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Charmi Patel & Andres Pumariega

Working Effectively with 
Interpreters



Interpreter

• One who enables cross-cultural communication of words, 
ideas and concepts between two languages

• Literacy and verbal proficiency in two or more languages

• Understanding of the involved cultures

• Understanding of the rules and ethics involved in the medical, 
and more specifically the psychiatric, field  

• Adapted from Charmi Patel, M.D.



Background

• Americans with limited English proficiency (LEP)
(U.S. Census Bureau)
– 1990: 14 million
– 2000: 21.4 million
– 2010: 28.4 million (projection)

• Spanish speakers comprise 64% of those with LEP
• American Sign Language is the 4th most common language in the 

United States
• Title VI of the Civil Rights Act of 1964

– Establishes need for professional healthcare interpreters to ensure 
meaningful access to healthcare for LEP patients

• Adapted from Charmi Patel, M.D.



Systemic Review

• The Impact of Medical Interpreter Services on the 
Quality of Health Care: A Systemic Review. 2005

• 5 database searches → 2,640 citations → 36 
articles

• 3 general categories were examined:

– Communication issues

– Patient satisfaction with care

– Processes, outcomes, complications and use of health 
services

• Adapted from Charmi Patel, M.D.



Consequences of Language Barriers

 Lower likelihood of having a usual source of 
medical care and preventative services

 Impaired health status
 Poorer understanding of diagnosis and treatment
Higher resource utilization for diagnostic testing
 Increased risk of drug complications
Greater likelihood of a diagnosis of more severe 

psychopathology
Greater likelihood of leaving the hospital AMA 

among psychiatric patients
 Adapted from Charmi Patel, M.D.



Problems with Ad Hoc Interpreting

 Incomplete translation
 Omissions, additions, substitutions, condensations

 Answering for the patient
 Volunteering own opinion
 Minimizing or emphasizing pathology
 Avoidance of certain topics
 Significant boundary concerns if child used as 

interpreter for parent

Can lead to clinical consequences….
- Adapted from Charmi Patel, M.D.



Consequences of Ad Hoc Interpreting

• Poorer understanding of patient’s symptoms

• More medical tests and higher test costs

• Increased risk of hospitalization

• Poorer understanding of diagnosis and 
treatment

• Difficulty obtaining informed consent

• Incorrect medication instructions
• Adapted from Charmi Patel, M.D.



Interpreter Training

• General Interpreter Certification:
– State exam
– Written and oral portions

• Medical Interpreter Certification:
– Separate certification exam

• ASL has separate Mental Health Interpreting 
Certification

• Not all languages are certifiable
• In 2006 there were 41,000 certified interpreters 

in the United States
• Adapted from Charmi Patel, M.D.



Interpreter has 4 Primary Roles

• Message Converter

• Message Clarifier

• Cultural Clarifier

• Patient Advocate

• from Charmi Patel, M.D.



Ethical Principles

• Confidentiality 

• Impartiality

• Respect for individuals and their communities

• Professionalism and Integrity

• Accuracy and Completeness

• Cultural Responsiveness

• from Charmi Patel, M.D.



Other Important Issues

• Punctuality

• Written consent from involved party

• Avoidance of alterations to communication

• Awareness of limitations

• from Charmi Patel, M.D.



Are Interpreters Helpful?

• Study:  USC Dept of Psychiatry

• Resident therapists conducting an initial 
interview  with Latino patients with and without 
interpreters

• Therapists interviewing with an interpreter 
thought patients felt less understood and less 
helped and did not want to return

• Patients interviewed with interpreters felt 
understood and helped and wanted to return

• from Charmi Patel, M.D.

Kline, Frank M.D. "The Misunderstood Spanish-Speaking Patient", Am J Psychiatry 137:12, December 1980



Limitations

 Disconnect between verbal and nonverbal 
communication

 Difficulty completing mental status exam
 Difficulty in assessing patient’s motivation and 

ambivalence
 Interpreter may (inadvertently) normalize patient’s 

pathological symptoms
 Longer appointments
 Clinician may be less engaged with the patient
 Decreased sense of privacy between patient and 

provider
 from Charmi Patel, M.D.



