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The Handbook of Mental Health in African American Youth was designed to
fill a significant void in the child and adolescent mental health literature.
Since the advent of research focused specifically on the mental and behav-
ioral health needs of children and adolescents that emerged in the mid-1980s,
the research base has grown and recognized children and adolescents as a
unique population with important needs. Due in part to the limited size of the
field of child and adolescent mental health, new research has emerged slowly
and has focused primarily on the epidemiology of mental illness and the
development of new interventions to treat illnesses in this population. Over
the past 20-25 years, however, research on child and adolescent mental health
has grown to include a focus on racially diverse youth with a particular focus
on health disparities. This book presents research in the area of mental health
disparities by examining the unique challenges and strengths of African
American youth.

Many African American youth face a number of challenges in their devel-
opmental trajectories, yet they possess many strengths that aid them in posi-
tive development even in the face of significant difficulties including, but not
limited to, exposure to racism, discrimination, lack of access to important
resources, and community violence. This book is intended to help research-
ers, practitioners, educators, and advocates understand the needs of this popu-
lation from both a culturally sensitive and culturally relevant perspective. To
achieve this goal, the book is divided into three major sections including one
focused on the nature of mental illness in African American youth, another
focused on varied approaches to treating mental illness (including tested
treatments and potentially culturally relevant treatments), and a third describ-
ing specific interventions and their outcomes. The book ends with a summary
and a discussion of future directions. Overall, this book presents an important
overview of the evidence base related specifically to the mental health of
African American youth, recognizes the significant contributions of the many
researchers and clinicians currently working to improve care for this popula-
tion, and highlights the many areas urgently in need of research to reduce the
mental health disparities faced by this population.

This book was made possible by the contributions of the many authors
with a passion for mental health research and clinical care related to African
American youth. As editors, we wish to thank these authors for their dedica-
tion to this work and for the time and effort they shared with us through
researching, writing, and editing their chapters. We are grateful for the care
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they exerted in presenting a full picture of African American youth and for
their willingness to teach us about the many ways in which professionals,
families, advocates, and youth themselves are working to improve care for
this population.

Washington, DC, USA Alfiee M. Breland-Noble
Richmond, VA, USA Cheryl S. Al-Mateen
Augusta, GA, USA Nirbhay N. Singh

Preface
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The Epidemiology of Mental
Disorders in African American
Children and Adolescents

Cleopatra Howard Caldwell, Shervin Assari,
and Alfiee M. Breland-Noble

Introduction

Adolescence is a developmental period associ-
ated with high levels of stress including biologi-
cal and physical changes, environmental
transitions, and psychosocial adjustments in
interactions with parents, peers, and others
(Goddings, Burnett Heyes, Bird, Viner, &
Blakemore, 2012). These changes during adoles-
cence often contribute to emotional and behav-
ioral problems among youth (Low et al., 2012).
While developmental changes and difficulties are
expected during adolescence, many youth
experience behavioral and emotional concerns

C.H. Caldwell (B)

Department of Health Behavior and Health Education,
School of Public Health, University of Michigan,
1415 Washington Heights, Ann Arbor,

MI 48109-2029, USA

e-mail: cleoc@umich.edu

S. Assari

Department of Psychiatry, University of Michigan,
1500 East Medical Center Drive, Ann Arbor,

MI 48109-5295, USA

A.M. Breland-Noble

Department of Psychiatry, Georgetown University
Medical Center, 2115 Wisconsin Avenue Suite 120,
Washington, DC 20007, USA

© Springer International Publishing Switzerland 2016

best characterized as mental health problems.
Although official reports consistently indicate
that 13-20 % of children and adolescents, ages
3—17 years, experience a mental health problem
each year (Centers for Disease Control and
Prevention [CDC], 2013), mental disorders in
youth often go undetected, due in part, to adults’
expectations of turbulence during adolescence.
Epidemiologic data on mental disorders among
children and adolescents remains limited despite
the need to better understand the etiology and
correlates of mental disorders in these popula-
tions. Specifically, as it relates to African
American youth, data on psychiatric disorders
are scarce and rarely the primary focus of epide-
miological studies despite evidence of critical
environmental and other risk factors for major
mental disorders (Brown et al., 2006; Gore &
Aseltine, 2003; McLeod & Owens, 2004; Phelan,
Link, Diez-Roux, & Kawachi, 2004; Wickrama,
Wickrama, & Lott, 2009).

Overall, in comparison to their white peers,
African American adolescents are disproportion-
ately exposed to environmental stressors such as
disadvantaged and unsafe neighborhoods, under-
resourced families with fewer socioeconomic
resources, trauma related to peer and other loss,
and racial stress resulting from racism and
discrimination. These and other factors have been
associated with heightened depression, anxiety,
and other emotional problems in African American
youth (Assari, Smith, Caldwell, & Zimmerman,
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2015; Brenner, Zimmerman, Bauermeister, &
Caldwell, 2013; Estrada-Martinez, Caldwell,
Bauermeister, & Zimmerman, 2012; Lewis, Byrd,
& Ollendick, 2012; Mustanski, Byck, Bolland,
Dick, & Ashbeck, 2013; Rheingold et al., 2003).
Although African American adolescents are
exposed to a number of environmental factors
which place them at risk for psychiatric disorders,
most available research on African American
youth focuses on behavioral problems such as
sexual risk and violent behaviors (Brown et al.,
2006; DiClemente et al., 2001; Fasula, Miller, &
Wiener, 2007; Martins, Storr, lalongo, & Chilcoat,
2008; Su, Simons, & Simons, 2011; Zalot, Jones,
Kincaid, & Smith, 2009). Thus, there is a need for
more epidemiological studies of major mental
disorders in African American youth to provide a
better understanding of the etiology, prevalence,
and unmet service needs for these youth (Seng,
Kohn-Wood, & Odera, 2005).

This chapter is designed to fill a gap in the
literature related to the aforementioned concerns.
Specifically, we provide an overview of the prev-
alence of psychiatric disorders among African
American youth, with special attention to within
group ethnic and gender differences, along with
an assessment of available data and consideration
of what is known about mental health service use
for African American children and adolescents.

Prevalence of Psychiatric Disorders
among African American Youth

While historical research on the psychiatric
epidemiology of African American youth is
scarce, recent research with representative
samples of African American and other youth of
color has emerged in the literature. We found two
large-scale national surveys of psychiatric
disorders among diverse youth: the National
Comorbidity ~ Study-Adolescent  Supplement
(NCS-A; Merikangas, Avenevoli, Costello,
Koretz, & Kessler, 2009) and the National Survey
of American Life-Adolescent Supplement
(NSAL-A; Jackson et al., 2004). Although not
focused specifically on psychiatric disorders, the
National Longitudinal Study of Adolescent

C.H. Caldwell et al.

Health (Add Health; Harris et al., 2008) does
include mental health issues for African American
youth. In the case of the NCS-A and the NSAL-A,
these studies employed professionally trained
interviewers to collect diagnostic data using the
World Mental Health Composite International
Diagnostic Interview to assess DSM-IV TR
psychiatric disorders. The Add Health study used
the Center for Epidemiologic Studies Depression
(CES-D) scale to measure depressive symptom-
atology (Radloff, 1977). The NCS-A was
comprised of a representative sample of 10,123
youth ages 13-17 years old, including 1953
African American, 5634 white, and 2536 other
adolescents. The NSAL-A sample is the only
large-scale epidemiological study that focuses
solely on nationally representative samples of
African American (N=810) and Caribbean Black
(N=360) adolescents 13—17 years old living in
the continental United States. As a nationally
representative sample of the adolescent popula-
tion (N=12,118, about 4000 African American)
the Add Health study provides the added benefit
of oversampling middle and upper middle class
African American youth with college educated
parents (n=1038), a population almost entirely
absent from the research literature (Eisele, Zand,
& Thomson, 2009; Gordon, 2012). The unique-
ness of the latter two studies lies in their ability to
provide data regarding Black ethnic differences
(i.e., African American and Caribbean Black
youth) and socioeconomic variations in mental
health within the Black adolescent population.
This is particularly important because prior
research has demonstrated within group differ-
ences in risk and protective factors for psychiat-
ric disorders in the Black adult population
(Assari, 2014; Assari & Caldwell, 2015; Assari,
Lankarani, & Lankarani, 2013). Similar to Black
adults, ethnically diverse Black youth experience
symptoms that are undiagnosed, under-diag-
nosed, or misdiagnosed for cultural, linguistic, or
historical reasons (Breland-Noble, 2004;
Breland-Noble, Buriss, Poole, & AAKOMA
Project Adult Advisory Board, 2010; Thomas,
Temple, Perez, & Rupp, 2011). Therefore, under-
standing ethnic and socioeconomic differences
within this population is critical to developing



1 The Epidemiology of Mental Disorders in African American Children and Adolescents 5

relevant interventions, clinical services, and poli-
cies designed to reduce mental health disparities
for both prevalence of disorders and use of
services.

Using data from the NCS-A, Merikangas,
Avenevoli, et al. (2009) and Merikangas et al.
(2010) compared lifetime prevalence of mental
disorders among racially diverse groups of adoles-
cents in the USA They found that overall 49.5 % of
the youth in their sample reported at least one life-
time psychiatric disorder, and 42 % reported two or
more co-occurring disorders. The most prevalent
lifetime disorder category was anxiety disorders
(32 %), with phobia (19 %) as the leading disorder
in this class of disorders. Mood disorders (14 %)
were the next most frequent class of disorders, with
dysthymia (11.7 %) as the most prevalent disorder.
Substance use disorders accounted for 11 % with
drug use accounting for 8.9 % of this category. Two
racial differences were found in the major classes
of lifetime DSM-IV mental disorders between
African Americans and whites: (1) an increased
rate of anxiety disorders and (2) lower rates of sub-
stance use disorder among African American com-
pared to white adolescents.

Studies of the African American population tend
to define African Americans as any person of Black
African descent living in the USA. Unfortunately,
this definition fails to examine or address the needs
of African descended Blacks or other ethnic groups
in the USA like immigrant Africans and Caribbean
Blacks. In fact, Caribbean Blacks and their descen-
dants represent the largest group of Black immi-
grants in the USA, accounting for two-thirds of the
more than two million Black immigrants currently
in the USA (Rong & Preissle, 1998). It is likely
that the experiences of Caribbean Blacks in the
USA, especially those who live in close proximity
to each other and those who continue to practice
cultural traditions, may vary from the experiences
of African Americans who are descendants of
persons forcibly transported to the USA. Therefore,
it is possible that the etiology of psychiatric
disorders may differ among Black adolescents of
varied ethnicities. Throughout this chapter, we
will use the term African American to reflect
current literature and the descriptor generally used
to describe Blacks of African descent residing in

the USA. We use the term Black as an inclusive
term encompassing multiple ethnic groups in
studies referenced to highlight ethnic diversity of
persons of African descent in the USA.

Few studies have actually examined the preva-
lence of psychiatric disorders in youth of Caribbean
ancestry using representative community samples.
The NSAL-A is one study that undertakes the task
of highlighting the within group variability among
Blacks with a focus on African Americans and
Blacks of Caribbean ancestry (Caldwell, Rafferty,
& Jackson, 2014; Jackson et al., 2004). Data from
the NSAL-A show that overall, 35 % of Black (i.e.,
African American and Caribbean Black) youth
reported a lifetime psychiatric disorder and about
15 % reported two or more co-occurring disorders.
The most prevalent lifetime disorder category was
behavioral or impulse-control disorders (e.g., oppo-
sitional-defiant and conduct disorders) with 22 % of
the sample meeting DSM-IV criteria. Anxiety
disorders were next with 17 % of the youth meeting
criteria, followed by mood disorders at 6.7 %.
Substance use disorders were least prevalent at
4.7 %. Social phobia (12.6 %) and intermittent
explosive disorder (9 %) were the most prevalent
lifetime disorders, with Caribbean Black youth
(11.7 %) having higher rates of current intermittent
explosive disorder than African American adoles-
cents (6.7 %). Interestingly, we note that lifetime
conduct disorder (7.7 %) and oppositional-defiant
disorder (8.8 %) were at lower levels than expected,
based on the DSM 1V criteria used in this sample.
These findings are in contrast to much of the
literature on African American youth which tends to
disproportionately focus on the diagnosis and
treatment of disruptive behavior disorders in this
population.

Prevalence of Specific Disorders
for African American Youth

Prior studies have estimated the prevalence of
psychiatric disorders for African American
adolescents using standardized diagnostic criteria
and structured diagnostic interview schedules.
Most studies include African American adoles-
cents as part of larger community probability



samples (Angold et al., 2002; Costello, Mustillo,
Erkanli, Keeler, & Angold, 2003; Doi, Roberts,
Takeuchi, & Suzuki, 2001). In this section we
describe prevalence rates for several psychiatric
disorders for African American youth using
national and local data, including attention
deficit/hyperactivity disorder (ADHD), conduct
disorder (CD), depressive illness, eating disorders,
and suicide.

ADHD in African American Youth
Epidemiological studies indicate few differences
in the prevalence of ADHD across racial groups
but significant differences in the diagnosis and
treatment of ADHD for African American com-
pared to white youth. It has been suggested that
African American youth may be 69 % less likely
to receive an ADHD diagnosis than white youth
from kindergarten through the eighth grade
(Morgan, Hillemeier, Farkas, & Maczuga, 2014;
Morgan, Staff, Hillemeier, Farkas, & Maczuga,
2013). In addition, Jones, Rabinovitch, and Eddy
(2015) suggested that African American parents
are less likely to attribute ADHD etiology to bio-
logical factors making them less likely to seek
biomedical treatments (i.e., psychopharmaco-
logic) for care. The issue of etiology perception
for mental illness has been consistently found
among African American parents and may, in
part, explain hesitance to seek medication-based
treatments for illnesses frequently perceived as
behavioral problems (Jacobs et al., 2008).

Prior research based on behavior ratings indi-
cated that ADHD was higher in African American
than in white children and adolescents; however,
fewer African American children and adoles-
cents are diagnosed with and treated for ADHD
(see Miller, Nigg, & Miller, 2009 for review). In
a comprehensive review of ADHD research for
African American youth and families, Miller
et al. (2009) concluded that even though more
ADHD symptoms were reported by African
American youth; they were diagnosed with
ADHD just two-thirds as often as white youth.
The authors questioned the validity and cultural
relevance of current diagnostic tools to adequately
assess ADHD in African American youth, calling
for more research in this area.
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Reasons for disparities in treatment include
well-articulated factors such as individual,
provider, and systemic barriers (Breland-Noble,
2004; Smedley, Stith, & Nelson, 2002). At the
individual/patient level, obstacles to care
include inadequate knowledge regarding the
symptoms, treatment and consequences of
untreated ADHD, as well as concerns over diag-
nosis or misdiagnosis for African American
children and adolescents (Jones et al., 2015;
Miller et al., 2009). A recent survey conducted
to explore cultural differences in perceptions of
ADHD found that African American parents
were more likely than white parents to be
unfamiliar with ADHD, feel their children were
diagnosed with ADHD more often than white
parents, and believe that teachers blamed ADHD
for learning or behavior problems more often
for African American youth than for white youth
(Bailey et al., 2010).

Previous research has found that barriers in
the health care system also contribute to
disparities in ADHD treatment. For example,
Bailey et al. (2010) suggest that clinicians
often do not consider the experiences children
have in different environmental settings prior
to diagnosis. This has implications for the
accuracy of diagnosis, especially for youth
living in stressful and under-resourced neigh-
borhood conditions. In addition, a lack of
cultural sensitivity by clinicians may result
from stereotyping or cultural biases stemming
from a limited understanding of the social
conditions and historical experiences of
patients. This could influence communication
between patients, families, and providers.
Working with clinicians to overcome such
barriers has been suggested to improve the
delivery of mental health services for ADHD
(Bailey & Ownes, 2005; Miller et al., 2009).

Conduct Disorders and African American
Youth We identified a few observational stud-
ies that examined rates of conduct disorder in
samples of racially diverse youth and found that
African American youth were reported to exhibit
significantly higher rates of conduct disorders
(CD) than white and other youth of color
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(Bird et al., 2001). Unfortunately, the samples for
many of these studies were drawn from incarcer-
ated or hospitalized African American youth and,
therefore, do not represent the general population
(Brody et al., 2003). Even though African
American youth are exposed to considerably
more risk factors for psychiatric disorders than
white youth, several studies find that they were
diagnosed at lower rates for CD in epidemiologi-
cal studies (Miller-Johnson, Lochman, Coie,
Terry, & Hyman, 1998). Nevertheless, African
American youth who display acting out or dis-
ruptive behaviors are more likely to be referred to
the juvenile justice system rather than to mental
health services (Bean, Barber, & Crane, 2006;
Burriss, Breland-Noble, Webster, & Soto, 2011).
In the absence of treatment, conduct disorder is
associated with an increased risk of antisocial
behaviors among youth, which can extend into
adulthood (Kratzer & Hodgins, 1997).

Factors exist at the societal, cultural, and
clinical levels that contribute to disparities in CD.
In fact, numerous studies (Brody et al., 2003;
Kim, Conger, Elder, & Lorenz, 2003) have dem-
onstrated a link between stressful life events and
adolescent adjustment problems. Cross-sectional
studies often suggest that stressful life events
may be related to adolescent problem behaviors
and mental distress (Grant et al., 2004).
Prospective, longitudinal studies, however, are
less consistent. For example, Siegel and Brown
(1988) and Swearingen and Cohen (1985) failed
to show positive associations between stressful
life events (acute or chronic) and adolescents’
emotional and behavioral problems, while
Compas, Orosan, and Grant (1993) and Windle
(1992) found these links. Further clarification is
necessary to better understand these issues.

Depression and African American Youth
Prior studies have estimated the prevalence of
depression for African American adolescents
using standardized diagnostic criteria and struc-
tured diagnostic interview schedules. Most stud-
ies include African American adolescents as part
of larger probability samples. Angold et al.
(2002), for example, surveyed four counties in
rural North Carolina to assess psychiatric disor-

ders in 920 low-income or under-resourced
African American and white 9-17 year olds. They
found that 1.7 % of African American youth met
criteria for a depressive illness. Doi et al. (2001)
found that 13.4 % of the 636 African American
12—-15 year olds in Texas met criteria for depres-
sive illness when the Diagnostic Interview
Schedule for Children (DISC) was used. The
prevalence was reduced to 6.1 % when impair-
ment was assessed. Gayle, Bolland, Dick,
Ashbeck, and Mustanski (2013) also used a ver-
sion of the DISC to measure depression with 592
low-income African American adolescents who
were 13—18 years old in Alabama. Their findings
indicated a rate of 3.8 %. An investigation using
waves 1 and 2 of the national Add Health data
(Harris et al., 2009) demonstrated that the preva-
lence of depressive symptoms was 2.5 % at wave
1 (baseline) and 2.8 % at wave 2 follow-up.

Across studies, prevalence estimates of
depression vary widely for African American
youth. Reasons for these differences may include
mechanisms of assessment of functional impair-
ment, the age of adolescents examined, the
geographic location of the study, the lack of
assessment of socioeconomic and environmental
factors, and the types of measures employed.
Thus, the evidence is not clear as to the level of
risk (or the actual prevalence) for depression
among African American adolescents from
varying backgrounds. More research is necessary
to better understand this critical mental health
issue for this population.

African American adolescents have been
identified as a particularly vulnerable group
regarding the occurrence of depression due to
stressful life circumstances (Gibbs, 1990; Rosella
& Albrecht, 1993). Some studies indicate that
African American adolescents experience depres-
sion at disproportionately higher levels than
adolescents from other racial/ethnic groups
(Roberts, Roberts, & Chen, 1997; Wu, 1999),
while others do not (Gayle et al., 2013; Saluja
et al., 2004). Identifying protective factors for
this population is critical to advancing knowledge
in this area. A sample of 286 under-resourced
African American youth reporting racial stress
(i.e., experiences with discrimination) also



reported elevated internalizing symptoms (White
& Rogers, 2000). In another study, the stress-
buffering hypothesis was explored longitudinally
in a sample of 173 urban, African American
males. Data on social support, stressful life
events, alcohol and substance use, delinquency,
and psychological symptoms were collected
twice, 6 months apart, resulting in no support for
the stress-buffering hypothesis. Ultimately, friend
support was unrelated to anxiety and depression
longitudinally; however, parental support pre-
dicted less anxiety and depression over time.
The above findings on males suggest that
parental support, rather than peer support, may
protect African American youth from elevated
anxiety and depression. These results add to
research indicating the positive role parental
support plays in the healthy development of
African American adolescents. Additionally,
extended family may play a vital role in the
healthy development of African American youth.
Most tests of the stress-buffering hypothesis
among youth examine parental and/or peer
support. Nevertheless, some researchers have
found that informal sources of support and non-
kinship relationships help reduce the negative
consequences of stress for African American
adolescents (Caldwell, Zimmerman, Bernat,
Sellers, & Notaro, 2002; Simons et al., 2002) and
increase use of mental health services (Lindsey,
Barksdale, Lambert, & Talongo, 2010)

Eating Disorders and African American
Youth To study prevalence and age of onset for
eating disorders, Taylor, Caldwell, Baser, Faison,
and Jackson (2007) analyzed data with nationally
representative samples of African American and
Caribbean Black adults (N=5191) and adoles-
cents (N=1170) from the NSAL. Reports of
12-month Anorexia was the least prevalent eating
disorder among African American adults
(0.05 %) and adolescents (0.07 %), with age of
onset for adults in mid adolescence. There were
no cases of Anorexia among Caribbean Blacks.
Binge eating was the most prevalent 12-month
eating disorder among adults (2 %) and adoles-
cents (1.6 %), regardless of ethnicity. Prevalence
of eating disorders varied by type of disorder;
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therefore, we surmise that clinicians require prepa-
ration and training to recognize and treat eating
disorders in ethnically diverse patient populations.
No significant gender differences were found
among adolescents; however, actual cases of
12-month eating disorders in all categories were
more frequent for boys than for girls.

Suicide and African American Youth Suicide
is the third leading cause of death among 10- to
19-year-olds in the USA, with the greatest
increases in suicide rates in the previous decade
experienced by African American and other
racially diverse youth (Centers for Disease Control
and Prevention (CDC), 2011). Joe, Baser,
Neighbors, Caldwell, and Jackson (2009) studied
lifetime and 12-month prevalence for suicide
attempts among African American and Caribbean
Black adolescents in the NSAL-A. This study
examined nonfatal suicidal behavior among 1170
African American and Caribbean Black adoles-
cents aged 13—17 years old. Results indicated that
African American adolescents reported a lifetime
prevalence of 7.5 % for suicidal ideation and 2.7 %
for suicide attempts. The 12-month prevalence of
suicidal ideation and attempt was 3.2 % and 1.4 %,
respectively. Four percent (4 %) of all adolescents
and 7 % of female participants had attempted sui-
cide by age 17. African American adolescents
were approximately five times more likely than
Caribbean Black youth to attempt suicide. Almost
half of the respondents who reported a suicide
attempt had never met criteria for any DSM-IV
disorders at the time of the attempt (Joe et al.,
2009).

Official statistics indicate that white youth are
nearly twice as likely as African American youth
to commit suicide (Centers for Disease Control
and Prevention (CDC), 2011). Attempts to explain
the disparity between African Americans and
whites have resulted in several explanations,
including age differentials in rates of suicide
among older male youth by race. When examining
age, researchers have reported that suicide risk
among young African American men was compa-
rable to that of young white men (Joe & Kaplan,
2001); however, older white men had the highest
risk among youth. This disparity has decreased
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appreciably over time. The increasing conver-
gence in suicide rates is associated with striking
increases in suicide rates among African American
youth. Between 1980 and 1995, for example, the
suicide rate for African Americans ages 10-14
increased 233 %; the suicide rate for comparable
white youth increased 120 % (CDC, 1998).

A coroner judges whether someone has died
by suicide. The accuracy of suicide determina-
tions, especially in the case of African American
youth, has been called into question (Phillips &
Ruth, 1993). Mohler and Earls (2001) were able
to notably reduce the gap in suicide rates between
African American and white adolescents and
young adults after correcting for attribution to
other causes.

In a subsequent study, Joe, Baser, Breeden,
Neighbors, and Jackson (2006) found that African
Americans and Caribbean Blacks reported life-
time prevalence of 11.7 % for suicide ideation
and 4.1 % for attempts. Among the respondents
who reported ideation, 34.6 % transitioned to
making a plan and only 21 % made an unplanned
suicide attempt. Among four ethnic-gender
groups (African American males and females and
Caribbean Black males and females), the 7.5 %
lifetime prevalence for attempts among Caribbean
Black males was the highest among Blacks. The
greatest risk of progressing to suicide planning or
attempt among ideators occurred within the first
year after ideation onset. African Americans and
Caribbean Blacks at high risk for suicide attempts
were younger, less educated, or from the Midwest.

Using data from the Add Health study, Resnick
et al. (1997) examined Time 1 factors at the
individual, family, and community levels, which
were expected to protect against Time 2 suicide
attempts. Perceived parent and family connected-
ness were protective against suicide attempts for
African American, Hispanic/Latino, and white
youth. For females, emotional well-being was
also protective for all of the racial/ethnic groups
studied, while a high grade point average was an
additional protective factor for males in the study.
Risk factors for all groups included a previous
suicide attempt, violence victimization, violence
perpetration, alcohol use, marijuana use, and
school problems. Additionally, somatic symp-

toms, a friend’s suicide attempt or completion,
illicit drug use, and a history of mental health
treatment predicted suicide attempts among
African American, Hispanic/Latino, and white
females. Weapon-carrying at school and same-sex
romantic attraction were predictive of suicide
attempts for all male racial/ethnic groups.
Calculating the estimated probabilities of attempt-
ing suicide for adolescents with increasing num-
bers of risk and protective factors revealed that
the presence of three protective factors reduced
the risk of a suicide attempt by 70-85 % for each
gender and racial/ethnic group, including those
with and without identified risk factors.

Mental Health Service Use
and African American Adolescents

Overall, 10 % of children and adolescents
experience mental illness severe enough to cause
some level of impairment (Knopf, Park, &
Mulye, 2008). Epidemiological data indicates
that African American youth are no more or less
likely than white youth to experience impairment
or prevalence of major mental health disorders.
However, among African American youth, a
great deal of the research related to mental illness
impairment and prevalence is focused on the
subset of youth characterized as “under-resourced
or low-income.” As a result, the field remains
unclear regarding the prevalence of mental illness
among socioeconomically and ethnically repre-
sentative samples of African American youth.
Fortunately, within the past 5-10 years there has
been an increase in the representativeness of socio-
economically and ethnically diverse samples of
African American youth in the empirical literature,
including notably the National Survey of American
Life-Adolescent Supplement (NSAL-A; Jackson
et al., 2004) and the National Comorbidity Survey-
Adolescent Supplement (NCS-A; McLaughlin,
Costello, Leblanc, Sampson, & Kessler, 2012).

As indicated earlier, few differences exist
regarding mental illness prevalence for major
disorders in racially diverse US youth. However,
significant differences and disparities exist in the
use of treatments for mental illness. For example,
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some research suggests that over 75 % of all US
youth with a mental health problem receive no
mental health care. African American youth receive
significantly less mental health specialty care
(i.e., from a psychologist or psychiatrist), demon-
strate lower rates of treatment completion (33.5 %
of African American youth vs. 45.1 % of white
youth) and in some instances spend 50 % less time
in treatment as compared to white youth (Alegria,
Carson, Goncalves, & Keefe, 2011; Angold et al.,
2002; Garland et al., 2005; Merikangas, Nakamura,
& Kessler, 2009; Wu et al., 2001).

Among African American youth and fami-
lies, research indicates that treatment underuti-
lization might be attributable to alternate coping
styles (i.e., religion and prayer), resistance
toward “medicalizing” behavioral problems and
emotional concerns and financial barriers like
type of insurance or ability to pay out of pocket
for care (Molock, Puri, Matlin, & Barksdale,
2006; Snowden & Thomas, 2000; Terreri &
Glenwick, 2013). However, even when control-
ling for socioeconomic variables (i.e., insurance
and ability to pay), African American treatment
utilization remains disproportionately lower
(Alegria et al.,, 2008; Cummings & Druss,
2011). Unfortunately, some of the disparities
faced by African American youth regarding
treatment utilization include the negative
sequelae of mental illness burden including the
(mis) diagnosis of disruptive behavior disor-
ders, poor academic performance, school drop-
out, and even suicidal ideation and behaviors
(Bean et al., 2006; Breland-Noble et al., 2010).
Further, African American youth are less likely
than white youth to access mental healthcare
across most service sectors (except schools) and
disproportionately receive mental health ser-
vices via specialized access points like the juve-
nile justice system (ratio of 3:1 compared to
white youth) (Breda, 2003; Dannerbeck &
Jiahui, 2009; Snowden & Thomas, 2000; Trupin
& Boesky, 2001). In fact, recent research con-
firms this finding by indicating that among
racially diverse US youth, the poorest youth
were much more likely to receive mental health
services from the juvenile justice system than
youth from the wealthiest families. Since
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African American youth are disproportionately
represented among families with fewer
resources than white youth, it is not surprising
that the juvenile justice system serves as a de
facto mental health service entry point (Costello,
He, Sampson, Kessler, & Merikangas, 2014). A
number of reasons might explain racial dispari-
ties in estimates of mental health service use,
including inadequate and inappropriate diag-
nostic identification, less service access, and
perceived ineffectualness of treatments for men-
tal health problems. Finally, disparities exist not
only in initial access to care, but also in service
completion and quality (Breland-Noble, Bell,
Burriss, & AAKOMA Project Adult Advisory
Board, 2011; Breland-Noble, Wong, Hankerson,
Childers, & Sotomayor, 2013; Ingoldsby, 2010;
U.S. Department of Health and Human Services,
P. H. S., Office of the Surgeon General, 2001).
Regarding mental health services, the field is
moving toward the dissemination and implemen-
tation of evidence-based practices in community
and clinical settings. In fact, the Affordable Care
Act strongly encourages the implementation of
evidence-based mental health practice for
children’s mental health (Garland et al., 2013).
While evidence-based practice offers the poten-
tial for a standardized method of care across
settings and practitioners, there has been some
criticism about the relative evidence of currently
validated mental health interventions for major
mental disorders for African American youth.
Based on the seminal 2010 Huey and Polo review
of evidence-based interventions for youth mental
health, it is clear that currently, there are no
“well-established” evidence-based treatments for
youth of color, including African American
youth. While this does not mean that current
evidence-based treatments are ineffective, it
speaks to the significant gap in our knowledge
regarding the effectiveness of standard interven-
tions to address major mental health issues in
African American youth. Of the emerging knowl-
edge on the treatment of mental illness in African
American youth, most of the literature focuses on
disruptive behavior and externalizing problems
like conduct disorder and delinquent behaviors.
Though not always the case, more often than not,
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the primary populations on which many evidence
informed interventions were developed and
normed include non-representative samples of
under-resourced or juvenile justice involved
African American youth (Breland-Noble, Childers,
& Boyce, in press; Breland-Noble, Stein, Wong, &
Wang, in press).

Epidemiologists have evaluated mental health
service use in racially diverse samples of youth
and for African American youth specifically.
Historically, studies have found that US youth
have received care at rates far less than needed.
For example, a recent SAMHSA report indicated
that only 41.6 % of white, 36.9 % of Latino, and
28.6 % African American adolescents who
reported having a major depressive episode in
2013 also reported receiving treatment
(U.S. Department of Health and Human Services
and Substance Abuse and Mental Health Services
Administration, 2015). Similarly, Kodjo and
Auinger (2004) found that emotionally distressed
African American youth received mental health
counseling significantly less than their white or
Latino counterparts. Costello and colleagues also
found that “In specialty mental health settings
(i.e. psychologists or psychiatrists offices) [non-
Latino] Black adolescents were less likely than
white youths to receive care for psychiatric
disorders.” (Costello et al., 2014, p. 361)

Mental health services for youth are especially
fragmented often resulting in less than adequate
mental health care. Few available studies describe
the health care experiences of racially diverse
youth (U.S. Department of Health and Human
Services, P. H. S., Office of the Surgeon General,
2001). African Americans, for example, are often
undercounted in household surveys because of
overrepresentation in institutional settings such as
jails, shelters, and foster care (Davis, 2011;
Lindsey et al., 2010). The first contact with a
mental health care provider is often in a primary
care setting and, thus, many youth are likely to
receive their mental health care in primary care set-
tings rather than in specialty mental health services.

Previous research has found a link between
stigma and perceptions of mental health services
among African American youth. For example,
Rose, Joe, and Lindsey (2011) examined the

relationship between depression severity and per-
ceived stigma regarding mental health treatment
among African American adolescents. They
found that approximately half of the adolescents
classified as being mildly to severely depressed
reported higher perceived stigma associated with
receiving mental health treatment. These findings
are consistent with research by Breland-Noble
and colleagues who found that African American
adolescents revealed stigma toward mental health
treatment for depressive illness (Breland-Noble
et al., 2010). Thus, stigma remains a barrier to
mental health service utilization among African
American youth.

As indicated by various research studies, few
African American youth received mental health
treatment in specialty mental health settings.
Instead, primary care settings often are the gate-
way to mental health care. As such, primary care
settings have become increasingly important
portals for identifying undiagnosed or untreated
mental disorders. Many reasons have been cited
for this trend, including lack of availability of
culturally competent mental health specialists,
income and insurance issues, stigma surrounding
mental illness, and lack of trust in the relationship
between families, youth, and physicians (Breland-
Noble et al., 2011; Uniitzer, Schoenbaum, Druss,
& Katon, 2006; US Department of Health and
Human Services, 2003). Various elements of inte-
grated health care appear to have particular appeal
for achieving better outcomes with racially
diverse populations (Dwight-Johnson et al., 2010;
Ell et al., 2010). The most successful elements of
this approach address the socio-cultural needs of
the focal audience, such as family involvement in
treatment (Bao et al., 2011).

Integrated health care has gained significant
momentum since its introduction in the US
Surgeon General’s 1999 report on the mental
health of Americans. Empirical evidence of the
overall effectiveness of integrated health care in
reducing disparities and improving outcomes for
racially diverse youth is limited due to a lack of
available data and most studies being underpowered
to test racial subgroup effects of treatment (Butler
et al., 2008). Nonetheless, promising practices
using key strategies exist and are being successfully
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implemented by integrated health care programs
(Sanchez, Chapa, Ybarra, & Martinez, 2012). The
Institute of Medicine report, Unequal Treatment:
Confronting Racial and Ethnic Disparities in
Health Care, concluded that a variety of health
care system issues appear to contribute to the
persistence of health disparities for racially diverse
populations (Smedley et al., 2002) including the
underrepresentation of people of color in the
health care professions and among those
providing care. In addition, access to high-quality
subspecialists, diagnostic imaging and emergency
hospital admissions are difficult to secure. Finally,
communities of color bear a disproportionate
burden of access to fewer sources of health care
than white communities. Overall, disparities in
mental health care for African American youth do
not occur in isolation (Alliance for Health Reform,
2006) and are part of a larger framework of the
experience of discrimination and racism that many
African Americans face in everyday American life
(Clark, Salas-Wright, Vaughn, & Whitfield, 2015).

Although integrated care approaches vary in
terms of the best means of achieving integration,
some essential elements include systematic
clinical care management provided by a social
worker, registered nurse, or other licensed mental
health provider, proactive follow-up and outcome
monitoring. To integration care more effectively,
active engagement will be necessary between
psychiatric consultation and primary care physi-
cians through a care manager to proactively treat
mental health problems, such as depression and
anxiety, especially among populations who use
primary care settings for their mental health con-
cerns (Uniitzer et al., 2006).

The care manager is in the center of this model,
with a primary function to assist patients with
mental disorders and facilitate communication
between the primary care providers and the men-
tal health specialist (Thielke, Vannoy, & Unutzer,
2007). The chief roles of the care manager include
educating patients, involving and supporting
treatment decisions, encouraging medication
adherence, monitoring treatment outcomes, pro-
viding brief counseling, and facilitating consulta-
tion with the psychiatrist as needed (Oxman,
Dietrich, & Schulberg, 2005). The functions of
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the care manager can address significant barriers
to treatment such as stigma, limited knowledge of
mental disorders, poor doctor—patient communi-
cation, and treatment engagement and adherence,
which disproportionately affect racial and ethnic
minority youth (Bao et al., 2011). However, those
functions may be limited unless culture-specific
strategies are employed to engage and retain
minority patients and families in treatment
(Bao et al., 2011).

In an effort to assess models of integrated
care, the level of integration into community
settings, and to describe barriers to successful
programs, the Agency for Healthcare Research
and Quality (AHRQ; Butler et al., 2008) pro-
vided a comprehensive report based on data from
multiple resources beyond what is typically
available in the literature. The report’s findings
showed positive outcomes for the integrated
health care approach in general. However, the
report also noted that it could not determine
which elements of integrated care were linked to
better outcomes or whether it was simply incor-
porating mental health treatment into the primary
care setting that improved outcomes.

The AHRQ report concluded that addressing
patient preferences for psychotherapy rather than
focusing on medication resulted in long-term
improvements in depression for diverse patient
populations (Butler et al., 2008). However, the
question of who benefits most from integrated
care could not be answered. In addition, financial
barriers remained a concern to long-term imple-
mentation. Although the evidence appears to be
strong in support of integrated health care, the
report suggests that specific elements, disease
conditions, and racially diverse and vulnerable
populations who may benefit from integrated care
are still not understood because of a lack of data
for specific populations, including people of color
who are missing in these research efforts (Butler
et al., 2008). This is especially true for adolescent
populations. A recent randomized clinical trial
for depressed adolescents (Richardson et al.,
2014) demonstrated promise for a collaborative
care model within the primary care setting.
Although more studies are needed, findings indi-
cated greater decreases in depressive symptoms
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12 months after the intervention when compared
with youth in the control group. As with adult
samples testing this model, the sample in the
adolescent study was overwhelmingly white.
Consequently, no information has been provided
on the effectiveness of this strategy for African
American or other youth of color.

Clearly effective treatment is better than no
treatment at all. However, for psychosocial inter-
ventions that might be sensitive to social and
cultural circumstances, there is the question of
whether interventions are as effective for African
Americans as they are for whites. Few researchers
have addressed this question when considering
either novel, standardized treatments or treat-
ment-as-usual. Among the few studies available
for review, many included small samples of
participants and lacked adequate controls. One
preliminary effort found that African Americans
and whites responded similarly to treatment for
posttraumatic stress disorder (Zoellner, Foa, &
Brigidi, 1999). Cognitive-behavioral therapy
(CBT), which focuses on altering demoralizing
patterns of thought, has been shown to be equally
effective in reducing anxiety among African
American and white children and adults
(Friedman et al., 1994; Treadwell, Flannery, &
Kendall, 1995), but the literature on the efficacy
of CBT for the treatment of depression and other
disorders in African American youth is sparse
(Breland-Noble et al., in press).

To address some of the individual and systems
barriers to treatment for a socioeconomically
diverse sample of depressed African American
youth, Breland-Noble, Bell, and Nicolas (2006)
developed a family-based intervention to increase
readiness for psychiatric treatment and published
promising results. The intervention was developed
using a patient and community centered approach
resulting in a brief intervention (Breland-Noble,
2012; Israel, Eng, Schulz, & Parker, 2005;
University of Maryland & Westat, 2013). The
multiple-session intervention included one
telephone segment and two in-person visits with a
goal of providing a culturally informed interven-
tion to addressed family and youth concerns
about treatment in efforts to increase participation
in outpatient care. In the final analysis from the

pilot study (N=16), findings indicated a non-sta-
tistically significant improvement in reducing the
“no-show” rate of African American patients. In
other words, study patient completers from the
experimental groups, were less likely to “no-
show” for their first depression treatment
appointment when compared with the delayed
control patient group. Findings from this study
allowed the study team to examine the feasibility
and acceptability of the intervention and establish
an effect size to assist with power calculations
for further development of the intervention
(Breland-Noble, 2012). The research team is
currently designing a moderately sized efficacy
trial to examine the intervention in a larger sample
of African Americans. The types of interventions
described in this section are needed to reduce the
prevalence of unmet mental health need in African
American children and adolescents.

Using the National Medical Expenditure
Survey, a large, community survey, Cunningham
and Freeman (1996) found that African American
children were less likely than white children to
have made a mental health outpatient visit. The
difference could not be attributed to underlying
socioeconomic, family-related, or regional dif-
ferences between the groups. Among children
who received outpatient mental health treatment,
African Americans and whites had similar rates
of receiving care from a mental health specialist.
Several smaller studies support this finding. One
study considered mental health care provided by
specialists, by physicians and nurses, and in the
schools (Zahner & Daskalakis, 1997). African
American children and youth were less likely
than whites to receive treatment, and their under-
representation varied little, no matter which
source of treatment was used. Other school-based
studies have reported similar findings (Cuffe,
Waller, Cuccaro, Pumariega, & Garrison, 1995);
however, African American youth who had larger
social networks were more likely to use school-
based services for depression than those with
smaller networks (Lindsey et al., 2010).

Few African American children and youth are
in psychiatric inpatient care (Barksdale, Azur, &
Leaf, 2009; Chabra, Chaves, Harris, & Shah,
1999; Lindsey et al., 2010), but there are many in



14

residential treatment centers (RTCs) (Firestone,
1990). RTCs provide residential psychiatric treat-
ment similar to that available in hospitals, but they
are more likely to be funded from public sources.
In many cases, it is not parents, but child welfare
authorities and the juvenile justice system that
initiate treatment for African American children
who are overrepresented in these institutions.

The child welfare system is a principal gate-
keeper for the mental health care of many African
American youth (Gudino, Martinez, & Lau, 2012;
Halfon, Berkowtiz, & Klee, 1992; Takayama,
Bergman, & Connell, 1994). African American
children make up about 45 % of the children in
public foster care and more than half of all
children waiting to be adopted. Children come to
the attention of child welfare authorities because
they are suspected victims of abuse or neglect.
Often they are removed from their homes and
placed elsewhere—and then again placed else-
where if an initial placement cannot be continued.
These situations carry a risk for youth not receiv-
ing needed mental health care. Garland, Hough,
McCabe, Wood, and Aarons (2001) found that
the prevalence of psychiatric disorders in the
child welfare system was lower than rates for
youth in the mental health system. However, they
also found that the prevalence of psychiatric dis-
orders in the child welfare and the juvenile justice
systems was high enough to warrant concern.
Because these systems are not adequately pre-
pared to address these needs. This places African
American youth at a distinct disadvantage for
receiving mental health care because these sys-
tems have the most contact with African American
children and adolescents in need of psychiatric
care.

