeared in academic and medical journals before but 
those articles are less accessible to the general public. The Internet makes some free 
stories more available but many academic articles remain locked by pay-per-use 
fees.  The Columbia Spectator  serves thousands of students and community mem-
bers at several New York colleges and is also available online. Another article in the 
University of Connecticut’s newspaper explores themes of mental illness being 
sexualized or depicted in a glamorous way, particularly when involving female 
characters [ 52 ]. Though the readership of a college newspaper may be limited to the 
academic institution it serves and the surrounding community, it is encouraging to 
fi nd that journalists-in- training are willing to address subjects that they may have a 
greater challenge in covering post-university. 
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 “We have to get the word out that mental illness can be diagnosed and treated, 
and almost everyone suffering from mental illness can live normal lives,” is a quote 
attributable to Rosalynn Carter, one of the founders of The Carter Center. The Carter 
Center’s compelling motto is, “Waging Peace, Fighting Disease and Building Hope” 
[ 54 ]. In addition to the many mental health improvement initiatives it funds, The 
Carter Center also offers a fellowship program for journalists from around the world 
with the goal of helping improve the public’s understanding of mental health issues, 
reducing stigma and eliminating the discrimination towards people living with men-
tal health issues [ 54 ]. The fellowship has resulted in journalists having the fi nancial 
means to publish quality work on mental health issues [ 54 ]. 

  The New York Times  has a dedicated section on mental health that sets a strong 
standard other journalistic institutions could benefi t from considering. Their 
approach is distinctive because of its focus on people who are living with mental 
illness—and the emphasis is on living, not the mental illness [ 55 ]. In the recent  The 
New York Times  feature,  Lives Restored , stories of ordinary people with mental ill-
ness provide hope and inspiration for those living with mental illness, as well as 
offer an opportunity for readers to develop empathy and awareness. Two of the fi ve 
interactive stories featured as of this writing have been from people of color who 
have learned to deal with mental illness and live meaningful lives. Stories like these 
are helpful because they demonstrate that mental illness can affect anyone and that 
there are ways of coping that are positive and life affi rming, allowing those impacted 
by mental illness to have successful professional lives, families and contribute to 
society and their own sense of well-being. The interactive feature format allows 
readers to see footage of the people—putting a face on common mental health con-
cerns, hear the voices of diverse backgrounds and lives and read more extensively 
about each person’s story in a more traditional webpage article.  

    Cultural Sensitivity in News Reports of Suicide 

 A mental health topic that tends to receive strong coverage is suicide. When a celeb-
rity or professional athlete commits suicide, it makes front-page or headline news. 
There are differing opinions about how much information should be covered when 
a suicide has occurred [ 56 ]. Journalists are advised to be aware that news of suicides 
can inspire copycat behavior in others who are contemplating suicide and to avoid 
reporting that could be interpreted as romanticizing the behavior [ 56 ]. What is less 
known about these stories is to what extent the reporter covering them has taken 
cultural sensitivity into account. Suicide is a topic in some cultures that may not 
receive adequate attention because of personal or societal beliefs that either con-
done or condemn personal acts of suicide. Journalists may want to be sensitive to 
these cultural nuances and how they may affect the communities, families, and 
groups dealing with the aftermath of a suicide. Suicide carries with it great pain for 
the families and friends left behind, as well stigma that is pervasive in American 
society and many additional cultural backgrounds. President Obama recently ended 
the military’s practice of not sending condolence letters to the families of service 
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members who took their own lives, in part to “de-stigmatize the mental health costs 
of war to prevent these tragic deaths.” Some religions believe that suicide is immoral 
or an act against creation [ 57 ]. One study suggests this may have a benefi cial effect 
in the course of treating individuals with bipolar disorder due to the closer-knit reli-
gious communities helping individuals feel less isolated and more likely to seek 
help and support [ 57 ], though for individuals with other mental health issues, a 
moral or religious stigma may not be a helpful factor. For the surviving family mem-
bers of those who have lost loved ones to suicide, this type of stigma may prevent 
them from receiving the care they need to cope with their grief [ 58 ]. Some religions 
have changed their practice or doctrine around how to treat suicides and offer hope 
and help for families and friends by taking into account mental illness [ 58 ]. There 
has also been some journalistic effort to dispel the myth that African-Americans 
don’t commit suicide. Journalist Amy Alexander and Harvard Psychiatrist, Dr. Alan 
F. Poussaint co-wrote the book  Lay My Burden Down: Suicide and the Mental 
Health Crisis Among African-Americans  [ 59 ] in which they explore their respec-
tive, deeply personal experiences with family members who committed suicide, 
along with the broader cultural and societal factors that contribute to a disparity in 
mental health treatment for African-Americans. The book received broad coverage 
when it came out in 2001 with prominent features in  The New York Times  and 
 Washington Post  [ 60 ,  61 ]. Follow up stories on NPR and a blog for  The Clarion 
Ledger  newspaper leveraged Poussaint’s expertise [ 62 ,  63 ]. When Don Cornelius 
the creator of the popular 1970s show Soul Train committed suicide in 2012, the 
issue of African-American beliefs around suicide were raised once again, with 
Clarence Page, whose ex-wife had earlier taken her own life, stepping out with a 
call to “shatter the black suicide myth” [ 64 ]. 