Benefits

 Patients are more engaged and comfortable

 Patients feel better understood and more helped

 Provider has better understanding of patient’s 
concerns

More accurate diagnosis and treatment

Decrease in medical errors

Allows for more culturally diverse access to 
medical treatment

 from Charmi Patel, M.D.



Summary – use of interpreters

• Linguistic Support
– Critical importance of language

• Establishment of alliance/ relationship/ adherence

• Establishment of urgency

• Accurate communication of symptoms 

• Accurate communication of treatment recommendations

• Patient education about illness and treatment

• Failure leads to errors, misalliance, bad outcomes

– Critical elements in interpretation
• Knowledge of language

• Knowledge of culture (idioms, non-verbals, etc.)

• Knowledge of content matter 

• Objectivity (problem with relatives)

• NEVER use children/ youth (roles, boundaries)

Pumariega



Please use slides specific to your 
hospitals/clinics regarding access to 
interpreters here
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DISPARITIES



Potential Sources of Racial and Ethnic Healthcare 
Disparities – Healthcare Systems-level Factors

◼ Cultural and linguistic barriers – many non-English speaking 
patients report having difficulty accessing appropriate 
translation services

◼ Lack of stable relationships with primary care providers –
minority patients, even when insured at the same level as 
whites, are more likely to receive care in emergency rooms and 
have less access to private physicians

◼ Financial incentives to limit services – may disproportionately 
and negatively affect minorities

◼ “Fragmentation” of healthcare financing and delivery



Disparities in the Clinical Encounter: The Core 
Paradox

• Possibilities examined: bias (prejudice), 
uncertainty, stereotyping
– Bias – no evidence suggests that providers are 

more likely than the general public to express 
biases, but some evidence suggests that 
unconscious biases may exist

– Uncertainty – plausible, particularly when 
providers treat patients that are dissimilar in 
cultural or linguistic background

– Stereotyping – evidence suggests that 
physicians, like everyone else, use these 
‘cognitive shortcuts’



Evidence for Physician Biases and Stereotypes 
Influencing the Clinical Encounter

◼van Ryn and Burke (2000) –

◼Study conducted in actual clinical settings

◼Physicians more likely to ascribe negative racial 
stereotypes to their minority patients.

◼Stereotypes were ascribed to patients even when 
differences in minority and non-minority patients’ 
education, income, and personality characteristics were 
considered.

◼Finucane and Carrese (1990) -

◼Physicians more likely to make negative comments 
when discussing minority patients’ cases.



Evidence for Physician Biases and Stereotypes 
Influencing the Clinical Encounter (cont’d)

◼Rathore et al. (2000)

◼Medical students were more likely to evaluate a white 
male “patient” with symptoms of cardiac disease as having 
“definite” or “probable” angina, relative to a black female 
“patient” with objectively similar symptoms.

◼Abreu (1999) 

◼Mental health professionals and trainees more likely to 
evaluate hypothetical patient more negatively after being 
“primed” with words associated with African American 
stereotypes.



Mental Health Disparities Faced by 
Minority/ Diverse Youth

• Misdiagnosis

• Increasing rates of psychopathology

• Lack of access to community-based mental health 
services

• Lack of access to evidence-based treatments 
(psychotherapy, pharmacotherapy)

• Psychosocial risks and morbidities



Misdiagnosis

• Fabrega, Ulrich, & Mezzich (1994): Over-diagnosis of conduct disorder in 
African-American youth.

• Kilgus, Pumariega, & Cuffe (1995): Under-diagnosis of depressive/ anxiety and 
personality disorders and over-diagnosis of psychosis and SA in African-
American youth.

• Hong, Pumariega, & Licata (1999)
– Over-diagnosis of conduct disorder and psychosis and under-diagnosis of 

mood/anxiety  and substance abuse disorders in African-Americans
– Regional diagnostic differences per population make-up

• Stevens, Harman, & Kelleher (2004): Underdiagnosis of ADHD in Latino 
children.