Several studies focusing on metropolitan areas
have found an overrepresentation of African
American children and youth in public mental
health services (Bui & Takeuchi, 1992; McCabe
et al., 1999). Consequently, access to services via
the child welfare or juvenile justice system may
not result in the intended treatment. In an assess-
ment of use of different sectors of mental care by
African American and white youth, Barksdale
et al. (2009) found that youth referred for mental
health care from the juvenile justice system were
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less likely to receive services than those referred
from a mental health agency.

Studies of children and youth have generally
shown positive effects from actual treatment
when treatment is available. African American
and white juvenile offenders were assisted com-
parably by multisystemic therapy, which engages
a network of supportive figures in the helping
effort (Bourdin, Hennegger, Blaske, & Stein,
1995). In addition, African American youth
showed positive outcomes for medication for
ADHD (Brown & Sexson, 1988).

Conclusion

Statistics substantiate mental health problems in
children and adolescents revealing, for example,
that one in five youth experience significant symp-
toms of emotional distress and approximately 10 %
of children and adolescents suffer from emotional
disorders which impair their personal, school, and
family lives (Centers for Disease Control and
Prevention (CDC), 2013; Knopf et al., 2008).
Some research has reported more psychiatric prob-
lems and greater risk for psychiatric comorbidity
problems among African American children and
adolescents as compared to other racial/ethnic
groups while other research has reported white
youth being at greater risk than African American
youth for specific disorders. Family and school
experiences have been found to be significant
protective factors against mental health problems
for African American children and adolescents.
Deficiencies in research on the mental health
of African American youth exist across a broad
spectrum of considerations. It is important to
evaluate these deficiencies within the context of
race, culture, and class and not use an analysis
that pathologizes diverse racial and ethnic com-
munities as inherently problematic, but rather
underscores the existence of conditions that have
in many ways been created and sustained by
social institutions that have not adequately
addressed root causes, consequences, and cures
for mental health problems affecting African
American youth (Maton & Zimmerman, 1992).
The maltreatment of people of color in US soci-
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ety and subsequent social conditions are mani-
fested in health and mental health outcomes. The
statistics in this chapter quantifiably demonstrate
the inequities that vary by race, culture, and class
when considering the mental health of African
American children and adolescents and the
services to which they have access and utilize.
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Introduction

Psychological assessment is an important aspect in
the diagnosis and treatment of psychiatric condi-
tions. Assessment in clinical practice typically falls
under the domain of psychology (McLeod, Jensen-
Doss, & Ollendick, 2013) and psychological
assessment is seen as a tool for mental health
professionals such as a psychologist or psychother-
apist. Psychological evaluations are useful to
obtain information from patients to provide diag-
nostic clarification and to assist with intervention
planning (Tiegreen, Braxton, Elbogen, & Bradford,
2012). In psychiatric settings, assessment fulfills
several objectives such as differentiating typical
from atypical behavior, highlighting an individual’s
strengths and weaknesses, and classifying a
particular diagnosis to assist with treatment
planning (e.g., Schroeder & Gordon, 2002). In
child and adolescent mental health, the purpose of
psychological assessment is to identify whether a
disorder is present that is different from the

E.A. Turner (<)

Department of Social Sciences,
University of Houston-Downtown,

1 Main Street, Suite N-1009, Houston,
TX 70002, USA

e-mail: TurnerE@uhd.edu

C.J. Mills
Independent Practice, Richmond, VA, USA

© Springer International Publishing Switzerland 2016

behavior that would be expected in a typically
developing child and that is interfering with the
child’s functioning (Jensen-Doss, McLeod, &
Ollendick, 2013).

According to Jensen-Doss et al. (2013), psycho-
logical assessment has several important purposes:
(1) toclarify adiagnosis to facilitate communication
among professionals which provides a clinical
picture of the patient’s difficulties, (2) to assist the
clinician in treatment planning and intervention
selection consistent with evidence-based treatment,
(3) to provide information necessary to obtain
authorization for services or accommodations, and
(4) to monitor treatment progress or outcomes to
determine whether a child or adolescent continues
to meet criteria for a diagnosis over the course of
treatment. Psychological assessment may also
assist with school consultation to develop appro-
priate school interventions and accommodations.

In order to obtain the most useful information
through diagnostic assessment, multiple methods
or approaches must be utilized. Conceptualization
of the youth must incorporate a developmental
psychopathology perspective, as well as combine
the use of nomothetic and idiographic assess-
ment tools (McLeod et al., 2013). Nomothetic
assessment tools provide information about a
child or adolescent compared to other youth on a
similar domain. These assessment measures
include parent or youth rating scales that allow
the clinician to compare the child’s functioning
to normative data that has typically been gathered
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by the test developer. Conversely, idiographic
assessment tools obtain data that is representative
of the individual’s difficulties and strengths.
Idiographic tools allow the clinician to gather
information to help conceptualize the youth
within their own environment and may include
direct observation methods, behavioral assess-
ment, or unstructured clinical interviews. Specific
to youth, assessment of children and adolescents
requires knowledge and skills from several
domains including: developmental principles,
child psychopathology, psychometric theory,
diversity and cultural issues, and therapy process
and outcome research (McLeod et al., 2013).

The goal of this chapter is to enhance the clini-
cian’s ability to produce a valid evidence-based
assessment (EBA) with African American youth
and to assist mental health professionals in under-
standing key factors to recognize when reviewing
the results of a psychological evaluation. We
begin with a discussion of historical experiences
that impact African Americans’ utilization of
mental health care. Then, we provide an over-
view of EBA, followed by a review of the current
literature on assessment with African American
youth and conclude with future directions for
research and clinical practice.

EBA in Clinical Practice

EBA is described as an approach to clinical
evaluation that utilizes science and theory to
guide the assessment process (Jensen-Doss
et al., 2013). Given the focus on providing
evidence-based treatments (EBTs), EBA has
been emphasized in an effort to strengthen the
ability of clinicians to enhance their clinical
practice and treatment effectiveness. Although
both EBA and EBTs are promoted, there remains
a gap between the research and clinical practice.
According to the literature, clinicians are not
consistently engaging in EBA practices as
recommended (e.g., Jensen-Doss, 2005, 2011).
For example, one study using licensed psychol-
ogists suggested that an unstructured clinical
interview was the most common and often only
assessment method used to provide a treatment
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diagnosis (Jensen-Doss & Hawley, 2010). In the
age of managed mental health care, EBA should
be considered integral to the treatment process.
Some have noted that effective treatment
depends on accurate assessment rather than
solely on subjective decision making (McLeod
et al., 2013). Psychological assessment could
contribute to behavioral health care’s capacity
to provide positive payoffs such as reduced
medical cost and improved treatment outcomes
(Jensen-Doss et al.,, 2013; Quirk, Strosahl,
Kreilkamp, & Erdberg, 1995). Therefore, it is
highly important for the clinician to become
aware of EBA and to implement these practices
within their clinical work. However, psycho-
logical assessment in clinical practice has
continued to decline as a result of stipulations
by managed health care and the limited time of
clinicians to dedicate to psychological assess-
ment (e.g., Meyers et al., 2001).

More recently, clinically based diagnosis—
unstructured assessment guided by clinical judg-
ment—has dominated the assessment
Clinically based diagnosis involves the clinician
conducting an unstructured clinical interview to
follow-up on their initial impressions by asking
questions to rule-in or -out a diagnosis (Jensen-
Doss, 2005). There are several reasons why clini-
cally based diagnosis is most commonly used in
practice. First, clinicians often have a limited
amount of time to complete an initial diagnostic
evaluation given time constraints placed on them
by third party payors (i.e., insurance companies).
Second, many clients/patients are anxious to
initiate treatment and the likelihood of treatment
dropout may increase if they feel that their needs
are not being addressed. Although clinically-based
diagnosis is often utilized over evidence-based
diagnosis, it has been found to be less accurate and
less reliable than evidence-based diagnosis. One
study found that combining clinical and structured
interview methods (i.e., EBA approach) appeared
to improve diagnostic accuracy versus clinical
methods alone (Basco et al., 2000). Accuracy of
judgments can also vary as a function of the client’s
race, social class, or gender (Garb, 1997; Whaley,
2001). For example, numerous authors have
reported that race bias occurs when judgments

area.



2 Culturally Relevant Diagnosis and Assessment of Mental lliness 23

made about White clients are more accurate than
those made for Black clients (Garb, 1996; Whaley,
2001; Whaley & Hall, 2009). This may happen as a
result of solely examining diagnostic criteria with-
out further inquiry into possible cultural/situational
explanations of the symptoms. The literature notes
that some clinicians may be insensitive to cultural
aspects of symptoms (e.g., paranoia) and neglect to
consider how African Americans lack of trust of
mental health professionals results in misdiagnosis
(Whaley, 2001). Clinicians also have the tendency
to overlook less severe symptoms (e.g., depression)
in African Americans and over-diagnose more
severe symptoms such as schizophrenia (e.g.,
Frank, 1992; Whaley, 2001). These errors in diag-
nosis are often the result of only using a clinical
interview during the assessment phase of treatment.
Given these concerns, it is important that evidence-
based diagnosis be incorporated into clinical
practice.

There are numerous reasons to address gaps
in EBA with African American youth. First,
with the emphasis on EBA it is necessary to
determine whether the current assessment tools
are equivalent across racial, ethnic, and cultural
groups (Dana, 1996; Pina, Gonzales, Holly,
Zerr, & Wynne, 2013). Second, the literature is
full of studies that provide examples of misdi-
agnosis as a result of neglecting the importance
of racial or cultural influences (Aklin & Turner,
2006; Dana, 1996; Pina et al.,, 2013). As
previously noted, some clinicians over-diag-
nose symptoms in ethnic minorities or judge
symptoms to be more serious when reported by
ethnic minority patients (Aklin & Turner,
2006). Given the history of African Americans
and the mental health system, it is pertinent that
improvements be made to strengthen the
assessment process to allow clinicians to obtain
a more accurate diagnosis and subsequently
improve treatment planning. McLeod et al. (2013)
hypothesize that when clinicians do not follow a
predetermined set of questions or procedures,
assessment techniques are susceptible to bias.
Therefore, having a better understanding of EBA
approaches with African American youth is
extremely important.

Current Status of Assessment
with African Americans

According to the literature, there is a long-
standing history of over- and under-diagnosis of
various psychological disorders in African
Americans (e.g., Garb, 1997; Kales et al., 2000;
Pina et al., 2013). As noted above, a clinical
interview (clinically based diagnosis) is one of
the most often used tools in psychological assess-
ments (Aklin & Turner, 2006). Proportionately
far more ethnic minorities than European
Americans are likely to be misdiagnosed when
assessed using this method, specifically for
psychiatric disorders (Garb, 1996; Whaley &
Hall, 2008, 2009). This is particularly true when
open-ended clinical interviews are utilized
(Basco et al., 2000). Some have postulated that
the reason for over- and under-diagnosis is related
to how clinicians misinterpret information that is
observed or reported by African Americans during
psychological assessments or diagnostic inter-
views (Whaley & Hall, 2009). For example, some
have noted that clinical psychologists often fail to
identify specific aspects of their culture that are
thought to influence behavior (Whaley, 2001).

In a meta-analysis of psychological assess-
ment data published from June 1974 through
1996, it was found that African American and
Latino (Puerto Rican) patients were less likely
than European American patients to be diagnosed
as having a psychotic or affective disorder, and
more likely to be diagnosed as having schizo-
phrenia (Garb, 1997). Findings noted that this
occurred even when measures of psychopathol-
ogy did not indicate that a diagnosis of schizo-
phrenia was justified (Garb, 1997). This study
also found no significant racial biases in assess-
ment of the level of adjustment or diagnosis of
personality traits; and psychiatric symptoms in
African American children and adults compared
to European American. This implies that if there
are no biases in the assessment due to clinicians’
behaviors, then the measures used to conduct the
assessment may not have been clinically appro-
priate. Not only do clinicians need to be aware of
EBA methods, but they must also evaluate and
determine that that the measures used in their
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evaluation are culturally and clinically appropriate.
This would involve making sure that the measures
are valid for use with African American patients.

In a study on differences in patterns of
symptom attribution in diagnosing schizophrenia
between African American and non-African
American clinicians, it was found that African
American clinicians were less influenced by
communication barriers and dysfluencies in
judging schizophrenia than were non-African
American clinicians. The study also found that
African  American  clinicians  recognized
differences in affect, speech, and communication
as culturally acceptable, and therefore, not as neg-
ative signs indicative of schizophrenia. Normative
cultural wariness of powerful institutions and indi-
viduals can make apparently suspicious and
evasive communication on the part of African
Americans dubious as signs of severe psychopa-
thology (Trierweiler et al., 2006; Whaley, 1997,
2001). To effectively treat mental illness in African
Americans, clinicians need to be aware of their
biases and cognizant of racial and cultural
variations in symptomatology.

Another way to understand cultural expres-
sions of symptoms is to differentiate between
paranoia and cultural mistrust. The central
hypothesis is that clinicians’ misinterpretation of
cultural mistrust as clinical paranoia contributes
to the misdiagnosis of African Americans as
schizophrenic (Ridley, 1984; Whaley, 2001). A
number of researchers suggest assessing an
African American client’s cultural mistrust dur-
ing the assessment process (e.g., Terrell & Terrell,
1981; Whaley, 2001). Cultural mistrust is often
measured using the Cultural Mistrust Inventory
(CMI; Terrell & Terrell, 1981), which assesses
African Americans’ mistrust of Whites due to
past experiences and contemporary forms of rac-
ism. The CMI has also been revised for use with
children—Cultural  Mistrust  Inventory for
Children (see Terrell & Terrell, 1996). During the
evaluation, the conversation on racism/cultural
mistrust should be geared toward the patient’s or
client’s needs and not the clinicians’ desire to
espouse their views of racism (Whaley, 2001).

There have been many advances in under-
standing ethnic identity development since the
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creation of the CMI (e.g., Phinney, 1989; Worrell,
Cross, & Vandiver, 2001). Ethnic identity is one
type of group identity that is important to the
self-concept of members of ethnic minority and
racial group (Yasui, Dorham, & Dishion, 2004).
Ethnic identity formation involves developing an
understanding and acceptance of one’s own
groups in the face of societal stigmatization
(Phinney, 1989). Whereas ethnic identity is
important to consider when conceptualizing the
client and their problems, cultural mistrust may
result in behaviors that will impact diagnostic
impressions. Therefore, it is still important to
have an objective measure of the patient’s cultural
views and possible cultural mistrust to provide a
more detailed assessment of the patient. The
information can then be used therapeutically to
eliminate the misdiagnosis of psychopathology.
Additionally, the cultural experiences of the
client can be explored in a richer context given
the information provided from the objective
assessment.

It is imperative that clinicians are cognizant
about how race and culture can affect the data
and/or results of a psychological assessment.
Studies have shown that cultural mistrust
impacts clinical symptoms and behaviors in both
African American children and adults (e.g.,
Terrell & Terrell, 1983, 1996; Whaley, 2001).
For example, high levels of cultural mistrust in
Black students have been found to be associated
with poor IQ test performance when the exam-
iner was White versus a Black examiner (Terrell
& Terrell, 1981; Terrell, Terrell, & Taylor, 1981;
Whaley, 2001). Cultural mistrust in African
American youth and occupational expectations
has also been evaluated. Terrell, Terrell, and
Miller (1993) found that high cultural mistrust
scores in African American youth were associ-
ated with lower occupational expectations.
Given the above information, some have
suggested that assessment measures examining
cultural/racial themes be incorporated in the
assessment process for African Americans.
Including measures such as the CMI along with
diagnostic assessments may reduce the number
of African Americans being misdiagnosed with
paranoid schizophrenia.
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In addition to diagnostic issues related to
assessment methods, there are concerns about
many clinicians lacking skills in cultural compe-
tence. Sue, Ivey, and Pedersen (1996) define
cultural competency as a clinician having aware-
ness of his or her beliefs and biases about a racial/
cultural group, having knowledge about the
client’s culture, worldview, and expectations, and
having the ability to intervene in a manner that is
culturally sensitive and relevant. Furthermore,
Whaley (2001) purports that to improve assess-
ment and treatment with African Americans it is
beneficial to incorporate the cultural mistrust
construct. Cultural mistrust has been defined as
paranoia in the form of mistrust of Whites that
exist among Blacks due to past and contemporary
experiences of racism and oppression (e.g.,
Whaley, 2001; Whaley & Hall, 2009). Given
issues with misdiagnosis and over-diagnosis of
pathology in African Americans, it appears that
the concepts of cultural competency and cultural
mistrustimpact clinicians and clients’ interactions.
The lack of cultural competency and incorpora-
tion of the cultural mistrust construct may
ultimately adversely influence the diagnostic and
assessment process with ethnic minority clients.

Given the importance of cultural competency,
several steps must be taken by clinicians to ensure
they are gathering information in a manner that
reduces biases, as well as, takes into account
cultural and racial factors that impact diagnosis.
Knowledge of the patient’s culture and sensitivity
to its basic premises is imperative for quality
treatment (Seibert, Stridh-Igo, & Zimmerman,
2002). They note that providing culturally
competent services requires that the health
professional be sensitive to the differences
between groups, to the differences in outward
behavior, and also to the attitudes and meanings
attached to emotional events (Seibert et al.,
2002). To help clinicians with enhancing their
cultural sensitivity and competence with provid-
ing mental health services, it may be helpful to
apply specific skills (Seibert et al., 2002). They
provide a checklist to assist clinicians with steps
to take in order to improve their cultural sensitiv-
ity and awareness. The authors emphasized that
the following areas should be considered when

working with individuals from diverse back-
grounds: communication method, language barri-
ers, culturalidentification, the client’s understanding
of the issues discussed, spiritual beliefs, the client’s
trust of clinician, an assessment of the client’s
expectations of treatment or recovery, adherence to
culturally appropriate assessment practices, and
provider biases. Given the historical perspective of
many African American youth, it will be important
for the clinician to obtain information on the cli-
ent’s cultural identity (e.g., does the youth have any
cultural beliefs that may help the clinician under-
stand the client’s functioning), religious or spiritual
belief system (e.g., does the youth have any rituals
or beliefs in a higher power that contribute to
recovery), and trust of the clinician (trust will be
important to get the youth and their family to
adhere to recommendations). Finally, the clinician
must abide by ethical standards and practices. This
includes the clinician addressing personal biases
about African American youth, as well as being
familiar with EBA practices. In order to provide
culturally competent services, tests must be admin-
istered and interpreted based on recommended
practices (Jensen-Doss et al., 2013; Seibert et al.,
2002).

These recommendations provide general
guidelines that may be helpful; however, certain
aspects may not apply to African American youth
or mental health care. For example, Seibert et al.
(2002) note that interpreters may be needed to
provide culturally sensitive services due to
language barriers. Whereas this factor may be
particularly important for non-English speaking
individuals, an interpreter is not typically needed
for working with African Americans. Although
an interpreter may not be necessary for working
with African American patients, it is important to
recognize that there is cultural diversity within
the African American communities. For instance,
over the last four decades Black immigrants from
the British West Indian colonies of Anguilla, the
Bahamas, the British Virgin Islands and Jamaica
have migrated to the USA (Forsyth, Hall, &
Carter, 2014). It may be appropriate to seek
consultation from a cultural liaison or inter-
preter—an individual with expertise in cultural
differences. Cultural interpreters or a culturally
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specific support team are helpful to allow the
clinician insight into how the patient’s culture
shapes understanding and expression of symptoms
(Eisenbruch & Handelman, 1990; Seibert et al.,
2002).

Furthermore, clinicians should consider using
the DSM-5 Cultural Formulation Interview
[CFI; American Psychiatric Association, 2013)
to help conceptualize the patients’ problem and
their perceived attitudes about the causes of their
difficulties. Some have provided additional
things to consider when applying a cultural
formulation to improve implementation in
clinical practice (Aggarwal, Nicasio, DeSilva,
Boiler, & Lewis-Fernandez, 2013). To address
the ambiguity from questions on the CFI that
may be unclear, it has been suggested that
questions related to cultural identity should be
phrased to capture aspects of the individuals’
background that include community, race or
ethnicity, and language (Aggarwal et al., 2013).
The following prompt is recommended to reduce
ambiguity in the questions on cultural identity
(Aggarwal et al., 2013):

Sometimes, aspects of people’s background or
identity can make their problems better or worse.
By background or identity I mean, for example, the
communities you belong to, the languages you
speak, where you or your family are from, your
race or ethnic background, your gender or sexual
orientation, and your faith or religion.

Using the prompt above allows the patient to
reveal cultural factors that could potentially
impact or explain the clinical presentation.
Furthermore, it allows the clinician to understand
the cultural contexts that are present and impor-
tant to consider when conceptualizing the patient
and their difficulties. The DSM-5 Outline for
Cultural Formulation (OCF) is a framework to
use the CFI to systematically address cultural
factors: the individual’s cultural identity, cultural
conceptualizations of distress, psychosocial
stressors and cultural features of vulnerability
and illness, cultural features of the relationship
between the patient and clinician, and an overall
cultural assessment (American Psychiatric
Association, 2013).
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EBA with African American Youth

There is substantial research on EBT and EBA,
but the literature on EBA with ethnic minorities
is very limited. In the youth area alone, more than
30 distinct treatments have been classified as
“probably efficacious” or “possibly efficacious”
for ethnic minority children and adolescents
(Huey, Tilley, Jones, & Smith, 2014).
Additionally, in 2005 the Journal of Clinical
Child & Adolescent Psychology published an
entire issue on EBA with youth for both external-
izing and internalizing problems (e.g., Klein,
Dougherty, & Olino, 2005; Mash & Hunsley,
2005; Pelham, Fabiano, & Massetti, 2005).
Although no specific evidence was provided on
the use of evidenced-based assessment with
ethnic minority youth, the importance of ethnic-
ity was highlighted. For example, Kazdin (2005)
states that when developing or using a measure,
we ought to take into account ethnicity, race,
culture, sex, age, and developmental stage of the
individual. However, the literature remains sparse
in terms of assessment measures that have been
shown to be reliable and valid for use with ethnic
minority youth (see Pina et al, 2013).
Furthermore, psychometric data on psychological
instruments with African American youth is an
area of much needed research.

Research highlights the importance of exam-
ining ethnic difference to inform modifications to
scale items and structure, as well as, how to best
administer and interpret scores based on individ-
uals from different cultures or ethnic backgrounds
(e.g., Trent et al., 2012). Existing data provides
basic reliability and validity estimates and a few
measurement equivalence studies report on
widely used clinical measures. EBA with African
American youth remains in its early stage of
development. Table 2.1 provides an overview of
assessment instruments that identify some key
findings on using these measures with African
American youth. Although some findings are
available on the reliability and validity of these
instruments with African American youth, there
is room to improve our research and clinical
practice with this population.
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Table 2.1 Evidence-based measures for assessing clinical problems in African American youth

Measures
Global rating scales

ASEBA: Child Behavior Checklist
(ages 6-18); Teacher’s Report Form;
Youth Self-Report

Behavior Assessment System of
Children (BASC-2)

Internalizing symptoms rating scales

Center for Epidemiological Studies
Depression Scale

Children’s Depression Inventory

Fear Survey Schedule for
Children-Revised

Multidimensional Anxiety Scale for
Children

Revised Children’s Manifest Anxiety
Scale

Reynolds Adolescent Depression
Scale

Social Phobia and Anxiety Inventory
for Children

State-Trait Anxiety Inventory for
Children

Externalizing symptoms rating scales
Eyberg Child Behavior Inventory

IOWA Conners Rating Scale

Swanson, Nolan, and Pelham-1V
Scale (SNAP-1V)

References

Lau et al. (2004)

Mano et al. (2009)

Brown, Meadows, and Elder
(2007)

Cole, Martin, Peeke, Henderson,

and Harwell (1998), Kistner,
David-Ferdon, Lopez, and
Dunkel (2007), and Randall and
Bohnert (2009)

Neal et al. (1993)

McLaughlin, Hilt, and Nolen-
Hoeksema (2007)

Trent, Buchanan, et al. (2012)
Stein et al. (2010)
McLaughlin et al. (2007)

Walton, Johnson, and Algina
(1999)

Querido, Warner, and Eyberg
(2002)

Reid, Casat, Norton,
Anastopoulos, and Temple
(2001)

Bussing et al. (2008)

ASEBA Achenbach system of empirically based assessment

Overall findings

In African Americans, Cronbach’s
alpha ranged from 0.87 to 0.95 which is
similar to Whites/Caucasians.
Cronbach’s alpha ranged from 0.86 to
0.96.

Cronbach’s alpha ranged from 0.76 to
0.80 across data collection points for
African Americans and 0.81 for Whites.
Across studies, alpha coefficient was
0.81-0.89 for African Americans and
0.82-0.90 for Whites.

Cronbach’s alpha was 0.96 for both
African American and White youth.

Alpha coefficient was 0.86 for African
Americans and 0.92 for Whites.
Cronbach’s alpha was 0.83 for both
African American and White youth.
Alpha coefficient was 0.91 for African
Americans and 0.90 for Whites.
Cronbach’s alpha was 0.92 for both
African American and White youth.
Alpha coefficient ranged from 0.89 to
0.92 for African Americans and
0.86-0.89 for Whites.

Cronbach’s alpha was 0.97 for African
Americans.

Cronbach’s alpha ranged from 0.83 to
0.87 across both subscales.

Cronbach’s alpha ranged from 0.79 to
0.94 across scales.

The reliability and validity of these assessment
measures with African American youth vary from
“poor” to “superior.” Between-study variability
can occur for several reasons including possible
variations in within-group cultural heterogeneity
and the fact that reliability estimates are based on
“basic” inter-item correlations, whereas invari-
ance tests are more robust (Pina et al., 2013).
Given the variability in assessment methods and
the possibility of obtaining nonequivalent infor-
mation across ethnic groups, it is important that
the provider be aware of cross-cultural or ethnic

differences in gathering information regarding
clinical symptoms. Psychologists and examiners
who administer psychological assessments and
provide reports should include any information in
their reports noting how culture or ethnicity may
play arole in interpreting the data. For example, if
African American youth are found to report lower
scores on anxiety measures, statements should be
included in the psychological report to highlight
how the patient’s scores compare to their
normative group (Pina, Little, Wynne, & Beidel,
2014).
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Psychologists have a responsibility to com-
municate the cultural competency of the assess-
ments they use in the psychological assessment
report (American Psychological Association,
2002). For a non-psychologist, it is important to
ask the person conducting the assessment about
the cultural competency of the assessment tools
utilized in the psychological assessment.
Information on an assessment’s cultural
competence is often more easily accessible for
psychologists than for non-psychologists. This
information (e.g., validity with African American
youth) is provided in the psychometric sections
of the assessment manuals, to which non-
psychologists generally do not have access.
Using layman’s terms and non-technical jargon,
the psychologist should clearly detail in the
psychological assessment report the culturally
relevant information for the patient being
assessed. The cultural make-up of the standard-
ization sample can be included in the report.
Additionally, as detailed earlier, whether the
results are being compared in a nomothetic
(comparing the youth’s results to a normative
sample) versus idiographic fashion (comparing
the youth’s results to their personal strengths and
weaknesses) should be detailed in the results
section of the assessment report.

During the initial intake interview (i.e., prior
to the testing session), it is recommended that
parents of African American children ask
questions regarding the assessment tools that
will be utilized and the cultural relevance of the
assessment tools, as well as, the clinician’s
experience testing African American youth. For
other professionals, such as clinical social
workers, psychiatrists, and special education
teachers, these individuals are encouraged to
ask specific questions about the psychometrics
(i.e., reliability and validity) of the assessment
tools used to diagnose African American youth.
Sample questions may include: “What is the
ethnic make-up of the standardization sample
for this assessment?” and “Are the results of the
assessment being compared to the youth’s
age-related peer group or are the results com-
paring the individual’s personal strengths and
weaknesses?”
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Furthermore, mental health professionals or
individuals who are reading these reports should
also examine the results to determine if the
psychologist or evaluator provided information
demonstrating culturally competent practices.
First, the summary of the report should identify
how the African American client’s scores differ
from similar youth. By using the child’s
normative group (i.e., other African American
children) the testing will provide a more accurate
representation of the child’s functioning. Second,
the recommendations should be feasible for the
youth and their family. If the evaluator provides
recommendations that cannot be performed it
does not serve the client or their family (Jensen-
Doss et al., 2013).

Reliability and Validity Issues
with Assessment of African
American Youth

Overall, the literature notes that some of the
measures most often used for assessment and
diagnosis with African American youth have
limited research targeted at examining their
reliability and validity. Few assessment measures
have been developed specifically for use with
African American youth and the use of culturally
nonequivalent measures pose a risk in terms of
accurate diagnosis (Mano, Davies, Klein-
Tasman, & Adesso, 2009). In this section, we
briefly highlight a few concerns that have been
expressed in the literature.

Reliability and validity of measures for use
with ethnic groups has important clinical
implication. Lack of invariance across ethnic
groups can result in poor science, over-diagnos-
ing, and wasted resources (Pina et al., 2014).
Therefore, it is imperative that we investigate
whether assessment measures developed with
primarily European American/White samples
provide equivalent information about ethnic
minority youth, including for African Americans
(Mano et al., 2009; Pina et al., 2014). Despite
advances in clinical practice and EBA, few
studies have examined the validity of assessment
measures across different populations (McLeod
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et al., 2013). When using diagnostic tools the
clinician should take steps to evaluate the litera-
ture and testing manual to note whether the
assessment measure supports using the tool with
African American clients (e.g., Hunsley & Mash,
2007; Pina et al., 2013).

One important issue is construct validity,
which consists of functional and scalar equiva-
lence. It is important particularly when instru-
ments are developed and normed with primarily
European American youth. Construct validity is
demonstrated when the variable being assessed
has similar precursors, consequences, and corre-
lates across groups (e.g., Pina et al., 2013). Some
research has noted that instruments used to
measure psychopathology in youth may not be
conceptually equivalent with African American
youth. For example, Mano et al. (2009) examined
the measurement equivalence of Achenbach’s
Child Behavior Checklist (CBCL) in a sample of
145 African American parents and caregivers. In
their study, the CBCL was found to have “poor
fit” for a three-factor structure (i.e., three sub-
scales) in African American youth (as demon-
strated in the normative sample) and a two-factor
structure (i.e., Internalizing and Externalizing
scales) was found to be a better fit for the data.
The authors do provide a caveat that this needs to
be replicated in future studies to rule out the
possibility that the results are due to methodolog-
ical issues. Some have noted that when concep-
tual differences are found (e.g., scales do not
capture the same information across groups), it
may not be culturally sensitive in the assessment
of African American youth (Pina et al., 2014).
When non-psychologist and mental health
providers are reviewing evaluations and psycho-
logical reports with African American youth they
should note if the report discusses normative data
and specifies norms for African Americans.
McLeod et al. (2013) specify that if a client is
different from the normative sample on
characteristics, this might affect the meaning of
the client’s scale scores, it may invalidate the
assessment tool requiring the use of another
measure that is more representative.

Similarly, Neal, Lilly, and Zakis (1993) found
differences in the factor structure of the Revised
Fear Survey Schedule for Children (FSSC-R)

among a sample of African American and
European American youth. The FSSC-R is a
common measure used to screen for internalizing
symptoms in youth (e.g., anxiety and fears). The
study (Neal et al., 1993) found that the original
five-factor structure (five subscales include—
Fear of the Unknown, Fear of Minor Injury and
Small Animals, Fear of Danger and Death,
Medical Fear, and Fear of Failure and Criticism)
was not a good fit for the data for African
American youth and that a three-factor structure
was “superior.” These subscales were Fear of the
Unknown, Fear of Danger and Death, and Fear of
Failure and Criticism. The authors note that some
fears in youth may be a function of race or ethnic-
ity. Overall, the studies on the CBCL and FSSC-R
suggest that they may be less reliable to measure
psychological functioning in African American
youth. However, these measures have been
identified as ‘“well-established” in the EBA
literature (Holmbeck et al., 2008), and therefore
continue to be used in clinical assessment with
youth. To improve utility of these assessment
measures, different norms for interpreting the
results may need to be established for African
American youth.

Another important consideration is the
reliability of psychological instruments. Both
functional equivalence (i.e., the construct serves
the same function on one group as in another
group) and metric equivalence (i.e., do the items
vary the same across groups) are important to
assessment with ethnic minority youth (Leong,
Leung, & Cheung, 2010; Mano et al., 2009). As
previously noted, few studies provide informa-
tion regarding these concepts with psychological
instruments. The data from one study using the
CBCL provides some information on functional
and metric equivalence with African Americans
(Mano et al., 2009). The findings did not support
the functional equivalence of the CBCL; nor did
it provide unequivocal evidence of measurement
equivalence. The study did demonstrate that there
was stronger support for measurement equiva-
lence on the subscale that measures externalizing
symptoms (e.g., conduct problems). This has
implications for using the CBCL for screening
and diagnosing African American youth. Based
on limited findings, it is critical that clinicians
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use multiple measures to assess psychological
symptoms. Otherwise, it will preclude the ability
of the provider to accurately assess the child’s
functioning. This is just a brief example of some
of the issues related to assessment with African
Americans. Mano et al. (2009) study notes that
some constructs being measured may not have
the same meaning across groups or that some
individuals may interpret the items differently. It
is possible that clinicians’ judgment may be
important to clarify the meaning of items prior to
or during the process to strengthen the assess-
ment process with African Americans. Some
propose that the role of cultural values in the
clinical assessment of ethnic minority youth
needs to be examined, with consideration given to
whether there should be preference for the use of
self-rating scales (alone or in combination with
other methods) in assessing psychopathology
with this ethnic minority population (Pina et al.,
2013). Additionally, some have proposed that for
some assessment tools, different cutoffs may be
desired for African American youth to help
address health disparities. Lower cutoffs may
have implications for screening to help with early
intervention/prevention efforts, identifying more
cases in need of diagnostic “work-ups” to better
estimate program effects (Pina et al., 2014).
Given the current status, assessment research
must recognize the necessity for cultural
competence in assessment and focus research
efforts on examining the cross-cultural construct
validity of standard psychological instruments
(Dana, 1996). If concerns are not addressed, the
findings of ethnic minority research will remain
questionable similar to when monocultural
studies are seen as less stringent when reliability
and validity of the measures used is not presented
or adequate (Leong et al., 2010). This will subse-
quently further impact clinical diagnosis and
treatment with African American youth.

Applying Therapeutic Assessment
with African American Youth

Communication of assessment findings to clients,
family members, and others (e.g., advocates,
referral sources) is a necessary component of
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competent assessment practices (Dana, 1996).
Therapeutic assessment (TA) is a method of
assessment that is collaborative, guided by
client’s questions or interests, and uses psycho-
logical assessment as the centerpiece of a short-
term intervention (Tharinger et al., 2009). Given
the important of the therapeutic relationship,
especially with African American clients, TA
may be one way to reduce biases in assessment
and improve the diagnosis process. Finn (1996,
2007) has outlined a semi-structured, six-step
general model for TA which includes the
following phases: (a) construction of assessment
questions, (b) standardized psychological testing,
(c) assessment intervention, (d) summary and
discussion of findings, (e) written communica-
tion, and (f) follow-up. There is variation in the
steps as applied to children, adolescents, adults,
and couples. For a detailed description of the
development and step-by-step application of the
Therapeutic Assessment model with adolescents
(TA-A), see Tharinger, Finn, and Gentry (2013).
Additionally, for more on TA as used with preado-
lescent children and their parents, see Tharinger,
Krumholz, Austin, and Matson (2011).

For the scope of this chapter, we briefly
discuss applying TA with youth. Similar to TA
with adults, the initial session is focused on
establishing a collaborative relationship and
getting the client invested in the process (in this
case the child’s primary caregivers). The initial
session is focused on information gathering
(through a clinical interview) to understand
presenting concerns and the child’s parents are
invited to generate questions about their child,
their family, and themselves to guide the assess-
ment (Hamilton et al., 2009). The child should
also be encouraged to identify questions they
would like to have answered. This information
should be obtained with the parent present and
again when the child is alone with the clinician.
Subsequent sessions should follow standardized
assessment procedures to administer and score
the psychological test used to assess the patient.
After the tests are administered and scored, a
feedback session should be held with the family
to discuss the results of the evaluation. Finn
(2007) recommends that the clinician use the
assessment results as an empathetic window into
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a client’s experience and to provide the results in
a way that best captures the client’s personal
story. Hamilton et al. (2009) note that the “feed-
back session should consists of a meeting with the
parents to provide a summary of the assessment
results, make connections between what was
learned and the parents’ original questions, solicit
reactions and questions, and review recommenda-
tions. The final step is to send written feedback to
the family.” This is often done in the form of
providing the family a copy of the psychological
evaluation. Per TA, the clinician/evaluator sends
the family a letter reviewing the major points
discussed in the feedback sessions which incorpo-
rates the personal examples discussed in session.
Numerous studies have shown the benefits of
TA to enhance rapport and improve psychologi-
cal functioning in youth and their families
(Austin, Krumholz, & Tharinger, 2012; Hamilton
etal., 2009; Michel, 2002; Tharinger et al., 2009).
Clinicians who are conducting assessments with
African American youth could benefit from the
use of TA. The aims of TA are to (a) help parents
understand and become more empathetic to their
child’s challenges through their ongoing process-
ing of the assessment findings from the child’s
testing and (b) to guide parents in shifting their
attitudes toward and interactions with their child
in ways that will foster positive child and family
development (Tharinger et al., 2009, 2013).
Many youth are not interested in participating in
psychological assessments for a number of
reasons. Primarily, their lack of interest is related
to being referred by parents or as part of involve-
ment with the legal system. TA has great poten-
tial to be applied to psychological assessment
with African American youth. Emerging evidence
is available on the use of TA with African
American youth (e.g., Guerrero, Lipkind, &
Rosenberg, 2011; Rosenberg, Almeida, &
Macdonald, 2012). For example, Guerrero et al.
(2011) published a case study of an 11-year-old
African American girl, which highlighted the
importance of integrating race and class in the
application of TA. Their study particularly
stressed the need to apply Finn’s system of
categorizing feedback on how readily a family
can hear the results. Guerrero et al. (2011)

described Finn’s 3 Levels to include: Level 1
findings, those that the client can easily accept
and verify themselves; Level 2 findings, those
that tend to modify the client’s way of thinking or
amplify the ways that they think about them-
selves; and Level 3 findings, which is informa-
tion difficult for the client to tolerate and they
mightreject or deny. Based on African American’s
historical perspective with mental health systems,
TA could have a positive impact on the diagnostic
process when conducting psychological assess-
ments with African American youth.

Future Directions

Enhancing Assessment with African
American Youth

It is imperative to consider cultural factors when
conducting psychological assessments with
African American youth. The American
Psychological Association’s (APA) Ethics Code
includes a subsection that emphasizes that
psychologists should only use assessment instru-
ments that are valid and reliable for the population
being assessed (American Psychological
Association (APA), 2002). Furthermore, it is
important that clinicians consider the youth’s
social environment and use multiple sources of
information when conducting assessments with
African American youth.

The fifth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5;
American Psychiatric Association, 2013) has
included a section on using a Cultural
Formulation during the assessment process. It
includes an Outline for Cultural Formation and a
CFI that can assist clinicians with the assessment
and integration of cultural factors into a patient’s
diagnosis and treatment plan. Utilizing this
information will help to decrease misdiagnosis
of African Americans due to misinterpretations
of cultural related information. Use of the
DSM-5 Cultural Formulation section assists the
clinician in incorporating culturally relevant
information into their psychological assessment
reports and treatment plans.
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Using a non-traditional perspective (i.e.,
Africentric prospective) may also be beneficial.
Because traditional assessment practices and
clinical therapy are grounded in Western assump-
tions, these assumptions may not be conducive to
effective clinical practice with African American
youth. Morris (2001) compared an Africentric
approach to clinical practice with African
American clients with the more traditional
Eurocentric approach. The two theoretical orien-
tations are not mutuality exclusive and various
elements of the orientations may need to be
incorporated with clients. Morris (2001) com-
pared various aspects of FEurocentric and
Africentric characteristics, including values,
communication style, history, status, aesthetics,
and religion. Being aware of the subtle nuances
in these cultural aspects of the client is essential
to applying culturally competent psychological
assessments when working with African
American youth. There are several ways to apply
an Africentric approach in clinical practice with
African American youth. First, this approach
may not be useful with all African Americans. It
is necessary for the clinician or evaluator to have
information on the client’s level of cultural
identity and worldview prior to conducting an
evaluation (Morris, 2001). Second, the clinician
should be mindful of color blindness. It has been
noted that expressing color blindness may be
insulting to patients. According to Morris (2001),
to believe that racial color is not important and
that all clients are the same is commendable in a
non-race-based hierarchical society, but to
assume that it is not important to the African
American client is presumptuous and culturally
insensitive. Applying the DSM-5 CFI is one way
to capture aspects of the entire client to reduce

misdiagnosis.
Clinicians should also include such factors as
social environment, social stressors, and

culturally relevant social supports in the assess-
ment of African American youth. Awareness of
the effects of exposure to violence is imperative
when working with most African American
youth. The link between violence and psychiatric
symptoms and illness can be detrimental
(Fitzpatrick & Boldizar, 1993; U. S. Department
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of Health and Human Services, 2001). Fitzpatrick
and Boldizar (1993) found that over one-fourth
of African American youth who had been
exposed to violence had symptoms severe enough
to warrant a diagnosis of PTSD. Findings also
note that a number of these youth and their
families may receive comfort through religion
and spirituality (Boyd-Franklin, 2003). As a
result, the clinician should consider incorporat-
ing the family’s spiritual advisors in their treat-
ment. This will provide the clinician with another
source of data and having a trusted member of
their community involved in treatment may
enable the family to more freely discuss personal
information. Further, using multiple sources,
including self-report measures, parent measures,
and teacher measures, in addition to information
provided by spiritual leaders, influential family
members, i.e. grandparents or individuals with
“emotional family ties” but not biological kin
will provide a plethora of information culminat-
ing into a dynamic assessment of the individual.