 In both cases, the journalists’ willingness to share their personal stories brought 
attention to a mental health issue. This is precisely what happened with both Nellie 
Bly and Rebecca Skloot—where the individual journalists’ own reasons for report-
ing the news provided the foundation for elevating mental health issues to a place of 
greater public awareness. 

 There are ways for journalists to report with integrity and ethical standards that 
can also support broader cultural shifts. News reporting standards for journalists 
that include cultural sensitivity and awareness may lead to greater public awareness. 
The fi nal section of this chapter will explore ways that journalists can improve pro-
fessionally, as well as how mental health professionals can benefi t from or be a part 
of that process.  

    Opportunities to Improve Efforts Around Mental Health 
and Cultural Sensitivity in the Media 

 In Zanzibar, the Muslim community has a practice of helping people whom 
Westerners would diagnose as schizophrenic primarily through compassion, sup-
port, and inclusion [ 66 ]. Words of the  Qur’an  are written on the inside of their cups 
so they drink the words of healing [ 66 ]. The community believes in appeasing the 
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voices with dance and song as a means of healing, so the individual is exposed to art 
and activities with others that they would likely be excluded from if were they cop-
ing with schizophrenia in Western culture [ 66 ]. This story came from an academic 
journal, not a work of news journalism, yet it provides an intriguing model for the 
different ways journalists may want to choose to cover stories around mental health. 
One way to provide unique coverage to mental health professionals may be to look 
at the history, traditions, and cultures of people in and outside of the United States 
for insight and information. This approach could prove useful for mental health 
professionals, as well. What is acceptable by our larger society today was not neces-
sarily acceptable decades ago, nor is there any guarantee that what is acceptable 
today will be tomorrow. American culture is a melting pot of the indigenous peoples 
who originally lived here, along with the many peoples who have found refuge here 
throughout the centuries. Rather than dismiss different belief systems, journalists 
and mental health professionals may want to carefully seek to understand the alle-
gory, symbolism, and wisdom that each has to offer because this directly relates to 
our ability to effectively and accurately tell the stories of the people we represent. 
Through understanding the traditions, beliefs, and practices of different nations and 
cultures, journalists and mental health professionals may also fi nd practical and 
unexpected guidance on how to approach the topic of mental health more creatively 
and compassionately in the art of telling peoples’ stories or creating a nonjudgmen-
tal and inclusive environment for a client to tell his/her story. 

 Journalism schools need to take a greater role in teaching topics of diversity, 
cultural sensitivity, and mental health in their academic institutions and increase 
research in the industry to understand the news being produced. The availability of 
news via blogs and the Internet opens up so much potential for understanding and 
information sharing. Modern journalism research could uncover more promising 
data on the diversity of the profession. Research is also critical to inform educational 
practices and teaching needs that could translate well to the university classroom 
environment. Better research could lead to an increase in funding for fellowships or 
other educational initiatives that offer experiential-based learning opportunities for 
journalism students to get real-world reporting and editing exposure in a climate 
that enables them to incorporate cultural sensitivity in the newsroom. 

 Several journalism schools in the United States have formed ethics centers or 
programs of study, such as The University of Michigan, The University of Wisconsin 
and Santa Clara University. Cultural sensitivity may be a comfortable fi t within an 
ethical paradigm. If budding journalists have a greater understanding of the impor-
tance of cultural sensitivity, then this knowledge can be woven into the reporting 
they carry with them to internships and later, the professional arena. 

 More news organizations could take the approach of  The Dallas Morning News  
and extend opportunities to journalists of diverse backgrounds. Having a more 
diverse workforce alone will not necessarily improve the quality of coverage of 
mental health issues but it is a step in that direction. News organizations could 
amend their standards to be inclusive of cultural sensitivity and provide training to 
existing staff that emphasizes the importance of diversity in reporting as well as our 
global society. 

L.R. Ocasio and K. Weintraub
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 On an individual level, journalists may seek to partner more closely with mental 
health professionals to inform perspectives on a story. Scholars and physicians alike 
believe that integrating mental health professionals into journalism as experts or 
commentators could greatly improve the awareness that the journalist has on the 
particular mental health issue being covered but may extend to a more balanced 
story reaching the public, as well [ 67 ]. Greater collaboration and interaction between 
mental health professionals and journalists may help inspire the kind of personal 
passion necessary for helping elevate issues and stories to a larger audience. Mental 
health professionals’ input in the media may help reduce the stigma associated with 
mental illness and increase the data available to the public about options for 
treatment. 