• Glover, Pumariega et al. (1998), Pina & Silverman (2004): Higher rates and 
differential expression of anxiety symptoms in Latino youth

• Yeh, et al. (2002): Study of 3,962 youth in San Diego Co. MH system
– Af-Am more dx with V code, less dx with mood disorder;   
– APIA’a more dx with V code and less dx with ADHD; 
– Latinos more dx with adjustment disorders, anxiety disorders, and psychotic 

disorders and less dx with ADHD than Whites. 
– No significant racial/ ethnic diff for CD, impulse control d/o, SUD.

• Malgady & Constantino (1998): Language in evaluation leads to differences in 
diagnosis in Hispanics, even in bilingual patients. 



Lack of Access to MH Services

– Bui & Takeuchi (1992): LA County Medicaid; Latino children had low use of outpatient MH 
services (36% of cases, 42% of population). 

– Cuffe, Pumariega, & Garrison (1995): Lower treatment for African-American youth in 
community study of depression.

– Lahey et al. (1996): MECA study; diagnosed Puerto Rican youth used MH services less (20 %) 
than youth at other sites (37-44%). 

– Cunningham & Freiman (1996): National Medical Expenditure Survey, Af-Am children less 
likely have MH outpatient visits than whites

– Shaffer et al. (1996): African-Am. youth show higher unmet MH needs. 
– Costello et al (1997): Great Smoky Mt study; African-Am and American Indian children 

under-utilized community MH services (more JJ & inpt.)  
– Zahner & Daskalakis (1997): African-American children less likely to receive MH treatment 

by specialists, by medical personnel, and in schools.  
– Pumariega et al. (1999): Texas; Latino youth used signif. fewer counseling visits  than whites 

and Af-Am. Recent immigrants used fewest services. 
– Chabra et al. (1999): African-American youth lower inpatient use, insurance factor.
– Novins et al (1999; 2000): Plain Indians; Am Indian children seen school services and 

juvenile detention; few through MH services.  
– Juszczak, Melinkovich, Kaplan (2003): Latino youth used fewer mean visits in school health 

centers than African-Americans, whites used least. 
– Studies showing lower utilization of MH services by Russian, Bosnian, SE Asian immigrants 

(Hsu, Davies, & Hansen, 2004; Weine, et al, 2000; Chao, Jaffe, & Choi, 1999)



Lack of Access to Community-Based MH 
Services

• Yeh et al. (2002): 3,962 youth in San Diego Co. examined 
referral patterns and services in outpatient MH
– Referral patterns: African-Am less likely referred from schools, more likely 

referred by CW; APIA‘s more likely referred by CW, Latinos more likely referred 
by family and less likely referred by MH agency. No signif. diff. in crisis and 
medical facility referrals. 

– Service type: Af-Am less likely than NHW’s to receive Spec Ed Linked MH 
Assessment (SELMHAs) or day tx but more likely to receive outpatient 
institutional services (in conjuction with CW placements); APIA’s less likely to 
receive SELMHAs; Latinos more likely to receive outpatient clinic services but 
less likely to receive SELMHAs or day treatment. No signif. diff. for crisis, case 
management, intensive CM. 

– Latino utilization of outpatient services in San Diego County aided by ethnic-
specific Latino outpatient services- supports use of such services. However, 
under-represented in other services (school MH services for SED, day tx., school 
referrals/ SELMHAs).   



Lack of Access to Evidence-Based Treatments

• Zito et al. (1997): African-American children and youth 
receive less pharmacotherapy for ADHD than whites.

• Martin et al. (2003); Snowden, Cuellar, & Libby (2003); 
Leslie et al. (2003): Lower rates of prescribing 
psychotropics for Latino and African-American youth 
versus Caucasians 

• African-American less likely to receive guidelines-based 
treatment (Wang et al., 2000; Young et al., 2001), or SSRI’s 
or any antidepressant when depression diagnosed (Malfi, 
et al., 2000), but receive higher dose of antipsychotics 
than whites (Walkup, et al., 2000) in spite of lower 
metabolism and higher risk for EPS.



