DRAFT 05-07-04

Cultural Competence and Evidence Based Practices


CULTURAL COMPETENCE AND EVIDENCE BASED PRACTICES

Introduction

The following article is designed to clarify the relationships between cultural competence and evidence-based practices in mental health care.  It will address issues concerning the appropriateness of using evidence-based practices with racially, ethnically and culturally diverse groups.  

Evidence-based practices have demonstrated efficacy/effectiveness in the treatment of mental health disorders.  The evidence is based on controlled research comparing a practice with usual care or alternative treatments.  The application of these practices is intended to improve the achievement of client outcomes.   

Culturally competent service systems are intended to improve access to and the quality of mental health treatment for un-, under, and inappropriately served ethnic and cultural minorities.  Culturally specific or sensitive practices are one effort to promote a culturally competent service system.  Culturally specific/sensitive practices are tailored to the unique cultural context of each group.  These practices are designed to increase treatment engagement and achievement of client outcomes.  

Many of the current evidence-based practices have not been specifically tested on diverse ethnic or cultural groups.  Alternatively, few of the current culturally specific/sensitive practices have demonstrated efficacy/effectiveness under controlled research.  A tension has been developing between proponents for evidence-based and culturally specific/sensitive practices.  

The proponents of evidence-based and culturally specific/sensitive practices share a common interest in improving outcomes for mental health clients.  It is hoped that this article will help mental health care advocates clarify and articulate a position that promotes evidence-based practices as part of a culturally competent service system.  

Recommendations Concerning the Integration of Evidence-Based Practices into Cultural Competence Plans

The following recommendations, based on a review of the cultural competence literature and efficacy/effectiveness research, are offered to guide mental health care research and practice that promotes cultural competence and optimal consumer outcomes:

1. Unless there is compelling evidence opposing the use of a specific practice with a specific ethnic or cultural group evidence-based practices need to be available as an option for all individuals regardless of their ethnic or cultural identification.

2. The selection of a treatment practice needs to be based on mutual decision-making between informed clients, and for children their family/guardians, and their providers.

3. Evidence-based practices need to continue to be incorporated into cultural competence plans to address disparities in and improve the quality of treatment.

4. Ideally evidence-based practices will be adopted with strong adherence to their practice model, and their benefit validated, prior to efforts to adapt them to a specific ethnic or cultural group.

5. Ideally evidence-based practices will be adapted, based on plausible theories, to improve effectiveness for those ethnic or cultural groups who do not achieve optimal outcomes following a well-adopted application of the evidence-based practice.

6. Efforts to eliminate barriers to accessing mental health care including stigma, cost, service shortages and fragmentation, and racial, ethnic and cultural discrimination need to continue.

7. Efforts to eliminate disparities in access to and quality of mental health care for ethnic and cultural minorities need to continue.

8. Research of culturally specific evidence based practices needs to be enhanced. 
Evidence Based Practices

Evidence based practices are increasingly popular.  Proponents of varied treatment approaches understand that their practice can be promoted by describing it as “evidence based.”  As a result, the term is being used to describe a broad and growing number of varied practices with very different levels of “evidence.”  

The National Institute of Medicine defines evidence-based practices as “…the integration of the best research evidence with clinical expertise and patient values.”  Although a number of different definitions have been articulated this straightforward definition is very useful.  The definition makes it clear that evidence based practices involve the incorporation of research with, not in lieu of, clinical expertise and consumer values/choices.  Specifically, evidence based practices are based on the application of proven approaches, as demonstrated through controlled research.  However, these practices rely on clinical practices and consumer values/choices in their selection and use with any individual client.  

There are two important implications associated with this definition first the strength of a practice to predictably achieve positive outcomes varies with the strength of the research on which it is based.  Second, evidence based practices do not replace, but rather build upon clinical expertise and consumer values.  

The level of research or scientific hierarchy that supports a practice can vary.  The strongest research involves controlled experimental designs that are replicated by independent groups of researchers across diverse groups of clients.  Controlled experimental designs would include such features as random assignment of individuals into treatment and control groups, reliable application of the treatment approach, application of the appropriate statistical analysis, and fair interpretation of the results.  However, there are other less rigorous, but credible and important levels of research including quasi-experimental research, case studies, and anecdotal observations to name a few.  