In addition to clinicians working to refine their
cultural competency when working with African
Americans, this population should be highlighted
more in empirical research to improve assessment
practices and future treatment outcomes. The
barriers discussed earlier regarding the stigma of
research participation and the mental health com-
munity must be overcome. Additionally, studies
that include significant proportions of minority
youth must report reliability estimates for
measures completed by the specific ethnic
group(s) being studied (Pina et al., 2013). Further,
mental health practitioners must be aware of
updated information regarding the treatment of
their clients and must be informed of effective
clinical practices during their training.
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Introduction

The Centers for Disease Control and Prevention
has reported that 6-7.5 % of children between 6
and 19 years of age are prescribed medication for
behavioral or emotional difficulties (Howie,
Pastor, & Lukacs, 2014; Jonas, Gu, & Albertorio-
Diaz, 2013). There is a disparity of mental health
service utilization by minority youth especially
among African Americans. Cuffe, Waller,
Cuccaro, Pumariega, and Garrison (1995)
observed that African American girls received
treatment a third less and African American boys
at half the rate of non-Hispanic white boys. Zito,
Safer, dos Reis, and Riddle (1998) reported
African American and Latino youths have a
reduced likelihood of being prescribed psychotro-
pic medications compared to non-Hispanic white
youth. While two older studies found no dispari-
ties between different ethnicities (Burns et al.,
1995; Costello & Janiszewski, 1990), recent work
has reported that depressed African American
adolescents are about half as likely when compared
to their white counterparts to receive antidepres-
sant treatment (Wu et al., 2001).
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Of the 6.3 % of adolescents who are prescribed
psychotropic medications, 4.5 % take one medi-
cation and 1.8 % take two or more medications
(Jonas et al., 2013). About 3.1 % of non-Hispanic
black adolescents take medications, compared to
8.2 % of non-Hispanic white adolescents. Overall,
3.2 % take antidepressants, 3.2 % take stimulant
medications, 1 % receive antipsychotics, 0.5 %
anxiolytics, sedatives, or hypnotics, and 0.2 %
take antimanic agents. While girls are more likely
to be prescribed psychotropic agents in general,
boys are more likely to be on medications to man-
age attention deficit hyperactivity disorder
(ADHD) symptoms. Children below 100 % of the
poverty level or those insured by Medicaid or
Children’s Health Insurance Program (CHIP) are
more likely to receive drugs for emotional or
behavioral difficulties (Howie et al., 2014). The
use of psychotropic medication is lower in non-
Hispanic black (3.1 %) and Mexican—Americans
(2.9 %) than non-Hispanic white adolescents
(Jonas et al., 2013).

Areview of the literature regarding psychophar-
macology in African—American youth supports the
need for continued research in this growing popu-
lation of patients. The lack of significant historical
psychopharmacologic research exploring potential
differences between blacks, whites, and other
racial groups in the USA makes this a difficult area
of clinical study (Miskimen, Marin, & Escobar,
2003). Very low rates of participation by ethnic
minorities in studies result in an inability to assess
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intra- or interracial efficacy of medication within
these groups or in comparison with majority popula-
tions, respectively (U.S. Department of Health and
Human Services, 2001). As a result, the National
Institutes of Health (NIH) Revitalization Act of 1993
mandated that minority group enrollment in clinical
trials be of sufficient statistical power to ensure that
significant differences in results related to race or eth-
nicity could be detected (Freedman et al., 1995; US
Congress. NIH-Revitalization-Act, 1993). Despite
this, there remains a paucity of data that evaluates
psychotropic medications in the pediatric African—
American population.

Pharmacotherapeutic Perspectives

There are several aspects of pharmacotherapy that
can be explored from basic science and clinical
research to help identify and explain potential eth-
nic variability in clinical responses to treatment.
An individual’s pharmacologic response, metabo-
lism, and elimination of psychotropic drugs are
based on genetically determined physiologic sys-
tems. The practice of psychopharmacotherapy
combines prescribing and psychotherapy skills
(Pruett & Martin, 2003). This requires attending
to the therapeutic relationship, the patient’s affect,
attitudes, behavior, and thoughts as well as the
social and developmental contexts of the pre-
scriber—patient relationship.

The majority of studies have focused on
Caucasian and Asian ethnicities with limited focus
on African American and Hispanic populations.
Hypotheses for differences in ethnic/race response
include pharmacokinetic and pharmacodynamic
variations, and non-pharmacological explanations,
such as cultural and societal variations in the way
psychiatry is practiced (Frackiewicz, Sramek,
Herrera, Kurtz, & Cutler, 1997). Pharmacokinetic
and pharmacodynamic responses are better
explained through pharmacogenomic processes.
Pharmacokinetics is the study of how the body
absorbs, distributes, metabolizes, and eliminates
medications. Pharmacodynamics focuses on how
medications affect the body, including, but not
limited to, therapeutic and adverse effects.
Pharmacogenomics explores the relationship of
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both of these processes and genetic differences
that may relate to ethnic differences and efficacy.

It is challenging to examine the effects of cul-
tural variability on efficacy and adverse effects of
psychotropic medications because race and eth-
nicity are not measurable or defined consistently.
Studies from purely biologic perspectives “may
undercut research into variability that would be
captured by cultural variables” (Stewart, Simmons,
& Habibpour, 2012, p. 75). Because there is no
acceptable gold standard as to whom or how to
assign a participant to the categorical dimensions
of race or ethnicity, one can argue that ethnic-
based research is less empirical.

Between 1975 and 2014, the evaluation of eth-
nic differences and response to medications has
been increasing, but remains limited with regard
to children of diverse populations. The lack of
direct evidence makes it necessary to extract and
merge information from pediatric and adult
African American literature to speculate on the
existence of pharmacologic variability among
pediatric African American populations. We will
explore information specific to African Americans
and youth separately. Limited information spe-
cific to African American youth will be provided
when available.

Clinical Variations in African
American Adults

Antidepressants

The evidence comparing depression treatment
outcomes by ethnicity has had mixed results.
Some studies show poorer outcomes for minority
patients than Caucasians while others suggest a
more rapid response in treatment for African
Americans and Latinos when older antidepres-
sants are used. Varner, Ruiz, and Small (1998) pro-
vided evidence suggesting that blacks need lower
doses of tricyclic antidepressants (TCAs) and
SSRIs than white patients to attain a similar
response in the treatment of major depression.
Two other studies have described similar results
that black patients achieve higher TCA concentra-
tions in the blood and have a faster rate of recovery
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when treated with either amitriptyline or imipramine
(Raskin & Crook, 1975; Ziegler & Briggs, 1977).

A subanalysis of the Sequenced Treatment
Alternatives to Relieve Depression (Star*D) Study
adjusted for baseline differences in insurance,
severity of depression, comorbidities and level of
impairment revealed that African Americans had
less response to antidepressants. They speculated
that continued research is needed to identify the
variables (socio-demographic, versus economic,
versus biologic versus other) with the most impact
on treatment outcomes (Lesser et al., 2005, 2007).

Antipsychotics

The literature is scarce investigating whether or
not different racial or ethnic backgrounds affect a
patient’s response to antipsychotic treatment.
Again, the results and conclusions are mixed.
Ruiz, Varner, Small, and Johnson (1999) studied
the response to neuroleptics for schizophrenia in
white, black, and Hispanic patients. Hispanic
patients required the lowest dosing for effective
treatment. When weight was taken into consider-
ation, the dosing between the white and black
patients was no different. However, a South
African study compared baseline Positive and
Negative Syndrome Scale (PANSS) scores fol-
lowing atypical and conventional antipsychotics
in various ethnic groups. Emsley et al. (2002)
found that baseline scores were higher for black
and mixed heritage patients compared to whites.
They also found a greater reduction in scores fol-
lowing treatment among these groups compared to
whites. Furthermore, they speculated that delayed
treatment may have contributed to high baseline
scores for black and mixed heritage individuals.
In any discussion of potential racial disparities of
pharmacologic effects of psychotropic drugs, side
effects and adverse reactions must also be explored
(see Table 3.1). Ormerod, McDowell, Coleman,
and Ferner (2008) reported that ethnicity reflects
components of both genetic and exogenous vari-
ability that are known to influence susceptibility to
adverse drug reactions (ADRs). Ethnic differences
in side effects may stem from genetic differences in
pharmacokinetics or pharmacodynamic factors.

a

African American patients are more likely to be
diagnosed with schizophrenia than white patients,
more likely to receive higher doses of treatment, and
less likely to receive newer classes of antipsychotics
(Lehman et al., 1998; Mukherjee, Shukla, Woodle,
Rosen, & Olarte, 1983). African American patients
receiving first generation antipsychotics (FGAs)
appear to be at greater risk for movement disorders
such as tardive dyskinesia (TD; Morgenstern &
Glazer, 1993).

While FGAs were found to be effective for
treating psychosis, there were multiple untoward
effects, such as extrapyramidal symptoms (EPS)
and TD (Geddes, Freemantle, Harrison, &
Bebbington, 2000). These types of movement
effects may impact a patient’s adherence to treat-
ment. African American patients are less likely
than white patients to receive second-generation
atypical antipsychotic medications (SGAs) (49
versus 66 %, respectively). They tend to be pre-
scribed agents that are not the currently recom-
mended first line drugs (Mark, Dirani, Slade, &
Russo, 2002; Wang, West, Tanielian, & Pincus,
2000). They receive medications that have greater
risks of producing EPS and TD. The same studies
reported that younger male African Americans
with schizophrenia were less likely to receive
SGAs than their white counterparts. However,
when controlled for Medicaid enrollees or for
socioeconomic status, the study did not reveal a
racial disparity in the use of SGAs. This observa-
tion is consistent with the conclusion that access to
quality care or payer mix may also be predictors of
outcome independent of race and ethnicity.

The relationship between ethnicity and suscep-
tibility to ADRs may be influenced also by differ-
ences in the way adverse effects are described by
patients of different ethnicities. Several studies
reported an increased risk of TD in certain ethnic
groups, particularly black patients. This observa-
tion may be a reflection of choice of medication
more than ethnic variability per se.

Lawson, Herman, Loebel, Lazariciu, and Malik
(2009) noted that the use of SGAs instead of FGAs
in African Americans should result in a lower risk
for extrapyramidal side effects. In a study by
Binder and Levy (1981), there was no statistically
significant difference in the development of EPS
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Table 3.1 Potential racial disparities of pharmacologic effects of psychotropic drugs, side effects, and adverse reactions

Adverse effect Potential ethnic variation

Strength of evidence

Tardive Dyskinesia Risk greater in blacks versus

whites with use of antipsychotics

Difference observed in cross-sectional study
(Morgenstern, Glazer, Gibowski, & Holmberg,
1987);

No difference in prevalence in cross-sectional or
prospective trials (Chakos et al., 1996; Jeste et al.,
1995; Morgenstern & Glazer, 1993; Oosthuizen,
Emsley, Maritz, Turner, & Keyter, 2003; Van Os
et al., 2000)

Hyperglycemia

antipsychotics

Complication greater in blacks
versus whites with use of atypical

Occurrence in 19 versus 10 %, black versus white,
respectively —not significant; (Lindenmayer et al.,
2003)

Two cross-sectional trials show no difference
(Sernyak, Gulanski, Leslie, & Rosenheck, 2003;
Sernyak, Gulanski, & Rosenheck, 2005)

Diabetes mellitus Antipsychotic complication

versus whites

greater in blacks and Hispanics

Odds ratio over 10-year naturalistic study black
versus white 11.5, Hispanics versus white 4.3
(Henderson et al., 2005). Clozapine nonwhite
increased risk observed (Barner, Worchel,

& Yang, 2004)

Cardiovascular mortality | Antipsychotic complication
increased in black/Hispanic

versus white

Noted in one study (Henderson et al., 2005)

Prevalence white versus
nonwhite

Metabolic Syndrome

None observed in one study of second generation
antipsychotics except hypertriglyceridemia was
more common in whites (Correll, Frederickson,
Kane, & Manu, 2006)

Weight gain

not all

More rapid weight gain nonwhite
versus white for some agents but

Randomized masked trial olanzapine versus
haloperidol; olanzapine versus risperidone
(Basson et al., 2001; Zipursky et al., 2005)

Blood disorders

versus white

Neutropenia greater risk, black

Risk 77 % greater black versus white for
clozapine (Munro et al., 1999)

Based on Ormerod et al. (2008)

in African Americans and Caucasians after two
weeks of treatment with haloperidol.

When it comes to TD, the available evidence is
conflicting. In a study by Glazer, Morgenstern, and
Doucette (1994), non-Caucasians were 1.83 times
more likely to develop TD compared to Caucasians;
however, this study only included three African
American patients and assessed new occurrence of
TD in patients treated with schizophrenia. In a
study by Sramek et al. (1991), there was no statisti-
cally significant difference between African
Americans and Caucasians in the prevalence of TD
in patients hospitalized for greater than one year.

However, in a meta-analysis designed to review
the evidence of potential ethnic differences in
adverse reaction susceptibility to antipsychotic and
antidepressant medications, the results regarding

blacks, East Asians, and South Asians were incon-
clusive. The only significant result was the relative
risk for EPS being higher among East Asian versus
non-East Asian patients (1.38, 95 %, CI 1.11-1.72)
(Ormerod et al., 2008). They too speculated that
there is a need for further research into the genetics
of ADRs. Furthermore, they noted the need for
transparency in ethnic group nomenclature in order
to design clinically relevant multi-ethnic studies.

Bipolar Treatment and Other
Considerations

Strickland, Lin, Fu, Anderson, and Zheng (1995)
reported that African Americans show a higher
red blood cell (RBC) plasma ratio of lithium
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concentration when compared with Asians and
whites. Malik, Lake, Lawson, and Joshi (2010)
presumed this higher lithium concentration was
due to the tendency of African Americans to retain
sodium. They noted that some believe sodium
retention offered a selective survival advantage
for slaves brought to America over the Middle
Passage because hyponatremia was believed to be
the major cause of mortality. Strickland et al.
(1995) reported more side effects in African
American patients with high RBC/plasma ratio
even when the lithium levels were in therapeutic
range. Whether African Americans require lower
doses of lithium or respond at lower lithium
plasma levels remains an open question.

Irrespective of the observations noted here with
regard to antidepressant or antipsychotic medica-
tion ethnic response variability, there are data from
a study by Lesser et al. (2010) that suggest access
to and quality of psychiatric care in general may
be the most relevant determinants of outcome dis-
parities regardless of diagnosis. Ethnicity, younger
age, and socioeconomic disadvantage have been
identified as risk indicators for poor treatment out-
comes and premature discontinuation of treatment
(Harman, Edlund, & Fortney, 2004; Virnig et al.,
2004; Wagner, Maguen, & Rabkin, 1998).

Research on efficacy and side effects with siz-
able numbers of ethnic minority participants is still
quite limited. There is as much heterogeneity
within an ethnic or racial group as there is between
groups. This makes research in ethnic minority
populations in the USA difficult. The lack of con-
sistent findings emphasizes the importance of
including both adult and pediatric racial and ethnic
minorities in clinical trials in sufficient numbers to
draw inferences regarding race and ethnicity.
Failing to do so leaves minorities at potentially
increased risk for idiosyncratic side effects, or
ineffective or toxic dosing. Until this is done, evi-
dence-based treatment guidelines will not be able
to be developed to enhance the psychopharmaco-
logic treatment of African—American youth. This
coupled with genetic variability in psychopharma-
cologic response to psychotropic drugs may play a
role in adherence to treatment decisions made by
patients, parents, and clinicians.
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Psychopharmacology in African
American Youth

It is reasonable to presume that the apparent dis-
parities in psychiatric diagnosis, treatment and
psychopharmacologic variability between ethnic
minority and white children would mirror those
reported in adults. The limited availability of
information is even more pronounced in pediatric
than in adult medicine. Currently, utilization of
available mental health services and unmet needs
are a primary focus of child and adolescent psy-
chiatric clinical research.

Information detailing differences between white
and minority youth regarding pharmacodynamics
and pharmacokinetics of antidepressants is limited.
As of 2012, there were no published randomized
controlled trials investigating ethnic differences in
pharmacotherapy of pediatric depression.

The literature has been inconclusive regarding
metabolism of pharmacological agents or doses at
which antidepressant efficacy or adverse reactions
become apparent in the treatment of ethnic minor-
ity youth. African American adults have a lower
tolerance for some antidepressant medications. It
may be reasonable to extrapolate these results to
African American youth when dosing decisions
are made by clinicians.

Use of antipsychotics in African American
youth has been scarcely studied. In one study,
Wonodi et al. (2007) found that 9 of 62 African
American children (15 %) on antipsychotic medi-
cations exhibited TD compared with only 4 % (2
of 52) white children. This study was one of the
first reports describing the vulnerability of chil-
dren to TD following exposure to SGAs only. In
2007, SGAs were thought to be associated with
significantly reduced risks of TD in chronically
treated adult and pediatric patients. Wonodi et al.
suggested that the untoward effects of both FGAs
and SGAs might be more prevalent and severe in
children than that described in adults. Two studies
indicated that co-administration of conventional
antipsychotics and stimulants may potentiate a
movement disorder in children (Casat & Wilson,
1986; Gualtieri & Patterson, 1986).
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Attention Deficit Hyperactivity
Disorder

ADHD is the most studied condition in pediatric
pharmacogenetics. The finding that African
Americans were treated 2/3 as often as whites for
ADHD may be secondary to parental beliefs about
ADHD, higher rates of risk, lack of treatment
access, or non-adherence to prescribed medica-
tions. When African American children take stim-
ulants, there may be significant differences in
treatment response compared with white children.
Some observational studies have described a
greater nonresponse to stimulants in African
American children. However, these studies had no
comparison groups, included a small number of
subjects, or the results were not significant (Arnold
et al., 2003; Winsberg & Comings, 1999).

There are a few studies evaluating the tolera-
bility of ADHD medication in children. Again,
these studies are small but do demonstrate trends
towards greater adverse effects from ADHD
medications in African American children. For
example, Brown and Sexson (1988) found meth-
ylphenidate improved attention and impulsivity
with a linear dose effect. However, there was a
trend towards an increase in side effects with
increasing doses, including an increase in mean
diastolic blood pressure.

Starr and Kemner (2005) performed a sub-
group analysis on the African American partici-
pants in the Formal Observation of Concerta
versus Strattera (FOCUS) study. They found that
both methylphenidate and atomoxetine provided
improvement in baseline symptoms, with similar
incidences of adverse events in African American
children. They concluded that there was no ethnic
difference in tolerability of methyphenidate-oros
(osmotic release oral system) and atomoxetine;
however, this study was of low power.

Pharmacologic Variability

Recent studies are beginning to consider genes,
neurotransmitters, and transport systems as
explanations for the variability in response to
treatment and ADRs. Hypotheses for the varia-
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tions in ethnic/race response include differences
in pharmacokinetics, pharmacodynamics, and
non-pharmacological explanations such as cul-
tural and societal variations in the way psychiatry
is practiced (Frackiewicz et al., 1997). The phar-
macokinetic and pharmacodynamic responses
are better explained through pharmacogenomic
processes.

Pharmacokinetics is the study of how the body
absorbs, distributes, metabolizes, and eliminates
medications. Pharmacodynamics focuses on how
the medications affect the body, including, but
not limited to, therapeutic and adverse effects.
Pharmacogenomics explores the relationship of
both of these pharmacologic processes and
genetic differences that may relate to ethnic dif-
ferences and efficacy of response.

Pharmacogenomics

Pharmacogenomics can provide insight into the
most appropriate medication choice in treatment-
resistant individuals and those at increased risk of
developing adverse effects. Pharmacogenomics
can be divided into two basic categories: (1) met-
abolic enzymes effecting pharmacokinetic param-
eters and (2) genes that effect neuronal function or
pharmacodynamic parameters. Examples of
genes affecting pharmacokinetics include those
that code for Cytochrome P450 (CYP450)
enzyme systems, while those affecting pharmaco-
dynamics include catecho-O-methyl transferase
(COMT) and dopamine receptors 2 and 4 (DRD?2,
DRD4).

The science of pharmacogenomics relates to a
variety of mechanisms of polymorphism.
Polymorphisms are naturally occurring genetic
variations within a population. These interactions
may be complex, such as when various genetic
contributions alter the pathology of a disease state
to simple effects related to drug availability.
Polymorphisms occur by four different mecha-
nisms: (1) pharmacokinetic gene variation influ-
ences drug disposition and availability, (2) variation
in the effect on target gene mediation of clinical
response, (3) genetic influences on a drug’s initial
mechanism of action resulting in an indirect
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modification of its response, and (4) genetic altera-
tions that affect disease pathology (Reynolds,
2007).

Variable strength of cytochrome P450
(CYP450) 2D6 drug metabolism is an example of
a metabolic polymorphism. For atypical antipsy-
chotics such as clozapine, altered binding at the
serotonin (5-HT)2A receptor gene is an example
of a drug mechanism polymorphic pathway. Other
examples include studies that suggest inter-indi-
vidual genetic variation within a population
related to drug-induced weight gain (Reynolds,
2007).

Pharmacokinetic Variability in Adults

The study of pharmacogenomics is governed by
the principle of genetic polymorphisms. The
majority of the available clinical evidence centers
on adult patients. A small amount of literature
reviews the effects of polymorphisms on adult
African Americans with an even smaller amount
of information available for children. Speculation
must be inferred from adult studies until further
research addresses these issues in this unique
population.

Polymorphisms of drug metabolic mecha-
nisms have received the most attention in phar-
macogenetic research because of their clinical
relevance and impact a large number of patients
who take psychotropic medication.

Cytochrome P450 Cytochrome P450 (CYP450)
enzymes are a huge focal point of study when
determining medication responsiveness versus the
toxicities of these agents. Polymorphic CYP450
enzymes are the largest class of drug-metabolizing
enzymes (see Table 3.2). The most notable are
CYP1A2, 2B6, 2C9, 2C19, 2D6, 3A4, and 3AS5
(see Tables 3.2 and 3.3). The majority of variabil-
ity is related to single nucleotide polymorphisms
(SNPs) expressed as variations in CYP450 activ-
ity. Each SNP represents a single variation in the
DNA sequence. SNPs are normal variations and
occur frequently throughout the sequence. Most
SNPs have no effect on a person’s health or devel-
opment. However, some SNPs have evolved
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Table 3.2 CYP450 examples

Percentage

CYP450 | of drugs Examples of

enzyme metabolized | major substrates

1A2 10 % Clozapine, haloperidol,
olanzapine, thioridazine,
trazodone

2C8/9/19 125 % 2C9: amitriptyline,
fluoxetine
2C19: amitriptyline,
citalopram

2D6 16 % Aripiprazole, haloperidol,
perphenazine, risperidone,
and thioridazine, most
tricyclic antidepressants

2E1 4 % Acetaminophen, ethanol

3A4/5 34 9% Quetiapine, risperidone,
ziprasidone

Others 11 % 2B6: bupropion

within specific ethnic populations that may explain
therapeutic responses to lower doses or higher risk
for adverse effects of medications within certain
ethnic groups. Compared to Caucasians, African
Americans and Asians exhibit lower CYP1A2
activity. Lower enzymatic activity means that the
elimination of the medication is decreased with
higher than expected amounts of the medication in
the body. This may increase the risks of adverse
effects and toxicity. For example, the elimination
of clozapine and olanzapine is highly influenced
by the activity of CYP1A2 (Murray, 2006).
CYP2D6 and 3A4 may also influence elimination
of these antipsychotics.

While CYP2C8/9/19 metabolize about 25 %
of available medications, they represent 20 % of
the liver CYP450 enzymes (McGraw & Waller,
2012). Of the group, CYP2C9 displays the high-
est level of expression over CYP2C8 and
CYP2C19. Within each CYP450 enzyme group,
there are also specific alleles that have been iso-
lated and associated with genetic variations. For
example, CYP2C9*2 is prevalent in 15 % of
Caucasians, variably expressed in those of African
descent, and not expressed in Asians. This sug-
gests that individuals of Asian descent are much
less likely to metabolize those medications
metabolized by CYP2C9*2 effectively. Those of
African descent are more heterogeneous in the
activity of CYP2C9*2. The known variability in
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Table 3.3 CYP450 metabolism activity on antidepressants and antipsychotics

Significantly Partially
CYP450 Mainly metabolized metabolized metabolized
1A2 Antidepressants Fluvoxamine Clomipramine, duloxetine, Anmitriptyline,
imipramine mirtazapine,
trazodone
Antipsychotics Clozapine, olanzapine, Chlorpromazine Haloperidol,
thioridazine thioridazine
2C9 Antidepressants None Amitriptyline, fluoxetine Sertraline,
venlafaxine
2C19 Antidepressants Anmitriptyline, citalopram, Doxepin, imipramine, Venlafaxine,
clomipramine, escitalopram nortriptyline, sertraline trazodone
Antipsychotics None Clozapine Thioridazine
2D6 Antidepressants Amitriptyline, desipramine, Bupropion, duloxetine, Citalopram,
doxepin, fluoxetine, nortriptyline, | imipramine, trazodone escitalopram,
paroxetine, venlafaxine fluvoxamine
Antipsychotics Chlorpromazine, haloperidol, Aripiprazole, olanzapine Clozapine,
perphenazine, risperidone, quetiapine,
thioridazine ziprasidone
3A4 Antidepressants Mirtazapine, trazodone, Citalopram Sertraline,
vilazodone venlafaxine
Antipsychotics Haloperidol, quetiapine, Olanzapine Clozapine,
ziprasidone risperidone

African descent is as follows: 1-3.6 % in African
Americans, 4.3 % in Ethiopians, and 0 % in
Beninese. On the other hand, CYP2C19 does not
appear to be associated with racial or ethnic dif-
ferences (Suarez-Kurtz et al., 2012).

CYP2D6 is responsible for the metabolism of
over 100 medications including antipsychotics,
selective serotonin reuptake inhibitors (SSRIs),
and TCAs. CYP2D6 is highly polymorphic with
greater than 70 variant alleles and more than
200-fold variability in metabolism. As noted by
Xie, Kim, Wood, and Stein (2001), the poor
metabolizer (PM) phenotype prevalence is as fol-
lows: 0.7-19 % in Africans, 5-10 % in
Caucasians, and ~1 % in Asians. Additional stud-
ies have reported that the prevalence of PMs in
African Americans ranges from 1.9 to 7.7 %
(Marinac, Foxworth, & Willsie, 1995; Reling
et al., 1991). Poor metabolizers are at risk of
increased adverse effects with typically pre-
scribed doses, while extensive metabolizers may
require higher doses to achieve a therapeutic
response. While most TCAs are substrates of
CYP2D6, fluvoxamine, fluoxetine, and parox-
etine are strong inhibitors of its activity. This is a

concern when these TCA and SSRI medications
are used in combination. The use of dose adjust-
ments is relevant when a medication has a narrow
therapeutic index, which is the range of serum
level in which there are no effects versus thera-
peutic or toxic effects. A TCA is an example of
such a medication (Horstmann & Binder, 2009).

As with antipsychotics, identification of PMs
may prevent overdosing and increased risk of
ADRs with TCAs and monoamine oxidase inhib-
itors (MAOIs) as well as potentially cardiotoxic
effects of venlafaxine (Chen, Wang, Sun, &
Young, 2003; Lessard et al., 1999). However,
since SSRIs have a broad therapeutic window,
there appears to be no clear dose-response rela-
tionship for depressive symptoms, toxic concen-
trations, or adverse effects (Horstmann & Binder,
2009). Therefore, identification of PMs is less
relevant for other newer antidepressants such as
the SSRIs. Understanding how an individual
metabolizes a drug may also help determine the
effect potential drug interactions could have on
the individual.

According to Malik et al. (2010), those with
certain CYP2D6 alleles are more likely to have
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extrapyramidal side effects while on antipsychotics.
This can lead to discontinuation of treatment.
More than 70 % of whites, but only about 50 % of
African Americans (as well as Asian or Sub-
Saharan Africans) have functional CYP2D6
alleles that code for normal metabolic activity.
This means that there is a high likelihood of
decreased or non-functioning alleles in these
populations. This will present as an increased
risk of side effects “requiring lower doses for a
therapeutic response to many medications when
compared with European whites” (Malik et al.,
2010, p. 796), including antipsychotics and
antidepressants.

CYP3A4 is the most profuse P450 enzyme,
representing greater than 50 % of liver metabo-
lism, while CYP3AS5 only represents 2 % of the
total CYP3A grouping (Westlind-Johnson et al.,
2006). The CYP3A family is highly variable
across racial and ethnic groups, ranging from 40-
to 50-fold (Ingelman-Sundberg, 2004). Many
medications are metabolized by the CYP3A fam-
ily as well as other CYP450 enzymes, which lead
to difficulty attributing the variation to only the
CYP3A family. In this family, the most common
allele variant is CYP3A5*3. The prevalence in
African Americans is 32 %, Caucasians is
90-93 %, East Asians is 73 %, Hispanics is 65 %,
and South Asians is 60 % (Liu, Hao, Liu, Wang, &
Xie, 2007; Xie, Wood, Kim, Stein, & Wilkinson,
2004). CYP3A4*1B may be a reason why the
variability of CYP3A4 is very high between ethnic
groups. The prevalence in Caucasians is 2-9 %,
Hispanic Americans is 9-11 %, and African
Americans is 35-67 %; however, the clinical
impact of this variation has not been determined
(Miura, Obua, Abbo, Kaneko, & Tateishi, 2009).

In a study by Bigos et al. (2011), the
CYP3A4*3 genotypes were compared between
Caucasians and African Americans. When com-
paring genotype carriers, Caucasians had the
highest frequency of GG carriers (95 %), while
African Americans were more commonly AA
carriers (89%). AA carriers appear to have a
37 % higher clearance than GG carriers that cor-
relates to a 48 % lower trough plasma concentra-
tion. These individuals were more likely to
discontinue use of medication because of an
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inadequate response. CYP3A4*20 SNP is also
highly variable among ethnic groups: 6 % in
Caucasians, 26 % in African Americans, and
22 % in Asians. This variant appears to have no
discernable activity (Wang, Guo, Wrighton,
Cooke, & Sadee, 2011).

P-glycoprotein P-glycoprotein belongs to a highly
conserved superfamily of ATP-binding cassette
(ABC) transporter proteins. It plays a significant
role in drug absorption and disposition. Genetic
polymorphisms could affect p-glycoprotein’s abil-
ity to influence intracerebral antidepressant sub-
strate concentrations but not non-substrates.

A drug substrate is one that is metabolized by
an enzyme system. For example, an inhibitor
decreases the activity of the enzyme and possibly
the metabolism of the substrate. In vitro experi-
ments demonstrate that p-glycoprotein appears to
regulate citalopram, sertraline, paroxetine, tri-
mipramine, amitriptyline, nortriptyline, doxepin,
and venlafaxine in the central nervous system
(Horstmann & Binder, 2009). Two SNPs have
been implicated in influencing the activity of
P-glycoprotein resulting in differences in drug
plasma concentrations of substrates (Hoffmeyer
et al., 2000).

Genetic Associations

There is a large amount of evidence available for
the dopamine receptor gene D2 (DRD2), dopa-
mine receptor gene D3 (DRD3), and serotonin
(5-HT)2A receptor and how their genetic poly-
morphisms relate to clinical response to treatment
(Malhotra et al.,, 2004; Reynolds, Arranz,
Templeman, Fertuzinhos, & San, 2006). D2 is the
major site for antipsychotic action and 5-HT2A is
the primary target suggested to differentiate sec-
ond-generation antipsychotics (SGA) from
FGA. Because these three genes explain only a
small percentage of genetic variation, there are
likely numerous other factors to consider when
determining antipsychotic response.

In terms of clinical response, DRD2 and, to a
lesser extent, DRD3 appear to influence positive
symptoms, while the 5-HT2A receptor appears to
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be more associated with negative symptoms. The
val/met COMT polymorphism may be associated
with effects on negative and cognitive symptoms
by modulating frontal cortical dopamine activity
and the glutamate metabotropic receptor-3 gene
(Bishop, Ellingrod, Moline & Miller et al., 2005;
Diaz-Asper, Weinberg, & Goldberg, 2006;
Weickert et al., 2004). The promoter SNP,
-1019C/G, on the 5-HT1A receptor gene appears
to have a strong genetic association for negative
and depressive symptoms and the response of ris-
peridone and olanzapine; however, there was no
association with positive symptoms of schizo-
phrenia (Reynolds, Arranz et al., 2006; Reynolds,
Templeman, & Godlewska, 2006).

The largest amount of data centers on the sero-
tonin receptor SLC6A4, which is implicated in
the effect of SSRIs, selective serotonin norepi-
nephrine reuptake inhibitors (SNRIs), and TCAs.
Although the clinical effects of SNRIs and TCAs
may be associated with the SLC6A4 gene, SSRIs
appear to be the group that experiences the high-
est rate of influence. The STAR*D study refer-
enced earlier has provided the most abundant
amount of data between the SLC6A4 association
and SSRIs, specifically citalopram. The majority
of this information focuses on the promoter
region of SL6A4, also known as 5S-HTTLPR. In
the STAR*D sample, the response ranged from
no effect on treatment remission in the homozy-
gous sample to improved response in the white
non-Hispanic group (Lesser et al., 2007; Mrazek
et al., 2009). There may be an ethnic variability
here as well, but the mechanism to explain these
types of responses has yet to be determined.

Pharmacogenomic Basis for Adverse
Effects

The effects of pharmacogenomics may be more
significant for medication naive patients com-
pared to those on already established doses;
therefore, limited evidence is available. The most
noteworthy effects are for those individuals iden-
tified as poor metabolizers of a medication
(Plesnicar, Zalar, Breskvar, & Dolzzan, 2006). A
link between the increased risk of TD and DRD3
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and 5-HT2C receptor has been studied (Segman
et al., 2000). The 5-HT2C receptor has the most
well-established evidence to support the associa-
tion with weight gain. The largest proportion of
variation appears to be in medication naive indi-
viduals (Templeman, Reynolds, Arranz, & San,
2005). One proposed mechanism for this effect is
that antipsychotics interfere with the inhibitory
effect of leptin, an anorexic hormone, on food
intake. This could result from the antagonism of
the 5-HT2C receptor in the hypothalamus
(Templeman et al., 2005). Numerous studies
have identified a genetic variation in human leu-
kocyte antigens (HLAs) related to the increased
risk of agranulocytosis with clozapine (Amar
et al., 1998; Dettling, Cascorbi, Opgen-Rhein, &
Schaub, 2007).

Pediatric Data

The pediatric data focus on stimulants, antipsy-
chotics, and antidepressants because they are the
most prescribed medications in child and adoles-
cent psychiatry. As with adults, medications are
chosen empirically based on the patient’s symp-
tom presentation, disease state process, potential
adverse effects, cost, and patient and family
experiences. As with any disease state, a portion
of patients is treatment resistant. Although three-
quarters of individuals respond to stimulant med-
ication used in the treatment of ADHD, 25 % are
considered treatment non-responders.

ADHD There is a large of amount of variability
between treatment response, dosage, and tolerabil-
ity in those children treated for ADHD. This vari-
ability appears to be related in the expression of
the dopamine transporter gene (DAT1 or SLC6A3),
the dopamine receptor genes (DRD2, DRD4), and
to a lesser extent the alpha’-adrenergic receptor
(ADRA2A) and the norepinephrine transporter
(SLC6A2). In ADHD, SLC6A3 is most often the
target of pharmacogenomics studies focusing on
ADHD and methylphenidate treatment.

Current research suggests the 10-repeat allele
polymorphism at the DAT1 gene is associated
with reduced methylphenidate efficacy (Froehlich
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et al., 2011). In a study by Kirley et al. (2003)
evaluating the effects of methylphenidate on neu-
rocognitive function in stimulant-naive subjects,
the 10-repeat homozygous subjects exhibited
better planning ability and better response inhibi-
tion compared to the 9-repeat carriers. Currently,
there is no clear association of clinical response
based on the dopamine transporter gene.

The next most commonly studied gene region
is the DRD4. There are also inconclusive results
regarding the effects of DRD4 on clinical
response; however, the 7-repeat allele may be
less responsive to dopamine than the 2-repeat and
4-repeat alleles (Asghari et al., 1995). Individuals
without the 4-repeat allele and 4-repeat carriers
appear to respond to methylphenidate better than
those treated with placebo on hyperactive/impul-
sive scores (23 versus 40-49 %). The ADRA2A
receptor, the main receptor in the noradrenergic
system, appears to have a positive association
with methylphenidate (MPH) and its clinical
response, particularly the G allele. Over time, the
G allele variant seems to be associated with a
larger decrease of inattentive symptoms; how-
ever, in terms of MPH response, this variant was
associated with higher levels of hyperactive/
impulsive symptoms on placebo and as MPH
doses increased (Froehlich et al., 2011). Yang,
Wang, Li, and Faraone (2004) compared the G
allele and T allele carriers. The results indicated
the G allele induced a better MPH response,
while the T allele carriers demonstrated improved
impulsive behaviors. It has been suggested that T
allele carriers may have lower norepinephrine
transporter (NET) levels in the brain. These lower
levels may explain the better MPH response
because of having to block fewer NET to achieve
response. While the literature for ADHD phar-
macogenomics continues to grow, difficulty
remains with extrapolating the effects of each
gene on clinical response.

Autism Spectrum Disorders Most pharmacoge-
nomic pediatric data associated with antipsychot-
ics has been researched in the context of autism
spectrum disorders. Correia et al. (2010) studied
associations between the 5-HT2A, DRD3, SHT2C,
and the ATP-binding cassette, subfamily B
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(ABCB1) polymorphisms and risperidone used in
the treatment of autism. The results indicated that
these polymorphisms were predictors of improved
clinical response with risperidone. In addition, the
study determined that the SHT2C and 2D6 poly-
morphisms may be associated with increased BMI
and waist circumference, while SHT2A, SHT2C,
HTR and brain derived neurotrophic factor
(BDNF) may influence prolactin elevations.
Decreased BMI and waist circumference were
observed in the CYP2D6 ultrarapid metabolizer
phenotype compared to the extensive metabolizer
phenotype. The sample studied was 97.8 % (n=44)
Caucasian and 2.2 % (n=1) African American.
Evidence is still evolving as to the implications of
pharmacogenomics and the effects on the pediatric
population of antipsychotics.

To date, there have been limited pharmacoge-
nomic studies in children and adolescents on
antidepressants. In the pediatric population, the
data are so negligible that a clear correlation
between clinical response and the SLC6A4 or
5-HTTLPR cannot be identified.

Overall, several conclusions can be drawn
about polymorphisms. First, polymorphisms are
only relevant when the result is large differences
between poor and extensive metabolizer pheno-
types. Second, pharmacokinetic differences are
important when medications have a narrow thera-
peutic index. Third, if medications are adjusted
based on clinical response, phenotypic differ-
ences will be corrected automatically. Finally,
medications that are prescribed to a larger portion
of the population are at risk for greater implica-
tions (Burroughs, Maxey, & Levy, 2002).

Pharmacogenomic Testing

Pharmacogenomic testing is a new endeavor that
is being explored. The goal of commercial testing
is to help provide an understanding of the relation-
ship between drug plasma concentration and effi-
cacy. However, it is difficult to routinely
recommend pharmacogenomic testing as the evi-
dence for its use is still evolving. The role of phar-
macogenomics in helping to determine treatment
planning appears to emerge after the failure of, at



50

minimum, two medication trials or if clear evidence
of an unusually higher rate of adverse effects
occurs at recommended doses.

Adherence

The pharmacogenomic correlation between eth-
nicity, race, and pharmacodynamic response to
psychotropic drugs remains elusive. Currently,
the potential clinical application of genetic
research to psychiatric diagnoses is difficult even
if applied to a theoretical homogenous reference
population. Inherent cultural biases in the mental
health system can interfere with the evaluation
and management of patients (Chap. 7). This may
impact the accuracy of diagnoses, appropriate-
ness of treatment, adherence to the agreed upon
treatment plan and reinforce apparent ethnic or
racial differences in response to care.

The decision to take prescribed medication is
multifactorial. The practice of pharmacotherapy
includes the therapeutic relationship, which is
fundamental for its efficacy. This relationship is
inherently more complex in work with youth
because of the presence of the parent/guardian,
an additional, but necessary factor (Pruett &
Martin, 2003). An understanding of therapeutic
adherence literature is helpful in this process. We
will review the major psychosocial factors that
contribute to medication adherence. As in the rest
of this chapter, we continue to extrapolate from
the general literature as well as the African
American and pediatrics literature on chronic ill-
ness. In addition we will draw from the literature
on adherence in general/adult psychiatry.

Mental Health Literacy

Mental health literacy, which contributes to
adherence, is the “knowledge and beliefs about
mental disorders which aid their recognition,
management or prevention” (Jorm, 2000, p. 396).
This includes the ability to recognize psychologi-
cal distress or disorders, understand risk factors,
causes and available treatments, having attitudes
that foster help seeking and knowing how to
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obtain information about mental health. In their
review, Stewart et al. (2012) noted that health lit-
eracy might be lower in children and adolescents
from diverse groups (Chandra et al., 2009). As
such, they concluded that if the practitioner does
not educate or ask about side effects, the risk of
non-adherence might increase.

General Adherence

Adherence is a vital factor to consider in the use
of medications. From one-third to 69 % of all
medication related hospital admissions per year
are due to poor adherence (Osterberg & Blaschke,
2005). Adherence to treatment for chronic dis-
ease is about 50 % in developed countries and is
lower in developing areas (Sabaté, 2003). The
World Health Organization (WHO) defined
adherence as “the extent to which a person’s
behaviour — taking medication, following a diet,
and/or executing lifestyle changes, corresponds
with agreed recommendations from a health care
provider” (Sabaté, 2003, p. 3). This is in contrast
to compliance, which does not require a patient’s
agreement with the recommendations and mini-
mizes autonomy.

The WHO conducted an adherence project,
assessing the worldwide problem of adherence
with treatments for diseases such as asthma,
depression, diabetes, HIV/AIDS, hypertension,
and cancer (palliative care). They found that
patients require support in taking medication,
instead of blame for not doing so. They also iden-
tified social, economic, and patient related fac-
tors, as well as characteristics of the health care
team and health care system itself, that impact
adherence. The patient’s readiness for medica-
tion is a significant factor, and health care provid-
ers must be able to assess, guide, and follow this
level of readiness. Peer support by other patients
impacts adherence as well.