Attitudes To/ From MH System

• Sussman et al. (1987): 2.5 more African-Americans feared MH 
system than whites. 

• Bussing et al. (1998): Af-Am parents less likely to describe child’s 
problems using medical labels and more likely to expect short term 
course of treatment than whites.

• Pottick &  Davis (2001): 102 mothers of inner-city youths with MH 
problems and their 38 clinicians (aged 25-53). Greater causal 
responsibility was attributed to mothers by professionals than by 
mothers, while agreed on children's responsibility. Mothers 
considered more community resources for solutions than clinicians. 

• Yeh, et al. (2003): Latinos and other minority youth showed higher 
levels of unmet MH needs than whites, but parents of minority 
youth endorsed fewer barriers to care. Possibly related to culture 
influencing perceptions of barriers.



Diversion to Child Welfare System

• Halfon et al. (1992): CW system major gatekeeper for MH services for 
Af-Am youth; Af-Am children served in RTC’s (Firestone, 1990) and 
referred to public MH services primarily by child welfare (Bui & 
Takeuchi, 1992; McCabe et al., 1999)

• Pumariega, Johnson, Sheridan, & Cuffe (1994): High percentage of 
African-American in residential homes for children in Child Welfare, 
high prevalence of depressive and substance abuse symptoms.

• Garland et al. (1998): Rep. CW sample; 42% of children meeting DSM 
criteria; 45% of children in CW African-Am (DHHS, 1999)

• Cross et al. (2000): Up to 25 to 30 % of Am Indian children removed 
from their families in past with major MH consequences to adults 
(Nelson et al., 1996; Roll, 1998); led to Indian Child Welfare Act (1978) 
and subsequent reductions.

• Sheppard & Benjamin-Coleman (2001): 2,803 Black and White youth 
in MH system. Controlling for SES and presenting problems, Blacks 
over-rep. in detention and foster care, Whites over-rep.in psych. hosp.



Diversion to Juvenile Justice System

– Duclos (1988): American Indian youth detainees; 49% with > 1 e MH or SA 
disorder; 12.7% had 2+ disorders; 8.7% had 3+. Most  common dx:  SUD (38%), CD 
(16.7%), and MDD (10%). Females higher rates of dx. 

– VanderStoep, Evens, & Taub (1997): High risk of referral of Latino youth to juvenile 
authorities for behavioral difficulties.

– Shelton (2001; Maryland JJ System): Used DISC plus <60 on C-GAS;  53% had 
diagnosis on DISC but above C-GAS cut-off; 46% met both criteria; 26% need 
immediate MH svcs.; only 14% need restrictive setting. 

– Rogers, Pumariega, et al. (2001, 2006): Under-referral of minority youth in JJ 
facilities. 

– Wasserman et al. (2002): Voice DISC with 292 detained youth; rates of disorder 
comparable to prior studies. High rates of disruptive, SUD, anxiety and mood 
disorders, over 3% report past-month suicide attempt.  

– Teplin et al. (1992): Largest study; findings consistent with above, even with Cook 
County Detention model for reducing minority detention. 



Study of Psychopathology & Service Use in 
Incarcerated Youth 

• Atkins, et al., & Pumariega, et al., J. Child Fam. Stud., 8: 
193-215 (1999)
– Predominantly African-American youth, also Latinos

– 72% of incarcerated youth meet criteria for one Dx

– 53% met case criteria for DISC Dx. and CBCL total T score

– 2.4 mean diagnoses for incarcerated youth (4.2 hosp., 1.6 CMHC)

– Incarcerated youth used significantly fewer prior MH services

– Incarcerated youth used significantly greater prior residential 
services 

– Results replicated in studies of Chicago (Teplin) and Los Angeles 
(Rogers et al) JJ detention centers and national studies of juvenile 
courts (Wasserman)



Please use slides specific to your locality 
regarding agency resources here
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Please use slides specific to your locality 
regarding religious/spiritual resources here
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Twelve-Month Rates of Utilization of Health Care Services by 
Mexican Americans with Mental and Substance Use Disorders
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Psychiatry 1999;156:928-34.