Evidence based practices can be classified by the level of research that has been used to establish the practice’s efficacy or effectiveness.  Higher levels of research evidence support greater confidence in the treatments efficacy or effectiveness and greater likelihood that if replicated in a similar manner with a similar group of consumers, that similarly strong outcomes will be achieved.  

Not all practices are equally effective for treatment of all mental health conditions.  There is growing evidence for the benefit of treatment specificity.  Research on efficacy and effectiveness of various mental health treatments has found that some practices predictably result in improved consumer outcomes, some promote modest to little change, and some practices result in adverse outcomes.  

A hierarchy of scientific evidence can be used to describe important levels of effectiveness.  Again, a number of hierarchies emphasizing different levels of research strength have been proposed.  The following hierarchy will be used for this discussion.

· Effective—refers to a practice, applied in a “usual care” setting that has been evaluated using a strong research design, including random assignment into treatment and no treatment/control group(s), and found to achieve positive outcomes.  This level of research supports high confidence that the practice will be effective when used with fidelity in a similar usual care setting.

· Efficacious—refers to a practice, applied in a “controlled” setting that has been evaluated using a strong research design, including random assignment into treatment and no treatment/control group(s), and found to achieve positive outcomes.  This level of research supports high confidence in the effectiveness of the practice, but has not yet been tested in “usual care” settings.  The effectiveness of the practice may be diminished when transported to a usual care setting.

· Promising—refers to a practice that has been evaluated using less rigorous “quasi-experimental” designs or case studies and found to achieve positive outcomes.  Alternatively, the strength of the practice may be based on strong theory and “expert” consensus.  In either case there this level of research supports optimism, but not high confidence. 

· Emerging—refers to a practice that has distinguishing characteristics that can be defined and appear reasonable or has “face validity.”  This level of research supports cautious optimism.  Additional research is needed to verify the practice’s merit.

· Not Effective—refers to a practice, applied in either a “usual care or controlled” setting using a strong research design and found to result in no or adverse outcomes.  This level of research supports high confidence in the lack of effectiveness of the practice when used in a similar manner with similar consumers.

It is noteworthy, that early applications of efficacious practices in usual care settings revealed challenges around conducting the practice with strong adherence to its model and in achieving comparable outcomes.  Effectiveness research focuses on the outcomes achieved in usual care settings with typical heterogeneous clientele.    

Related to the issue of effectiveness, is fidelity.  The high level of confidence associated with evidence-based practices assumes that the practice is implemented with strong fidelity, meaning strong adherence to the practice’s defining features as articulated by the developers of the treatment approach.  Departure from the practice’s defining characteristics may jeopardize or negate the effectiveness of the practice.

Race, Ethnicity and Culture

Race, ethnicity and culture are categories by which individuals classify themselves and are classified by others.  To the extent that a group of individuals share characteristics in common that distinguish them from individuals who are not members of the group, and to the extent that these distinguishing characteristics result in meaningful differences, then taking race, ethnicity and culture into account can be helpful in promoting goals in which the differences are relevant.  In the case of mental health care, failure to recognize and account for racial, ethnic, and cultural and language differences is a barrier to accessing and benefiting from mental health treatment.

Race refers to groupings of people distinguished by physical traits such as hair, eyes, skin color, body shape, blood types and so forth thought to be based on genetic differences.  However, there is little evidence that these physical characteristics define homogeneous groups or that there are distinguishing genetic patterns.  To the contrary there is more genetic variance within rather than across racial categories (Miranda, Nakamura, and Bernal, in press).  However, based on the historical use of race as a concept, and its association to skin color and related prejudice and discrimination, the concept may continue to have usefulness in understanding how discrimination affects some ethnic groups. 

Ethnicity refers to groupings of people having a common cultural heritage or nationality, as distinguished by customs, characteristics, language, common history, and so forth, whereas culture refers to groupings of people who share a set of beliefs, experiences and values.  Culture is a more dynamic concept; however, both ethnicity and culture can have a significant impact on the incidence of mental health disorders, the qualitative experience of the disorder, and the nature of intervention that is sought.