A multidisciplinary approach to adherence is
recommended and members of the team (includ-
ing psychiatry, pharmacy, nursing, psychology,
social work, and others) should be trained about
how to enhance adherence. Education about the
medication, using the lowest possible frequency
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of dosing, and tailoring prescriptions to the
patient’s needs are helpful to increase adherence.
Managing comorbidities and personality traits
with counseling and psychotherapy are also key
to adherence. Furthermore, unless adherence is
specifically discussed, 30—40 % of patients will
stop their medications after about 12 weeks,
regardless of whether they perceive benefits from
the medication (Sabaté, 2003).

In order to manage poor adherence, it must
first be clearly assessed by simply asking the
patient and caregiver about any problems with
taking the medication, or anticipating any such
problems. This should occur even if the patient
appears to be adherent. Counting pills, using
pharmacy records, smart pill containers, and
medication levels are recommended to help
increase adherence (Velligan et al., 2010a).

Adherence in Children

Smith and Schuchman (2006) noted that manag-
ing non-adherence is as important as any other
aspect of treatment of chronic illness, adding the
developmental aspect that adherent children are
at risk for non-adherence as adolescents. The
term adherence encompasses “medication taking,
complying with dietary rules or other lifestyle
modifications, blood work, and clinic appoint-
ments” (p. 614). When adolescents are asymp-
tomatic for long periods, they are less likely to
remain adherent. Routine assessment of adher-
ence and specifically targeting non-adherence
when it is present is recommended (Smith &
Schuchman, 2006). Children benefit from oral
dosage forms of medications that are easier to
swallow, better tasting, or smaller pills (Zajicek
etal., 2013).

The Health Belief Model

The Health Belief Model (HBM) requires an
understanding of the patient’s assessment of the
seriousness of his disorder. We know that parental
beliefs/knowledge about ADHD impact their
decision to seek treatment for their children
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(Bussing, Schoenberg, & Perwien, 1998). For
example, the perception of ADHD in Caucasian
parents is more likely to be “this requires profes-
sional assistance,” but in African American fami-
lies it is more likely to be “I don’t want my child
labeled —I don’t want him to stand out” (Charach,
Volpe, Boydell, & Gearing, 2008).

An accurate understanding of a disorder may
contribute to one’s appreciation of the benefits of
intervention, decisions to seek treatment, and
adherence to agreed upon plans of care. This is
noted in the HBM (Jones, Smith, & Llewellyn,
2014). The Beliefs about Medicine questionnaire
(Horne, Weinman, & Hankins, 1999) assesses a
patient’s beliefs about medications that may con-
tribute to non-adherence, citing social cognition
models including HBM and others (Horne et al.,
1999). This may be a helpful addition to the clini-
cian’s toolkit in managing adherence.

Chronic Medical Conditions
in Children

There is a robust literature on the management of
chronic illnesses such as asthma, diabetes, and
HIV in adolescents (Bean et al., 2014; Belzer
et al., 2014; Bruzzese, Idalski Carcone, Lam,
Ellis, & Naar-King, 2014; Mosnaim et al., 2014,
Ogedegbe et al., 2008; Saberi, Yuan, John, Sheon,
& Johnson, 2013). As many psychiatric disorders,
such as ADHD, depression, and bipolar disorder
may require chronic use of medication as well as
psychotherapy, this literature may be useful to
consider in improving adherence with youth and
their families in managing mental illness.

In a meta-analysis of adherence in medications
prescribed by  nonpsychiatric  physicians,
DiMatteo (2004) found that adolescents were less
adherent than children, girls were more adherent
than boys and that adherence is positively corre-
lated with education and income. Overall, they
found that non-adherence occurs in 24.8 % of
patients. Of note, there was no gender difference
observed in adults on adherence.

In adolescents, chronic illnesses such as
asthma, epilepsy, and diabetes have poor medica-
tion adherence as clearly illustrated in a study of
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adherence to Continuous Positive Airway
Pressure (CPAP) treatment for obstructive sleep
apnea (Prashad et al., 2013). Adolescent rebel-
lion against authority may factor into non-
adherence with medication use. Factors that had
a significant role in increasing adherence were
consistent levels of structure in the home, recog-
nition of the benefits of using CPAP (and the
risks of not using it), as well as the mode of com-
munication in the family. Adolescents with high
adherence had more authoritative parents and
accepted their explanatory and helpful reminders
to use their CPAP. Those with low/no adherence
had more authoritarian parents and felt that their
parents yelling about CPAP indicated they did
not understand how difficult it was to use (Prashad
et al., 2013).

Bruzzese et al. (2014) studied African—
American adolescents with asthma in relation to
adherence in relation to the usefulness of the self-
determination theory. This theory postulates that
an individual is most likely to adhere when needs
for autonomy, competence, and relatedness are
met. Incorporating asthma medication adminis-
tration into the family routine resulted in improved
adherence to the agreed-upon treatment.
Education regarding inhaled corticosteroids was
helpful in increasing adherence in both African
American and Latino adolescents with asthma.
Increased patient age was not associated with
adherence improvement (Mosnaim et al., 2014).

Simply forgetting was a major reason for non-
adherence with antiretroviral treatment in a study
of HIV positive adolescents and young adults
described as very stressed and marginalized. Cell
phone social support and telehealth interventions
have been effective in increasing adherence in this
population (Belzer et al., 2014; Saberi et al., 2013).

Adult Adherence in Psychiatric lliness

General risk factors for non-adherence in mental
illness include co-morbid substance dependence,
poor insight, denial of the illness, and a poor atti-
tude toward the medication, including feeling
that the medication cannot help (Julius, Novitsky,
& Dubin, 2009). Experiencing side effects and a
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lack of family support to take the medication are
also contributing factors to non-adherence (Julius
et al., 2009). When there is a racial difference
between the therapist and patient, Larrison,
Schoppelrey, Hack-Ritzo, and Korr (2011) found
that the only factor that made a difference in
adherence was the amount of positive experi-
ences the clinician had previously with individu-
als racially/ethnically different from themselves.
This should be generalizable to medication man-
agement situations as well.

A consensus survey of experts working with
patients with schizophrenia and bipolar disorder
listed numerous strategies to enhance adherence in
the severely persistent mentally ill population
(SPMI) (Velligan et al., 2010b). They noted that
cognitive behavioral therapy (CBT) techniques
are useful to help the patient’s understanding of
the treatment. Compliance therapy (CT) is a CBT
technique that melds psychoeducation and moti-
vational interviewing (MI) techniques. CT focuses
on the relationship between non-adherence and
relapse. However, the results are mixed. Family-
Focused Therapy has also been found to increase
adherence (Picardi & Gaetano, 2014).

Interpersonal and social rhythm therapy
(IPSRT; Frank, Swartz, & Boland, 2007; Velligan
et al., 2010b) improves adherence and prevents
relapse. It has also been adapted for use with ado-
lescents with bipolar disorder (Frank et al., 2007,
Hlastala, Kotler, McClellan, & McCauley, 2010).
This therapy focuses on stabilizing daily routines
and resolving interpersonal problems incorporat-
ing MI and CBT skills. The increased frequency
of visits including psychoeducation for the
patient and family in this therapeutic approach
are additional strategies to improve adherence
(Velligan et al., 2010b). Managing side effects,
addressing specific reasons for non-adherence,
and ensuring the use of appropriate psychophar-
macology are key to improved adherence in
IPSRT. Family-Focused Therapy involves 21 ses-
sions over a 9-month period and includes psycho-
education, including discerning the difference
between development and the mental illness,
assessment of health beliefs, communication
skills, and problem solving (Miklowitz, 2006;
Picardi & Gaetano, 2014).
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Involuntary outpatient commitment and
environmental monitoring of medication use
with tools such as checklists, signs, electronic
reminder devices, and other forms of information
technology are helpful. Additional strategies
such as psychoeducation, Assertive Community
Treatment (ACT) teams, and case managers are
additional strategies useful in improving adher-
ence. In psychoeducation, the family and patient
are taught more about the illness as well as the
medication. ACT teams involve the use of clini-
cal support teams that come to the patient to
improve compliance.

Adherence in African Americans

Stigma It has been noted that African Americans
and Latinos are less likely than White Americans
to utilize mental health care (Cook, McGuire, &
Miranda, 2007). This is true even when the care
is covered by insurance (Thomas & Snowden,
2001). Carpenter-Song et al. (2010) interviewed
25 adult inner-city residents with severe mental
illness about their attitudes regarding their illness
and treatment. The African American patients
were found to have stigma as a prominent theme,
and considered severe mental illness to be “pri-
vate family business.” Perceptions of their illness
were not as “biomedical” as those of the White
American participants. African Americans did
not have the same level of wariness of the diag-
nostic label as the Latino participants in the study.
African American families are more likely to
seek assistance from spiritual leaders rather than
health care specialists for psychiatric issues. This
number may be even higher in rural communities
with limited access to mental health providers.
There is a significant amount of poverty in this
population contributing to concerns about cost.
One-third of rural African Americans felt that
white professionals could not understand the
problems of African American families. The rec-
ommendation was made to educate clergy about
mental health needs and help clergy and mental
health professionals work together.

Stigma surrounding the diagnosis and treat-
ment of mental illness may delay the treatment of
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first-episode psychosis (Franz et al., 2010).
Schizophrenia is very highly stigmatized (Anglin,
Link, & Phelan, 2006) and this causes delays in
seeking help, poor engagement in treatment, and
under-treatment  of  affected  individuals
(Broussard, Radkins, & Compton, 2014).

Factors Decreasing Adherence

Adherence in a community mental health setting
has been found to be lower in African American
patients compared to Whites (Diaz, Woods, &
Rosenheck, 2005). Over 50 % of minority
patients terminate counseling after their first con-
tact with a therapist, but only 30 % for whites
(Sue & Sue, 1999). African American patients
begin an assessment of the therapist with the first
session. They judge whether there is a client—
therapist match, assessing the degree of safety
with the therapist, and the effectiveness of the
encounter. If this assessment is negative, it was
likely that future interactions would be more
superficial, or the client would terminate the rela-
tionship (Ward, 2005).

African Americans are most likely to express
concern about fear of racial discrimination,
stigma/labels, impact on employment, and
privacy when considering participation in psychi-
atric genetic studies (Nwulia et al., 2011). In the
infamous Tuskegee Study, the progression of
untreated syphilis in African American men over
decades, despite the existence of treatment and
patients enrolled absent informed consent, is
often cited as a major source of distrust of African
Americans in medical research. Other potential
reasons why African Americans may refuse
study participation include a general distrust of
government, fear of mistreatment, and exploita-
tion (Yancey, Ortega, & Kumanyika, 2006).

Ayalon, Aredn, and Alvidrez (2005) studied
elderly Black and Latino patients taking antide-
pressants prescribed by their primary care pro-
vider. This study revealed that intentional
non-adherence was related to concerns about side
effects, stigma associated with the medication,
and the perception that the antidepressants were
less important than their other medications.
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Unintentional non-adherence was associated with
cognitive impairment. In a homeless adult popu-
lation, African American patients were less likely
to adhere to behavioral therapy or psychiatric
appointments (Moczygemba, Osborn, & Lapane,
2014). In working with African American adults
with anxiety disorders, it has been noted that
African Americans have less favorable attitudes
towards both psychotherapy and pharmacother-
apy —assessing patient attitudes and beliefs is
important to maximize the benefit of recom-
mended treatment (Wagner et al., 2005).

Factors Improving Adherence

Motivational interviewing (MI) has been found
to be useful in increasing adherence in managing
hypertension and obesity (Bean et al., 2014;
Ogedegbe et al., 2008) in African American
adults. Ml is a patient-centered means of enhanc-
ing motivation for change through identifying
and resolving ambivalence towards treatment
with the patient. An individual may progress
from an early stage of indicating a lack of readi-
ness for change to one of joyous excitement that
the change is proceeding well.

The pros and cons of making a change are
reviewed with the patient at the initiation of the
process. The clinician moves along at the patient’s
pace. If the clinician begins to recognize resis-
tance by the patient, this may indicate that the
process is moving too fast. The patient’s level of
motivation must be reassessed and the pace
adjusted accordingly. In MI, adherence is con-
ceptualized as a coping behavior—the patient
understands the illness and beliefs regarding the
medication. There is an inherent connection
between adherence and a decrease in symptoms
and improvement in personal health. The clini-
cian asks open-ended questions, engages in active
listening, and reflects on the patient’s thoughts
and summarizes to help the process and progress
to continued change (Julius, 2009).

Cruz et al. (2013) found that for outpatient
medication check appointments psychiatrists
whose voices conveyed friendliness, warmth and
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empathy had better adherence with appointments
for both African American and White patients
with depression. In a review of the literature on
adherence for African American and Latino pop-
ulations, no one intervention was found to be uni-
versally successful. However, MI was particularly
useful for some African American patients in
studies of interventions with HIV infection,
hypertension, and asthma.

Attention Deficit Hyperactivity Disorder

ADHD is a chronic illness; as such, adherence is
not uncommon. African American adolescents
and their families are more likely than Whites to
have misperceptions regarding etiology and med-
ication overuse in regards to ADHD. Such
misperceptions could impact beliefs about the
disorder and adherence with recommended treat-
ment. Culturally appropriate psychoeducation
strategies for this population are recommended
(Bussing et al., 2012).

In their review of studies of adherence among
patients with ADHD, Gajria et al. (2014) found that
the continuous use of prescribed stimulants was
poor, and averaged 136 days for children or adoles-
cents, and 230 days for adults. They identified side
effects, poor symptom control, inconvenient dos-
ing, and the social stigma of taking medication as
the primary reasons for discontinuation. Patient
attitude and patient physician-communication
were also significant factors that decreased adher-
ence. They also noted that half of all patients were
non-adherent within 2-3 years of starting medica-
tion. Physician assessment of African American
youth had lower rates of adherence compared to
Western European youth. Children and adolescents
were more likely to adhere to non-stimulant than to
stimulant medications. Specific factors contribut-
ing to non-adherence with non-stimulants were not
discussed.

Gajria et al. (2014) found that in North
America, the most common reasons for stopping
medications were untoward effects, poor symp-
tom control, inconvenient dosing, stigma related
to taking medication, and the patient’s attitude
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about the medication. They recommended psy-
choeducation for caregivers and parents use of
longer-acting preparations and specifically
checking with patients to ensure that the medica-
tion is still effective. This review did not provide
more specific information about African
American youth, however. They noted a need for
further research on adherence with the use of
non-stimulant medications.

Hervey-Jumper, Douyon, and Franco (2006)
noted that ADHD is often undiagnosed and there-
fore untreated in African Americans. This results
in “higher rates of delinquency, incarceration,
teen pregnancy and sexually transmitted diseases
associated with inadequate or delayed treatment
of ADHD” (p. 233). There is a higher risk of
learning difficulties and earlier onset of substance
use disorders. While teachers may identify symp-
toms consistent with ADHD, parents may have
difficulty accepting this as a possible diagnosis
with the accompanying recommendations for
pharmacological intervention. If a parent believes
that diet is the etiology, this is the path the parent
will take instead. Many African American par-
ents tend to have less knowledge about ADHD
than Caucasian parents (Bussing et al., 1998,
2012). Parents may worry about stigma and the
“label” of ADHD, telling children “we don’t air
our dirty laundry,” or “we don’t put our business
in the street” (Murry, Heflinger, Suiter, & Brody,
2011). Taking medications may be seen as a sign
of weakness, or the first step in becoming
addicted to pills. There is also a concern that the
child will have to take medication for the rest of
his or her life.

Conclusions

Research on efficacy and side effects with sizable
numbers of ethnic minority participants is still
quite limited. There is as much heterogeneity
within an ethnic or racial group as there is
between groups. This makes research in the
minority populations difficult. The lack of con-
sistent findings emphasizes the importance of
including both adult and pediatric racial and eth-
nic minorities in clinical trials in sufficient num-
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bers to draw inferences regarding race and
ethnicity. Failing to do so leaves minorities at
potentially increased risk for idiosyncratic side
effects as well as ineffective or toxic dosing.
Until this is done, evidence-based treatment
guidelines will not be able to be developed to
enhance the psychopharmacologic treatment of
African American youth. This, coupled with
genetic variability in psychopharmacologic
response to psychotropic drugs may play a role in
adherence to treatment decisions made by
patients, parents, and clinicians.

In terms of the pediatric African American
population, extrapolation of the available infor-
mation may lead to variable conclusions on phar-
macokinetic and pharmacodynamics processes.
Although the pharmacodynamics data are the
most robust for ADHD and ASDs, there is no
information on the effect of different ethnicities
in pediatrics on these processes. This lack of data
makes it difficult to fully understand the impact
of pharmacogenomics on the pediatric African
American population. As pharmacogenomics is a
continually developing science, the ability to
extrapolate information between ethnicities and
age-specific populations will continue to evolve.
Future research will need to focus on the evolu-
tion of pharmacogenomics in the child and ado-
lescent mental health population. For now the
role of ethnicity will continue to be extrapolated
from adult data.

The overall recommendations for adherence
are not culture specific. Stigma must be recog-
nized and addressed, the therapeutic relationship
must be fostered, and medication adherence must
be specifically mentioned and reviewed with the
patient in every session. Stigma and poor mental
health literacy are correlated and must be
explored to decrease disparities in the use of
mental health services.
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Monnica T. Williams, L. Kevin Chapman,
Erica V. Buckner, and Elishia L. Durrett

Introduction

The emergence of cognitive behavioral therapies
(CBT) since the early 1960s sparked a period,
termed the “cognitive revolution” (Dobson &
Dozois, 2010), a shift in approach that aimed to
restructure one’s thoughts while simultaneously
perpetuating desirable behavior. The foundation
of CBT is embedded in the notion that one may
elicit cognitive activity mediating behavioral and
affective change. The CBT model conceptualizes
situations, thoughts, feelings, and behavior as
being connected. It interrupts the cycle of auto-
matic thoughts (evoked by a stimulus), replacing
them with alternative thinking strategies that
bring about behavior change. Consequently, the
emphasis on cognitive mechanisms to create a
change in behavior is what differentiates this
from behavior therapy. As such, CBT refers to
the class of interventions based on the basic
premise that emotional disorders are maintained
by cognitive factors, and that psychological
treatment leads to changes in these factors
through cognitive restructuring and behavioral
techniques (e.g., exposure, behavioral experi-
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ments, relaxation training, social skills training)
(Hoffman & Smits, 2008).

Beck (1976) posited that negative thoughts
often represent a distorted perception of reality.
Therefore, treatment aims to reduce the emotional
impact of unpleasant cognitions by replacing them
with more accurate and adaptive ones. As such,
there are three fundamental propositions in CBT,
(1) cognitive activity affects behavior, (2) cogni-
tive activity may be monitored and altered, and (3)
desired behavior change may be effected through
cognitive change (Dobson & Dozois, 2010).

Distressing thoughts and emotions are com-
mon among psychiatric disorders characterized
by negative affect, including depression, anxiety
disorders, eating disorders, and psychosis (Yoval,
Mor, & Shakarov, 2014). Specifically, CBT has
been applied to an array of presenting concerns
experienced by children and adolescents, includ-
ing hyperactivity, aggression, and disruptive
behaviors. A few CBT measurements of success
include: academic outcomes, increases in social
reasoning abilities, improved peer relationships,
and maintenance of these changes. For children
and adolescents, CBT focuses on schema devel-
opment and the cognitive processes of automatic
thoughts (Christner, Stewart, & Freeman, 2007).
In this context, schemas are operationally defined
as the way individuals view themselves, others,
the world, events, and interactions. It is further
posited that in younger children, their schemas
are still developing (Wilson & Cottone, 2013).
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Negative external factors, such as an invalidat-
ing home environment, physical/verbal abuse,
and exposure to violence, have been shown to
have a negative impact on a child’s perception of
self, others, and the world (Shedler, 2010).
Furthermore, ethnoracial factors, such as dis-
crimination, colorism, racism, and ethno-
violence, most commonly experienced by
African Americans, are factors that impact cogni-
tions as early as age 3 (Clark & Clark, 1939;
Jordan & Hernandez-Reif, 2009). With this infor-
mation, a social-cultural division is delineated
between the minority and majority experience,
which may be a critical factor to consider in CBT
effectiveness with African American youth.

The Research Gap

Empirically, CBT has been supported by numer-
ous randomized controlled trials (RCTs) and indi-
vidual case studies. CBT is demonstrated as the
most efficacious treatment when compared to
other treatment modalities such as, interpersonal
therapy, acceptance and commitment therapy,
treatment as usual, and a no treatment group at all
(Segal, Vincent, & Levitt, 2002). An aggregate of
CBT clinical outcome research findings have
demonstrated robust treatment effectiveness for
many disorders. Hoffman and Smits (2008)
reviewed 1165 studies and identified 27 random-
ized placebo-controlled trials to estimate the effi-
cacy of CBT compared to psychological or
pharmacological placebo conditions for anxiety
disorders, and to examine whether the number of
treatment sessions and the placebo modality mod-
erate treatment outcome. Findings pertaining to
CBT efficacy have revealed medium to large effect
sizes in reduction of anxiety disorder severity, and
have demonstrated significantly greater benefits
than placebo treatments (Hoffman & Smits, 2008).
However, despite some recent improvements,
research on the application of CBT with diverse
populations continues to be scarce.

The majority of the studies examining the
effectiveness of CBT were conducted predomi-
nantly with a non-Hispanic White middle-class
population. It has been noted that there has been

M.T. Williams et al.

a lack of ethnic minority participants in psycho-
logical research (Wilson & Cottone, 2013), par-
ticularly in studies of anxiety disorders (Mendoza,
Williams, Chapman, & Powers, 2012; Williams,
Powers, Yun, & Foa, 2010). It is important to
note that despite the underrepresentation of eth-
nic minorities in psychological research, there is
an overrepresentation of research highlighting
African American youth and disruptive disorders
(Bird et al., 2001). This directly conflicts with the
results from epidemiological psychological
research studies that conclude that White
Americans have higher conduct disorder preva-
lence rates than African Americans (Nock,
Kazdin, Hiripi, & Kessler, 2006).

It is also essential to examine specific factors
affecting findings among African American fami-
lies and the cultural ingredients that facilitate suc-
cessful outcomes. It is important to explore the
effects of chronic environmental stress with regard
to the effect it has on children, especially those
facing numerous social, economic, and psycho-
logical stressors (Evans & Kim, 2013). As such,
the purpose of this chapter is to review the litera-
ture pertaining to CBT among African American
youth, incorporate the socio-historical context of
the African American experience, identify exist-
ing culturally conscious CBT approaches that are
effective with African American youth, explore
factors contributing to attrition among African
American youth, and to highlight the need for fur-
ther research in this population.

Behavioral Interventions in African
American Youth

Throughout the lifespan, African Americans
struggle with the same mental disorders that
afflict their European American counterparts.
The National Survey of American Life (NSAL)
examined anxiety disorders among African
Americans, Blacks of Caribbean descent, and
non-Hispanic Whites in the USA (Himle, Baser,
Taylor, Campbell, & Jackson, 2009). Results
indicated that although non-Hispanic Whites
were at elevated risk for generalized anxiety dis-
order (GAD), panic disorder (PD), and social
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phobia compared to Caribbean Blacks and
African Americans, when Black respondents met
criteria for an anxiety disorder, they experienced
higher levels of overall mental illness severity
and functional impairment compared to White
respondents (Himle et al., 2009). Himle and col-
leagues also found that Black respondents had
higher rates of post-traumatic stress disorder
(PTSD) and suggest that increased exposure to
high trauma environments and oppression expli-
cate the elevated prevalence rates of PTSD in
Black respondents. Thus, these results indicate a
need for targeted treatment to remediate anxiety
disorders among diverse groups, as greater sever-
ity and persistence of many disorders is evident
among Black Americans.

Among African American youth, the National
Household Survey on Drug Abuse (NHSDA) epi-
demiological study examined mental health con-
ditions among a representative sample of diverse
12—-17 year olds (n=19,430) via in-home surveys
to determine 12-month prevalence and comorbid-
ity (Chen, Killeya-Jones, & Vega, 2005). They
found that over half of African American youth
met criteria for an anxiety disorder, 18.3 % had
Attention Deficit/Hyperactivity Disorder
(ADHD), 264 % had Oppositional Defiant
Disorder (ODD), and 5.4 % struggled with a sub-
stance use disorder. African American youth
reported more psychiatric symptom clusters
overall than White and Hispanic youth, despite
lower use of licit and illicit substances, with sig-
nificantly higher rates of anxiety disorders
(OR=1.67). They also reported higher rates of
comorbidity than any other ethnic group, and
younger adolescents had a slightly higher rate of
comorbidity than their older counterparts.

Angold et al. (2002) utilized a large rural sam-
ple of African American and European American
youth (n=920) from four North Carolina coun-
ties, with more than half the sample being com-
prised of primarily low-income African
Americans (n=541). Twenty-one percent of the
African American sample had one or more
DSM-1V diagnoses, yet only 3.2 % had utilized
mental health services outside of the school sys-
tem in the previous )3 months. Disruptive behav-
ior disorders, such as ADHD, conduct disorder,
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and ODD, were more common than affective and
anxiety disorders. Among the specific diagnoses,
the most common were childhood-onset conduct
disorder, anxiety disorders (primarily separation
anxiety and social phobia), and substance use
disorders. Thus, there is a compelling need for
CBT treatments for African American youth.

Cognitive Behavioral Therapy
in African American Youth

CBT for Anxiety and Trauma

Anxiety disorders are among the most common
conditions affecting youth, with prevalence rates
between 2 and 19 % (Costello, Egger, & Angold,
2005), and CBT remains the treatment of choice
for such disorders. There is often an assumption
that anxiety is a product of distorted/irrational
beliefs about one’s environment and/or internal
processes, and so the identification of such per-
ceptions is an important therapeutic target,
depending on the age and the cognitive flexibil-
ity of the child. Given African American youth
experiences with chronic prejudice, racism, dif-
ferential access to resources, and documented
disparities in how they are viewed and treated by
authority figures (American Psychological
Association, APA Task Force on Resilience and
Strength in Black Children and Adolescents,
2008), behavioral and emotional difficulties
experienced by African Americans may be a
result of lived experiences and/or socio-cultural
factors that genuinely impact them over the life
course (Chapman, DeLapp, & Williams, 2014).
Such experiences can serve as a catalyst for
development and expression of mental disorders
in African Americans of all ages, and are not
simply cognitive distortions that can be reframed
through Socratic questioning. For example, rac-
ism at school, bullying from peers, and discrimi-
nation from teachers could contribute to
problems such as social anxiety, agoraphobia,
and school refusal. Thus, therapists must bring
an understanding of collective African American
experience with them when working with
African American youth (Parham, 2002).
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In addition to the ability to teach reasoning
and thinking of alternative ways to solve a prob-
lem, CBT includes behavioral and physiological
components (such as deep breathing, guided
imagery, and progressive muscle relaxation) that
teach youth relaxation strategies to manage
unwanted physiological arousal, while also pro-
viding practice in utilizing adaptive behaviors
during activities that simulate difficult situations
(e.g., through in vivo/imaginal exposure, thera-
pist modeling, and role playing) (Seligman &
Ollendick, 2011). Programs can be implemented
to address the cognitive, behavioral, and physio-
logical components of psychological dysfunction
when working with adolescents struggling from
internalizing (e.g., anxiety and depression) symp-
tomology (Fisak, Richard, & Mann, 2011). For
example, a youth struggling with anxious arousal
can practice identifying unwanted feelings (e.g.,
increased heart rate, nausea) and learn to imple-
ment relaxation techniques during situations that
elicit these physiological reactions (Fisak et al.,
2011). Indeed, mindfulness techniques have
gained popularity in recent years and are being
applied (often very successfully) to a variety of
therapeutic treatment plans (Brown, Marquis, &
Guiffrida, 2013). However, as mentioned previ-
ously, the existing literature regarding the appli-
cation of CBT in African American children is
sparse, resulting in gaps in knowledge about gen-
eralizability and effectiveness of such treatments
for individuals of diverse backgrounds
(Scheeringa, Weems, Cohen, Amaya-Jackson, &
Guthrie, 2011; Schwartz, Radcliffe, & Barakat,
2007; Waldrop & de Arellano, 2004).

Kendall et al. (2008) conducted an RCT that
examined CBT outcomes among African
American children ages 7-14 (n=14) with an
anxiety disorder, and found that family CBT was
not superior to individual CBT. However, there
were significant improvements in the reduction
of anxiety. These findings regarding African
American familial participation should be inter-
preted with caution due to the small sample of
African Americans involved in the study. The
findings are however important for our under-
standing of culturally acceptable approaches to
the treatment of anxiety with African American
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youth and families. Findings from a study by
Khanna and Kendall (2009) illustrated benefits in
child global functioning by including parents in
family CBT for child anxiety; there was an
improvement in the child’s overall functioning
(but not the child’s anxiety levels) when there
was a parent-training component implemented.
Current literature indicates that group cogni-
tive behavioral therapy (GCBT) is possibly effica-
cious for African American youth with anxiety
disorders (Huey & Polo, 2008). GCBT involves
the use of cognitive and behavioral strategies
including exposure, self-control training, contin-
gency management and contracting, peer model-
ing, and feedback. Although the sample size was
small (n=12), Ginsburg and Drake (2002) found
that anxious African American adolescents bene-
fited from adapted GCBT and that adapted GCBT
was superior to an attention control placebo.
Specifically, for test anxiety in African American
youth, anxiety management training, study skills
training, and a combination of both (modified
anxiety management training) meet criteria for
efficacy in treatment (Huey & Polo, 2008).
LeSure-Lester (2002) was the first study to
provide empirical evidence of CBT treatment
with African Americans who were abused.
Participants were of low SES and previously
placed in group homes or with the local authority.
Participants who received CBT demonstrated
greater rates of behavior change from the pretest
phase to the posttest phase. More specifically,
trauma-focused cognitive-behavioral therapy
(TF-CBT; Deblinger & Heflin, 1996) has been
shown to be efficacious for trauma-exposed eth-
nic minority youth. TF-CBT is a structured,
short-term parent and child-focused treatment
involving psychoeducation, coping skills train-
ing, exposure, cognitive processing of the abuse
experience, and parent management training.
One study examined the efficacy of TF-CBT in
African American children between the ages 3
and 6 with PTSD (Scheeringa et al., 2011).
Participants were living in New Orleans, largely of
low education, and primarily with no fathers in the
home. African American children accounted for
60 % of the sample size; unfortunately no demo-
graphic information on the SES of participants
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were provided. The protocol consisted of 12 ses-
sions and included graduated exposures to trauma-
related reminders in three modalities (drawings,
imaginal, and in vivo). Parental/caregiver involve-
ment was also incorporated to build the parent—
child bond, and the alliance between the therapist
and child. Results indicated that TF-CBT was
effective in reducing trauma-related symptoms. Of
the 25 treatment completers, 17 had PTSD diag-
nosis pre-treatment and only 3 still had the diagno-
sis post-treatment, representing 82.4 % reduction
(Scheeringa et al., 2011). This study suffered from
high dropouts (64 were randomized), which is
unfortunately common for PTSD treatments, and
even more so among African Americans (Lester,
Resick, Young-Xu, & Artz, 2010).

CBT for ADHD

The CBT paradigm has been successfully used to
assist children ages as young as 3 years of age
with hyperactivity, aggression, and disruptive
behaviors. In older children it has been shown not
only to significantly improve academic out-
comes, increase social reasoning abilities; and
improve peer relationships, but also to maintain
these changes (Crawley, Podell, Beidas, Braswell,
& Kendall, 2013).

A 10-year review highlighted significant find-
ings for African American children with ADHD
(Miller, Nigg, & Miller, 2009). The authors con-
ducted a systematic search and identified 52 rel-
evant empirical investigations. The pooled
aggregated data revealed that ADHD behavior
ratings (parent and teacher) evidenced higher
scores for African American children compared
to non-Hispanic Whites, but African American
children were diagnosed with ADHD only two-
thirds as often as White youth (Miller et al.,
2009). Miller et al. speculated this could be due
to a less structured and more active class environ-
ment, which results in higher levels of ADHD
activity as rated by teachers. Another possibility
is that African American youth exhibit more
ADHD symptoms because they are exposed to
more ADHD-related risk factors, such as low
SES, exposure to environmental toxins, and
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maternal stress (Arnold et al., 2003; Grizenko
et al., 2012). However, there was a lack of suffi-
cient data to determine the contributing factors
for the reported elevated ADHD symptoms
among African American children, demonstrat-
ing the need for more research on this
population.

Findings of other studies reported in the Miller
et al. (2009) review mentioned efficacious ethni-
cally and culturally sensitive methods to evaluate
for psychopathology and comorbidity and treat-
ment of ADHD in African American youth. For
example, Samuel et al. (1998) utilized culturally
adapted structured interviews administered by
African American raters trained in cultural sensi-
tivity and blind to child diagnosis. This was a
middle-class sample consisting of 19 African
American children with ADHD compared to 24
without. Results indicated a higher level of
comorbidity with ODD, severe major depressive
disorder, bipolar disorder, and separation anxiety
in African American children with ADHD.
Unfortunately, this was a small sample, and as
previously stated, limited literature exists to
explain the possible reasons for -elevated
comorbidity among African American children
with ADHD.

One of the few studies exploring these issues
and outcomes was the Multimodal Treatment
Study for Children with Attention Deficit
Hyperactivity Disorder (MTA), which was con-
ducted by six independent research teams in col-
laboration with the National Institute of Mental
Health and the US Department of Education. The
MTA was a 14-month study designed to address
questions about the individual and combined
effects of pharmacological and psychosocial/
behavioral treatment for children of ages 7-9
years with ADHD. This study represented a
broad range of ADHD youth (n=579), 20 %
being African American (Arnold et al., 2004).
The 14-month (end of treatment) intent-to-treat
results showed that for ADHD and ODD symp-
toms, the expert MTA medication management,
whether alone or in combination with behavioral
treatment, was significantly superior to behav-
ioral treatment alone and to routine community
care—even though the community group received
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similar medication from their community physi-
cian. The combination of expert medication man-
agement and behavioral treatment was not
significantly better than the medication alone
(MTA Cooperative Group, 1999). Though the
practice parameters for the treatment of ADHD
indicate that behavioral treatments may be used
alone or in combination with medication, in most
direct comparisons the efficacy of medication
exceeded that of behavioral interventions alone.
Conversely, for children ages 4-12, behavioral
interventions had a moderate to large effect sizes
compared with no treatment and compared with
nondirective parent counseling and support
(Murray, 2008).

Arnold et al. (2003) also examined the effects
of race and ethnicity on treatment and outcome in
the MTA study. Out of 579 boys with ADHD
(mean age 8.5 years), 111 were African American.
Unfortunately, no analysis of family SES was
provided so we do not know the SES of the
African American youth. Ethnic minority boys
benefited significantly from combined treatment
(medication and behavioral treatment), compared
to medication treatment alone (Arnold et al.,
2003). This finding was thought to be due to a
preference among African Americans for a
direct, structured therapeutic approach with clear,
meaningful interventions. In addition, minority
families were cooperative with the combined
treatment interventions, indicating that the
approach was acceptable and accessible, and
therefore effective for use with those families.

Miller et al. (2009) speculated that African
Americans might be uncomfortable with mental
health interventions for problems like ADHD,
due in part to misperceptions about the disorder,
such as the notion that the child can simply stop
the behaviors or the problems will improve on
their own. African American parents are less
likely to know where to go for help and are more
likely to have negative expectations about the
treatment process. Thus African American chil-
dren may experience increased impairment from
ADHD due to barriers to receiving treatment.
Consequently, psychoeducational interventions
may lead to greater treatment utilization among
African American parents, caregivers, school
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employees, and community service providers
with the implementation of community education
on ADHD diagnosis and intervention as well as
training and increased awareness of cultural
issues (Miller et al., 2009).

CBT for Oppositional Behaviors
and Conduct Disorder

Several RCTs of psychosocial interventions dem-
onstrate that disruptive behavior disorders, includ-
ing ODD and Conduct Disorder, respond well to
behavioral interventions including many of the
well-established parent management-training pro-
grams that focus on teaching parents behavioral
strategies to reduce target behaviors such as tem-
per tantrums, noncompliance, aggression, defi-
ance, stealing, and destruction of property
(Miranda et al., 2005). Juvenile delinquency occurs
when minors participate in illegal behavior, and
thus Conduct Disorder and its precursor ODD, are
typically associated with delinquency. Although
recent reviews point to several successful
approaches for preventing juvenile delinquency,
multisystemic therapy (MST) has been considered
a treatment of choice to reduce criminal offending
among African American youth (Miranda et al.,
2005; Scherer, Brondino, Henggeler, Melton, &
Hanley, 1994). MST is an intensive, family-
focused, and community-based treatment program
that includes CBT and pragmatic family therapies
(Henggeler, Melton, Brondino, Scherer, & Hanley,
1997). Therapists visit youth and their families at
home and in their communities to provide treat-
ment where and when it is most needed and to
increase generalizability of acquired skills.
Additionally, the therapist is available around the
clock, and sessions may occur daily. MST includes
techniques derived from family therapy, behav-
ioral parent training (BPT), and CBT. Finally,
MST includes ongoing training and supervision to
monitor treatment integrity. However, a recent
meta-analysis of 22 studies found only small
effects for MST in reducing delinquency, and it
was actually least effective with ethnic minority
clients (van der Stouwe, Asscher, Stams, Dekovi¢,
& van der Laan, 2014). Clearly, more research is
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needed to determine the best ways to help African
American families struggling with the challenges
of juvenile delinquency.

In addition to case studies examining the effi-
cacy of CBT in African American children (e.g.,
Costigan, 2001), CBT has also been empirically
demonstrated to reduce emotional, behavioral,
and social difficulties and to increase adaptive
school behaviors (Arnold et al., 2004).
Specifically, several treatment modalities have
been identified as effective for use with malad-
justed children. An individual case presented by
Waldrop and de Arellano (2004) assisted a 5 year-
old African American male child with developing
and practicing communicative skills utilizing
offender-focused treatment. The authors describe
the offender-focused treatment as an intervention
that utilizes familial support to help the victim of
a trauma face their perpetrator. Consequently,
after 22 sessions of CBT and offender-focused
therapy, the young child demonstrated a signifi-
cant reduction in anxiety, depression, withdrawn
behavior, thought problems, and PTSD arousal
symptoms. He also became more behaviorally
activated and exhibited more engagement with
his peers. The authors posited that offender-
focused treatments that include family support
might be helpful for decreasing the risk for fur-
ther abuse. The offender-focused treatment
included familial support to encourage empower-
ment and to increase overall resilience to face the
event and the perpetrator.

In another study, Boxer and Butkus (2005)
used an intervention for an aggressive African
American male adolescent by adapting standard
techniques of CBT and incorporating social-
cognitive targets. As a result, his problems and
aggression did not reemerge over time and he
began socializing appropriately with peers and
his mother. Aggressive youth may struggle with
their appraisal of social situations, for example,
experiencing thoughts such as, He bumped into
me because he thinks that I am a punk, and simi-
lar types of thinking can be a direct trigger for
violent behaviors (Wilson & Cottone, 2013). An
effective skills-based technique used to teach
adolescents how to challenge such maladaptive
beliefs is problem-solving skills training, which

69

encourages the youth to evaluate internal and
external cues influencing the situation prior to
identifying an appropriate solution. Some studies
have also illustrated greater use of coping skills
when positive parenting is encouraged by the
intervention (Wilson & Cottone, 2013).

Socio-Historical Context
and Cultural Adaptations

Studies suggest that single parenthood and
extended families continue to be more common
among Blacks than among Whites. Vereen (2007)
highlights that Black households are more likely
to include extended family members, regardless
of the immediate family unit, although the impor-
tance of extended family is often not addressed in
research. The existing literature describes African
American and other Black cultures as collectivis-
tic/communal. Communalism emphasizes the
importance of social bonds and responsibilities,
reflects a sense of interdependence and preemi-
nence of the collective well-being, and includes
drive for connection within the group (American
Psychological Association, APA Task Force on
Resilience and Strength in Black Children and
Adolescents, 2008; Cokley, 2005). Among
African American children, communalism, cul-
tural capital, spirituality, and intergenerational
transmission of wealth are protective factors mit-
igating the impact of their unique socio-cultural
and political realities. It is important to under-
stand the development of the African American
child in the unique context of US society because
it means factoring in the impact of lower SES,
limited resources, and reduced access to educa-
tion (for impoverished youth) and the impact of
discrimination and racism, as these may contrib-
ute to dysfunction. Hence, identifying key fea-
tures that mitigate these chronic experiences
between low SES and underserved African
Americans is warranted not only to conduct
future research but to also inform clinical mental
health practices.

Cokley (2005) maintained that understanding
African American identity should focus on prin-
ciples rooted in an Afrocentric worldview that
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critically examines and affirms African cultural
values (also referred to as Afrocentric values) as
the foundation of African American identity and
culture (Akbar, 1989; Cokley, 2002; Hilliard,
1997; Nobles, 1989). This includes an emphasis
on spirituality (i.e., emphasis on “being spirit”
rather than just practicing religion; Grills, 2002),
collectivism (i.e., priority to the goals of family
and the group; shaping behavior based on family
and African American norms and duties; interde-
pendence; Triandis, 2001), communalism (i.e.,
emphasis on relationships; recognition of every
community member’s value and uniqueness;
unity without uniformity; Gordon, 2002), and
belief in self-knowledge as the basis of all knowl-
edge (Myers, 1988; Parham, 2002). It is worth
noting such values are not exclusive to people of
African descent and can be held by people of
various ethnic groups and cultures throughout the
world. Some have posited that these values, con-
stitute an optimal worldview (Myers, 1988),
therefore, understanding the cultural values of
the African American family is paramount to
understanding the origin, dynamic, and manifes-
tation of mental health concerns. Such an under-
standing will provide further insight into
culturally sensitive implications for treatment.