2009 CDC Youth Risky Behavior Survey

• Conducted every two years among high school 
students in U.S.

• >16,000 students

– Voluntary

– Anonymous

– Parental permission obtained

– 42 states

– 20 large urban districts



Percentage of High School Students Who Felt Sad or 
Hopeless,* 

by Sex† and Race/Ethnicity,‡ 2009

26.1

33.9

19.1
23.7

27.7
31.6

0

20

40

60

80

100

Total Female Male White Black Hispanic

P
e
rc

e
n
t

National Youth Risk Behavior Survey, 2009

* Almost every day for 2 or more weeks in a row so that they stopped doing some usual activities during the 12 months 

before the survey.
† F > M
‡ H > B > W



Percentage of High School Students Who Seriously 
Considered Attempting Suicide,* by Sex† and 

Race/Ethnicity,‡ 2009
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* During the 12 months before the survey.
† F > M
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Percentage of High School Students Who Made a Plan 
About How They Would Attempt Suicide,* by Sex† and 

Race/Ethnicity,‡ 2009
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* During the 12 months before the survey.
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Percentage of High School Students Who Attempted 
Suicide,* 

by Sex† and Race/Ethnicity,‡ 2009
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National Youth Risk Behavior Survey, 2009

* One or more times during the 12 months before the survey.
† F > M
‡ H, B > W



Percentage of High School Students Whose Suicide Attempt 
Resulted in an Injury, Poisoning, or an Overdose That Had to Be 
Treated by a Doctor or Nurse,* by Sex† and Race/Ethnicity, 2009
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† F > M



2009 CDC YRBS

0

5

10

15

20

25

30

35

Felt sad or hopeless

Seriously considered suicide

Made a plan to attempt suicide

Attempted suicide

Suicide attempt had to be treated



Psychosocial Risks Faced by Minority 
Youth

• School drop-out: Latinos highest of all 
groups; exacerbated by poor bilingual 
education) 

• Teen pregnancy (high rates)

• Criminal activity: Related to drugs, gangs, 
poverty.

• Substance Abuse

• Institutionalization: Rising numbers in 
child welfare and juvenile justice. 



Systemic Barriers to Children’s Mental 
Health

• Funding 

– Funding for children’s mental health services not in proportion to % 
population (11.68 billion out of 85.4 billion, 13.7% versus 25% of 
population 

– Medicaid funding – Boon (1970’s to 1990’s) and bust (2000’s) with 
state and Federal cutbacks

• 18% of children enrolled in Medicaid, 25% of those under 3 years 
of age

• Funding for child MH: 24% Medicaid, 24% other local/ state MH 
agency funding). 

– Lack of private insurance access due to parental SES and drop in 
insurance coverage in US in general (47 percent)

– Diverse populations of children proportionately more dependent on 
public funding or uninsured (e.g.; undocumented) 



Systemic Barriers to Children’s Mental 
Health

• Workforce shortages
– Shortage of child and adolescent psychiatrists (Holzer & Thomas, 

JAACAP, 2006)
• Total of 8,000 child psychiatrists, expected need of 30,000
• High mean of C & A psychiatrists: 6.9 per 100,000 over 1 million 

pop.
• Low mean of C & A psychiatrists: 0.3 per 100,000 under 2,500 pop.