The Impact of Race, Ethnicity and Culture on the Occurrence of Mental Health Disorders, Access to Care, and Treatment Quality

Many individuals fail to access needed mental health care.  There are numerous barriers to accessing mental health treatment.  Primary among these barriers is stigma about having a mental health disorder.  The Surgeon General’s Report on Mental Health (1999) made several key findings and recommendations.  Concerning barriers to care the report notes “Nearly two-thirds of all people with diagnosable mental disorders do not seek treatment. …Stigma surrounding the receipt of mental health treatment is among the many barriers that discourage people from the seeking treatment…”

Many factors contribute to an individual accessing, engaging in and benefiting from mental health care.  The following represent a minimum set of conditions that need to be met in order for care to be accessed:

1. The occurrence of a mental health disorder needs to be recognized by the individual and/or family members/caring others.  

2. The individual and/or family/caring others need to value and have confidence in mental health treatment as a solution.  

3. The individual and/or family/caring others need to have confidence and trust in the mental health provider.

4. Mental health providers need to be available.

5. The individual needs to seek out or receive assistance in seeking mental health treatment.  

6. The individual needs to have the financial resources or health insurance or “eligibility” for treatment.  (Individuals without the resources to obtain treatment through the private system can obtain care through the public mental health system when eligibility criteria are met.)

7. The treatment approach needs to be consistent with the individual’s values, beliefs and expectations to support engagement or ongoing participation in treatment.

Clearly stigma is a significant barrier to acknowledging the need for and seeking mental health treatment.  Other barriers include shortages, fragmentation and cost.  However, the consequences of stigma and many of the other barriers are magnified by the adverse effects of discrimination experienced by members of some racial, ethnic, and cultural groups.  The Surgeon General’s Report on states, “Even more than other areas of health and medicine, the mental health field is plagued by disparities in the availability of and access to its services.  These disparities are viewed readily through the lenses of racial and cultural diversity, age, and gender.”

The following summary of findings concerning the impact of race, ethnicity and culture on mental health care are shared to provide context for the discussion on the relationship with evidence-based practices and is not intended to be an exhaustive review.  The summary is primarily based on the Culture, Race, and Ethnicity:  A Supplement to Mental Health:  A Report of the Surgeon General (2001).  

Race, ethnicity and culture have a profound impact on mental health disorders and their treatment.  The literature suggests that the prevalence of major mental health disorders across adults and children is about 21 percent, and that this rate is similar for ethnic minorities in the United States.  However, the manner in which the symptoms of a mental health disorder are experienced by the individual and communicated to others is impacted by ethnic and cultural beliefs, norms and values.  Moreover, the rate of occurrence of specific disorders may vary due to risk or resiliency factors imbedded in an individual’s culture.

It is generally accepted that mental health disorders result from the combined impact of biological, psychological, social and cultural factors.  As a consequence it is reasonable to expect both culturally specific risk and protective factors.  However, the impact of race, ethnicity and culture is complicated by the adverse effects of racial and ethnic discrimination.  “Racial and ethnic minorities in the United States face a social and economic environment of inequality that includes greater exposure to racism and discrimination, violence, and poverty, all of which take a toll on mental health.” 

There is clear evidence of significant disparities in mental health care for racial and ethnic minorities, specifically 

· Minorities have less access to care

· Minorities in treatment often receive a poorer quality of care

· Minorities are underrepresented in mental health research

There are significant barriers to accessing care, some of which are common to all individuals, including stigma, cost, shortages and fragmentation.  These barriers are heightened for minorities by the adverse effects of discrimination, differences in language, differences in the perception and understanding of mental health disorders, fear and distrust of the service system, and different beliefs, norms and levels of comfort and confidence in traditional mental health treatment.  As a consequence racial and ethnic minorities may not be comfortable seeking care from traditional providers, and when care is sought they may face cost and language barriers, service shortages, fragmentation, and incongruous treatment approaches further diminishing their comfort and confidence in the mental health treatment system. 

There are also significant disparities in the level and quality of care provided.  Racial and ethnic minorities tend to receive lower levels of treatment, and the treatment is often of poorer quality.  The lower levels of care are likely related to complex set of factors associated with cultural differences in beliefs, values, norms, expectations, languages, trust and confidence which occur in the broader context of racial and ethnic discrimination.  The impacts of ethnic and cultural differences are complicated by other factors including class, and geography (Alegria et. al., 2002).

In addition to lower levels of care, racial and ethnic minorities also tend to receive poorer quality care, for example errors in diagnosis and use of less efficacious/effective treatment protocols have been documented.  The combined effects of lower access to care, reduced trust in the service system, and poorer quality of care is that racial and ethnic minorities are less likely to access care, less likely to receive needed levels of treatment when care is accessed, and less likely to achieve positive treatment outcomes.