 Concluding this chapter without a mention of a growing and controversial popu-
lation of reporters would overlook contributions that the populace can make to jour-
nalism, mental health, and cultural sensitivity. Ordinary citizens may help present 
creative ways to cover challenging topics something from which both journalists 
and mental health professionals can learn. Almost anyone can become a journalist 
today with the prevalence of and reliance on the Internet, social media, and blogs. 
With confi dentiality and protecting health information, mental health professionals 
can take their own initiative to share knowledge or expertise by starting online com-
munities, blogs or regularly contributing to local news media. 

 Performing a search on a mental health topic and the words “personal stories,” 
yields hundreds of thousands of results and that list is growing daily. With the 
experience of mental health issues touching such a large portion of the population, 
we can come to understand the faces and stories associated with mental illness 
through fi rst-hand accounts. This openness of the very people living and some-
times struggling with mental health issues may yield greater understanding, so that 
the level of tolerance and inclusiveness can increase. Voices that are not as promi-
nent in the news media, such as those of minorities can still be heard or read online. 
If people make a concerted effort to get to know their stories and bear witness to 
the uniqueness, beauty, and authenticity of cultural infl uences we become aware of 
the great capacity we human beings possess for healing and resiliency in many 
areas, including mental health. And it is precisely these stories—both from profes-
sional and amateur writers—that may provide the best lesson for mental health 
professionals. The personal testimonials and journalistic anecdotes are powerful 
because they tell stories of adversity, triumph, bravery, dedication, love, passion, 
and heroism. We are all wired to listen to and respond to stories, as academic 
research has repeatedly shown [ 68 ]. In one recent study, researchers at University 
of Massachusetts Medical School found that patients were more successful at con-
trolling their blood pressure if they heard stories of other people who had suc-
ceeded at the same thing—rather than reading a pamphlet telling them the proper 
steps to take [ 69 ]. (The study was later nominated by the Robert Wood Johnson 
Foundation as one of the 20 most infl uential research articles of 2011.) Ben S. 
Gerber, M.D., M.P.H., an associate professor of medicine at the University of 
Illinois at Chicago, believes stories can help medicine in at least four ways: (1) 
articles can provide basic information in a more compelling way than a brochure; 
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(2) stories can offer emotional support, showing the patient that they are not the 
only one with a particular problem; (3) stories can model behavior, such as sticking 
to an exercise program; (4) they can help people make decisions about which treat-
ment plan is best for them, by offering a nonmedical view of the pros and cons of 
a particular approach [ 68 ]. 

 Mental health professionals could use storytelling when prescribing treatment, 
for instance. Particularly for drug regimens that require some tinkering to get right, 
as with Attention Defi cit Hyperactivity Disorder, it could make a difference for a 
patient to hear how a previous patient persisted despite diffi culties until they reached 
an effective and helpful dose. For people with depression who are considering sui-
cide as their only escape from a miserable life, imagine the power of hearing from 
someone who was once in the same place but is now grateful to still be alive. Telling 
their story to a video camera or others coping with similar problems could also be 
cathartic for the patient. People with Obsessive Compulsive Disorder have been 
shown to improve when they can help others with the condition. Doing something 
for others and getting out of one’s own world can be extremely helpful to people 
with mental health conditions. 

 The stories of journalists like Rebecca Skloot, Amy Alexander, and Nellie Bly 
demonstrate the power of presenting news from a place of courage and integrity. 
Their willingness to expose serious issues contributed to gradual perceptual shifts in 
public awareness that had real effects on those living with mental illness. Journalism 
has many more opportunities for compassionate coverage and the authors hope that 
mental health professionals may be willing to contribute their expertise towards 
greater cultural understanding of mental health through news reporting and by 
inspiring patients to creatively share their stories in ways that can be healing and 
empowering.     
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  Glossary 

   Acculturation     ( Noun ) The cultural and psychological changes that occur after the 
exposure to contrasting cultures   

   Acupuncture     ( Noun ) A traditional Chinese healing technique that involves the 
stimulation of points on the body using needles that are then manipulated manu-
ally or by electrical stimulation   

   Adverse CHILDHOOD Experiences (ACES)     ( Noun ) Exposures in childhood 
that are deeply distressing or disturbing   