– Lack of diversity amongst child psychiatrists 
– Use of PCP’s by minorities but poorly trained in child MH
– Diversity/ availability/ utilization of other Child and Adolescent Mental 

Health professionals 



Systemic Barriers to Children’s Mental 
Health

• Lack of investment and foresight by public policymakers
– Adult SPMI more visible/more socially disruptive
– Other child serving agencies convenient diversion destinations 

(schools, child welfare, juvenile justice): But only delays services and 
acuity/ severity builds in meantime

– Lack of a preventively-oriented health and MH system
• Complexity of services

– Child and Adolescent MH services more complex and challenging 
– Must involve service to child, family, and even community for 

effectiveness
– Multiple Child Services Agencies compete for “turf” and funding (and 

ideology of services)
– Multiply involved children not owned by any agency –cost 

shifting



Systemic Barriers to Children’s Mental 
Health for Minorities

• Minority populations are significantly younger 

– Significantly younger- disproportionately affected by shortage of C & A 
MH services/ professionals

• Additional barriers for minorities: 

– Higher number of uninsured (esp. Latinos)

– Bureaucratic procedures for Medicaid access

– Location of services

– Flexible time for services, wait lists, etc.

– Lack of linguistic support



Culturally Competent MH Services for  Children 
and Youth: Principles 

• Practitioner CC
• Awareness/ acceptance 

of difference

• Awareness of own 
cultural values

• Understanding dynamics 
of difference

• Development of cultural 
knowledge

• Ability to adapt practice 
to cultural context of 
patient

• Organizational CC
• Valuing diversity

• Cultural self-assessment

• Managing for the 
dynamics of difference

• Institutionalization of 
cultural knowledge

• Adaptation to diversity 
(policies, values, 
structure, and services)



Culturally Competent MH Services for  Children 
and Youth: Critical Elements

• Access: Location within diverse  communities, public 
transport, hours around work schedules. 

• Engagement: Youth and family, bicultural approach, 
address stigma.

• Assessment: Cultural context of symptoms/ problems, 
symptomatic expression, context of level of  adaptation, 
cultural strengths. 

• Family Involvement: Critical; family therapy focus on 
generational conflicts, mobilizing family support, respect 
for family structure, gender roles, confidentiality issues.



Culturally Competent MH Services for  Children 
and Youth: Critical Elements

• Psychotherapy: Practical problem-solving; 
address immigration traumas, acculturation 
conflicts (internal or generational), use of 
culturally specific modalities or themes. 

• Pharmacotherapy: Demistify, educate, address 
metabolic issues, culturally appropriate 
consent, empowerment.

• Contextual/ systemic: Utilize family/ 
community supports; community-based, 
ethnically specific programs if available.



Culturally Competent MH Services for  Children 
and Youth: Critical Elements

• Linguistic Support
– Critical importance of language

• Establishment of alliance/ relationship/ adherence

• Establishment of urgency

• Accurate communication of symptoms 

• Accurate communication of treatment recommendations

• Patient education about illness and treatment

• Failure leads to errors, misalliance, bad outcomes

– Critical elements in interpretation
• Knowledge of language

• Knowledge of culture (idioms, non-verbals, etc.)

• Knowledge of content matter 

• Objectivity (problem with relatives)

• NEVER use children/ youth (roles, boundaries)



Culturally Competent MH Interventions for 
Children and Youth: Evidence-Base

• Evidence-Base for Psychopharmacology
– MTA Study of ADHD (Arnold,et al., 2003): 

• Response to treatment for Latino and African-American children 
equal to whites; significantly better for combination CBT + meds 
than meds alone (whites responded equally to meds and 
combination in previous reports).

– Atemoxetine open label (Tamayo, Pumariega, Rothe, J Child and 
Adol Psychopharmacology, 2/08; Durell, Pumariega, Rothe, et 
al., submitted)

• Equal response to Caucasians in Latinos and African-Americans, but 
significant improvement in higher baseline rates of hyperactivity/ 
impulsivity in Latinos

– TADS Study (Curry et al, 2006): 
• With 26% minority participants, race/ ethnicity not significant 

factor predicting outcome.  



Culturally Competent MH Interventions for 
Children and Youth: Evidence-Base

• Evidence-Base for Psychotherapy
– IPT and CBT for depression (Rosello and Bernal, UPR): 

• Rosello and Bernal, UPR, 1999: Efficacy of interpersonal 
psychotherapy and CBT for depression in Puerto Rican youth

• Cardemil et al (2007): Effectiveness of school-based CBT

– CBT for trauma and sexual abuse in African-American and Latino 
youth 

• CBT-CSA and Trauma-Focused CBT, Deblinger, et al, 1996; CBIT: 
Kataoka, et al, 2003. 