Mental health efficacy/effectiveness research that includes or focuses on racial and ethnic minorities is scarce.  Moreover, there is little research on ethnic and culturally specific/sensitive practices.  As a result there is not sufficient information on the scope and breadth of access and quality of care disparities, the factors that contribute to these disparities, and treatment approaches that are tailored to overcome these disparities.

Engagement into treatment is an important factor related to accessing and benefiting from care.  Engagement in treatment has been identified as critical early step in successful treatment.  Poor engagement jeopardizes participation in treatment and achievement of positive outcomes.  Engagement may well be a casualty of failing to recognize and account for cultural differences.  Practices that increase treatment engagement are more likely to be beneficial.

Finally, it is important to recognize that there is a relationship between treatment efficacy/effectiveness or at least the expectation of effectiveness and access to care.  Confidence in the mental health system is one critical factor in supporting helping seeking decisions and behavior.  Confidence in the mental health system may be based on cultural difference in treatment values and beliefs.  In addition, confidence may be based on information, from formal or informal sources, about the effectiveness of mental health care.  

Concerns about Evidence-Based Practices

There is opposition to the promotion of evidence-based practices in general (Chambless & Ollendick 2001), and specifically in regards to the care of ethnic and cultural minorities.  The general opposition has included concerns about (1) the impact on the service system, and (2) the reliance on the scientific method for identifying evidence-based practices.  Concerns about the impact on the service system include:

1. Evidence-based practices will be misused by manage care companies to restrict the use of other psychotherapies.

2. An increase in the risk of malpractice suits for practitioners that do not use evidence-based practices.

3. Evidence-based practices will limit flexibility and clinical innovation.

Concerns about the scientific method used to support evidence-based practices include:

1. Evidence-based practices are specific to a diagnosis or goal/outcome, and challenge the belief held by some that psychological interventions are all equally efficacious.

2. Treatment specificity characteristic of evidence-based practices is reliant on diagnostic classification systems like the Diagnostic and Statistical Manual of Mental Disorders (DSM) which are dehumanizing and fail to address uniqueness of individuals.

3. Reliance on quantitative or controlled research is a poor approach because qualitative research is more informative.

4. Some approaches, notably behavioral and cognitive-behavioral approaches, have more often been the target of controlled research leading to an unfair bias for these approaches.

5. Evidence-based practices studied under controlled settings will not be equally successful in usual care or typical community practice.

6. Evidence-based practices require the use of treatment manuals that make psychotherapy inflexible and impractical in usual care or community treatment settings.

7. Manual based treatment is less beneficial than treatment that is individualized for each individual.

In addition to concerns about evidence-based practices in general, advocates for culturally competent care have expressed opposition to the promotion of evidence-based practices with ethnic and cultural minorities (Nagayama Hall 2001).  There concerns largely stem from the application of the scientific method as it pertains to mental health care for ethnic and cultural minorities.  Concerns include:

· The typical research approach although viewed as universally valid by its proponents, is insensitive and inappropriate to the study of the efficacy/effectiveness of mental health care for ethnic and cultural minorities for the following reasons:

· Exclusion of ethnic and cultural minorities from study samples.

· Failure to conduct analyses on the potential impact of ethnic or cultural factors when diverse groups are represented in the sample.

· Relatively few resources devoted to the research of culturally specific practices.

· Relatively little attention devoted to the development of theories that explain the relationships between culture, mental health disorders, and treatment.

· Absence of culturally relevant treatment outcomes.

· Relatively little involvement of ethnically and culturally diverse researchers.

· General distrust of the research establishment related to institutional prejudice.

· Evidence-based practices are being promoted and adopted to the exclusion of culturally sensitive practices, practices that are tailored to specific cultural contexts.

Mental Health Treatment Efficacy/Effectiveness Research 

The Surgeon General’s Report on Mental Health (1999) is clear that the efficacy of mental health treatment is well established; however, the report laments that few of the proven practices are routinely used in usual care settings.  The vast majority of mental health psychotherapies used in usual care settings are eclectic, based on a combination of clinical training, intuition and experience.  Few of these approaches are guided by a manual or set of practice standards, and few are driven by a well-articulated theory.  Outcomes are rarely tracked in a standard and systematic manner.  The success of treatment is most often based on general agreement of the provider and client.