   Allele     ( Noun ) Different forms of a gene that may occur at a given place   
   Allopathic     ( Adjective ) An approach to treating disease with remedies that produce 

effects that are different from those caused by the disease   
   Amok     ( Noun ) Culture-bound syndrome seen in Southeast Asia; violent and 

aggressive episodic behavior without clear cause, mostly in males   
   Assimilation     ( Noun ) The process by which a minority group blends with a domi-

nant culture   
   Asylum seeker     ( Noun ) The term used to refer to a refugee prior to a request for 

refuge being accepted by the new country   
   Automatic processes     ( Noun ) Familiar actions or processes that require such little 

thought that they are completed in an almost unconscious manner   
   Aversive racism     ( Noun ) A social theory that suggests negative attitudes of racial/

ethnic minorities are perpetuated by an avoidance of contact with “outside” 
racial groups   

   Bedouin     ( Noun ) An Arab of any of the nomadic tribes of the Arabian, Syrian, 
Nubian, or Sahara deserts   

   Beck Depression Inventory     ( Noun ) Created by Aaron T. Beck, M.D., it is a 
21-question multiple-choice self-report inventory, one of the most widely used 
instruments for measuring the severity of depression. Its development marked 
a shift among health care professionals, who had until then viewed depression 
from a psychodynamic perspective, instead of it being rooted in the patient’s 
own thoughts. In its current version the questionnaire is designed for individuals 
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aged 13 and over, and is composed of items relating to symptoms of depression 
such as hopelessness and irritability, cognitions such as guilt or feelings of being 
punished, as well as physical symptoms such as fatigue, weight loss, and lack of 
interest in sex; (  http://en.wikipedia.org/wiki/Beck_Depression_Inventory    )   

   Bisexual     ( Adjective ) Sexually attracted to both men and women   
   Bouffees Delirantes      ( Noun ) A characteristic feature of West African psychiatry 

and an example of a culture-bound syndrome; a hallucinatory phenomena char-
acterized by a sudden, explosive episode   

   Burka     ( Noun ) A long loose garment covering the whole body and the face of a 
Muslim woman   

   Busing     ( Noun ) A program of forced transportation of students to schools in 
neighborhoods other than their own to reduce racial segregation of schools. This 
policy was used most extensively in the 1970s and 1980s   

   Cariño     ( Adjective ) Affectionate, terms of endearment         
   Cis- gendered         ( Adjective ) Individuals that have a gender identity that matches with 

gender assigned at birth   
   Chador     ( Noun ) Loose, usually black robe worn by Muslim women covering the 

body from head to toe but not necessarily the face   
   Chronic alcoholic hallucinosis     ( Noun ) Refers to a syndrome that individuals can 

get after 10+ years of drinking; patients with this syndrome typically have tis-
sue disease, are paranoid, hear vague hallucinations, and have insomnia, while 
maintaining interpersonal skills and a wide range of affect and insight   

   Clinical reasoning/decision making     ( Noun ) A clinician’s ability to gather patient 
information and make an informed decision based on symptoms and observations   

   Cognitive behavioral treatment (CBT)     ( Noun ) A form of treatment that focuses 
on examining the relationships between thoughts, feelings, and behaviors. 
The theory behind it is that by exploring patterns of thinking that lead to self-
destructive actions and the beliefs that direct these thoughts, one can modify 
patterns of thinking to improve coping   

   Cognitive dissonance     ( Noun ) Discomfort caused by experiencing confl icting cog-
nitions (i.e., ideas, beliefs, values, or emotions)   

   Cognitive schema     ( Noun ) The organization of knowledge about a particular con-
cept in the mind   

   Compounded community trauma     ( Noun ) The witnessing of violence inside 
one’s home and community   

   Controlled processes     ( Noun ) Actions or tasks that require mental consciousness 
and attention   

   Cultural broker     ( Noun ) An individual who serves as a bridge or facilitator 
between groups or persons of different cultural backgrounds for the purpose of 
reducing confl ict or producing change   

   Cultural competence     ( Noun ) The ability to understand, communicate with, and 
effectively interact with people across cultures; “the way we integrate cultural 
awareness or transform it into a set of congruent behaviors, attitudes, and poli-
cies”; implies an acquirable set of skills   

Glossary
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   Cultural sensitivity     ( Noun ) Awareness of similarities and differences caused by 
culture that may infl uence values, learning, or behavior; requires life-long, adap-
tive learning to pursue cultural sensitivity   

   Culture     ( Noun ) (a) The beliefs, customs, practices, and social behavior of a par-
ticular nation or group of people, (b) a group of people whose shared beliefs and 
practices identify the particular place, class, or time to which they belong, (c) a 
particular set of attitudes that characterizes a group of people   

   Culture-bound syndrome     ( Noun ) Indigenous traditional ways for various cul-
tural, racial, and ethnic groups to express psychological distress and other forms 
of emotion   

   Dhat     ( Noun ) Culture-bound syndrome seen in South Asia; anxiety about discol-
ored or lost semen   