– CBT for depression in African-American youth 

• STAR-D; slower improvement but limited sample of Af Am youth 

– CBT for anxiety disorders (Pina, et al., 2002): 

• Equal response to CBT for anxiety disorders in Latino youth



Culturally Competent MH Interventions for 
Children and Youth: Evidence-Base

– Evidence-Base for Community Interventions 
• MST (Henggeler, et al., 1990’s and 2000’s): 

– Equivalent response by African-American youth to MST for conduct 
disturbance and SUD’s. 

• Cognitive Behavioral Intervention for Traumatic Stress (CBIT; 
Kataoka, Stein, et al., 2003): 
– School-based intervention for traumatic stress in children and 

youth; evaluated in LASD

– Evidence-based for Latinos, African-Americans, and Caucasians

• CMHS System of Care Programs
– Fisher et al (2005): Latino youth had significant improvements both 

in clinical symptoms and function 

– Some progress overall to reducing disparities in access to services

– Sites rating highest Cultural Competence scores had best outcomes 
for Latino and Af-Am youth



Culturally Competent MH Interventions for 
Children and Youth: Evidence-Base

• Culturally Specific Interventions/ Programs
– Brief Structural/ Strategic Family Therapy (Szapoznik & Santiesteban, 

1990’s): Adolescent SA and behavioral problems; NIDA evidence-based 
practice

– TEMAS (Constantino, Malgady, & Rogler; 1994): Culturally sensitive 
storytelling CBT.  

– De Rios (1997): Magical Realism: Cultural intervention for traumatized Latino 
children.

– McGrogan (1998): Latino parenting groups: Parents with limited literacy.
– Blue-Banning, Turnbull, & Pereira (2000). Group action planning: Latino 

families with youth with DD.

– Rotheram Borus (2004): Telenovelas as ER intervention with suicidal 
Latinas in Los Angeles. 

– Asian Youth Alliance: CMHS evidence-based program (Daly City, CA, 
2006), focuses on substance abuse, social anxiety, and high risk 
behaviors; uses ethnic pride and family communication approaches.  

– American Indian Life Skills Development/ Zuni Life Skills 
Development (2007): Targets hopelessness and suicide prevention 
skills, uses cultural components relevant to Zuni Pueblo Indians.



Culturally Competent MH Interventions for 
Children and Youth: Evidence-Base

• Preventive interventions for SA
– Szapocznik et al. (1980’s): Bicultural Effectiveness Training 

• Addresses acculturation generational gap.

– Ramirez et al. (1999): “Mirame” media and school-based 
program

• SA prevention for Hispanic youth.

– Lalonde et al. (1997): TV and storybook novelas 
• For Latino youth and families for alcohol  prevention.   

– LifeSkills (2003)
• School-based program for SA and violence prevention
• Effective with Latinos, African-Americans, and Asian students
• President Drug Office, CSAP, and NIDA EBP



Cultural Competence Standards for MH Services: 
Roadmap to Services for Diverse Children and Youth

• Relevant Cultural Competence Documents and Standards 
– Surgeon General’s Supplement on Mental Health, Culture, Race, and 

Ethnicity (establishes need/ rationale)

– Latino Behavioral Work Group (WICHE/CMHS)

– California Cultural Competence Standards for Managed Mental 
Health

– CMHS Four Racial/ Ethnic Underserved/ Underrepresented 
Populations

– Cultural and Linguistic Standards from the Office of Minority Health, 
U.S.D.H.H.S.

– New York Office of Mental Health Cultural Competence Indicators 
(CMHS)



Approaches to Address Child and Adolescent 
Mental Health Disparities

• Value of child MH services for racial/ethnic minority children 
and youth 
– Evidence-based (much science)

– Preventive (save lives and burdens) 

– Cost-savings (in future services and parent/ future citizen 
productivity)

– Ethical/ moral imperative (most vulnerable citizens)

– Equitable across populations (minorities, young families)

– Social stability

– Yet: No serious emphasis within government and our professions on 
child/ adolescent racial/ ethnic disparities in spite of science and 
reason. 