Moreover, Black Americans are a heteroge-
neous group and do not all share the same
worldviews. Differences in SES and accultura-
tion will result in differences in worldview, and
consequently the presentation of mental disor-
ders and effectiveness of treatment. Highly
acculturated families will respond better to
treatments developed on European Americans
than their less acculturated counterparts (Carter,
Sbrocco, & Carter, 1996). Additionally, immi-
grant and foreign-born Blacks (e.g., Caribbean
Americans, Ethiopian Americans) will differ in
their historical and cultural understanding of the
US experience, as the legacy of colonialism
affects each group differently. As a result, for-
eign-born Blacks may have a different perspec-
tive on oppression, White privilege, and
associated outcomes in youth (American
Psychological Association, APA Task Force on
Resilience and Strength in Black Children and
Adolescents, 2008).
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Although much of our current knowledge of
child and adolescent mental health and illness is
derived from research conducted largely with
middle-class  European = American  youth
(American Psychological Association, APA Task
Force on Resilience and Strength in Black
Children and Adolescents, 2008), in recent years,
a strong body of research has emerged that has
assisted in creating a knowledge base of cultur-
ally sensitive components that can be incorpo-
rated into CBT. Of note, Schwartz et al. (2007)
reported culturally sensitive components to con-
sider when working with African American
youth and their families. These recommendations
were developed as part of an RCT that examined
African American children between ages 12 and
18 with a sickle cell disorder (n=58). Each inter-
vention involved home-based sessions that
included CBT components of pain management
such as relaxation, deep breathing, guided imag-
ery, and positive self-statements. Both the adoles-
cent and a family support person were asked to
practice treatment components together in
between sessions (Schwartz et al., 2007).

To identify components of the intervention
necessary to improve its cultural sensitivity and
effectiveness, a review of literature describing
issues of cultural competence in interventions
with African Americans was conducted. Ten cul-
turally sensitive components for treatment were
identified: inclusion of families, emphasis on
empowerment, acknowledgement of stress
related to minority status, identification of stress-
related SES (including limited resources or barri-
ers faced by African Americans who have
achieved economic success), culturally sensitive
content, awareness of stigma surrounding mental
health problems, mistrust of research, availability
of community or home-based intervention,
flexible scheduling, and training in cultural sensi-
tivity for treatment providers (Schwartz et al.,
2007). Although there were challenges regarding
staff size, time commitment, and safety, the
results indicated that the home-based training
was effective in terms of treatment completion.
Other studies have highlighted the importance of
many of these elements as well (Williams,
Tellawi, Wetterneck, & Chapman, 2013).
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Similarly, BPT for children with externalizing
problems may be an effective approach for
African American youth (e.g., Erhardt & Baker,
1990), as it resonates with the collectiveness of
the African American culture. Studies of BPT
have typically examined group-based interven-
tions consisting of 8—16 sessions in which parents
are taught to implement behavior modification
techniques through modeling, discussion, role
playing, and home practice (Murray, 2008).
These techniques are rooted in the principle of
CBT principles and include; (a) identifying and
monitoring behaviors, (b) providing positive
attention, (c) ignoring minor inappropriate
behaviors, (d) implementing formal reward sys-
tems, and (e) administering consequences.
Parents receive a psychoeducation intervention
that teaches them the techniques that were admin-
istered to their child. The parent observes the
child via live video recording and is simultane-
ously instructed by the clinician on how to imple-
ment the techniques. This approach supported
parental acquisition of the skills needed to rein-
force treatment outside of the therapeutic setting,
and assisted the clinician in assessing whether
the parent was able to understand the child’s
behavioral expressions. In addition, the parent-
training components also enhanced the therapist—
client therapeutic alliance. BPT has illustrated
large improvements in parent ratings of problem
behaviors and observed negative parent and child
behaviors, and can be further enhanced for
minorities by the inclusion of culturally similar
examples. Child compliance rates, aggression,
perceived severity of ADHD symptoms, parent
management skills, and parenting stress also
show improvement as a result of BPT interven-
tions (Murray, 2008). Therefore such interven-
tions may be especially well-suited for African
Americans as they empower the family to work
together effectively.

Schwartz et al. (2007) mentioned the impor-
tance of recognizing stress related to ethnic
minority status. Key CBT treatment ingredients to
manage stress are relaxation exercises (i.e., focus-
ing on the breath), gradual exposure to fear hierar-
chies to habituate extinguishing fear, frequent
and consistent practice of replacement behaviors
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and thought monitoring. Utilizing the guided
imagery technique, participants choose imagery
to promote cultural consonance, including active
and exciting events like sports or familiar settings;
music may be incorporated into guided imagery
(Schwartz et al., 2007). In addition, progressive
muscle relaxation is another technique that has
demonstrated successful outcomes in African
American youth (Schwartz et al., 2007).

Recent research has indicated that musical
interventions can be successfully incorporated
into CBT for African Americans. For example,
two exercises developed by Neal-Barnett et al.
(2011) use music and a call-response method,
prevalent in some African American communi-
ties, as a form of cognitive restructuring for
women with anxiety. The So What Chorus and
the Build Your Own Theme Song (BYOTS) are
part of a musical intervention for decreasing anx-
iety symptoms in members of the Sister Circle,
an intimate group therapy setting for African
American women. Culturally relevant musical
CBT interventions have likewise been used to
address mental health concerns in racially diverse
children (Fitzgibbon et al., 2005, 2011).

The Importance of Promoting
Positive Ethnoracial Identity

Ethnoracial identity consists of a sense of com-
mitment and belonging to an ethnic/racial group,
positive feelings about the group, and behaviors
that indicate involvement within the group
(Avery, Tonidandel, Thomas, Johnson, & Mack,
2007; Robert et al., 1999). Positive ethnoracial
identity is a sense of self, which has been demon-
strated to be a protective factor related to identity
development among African Americans and
other people of color. Positive ethnic and racial
identities are essential to the personal and collec-
tive well-being and resiliency of African
American youth (American Psychological
Association, APA Task Force on Resilience and
Strength in Black Children and Adolescents,
2008). Most research on psychological correlates
of ethnoracial identity has focused on youth
because the process of developing an ethnoracial
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identity is thought to typically begin childhood.
Among adolescents, positive identity has been
found to be associated with self-esteem, coping,
sense of mastery, and optimism; conversely,
loneliness and depression have been negatively
related to ethnoracial identity (Robert et al.,
1999). In adults, positive ethnoracial identity has
been associated with self-esteem and reduced
anxiety and depression (Lorenzo-Hernandez &
Ouelelette, 1998; Williams, Chapman, Wong, &
Turkheimer, 2012). Negative ethnoracial identity
in African Americans has been linked to poor
self-esteem, problems with adjustment, poor
school achievement and dropout, delinquency,
eating disorders, and substance abuse (Rivas-
Drake et al., 2014; Vandiver, 2001).

Consequently, research has identified racial
socialization as a protective factor. African
American families are instrumental in the process
of racial socialization by transmitting values,
beliefs, and ideas based on cultural knowledge of
the competencies needed for optimal functioning
as a stigmatized minority in society (American
Psychological Association, APA Task Force on
Resilience and Strength in Black Children and
Adolescents, 2008). Racial socialization influ-
ences children’s identity and self-concept, beliefs
about the world, strategies and skills for coping
with and navigating racism, and inter- and cross-
racial relationships and interactions (Lesane-
Brown, Brown, Caldwell, & Sellers, 2005).
African American children who learn that others
may think negatively of them in concert with val-
ues, beliefs, and knowledge of a positive racial
identity are less likely to have negative outcomes
and more likely to be resilient in adverse condi-
tions (American Psychological Association, APA
Task Force on Resilience and Strength in Black
Children and Adolescents, 2008). Finally, an
emphasis on empowerment is essential in
acknowledging social, emotional, and cultural
strengths, encouraging self-advocacy, bolstering
racial pride, and supporting spirituality (Cokley,
2005; Schwartz et al., 2007).

Thus clinicians should routinely assess and
consider the client’s stage of ethnoracial identity
development when working with African
Americans, especially youth. This might occur in
the form of clinicians encouraging and supporting
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African American clients in the exploration of
their ethnoracial identities to help improve overall
psychological well-being. CBT interventions
might include discussions of what the client likes
about African Americans, learning more about
Black history and the achievements of African
Americans, explicit rejection of pathological ste-
reotypes, and increased involvement in traditional
cultural activities to build a greater sense of eth-
noracial pride (Williams, Chapman, et al., 2012;
Williams, Gooden, & Davis, 2012). Additionally,
the American Psychological Association, APA
Task Force on Resilience and Strength in Black
Children and Adolescents (2008) noted that criti-
cal-mindedness could help protect against the
damage experiences of discrimination can cause
and facilitate a critique of existing dysfunctional
social conditions. Understanding cultural differ-
ences can promote flexibility and give one the
tools to adapt to the difficult cognitive, emotional,
and social situational demands that today’s minor-
ity youth must often traverse.

Treatment Attrition among African
American Youth

Attrition is a significant problem in the evalua-
tion and delivery of mental health care for African
American youth (Gonzalez, Weersing, Warnick,
Scahill, & Woolston, 2011). Individuals from
ethnic minority groups are less likely to initiate
mental health treatment and more likely to end
treatment prematurely (Gonzalez et al., 2011;
Waldrop & de Arellano, 2004). Attrition for
children and adolescents may depend heavily on
parent and family factors (i.e., finances, insur-
ance coverage, cultural mistrust). Additionally,
several factors have been identified that may con-
tribute to low engagement and poor retention in
therapy, including a perception of therapy as
being irrelevant to real-life problems, stigma and
shame, family stressors, and lack of awareness of
available resources (Williams, Beckmann-
Mendez, & Turkheimer, 2013; Williams,
Domanico, Marques, Leblanc, & Turkheimer,
2012). Treatment adherence is one area in which
culture, race, and ethnicity have been clearly
demonstrated as relevant to treatment success
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(Waldrop & de Arellano, 2004). The apparent
relevance of treatment approach to problems
experienced (such as discrimination, limited
access to resources, or the overlap of treatment
content with the client’s own experiences) may
impact attrition rates. Cultural relevance has been
shown to make a difference with the retention of
information and knowledge (Wilson & Cottone,
2013), so a culturally informed approach to treat-
ment is essential not only for the sake of avoiding
attrition, but also for ensuring that the work done
in therapy does not evaporate the moment the
patient walks out of the therapist’s office.

In concert, research postulates explanations
for engagement of African American families and
completion of treatment. Noting that external and
complex stressors account for a large part of the
lack of engagement in treatment, research sug-
gests that African American families may believe
treatment is of low value (McNeil, Capage, &
Bennett, 2002; Neal-Barnett, 1996). For example,
African Americans have different parental values
than European Americans, and thus, it is likely
that African Americans may not find the same
treatment efficacious (Capage, Bennett, &
McNeil, 2001; Forehand & Kotchick, 1996).
Thus when African American families illustrate
lower participation rates in treatment, clinicians
should consider the perceived value of the treat-
ment. Capage et al., (2001) identified parental
stress as a factor accounting for 65 % of the vari-
ance that predicted African American’s drop-out
rates. The study concluded that clinicians should
use assessment tools (i.e., Parental Stress
Indicator) to identify parental stressors that may
impede successful treatment completion.

Other factors suspected of negatively impact-
ing mental health service use and perceptions
among African Americans include cultural mis-
trust, historical and current medical and research
abuses (Suite, La Bril, Primm, & Harrison-Ross,
2007). Cultural mistrust, decreased help-seeking
behaviors, and lower participation in treatment
have been hypothesized as being related to his-
torical events such as the US Public Health
Service Syphilis Study at Tuskegee (1932-1972)
and more recent publicized abuses such as the
Johns Hopkins Lead Paint Study (Gamble, 1997;
Spriggs, 2004; US Department of Health and
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Human Services (USDHHS), 2001). These are
just a few events that may account for the cultural
mistrust and stigma associated with higher
African Americans attrition rates. Other contrib-
uting factors are the scarce number of culturally
competent and minority mental health practitio-
ners. According to the U.S. Department of Labor
(2012), only 5.3 % of physicians, 5.1 % of psy-
chologists, and 18.7 % of counselors are African
American. This can make it difficult to connect
with ethnically similar mental health providers
and contribute to the notion that mental health
care is not relevant to African Americans.

Conclusion

The foundation of CBT is embedded in the notion
that changing cognitive activity and behaviors
can bring about affective change. CBT has been
demonstrated to be the most effective treatment
for many disorders when compared to other treat-
ment modalities (Segal et al., 2002). Given the
slow emergence of empirically sound research
studies with meaningful numbers of African
American youth, there remains a paucity of cul-
turally sensitive mental health treatment inter-
ventions. A few studies have noted that parent/
caregiver training is efficacious for African
American youth given their familial values rooted
in communalism and extended kinship support
networks. Adaptations discussed included
parental involvement/family-based intervention,
empowerment utilizing familial support, under-
standing the impact of racism, and facilitating
positive ethnoracial identity development.
Further investigative research is also needed as
treatment attendance and outcome are affected by
stress related to ethnic minority status, stigma asso-
ciated with mental health problems, and mistrust of
mental health providers. Treatments with culture-
specific modifications can perhaps improve the
quality of mental health care services available to
underserved populations by increasing the credibil-
ity of treatment interventions (Waldrop & de
Arellano, 2004; Williams et al., 2014). Thus, fur-
ther examination of African American values is
needed to continue to inform the research body and
the emerging and existing treatment modalities.
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As noted by Sayers and Heyman (2003), CBT
is ideal in many ways for African American fam-
ilies and youth due to the empowering nature of
this approach and its focus on building strengths
and achieving goals. Furthermore, the collabora-
tive nature of CBT may be ideal for African
American youth, since the therapist is character-
ized as the expert in the approach while the youth
is viewed as an expert of herself (Kelly, 2006).
Insomuch as the evidence indicates that CBT is
effective for African Americans, the increased
provision of CBT interventions in communities,
schools, homes, and even churches could help to
expand access to these services (Ginsburg &
Drake, 2002; Queener & Martin, 2001). Finally,
ongoing training of clinicians in cultural sensitiv-
ity, and inclusion of culturally sensitive content
into empirically supported interventions remains
a priority (Williams, Tellawi, et al., 2013).

Future Directions

More research is needed (i.e., RCTs, longitudi-
nal, experimental studies, and treatment outcome
studies) for African Americans in general and
especially for African American youth. More
empirical studies are imperative as a means to
evaluate the efficacy of a treatment. Future stud-
ies should examine attrition rates with shorter
CBT sessions that focus on the most immediate
client concerns. In addition, more culturally sen-
sitive psychologists and psychologists of color
are needed to implement such studies. Increased
funding (i.e., scholarships, grants for research)
for African American psychologists and funding
for more training in cultural competency for all
mental health providers would help greatly in
reducing stigma and other barriers to care
(Cryder, Kilmer, Tedeschi, & Calhoun, 2006).
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Introduction

Dialectical behavioral therapy (DBT; Linehan,
1993) and interpersonal therapy (IPT; Klerman,
Weissman, Rounsaville, & Chevron, 1984;
Weissman, Markowitz, & Klerman, 2000) are
evidence-based treatments developed to treat
borderline personality disorder (BPD) and major
depression (MDD) more than 2 decades ago.
Linehan (1993) developed DBT to treat adults
who were often diagnosed with BPD and with
chronic suicidal and self-harming behaviors and
emotional dysregulation. DBT incorporates cog-
nitive, behavioral and biosocial theories, dialecti-
cal philosophy, and Eastern meditation practice.
Research findings suggest that DBT is effective
in reducing suicidal thoughts and behavior, hos-
pitalization and improving adherence in the treat-
ment of (primarily White) adults with BPD and
self-harming behaviors (Linehan et al., 2006;
Robins & Chapman, 2004). During the past 2
decades, DBT has been adapted for adolescents
(herein referred to as DBT-A) and has been
shown to reduce suicidal behaviors in adoles-
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cents with depression (Katz, Cox, Gunasekara, &
Miller, 2004; Rathus & Miller, 2002) and other
psychiatric  disorders (Goldstein, Axelson,
Birmaher, & Brent, 2007; Nelson-Gray et al.,
2006; Safer, Couturier, & Lock, 2007; Salbach-
Andrae, Bohnekamp, Pfeiffer, Lehmkuhl, &
Miller, 2008; Welch & Kim, 2012).

Similar to DBT, IPT was first developed to
treat adults with non-psychotic major depressive
disorders by Klerman, Weissman and colleagues
(Klerman et al., 1984; Weissman et al., 2000).
IPT assumes that depression is triggered by an
individual’s difficulties in managing interper-
sonal problems and the approach has been found
to be effective in reducing depressive symptoms
in white adults, older adults, and couples
(DiMascio et al., 1979; Elkin et al., 1989; Foley,
Rounsaville, = Weissman, Holomaskas, &
Chevron, 1990; Miller et al., 2001). As with
DBT, IPT has been adapted for adolescents
(herein referred to as IPT-A). IPT-A has shown to
decrease depression (Moreau, Mufson,
Weissman, & Klerman, 1991; Mufson, Moreau,
Weissman, & Klerman, 1993) and other psychi-
atric disorders (Schaal, Elbert, & Neuner, 2009;
Tanofsky-Kraff et al., 2010) in racially diverse
and economically under-resourced adolescents
(primarily African American and Latino). In
addition to individual therapy format, IPT and
IPT-A have been delivered in a group therapy
format to treat and prevent major depression
(Horowitz, Garber, Ciesla, Young, & Mufson,
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2007; O’Shea, Spence, & Donovan, 2015;
Rosselld, Bernal, & Rivera-Medina, 2012).

Both DBT-A and IPT-A are manualized psy-
chotherapies adapted from adult treatments that
have some empirical support for their efficacy
with youth. The adaptations made centered
mainly on accommodating youth’s developmen-
tal stage, social environment, treatment in differ-
ent settings and formats (i.e., inpatient setting,
residential treatment center, or juvenile detention
center, group only without individual therapy for-
mats) rather than addressing cultural factors and
differences, with the exception of Rossell6 and
Bernal’s IPT-A study (Rossell6 & Bernal, 1999).
To our knowledge, only two published studies of
DBT were in a group format (Nelson-Gray et al.,
2006; Shelton, Kesten, Zhang, & Trestman,
2011) and only a few IPT studies included a rep-
resentative sample of African American youth.

This chapter will outline the key structures of
DBT-A and IPT-A as manualized, evidence-
based treatments with a special focus on those
aspects of the interventions that are culturally
congruent with African American youth and
family culture. Additionally, we will discuss
research studies supporting the use of DBT-A
and IPT-A with African American and racially
diverse adolescents including the various adapta-
tions made. Finally, recommendations for future
research and clinical care for African American
and racially diverse youth are discussed.

Dialectical Behavior Therapy
with Adolescents

Although the diagnosis of BPD in adolescents has
been, at times, controversial, many adolescents
with severe psychiatric problems have chronic
and severe emotional dysregulation and self-
harming behaviors. In 1995, due to the lack of
evidence-based treatments for multi-problem sui-
cidal youth, Miller and colleagues (Miller,
Rathus, & Linehan, 2006; Rathus & Miller, 2002)
began adapting DBT to treat adolescents with sui-
cidal and self-injurious behaviors (Katz et al.,
2004; Miller et al., 2006; Rathus & Miller, 2002).
While retaining DBT’s core elements, dialectical
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conceptualization and therapeutic functions and
modes, the Dialectical Behavior Therapy with
Suicidal Adolescents treatment manual (Miller
et al., 2006) made several adaptations to address
the unique developmental stage and social envi-
ronment of adolescents. Adaptations included:
(1) involving family in therapy and skills training,
(2) adding a skills module to address adolescent-
family dilemmas, (3) adapting the language to fit
adolescents’ developmental stages, (4) shortening
the therapy duration, and (5) decreasing the num-
ber of skills taught within each core training ses-
sion to improve compliance.

Key Concepts and Structures of DBT-A The
underpinning theories and philosophy of DBT-A
are consistent with the DBT for adults (Linehan,
1993). In addition to a cognitive behavioral
approach, DBT-A views maladaptive behaviors
and emotional dysregulation of adolescents with
suicidal ideation and self-harm as consequences
of the transactional interaction between the bio-
logical vulnerability of adolescents and their
invalidating social environments. The dialectical
philosophy perceives reality as the tension
between opposing forces (e.g., positive and nega-
tive, good and bad, parent and child) that pro-
duces change. This newly changed state of being
in the individual is comprised of diametrically
opposed forces that lend themselves to continu-
ous change within the individual. DBT-A is based
on the idea that these internal, opposing forces
can coexist and be synthesized. The aim of DBT
then is to synthesize the opposing forces and cre-
ate equilibrium within the individual. This pro-
cess involves teaching individuals with BPD to
weigh various points of view in a situation and
work toward acceptance of the circumstance as is
(Linehan, 1993). The fundamental goal of DBT-
A, therefore, is to achieve a balance between
accepting and validating an adolescent’s present-
ing difficulties and motivating him/her to recog-
nize the need for change.

Structures of DBT-A DBT-A consists of two
treatment phases. In phase one (the acute phase),
treatment duration is 16-20 weeks compared
with 52 weeks for adults. The goal of the acute
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phase of treatment is to increase safety and
behavioral control. The second phase of treat-
ment consists of at least weekly treatments for 16
weeks. The goal is to target maintenance and
generalization of learned skills.

DBT-A includes five treatment strategies dur-
ing the acute phase of treatment: (1) individual
therapy, (2) telephone coaching, (3) multifamily
skills-training groups, (4) family therapy, and (5)
therapist consultation meetings. The individual
therapist is the primary therapist, who meets
weekly with the adolescent for 50-60 min. The
therapist works collaboratively with the adoles-
cent to identify and reduce patterns of maladap-
tive behaviors, increase motivation to change,
and apply skills learned in the multifamily skills-
training groups to cope with distress and conflict.
When needed, the individual therapist uses tele-
phone coaching to support the youth in using
learned skills in real life, challenging situations,
while strengthening the therapist—client relation-
ship. The multifamily skills-training groups dif-
fer from the adult skill-training groups in that
they also include the adolescents’ family mem-
bers. The goals of these groups are to help ado-
lescents and family members to learn more
adaptive skills to cope with distress and conflict,
and to diminish self-harming and maladaptive
behaviors. These groups are often conducted
weekly. Family therapy is also a unique addition
to DBT-A. Because of the unique developmental
period of adolescence, family becomes either the
primary support system or the main source of
conflict. Family therapy is used as needed to
improve adolescents’ primary support system
and resolve conflicts and crisis. To increase thera-
pist effectiveness, weekly therapist consultation
meetings are conducted to ensure continuing
education and support for DBT therapists and
reduce and prevent therapist burnout. These
adaptations can be effective for African American
youth as the inclusion of both immediate and
extended family is a salient and important facet
of African American culture (Sue & Sue, 2012).

Skills-Training Modules In the multifamily
DBT-A skills group, the four core skills of mind-
fulness, emotion regulation, distress tolerance,

and interpersonal effectiveness of the adult DBT
skills group are taught along with an additional
fifth core skill: “walking the middle path.”
Through presentations, role-playing and home-
work reviews, patients learn to generalize and use
skills in day-to-day situations. Mindfulness skills
are typically the first set of core skills taught.
These skills teach adolescents and family mem-
bers to be in the moment and attend to current
emotions and situations to achieve a state of
“wise mind.” Wise mind is achieved by balancing
emotion mind, which operates on the current
emotional state and rational mind, which oper-
ates on logical thinking and reason. Through
wise mind, families can better maintain relation-
ships, manage conflicts, and assert needs.

In the emotion regulation module, patients
learn to decrease emotional suffering and
change maladaptive emotional behaviors.
Emotion regulation skills include identifying
and labeling emotions, increasing positive emo-
tional events, and taking opposite actions.
Distress tolerance skills are designed to further
support adolescents and family members in
accepting distress, negative emotions and reali-
ties, and surviving crises. Skills include distrac-
tion, self-soothing, improving the moment, and
assessing the pros and cons.

Interpersonal effectiveness skills aim to
improve interpersonal problem-solving abilities.
Patients learn strategies to ask and say “no”
effectively and learn to cope with difficult inter-
personal situations. This module also focuses on
validation of self and others, and balancing vali-
dation with change. Families learn to apply
behavioral principles to resolve adolescent-
family dialectical dilemmas, such as excessive
leniency versus authoritarian control.

Finally, the walking the middle path module is
designed to enhance individual validation and
reduce the stress and frequency associated with
adolescent-family dialectical dilemmas. The goal
for adolescents is to work toward changing pain-
ful or negative thoughts, feelings, and situations
while also accepting themselves, others, and the
current situations as they are. Patients learn to see
situations and problem solve in more than one
way through balancing acceptance and change.
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Empirical Evidence for DBT-A
and Other DBT Adaptations
for Adolescents

Though multiple randomized controlled trials
(RCT) have shown the efficacy of DBT in treat-
ing BPD, comorbid substance use disorders, and
cluster B personality disorders in white adults
(Linehan et al., 2006; Robins & Chapman, 2004),
evidence supporting the efficacy or effectiveness
of DBT is lacking for racially diverse adults and
adolescents in general or African American ado-
lescents specifically. Only two published pro-
spective studies (Katz et al., 2004; Rathus &
Miller, 2002), to our knowledge, used non-
random assignment for a direct comparison of
adolescents assigned to DBT-A or treatment-as-
usual (TAU). Two other studies of DBT in ado-
lescents included matched controls. One study
compared adolescents treated with a DBT proto-
col to historic controls from a long-term inpatient
unit (McDonell et al., 2010). The second study
used a prospective design to examine matched
controls in a residential treatment facility
(Wasser, Tyler, Mcllhaney, Taplin, & Henderson,
2008). Both of these latter studies included pre-
and post-test designs and case series without
direct comparison groups.

In a study by Rathus and Miller (2002), 29
mostly Latina adolescents with BPD features and
suicide ideation or recent suicide attempt were
assigned to weekly outpatient DBT-A. Eighty-
seven adolescents were assigned to TAU, which
included weekly individual psychodynamic psy-
chotherapy and family therapy. After 12 weeks of
treatment, participants in the DBT-A group had
fewer hospitalizations and higher rate of adher-
ence to treatment protocol compared to the TAU
group, even though the DBT-A group had more
severe psychopathology at baseline.

Katz et al. (2004) adapted DBT for inpatient
settings with a focus on adolescent patients who
met criteria for BPD. Their DBT protocol
included four individual therapy sessions, ten
adolescent skills group sessions, and consultation
team meetings. Adolescents, aged 14-17 years,
who were admitted to the inpatient unit due to
recent suicide attempt or suicide ideation, were
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non-randomly assigned to either 2 weeks of DBT
(N=32) or TAU (N=30). The TAU protocol
included individual psychodynamic therapy,
daily group psychodynamic psychotherapy, case
management, and psychodynamic milieu. These
researchers found that the DBT group had sig-
nificantly greater reduction in number of violent
incidents on the unit than the TAU group.
However, both groups had significant reduction
in total number of violent incidents on the unit,
self-injurious  behavior, non-suicidal self-
injurious behavior (NSSIB), depressive symp-
toms, and suicidal ideation at 1-year follow-up.

The efficacy of DBT was also assessed by
comparing the discharge outcomes of 106 adoles-
cents with mixed diagnoses who received DBT
with 104 historic controls who received individual
and family therapy as needed while staying at a
long-term inpatient facility (McDonell et al.,
2010). Compared to at admission, youth who
received the DBT protocols had significantly
improved scores on the Children’s Global
Assessment Scale (C-GAS; Shaffer et al., 1983)
and received fewer psychotropic medications at
discharge. In addition, among a subgroup of youth
who had three or more NSSIB at admission, ado-
lescents who received any form of DBT were
found to have significantly lower rates of NSSIB
than historic controls at discharge after accounting
for gender, age, length of stay, and the effect of
time. Although this study had a large sample,
most of the assessment data were not available for
the historic controls group. Therefore, the out-
come variables could not be compared and the
majority of outcomes were pre-post comparisons.
Furthermore, no information on the race or ethnic-
ity of the study participants was provided.

In addition to adaptations made for outpatient
and inpatient settings, DBT was also adapted for a
residential treatment setting. In one study (Wasser
etal., 2008), 12 mostly male adolescents (no infor-
mation on the race or ethnicity of the participants
was available) received 17 weeks of DBT (weekly
individual and multifamily skills group) treatment.
They were compared to 12 matched control youth
who received 17 weeks of standard-therapeutic-
milieu (STM) treatment (individual, group, family,
behavioral, and medication treatments). Wasser
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et al. (2008) found that adolescents who received
DBT had significantly greater reduction in depres-
sion whereas adolescents who received STM had
greater reduction in psychomotor excitation post
treatment. Both groups had significant reduction
in overall psychiatric symptom ratings.

Several pre-post outpatient studies demon-
strated that DBT is effective in reducing depres-
sion, functional difficulties, and thoughts of
self-injury (see review by MacPherson, Cheavens,
& Fristad, 2013). Pre-post comparisons found that
improvements gained after 16-24 weeks of DBT
were maintained at 1 year (Fleischhaker et al.,
2011). James, Taylor, Winmill, and Alfoadari
(2008) also found that symptom and problem
reductions achieved with 1 year of DBT treatment
were maintained at an 8-month follow-up.

In addition to being a promising treatment for
adolescents with BPD features, suicidal behaviors
and ideations, or self-injurious behaviors, a few
pre-post treatment studies and case reports have
reported the efficacy of DBT in treating youth
with other psychiatric disorders such as bipolar
disorder (Goldstein et al., 2007), oppositional
defiant disorder (Nelson-Gray et al., 20006), eating
disorders (Safer et al., 2007; Salbach-Andrae
et al., 2008), and trichotillomania (Welch & Kim,
2012). Furthermore, a few studies also investi-
gated the effects of using only DBT skills-training
group without other modes of DBT to reduce
childhood psychiatric problems. Nelson-Gray
et al. (2006) found that 16 weeks of weekly DBT
skills-training group were effective in reducing
oppositional and externalizing behaviors, depres-
sion and internalized symptoms, and increasing
interpersonal strength and positive behavior
among non-suicidal adolescents with ODD
(Nelson-Gray et al., 2006). Shelton et al. (2011)
also found that DBT skills-training significantly
reduced aggression and impulsive behaviors
among incarcerated male adolescents with impul-
sive behavior problems. The majority of these
studies included mostly females with small sam-
ple size. The ethnicities of the samples were mixed
with only two studies that included African
American youth as one of the major groups of par-
ticipants (Nelson-Gray et al., 2006; Shelton et al.,
2011). Notably, both studies reflected non-repre-
sentative African Americans samples (i.e., African

American youth with severe disruptive behavior
problems and/or who were incarcerated).

Summary

Although adaptations of DBT for youth have not
been subjected to rigorous RCTs, preliminary
findings from pilot studies indicate that DBT
shows promise in reducing a range of internaliz-
ing and externalizing psychiatric problems such
as NSSIB, suicidal ideations and behaviors, as
well as bipolar and oppositional defiant disorders.
Even though none of the studies specifically
examined racial/ethnic differences or made cul-
turally specific adaptations to meet the needs of
African American youth, two of the studies refer-
enced (Nelson-Gray et al., 2006; Shelton et al.,
2011) included a specific subpopulation of
African American youth in their samples. DBT
skills group training may be acceptable to African
American youth and their families as this format
reinforces the cultural orientation to communal
work (i.e., working together as a part of a larger
social community to assist one another in solving
problems), which can lead to increased self-
esteem and racial identity (Ford, 1997).
Furthermore, problem-solving and behavioral
treatment approaches have been recommended
for working with African American youth and
families in the literature (Leff et al., 2009;
Paniagua, 1994; Sue & Sue, 2012). Therefore,
DBT’s  problem-solving and  behavioral
approaches may align well with African American
youth and families’ desire for time-limited psy-
chological treatments that have problem-solving
and behavioral foci (Leff et al., 2009; Paniagua,
1994; Sue & Sue, 2012). Overall, the results from
these pilot studies suggest that further evaluation
of DBT for African American adolescent youth
across different settings is necessary.

Interpersonal Psychotherapy
for Adolescents

IPT was first adapted to treat major depression in
adolescents more than 2 decades ago (Moreau
etal., 1991; Mufson et al., 1993). While preserving
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its core concepts and structure, modifications have
been made to accommodate the unique develop-
mental period of adolescence. IPT-A has a shorter
duration than IPT. The length of therapy is reduced
from 16-20 weeks to 12-16 weeks to improve
adherence and minimizing dropouts. IPT-A places
much greater emphasis on teens’ social networks,
including not only parents but also siblings, friends,
and school. The last modification is the concept of
playing a “limited sick role” in which adolescents
are encouraged to continue their school attendance
and activities while they are depressed.

Key Concepts and Structures of IPT-A  Similar
to IPT for adults, IPT-A is based on Sullivan’s
(1953) interpersonal theory of depression and
Bowlby’s (1978) attachment theory. From the
IPT perspective, major depression occurs as the
consequence of biological predispositions and
negative interpersonal experiences. Adolescence
is a unique developmental period when major
interpersonal changes occur as adolescents seek
intimacy with peers, initiate romantic relation-
ships, and increase autonomy from parents.
IPT-A categorizes interpersonal problems into
four domains: role transition, role dispute, inter-
personal deficit, and grief. Like the original IPT,
IPT-A is a time-limited, manualized treatment.
The goals of IPT-A are to provide psychoeduca-
tion, identify affects, and build interpersonal
skills to decrease interpersonal problems.

Structure of IPT-A IPT-A treatment involves
three phases. The initial phase typically lasts for
four sessions. During this phase, the therapist
evaluates and confirms a diagnosis of major
depression. Psychoeducation on depression and
the theory and goals of IPT-A are provided to
adolescents and their families. The therapist
completes an interpersonal inventory with the
adolescent to identify an interpersonal problem
area and sets a treatment contract with the
adolescent.

One or two of the four problem areas—role
transition, role dispute, interpersonal deficit, and
grief—are identified as the primary and second-
ary foci of treatment. Adolescence itself is recog-
nized as a transitional period. Life changes such
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as attending a new school, gaining a new sibling
or parent through remarriage could exacerbate
existing depression or trigger a depressive epi-
sode. In addition, role dispute is particularly
common between adolescents and their parents,
although it could arise in any of teens’ significant
relationships when there are discrepancies in
expectations. Interpersonal skills are also partic-
ularly important during adolescence as teens
develop new relationships. When a significant
loss happens in a teen’s life, grief becomes the
primary focus of treatment, as loss is a significant
predictor of adolescent depression.

During the second phase of treatment, adoles-
cents learn strategies to improve the primary and
secondary problem areas and reduce depression.
Through role-playing, adolescents learn to
become more aware of the connection between
their mood and interpersonal experiences and to
improve communication and problem-solving
skills that can lead to improved mood and inter-
personal experiences. Originally, the second
phase of treatment included four weekly skills-
training sessions (Moreau et al., 1991; Mufson
et al.,, 1993). However, this phase has been
extended to include up to eight sessions or weeks
depending on the number of problem areas and
severity of interpersonal deficits that a teen has.
The final phase of IPT-A is the termination
phase. This last phase also includes four sessions
of treatment. The goals of this phase are to (1)
gradually transition adolescents away from rely-
ing on their therapists, (2) use acquired interper-
sonal skills independently and effectively, and
(3) prevent or reduce relapse and reoccurrence
of depression.

Empirical Evidence for IPT-A

Mufson and colleagues (Mufson et al., 2004;
Mufson, Weissman, Moreau, & Garfinkel, 1999)
conducted two RCTs to investigate the efficacy
of the individual IPT-A that they had adapted.
The first trial included 48 clinic-referred adoles-
cents with MDD who were mostly under-
resourced Latinas from single-parent homes.
The youth were randomized to receive 12 weeks
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of IPT-A or to clinical monitoring, which
included one or two 30-min meeting(s) with a
therapist per month. Mufson et al. (1999) found
that 75 % of adolescents in the IPT-A group ver-
sus 46 % of adolescents in the clinical monitor-
ing group had depressive symptoms that
remitted (Hamilton Rating Scale for
Depression <6; Hamilton, 1960) by the end of
the 12 weeks of treatment. In addition, the IPT-A
group reported significantly higher social func-
tioning, greater improvement on problem-solv-
ing skills, and also had higher adherence rates
than the control group.

These positive findings were replicated in
another RCT with youth receiving treatment
from a school-based mental health clinic. Sixty-
three adolescents (again mostly under-resourced
Latinas, aged 12—18 years old) were randomized
to 12 sessions of IPT-A versus treatment-as-usual
(TAU; individual supportive therapy) delivered
over 16 weeks (Mufson et al., 2004). The IPT-A
group had significantly greater reduction in
depressive symptoms and symptom severity,
improved functioning on the C-GAS, and
improved self-reported social adjustment com-
pared to the TAU group. At 16-week phone fol-
low-up assessment, youth in the IPT-A group
maintained significantly greater reduction in
depressive symptoms. However, improvements
in overall functioning (as measured by the
C-GAS) were not maintained.

Although they were not RTCs or compara-
tive trials, Miller, Gur, Shanok, and Weissman
(2008) reported two small open studies where
IPT-A was used to treat minority (Latina and
African American) pregnant adolescents with
depression (Miller et al., 2008). One study (10
Latina, 3 African American, and 1 biracial)
found that after 12 weeks of IPT-A, 93 %
(13/14) of the adolescent girls had 50 % of
reduction on their depression scores (Miller
et al., 2008). The other pilot study (8 African
American, 1 Latina, and 2 biracial) found 91 %
(10/11) of the adolescent girls had 40 % of
reduction on their depression scores at the end
of 12 weeks of IPT treatment and the improve-
ment was maintained at 20-week post-partum
follow-up (Miller et al., 2008).

Empirical Evidence for Other Forms
of IPT Adaptations for Adolescent
Depression

Two other RCTs used a different adaptation (both
developmentally and culturally) of the original
adult IPT (Klerman et al., 1984) to assess the effi-
cacy of IPT in comparison to Cognitive
Behavioral Therapy (CBT) in depressed Puerto
Rican adolescents (Rossell6 & Bernal, 1999;
Rossell6 et al., 2012). The Rossellé6 and Bernal
(1999) study included youth aged 13-17 years.
Seventy-one depressed Puerto Rican adolescents
(MDD or with a depression score of 13 or higher
on the Children’s Depression Inventory; Kovacs,
1983) were randomized to 12 weeks of IPT, 12
weeks of CBT, or waitlist control. Rossell6 and
Bernal (1999) found that both IPT and CBT were
more effective in reducing depressive symptoms
than waitlist. IPT was also superior to CBT in
reducing depressive symptom. In addition, the
IPT group, but not the CBT group, had signifi-
cantly greater improvements on self-esteem and
social adaptation compared to the waitlist group.
There were no differences, however, between the
IPT and CBT group at a 3-month follow-up.

The second study compared IPT with CBT in
both individual and group therapy formats
(Rossello et al., 2012). One hundred and twelve
Puerto Rican adolescents (ages 12-18) with
depression were randomly assigned to four treat-
ment conditions: individual IPT, group IPT, indi-
vidual CBT, and group CBT. Adolescents
received either a one-hour individual therapy or
two-hour group therapy session weekly over 12
weeks. Rossell6 et al. (2012) found that depres-
sive symptoms were significantly reduced at post
treatment in all four conditions. No significant
differences were found between individual and
group therapies. However, CBT was more effec-
tive in reducing depression symptoms and
improving self-concept than IPT.

Although the original IPT and IPT-A were
intended to treat major depression without high
suicide risk, Tang and colleagues (Tang, Jou, Ko,
Huang, & Yen, 2009) made additional modifica-
tions to IPT-A to treat a group of students in a
Taiwanese high school who had moderate to



86

severe depression, anxiety, suicide ideation, or
previous suicide attempts. Seventy-three students
were randomized to a modified IPT-A group or
TAU group. The IPT-A group received two
50-minute face-to-face session twice a week and
one 30-minute phone session each week for a
total of 6 weeks, while the TAU group received
30-60 min of supportive and psychoeducation
sessions by school teachers once or twice a week
for 6 weeks. Adolescents who received IPT-A
had significantly greater reduction in depression,
suicide ideation, anxiety, and hopelessness than
adolescents who received TAU.

In addition to IPT-A individual therapy for-
mat, IPT-A has also been adapted into a group
skills-training format (IPT-AST; Young &
Mufson, 2003). Several RTC studies compared
IPT-AST with school counseling (SC) and found
that IPT-AST was effective in reducing depres-
sive symptoms in adolescents with subclinical
depression and in preventing depression (Young,
Mufson, & Gallop, 2010) as well as in reducing
comorbid anxiety (Young et al., 2012).

IPT-AST was compared with a group
cognitive-behavioral intervention (CB) adapted
from the Coping with Stress Course (Clarke &
Lewinsohn, 1995) and a standard wellness class
(control) in a large group of high school students.
Three hundred and eighty high school students
(79 % Caucasian, 13 % African American, 2 %
Latino) were randomized to 8 weeks of 90-minute
sessions of IPT-AST, cognitive-behavioral inter-
vention (CB) adapted from the Coping with Stress
Course (Clarke & Lewinsohn, 1995) or a standard
wellness class (control). Horowitz et al. (2007)
found that adolescents in both IPT-AST and CB
group had lower depression scores at post-inter-
vention assessment than those in the standard
wellness class. Furthermore, the results indicated
that both IPT-AST and CB were more effective
for the subgroup of adolescents with higher pre-
treatment depression scores. Neither IPT-AST
nor CB group were effective in reducing negative
attributional style and conflicts with parents nor
did the two treatments increase effective coping
compared to the non-intervention group at post
treatment. In addition, none of the positive effects
were maintained at 6-month follow-up.
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Recently, IPT-AST has been adapted to treat
adolescent girls at-risk for obesity (Tanofsky-
Kraff et al., 2010). Thirty-eight adolescent girls
(ages 12—-17) with a BMI between the 75th and
97th percentile were randomly assigned to 12
weeks of weekly group IPT adapted from IPT-
AST, or group health education (HE). The sam-
ple included 47 % African American youth; over
60 % of the sample consisted of girls of color
including Asian Americans and Latinas. At
6-month follow-up, adolescent girls in the IPT-
AST group who had “loss of control eating” epi-
sodes at baseline had greater reductions in the
number of episodes than the HE group.
Furthermore, at 1-year follow-up, regardless of
“loss of control eating” status at baseline, more
girls in the IPT-AST group gained less than the
expected BMI growth compared to the HE group.