   Dichos     ( Noun ) Proverbs or sayings in Latino culture   
   Dichotomous thinking     ( Noun ) Often called “all or none thinking” or “black and 

white thinking” this form of thinking is one in which a person splits things into 
polarized opposites rather than recognizing a spectrum of differences. An exam-
ple would be a person who thinks of all workers over age 65 as being unable to 
learn new technology concepts   

   Dissonant acculturation     ( Noun ) Refers to when a group immigrates to a new cul-
ture, and changes that culture to be more like their own rather than taking on the 
new culture   

   Diversity     ( Noun ) A term that refers to the characteristics that differentiate one spe-
cies, substance, idea, or “thing” from another. It also refers to a philosophy of 
respect for uniqueness and inclusion of difference   

   Diversity Dialogue     ( Noun ) A semi-structured 3-h cultural sensitivity workshop 
developed in 2010 by the Center for Diversity, Department of Psychiatry, 
Massachusetts General Hospital (MGH) which uses group interactive processes 
to explore diversity issues   

   Drapetomania     ( Noun ) One of two slave-specifi c disorders proposed by Samuel 
A. Cartwright in 1851; refers to the “disorder” characterized by slaves running 
away and seeking freedom   

   Dysaethesia Aethopica     ( Noun ) The second of two slave-specifi c disorders pro-
posed by Samuel A. Cartwright in 1851; refers to the “disorder” characterized by 
laziness as a result of skin insensitivity   

   Emigration     ( Noun ) Refers to the act and the phenomenon of leaving one’s native 
country to settle in another country   

   Enculturation     ( Noun ) The process of adjusting to a surrounding culture by learn-
ing the values and behaviors of that culture   

   Engagement Interview Protocol (EIP)     ( Noun ) A semi-structured instrument that 
integrates patients’ illness beliefs in psychiatric assessments   

   Ethnicity     ( Noun ) The state of belonging to a group with a common set of tradi-
tions, either cultural or national   

   Evil eye (ayn al-hasud, in Arabic)     ( Noun ) A look of envy or dislike believed by 
many cultures to cause injury or bad luck to the targeted individual   

Glossary
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   Explanatory Model Interview Catalogue (EMIC)     ( Noun ) A standardized instru-
ment for studying illness beliefs   

   Externalized oppression     ( Noun ) The unjust exercise of power over a group or 
individual by another   

   Familismo     ( Noun ) A family interdependence and loyalty, which reinforces coop-
eration over competition and expects the needs of the individual to be subordi-
nate to the need of the family in Latino culture   

   Fatalismo     ( Noun ) Refers to a general belief that the course of fate cannot be 
changed and that life events are beyond one’s control   

   Filial piety     ( Noun ) A virtue of respect, in Chinese culture, for one’s parents and 
ancestors   

   Gay     ( Adjective ) Relating to the homosexuality of a person   
   Gender     ( Noun ) Refers to the behavioral, cultural, or psychological traits typically 

associated with a certain biological sex or identity   
   Gender-based discrimination     ( Noun ) The unfair treatment of a person based on 

his or her gender   
   Gender constancy     ( Noun ) A child’s realization that gender is fi xed and does not 

change over time   
   Gender dysphoria     ( Noun ) Refers to dissatisfaction with one’s prescribed sex or 

gender expectations   
   Genetic polymorphism     ( Noun ) Existence of a gene in several allelic forms   
   Genderqueer     ( Adjective ) A catch-all term encompassing any gender category 

other than man or woman   
   Global assessment of functioning (GAF)     ( Noun ) A numeric scale (0–100) used 

by mental health clinicians and physicians to rate subjectively the social, occupa-
tional, and psychological functioning of adults, e.g., how well or adaptively one 
is meeting various problems-in-living. The scale is presented in the DSM-IV- TR 
but is not included in the DSM-V. The score is often given as a range   

   Hadith     ( Noun ) Reports of statements or actions of the prophet Muhammad   
   Hajj     ( Noun ) Pilgrimage to Mecca, one of the fi ve requirements of Islam   
   Hajjab     ( Noun ) An amulet produced by the traditional Arab male healer for the 

individual to wear on body to divert evil spirits   
   Haram     ( Adjective ) Religiously forbidden   
   Harvard Trauma Questionnaire (HTQ)  (Mollica et al. 1996)    ( Noun ) Refers to a 

questionnaire, the current versions of which have three parts: Part I: 46–82 trau-
matic events (Yes/No response), Part II: open-ended description of the traumatic 
events, Part III: questions regarding head injury, Part IV: 30 trauma questions, 16 
of these were derived from the DSM-IIR/DSM-IV; four-point Likert scale (“not at 
all” to “extremely”). The HTQ is very adaptable; six versions have been devel-
oped for various populations including Southeast Asian refugees, Iranian refu-
gees (Shoeb et al. 2007), and Somali refugees (Bhui et al. 2003). Adaptations of 
the HTQ are made to fi t the cultural and historical characteristics of the cultural 
group it is intended for   