The use of treatment models based on clinical training, intuition, and experience is consistent with the early history of mental health practice in the United State that preceded any serious research into treatment efficacy/effectiveness.  Following World War I psychologists were asked to apply psychological principles to the treatment of soldier’s experiencing “shell shock.”  This application of psychological practices was in advance of treatment research, and it has only been in the last 2-3 decades that significant levels of research on treatment effectiveness have been available.

The efficacy and effectiveness research has started to clarify the relationship between practice and outcomes, in some cases affirming traditional clinical practice and in other situation disaffirming strongly held beliefs about treatment benefit.  Through this research an increasing number of clearly articulated, theory-driven, empirically proven, and replicable practices have been identified.  The research method is quantitative using study design characteristics, like random assignment, and statistical procedures to identify relationships between treatment practices and achievement of client outcomes.

The use of controlled research to inform clinical practice is not with out critics, as noted above.  Although the general concerns about the appropriateness of using controlled research is of interest, a discussion of these criticisms is beyond the scope of this paper.  The interested reader is referred to Empirically Supported Psychological Interventions:  Controversies and Evidence (Chambless et. al., 2001).  However, concerns expressed by advocates for culturally competent care are central to understanding the appropriateness of making evidence-based practices available to ethnically and culturally diverse groups.

There are two sets of primary concerns, the first of which focuses on the research methodologies, which will the addressed in this section.  The second concerns have to do with differences in how to address access and quality of care deficiencies.  This will be discussed in the following section.  Each concern and possible research-based solutions will be discussed here.

Exclusion of ethnic and cultural minorities from study samples—Indeed the vast majority of treatment efficacy/effectiveness research has either not included or not reported upon ethnic and cultural minorities.  As a consequence efficacy/effectiveness research may not be applicable to ethnic and cultural groups who are not included in the studies.    The National Institutes for Health, in recognition of this concern, created a policy in 1994 requiring the inclusion of ethnic minority persons in federally funded research.  

Research including and focusing upon diverse ethnic and cultural minorities is needed; however, there is the possibility that many of the practices will demonstrate robust effectiveness across ethnic and cultural groups.  Ethnic and cultural differences are significant, but there are also considerable similarities across groups and these practices may be effective with groups who were not included in the research sample because of these shared characteristics.  A number of evidence-based practices have been studied more recently with highly diverse groups and found to be efficacious/effective supporting this idea.

In opposition to this generalist view, some have argued for cultural specificity, essentially opposing the adoption of a practice until it has been tested with the specific cultural group.  The strategy of including all ethnic and cultural minorities presents significant challenges.  First, the inclusion of ethnic and cultural minorities in research studies proportional to their representation in the community may result in numbers that are too small to detect statistically meaningful differences.  Therefore, in some situations it will be advisable to conduct studies that include large number of one or more ethnic or cultural group.  

However, some have argued that ethnic and cultural minorities who currently receive traditional mental health services and participate in research studies are different than those that do not typically access care, and that as a result the studies will have limited applicability to the un- and underserved groups.  

Finally, there are a very large number of ethnic and cultural groups that vary by country of origin, languages, level of acculturation, personal identification, region of the country and so forth.  It may be virtually impossible to evaluate every potential practice with every ethnic and cultural group.  Moreover, the effects of ethnicity and culture may be mediated by additional factors like income and geographical location (Algeria et. al., 2002).  For example in one study, access to care for African-Americans living in poverty was higher than for those with higher incomes.  As a consequence studies that included African-Americans living in poverty may not be applicable to more affluent African-Americans.  

Clearly research needs to and focus on ethnically and culturally diverse groups.  However, there are obvious methodological and practical limitations to this solution.  A compromise between reliance on the general applicability of an evidence-based practice across diverse ethnic and cultural groups and promotion of culturally specific practices will need to be reached. 

Failure to conduct analyses on the potential impact of ethnic or cultural factors when diverse groups are represented in the sample—Again, much of the research to date failed to conduct analyses on the impact of ethnicity or culture.  Clearly future research needs to make this a deliberate focus.  Noteworthy examples include research on the treatment of depression (Miranda et. al., 2003).