In contrast to DBT-A, RCTs have been under-
taken to assess the efficacy of individual (IPT-A)
and group IPT (IPT-AST) in treating adolescents
with MDD, subclinical depression, suicidal risk,
and eating problems, in addition to preventing
depression. Unfortunately, little of this research
as focused on African American youth and to our
knowledge, none of these studies focused exclu-
sively on African American youth. However,
similar to DBT-A, IPT-A and IPT-AST are both
skills oriented approaches that focus on behavior
modification and problem solving. Literature
suggests these interventions may appeal to
African American youth by offering structure
and evidence of solutions to problems, particu-
larly at the critical beginning stage of treatment
(Fusick & Bordeau, 2004). Furthermore, IPT-A
may be particularly congruent with African
American girls’ Africentric worldview, which
consists of core values and traditions, including
but not limited to “interpersonal orientation, col-
lective responsibility, oral tradition, sensitivity to
emotional cues, and harmony” (Belgrave, 2002).
IPT-A is grounded in the self-in-relation theory,
which similarly posits that interpersonal connec-
tions to family and close friends are central and
the lack of positive relationships may be detri-
mental to youths’ sense of self. Moreover, time-
limited, focused and brief approaches may be
particularly suited for African American youth
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and families as such techniques may be viewed
as more culturally congruent with African
American perceptions of and preferences for psy-
chotherapy (Sue & Sue, 2012). Further evalua-
tion of IPT-A and IPT-AST with a large
representation of African American adolescents
is sorely needed. Until RCTs become available
for these approaches, it may still be useful to
incorporate aspects of these interventions into
clinical care with this population.

Recommendations

This review suggests several gaps in knowledge
related to the use IPT-A and DBT-A with African
American youth. As of this writing, we are not
aware of any published RCTs of DBT with youth,
although randomized studies are underway (e.g.,
Groves, Backer, van den Bosch, & Miller, 2012).
Even though there are several RCTs for IPT in
adolescents, the sample sizes have been small
and treatment manuals and formats have varied
across studies. Very few studies have included a
significant African American youth population or
males, particularly for DBT. In addition, there is
very limited long-term evidence for the effective-
ness of either DBT or IPT in adolescents.
Although a few studies provided 6-month to
1-year follow-up assessments, overall long-term
efficacy data are lacking. Most studies used dif-
ferent assessment tools and procedures, which
make comparisons across studies difficult.
While these limitations exist, preliminary evi-
dence from small samples of racially diverse
youth, including African American youth, sup-
ports the use of IPT. More research is needed to
examine DBT with African American and other
youth of color, as aspects of these treatments may
be culturally congruent. For example, approaches
like DBT and IPT that focus on behavior modifi-
cation and problem solving may be well received
by African American youth and their families
who are reported to prefer time-limited, directive,
individualized treatments (Boyd-Franklin, 2006).
While more extensive research is needed to
examine the effectiveness of these interventions

for African American youth and families, current
empirical evidence suggests that the incorpora-
tion of skills training into the clinical care of
youth with a range of psychiatric and behavioral
health problems may be advantageous.

Several areas of investigation could improve
care for this population. First, studies to deter-
mine specific skill sets that are particularly effec-
tive for African American adolescents and their
families are needed. Second, examining different
delivery methods that are more accessible to
youth and their families could lead to treatments
that reach more patients. Third, investigations
emphasizing psychoeducation and engagement
especially at the onset of treatment may be criti-
cal to support African American youth’s transi-
tion into clinical care for mental illness and
behavioral problems. Finally, further investiga-
tion of group DBT and IPT skills training is rec-
ommended since this format has been found to be
effective among non-African American youth for
decreasing depression (Rossellé et al., 2012),
negative behaviors, and aggression, as well as in
improving coping (Nelson-Gray et al., 2006;
Shelton et al., 2011).

Conclusion

Currently empirical evidence provides some
support for the use of DBT in adolescents with
emotional dysregulation, suicidal and self-harm-
ing behaviors, ODD, eating disorders, and bipo-
lar disorders. There is also emerging evidence to
support the use of IPT in youth with depression,
emotional dysregulation, self-harming behavior,
and eating disorders. Moreover, research has
demonstrated that both DBT and IPT can be
delivered in a group format for non-suicidal
teens. Studies also suggest that these treatments
can be delivered in outpatient clinic, school and
community settings, as well as in inpatient, resi-
dential, and juvenile detention centers.
Preliminary findings suggest that IPT and DBT
might be effective in treating difficult to reach
youth with emotional dysregulation, interper-
sonal difficulties, those who are high risk and
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those with multiple problems where pharmaco-
logical treatment has limited efficacy. To date,
although we are not aware of an IPT and DBT
study that has exclusively focused on African
American youth, several studies have included
racially diverse youth and a few included a rep-
resentative proportion of African American
youth, which suggests IPT and DBT may hold
promise as effective therapies for African
American youth and their families. More rigor-
ous research using these treatment approaches
with arepresentative sample of African American
youth is warranted.
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Carisa Perry-Parrish, Nikeea Copeland-Linder,
Lindsey Webb, and Erica M.S. Sibinga

Introduction

African American youth and their families are at
increased risk of experiencing high levels of multi-
ple types of stressors that may increase maladaptive
coping strategies to manage negative affective expe-
riences. Compared to White youth, ethnic minority
youth are disproportionately exposed to a range of
stressors (American Psychological Association,
2008) from daily hassles to chronic conditions such
as poverty and racism (Miller, Webster, &
Maclntosh, 2002), stress-related health problems
(Woods-Giscombé & Gaylord, 2014), and traumatic
events such as exposure to violence (Kliewer et al.,
2004). Although emotion regulation and coping pro-
tect youth by reducing the impact of negative stress-
ors (Barbarin, 1993), continued exposure to stressors
may overload the coping resources of youth (Kliewer
et al., 2004). Given the potential for increased expo-
sure to both chronic and acute stressors and the gen-
eral importance of coping/regulatory efforts in
moderating the effect of those stressors, the emotion
regulation and coping processes of African American
youth are critically important targets of future
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research and intervention efforts. Mindfulness
interventions are theorized to target regulation of
emotion and coping processes associated with
chronic stress, and thus may represent a helpful
branch of psychotherapies to address the suffering
experienced by many African American youth.
Mindfulness has been described as “paying
attention in a particular way: on purpose, in the
present moment, and nonjudgmentally” (Kabat-
Zinn, 1994, p. 4). In essence, mindfulness is the
complete awareness of what is happening right
now, or “being in the zone.” Therefore, mindful-
ness instruction is intended to enhance an individu-
al’s innate ability to be aware. Formal mindfulness
instruction entails a range of techniques that help
foster an intentional focusing of attention on one’s
present-moment experience while letting go of
negative, self-critical judgments. As detailed
explicitly in many mindfulness programs, this type
of training aims to help individuals accept unpleas-
ant and painful experiences without reactively
attempting to change the experience (O’Brien,
Larson, & Murrell, 2008). However, as most of us
would prefer to reduce or eliminate pain and dis-
comfort as much as possible, some mindfulness-
based programs additionally adopt a dialectical
position of balancing desire for change alongside
intentional acceptance of the inevitability of suffer-
ing (O’Brien et al., 2008). As moment-to-moment
awareness through the day is the ultimate goal of
mindfulness programs, there is also instruction of
informal techniques that can be used at any time.
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The application of mindfulness meditation to
reduce suffering has been a feature of behavioral
medicine in the West for well over 30 years
(Kabat-Zinn, Lipworth, & Burney, 1985).
Meditation practices complement a group of
established psychological approaches to reduce
stress and discomfort (Baer, 2003), including cog-
nitive-behavioral therapies and relaxation tech-
niques (see Chap. 4). Mindfulness-based stress
reduction (MBSR) is one of the more well-known
programs, which initially was developed for use
with adults presenting with chronic pain and other
chronic and stressful conditions (Kabat-Zinn
et al., 1985). Since the establishment of MBSR,
several mindfulness-based interventions have
been developed and applied to treat a range of
psychological problems among adults (Baer,
2003), including Dialectical Behavior Therapy
(DBT; Linehan, 1993), Acceptance and
Commitment Therapy (ACT; Hayes & Strosahl,
2004), Mindfulness-based Cognitive Therapy
(MBCT; Segal, Williams, & Teasdale, 2002), and
Mindfulness-based Relapse Prevention (MBRP;
Witkiewitz, Marlatt, & Walker, 2005). The com-
mon thread among these other approaches is a
dual emphasis on mindfulness and behavioral
change as core processes to alleviate suffering. In
this chapter, we will review the literature pertain-
ing to coping with stressors among African
American youth, the role of stress exposure/expe-
rience in regulation and coping, and highlight the
role of mindfulness-based therapies to improve
self-regulation among African American youth.

Role of Stress Exposure in African
American Youth

Stressors experienced in childhood and adoles-
cence have been linked to a number of negative
mental health outcomes, including internalizing
problems, externalizing behaviors, academic dif-
ficulties, and health risk behaviors (e.g., Grant
et al., 2006; Lambert, Copeland-Linder, &
Ialongo, 2008). African American youth, particu-
larly those residing in low-income neighbor-
hoods, encounter a disproportionate share of acute
and chronic stressors due to their social position
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in American society (Garcia Coll et al., 2008).
Historical and present-day inequality faced by
African Americans has resulted in disparities in
exposure to stressors that impact children across a
variety of domains including the home, school,
and community (Garcia Coll et al., 2008).

A number of cross-ethnic comparison studies
suggest that ethnic minority youth experience
more stressors than their White peers (e.g., Choi,
Meininger, & Roberts, 2006). African American
youth are more likely than White youth to experi-
ence the death of a loved one, to have a family
member who has been arrested or jailed, to have
to take care of a loved one, and to be placed in a
foster home (Kilmer, Cowen, Wyman, Work, &
Magnus, 1998). In addition, African American
youth are twice as likely as White youth to expe-
rience maltreatment according to data from
Fourth National Incidence Study of Child Abuse
and Neglect (Sedlack et al., 2010).

In recent years, a number of studies have exam-
ined specific domains of stressors that dispropor-
tionately affect African American youth including
poverty, neighborhood disorder, community vio-
lence, and racial discrimination. Census Bureau
findings indicate that, in 2012, 27.2 % of African
Americans were living in poverty compared to
9.7 % of Whites (DeNavas-Walt, Proctor, &
Smith, 2013). In addition, African American youth
disproportionately reside in neighborhoods char-
acterized by high levels of neighborhood disorder
(Peterson & Krivo, 2005), and they rate their com-
munities as more threatening than adolescents of
other racial groups (Aneshensel & Sucoff, 1996).
Neighborhood stressors may have more harmful
effects than general negative life events (Scheier,
Botvin, & Miller, 1999).

Violence exposure is a frequently occurring
stressor for African American youth who reside
in low-income communities (Sanchez, Lambert,
& Cooley-Strickland, 2013). African American
youth are disproportionately affected by violence
as victims and witnesses. In addition, some
research indicates that between 50 and 96 % of
urban youth have witnessed community violence
(Gorman-Smith, Henry, & Tolan, 2004). The fact
that homicide is the leading cause of death for
African American youth (Centers for Disease
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Control and Prevention, 2012) is evidence of the
pervasiveness of community violence in their
lives. In addition, exposure to community vio-
lence as a victim or witness is associated with a
number of adverse outcomes including post-
traumatic stress symptoms, internalizing symp-
toms, suicidal behavior, antisocial behavior,
social withdrawal, substance use, and academic
problems (e.g., Gorman-Smith & Tolan, 1998).
In addition, these negative mental health effects
may persist over time (e.g., Lambert et al., 2008).

Experiencing racial discrimination is stressful
for youth and has been associated with negative
mental health outcomes (e.g., Greene, Way, &
Pahl, 2006; Simons et al.,, 2002). African
American youth are at risk for being targets of
discrimination (Greene et al., 2006; Romero &
Roberts, 1998) and they often report experienc-
ing discrimination in their daily lives (e.g.,
Greene et al., 2006; Seaton, Caldwell, Sellers, &
Jackson, 2008; Sellers, Copeland-Linder, Martin,
& Lewis, 2006; Simons, Chen, Stewart, & Brody,
2003). According to data from a nationally repre-
sentative sample of African American adoles-
cents, 87 % reported experiencing at least one
discriminatory incident in the past year (Seaton
et al., 2008). Recent research conducted by
Seaton and Douglas (2014) indicated that African
American adolescents reported an average of 2.5
discriminatory events occurring daily. Simons
et al. (2003) reported that 46 % of their sample of
preadolescents had experienced racial slurs, 33 %
had experienced some form of exclusion due to
race, and 18 % reported that they had been threat-
ened with physical harm due to race.

Thus, African American youth are at high risk
for experiencing exposure to many stressors that
may increase likelihood for developing emo-
tional and behavioral problems. High rates of
stressful experiences may result in the reliance
on maladaptive coping and emotion regulation
strategies that contribute to psychopathology and
maladjustment. As reviewed, many sources of
stress are difficult to change, and unlike some tar-
gets of evidence-based psychotherapy (e.g., cog-
nitive distortions), negative thoughts associated
with these stressors may be quite valid and accu-
rately reflect genuinely negative experiences.
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Mindfulness-based interventions target emotional
and attentional processes associated with chronic
and acute stress and may therefore support the
development of African American children’s self-
regulation in a unique way. Likewise, mindful-
ness-enhanced approaches to well-established,
evidence-based treatments (e.g., mindfulness-
based cognitive therapy, mindfulness-enhanced
parent training) may provide complementary ben-
efit. In the next section, we will review theoretical
models that further detail how mindfulness-based
treatments may reduce the negative effects of
stress and influences on emotion regulation and
coping. We will then review empirically evalu-
ated mindfulness treatments for youth and their
families, with a focus on studies that have included
African American youth.

Effects of Mindfulness
on Self-Regulation

Empirical interest in the potential theoretical
mechanisms of mindfulness-based treatments
has grown significantly since the initial introduc-
tion of mindfulness into psychotherapy over the
past 2 decades. Mindfulness has been broadly
theorized to improve affect regulation, a term
which encompasses the processes of emotion
regulation, mood regulation, and self-regulation,
as well as specific strategies such as nonreactivity
and acceptance (Jimenez, Niles, & Park, 2010).
Similar models pose mindfulness as a catalyst for
changes in various forms of self-regulation, with
distal improvements hypothesized for psycho-
logical symptoms. Emotion regulation has been
proposed as a fundamental component of many
kinds of youth psychopathology generally (e.g.,
Frick & Morris, 2004) and a potential mediator
of the relationship between exposure to risk and
healthy developmental outcomes for African
American youth specifically (Barbarin, 1993).
Multiple models have been proposed for
explaining mindfulness mechanisms generally,
and we will focus a selection of those theoretical
models. An information-processing model has
been proposed (Breslin, Zack, & McMain, 2002)
that identifies several ways in which mindfulness
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could work by modifying attentional and emo-
tional self-regulation processes: (1) Interrupting
automatic, “mindless” habits and cognitive
scripts associated with maladaptive behavior; (2)
Changing an individual’s relationship to his or
her own memory activation (e.g., neutrally
observing a memory, rather than attempting to
inhibit it, or reacting emotionally in a negative
way); (3) Becoming desensitized to previous
emotional triggers for behavior; and (4)
Developing increased attention to and awareness
of one’s own general cognitive and emotional
processes. It has been theorized that mindfulness
“may change automatic response tendencies
when the patient observes, describes, and partici-
pates in emotional experiences without acting on
them” (Lynch, Chapman, Rosenthal, Kuo, &
Linehan, 2006, p. 465). Indeed, the proposed
mechanism of therapeutic change in DBT is the
reduction of ineffective action tendencies that are
linked with emotion dysregulation (Lynch et al.,
2006). Similarly, the reduction of psychological
inflexibility and experiential avoidance within
ACT theory are proposed to allow individuals to
observe their psychological experiences instead
of attempting to control them (Hayes, Strosahl, &
Wilson, 1999). This psychological shift may pro-
mote a number of associated cognitive, emo-
tional, and behavioral changes, including reduced
belief in automatic thoughts, increased flexibility
of attention, improved intentional shifts in atten-
tion, reduced emotional intensity/duration and
secondary emotional responses, enhanced ability
for learning, and enhanced treatment motivation.

Mindfulness training is also theorized to result
in improved self-regulation that emerges from
increased acceptance and self-awareness, such as
noticing unpleasant emotions and distress as
experiences that can be accepted, rather than
impulsively reacted to, ruminated over, or chroni-
cally avoided in an ineffective manner (Baer,
2003; Kavanagh, Andrade, & May, 2004;
Williams, Teasdale, Segal, & Kabat-Zinn, 2007).
This enhanced acceptance of one’s internal expe-
riences is thought to lead to reduced suffering
and distress in response to stress. Thus, mindful-
ness training may result in symptom reduction
through exposure to emotional and psychological
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sensations, changes in attitude/cognitive stance,
greater use of self-regulation and coping skills,
and acceptance of psychological experiences
(Baer, 2003).

In addition, behavioral and learning theory
may also explain the potential utility of
mindfulness-based interventions for working
with African American youth. First, mindfulness-
based interventions may reduce emotion regula-
tion problems that precipitate and follow social/
interpersonal conflicts and stressors that often
function as triggers for exacerbations in manag-
ing chronic stress. Second, mindfulness may also
reduce high arousal and emotional reactivity from
which individuals may seek immediate relief,
thus counteracting the negative reinforcement
value that maladaptive coping efforts may have
previously provided (e.g., aggression, avoidance).
Thus, in many ways, mindfulness may address
maladaptive homeostasis, self-soothing, and
avoidant responses that may accompany many
forms of psychological disorders, including anxi-
ety, depression, inattention/hyperactivity disor-
der, and oppositional behavior.

In summary, various theoretical models have
offered philosophically complementary explana-
tions for the potential benefits afforded by mindful-
ness training. These models may be relevant for
working with African American youth in dealing
with the effects of exposure to stress as well as for
reducing multiple forms of psychopathology (e.g.,
anxiety, depression, aggression). As noted in a
review (Baer, 2003), mindfulness-based interven-
tions emphasize exposure to internal experiences,
cognitive changes in one’s relationship to internal
events, self-regulation, acceptance of experiences,
and relaxation rather than autonomic arousal. In
short, mindfulness approaches emphasize approach-
ing and accepting one’s experiences, rather than
chronic efforts in avoiding uncomfortable or unde-
sired experiences (Hayes & Strosahl, 2004). While
this stance of approach is similar to many cognitive-
behavioral treatments, it is important to note that
mindfulness-based therapies focus on a change in
the contextual relationship between a person and
his/her experiences, whereas CBT approaches
actively change the content of those experiences
(e.g., thoughts, behaviors). Our theoretical model
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Fig.6.1 Mindfulness and improved self-regulation

(Fig. 6.1) reflects the range of potential changes
associated with mindfulness, including improved
coping, positive cognitive changes, and improved
psychological self-regulatory abilities.

Practical Application: A Sample
Mindfulness Meditation Practice

Many clinicians who teach mindfulness tech-
niques across a variety of empirically supported
approaches, such as MBSR, ACT, DBT, and
MBCT, emphasize the need for the practitioner to
gain personal experience with mindfulness medi-
tation. Experience in mindfulness then enables the
practitioner to help children and adolescents learn
through their own experiences what mindfulness
is and is not (e.g., auto-pilot), and how mindful-
ness techniques can be used to cope with a range
of stressors. Providing a definition of what mind-
fulness is can be a helpful first step. In our work,
we often use Jon Kabat-Zinn’s classic conceptual-
ization, in which mindfulness is simply directing
attention in a particular way: on purpose, in the
present moment, and nonjudgmentally. By con-
trast, mindfulness is the opposite of mindlessness
or being on “auto-pilot” (Kabat-Zinn, 1994).
Mindfulness training on one’s breathing is a tra-
ditional starting point in meditation. The following
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text is a sample script for a brief meditation on
one’s breath:

1. Sit in a comfortable position in your chair. Sit
upright, with your back straight (but not
uncomfortably so) and your feet flat on the
floor.

2. Gently bring your attention to your breath.
There’ s no need to change how you are breath-
ing in any way, but just notice each breath as
you inhale and exhale.

3. Be aware of the sensations in your body as
you breathe; notice the sensation of the in-
breath as it enters your nose, throat, lungs;
notice your out-breath as you exhale.

4. Observe what parts of your body move as you
breathe. Your shoulders, chest, stomach may
move. Perhaps other parts of your body move
too—such as your arms and feet.

5. If other thoughts come in to your mind as you
practice, acknowledge them and then gently
shift your awareness back to your breathing
again. It is okay to notice these other thoughts;
let them go and return your attention to your
in-breath and out-breath.

6. Continue for two to three minutes or more, as
you like.

7. AFTER: What did you notice? What was it
like?
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Although this is a simple mindfulness exercise,
it may not be easy to maintain focus on the breath;
this is common and reassurance that lots of prac-
tice is needed can be given. Also, it allows what
may be a very different experience than a typical
moment spent worrying about whether an uncom-
fortable feeling will not end, or ruminating about
how one is frequently bothered by an unwanted
experience (e.g., itching in atopic dermatitis;
abdominal upset/pain). This simple exercise can
be modified and expanded in a number of ways.
For example, as one breathes in, a simple phrase to
describe that action could be added (“I am breath-
ing in my breath, I am breathing out my breath”).
Likewise, a general coping statement could be
added (e.g., “I breathe in peace, I breathe out
stress”), or an observation of undesired sensations
could be noticed and described nonjudgmentally
(e.g., “Inotice an itch on my arm”). As Thich Nhat
Hanh writes in The Miracle of Mindfulness,
“Mindfulness frees us from forgetfulness...and
enables us to live” (Hanh, 1975, p. 15). Since
enhancing awareness of what is happening in the
present moment is the intention of mindfulness
instruction, discussion of what actually happens
during such an exercise provides an opportunity
for the patient to gain understanding of how his or
her mind “works.” Practice of such techniques
allows for more facility in that awareness and
greater ability to manage one’s attention.

Repeated over days and weeks, the goal of
mindfulness training is to help individuals stay in
their present experience, whether enjoyable or
uncomfortable, and see things nonjudgmentally
and clearly as they are. Seeing one’s experience
clearly means not catastrophizing (i.e., seeing
things worse than they are) and not denying (i.e.,
not ignoring when things are truly undesirable).
Rather, purposefully staying in the moment, with
full, clear attention and without judgment, can
lead to many positive outcomes for psychological
and physical health. Mindfulness instruction pro-
vides simple techniques to “check in” with one-
self to assess what is actually happening in the
present moment. This “checking in” often leads to
enhanced perspective-taking (Kerrigan et al.,
2011; Shapiro, Carlson, Astin, & Freedman, 2006;
Sibinga et al., 2008) and enhanced self-regulation
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(Sibinga, Perry-Parrish, Thorpe, Mika, & Ellen,
2014). While mindfulness techniques can enhance
individuals’ abilities to see their present-moment
lives more clearly, it is typically believed that
benefits will be sustained through regular
practice.

Clinical Examples

To help illustrate how mindfulness approaches
may be used in clinical practice, we present two
examples of clinical cases that represent how
mindfulness may be used to augment existing
evidence-based treatments for working with
African American youth and their families. The
vignettes will represent the range of potential
applications: working with youth individually to
reduce psychopathology (e.g., anxiety) and
working with parents to improve child behavioral
functioning.

Anxiety Anxiety is a common childhood disor-
der, and many youth experience upsetting somatic
symptoms as part of anxiety. Some children
develop fears of their own somatic sensations,
which then become a focus of experiential avoid-
ance. Consider adolescents who present with anx-
iety and somatic complaints. Adolescents may
report a history of significant stress, declining
functioning (e.g., missed school, social isolation),
and negative changes in routines (e.g., irregular
sleep schedule). After ruling out potential medical
and physical explanations, many youth benefit
from cognitive-behavioral treatments to reduce
avoidance and improve functioning associated
with anxiety. Mindfulness training could be used
to focus on observing thoughts and working to
change one’s relationship to those thoughts.
For example, youth can practice noticing their
thoughts that predicted the worst possible out-
come (i.e., throwing up) and consciously attend-
ing to actual experience in those moments that
demonstrated the opposite (i.e., not throwing up).
Over time, youth are increasingly able to accept
thoughts as just that—thoughts—that do not nec-
essarily reflect reality. With increasing experi-
ence, a mindful stance toward thoughts may allow
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adolescents to see them as thoughts rather than
facts. These mindfulness exercises may help teens
reduce anxiety and pain complaints and resume
more normative functioning.

Behavioral Problems For children with behavior
problems, somatic complaints, and even for
healthy children, clinicians working with children
have long recognized the need to encourage par-
ents to nurture positive relationships with their
children through positive parental attention. The
recommendation for regular, recurrent “special
time” or child-directed time has been a popular
approach to this need (e.g., McMahon & Forehand,
2003; McNeil & Hembree-Kigin, 2011). The prac-
tice of mindfulness in its fullest expression means
living and attending to the present moment at all
times, with implications for how we manage our
lives and our relationships (Kabat-Zinn, 2005).
Although not typically conceptualized as a formal
mindfulness technique, one-on-one parent—child
time is intended to increase awareness of the pres-
ent-moment experience of the parent—child dyad,
and can be seen as supporting mindfulness in the
parent—child relationship, particularly for the par-
ent. “Special time” is time when child and parent
spend time together that is free from other tasks or
interruptions such as televisions, cell phones, etc.
(Howard, 2002); ideally, the time is fundamentally
about being together with a present-focused atti-
tude. Often, it is recommended that the child
choose the activity for the time together, that the
parent brings an open and positive attitude, and
that the parent be in tune with their child for that
period of time, however briefly. Thus, the parent is
instructed to be aware, open, positive, and atten-
tive to the experience of being with their child as it
unfolds in the present; the parent is instructed to be
mindful. This mindful attending to one’s child is a
critical part of existing behavioral parent training
programs, and researchers and clinicians are
increasingly encouraging mindfulness-based par-
ent programs to address childhood disruptive
behavior (Dumas, 2005). A mindfulness-based
model of parenting focuses on changing maladap-
tive behavior that is largely automatic and difficult
to change because parents are generally unaware
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of these transactions (or ways of modifying them)
in the moment. Mindfulness in parent training
could target nonjudgmental listening, maintaining
distance from upsetting emotions, and creating
action plans that are consistent with parenting
goals (Dumas, 2005). Consistent with this notion,
emerging empirical work on this topic would sug-
gest that maternal mindfulness is related to parent-
ing practices among African American families
(Parent et al., 2014).

In the examples described here, mindfulness
techniques could be added to an array of
cognitive-behavioral strategies for supporting
improvement in functioning. While the concept
of mindfulness may seem simple, its practice and
the ability to provide quality mindfulness instruc-
tion are far from easy.

Mindfulness-Based Therapies:
Empirical Evidence

Mindfulness-based interventions represent a
third wave of psychotherapies rooted firmly in
the empirically supported therapy movement. We
will be focusing on the treatment models that
emerged from two major traditions: mindfulness
meditation, based on ancient contemplative prac-
tices, to reduce stress in medical populations on
the one hand, and behavioral and cognitive-
behavioral therapies to treat psychiatric disorders
on the other. MBSR was developed in 1979 to
reduce stress among adults with chronic health
conditions (for detailed description, see Kabat-
Zinn, 1990). In particular, adults with chronic
medical conditions were referred to the MBSR
clinic at the University of Massachusetts Medical
Center to reduce stress and improve functioning.
The structure of MBSR programs is an 8-10
week program of 2 h per session of groups of par-
ticipants, with an expectation that participants
will commit to regular daily practice during pro-
gram participation (Kabat-Zinn, 1990). MBSR
instructional content focuses on mindfulness
meditation practice, self-awareness during yoga
practice, and use of mindfulness practices during
stressful moments.
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Early studies examined adults with chronic
pain (Kabat-Zinn et al., 1985), psoriasis (Kabat-
Zinn et al., 1998), and hypertension (Schneider
et al., 1995), with empirical evidence demon-
strating significant reductions in psychological
symptoms (e.g., present-moment pain, mood
symptoms; Kabat-Zinn et al., 1985); increased
rate of resolution of psoriatic lesions (Kabat-Zinn
et al., 1998), and reduced systolic and diastolic
blood pressure among older African American
adults with mild hypertension (Schneider et al.,
1995). Later studies have demonstrated improved
quality of life, reduced physical symptoms, and
improved social functioning among samples of
heterogeneous adult medical patients (10 % of
sample was African American; Reibel, Greeson,
George, Brainard, & Rosenzweig, 2001) and
improved glycemic regulation among a small
group of adults with type II diabetes (approxi-
mately 30 % African American; Rosenzweig
et al., 2007).

Since the introduction of MBSR in 1979, sev-
eral other psychological treatments emphasizing
mindfulness and mindful acceptance have emerged
within the behavioral and cognitive-behavioral
movement. A common theme among these third-
wave behavioral approaches was a new focus and
legitimation of affect and emotional experiences
as a primary target for treatment. For example,
DBT incorporated mindfulness and acceptance
practices to address severe emotional dysregula-
tion among individuals with borderline personal-
ity disorder (Linehan, 1993). ACT focused on the
importance of the function and context of experi-
ential avoidance in understanding and changing
behavior as well as emotions (Hayes & Wilson,
1994). Mindfulness-based cognitive therapy
(MBCT; Teasdale, Segal, & Williams, 1995) mod-
ified cognitive therapy as applied to depression in
an effort to reduce risk for depressive episodes by
targeting processes involved in maladaptive mood
regulation. In addition to focusing on affect, these
mindfulness-based approaches share another
common link that distinguishes them from
other cognitive-behavioral treatments. In CBT
approaches, the clinician helps an individual
change the content of one’s thoughts (e.g., cogni-
tive restructuring) and behavior (e.g., activation).
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In contrast, mindfulness-based approaches focus
on changing the context in which those internal
experiences occur. Thoughts and feelings are cast
as experiences or events rather than facts (Teasdale
et al.,, 2000). Thus, these treatments based on
mindfulness actively balance desire for changed
experiences on one hand and mindful acceptance
of the present moment on the other.

Despite decades of research in adults, studies
of mindfulness-based interventions for use with
children and youth are still emerging, but few
studies focus on African American youth and
their families. However, this small literature pro-
vides preliminary evidence that mindfulness-
based treatments are feasible and beneficial for
use in pediatric populations (for reviews, see
Meiklejohn et al., 2012; Sibinga & Kemper,
2010) and well accepted by African American
youth (e.g., Sibinga et al., 2013, 2014). A number
of mindfulness programs have been adapted for
use with children and youth. Adaptations typi-
cally involve shortening the formal mindfulness
techniques when they are introduced, with a
gradual increase in duration as the course pro-
gresses; clarifying and concretizing language
used for instruction; and providing age-
appropriate mindfulness activities (e.g., Sibinga
et al., 2011). Adaptations specifically for African
American populations have noted the need for
cultural sensitivity to ensure relevance (e.g.,
Woods-Giscombé & Gaylord, 2014). For exam-
ple, in our own studies and clinical work, we
have found that many African American youth
do not identify themselves as “stressed” despite
describing experiences with ongoing stressors
(e.g., financial disadvantage, racial tension, com-
munity violence); indeed, terms associated with
stress may be interpreted as reflecting personal
shortcomings or lack of ability to manage one’s
experiences.

A small feasibility trial of mindfulness-based
cognitive therapy for children (MBCT-C) found
support for acceptability and reduction of inter-
nalizing (e.g., anxiety, depression) and external-
izing symptoms (e.g., disruptive behavior) among
a non-referred sample of preadolescents (Lee,
Semple, Rosa, & Miller, 2008). Another random-
ized trial of MBCT-C recruited a predominantly
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ethnic minority sample (25 % African American)
and found reductions in attention problems
(Semple, Lee, Rosa, & Miller, 2010). The authors
also found a strong association between attention
problems and behavior problems and speculated
that MBCT-C could help promote improved
behavioral functioning by reducing inattention
(Semple et al., 2010). Studies of MBSR for youth
recruited from an urban outpatient primary care
clinic (100 % African American) have shown pro-
gram acceptability, feasibility, and benefit related
to improved relationships and coping, and reduc-
tions in conflict engagement, anxiety, and stress
(Kerrigan et al., 2011; Sibinga et al., 2008, 2011).
In African American high school students, mind-
fulness instruction led to reductions in elevated
blood pressure (Barnes, Treiber, & Johnson,
2004). Additionally, mindfulness instruction
(with age-appropriate adaptations, such as belly
breathing, focusing on breath, and the use of
“mind jars”) has been studied in younger students,
showing benefits in attention and executive func-
tion (Flook et al., 2010; Lee et al., 2008; Semple,
Reid, & Miller, 2005).

Several studies have examined MBSR with
African American youth. A small, randomized
control trial of MBSR for urban youth ages 13-21
(all African American) recruited from an outpa-
tient pediatric primary care clinic demonstrated
that MBSR could be feasibly and acceptably
adapted for African American youth (Sibinga
et al.,, 2014). Qualitative data suggested that
African American youth from the MBSR pro-
gram perceived improved self-regulation follow-
ing instruction in mindfulness, including
increased feelings of calm, self-awareness, and
conflict avoidance, compared with youth in the
active control program. Another small random-
ized control trial of MBSR compared with an
active control program focused on boys in an
urban school setting (95 % African American)
and documented decreased anxiety and rumina-
tion, with a trend for reduced negative coping and
possible attenuation of cortisol response over the
academic year (Sibinga et al., 2013).

A small randomized controlled trial of HIV-
positive, predominantly African American youth
found improvements in both self-regulation and
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physiological outcomes (Webb, Ghazarian,
Perry-Parrish, Ellen, & Sibinga, in preparation).
Compared with participants in a health education
program, youth aged 14-22 years old, who par-
ticipated in the clinic-based MBSR program had
improved mindfulness, life satisfaction, and
problem-solving coping skills, as well as a
decrease in aggression. Youth in this group also
took more time to dwell in positive emotions
when they were given an emotion Stroop task.
Moreover, MBSR participants were more likely
to have a decrease in their HIV viral load com-
pared to the control group (an age-appropriate
general health course; Webb et al., in prepara-
tion). These preliminary studies are small but
importantly demonstrate that these emerging
mindfulness-based psychotherapies can be suc-
cessfully adapted for use with African American
youth.

Alarger randomized controlled trial compared
a school-based MBSR program with an active
control program in two public schools (n=299)
consisting of 99 % African American youth. This
trial showed that MBSR participants had statisti-
cally significant reductions in symptoms of
depression, negative coping, negative affect,
somatization, self-hostility, post-traumatic stress
symptoms (depressive and re-experiencing
domains), and increased scores on standardized
reading tests (Sibinga, Webb, Ghazarian, &
Ellen, in preparation).

Other trials of MBSR with primarily White
samples are promising as well. A randomized
trial of MBSR compared with usual care for ado-
lescents (2 % African American) in outpatient
psychiatric treatment showed significant reduc-
tions in anxiety and depression and improve-
ments in global psychiatric functioning (Biegel,
Brown, Shapiro, & Schubert, 2009). In a study of
substance-abusing adolescents (4 % African
American; Bootzin & Stevens, 2005), MBSR
was well tolerated and accepted and seemed to
effectively complement other therapeutic compo-
nents (sleep hygiene, stimulus control, and cog-
nitive therapy) in reducing sleep problems. Due
to the unbalanced group sizes, between-group
differences could not be examined, leaving a
gap in our knowledge regarding how African
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American youth may respond differentially to
mindfulness interventions.

Beyond clinic-based evaluations of mindful-
ness, there are also school-based models for
teaching mindfulness to school age youth. One
study examined the effects of a teacher-
implemented 6-week mindfulness intervention in
a private school of predominantly White youth
(Britton et al., 2014). This intervention was pro-
vided by a history teacher during class, and the
materials werebased on Integrative Contemplative
Pedagogy with three mindfulness components:
breath awareness, awareness of thoughts, feel-
ings, and sensations, and body sweeps. Results
indicated significant decreases in clinical symp-
toms from baseline to follow-up for the both
meditating and the non-meditating control group;
in contrast, unique effects in decreased self-harm
tendencies were observed for the mindfulness
condition only (Britton et al., 2014).

Another examination used the Mindful Schools
curriculum in an elementary school with ethnic
minority students in one of the largest evaluations
of mindfulness instruction for youth (n=409;
95 % ethnic minority; 28 % African American) at
two intensity levels; the first group received
15-minute sessions three times per week for 5
weeks, and the second group also received a
15-minute weekly session for an additional 7
weeks, for a total of 12 weeks (Black & Fernando,
2014). The Mindful Schools program includes
training in attention to breath, body awareness,
emotion knowledge, kindness meditations, and
mindful activities (e.g., eating a raisin, walking
meditation). This naturalistic field evaluation
design suggested that students across both groups
improved on teacher ratings of behavior, includ-
ing improved attention, self-control, participa-
tion, and respect for others (Black & Fernando,
2014). These results are promising, yet both stud-
ies denote the need for ongoing studies that
adhere to rigorous study design to enhance the
methodological evaluation of mindfulness
instruction for youth (e.g., randomization, active
control arm, raters blind to assignment).

DBT is a cognitive-behavioral therapy that
incorporates mindfulness to treat individuals
with emotional dysregulation. As detailed in
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Chap. 5, DBT involves four major treatment
modules: mindfulness; distress tolerance (e.g.,
self-soothing, radical acceptance); emotion regu-
lation; and interpersonal effectiveness (e.g., com-
munication, social goals). DBT has been modified
for use with adolescents (DBT-A) to include an
emphasis on improving parent—child interac-
tions. Among adolescents (43 % African
American) with oppositional defiant disorder, 16
weeks of DBT-A skills training was shown to
reduce self- and parent-reported internalizing and
externalizing symptoms (Nelson-Gray et al.,
2006).

A year-long trial of DBT-A involving family
skills training and individual therapy in a small
sample of adolescents (10 % African American)
with bipolar disorder demonstrated feasibility
and acceptability of the treatment, as well as indi-
cated significant improvements in feelings of sui-
cidality, self-harm, emotional dysregulation, and
depressive symptoms (Goldstein, Axelson,
Birmaher, & Brent, 2007). DBT-A was well
received among adolescents with severe emo-
tional dysregulation (e.g., significant self-
harming behavior), with mindfulness and distress
tolerance skills were rated as particularly helpful
components of the intervention by adolescents
(33 % African American; Miller, Wyman,
Huppert, Glassman, & Rathus, 2000).

DBT-A has been shown to reduce behavior
problems among incarcerated adolescent females
with mental health problems, the majority also
presenting with comorbid substance abuse (23 %
African American; Trupin, Stewart, Beach, &
Boesky, 2002). Implementation of DBT-A
resulted in decreased premature terminations
from residential treatment facilities, due to self-
harm and psychiatric hospitalization; it also
reduced the number of days spent in psychiatric
hospitals among a sample of predominantly White
adolescent young women (Sunseri, 2004).

In addition to interventions that provide indi-
vidual or group-based treatment to target indi-
viduals, there is also a growing body of
mindfulness-based approaches that target par-
ents of youth (e.g., Coatsworth et al., 2015).
Similar to potential mechanisms of individually
based approaches, mindfulness-based parenting
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programs theoretically reduce maladaptive
response tendencies. However, rather than work-
ing directly with youth, parent programs would
instead focus on changing parenting practices to
improve child behavior. Many families with dis-
ruptive children display evidence of overlearned,
habitual response that sustain children’s behav-
ioral difficulties (Dumas, 2005), a pattern that
may reflect mindlessness or a lack of attention to
the role that parent—child interactions play.
Mindfulness-based parent training was proposed
as a potential intervention to augment and
enhance traditional behavioral methods for
improving parent—child interactions and reduc-
ing child behavioral difficulties.

One early study investigated mindfulness
instruction with a small cohort of four African
American mothers and their young children (ages
4-6 years old) with developmental disabilities
(Singh et al., 2007). Mothers received individual
instruction in mindfulness over the course of 12
sessions; course content focused on individual
mindfulness practices as well as meditation
methods to guide them in practicing mindfulness
when interacting with their children. Following
this treatment, children’s aggressive behavior
decreased and social skills increased (Singh
et al., 2007).

A larger study (n=432; 15 % African
American, 16 % other ethnic minorities) focused
on youth in middle school in integrated mindful-
ness practices into a well-established parenting
program (Strengthening Families; Coatsworth
et al., 2015). Parents and youth participated in
seven 2-hour weekly group sessions; parents and
youth met separately for one hour and then
together for the second hour. Results indicated
that this mindfulness-enhanced parent training
program was as effective as standard parent train-
ing in improving parent—youth relationship qual-
ity and improving youth behavior management
(Coatsworth et al., 2015). There were some
trends that suggested that fathers in particular
responded well to the mindfulness-enhanced
treatment; for example, youth reported that
fathers who received mindfulness instruction dis-
played a better approach to emotions and were
more supportive and understanding.
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In summary, evidence suggests that
mindfulness-based interventions are beneficial
for African American children and adolescents to
enhance their self-regulation and coping, which
are aspects central to the management of psycho-
logical symptoms associated with stress.

Recommendations for Future
Research and Clinical Care

Mindfulness meditation instruction has been
shown to improve mental health and quality of
life outcomes. Mindfulness instruction leads to
reduced stress and enhanced self-regulation,
which can be thought of as the intertwined pro-
cesses of psychological functioning, cognitive
functioning, and coping (Fig. 6.1). In particular,
mindfulness has been found to reduce psycho-
logical symptoms, such as anxiety, and improve
emotion regulation; improve attention and the
ability to focus; and reduce maladaptive coping
and rumination. These outcomes have been asso-
ciated with increased calm, improved relation-
ships, and reduced stress and anxiety. There is a
great deal of enthusiasm among many who study
mindfulness instruction for youth and are hopeful
for the benefits that mindfulness practices may
yield. However, as noted above, there is still a
need for rigorous scientific evaluation of mind-
fulness interventions, among youth as well as
among African American youth in particular.
There are several promising directions for the
future of mindfulness-based interventions for
African American youth. Chief among the possi-
bilities is the continued goal of improving the
methods for evaluating mindfulness instructions
to ensure that African American youth have
access to optimal clinical care that is evidence-
based. Mindfulness interventions need to demon-
strate the same level of clinical and psychological
value as other evidence-based treatments, and
dissemination of these interventions needs to
ensure fidelity. As with other efforts to dissemi-
nate treatments that have demonstrated efficacy,
it will be crucial to determine how mindfulness-
based treatment can survive the transfer from
optimal delivery in rigorous studies to more
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typical settings of care, such as community mental
health centers.

A second goal is continue to expand the social
contexts in which mindfulness instruction is
evaluated. In this chapter, we reviewed clinic-
based and school-based instruction, as well as
interventions targeting parents of youth. Other
exciting avenues for future research could target
other important social figures in the lives of
African American youth, including teachers.
There are several programs under investigation
that provide mindfulness instruction to teachers
(Frank, Jennings, & Greenberg, 2013); this
model may provide sustainability (e.g., Jennings,
Frank, Snowberg, Coccia, & Greenberg, 2013).
Finally, future research needs to continue to
probe for the potential mechanisms of change
associated  with  mindfulness instruction.
Assuming that mindfulness instruction does lead
to positive changes for African American youth,
it will be important to identify which emotional
and psychological processes are changed, and
how they are improved.