   Health disparities     ( Noun ) Differences in the burden of disease, injury, violence, 
or opportunities to achieve optimal health that are experienced by socially disad-
vantaged populations   
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   Hijra     ( Noun ) Refers to the fl ight of the Islamic prophet Muhammad from Mecca 
to Medina   

   Hijab     ( Noun ) The headscarf worn by Muslim women, including at times a veil that 
covers the face except for the eyes   

   Hmong     ( Noun ) Members of an Asian ethnic group from mountain areas of China, 
Laos, Thailand, and Vietnam   

   Hopkins Symptom Checklist (HSCL)     ( Noun ) A 25-item self-report inventory 
that measures anxiety and depressive symptomatology and includes an anxiety 
subscale and a depression subscale; the HSCL has been used with various popu-
lations, including Somali, Vietnamese, Serbo-Croatian, and Sierra Leonean refu-
gees (Fox and Tang 2000; Stutters and Ligon 2001). It is demonstrated to be a 
reliable and valid measure of anxiety and depression in Southeast Asian refugees 
(Mollica et al. 1987). Test- reliability was 0.89 for the total score and 0.82 for the 
anxiety and depression subscales   

   Human Potential Movement (HPM)     ( Noun ) A descendent of humanistic psy-
chology and precursor of New Age pop psychology the HPM fl ourished at Esalen 
California in the 1960s. Devotees focused on their belief in the inner potential of 
humans and that releasing this potential would lead to fulfi llment and creativity   

   Hwa - byung     ( Noun ) A culture-bound syndrome seen in Korea; related to suppres-
sion of anger, insomnia, fatigue, panic, pain, GI distress, and fear of death   

   Idioms of distress     ( Noun ) Ways that people cope, be it constructive or destructive, 
with their pain or struggle; alternatives in the expression of psychosocial distress   

   Imam     ( Noun ) Islamic clergy man who leads sermon and the prayer service in the 
mosque on Friday   

   Immigrant paradox     ( Noun ) Refers to the fi nding that the less acculturated an 
immigrant is, the better their mental health tends to be   

   Immigration     ( Noun ) The action of coming to live permanently in a foreign country   
   Impact of Event Scale (IES-R)  (Weiss and Marmar 1996)    ( Noun ) (follow-

ing taken from:   http://www.ptsd.va.gov/professional/pages/assessments/ies-r.
asp    ) The IES-R is a 22-item self-report measure that assesses subjective dis-
tress caused by traumatic events. It is a revised version of the older version, the 
15-item IES (Horowitz et al. 1979). The IES-R contains seven additional items 
related to the hyperarousal symptoms of PTSD, which were not included in the 
original IES. Items correspond directly to 14 of the 17 DSM-IV symptoms of 
PTSD. Respondents are asked to identify a specifi c stressful life event and then 
indicate how much they were distressed or bothered during the past 7 days by 
each “diffi culty” listed. Items are rated on a 5-point scale ranging from 0 (“not 
at all”) to 4 (“extremely”). The IES-R yields a total score (ranging from 0 to 
88) and subscale scores can also be calculated for the Intrusion, Avoidance, and 
Hyperarousal subscales. The authors recommend using means instead of raw 
sums for each of these subscale scores to allow comparison with scores from 
the Symptom Checklist 90—Revised (SCL-90-R; Derogatis 1994). In general, 
the IES-R (and IES) is not used to diagnosis PTSD; however, cutoff scores for 
a preliminary diagnosis of PTSD have been cited in the literature. Versions: 
The 15-item IES is the original scale, but is missing hyperarousal symptoms 
(Horowitz et al. 1979)   
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   Implicit Association Test     ( Noun ) A test that assesses “implicit social cognition—
thoughts and feelings outside of conscious awareness and control” that impact 
our attitudes towards others who are different from us; developed by research 
scientists interested in educating the public on unconscious biases   

   Internalized oppression     ( Noun ) The process by which an individual or a group 
accepts stereotypes and subsequently feels powerless to change them   

   Internally displaced     ( Adjective ) A term used to describe individuals who have 
been forcibly displaced but have not crossed an international boundary. The 
UNHCR provides protection and/or assistance to confl ict-generated displaced 
persons   

   Insha’ Allah     ( Noun ) Arabic term meaning “by God willing”   
   Isolated sleep paralysis     ( Noun ) A culture-bound syndrome referring to a state 

experience while awakening or falling asleep, characterized by an inability to 
move although being wide awake; also referred to as “the witch is riding you” 
and “the haint is on you”   

   Katib     ( Noun ) Typically male healer who creates amulets for the patients to wear 
on their body to protect from evil spirits and illness   