Relatively few resources devoted to the research of culturally specific practices—Culturally specific/sensitive practices have and are being developed from the same reliance on clinical training, intuition and experience that characterizes most usual care practice, but with a focus on a specific ethnic or cultural context.  Like usual care practice, culturally specific/sensitive practice will benefit from controlled efficacy and effectiveness research.  Resources for these practices have been limited and needs to be increased.  Moreover, proponents of culturally specific/sensitive practices may be able to accelerate their efforts by building upon existing evidence-based practices.

Relatively little attention devoted to the development of theories that explain the relationships between culture, mental health disorders, and treatment—Given the large number of ethnic and cultural groups and importance of ethnic and cultural context in conceptualizing mental health needs, and seeking and participating in treatment, it is critical to increase efforts to develop and test theories about how these contextual factors may influence mental health and responses to treatment.  Moreover, these theories will need to incorporate important related factors including level of acculturation, language, socio-economic status, region of the country, and so forth.  It may be that some mental health practices will be expected to be effective across groups while others may need to be culturally specific/sensitive.

Absence of culturally relevant treatment outcomes—Some have argued that the outcomes that are traditionally studied are less relevant to diverse ethnic or cultural groups.  Although an increase in the inclusion of culturally relevant outcomes will strengthen efficacy/effectiveness research, it is reasonable to assume that many of the traditional goals that have been the focus of efficacy/effectiveness studies like increasing mood and energy amongst individuals experiencing depression, reducing criminal recidivism amongst individuals at-risk of criminal behavior, and improving parent-child relationships, and school performance amongst elementary school aged children at-risk of conduct disorder and school failure have relevance across many ethnic and cultural groups.

Relatively little involvement of ethnically and culturally diverse researchers—Clearly ethnically and culturally diverse researchers bring personal experiences along with their training that will strengthen future studies; however, these future efforts may be enhanced by building upon the body of current treatment efficacy/effectiveness treatment.

General distrust of the research establishment related to institutional prejudice—Clearly institutional discrimination needs to be eliminated; however, there is a risk of ignoring research based advances that can be applied to help close the gap in differential treatment access and quality.    

The Appropriateness of Using Evidence-Based Practices with Racially, Ethnically and Culturally Diverse Groups

Evidence based practices offer a level of treatment success beyond that achieved using typical or “usual care” approaches.  The effective and efficacious practices are typically based on a combination of theory, clinical expertise and empirical research developing over the course of one or more decades.  The high level of confidence associated with these practices assumes that the practice is implemented with strong fidelity.

In addition to fidelity, confidence in the effectiveness of an evidence-based practice assumes that the practice is being used to treat disorders or achieve outcomes for which the practice was designed, and with individuals who are similar to those who were participants in the practice’s effectiveness research.  Ethnic and cultural differences between the research sample and other consumer groups may jeopardize the effectiveness of the practice.  

The relevance of an evidence-based practice for a specific ethnic or cultural group depends on the degree to which the factors that make the practice effective are common across diverse groups.  Recent treatment effectiveness and efficacy research is supportive of the idea that at least some evidence-based practices have benefit across ethnic and cultural groups, and socio-economic levels.  

Alternatively, some advocates for culturally competent service delivery systems argue that evidence-based practices are based on inappropriate research methodologies, and fail to address important factors unique to each ethnic and cultural group.  They stress the importance of culturally specific/sensitive practices.  Moreover, there is concern that the emphasis on evidence-based practices will result in diminished commitment to cultural competence reforms that focus on access to and quality of care.  They recognize that systems have limited capacity to support reform and worry that a shift toward implementing evidence-based practices will be at the expense of taking needed action to advance cultural competence in general, and culturally specific/sensitive practices specifically.

Understanding the appropriateness of using evidence-based practices with ethnically and culturally diverse groups requires a synthesis of the information about (1) disparities in access to and the quality of mental health care experienced by ethnic and cultural minorities, and (2) research on treatment efficacy/effectiveness.  

A synthesis of this information led to the eight (8) recommendations that are listed at the outset of this paper.  Recommendations 1, 4 and 5 (listed below) use existing treatment efficacy/effectiveness research as a foundation for (1) verifying the benefit of evidence-based practices for diverse ethnic and cultural groups, and (2) making theory driven culturally specific/sensitive adaptations of evidence-based practices that can be the subject of subsequent efficacy/effectiveness research.      