Mindfulness techniques represent a group of
complementary treatments that are beneficial for
children presenting with a range of behavioral,
emotional, and somatic symptoms, as mindful-
ness instruction supports a positive change in the
relationship to one’s experiences. Enhancing the
mindful awareness of the present-moment expe-
rience of the bodily sensation or symptom itself,
as well as the thoughts and emotions that may be
associated with the symptom, allows the individ-
ual to recognize the sensation itself. In turn, indi-
viduals may become less attached to the
associated thoughts and emotions, which enables
more opportunities for flexible responding to
stress and psychological symptoms. With prac-
tice, the sensation itself becomes more manage-
able and the child becomes less limited by it.
When considering integrating mindfulness tech-
niques into the care of African American youth
and their parents, it is essential to identify mind-
fulness instructors with rigorous training and
excellent experience, and ongoing support for
their practice. In the right hands, mindfulness
meditation instruction has extraordinary poten-
tial for benefit.
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Introduction

The prevalence of psychiatric illness among
African Americans is increasing (Anderson-
Butcher & Ashton, 2004; Barnes, 2004).
Epidemiological data suggest that the prevalence
of psychiatric disorders increased significantly in
adolescents between 1996 and 2004 (Blader &
Carlson, 2007). There is a marked disparity in
African American youth utilization of mental
health services (U.S. Department of Health and
Human Services, USDHHS, 2001). While it has
been estimated that the prevalence of all child and
adolescent psychiatric disorders may be as high
as 40 % (Merikangas et al., 2010), only about
20 % of children who suffer from mental illness
receive treatment (Barksdale, Azur, & Leaf, 2010;
Katoaka, Zhang, & Wells, 2002). With this large
unmet mental health need among all youth
(McMillen et al., 2004), the lack of treatment has
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been particularly acute for African American
youth, who are more likely to suffer from
untreated mental health problems and use fewer
mental health services than their Caucasian coun-
terparts (Gonzalez, 2005; Rogers, Pumariega,
Atkins, & Cuffe, 2006). The number of youth
who receive inadequate treatment is higher in
African Americans (Breland-Noble, 2004). Yet,
the number of youth relegated to inpatient treat-
ment is also higher in African Americans
(Lapointe, Garcia, Taubert, & Sleet, 2010).

Utilization of Inpatient Treatment

Mental health treatment is provided to children
and adolescents along a continuum of care rang-
ing from acute inpatient treatment, which is the
most intensive and restrictive, to outpatient clinic
or office visits which can range in frequency
from once every several months to several times
weekly. Typically, on an inpatient service, the
child is evaluated and treated by members of a
multidisciplinary team including daily sessions
with a psychiatrist, nursing staff, and additional
services including clinical pharmacy, psychol-
ogy, social work, occupational, recreational and
creative arts therapies, and education. Length of
stay may be as short as a few days to manage a
crisis situation. Children can be admitted either
to a general hospital with a psychiatric unit, or to
a stand-alone psychiatric hospital.
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Residential treatment is a less intensive level
of care, which may be a longer term (weeks or
months) stay on a more campus-like setting.
Referral to inpatient psychiatric treatment can
come through a hospital emergency department,
the crisis service of community mental health,
the juvenile justice system, through transfer from
a pediatric service in the hospital, an outpatient
mental health/primary care provider, or parent.
There are several well-established criteria for
admitting a youth into inpatient treatment: (1)
danger of harm to self; (2) danger of harm to oth-
ers; (3) safety issues; (4) problems that could not
be adequately addressed in a less restrictive set-
ting; and (5) issues of diagnostic uncertainty
requiring testing that cannot be easily obtained
outside of a hospital setting. The two most com-
mon reasons for psychiatric admission are
aggression and suicidality (Lapointe et al., 2010).

Inpatient services provide the most intensive
care for youth with severe mental health distur-
bances. Ideally, children and adolescents should
be treated in a “less restrictive, community-based
setting...[with] services...coordinated and inte-
grated around the needs of each individual...”
(Pottick, Hansell, Gutterman, & White, 1995,
p. 425).

Studies are mixed regarding utilization pat-
terns of inpatient services among African
American youth. Earlier studies suggested that
African American youth underutilize inpatient
services and all other levels of care, including
outpatient and community-based services
(USDHHS, 2001). This underutilization was
reported even when diagnosis and clinical mea-
sures have shown that services are indicated and
has been characterized as “unmet need” (Katoaka
et al., 2002; President’s New Freedom
Commission, 2003). Recent studies have reported
increased use of inpatient care (Lapointe et al.,
2010). Adult African American patients are also
overrepresented in psychiatric inpatient treat-
ment centers (Judge, Estroff, Perkins, & Penn,
2008). Conclusions are elusive. Many of the
inpatient utilization studies do not include psy-
chiatric diagnosis and have limited generalizabil-
ity. Study samples are rarely national. In addition,
few studies are recent and may not represent the
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current role of inpatient treatment in the mental
health system. Treatment objectives have changed
from long-term therapy to short-term crisis stabi-
lization (Snowden, Hastings, & Alvidrez, 2009).

The existence of ethnic and racial disparities
for African Americans in the use of mental health
services and treatment has been noted in the lit-
erature; in short, African American youth and
their families are less likely to seek and use men-
tal health treatment (Barksdale et al. 2010;
Breland-Noble, 2004; Garland et al., 2000;
Guevara, Mandell, Rostain, Zhao, & Hadley,
2006; Stewart, Simmons, & Habibpour, 2012).
Eighty percent of Black youth had unmet need
for mental health services, compared to 75 % of
children overall and 72 % of white children
(Katoaka et al., 2002). Furthermore, if treatment
is utilized, this ethnic group tends to have a nega-
tive experience and a shorter period of treatment
(Cuffe, Waller, Cuccaro, Pumariega, & Garrison,
1996; Guevara et al., 2006).

The use of inpatient psychiatric hospitaliza-
tion to treat children and adolescents has come
under increased scrutiny in recent years (Costello,
Egger, & Angold, 2005). Much of this analysis
has centered on several issues, including (1) the
violation of the principle of treating youth in the
least restrictive setting (Rey & Birmaher, 2009),
(2) the increased cost of treating youth in these
settings, and (3) the possible inappropriate use of
inpatient treatment among poor and minority
youth (Yeh et al., 2002). In the quest to identify
the most appropriate setting for the treatment of
youth, the question arises as to whether too many
are being placed in restrictive settings without
adequate justification (Freeman, Pathare, Drew,
Funk, & Saraceno, 2005; Tuma, 1989).

Many third party payers have attempted to
limit the use of inpatient services in favor of less
expensive services, such as outpatient care and
school-based services. While these changes have
yielded inpatient cost savings, they have done
little to decrease the overall cost of mental health
care for youth (U.S. Public Health Service, 2000).
Some studies have shown that decreasing the use
of inpatient care for youth with severe mental ill-
ness has increased the overall cost of care
(Harpaz-Rotem, Leslie, Martin, & Rosenheck,
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2005; Martin & Leslie, 2003). Between 1996 and
2004, there was a 40 % increase in the number of
youth referred for psychiatric inpatient treatment
nationwide (Blader, 2006). In fact, approximately
10 % of pediatric hospitalizations in the USA
were for psychiatric inpatient treatment (Bardach
et al., 2014). The Children’s Health Insurance
Program (CHIP) and the Affordable Care Act
provided more children access to services; how-
ever, access remains problematic in many poor
communities (Associated Press, 2009; Koh &
Sebelius, 2010). The impact of these programs
on children of color is unlikely to be fully real-
ized for years.

Help-Seeking Behaviors

A complex interaction of individual, familial, and
community factors results in help-seeking for
mental illness (see Fig. 7.1). This help-seeking is
impacted by societal factors that may result in
mental healthcare disparities (see Fig. 7.2).
Factors include the individual biopsychosocial
characteristics that predispose the patient to men-

PRIMARY DETERMINANTS OF
MENTAL HEALTH BEHAVIOR

Adolescent Characteristics:

e Demographics (i.e. age, gender, SES)

e Mental health knowledge
(i.e understanding & perceptions of mental
health problems; knowledge and
perceptions of mental health system)

Parental Characteristics:
e Demographics (i.e. age, gender, SES)
¢ Mental health knowledge
(i.e understanding & perceptions of mental
health problems; knowledge and perceptions
of mental health system)

ENVIRONMENTAL
FACTORS
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tal illness or affect recognition and help-seeking
regarding the symptoms that are present. An
example is a genetic risk for illnesses such as
attention deficit hyperactivity disorder, depres-
sion, bipolar disorder, or schizophrenia. Some
societal factors may exacerbate existing mental
illness, and some patient related factors may
delay treatment seeking, resulting in more severe
symptoms at presentation for treatment, thus
necessitating more intensive treatment and inter-
ventions (Breland-Noble, 2004; Kilbourne,
Switzer, Hyman, Crowley-Matoka, & Fine,
2006; Pachter & Coll, 2009).

A sense of stigma regarding mental illness,
which can result in denial of the seriousness of
presenting symptoms can impact help-seeking.
Such denial may result in a delay of one or two
years in seeking initial treatment for psychotic
disorders (Merritt-Davis & Keshavan, 2006).
This results in increased need for hospitalization
and longer lengths of stay for stabilization as well
as a greater likelihood of poorer outcomes. In
African Americans, treatment is often sought from
primary care providers and may result in a delay in
specialty treatment particularly if symptoms are

MENTAL HEALTH
BEHAVIOR

T

Cultural Mistrust
Social Stigma
Community Resources
Familial Relationships

.| Use of Mental
"| Health Services

Fig.7.1 Breland-Noble model of pathways to psychiatric clinical care for black adolescents with mental illness
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Fig.7.2 Adapted from:
Kilbourne et al. (2006,
p. 2116); cited with permission
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Health Care System Factors
eHealth services organization, financing and delivery
eHealth care organizational culture,quality improvement

Patient Factors

eBiology

«Beliefs and preferences
eRace/ethnicity,culture,
and familial context

eEducation and resources

Provider Factors
eKnowledge and attitudes

eCompeting demands
eBias

Clinical Encounter
eProvider communication
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Understanding the origins of health and health care disparities from a health
services research perspective: key potential determinants of health disparities within the
health care system, including individual, provider, and health care system factors.

subtle or if early signs of psychosis are misinter-
preted as signs of depression, low motivation, or
reaction to relationship stress (Compton, Kaslow,
& Walker, 2004; Zimmerman, 2005). Some
primary care providers may feel uncomfortable
with managing psychiatric disorders (Geller,
1999).

Cultural mistrust of the mental health system
can be seen when a parent feels “that healthcare
professionals cannot and will not accurately
diagnose their health problems, which necessi-
tates vigilance toward more proactive and aggres-
sive interactions with health professionals to
secure adequate care” for a child (Breland-Noble,
2004, p. 536). If a parent believes that meeting
with a school social worker as part of individual-
ized education plan (IEP) testing for educational
purposes will lead to Department of Social
Services intervention and refuses this interven-
tion, this may negatively impact educational ser-
vices as well as a potential referral for mental
health treatment (Breland-Noble, 2004).

It is useful to have some understanding of het-
erogeneity of the Black population in the USA
(Snowden et al., 2009). The Black population in
the USA is composed of individuals whose
ancestry is from many different areas of the
world including the Caribbean, Africa, and Latin
America (Jackson et al., 2004). Although there
are many similarities, there is also considerable

ethnic variation with descendants from the
Caribbean constituting as much as 10 % of the
African American population in the USA (Grieco
et al, 2012; Williams, Lavizzo-Mourey, &
Warren, 1994). The level of acculturation differs
substantially as about 25 % migrated to the USA
before 1980 while 30 % have migrated to the
USA since 2000 (Grieco et al., 2012). There are
no studies specifically comparing the differences
in populations from Africa, the Caribbean, and
Latin America; available data have shown that
the psychiatric symptom presentation of adult
blacks of Caribbean ancestry differs from that of
African American and Caucasian American pop-
ulations (Williams et al., 2007). US-born
Caribbean blacks have more underutilization of
treatment with higher rates of hospitalization
(Snowden et al., 2009).

While African Americans are also heteroge-
neous from a socioeconomic perspective
(DeNavas-Walt, Proctor, & U.S. Census Bureau
2014; Tatum, 1999), the psychiatric literature has
generally focused on those in urban, lower socio-
economic settings (Lapointe et al., 2010). Two
studies, however, did not find an impact of
income or insurance on accessing care in an
African American population (Alegria et al.,
2002; Zimmerman, 2005). African American
youth are unequally affected by racism, poor
education, poverty, unemployment, and living in
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communities that lack adequate social, educa-
tional, and healthcare infrastructure (Clark,
Anderson, Clark, & Williams, 1995; Gonzalez,
2005).

Many African American youth reside in rural
areas or poor neighborhoods that are economi-
cally disadvantaged and with a paucity of mental
health services (Barksdale et al., 2010; Murry,
Heflinger, Suiter, & Brody, 2011). These youth
and their families are disproportionately affected
by poverty, racism, poor education, unemploy-
ment, and the sequelae of living in communities
with significant infrastructure problems (Jellinek,
Henderson, Pumariega, Rothe, & Rogers, 2009).
The youth in these communities are at increased
risk for violence, delinquency, juvenile justice
system contact, and poor school performance
(Lindsey et al., 2006; Pumariega et al., 1999).
They frequently do not have available commu-
nity resources to engage in outpatient, school-
based, or other evidence-based treatments
designed to address mental health needs of youth.
Many of these youth lack health insurance and
this inability to pay out-of-pocket is frequently an
obstacle to receiving mental health care (Lewit,
Terman, & Behrman, 1997; Pottick et al., 1995)
even when mental health services are available.
As a result, many of the mental health problems
in this population are not addressed until the
problems have become more severe or result in
episodes of aggressive behavior, which often
leads to inpatient treatment. If the underlying rea-
sons for the behavior were managed earlier, use
of this most intensive resource could be pre-
vented or decreased.

Shim et al. (2014) noted the importance of
social determinants at both the individual and soci-
etal/political levels in the presence of mental
health disparities. The Adverse Childhood
Experiences Study (Felitti et al., 1998) has identi-
fied the additive effect of experiences such as
being bullied; experiencing neglect, emotional,
physical, or sexual abuse; household dysfunction;
parental mental illness or substance abuse; divorce;
death; or criminal behavior in leading to chronic
physical and mental disorders. The study has been
replicated in youth and diverse populations
(Mersky, Topitzes, & Reynolds, 2013; Schilling,

m

Aseltine, & Gore, 2007). Pachter and Coll (2009)
reviewed the literature and found a clear associa-
tion between experiencing racism and the mental
health of African American youth as early as age
three. Internalizing and externalizing behaviors,
lower self-esteem, and higher levels of hopeless-
ness, tobacco and alcohol use were found (Caughy,
O’Campo, & Muntaner, 2004). Studies also found
that parental experiences with racism increased
anxiety, depression, and substance use in the ado-
lescent (Gibbons, Gerrard, Cleveland, Wills, &
Brody, 2004). There was more perceived racism in
youth from higher socioeconomic status families
(Brody et al., 2006). Effects of racism could be
diminished by prosocial peer support and nurtur-
ing parents (Scott & House, 2005). Shim et al.
(2014) called for an understanding of these social
determinants of health to improve prevention
efforts by educating the patient, family, and pri-
mary care provider about factors that contribute to
mental illness (see Table 7.1). Innovation with
mental health policy should follow.

The Impact of Foster Care

While the numbers of children in foster care
annually are decreasing (USDHHS, 2012, 2014),
African American and other minority youth
remain overrepresented in the foster care system.
The overall number of children in foster care has
decreased from 488,285 in 2007 to 402,378 in
2013. Thirty-five percent and 24 % of children in
care were Black/non-Hispanic in 2003 and 2013,
respectively (USDHHS, 2006, 2014). Most
recently, 46 % of these children were in care for
less than 12 months (USDHHS, 2014). Fifty per-
cent of youth in foster care will have more than
one placement. Twenty-five percent will have
three or more placements (Forkey & Szilagyi,
2014). African American and Latino children and
other children of color or those with severe
behavioral/developmental disabilities are more
likely to stay in care for longer periods (Forkey &
Szilagyi, 2014). Many of these children are fre-
quently removed from their homes because of
abuse, abandonment, neglect, parental separa-
tion/death, or parental incarceration. Removal
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Table 7.1 Factors involved in help-seeking for clinical care, adherence, and treatment (Breland-Noble, 2004; Shim
et al., 2014; Work Group on Community Based Systems of Care, 2012)

Primary determinants of health

Child/adolescent characteristics: -
— demographics, -
— genetic risk,

— mental health literacy

— adverse childhood experiences | —

treatment

Parent characteristics:

— Demographics

— Adbverse childhood experiences
— Mental health literacy

from one’s home results in significant stress
which is further heightened when forced to move
to one or more foster homes (Hussey & Guo,
2005; Villodas, Litrownik, Newton, & Davis,
2015).

Working with patients from foster care on an
inpatient unit is frequently complicated for
several reasons. There may not be a parent
engaged in treatment. Obtaining an adequate his-
tory is difficult when there is no available adult
with a long-term understanding of the child’s
issues. A patient may be placed into another
home after discharge from the hospital, espe-
cially when there is no consistent adult figure in
the child’s life. The literature supports that each
of these factors is associated with negative out-
comes for children and adolescents (Persi &
Sisson, 2008; USDHHS, 2012; Villodas et al.,
2015).

In their review of the literature, Pecora,
Jensen, Romanelli, Jackson, and Ortiz (2009)
found that half of children in foster care have
chronic medical problems which likely increases
the occurrence of emotional problems. The use of
inpatient and residential psychiatric treatment is
very high for those in foster care (McMillen
et al., 2004). African American children who
have been in foster care present to inpatient psy-
chiatric settings at higher rates than Caucasians
from stable home settings (Baeder, 2013; Child
Welfare Information Gateway, 2013). Since

Family environment

Family relationships -
Familial concepts of stigma | —
related to mental illness and | —

Cultural mistrust

Social determinants of health

Long-standing socio-cultural context
short-term economic contexts
disparities and cultural competency in
available/involved systems of care:

— primary healthcare

— early childhood services

— education

— mental health

— child welfare

— juvenile justice

— developmental disabilities

— substance abuse treatment

many poor African American youth are in foster
care or other out of home placements, these youth
may lack the family stability which is often pro-
tective against the negative impact of life stress-
ors on mental health (Snowden et al., 2009;
Villodas et al., 2015).

Inpatient Points of Entry

The reliance on inpatient treatment rather than
outpatient services is likely influenced by the fact
that many African American youth receive much
of their psychiatric treatment in the emergency
department related to limited utilization of outpa-
tient care (Merritt-Davis & Keshavan, 2006).
These findings are consistent with the Surgeon
General’s report that showed the overrepresenta-
tion of African Americans among patients receiv-
ing psychiatric inpatient treatment (USDHHS,
2001).

Many patients’ first contact with the mental
health system is through the emergency depart-
ment (Ziegenbein, Anreis, Briiggen, Ohlmeier, &
Kropp, 2006). Approximately 51 % of inpatient
adolescent admissions are initiated as referrals
from the emergency department (Holder, Rogers,
Peterson, Blackhurst, & Shoenleben, in press). In
one 10-year study of a pediatric psychiatry emer-
gency room service, suicidality was the most
common reason for inpatient psychiatric admis-



7 Inpatient Psychiatric Hospitalization

sion from the emergency department (Peterson,
Zhang, Lucia, King, & Lewis, 1996). Despite the
fact that suicidality is often the presenting com-
plaint, there are a variety of psychiatric disorders
that present in this manner which may include
psychotic, affective, anxiety, and substance use
disorders. Many youth may also become suicidal
due to life stressors precipitated by conflicts with
family, friends, or interpersonal difficulties in
school or the community.

Recidivism

Unfortunately, 40 % of all youth who are released
from inpatient care will be readmitted within a
year of discharge. This is especially true for
African American youth (Arnold et al., 2003;
Lapointe et al., 2010; Romansky, Lyons, Lehner,
& West, 2003). African American adolescents
are more likely to have frequent psychiatric hos-
pitalizations than to be engaged in less restrictive,
evidence-based, outpatient treatments such as
functional family therapy, multisystemic therapy,
or wraparound services (Lapointe et al., 2010).

While psychiatric hospitalization may address
an acute crisis, it does not necessarily lower the
risk for future crises or prevent rehospitalization
from occurring (Pumariega & Winters, 2003).
Longitudinal data suggest that youth who are
rehospitalized are more vulnerable to future
impairments than those who are engaged in
community-based interventions (Romansky
et al., 2003).

There are a number of variables that increase
the rate of rehospitalization for children and ado-
lescents. These include family characteristics
such as harsh parental discipline, poor parent—
child interaction, and high parental stress (Blader,
2006). These issues are intensified for youth pre-
senting from communities with high levels of
socioeconomic disparity, resulting in an inability
to access social supports that may be available in
more affluent communities (Snowden et al.,
2009).

Of the many demographic variables studied,
age has the strongest effect on rehospitalization
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(Lapointe et al., 2010) and may contribute to
involuntary commitment (Lindsey et al., 2010).
Studies have suggested that older youth are more
likely to be rehospitalized (Yamada, Korman, &
Hughes, 2000). Older adolescents frequently dis-
play more defiant behavior than younger youth.
These behaviors frequently contribute the rehos-
pitalization of these youth. Admissions for defi-
ance appear to be correlated with race.

Stigma

Inpatient psychiatric treatment is stigmatizing to
patients and may increase mistrust of the mental
health care system (Laresen et al., 2006). African
American youth are more likely to be involun-
tarily committed to inpatient psychiatric treat-
ment than their Caucasian counterparts (Muroff,
Edelsohn, Joe, & Ford, 2008). A history of invol-
untary hospitalization contributes to African
American avoidance from seeking future mental
health treatments (Snowden et al., 2009). In addi-
tion, there is often a fear of being viewed nega-
tively by peers and family as an additional barrier
to psychiatric care (Barksdale et al., 2010).

Many African American parents are more
likely to focus on the potential implications of
externalizing symptoms as opposed to internal-
izing ones. These behaviors are more likely to
draw the attention of school administration or
law-enforcement  personnel (Breland-Noble,
2004). Internalizing behaviors may be more eas-
ily tolerated (Lambert, Puig, Lyubansky, Rowan,
& Winfrey, 2001). Parental beliefs about the
cause of problematic behaviors are an important
factor in seeking treatment. If a parent believes
that externalizing behaviors are due to the child
being “bad,” mental health treatment will not be
sought, in favor of punishment instead.

Stigma is the ultimate barrier and is experi-
enced by the individual, family, and community.
It delays or even circumvents connecting with
outpatient treatment until the child or adolescent
is so ill that inpatient treatment is required (Murry
et al., 2011). A study of rural African American
parents found three important potential barriers to
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seeking mental health assistance (Murry et al.,
2011). First, they often assume that there is no
affordable mental health care, second, that non-
African American providers could not understand
their problems. Third, that professional involve-
ment would worsen, not improve the situation.

African Americans are most likely to seek
assistance for mental health concerns with their
primary care provider (Murry et al., 2011) or
clergy (USDHHS, 2001). Cultural mistrust may
play a large part in stigma and in trusting available
resources (Breland-Noble, 2004). Diagnostic
bias on the part of some providers may contribute
to this mistrust.

Diagnostic Bias

Potential diagnostic bias in inpatient settings has
been the subject of several studies (Angold et al.,
2002; Kilgus, Pumariega, & Cuffe, 1995). Once
in treatment, African American youth are more
likely to be diagnosed with psychotic disorders
and conduct disorders while anxiety and affec-
tive disorders are underdiagnosed and under-
treated (Delbello, Lopez-Larson, Soutullo, &
Strakowski, 2001). For example, African
Americans are more likely to be diagnosed with
schizophrenia compared to whites and Latinos in
similar treatment settings (Anglin & Malaspina,
2008; Mukherjee, Shukla, Woodle, Rosen, &
Olarte, 1983). Racial differences in the evalua-
tion and diagnostic process can have a significant
impact on the clinical and social outcomes of
African American youth (Neighbors et al., 1999).

Despite the high rates of psychosis in clinical
settings, it must be noted that epidemiologic sur-
veys in community samples using structured
interviews and strict adherence to diagnostic cri-
teria have found no ethnic differences in schizo-
phrenia diagnoses (Kessler et al., 2005; Robins &
Reiger, 1991). Several possible conclusions have
been reached: (1) African Americans are more
likely to describe Schneiderian first-rank symp-
toms as part of an affective disorder; (2) differ-
ences in presentation may account for ethnic
differences in diagnosis; (3) Black patients may
display psychotic symptoms during affective epi-
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sodes, perhaps because of their later presentation
for treatment with more severe symptomatology
of an affective disorder; and (4) African American
patients demonstrate higher rates of first-rank
symptoms during an affective disorder compared
to their white counterparts (Adebimpe, Klein, &
Fried, 1981; Arnold et al., 2003; Delbello et al.,
2001; Strakowski et al., 1996). Clinicians who
are aware of variations in presentation and their
contributions to diagnostic biases will be able to
recognize when less restrictive alternatives to
hospitalization are indicated.

Examples of Alternatives
to Psychiatric Hospitalization

Although a young person may meet criteria for
inpatient hospitalization, other less restrictive,
evidence-based treatments may be more effective
at addressing the underlying presentation and/or
psychopathology. These interventions may not
currently be used due to lack of availability, bias
in referral patterns, or a belief on the part of the
referral source that the treatments are inadequate
(Olson et al., 2002). Longitudinal studies are
needed to determine which evidence-based treat-
ments are most effective in reducing the readmis-
sion rates of ethnic minority youth (Lapointe
et al., 2010). We will review two models here.

Functional Family Therapy (FFT) is an
evidence-based model that focuses on identifying
the strengths of a youth (Barton, Alexander,
Waldron, Turner, & Warburton, 1985). The model
incorporates a focus on acceptance and respect.
FFT works to identify the risk and protective fac-
tors within the community and the family. By
addressing these factors, the young person is bet-
ter able to overcome the obstacles that are pre-
sented to them. The model is strength-based and
built on a foundation of acceptance and respect.

FFT is a short-term model that is designed to
last 3-5 months. The model has demonstrated
effectiveness in 11-18 year olds with engage-
ment in the mental health, juvenile justice, child
welfare, or school systems. The intervention is
delivered in clinical and home based settings
over 12—-14 sessions (Sexton, 2011).
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FFT has demonstrated effectiveness across
cultural settings, including African American
youth (Flicker, Turner, Waldron, Brody, &
Ozechowski, 2008). It has been shown that youth
and families are highly engaged, with a dropout
rate that is lower than many other treatments at
28 % (Sexton & Alexander, 2004). The effective-
ness of FFT has been demonstrated across diverse
diagnoses and referral sources (Alexander &
Robbins, 2011). FFT has demonstrated effective-
ness at decreasing aggression, which is the pri-
mary reason for child and adolescent psychiatric
hospitalization (Gordon, Arbuthnot, Gustafson,
& McGreen, 1988).

Multisystemic Therapy (MST) is an evidence-
based treatment that is currently being success-
fully used in over 400 sites in 30 states (Henggeler,
1999). MST is an intensive family and
community-based treatment program that focuses
on addressing all environmental systems that
influence chronic and violent juvenile offend-
ers —their homes and families, schools and teach-
ers, neighborhoods and friends. MST attempts to
impact each system that plays a critical role in a
youth’s world. By equipping and empowering the
family and the youth to engage with each system,
effective change can occur. These changes lead to
improved quality of life for youth and their fami-
lies. MST has a demonstrated record of accom-
plishment in working with youth from school,
child welfare, and juvenile justice settings
(Henggeler, Schoenwald, Borduin, Rowland, &
Cunningham, 2009). MST has demonstrated
effectiveness in treating youth from diverse back-
grounds and has been shown to be effective in
preventing psychiatric hospitalization and place-
ment in juvenile detention facilities (Henggeler
etal., 1999).

Creating Culturally Competent Care

Beginning with the monograph, Toward a
Culturally Competent System of Care (Cross,
Bazron, Dennis, & Isaacs, 1989), there has been
an increased focus in the mental health commu-
nity to incorporate cultural sensitivity into the
treatment paradigms of patients. This approach
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grew out of the understanding that African
American and other minority groups experienced
fewer contacts with the mental health system
than whites (Hu, Snowden, Jerrell, & Nguyen,
1991) and that African Americans are more likely
to be psychiatrically hospitalized than to engage
in outpatient treatment (Lawson, Hepler,
Holladay, & Cuffel, 1994). Interestingly, little
data exist on treatment outcomes; however,
African Americans appear to fare less well in
most settings than Caucasian patients (Takeuchi
& Kim, 2000). The use of ethnically focused
inpatient units for adults has shown that rehospi-
talization rates are lower for African Americans;
however, the average length of stay was 1-2 days
longer than for patients treated on general treat-
ment units without an ethnic focus (Mathews,
Glidden, Murray, Forster, & Hargreaves, 2002).
These data have not been replicated on child and
adolescent treatment units.

Summary

There are a number of issues affecting the identi-
fication, evaluation, and treatment of youth with
mental illness. Confounding social determinants
of mental health include but are not limited to the
lack of available services in many poor and
minority neighborhoods, and the underutilization
of services because of stigma and poor education
about mental health. Even when youth are identi-
fied, many are misdiagnosed. These racial differ-
ences are also affected by the location of the
youth, with urban and rural African American
youth being misdiagnosed at higher levels.
There is a spectrum of treatment settings rang-
ing from the least restrictive (i.e., outpatient care)
to the most restrictive (i.e., inpatient hospitaliza-
tion). Although there are a number of individual,
family, and community integrated evidence-
based options including Functional Family
Therapy and Multisystemic Therapy, many youth
are not afforded these treatments. They are admit-
ted to inpatient psychiatric hospitals instead.
These most restrictive dispositions raise concern
because patients at greatest risk of experiencing
the worst complications of inpatient care are
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denied the proven benefit of these community-
based interventions. Patients managed in their
own community are more likely to generalize the
coping skills and other treatment benefits than
youth who are hospitalized for 3-5 days.

Future Directions

Future research needs to critically examine the
entire evaluation and management process of
African American youth who present with symp-
toms and signs of mental illness. Special attention
to symptom patterns and variations from other pop-
ulations over the course of care will help us make
the most appropriate diagnoses and treatment deci-
sions. Youth presenting for psychiatric care should
receive a comprehensive evaluation free of diag-
nostic bias from a culturally competent clinician to
determine the most appropriate diagnosis and level
of care. Clinicians evaluating youth should engage
in training in cultural competence to understand the
cultural issues affecting diagnosis and treatment of
children and adolescents. Hospital emergency
departments (EDs) are a primary referral source for
inpatient psychiatric hospitalization. EDs should
have mental health clinicians available to screen
and evaluate youth. These EDs should be part of an
organized system of care where there is the ability
to refer to a full array of services rather than only
hospitalization, which should be the disposition of
last resort along a continuum that includes outpa-
tient care, intensive outpatient care, partial hospital-
ization, and evidence-based treatments such as
Functional Family Therapy or Multisystemic
Therapy. These comprehensive evaluations and
multiple treatment options will help ensure that
children are directed to the most appropriate, least
restrictive level of community, and family based
care when indicated while minimizing the risk of
unnecessary inpatient hospitalization.
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Faye Z. Belgrave and Brittany M. Berry

Introduction

The World Health Organization (WHO, 2014)
defined mental health as “a state of well-being in
which every individual realizes his or her own
potential, can cope with the normal stresses of
life, can work productively and fruitfully, and is
able to make a contribution to her or his commu-
nity.” Positive mental health for children includes
having emotional, psychological, and social well-
being. Positive mental health among children is
seen in positive family and peer interactions and
relationships; a high sense of self-worth and iden-
tity; involvement in prosocial activities; the abil-
ity to negotiate in and adapt to the environment;
and the ability to resist risky behaviors including
drugs, delinquency, and risky sexual behavior.
The term psychosocial well-being will be used
interchangeably with the term mental health to
encompass these diverse conceptualizations of
mental health. This chapter begins with a discus-
sion of community and community-based partici-
patory approaches to research, programs, and
interventions. This is followed by a discussion of
specific community-based programs that target
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African American children and adolescents’
mental health and psychosocial well-being
across several domains.

What Is a Community?

Understanding community approaches to psycho-
social well-being starts with an understanding of
community and how the community impacts well-
being. Community, as defined by Chaskin and
Richman (1992), is the local context in which
people live and is referred to by geographical loca-
tion but also a place of reference and belonging.
The community includes aspects of space, place,
sentiment, and action or behaviors. The dynamic
network of relationships and interconnections
among individuals, families, institutions, and
organization make up communities. This defini-
tion assumes that communities are not just a place
where individuals live but that communities pro-
vide social connections and belongingness.
Community approaches to positive mental health
and psychosocial well-being among African
American children recognize that children’s well-
being can be enhanced within the community they
live and attend school in. These include families,
schools, and other institutions and organizations
within the community (e.g., faith-based institu-
tions, youth-serving organization, clinics, parks).
Community is also a term used to describe the
“Black Community.” From this perspective,
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community can be seen as a national community
of Americans of African descent with a common
peoplehood, history, heritage, and values
(Belgrave & Allison, 2013). When used in this
context, the Black community can encompass
racial and ethnic pride and behaviors. Feelings of
belongingness to a “Black community” are an
aspect of racial identity that has been linked to
several indices of psychosocial well-being for
African American youth (Belgrave, Brome, &
Hampton, 2000; Townsend & Belgrave, 2000).
The term neighborhood also has other
meanings. Neighborhood may describe an area
surrounding a local institution, such as a
school, faith-based institution, or health clinic.
Neighborhoods also consist of boundaries
defined by a political ward or precinct. Similar
to the term community, a neighborhood
includes both geographic and social compo-
nents (American Planning Association, 2014).

What Types of Communities
Do African American Children
and Families Live in?

African American children are more likely to
reside in the south and in urban rather than rural
communities. About 60 % of African Americans
live in ten states: New York (3.3 million); Florida
(3.2 million); Texas (3.2 million); Georgia (3.1
million); California (2.7 million); North Carolina
(2.2 million); Illinois (2.0 million); Maryland
(1.8 million); Virginia (1.7 million), and Ohio
(1.5 million). African Americans are also more
likely to live in the South. The ten cities with
populations greater than 100,000 with the highest
percentages of Blacks are: Detroit, Michigan;
Jackson, Mississippi; Miami Gardens, Florida;
Birmingham, Alabama; Baltimore, Maryland;
Memphis, Tennessee; New Orleans, Louisiana;
Flint, Michigan; Montgomery, Alabama; and
Savannah, Georgia (U.S. Census Bureau, 2011).

While most research and interventions with
African Americans have included those living in
urban communities, African American children
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from rural communities may be as disadvantaged
as those in urban communities due to shortages in
mental health infrastructure and fewer culturally
competent mental health professionals (Logan
et al., 2013). In fact, rural African American chil-
dren living in poverty have a higher prevalence of
mental health disorders than those living in urban
communities. Moreover, African American rural
residents also face substantial obstacles to mental
health care and help seeking (Murry, Heflinger,
Suiter, & Brody, 2011). For example, research
has found that substance use among adolescents
is as problematic if not greater in rural areas as in
major cities (Brody et al., 2012; Gfroerer, Larson,
& Colliver, 2007; Kogan, Berkel, Chen, Brody, &
Murry, 2006; Van Gundy, 2006).

What Is the Impact

of the Community on Psychosocial
Well-Being of African American
Children and Youth?

Understanding where African Americans live has
implications for access to mental health services
and programs that promote psychosocial well-
being. Living in urban versus rural communities
affects cultural experiences and expectations. For
example, African Americans living in urban ver-
sus rural communities are much more likely to
report discrimination, a major contributor to poor
mental health (PEW, 2013). The type of commu-
nity one lives in also determines resources avail-
able to youth and the presence or lack of resources
impacts psychosocial well-being. For example,
African American youth who live in poor com-
munities often do not have access to role models
that encourage academic and vocational success
(Ceballo, McLoyd, & Toyokawa, 2004;
Oyserman, Johnson, & James, 2011; Plybon,
Edwards, Butler, Belgrave, & Allison, 2003).
The community context has been implicated in
many studies as a factor in mental health and psy-
chosocial well-being for African American chil-
dren. Research shows that poor neighborhood
context (e.g., crime, community violence, high
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unemployment) is linked to several negative emo-
tional and behavioral problems among African
American children. Findings across many studies
of African American youth show that community
violence is linked to internalizing and externalizing
behaviors including depression, anxiety, and
aggression (Busby, Lambert, & Ialongo, 2013;
Kaynak, Lepore, & Kliewer, 2011), feelings of low
self-worth (Copeland-Linder, Lambert, & Ialongo,
2010), hopelessness (Gonzalez, Jones, Kincaid, &
Cuellar, 2012), delinquency (Mrug & Windle,
2010), substance use (Brenner, Zimmerman,
Bauermeister, & Caldwell, 2013), and suicidality
(Lambert, Copeland-Linder, & Ialongo, 2008).
Fowler, Tompsett, Braciszewski, Jacques-Tiura,
and Baltes (2009) reviewed 114 studies in a meta-
analysis on exposure to community violence and
mental health outcomes among children. They
found that community violence effects were stron-
gest on posttraumatic stress disorder (PTSD) and
externalizing problems. Community poverty and
unemployment are also linked to poor mental
health including depression among African
American children (Dallaire et al., 2008).

The effects of poor community conditions on
psychosocial well-being are cumulative. In a lon-
gitudinal study, Copeland-Linder, Lambert,
Chen, and Ialongo (2011) found that contextual
stress (e.g., community violence, neighborhood
disorders, and experiences with racial discrimi-
nation) was linked to aggressive behaviors and
substance abuse. They found that contextual
stress in eighth grade was predictive of substance
use and aggressive behavior 2 years later for
African American boys.

Neighborhood factors have been shown to
impact cortisol levels among African American
youth (Dulin-Keita, Casazza, Fernandez, Goran,
& Gower, 2012; Kliewer, 2006). Kliewer (2006)
found among African American children and ado-
lescents that witnessing violence was linked to
lower baseline cortisol levels along with increases
in cortisol when exposed to a mild stressor such as
a video showing community violence. Dulin-
Keita et al. (2012) found that exposure to neigh-
borhood stressors (e.g., poverty, physical disorder)

was predictive of lower serum cortisol levels
among African American children over time.

On the other hand, several features of neigh-
borhoods have been linked to positive psychoso-
cial health among African American children.
Unfortunately, research is not as plentiful on the
beneficial or protective effects of neighborhood
and communities as it is on the adverse effects.
Woolley et al. (2008) found that neighborhoods
with high levels of social capital, specifically
neighborhood bonding, along with lower levels
of poor neighborhood physical conditions were
predictive of higher academic performance
among students.

Using data collected from over 1600 adoles-
cents, Fagan, Wright, and Pinchevsky (2014)
found a protective effect for neighborhood col-
lective efficacy on violence exposure for sub-
stance use. Specifically, the relationship between
victimization and substance use was weaker for
youth in neighborhoods with higher versus lower
levels of neighborhood collective efficacy. These
findings indicate that social support at the neigh-
borhood level can attenuate the negative impact
of violence exposure. Neighborhood connective
efficacy is the bond between individuals in the
community, which drives them to work for the
common good (Sampson, Raudenbush, & Earls,
1997). Brevard, Maxwell, Hood, and Belgrave
(2013) examined the impact of intergenerational
connections (e.g., the perception of availability
of supportive adults in one’s neighborhoods) on
perceptions of neighborhood disorganization
among 564 youth living in urban and rural neigh-
borhoods. Intergenerational connections are one
component of collective efficacy. The authors
found that collective efficacy was related to per-
ception of less neighborhood disorganization.
Intergenerational connections lowered percep-
tions of disorganization in urban neighborhoods
but not in rural neighborhoods. The Brevard
et al. finding also showed that protective factors
might differ depending on neighborhood type
(i.e., rural versus urban neighborhood). Similarly,
Nebbitt, Lombe, Yu, Vaughn, and Stokes
(2012) identified perceived neighborhood social
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cohesion as a protective factor for mental health,
substance abuse, and other problem behaviors
for urban youth who reside in public housing
communities.

Intersectionality of Community
and Individual and Family Risk
and Protective Factors

on Psychosocial Well-Being

When  considering  effective =~ community
approaches to promoting positive psychosocial
well-being among youth, the intersection or
interaction of characteristics of the child and his
or her family and the environmental or community
context is important to consider (Bronfenbrenner
& Bronfenbrenner, 2009; Spencer, 1995).
Individual and family level factors that contribute
to poor psychosocial outcomes among African
American youth may be exaggerated when they
occur within  low-resource  communities.
Conversely, family protective factors can attenu-
ate problem behaviors among African American
children residing in low-resource communities.
For example, Obeidallah, Brennan, Brooks-
Gunn, and Earls (2004) examined early puberty,
a risk factor for problem behaviors, and neigh-
borhood disadvantage among African American
girls ages 13-15. They found that the adverse
effects of early puberty only occurred among
girls who lived in disadvantaged neighborhoods.
There were no adverse effects of early puberty
for girls who lived in neighborhoods that were
not disadvantaged.

Other studies have shown protective effects of
cultural attributes such as ethnic identity when
living in low-resource communities. For example,
Corneille and Belgrave (2007) found that ethnic
identity had a direct and indirect effect on drug
use. High ethnic identity was linked to attitudes
that disapproved of drug use and greater inten-
tions to refrain from drug use. Moreover, ethnic
identity was a protective factor against drug use
when youth lived in a high-risk neighborhood.

Factors such as parental monitoring and racial
socialization have been shown to be protective
and are especially needed to reduce stress and
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associated negative behavioral outcomes when
children reside in low-resource neighborhoods
(Caldwell, Bell, Brooks, Ward, & Jennings,
2011; Spano, Rivera, & Bolland, 2011). Beliefs
and practices and traditional family practices
were associated with reduced substance use.