Cultural Competence Standards for MH Services: 
Roadmap to Services for Diverse Children and 

Youth

• CMHS Cultural Competence Standards: 
Principles

• Cultural Competence (Practitioner and System)

• Managed Care

• Community-Based Systems of Care

• Natural Supports

• Consumer-Driven Services



Cultural Competence Standards for MH Services: 
Roadmap to Services for Diverse Children and 

Youth

• Systems Standards
• Cultural Competence 

Planning

• Governance

• Benefit Design

• Quality Assurance/ 
Improvement

• Management Information 
Systems

• Staff Training/ 
Development

• Clinical Standards
• Access

• Triage/ Assessment

• Care Planning

• Treatment Services

• Case Management

• Linguistic/ 
Communication Support

• Discharge Planning

• Self-Help



Future Directions: C & A Mental Health and 
Diverse Children and Youth

• Prevention
– Further study of early home-based and school-based prevention models 

with diverse children and youth and their families 
– Use and study of protective cultural values within treatment and 

preventive interventions. 
– Involvement of diverse communities and their resources in preventive 

approaches (including academic, business, religious, social, media, and 
political sectors).

– Public education to diverse communities on child/ adolescent mental 
health, barriers, stigma, and access to services.

– Targeted education to at-risk groups: immigrants, young parents/ 
families, families in inter-generational conflict, families at risk of/ affected 
by SA and family violence.

– Youth Empowerment Model: Youth as positive resource in the 
community; with Latinos need to do this within family context.



Future Directions: C & A Mental Health and 
Diverse Children and Youth

• Clinical
– Improve funding for child MH (including insurance)

– Improve access to services (including location, staffing, ambiance, 
procedures)

– Implement and evaluate cultural competence standards/ practice 
parameters

– Increase intensive community-based services (esp. as alternatives 
to institutionalization)

– Conceptualization, development and evaluation of ethnically-
specific models for systems of care

– Increase diversion programs from Juvenile Justice and Child 
Welfare

– Family training and empowerment critical as part of programs and 
interventions 



Future Directions: C & A Mental Health and 
Diverse Children and Youth

• Training, Education, and Workforce
– Training cadre of culturally diverse child and adolescent 

psychiatrists and MH professionals 

– Use non-professional diverse workforce for maximum 
effectiveness (“promotora de salud” model)

– Use and re-training/ licensing of non-licensed but trained 
immigrant providers.  

– Train mainstream child and adolescent psychiatrists and 
other MH professionals to work with diverse  youth and 
families (and in cultural competence model in general)

– State of New Jersey now requires cultural competence 
CME for re-licensure



Future Directions: C & A Mental Health and 
Diverse Children and Youth

• Culturally Competent Research: Future Directions
– Impact and outcomes from culturally competent care or elements of 

such.
– Differential effectiveness of and outcomes mainstream interventions 

with diverse youth and families.
– Research on barriers to access to services (e.g. SES, insurability, 

culturally mediated stigma, double discrimination, clinician bias or 
stereotyping, etc.)

– Differential effectiveness and outcomes of culturally-specific 
modalities, culturally-based modifications of interventions, and 
ethnically-specific programs.  

– Biological mechanisms mediated by genetics and other environmental 
factors (diet, toxic exposure, substances, physical environment, etc.), 
and ethnopharmacology. 



Future Directions: C & A Mental Health and 
Diverse Children and Youth

• Cultural Competence Research Policy
– Stronger support and endorsement of NIMH plan on 

diversities and minority representation in clinical trials
– Funding by CMHS to evaluate cultural competence 

standards application in communities
– Funding for RFA’s targeted to services research and clinical 

trials with diverse youth (e.g. recent RFA by state of 
Pennsylvania)

– Support for minority investigators (new and existing)
– Enhances relevance of American C & A psychiatry globally