1. Unless there is compelling evidence opposing the use of a specific practice with a specific ethnic or cultural group evidence-based practices need to be available as an option for all individuals regardless of their ethnic or cultural identification.

4. Ideally evidence-based practices will be adopted with strong adherence to their practice model, and their benefit validated, prior to efforts to adapt them to a specific ethnic or cultural group.

5. Ideally evidence-based practices will be adapted, based on plausible theories, to improve effectiveness for those ethnic or cultural groups who do not achieve optimal outcomes following a well-adopted application of the evidence-based practice.

The following is a summary of the significant conclusions that lead to the eight recommendations:

1. Significant numbers of individuals with mental health disorders do not access needed mental health treatment.

2. Barriers to accessing care are substantial including stigma, cost, shortages, fragmentation, and insensitivity to consumer values and choice.

3. Barriers to accessing care for ethnic and cultural minorities are magnified by discrimination and differences in language.

4. Barriers to accessing care for ethnic and cultural minorities are complicated by the impacts of related factors like socio-economic level, region of the country, and so forth.

5. Ethnic and cultural minorities hold varied beliefs, values and norms about mental health disorders and their treatment that influence their comfort and confidence in mental health care providers and practices.

6. Ethnic and cultural minorities tend to receive lower levels of service.

7. Ethnic and cultural minorities tend to receive poorer quality of care once initiated, resulting in diminished outcomes and lower confidence in the mental health system.

8. There is substantial evidence to support the efficacy of treatment for most mental health disorders leading the Surgeon General’s Report to recommend that all people with a mental health disorder should seek help.

9. The Surgeon General’s Report also laments the low utilization of proven practices in usual care settings.

10. A growing body of effectiveness research has demonstrated that some practices reliably achieve a level of positive outcomes in excess to those achieved using traditional or “usual care” treatments.

11. Confidence in the effectiveness of a practice is increased in accordance with the strength of the research design.

12. Confidence in achieving strong outcomes associated with a particular practice assumes that the practice is implemented with fidelity. 

13. Confidence in achieving strong outcomes associated with a particular practice assumes similarity between the research samples and the client population.  

14. Treatment efficacy/effectiveness research has traditionally not included or focused upon ethnic or cultural minorities.

15. Culturally specific/sensitive practices are tailored to a specific ethnic or cultural group.

16. Culturally specific/sensitive practices tend to be based on clinical training, intuition and experiences, although they can also be investigated using controlled research.

17. The incorporation of ethnically and culturally relevant research methodologies including selection of outcome measures and inclusion of diverse ethnic and cultural minorities in the study samples is needed.

18. There are methodological and practical limitations around a system in which each practice is investigated for each ethnic and cultural group.

Disparities in access to care have been well documented, and strategies for overcoming these disparities need to continue to be a focus of cultural competence plans and initiatives.  However, the important question concerning the appropriateness of evidence-based practices for diverse groups is related to the nature of the treatment that is provided after care has been initiated.  Specifically,  “For ethnic and cultural minorities, who experience a mental health disorder and seek assistance from a mental health provider is the use of an evidence-based practice preferable?”

Evidence based practices are designed to improve the quality of care once initiated.  To the extent that the practice is based on research with ethnically and culturally diverse individuals then the practice would be expected to achieve similarly strong outcomes.  Under these circumstances the use of an evidence-based practice with diverse groups would be one strategy for addressing disparities in the quality of care, and as such could be part of an overall cultural competence strategy. 

However, if the practice has not been established on research that included ethnically and culturally diverse groups would use of the practice still be preferable?  Although application of the practice with individuals who differ from those in the research sample can jeopardize treatment effectiveness the alternative would be “usual care” practice that has been found to be poorer for some ethnic and cultural minorities.  Failure to make use of evidence-based practices could inadvertently increase disparities in the quality of care for ethnic and cultural minorities.

Presumably outcomes would only be jeopardized if a key characteristic of the practice were in conflict with an ethnic or cultural factor.  It is possible for there to be numerous ethnic and cultural differences, but not in areas that jeopardize a specific practices effectiveness.   

Further research in culturally specific evidence-based practices is needed.  However, existing evidence-based practices are an alternative to usual care approaches.  At a minimum cautious optimism about the benefits of evidence-based practices for ethnic and cultural minorities appears to be appropriate.
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