   Koro     ( Noun ) Culture- bound syndrome seen in Southeast Asia, South Asia, and 
China; sudden fear of genital retraction into the body and death from anxiety or 
paranoia   

   Latah     ( Noun ) Culture-bound syndrome seen in Southeast Asia, particularly in 
Malaysia, Thailand, Japan, and the Philippines; extreme sensitivity to fright with 
dissociative or trance-like behavior   

   Latent content     ( Noun ) The unconscious, true meaning or a symbolic representation   
   Lesbian     ( Noun ) A homosexual woman   
   LGBTQ     ( Noun or Adjective ) Acronym standing for “lesbian, gay, bisexual, trans-

gendered, queer and questioning”   
   Liberatory education     ( Noun ) An educational model in which students are urged 

to critically evaluate their attitudes and beliefs through dialogue to raise con-
sciousness of attitudes that conform to the dominant group and are accepted as 
taken-for-granted to reach deeper awareness of less mainstream but more per-
sonally held thoughts. This model was developed by Paolo Friere in Brazil in 
the 1960s   

   Majnun (pronounced “Muhj-noon”)     ( Adjective ) Literally translating to “crazy” 
in Arabic, a demeaning term associated with signifi cant stigma, sometimes used 
to describe an individual with a psychological illness   

   Manifest content     ( Noun ) The elements of an abstract representation (i.e., a dream)   
   McCarthyism     ( Noun ) A policy of accusing people of being disloyal or treasonous 

despite lack of evidence. This term originated in the 1950s during US House of 
Representative hearings on Americans accused of belonging to the Communist Party   

   Microaggression     ( Noun ) A term fi rst coined by Chester Pierce MD in the 1970s 
referring to “subtle, stunning, often nonverbal exchanges which are put-downs”   

   Mindfulness     ( Noun ) A practice of being more present and aware of a given situ-
ation, attending to details and intricacies that could contribute to a better under-
standing of a patient   
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   Moalj Belkoran     ( Noun ) Traditional male Qura’nic healer using Islamic scriptures 
to divert evil spirits   

   Mosque (in Arabic Masjid)     ( Noun ) The Islamic house of worship equivalent to a 
synagogue or church   

   Multiple minority     ( Noun ) Refers to an individual who carries minority status in 
two or more sociocultural realms, such as race, ethnicity, gender, and socioeco-
nomic status among others   

   Muslim     ( Noun ) A follower of the religion of Islam   
   Neurasthenia     ( Noun ) Culture-bound syndrome seen in China; physical, mental 

fatigue and dizziness, headaches, sleep problems, problems with memory, and 
GI distress   

   Orientalism     ( Noun ) Traditionally, a term for the study of Middle Eastern and 
Asian culture. Since Edward Said published his book “Orientalism” in 1978 this 
term has also been used to denote the practice of Western people representing 
Eastern culture in ways that enhance the perception of the West as being more 
powerful and desirable   

   PAD     ( Adjective ) Acronym for People of African Descent in America   
   PERCEPTS     ( Noun ) An acronym for illness belief questions; What is the  P roblem 

which bothers you?, What is its  E tiology?, What do you think is a good  R emedy?, 
What do you  C all the problem?, What are its  E ffects on you?, How much are you 
 P erturbed by the problem?, What do you think  T riggered the problem?, and How 
 S evere is the problem?   

   Personalismo     ( Noun ) A doctrine emphasizing the signifi cance, uniqueness, and 
inviolability of personality; personhood   

   Persons of concern     ( Noun ) Individuals who do not fall into the previous catego-
ries but to whom the UNHCR provides protection and/or assistance based on 
humanitarian or other special grounds   

   Pharmacogenomics     ( Noun ) The use of a patient’s genetic profi le to identify the 
medications with the highest probability of producing a desirable response with 
the fewest number of side effects   

   Polyamorous     ( Adjective ) Pertaining to the participation or involvement in mul-
tiple, simultaneous loving or sexual relationships   

   Posttraumatic Symptom Scale-30 (PTSD-RI)  (Pynoos et al. 1998)    ( Noun ) The 
PTSD-RI is a 22-item evaluator-administered paper and pencil youth self-report 
instrument designed to assess PTSD symptoms among adolescents who have 
experienced traumatic events. Items are rated on a 5-point frequency scale. The 
UCLA PTSD Index yields an overall PTSD severity score, as well as PTSD 
severity subscales for symptoms of reexperiencing, avoidance, and increased 
arousal. The instrument demonstrates strong convergent validity, 0.70 in com-
parison with the PTSD Module of the Schedule for Affective Disorders and 
Schizophrenia for School-Age Children, Epidemiologic version, and 0.82 with 
the Child and Adolescent Version of the Clinician-administered PTSD Scale 
(Rodriguez et al. 1999, 2001). Alpha coeffi cients have demonstrated high inter-
nal consistency (0.90) (Roussos et al. 2004; Layne et al. 2001), and test–retest 
reliability has ranged from good to excellent (Pynoos et al. 1987)   
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   Priming mechanisms     ( Noun ) The effect present when one has been exposed to a 
stimulus, which infl uences the response to that same stimulus at a separate time   

   Prophet Mohammad (properly “Muhammad”)     ( Noun ) The prophet of Islam   
   Psychoeducation     ( Noun ) The education offered to people who have, or have to 

deal with, a mental health condition or psychological  disturbance         
   Qi -gong- induced       psychosis     ( Noun ) Culture-bound syndrome seen in China; epi-

sodic psychotic or dissociative reaction after improper practice of Qi-Gong   
   Qur’an (also Koran)     ( Noun ) The Holy book of Islam   
   Race     ( Noun ) A division of the human population based on geography and geneti-

cally transferred physical characteristics   
   Refugee     ( Noun ) One who fl ees from one’s country of origin to escape persecution 

or danger   
   Santeria     ( Noun ) A folk religion in which Yoruba deities originally from Africa are 

identifi ed with Catholic saints   
   Sex     ( Noun ) Refers to the biological distinction between males and females, 

typically   
   Sexual identity     ( Noun ) Refers to how a person labels his or her sexuality; repre-

sents an amalgam of one’s sexual feelings, attraction, behaviors, and romantic 
relationships   

   Shaman     ( Noun ) A holy man or woman who uses magic for healing, communicat-
ing with spirits, and other spiritual acts   

   Situational awareness     ( Noun ) The ability of maintaining mindfulness of one’s 
own biases and of the cues and behavior of a patient in order to best facilitate 
culturally competent communication   

   Social constructionism     ( Noun ) Theory that aids in understanding how social phe-
nomena become socially accepted norms or part of a social context   

   Stereotype     ( Noun ) A fi xed, overgeneralized belief about a particular group or class 
of people   

   Stigma     ( Noun ) A mark of shame or disgrace placed upon a group by society which 
may lead to expectations of rejection and discrimination             

   Tai - Chi     ( Noun ) A Chinese practice of slow, deliberate physical movements for 
health, balance, and relaxation purposes   

   Taijin Kyofusho     ( Noun ) Culture-bound syndrome seen in Japan and Korea; 
intense fear that one’s physical features, smell, or behavior is displeasing or 
offensive to others   

   Title IX     ( Noun ) The popular name for the Education Amendments of 1972 (20 
U.S.C. Sections 1681–1688) prohibiting discrimination on the basis of sex in any 
education program or activity receiving Federal fi nancial assistance   

   Torture     ( Noun ) The act or practice of infl icting severe pain on someone as a pun-
ishment or in order to coerce prisoners into doing something   

   Transcultural nursing     ( Noun ) A tradition of academic study within nursing that 
focuses on the study of cultural issues within groups to aid in the understanding 
and care of the patient. Madeleine Leininger is recognized as having founded 
transcultural nursing during the 1960s   

   Transgender     ( Adjective ) Identifi ed with a gender other than the biological one   
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   Transsexual     ( Adjective ) Describes a person who identifi es his or herself with the 
opposite sex, such that he or she would like to become that sex through identity 
or sex change   

   Triple loop learning     ( Noun ) Also called transformational learning; often used in 
business settings, from a schema developed by Robert Hargrove in the 1995. This 
form of learning leads to increased self-awareness and alteration of perspectives         

   Two- spirit         ( Noun ) Refers to an individual in the American Indian culture, who is 
either biologically male and fulfi lling the social role of a woman or biologically 
female and fulfi lling the social roles of a man   

   Unconscious bias     ( Noun ) Infl uence on one’s thoughts, feelings, or actions without 
conscious attention given to that infl uence   

   War Trauma Screening Scale (WTSS)  (Layne et al. 1999)    ( Noun ) A self-report 
checklist of exposure to violence and adversity. Out of the original 72 items, 26 
of the items most relevant for use with Somali participants were selected. The 
original 11 categories of traumatic experience were preserved by including at 
least one item from each. Direct physical abuse, contact with danger, witnessing 
violence, physical threats, deaths, harm to loved ones, material loss, displace-
ment, threat to loved ones, separations from loved ones, extreme deprivation and 
hardship, and involvement in hostilities. For the purposes of this study we cre-
ated two summary variables. One variable assessed overall exposure to violence, 
loss, and stress (hereafter referred to as “stress”) by summing across all items, 
and a second variable specifi cally assessed direct physical trauma by summing 
two items that queried whether the respondent had personally experienced physi-
cal assault and/or serious injury (hereafter referred to as “trauma”). The Somali 
WTSS version has demonstrated strong internal consistency among Somali 
youth (Ellis et al. 2008)         
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