The interaction of poor neighborhood condi-
tions and deviant peer relationships is another
pathway through which poor neighborhoods neg-
atively impact African American youth’s psycho-
social well-being. African American youth are
more likely to associate with neighborhood peers
than peers from school (DuBois & Hirsch, 1990).
While peer associations are linked to both posi-
tive and negative youth behaviors (Bolger,
Patterson, & Kupersmidt, 1998; Hussong, 2000),
peer influence tends to be more negative for
youth who reside in low-resource communities.
Within low-resource communities peer relation-
ships can lead to gang affiliations, drug use, and
other risky behaviors (Deutsch, Crockett, Wolff,
& Russell, 2012; Nebbitt & Lombe, 2007;
Oetting & Beauvais, 1986). Contact with delin-
quent peers is also linked to poor mental health.
Nebbitt and Lombe (2007) found among 238
adolescents who lived in public housing commu-
nities that exposure to delinquent peers was cor-
related with higher levels of depression for these
youth.

Research suggests that poor neighborhood
conditions can be attenuated by positive family
factors, and cultural factors, and when this
occurs, the psychosocial well-being of the youth
is not compromised. Conversely, the negative
impact of individual, peer, and family level risk
factors can be exaggerated when living in poor
neighborhoods.

In summary, the community context is impor-
tant to consider. Community factors can have a
positive or negative impact on the mental health
and psychosocial well-being of African American
youth. Understanding the mechanisms linking
community factors and child well-being has
important implications for improving African
American youth’s psychosocial well-being. The
community can also be a viable institution for
providing mental health services for African
American children and families.
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Mental Health Services
and Treatment in Community
Settings

Many African American children and families
live in low-resource urban communities where
traditional mental health services may not be
accessible (Alicea, Pardo, Conover, Gopalan, &
McKay, 2012). Other African American families
live in rural communities where mental health
services are lacking or limited. In both commu-
nity contexts, traditional sources of mental health
services such as hospitals, clinics, or private
practices may be physically inaccessible and cul-
turally inadequate. Community-based mental
health services provided by schools, faith-based
institutions, or other community organizations
may be more accessible and acceptable to African
American families. In a study of mental health
seeking among 163 African American rural fami-
lies, Murry et al. (2011) found that while mothers
expressed confidence that mental health care pro-
viders could help their children, they preferred
mental health support from the family, church,
and schools.

Mental health services provided in community
settings may reduce the stigma surrounding mental
health perceived by some African Americans.
Although there have been some decreases in stig-
matization of mental health problems, some
African Americans still believe that having a men-
tal health problem is stigmatizing. Stigmatization
is based on beliefs that mental health is attributed to
non-biological causes and that people can over-
come these problems if they just work at it hard
enough (Breland-Noble, Bell, & Burriss, 2011).
Other African Americans may look to God or reli-
gious practices to deal with mental health issues
and may view seeking services for mental health as
a lack of trust in God (Cook & Wiley, 2000). In
fact, some African American churches, especially
conservative African American churches (e.g.,
Pentecostal and Holiness Churches) may espouse
the view that counseling and mental health services
are not needed and that all one needs is to have faith
in God (Cook & Wiley, 2000). However, more

recently many African American churches are
including mental health services and activities such
as counseling and addiction support as part of their
mission.

Other cultural values of strength as a key trait
of black womanhood and black masculinity also
may contribute to the avoidance of mental
health services. African Americans may believe
it is important to “keep it moving” and disregard
emotional and mental struggles, rather than
dealing with emotional problems. This type of
avoidance has implications for African
American youth’s mental health, as parents may
be less likely to seek mental health treatment for
their children. African American parents may
also focus more on behavioral indicators of their
child’s mental health issues rather than acknowl-
edging and seeking help for the mental health
issues. Given these cultural beliefs surrounding
mental health, African American parents may be
more comfortable utilizing community-based
mental health services for their children rather
than traditional services provided in hospitals,
clinics, or like settings. Community-based ser-
vices offered in settings that are familiar to par-
ents may feel less formal or intrusive.

Still another reason why community-based
mental health may be preferred is because of mis-
trust of those in the medical and health field due
to historical (e.g., Tuskegee) and contemporary
medical abuses of African Americans
(Washington, 2006). This mistrust likely carries
over to the provisions of mental health services
(Breland-Noble et al., 2011). Community-based
mental health services may be seen as less threat-
ening for African American families, as they are
typically housed in the community and often pro-
grams, services, and treatments are carried out by
community members.

Cultural competency, more likely to be a fea-
ture of community-based programs than non-
community-based programs, increases
engagement and retention of participants. Cultural
competency of the mental health provider is
essential for optimizing mental health outcomes.
Most African American youth and adults prefer to
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receive services from people who look like them
and to whom they can relate. Therapists, recep-
tionists, and other staff at community-based agen-
cies may be African American and more relatable
to families seeking services than those in settings
such as hospitals and clinics.

In summary, there are several reasons why
African American families may prefer
community-based mental health services and
programs. Some of these include continuing
stigma about mental health, distrust of the health
and medical systems, and increased cultural
competency in community settings. The inclu-
sion of community members across multiple lev-
els may help African American families to be
more trusting of an organization to provide men-
tal health care to their child. Community-Based
Participatory Research and Practices (CBRP) are
discussed next.

Community-Based Participatory
Research and Practices

Community-based participatory approaches to
promoting positive psychosocial well-being
among African American children and youth
may be especially useful for addressing the psy-
chological well-being of children in African
American communities. Community-Based
Participatory Research (CBPR) relies on commu-
nities as partners in research and intervention
efforts. The Kellogg Foundation defined CBPR
as a “collaborative approach to research that
equitably involves all partners in the research
process and recognizes the unique strengths that
each brings” (Community-Campus Partnerships
for Health, 2013). CBPR begins with a topic
important and relevant to the community. While
CBPR has shown much effectiveness in improv-
ing health outcomes among ethnic/racial minori-
ties particularly in public health, less research has
been done in the mental health field (Mulvaney-
Day, Rappaport, Alegria, & Codianne, 2006;
Stacciarini, Shattell, Coady, & Wiens, 2011).
Stacciarini et al. (2011) conducted a systematic
review of CBPR approaches to mental health.
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The majority (N=20) of the studies reviewed
focused on mental health issues among adults
and only two studies focused on CBPR and children.
One of these programs was a school community
partnership. One study included in the meta-anal-
ysis was a study by Epstein, Kadela-Collins,
Bailey-Burch, Walker-Thoth, and Pancella
(2007). Epstein et al. collaborated with a faith-
based community to develop and evaluate a sub-
stance education curriculum for fourth, fifth, and
sixth graders. The research team invited 12
African American churches to participate in the
project. A series of focus groups were held with
youth attending the church to get feedback on the
educational video. Pastors and youth ministers
helped to recruit youth and to facilitate the
focus groups. Several meetings were held with
Pastors and church leaders who provided input as
to what the curriculum should look like (e.g.,
have a grandmother figure tell the story and have
a male counterpart with the grandmother figure).
The church community was also involved in pro-
viding cast members for the project. A sample
video demonstrated what the final program would
look like based on recommendation of the pastors
to involve their congregants in the production of
the video.

Communities are places in which programs
and services can be implemented to increase psy-
chosocial well-being, and communities can pro-
vide resources and assets that improve
psychosocial well-being. Community-based pro-
grams that target mental health and psychosocial
well-being of African American children will be
discussed later in this chapter.

Using Community Partnerships
to Engage African American
Children and Families in Research
and Treatment

There has been limited research on how to involve
members of the African American community in
mental health treatment and research. Breland-
Noble and colleagues work with the AAKOMA
project (Breland-Noble, 2012; Breland-Noble,
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Bell, Burriss, Poole, & AAKOMA Project
Advisory Board, 2012) provide a model of how to
engage African American children and families in
mental health research and treatment. Breland-
Noble et al. (2012) implemented a systematic and
integrative community participatory approach that
involved the community in a multi-phase clinical
intervention for depressed African American ado-
lescents and their families. Three community
engagement efforts were used. These included (1)
re-establishing the village, (2) providing access
to health care, and (3) improving bonding and
attachments. To begin the project, researchers
recruited and engaged a 14-member community
advisory board that included community leaders.
Communication between researchers and the advi-
sory board was ongoing via face-to-face and tele-
phone meetings, and email communications. The
advisory board provided community information,
reviewed and provided feedback on the cultural
relevance of the protocol, and assisted in the devel-
opment of a sustainability plan.

Breland-Noble and colleagues met their
enrollment goals and successfully enrolled 57
adolescents in a Phase 1 study. The Phase 1 study
was a qualitative examination of African
American youth’s and caregivers’ perceptions of
barriers to depression treatment and research
engagement. Adolescent participants were
between the ages of 11 and 17, self-identified as
Black or African American and had been offered
mental health care or research participation.
Breland-Noble and colleagues identified the
methods used that were most helpful for recruit-
ment. Community outreach events resulted in the
most participants being recruited (26.3 %), fol-
lowed by community liaisons, specifically one
liaison (21.05 %). Media, specifically radio and
television, resulted in very little recruitment
(1.75 %). This work shows how communities can
be engaged in community-based research and
treatment. Notably, this model was effective
because it substantially involved community
members in all activities. It also provided infor-
mation on the most effective ways to recruit
African American youth within a specific com-
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munity. Moreover, it identified the barriers to
treatment prior to the treatment being offered. We
will return to this work later in the chapter.

In summary, community-based participatory
research and practices are likely to be useful
when working with African American families.
This partnership should be non-hierarchical and
community members should be integrated and
substantially involved at all levels and in all
activities. We next discuss a variety of
community-based programs that have been suc-
cessful in increasing psychosocial well-being and
mental health among children and adolescents
and their families.

Community-Based Programs

Variations in Community-Based
Approaches

Community-based programs may be imple-
mented in a variety of community settings. These
include the home, community-based organiza-
tions, churches and other faith-based organiza-
tions, schools, libraries, recreational facilities,
and even in field settings. Our conceptualization
of poor mental health is broad and includes disor-
ders such as depression and anxiety as well as
poor social and interpersonal skills and relation-
ships, the absence of prosocial behaviors, low
self-worth and identity, and involvement in risky
behaviors. Consequently, there are many services
provided to youth by community organizations
that have not been traditionally thought of as pro-
viders of mental health services. These include
programs and activities provided by community
organizations that specifically focus on youth,
such as Big Brothers and Big Sisters and the
Boys and Girls Club. There are also youth-ori-
ented programs and activities housed in commu-
nity organizations that do not specifically focus
on youth but provide youth programming (e.g.,
YMCA). In addition, some programs target
parents, which indirectly impact the mental
health of youth.
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Community programs and services address
mental health needs directly and indirectly. For
instance, a trained therapist may address mental
health issues directly by providing intensive in-
home therapeutic services. Other programs may
improve youth’s mental health indirectly through
increasing self-worth and developing positive
peer relationships. For example, Girls Scouts
may engage girls in fundraising activities to build
self-esteem and interpersonal skills. Community
athletic leagues may focus on engaging youth in
sports to increase discipline and prevent violence.
Youth vary in the type and severity of mental
health needs. Therefore, a variety of approaches
and programs are necessary to help a population
with diverse needs and lifestyles.

Community-Based Programs in Schools
Schools are desirable community settings in
which mental health needs of youth can be
addressed. Schools are located in communities
and the demographics, characteristics, and prob-
lems of students in schools often parallel the
demographics and problems of the community in
which schools are located. Schools provide up to
70 % of all mental health services (Hoagwood &
Johnson, 2003).

Schools provide an optimal environment for
addressing children’s mental health needs for
several reasons (Huberty, 2012). One, there are
more opportunities to identify problems early in
child development before a mental health prob-
lem gets out of hand. Poor social and peer rela-
tionships are often first observed in a school
environment as youth may exhibit behaviors in
school that they do not exhibit in the home. Two,
the vast majority of all children attend public or
private schools and youth spend a significant
amount of time in school for the first 17-18 years
of life. Three, parents may be more willing to
participate in a school-based program rather than
a clinic or hospital-based program. African
American parents in particular may welcome
school-based mental health services because
these services may not be viewed as mental
health services but educational services. Four,
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schools can provide the environment where com-
prehensive services that address all major areas
of a child’s life can be addressed.

Community-Based Programs in African
American Churches Churches are also an opti-
mal setting for mental health intervention, given
the centrality of religion and spirituality in the
lives of African Americans. The African
American Church has historically been a corner-
stone of the African American community and
thus has an important role as a source of mental
health support and resources. African Americans
are one of the most religious ethnic groups in the
USA and about 79 % of African Americans
believe religiosity is important (PEW, 2009).
African American youth are also more likely to
consider themselves religious and attend church
activities at higher prevalence than White or
Hispanic youth.

Many churches offer opportunities for youth
to engage in positive activities and to learn
together. These may include weekly Bible stud-
ies, prayer meetings, youth group meetings, and
choir rehearsals. Other youth-specific activities
involve athletic teams, service groups, field trips,
and cultural enrichment activities. These activi-
ties provide opportunities for positive peer rela-
tionships, character development, and growth in
self-awareness. Moreover, religious activities
provide a context for faith messages, principles,
and health messages that reinforce healthy living
and staying away from problem behaviors (e.g.,
drug use, delinquency, risky sexual behavior).
Participation in religious activities may help
youth understand how to apply the principles and
religious doctrine to their own lives. The applica-
tion of these principles may then lead to fewer
mental health issues and improved psychosocial
well-being.

Finally, religious institutions can be places
in which mental health and other positive inter-
ventions can be implemented. The study by
Epstein et al. (2007) described earlier is an
example of how community-based participa-
tory research involving 12 African American
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churches resulted in a culturally congruent drug
education curriculum for African American
children.

Programs that Address Mental
Health Needs and Psychosocial
Well-Being

The National Registry of Evidence-Based
Programs and Practices (NREPP) is a registry of
more than 330 substance abuse and mental health
interventions for children and adults. We searched
NREPP for interventions that met the following
criteria: (1) ages: between 0 and 17; (2) ethnicity:
African American or Black; (3) settings: school,
home, and other community; and (4) areas of
interest: mental health promotion and mental
health treatment. One hundred and six interven-
tions met these criteria. We conducted a second
search of the NREPP registry using criteria 1-3
and changed criterion 4 to substance abuse pre-
vention and substance abuse treatment. Seventy-
eight interventions met these criteria.

Most of the NREPP interventions targeted
social skills, delinquency, academic performance,
and other problem behaviors, along with mental
health and substance use. The majority of inter-
ventions on NREPP were not developed specifi-
cally for African American youth although a few
were developed for racial and ethnic minority
youth. In addition to community-based programs
and interventions in the NREPP, we identify and
provide examples of cultural programs that have
been implemented in African American commu-
nity settings. These programs and interventions
are not meant to be exhaustive, but to provide
examples of the diversity of programs responsive
to the mental health of African American chil-
dren and adolescents. These programs are orga-
nized by domain including (1) community-based
programs that promote positive emotional and
behavioral well-being; (2) community-based pro-
grams that deter risky behaviors; (3) community-
based programs that address depression and
anxiety; and (4) community-based programs that
promote cultural attributes.
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Community-Based Programs
to Promote Positive Emotional
and Behavioral Well-Being

Community programs, such as Boy Scouts and
Girl Scouts and the Boys and Girls Club, pro-
mote positive emotional health and prosocial
behavior through several mechanisms: (1) These
programs connect youth to other peers in their
communities who are involved in similar positive
and prosocial activities. Peers are the most influ-
ential source in preventing or contributing to
delinquency, substance use, and risky sexual
behavior (Bolger et al., 1998; Hussong, 2000).
(2) These programs provide monitoring and
structured after-school activities that deter youth
from engagement in risky activities. Research
suggests that participation in structured after-
school activities is linked to fewer problem
behaviors and better academic performance
(Fashola, 2011). For this reason, the US
Department of Education (2014) has funded
after-school programs such as the Empowerment
Zone and 21Ist Century Community Learning
Centers located in high-poverty and low-
performing school districts to provide the struc-
ture that these types of programs provide. (3)
These programs generally link youth to an adult
mentor, or coach who is culturally similar to
them and who can become a supportive adult.
Natural mentorship such as these developed from
a coach, or teacher, or club leader during adoles-
cence has been linked to improved psychological
well-being among young African American
adults (Hurd & Zimmerman, 2014). (4) These
programs provide opportunities for youth to
develop leadership and interpersonal skills that
promote efficacy, and positive self-worth. Many of
these programs provide opportunities for youth
to engage in service activities within their com-
munities, increasing their prosocial behavior
along with their leadership skills.

Boys and Girls Club The Boys and Girls Club
of America (BGCA) is a well-known and long-
standing community program that promotes posi-
tive psychosocial development for African
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American youth, as well as youth of other ethnic
groups (Anderson-Butcher, Newsome, & Ferrari,
2003; BGCA, 2014b). The mission of the Boys
and Girls Club is to cultivate productivity, care,
and citizenship. Members of the Boys and Girls
Club gain opportunities for lasting relationships
with caring adults, a safe place to learn, and
experiences to develop character and hope. They
also engage in sports, art, and academic activi-
ties, among many other activities. Experiences in
the BGCA may promote self-esteem as well as
overall emotional and behavioral well-being.
The Boys and Girls Club has been in existence
for over 100 years with participation by approxi-
mately 4 million youth through its various pro-
grams and outreach strategies (BGCA, 2014a).
There are over 4000 chartered club locations
across the nation, including 1400 in schools and
300 in public housing. Approximately 55 % of
club members are males and 45 % are females.
Boys and Girls Clubs reach a diverse population
of youth. Thirty percent are African American.

Boy Scouts and Girl Scouts Many African
American youth participate in Boy Scouts and
Girl Scouts, which are in both rural and urban
communities. Boy Scouts and Girl Scouts groups
are also found in many African American
churches. Boy Scouts and Girl Scouts have long-
standing histories as community programs serv-
ing African American youth. Although there has
been some historical controversy about member-
ship in the Boy Scouts due to the exclusion of gay
boys, this has changed recently as membership in
Boy Scouts cannot be denied based on sexual
preference (Boy Scouts of America, 2014).
Founded in 1910, the Boy Scouts’ purpose is to
help boys to cultivate character, citizenship, and
physical fitness (Boy Scouts of America, 2014).
The Cub Scout program is open to boys ages
7-10 and Boys Scouts is for boys ages 11-18.
Girl Scouts was founded in 1912. Currently,
there are approximately 2.3 million girl scouts
across 92 countries. Scout subgroups include the
Daisies (grades K-1), Brownies (grades 2-3),
Juniors (grades 4-5), Cadettes (grades 6-8),
Seniors (grades 9—10), and Ambassadors (grades
11-12). Girl Scouts seeks to develop courage, char-
acter, and confidence in its scouts in order to better
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the global community (Girl Scouts, 2014b). Girl
Scouts has a commitment to diversity and seeks to
maintain diversity across its members. In fact,
executive leadership of Girl Scouts has been his-
torically and currently African American women
and other women of color (Girl Scouts, 2014a).
Scout groups are housed in a variety of community
locations including schools, and churches.

Boy and Girl Scouts engage in many enrich-
ment activities. They participate in outdoors and
sports activities that develop discipline and envi-
ronmental responsibility. Scouts also complete
community service projects that bolster citizen-
ship and character. Teamwork and peer bonds are
important aspects of all activities the scouts
engage in, from service projects, to selling cook-
ies each year. Scouts gain leadership and social
skills that aid in their success within and outside
of scout activities. Through participation in vari-
ous activities, scouts earn badges and receive
awards. Badges and awards may encourage par-
ticipation, increase self-esteem and self-efficacy,
motivate youth to set and work toward goals, and
reinforce the values taught by Boy and Girl
Scouts.

Schoenberg, Salmond, and Modi (2012) con-
ducted an evaluation of the long-term impact of
participating in Girl Scouts using quantitative
and qualitative methods. A nationally representa-
tive sample of approximately 3550 women ages
18 and older was surveyed via telephone or
online survey, with roughly 50 % being scout
alumni. Additionally, qualitative data was col-
lected via focus groups (10 groups), interviews
(N=20), discussions in an online community
(N=30-50), and video oral histories (N=12).
Girl Scout alumni reported higher sense-of-self,
education, community service, civic engagement,
and income relative to non-alumni. These find-
ings suggest that participation in scouts may be a
viable community-based program to promote
positive emotional and behavioral health for
African American youth.

Big Brothers Big Sisters Big Brothers Big
Sisters (BBBS) is a long-standing, community-
based mentorship program that pairs adult
mentors with youth mentees (Tierney, Grossman,
& Resch, 2000). Youth “littles” as they are called,
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are between the ages of 5 and 18 and most live in
single-parent households. The application pro-
cess includes a written application, and interview
with parent and child, and a home assessment to
determine eligibility for participation. The volun-
teer “big” and the youth “little” meet two to four
times monthly for at least 1 year, with each meet-
ing lasting approximately 4 h. The BBBS pro-
gram does not target particular emotional or
behavioral issues, but focuses on the overall posi-
tive development of the child. The youth’s posi-
tive development in the program is centered on
the relationship of trust and mentorship that
grows between the adult volunteer and youth.

In an evaluation study of the BBBS program,
1138 10- to 16-year-olds were assessed to deter-
mine the impact of participating in the program
(Tierney et al., 2000). The sample was comprised
of approximately 57 % minority youth, of which
70 % were African American. Participants were
randomly assigned to the treatment or wait-list
control conditions. Upon determination of eligibil-
ity, participants in the treatment group were imme-
diately matched with a big brother or sister and
began the mentorship program. Control partici-
pants were placed on an 18-month wait-list
(Tierney et al., 2000). Findings indicated that
youth in the treatment group were less likely to
initiate drug or alcohol use than youth in the con-
trol group during the study period (Tierney et al.,
2000). They were also less likely to hit someone.
Moreover, treatment youth skipped class and
school less frequently, reported greater compe-
tence in completing schoolwork, and reported
modest improvement in their grade point average
compared to control youth. Based on these find-
ings, the BBBS program stands as an example of
an effective one-on-one mentorship program for
African American youth.

Community-Based Programs that
Prevent and Decrease Risky
Behaviors (e.g., Substance Use,
Delinquency, and Sexual Risk)

Delinquency, substance use, sexual risk, and
other risky behaviors are of great concern because
of the consequences of these behaviors. The

community, including schools, provides a valu-
able context for prevention and intervention pro-
gramming to protect against these risky behaviors.
Most of the programs described next were devel-
oped specifically for African Americans and
other ethnic minority youth. These programs also
attend to the culture of African Americans and
seek to promote cultural constructs such as racial
socialization and racial pride while decreasing
risk.

The Aban Aya Youth Project The Aban Aya
Youth Project (also known as the Collaborative
HIV Prevention and Adolescent Mental Health
Project, CHAMP) is a program that targets risky
behaviors of African American youth (Li & Flay,
2009). Aban Aya comes from the Akan language
of Ghana and represents the terms for “fence” or
“protection” and “self-determination.” The Aban
Aya Youth Project was developed to target five
risky behaviors, including violence, provoking
behavior, school delinquency, substance use, and
risky sex behaviors. The program includes a
social component that is implemented by teach-
ers in the classroom, along with a community
component that involves the community that sur-
rounds the school. The social development com-
ponent is implemented with African American
youth over 4 years, from fifth to eighth grade.
Teachers lead sessions lasting 40—45 min that
focus on cultivating different skill sets, such as
conflict resolution and drug refusal skills. The
sexuality component of the curriculum provides
an emphasis on abstinence as well as safe sex
practices for youth who are sexually active.

The program also attends to the development
of intrapersonal factors such as self-esteem and
cultural pride along with strengthening ties
within the family and the community. The school
community component utilizes empowerment
sessions held in the community to reinforce and
disseminate the skills the youth learn in the
classroom. These empowerment sessions include
parent workshops, as well as an initiative to fos-
ter community ties between parents, schools, and
local agencies and businesses.

An evaluation compared the Aban Aya Project
to a general health curriculum (Flay, Graumlich,
Segawa, Burns, & Holliday, 2004). Schools were
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randomly assigned to a treatment condition in
which Aban Aya was implemented, and to the
general health curriculum condition. Students
from 12 schools were followed and surveyed at
various time points from fifth to eighth grade.
Findings indicated that participation in the Aban
Aya program was related to a reduction in the rate
of increase for several risky behaviors among
African American boys. The rates of increase in
violent behavior, provoking behavior, delin-
quency, drug use, and recent sexual intercourse
were all reduced (Flay et al., 2004). Additionally,
the rate of increase improved for condom use.
The Aban Aya Youth project was found to be an
effective intervention for African American male
youth ages 10—14; however, no significant effects
were found for African American girls. This
evaluation shows that programs may differ in
effectiveness for boys and girls; therefore, it may
be important to develop gender-specific programs
for reducing risk.

Strong African American Families (SAAF)
SAAF is primarily a substance abuse prevention pro-
gram whereby African American youth and parents
participate in 14 h of skill-building sessions for 7
weeks (Brody, Chen, Beach, Philibert, & Kogan,
2009). The SAAF program was designed to prevent
substance use and behavior problems among youth
by strengthening family interactions and prepar-
ing youth for a successful transition into adoles-
cence. Each week youth and parents participate
in one hour of separate, concurrent sessions, fol-
lowed by a one-hour joint session. During these
joint sessions, families practice the skills they
learn in the separate sessions. Parent sessions
include topics such as, monitoring, racial social-
ization, communication about sex with youth,
and establishing clear expectations for youth
alcohol use. Topics covered in the youth sessions
include, the importance of household rules and
goal setting, how to behave when encountering
racism, and characteristics of peers who are sexu-
ally active and/or alcohol users.

Brody et al. (2006) evaluated the SAAF pro-
gram using a cluster-randomized design.
Participants included African American 11-year-
olds and their primary caregivers. A total of 332
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families from nine rural communities participated.
Community-level randomization was used to sep-
arate prevention and control communities. The
investigators found that youth in the prevention
condition were less likely to initiate alcohol use.
Of the youth who reported using alcohol, partici-
pants in the prevention condition reported slower
increases in alcohol consumption over time com-
pared to those in the control condition. These find-
ings held true in the long-term, indicating that
participation in SAAF as a preadolescent may be
protective against alcohol use during adolescence
(Brody, Chen, Kogan, Murry, & Brown, 2010).

In another study, Brody et al. (2009) examined
the impact of the program on rural youth with a
higher genetic risk for problem behaviors.
Participants included 641 African American fami-
lies from rural Georgia. Youths’ participation in
risk behaviors was evaluated at three time points
across 29 months (pretest, posttest, and long-term
follow-up). The genetic vulnerability factor of
interest was assessed 2 years following the long-
term follow-up assessment. Participants in the
control condition who had the genetic risk showed
greater increases in risk behaviors over the 29
months than SAAF youth with the genetic risks, as
well as youth in both conditions who did not have
the genetic risk factor. These findings are signifi-
cant as they imply the potential mitigating impact
SAAF may have on genetic risk for problem
behaviors among rural African American youth.

In still another study of the effectiveness of
the SAAF, Brody et al. (2012) examined the
impact of the SAAF program on conduct prob-
lems and substance use. Data were collected
from 502 black families in rural Georgia, who
were assigned randomly to SAAF or an atten-
tion control condition. Self-report measures on
conduct problem behaviors, substance use,
substance use problems, and depressive symp-
toms were collected from teens (mean age=16)
at pretest and again at posttest (mean
age=17 years, 10 months). The authors found
that participants in the SAAF lowered increases
in conduct problem behavior, substance use,
substance use problems, and depressive symp-
tom. Adolescents in SAAF reported lower
problem behavior than did adolescents in the
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attention control condition across the 22 months
between pretest and long-term assessment.

REAL (Responsible, Empowered, Aware,
Living) Men REAL is an HIV prevention pro-
gram that targets adolescent boys, ages 11-14,
and their father figures (Dilorio, McCarty,
Resnicow, Lehr, & Denzmore, 2007). The pro-
gram is intended to reduce risky sexual behaviors
and negative outcomes by focusing on HIV pre-
vention, delaying sexual intercourse, increasing
condom use for boys who are sexually active, and
increasing boys’ communication with fathers or
father figures. Fathers attend seven sessions
where they engage in discussions about how to
communicate with their sons, parental monitor-
ing, and their sons’ relationships with peers.
Topics also include general sex discussions as
well as information about how HIV is transmitted
and prevented. Sons attend the final session with
their father figure. Participation in REAL has
been shown to be effective at delaying sexual
intercourse and increasing condom use if sexu-
ally active 6 months post-intervention. Moreover,
father figures who participated in the intervention
reported more sex-related discussion with their
sons compared to father figures in the control
group. REAL may be beneficial in protecting
African American boys against sexual risk and
enhancing their relationships with men who are
influential in their lives (Dilorio et al., 2007).

Community-Based Programs
for Addressing Depression
and Anxiety

Community-based mental health initiatives
should also address barriers to mental healthcare
seeking. Breland-Noble et al. (2012) developed
and tested a motivational interviewing interven-
tion that encouraged African American youth
with depression to engage in a 2-phase treatment
intervention trial. The African American
Knowledge Optimized for Mindfully Healthy
Adolescents (AAKOMA) Project (Breland-
Noble, Burriss, Poole, & AAKOMA Project
Advisory Board, 2010) is a 2-phase depression

intervention. Phase 1 was a qualitative study in
which a community sample of African American
youth and adults discussed perceptions of adoles-
cent depression, as well as barriers to engage-
ment in treatment and research. During Phase 2,
a manualized treatment on motivational inter-
viewing was developed to be used to increase
African American youth’s readiness for depres-
sion treatment.

AAKOMA FLOA The AAKOMA FLOA inter-
vention is described in a manual (AAKOMA
Family Leadership over Adolescent Depression
[FLOAY]) and included four steps (Breland-Noble,
2012). The first step was a phone screening to
ensure that participants meet the inclusion crite-
ria. Adolescents who met the inclusion criteria
were scheduled to attend an initial in-person
meeting that involved informed consent, verifica-
tion of inclusion criteria, and collection of base-
line data. Next, youth were randomized to a
treatment or delayed control condition.
Adolescents in the treatment condition received a
brief phone call to go over treatment resistance
based on the baseline assessment. Intervention
sessions were then scheduled for the clinician to
meet with the youth and parents. These sessions
were focused on decreasing cultural and psycho-
logical barriers to treatment engagement for
depression. Clinicians and parents discussed bar-
riers to seeking treatment for youth in session
one. Some of these barriers included confidenti-
ality, depressive disorders in adolescents, roles of
mental health workers, negative past experiences
with mental healthcare, and skills to motivate
youth to engage in treatment. Clinicians and ado-
lescents discussed the adolescents’ readiness to
engage in depression treatment as well as any
family concerns that could hinder treatment
engagement.

In session two, the clinician and family dis-
cussed the work that was needed for obtaining
treatment, any homework or leftover topics
from the first session, and a plan for the sugges-
tions provided by the clinician. Fifteen-twenty
treatment referrals were provided to families to
assist them in choosing a clinician and obtain-
ing treatment.
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Breland-Noble (2012) conducted a pilot test
of the treatment engagement intervention. A
sample of 16 youth was randomized to the treat-
ment and delayed control conditions. Inclusion
criteria included youth aged 11-17, with a diag-
nosis of unipolar depression. All of the interven-
tion participants initiated depression treatment
following the intervention compared to 75 % of
the delayed control participants. The motiva-
tional interviewing intervention was found to be
effective in increasing engagement in treatment.
The author suggested that this may be due to
increased self-efficacy in treatment-seeking and
greater comfort with the treatment process,
among other factors. This study highlights the
necessary steps that need to be taken to engage
African American youth and families in mental
health treatment.

LAST Grief and Trauma Intervention for
Children African American youth are more
likely to experience grief and trauma than adoles-
cents from other racial/ethnic groups (National
Research Council, 1993; Viboch, 2005). The
Project Loss and Survival Team (LAST) is a
manualized intervention developed to help ele-
mentary aged (7-12) youth work through grief
and trauma resulting from death, disaster, or vio-
lence (Salloum & Overstreet, 2008). The pro-
gram consists of 10 weekly sessions that lead
participants through three phases including, (1)
safety and resilience, (2) restorative retelling,
and (3) reconnecting. Sessions are approxi-
mately 1 h in duration. Project LAST is grounded
in an ecological systems approach and is
intended to be developmentally and culturally
appropriate for the target population. It has been
delivered in group and individual formats, with
participants in the group format receiving an
additional one-on-one session. The primary
goals of Project LAST are to (1) educate youth
about grief and trauma; (2) help youth develop a
coherent narrative of the traumatic experience,
as well as express their thoughts and emotions in
a meaningful way; and (3) reduce traumatic
stress symptoms.

Following Hurricane Katrina, the Children’s
Bureau of New Orleans implemented Project
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LAST in three new elementary schools opened
to accommodate children in flooded areas of the
city (Salloum & Overstreet, 2008). All three
schools offered the intervention as part of an
after-school program and one school also
offered it as a part of their in-school mental
health services. A total of 56 youth with at least
moderate  PTSD symptoms were randomly
assigned to either the group or individual format
of the intervention. The majority of the partici-
pants were African American (89 %). Although
Project LAST was implemented as a response to
trauma and grief brought on by Hurricane
Katrina, several of the participants reported hav-
ing previously experienced violence-related
trauma. Participants completed measures of
disaster-related exposure, PTSD symptoms,
depression, traumatic grief, and distress at pre-
test, posttest, and 3 weeks following the post-
test. All of the outcome variables significantly
decreased from pretest to posttest and follow-
up. There was no difference in effects for par-
ticipants in the individual versus group format
(Salloum & Overstreet, 2008). These findings
support the utility of this school-based grief and
trauma intervention for elementary school-aged
children.

Coping and Support Training (CAST) CAST
is a suicide prevention program that has been
used for African American youth as well as youth
of other ethnic groups (Eggert, Thompson,
Randell, & Pike, 2002). The program targets
youth ages 14—19 who are at risk for suicide, as
determined by a psychological screening. Youth
participate in a 6-week series of 12 55-minute
sessions in a group of 5-7 other youth. Trained
high school teachers, counselors, and nurses
facilitate the sessions. The goals of CAST include
decreasing depression, anger, and drug involve-
ment, as well as improving academic perfor-
mance. The intervention employs life skills
training and social support from fellow group
members to facilitate attainment of these goals.
Session topics include goal setting and monitor-
ing, decision-making skills, anger and depression
management, “school smarts,” and control of
drug use and relapse prevention. Moreover, youth
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work on building self-esteem and recognizing
their own progress, as well as supporting one
another through the program.

A randomized clinical trial was employed to
evaluate the impact of participation in CAST on
youth at risk of suicide. Participants were ran-
domized to the treatment condition or a usual
care condition. CAST participants reported less
suicidal risk behavior at the posttest than partici-
pants in the usual care condition (Eggert et al.,
2002; Thompson, Eggert, Randell, & Pike, 2001).
CAST participants also indicated decreases in
their positive attitudes toward suicide, suicidal
ideation, and depression at 9-month follow-up.
Moreover, intervention participants’ reported a
greater sense of perceived personal control in life
and greater problem-solving skills at the 9-month
follow-up than control participants. The findings
support the effectiveness of the school-based
CAST as a support for youth at risk of suicide.

Community-Based Programs that
Promote Cultural Attributes

Considerations of culture are particularly impor-
tant to the mental health of African Americans.
Ethnic identity and other cultural attributes are
linked to personal well-being for African
American youth and other youth of color
(Rodriguez, Umaiia-Taylor, Smith, & Johnson,
2009; Smith & Sylva, 2011). High racial/ethnic
identity is associated with several favorable
developmental outcomes including increased
academic achievement (Bernal, Saenz, & Knight,
1995), more positive self-esteem and self-worth
(Townsend & Belgrave, 2000), more prosocial
behaviors (Smith, Walker, Fields, Brookins, &
Seay, 1999), and less substance use and risky
sexual behaviors (Belgrave, Brome, et al., 2000;
Belgrave, Marin, & Chambers, 2000).

Culturally competent interventions that con-
sider racial and ethnic identity (and related cul-
tural constructs) are likely to be more effective
than those that do not. Griner and Smith (2006)
conducted a meta-analysis of culturally adapted
mental health interventions to examine the bene-
fit of adapting mental health interventions to be

culturally salient for a particular group rather
than using a more universal approach. The results
indicated that across 76 studies, there was a mod-
erately strong benefit of culturally adapted inter-
ventions. Culturally salient interventions that
were modified for a specific group were four
times as effective as generic interventions deliv-
ered to a diverse group of clients. Thus, culture is
important to address in mental health efforts.
Programs that promote cultural pride and other
positive cultural attributes may be especially
important and may attenuate discrimination and
unfavorable community context on mental health
outcomes for African American youth. We
describe two programs that have promoted cul-
tural attributes among African American youth
next.

Sisters of Nia This is a cultural enrichment pro-
gram that focuses on topics related to African and
African American culture (Belgrave, Cherry,
Butler, & Townsend, 2008). Nia is a Swahili
word meaning purpose. The 15-session program
was created for African American girls in grades
five through nine. The program has been imple-
mented in several community settings including
Boys and Girls Clubs, low-resource housing
communities, middle schools, and in other com-
munity settings.

The content and the format of Sisters of Nia
are designed to enrich African American girls
cultural experiences and promote racial identity.
At the first session, girls are organized into small
groups called jamaas (Kiswahili for family).
A leader, called an mzee, facilitates discussions
and activities with the participant groups. Weekly
group sessions are focused on themes around the
seven principles of Kwanzaa that include, umoja
(unity), kujichagulia (self-determination), ujima
(collective work and responsibility), ujamaa
(cooperative economics), nia (purpose), kuumba
(creativity), and imani (faith). Participants engage
in group discussions and activities and work on
planning for the future, building relationships,
and increasing self-esteem and ethnic pride.

Fifty-nine African American adolescent
females participated in an evaluation study of
Sisters of Nia (Belgrave et al., 2004). Participants
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were recruited from two middle schools in the
Southeast and had an average age of 11.8 years.
Participants in the control group participated in
after-school tutoring sessions. Intervention and
control participants completed baseline and post-
test assessments of ethnic identity, gender roles,
and relational aggression. Girls in the interven-
tion group reported a significant increase in eth-
nic identity and a marginally significant increase
in androgynous gender roles. Findings also
showed that girls in the intervention had decreases
in relational aggression. These changes were
attributed to the communal and relationship-
oriented sessions that focus on the cultural attri-
butes of African Americans. Changes in
protective cultural attributes (e.g., ethnic identity,
gender roles, and relationships) following partici-
pation in Sisters of Nia provide support for the
inclusion of culturally relevant materials and for-
mat for mental health interventions.

Brothers of Ujima The program is similar to
Sisters of Nia for African American boys
(Belgrave, Allison, Wilson, & Tademy, 2011).
Brothers of Ujima has been implemented in
churches, Boys and Girls Clubs, and in low-
resource housing communities. Similar to Sisters
of Nia, African American boys (ages 10—14) are
divided into jamaas and sessions are facilitated
by an mzee. The objectives of Brothers of Ujima
are to cultivate creativity, increase awareness of
African American culture, and provide opportu-
nities of boys to learn from successful, African
American male role models. Brothers of Ujima
enables African American males to work together
to set goals, and gain increased self-esteem, racial
identity, and personal responsibility.

Evidence supporting the effectiveness of
Brothers of Ujima curriculum is limited due to an
insufficient control group. However, an evaluation
of the implementation of Brothers of Ujima showed
high levels of engagement and satisfaction among
program participants and their parents (Belgrave,
2010). Interviews conducted with parents, mostly
mothers’ revealed high parental endorsement of
their son’s participation in the program. Parents
liked the relationship building between facilitators
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and participants, which yielded strong bonds
similar to those with a father figure. Mothers also
reported that boys engaged in more communica-
tion with them including sharing of academic
successes and difficulties. Mothers also com-
mented on behavioral changes they observed in
their sons following participation in Brothers of
Ujima. Mothers reported that their sons were more
responsible for homework and house duties,
younger siblings, and required repeated instruction
less frequently. Brothers of Ujima appears
promising in positively impacting African
American boys’ self and identity. However, given
the lack of a control group, further examination is
necessary to assess the effectiveness of this cultural
curriculum. Both Sisters of Nia and Brothers of
Ujima can be adapted for implementation in a vari-
ety of community settings.

In summary, there are several community-
based programs that can be used to address
African American children and adolescents’
mental health. These range from community-
based programs such as the Boys and Girls Club
to evidenced-based programs. However, much
more is needed.

Conclusion

Communities offer an optimal context in which to
provide a broad array of mental health services for
African American children and adolescents.
Communities can be sources of both risk and
protection for African American children. Family
and cultural protective factors can attenuate the
poor mental health and psychosocial outcomes
that occur from residing in low-resource commu-
nities. Communities can also provide social bond-
ing and other sources of support and deter youth
from problem behaviors. Mental health services
provided in the community are more likely to
resonate culturally with African Americans than
those provided in more traditional settings such as
hospitals and clinics. Community-based partici-
patory research and practices is the preferred way
for engaging African American youth and fami-
lies in mental health research and services.
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Community-based mental health services can
be provided in schools, faith-based institutions,
the home, and other community organizations.
There are several types of mental health programs
for African American youth and families, includ-
ing programs such as the Boys and Girls Club, as
well as programs that have undergone a rigorous
process of development, implementation, and
evaluation. However, much more is needed, as
there are limited culturally congruent, commu-
nity-based programs that have been developed
specifically for African American youth.
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Conduct Disorder
and Oppositional Defiant Disorder

Phillippe B. Cunningham, Jeff Randall,
Stacy R. Ryan, and Beata DaNine Fleming

Introduction

The leading cause of mental health referral for
children and adolescents are Disruptive Behavior
Disorders (DBDs: e.g., conduct disorder, opposi-
tional defiant disorder). Numerous studies have
documented that youth diagnosed with DBDs
experience poor outcomes across multiple areas
of functioning including disrupted interpersonal
relationships with family (Barrett, Katsiyannis, &
Zhang, 2010) and friends, lower educational and
vocational functioning, and health risk (Hinshaw,
1992). In addition, youth diagnosed with a DBDs
are at an increased risk of comorbid substance
abuse and a variety of other mental health prob-
lems that often persist into adulthood (Chan,
Dennis, & Funk, 2008). For example, youth diag-
nosed with conduct disorder are at increased risk
for significant negative adult outcomes that can
include being diagnosed with an antisocial per-
sonality or substance abuse disorder, criminal or
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violent offending, and imprisonment (Moffitt &
Scott, 2008). Thus, it is not surprising that DBDs
among children and adolescents have become a
major public health concern for many parents,
community leaders, policy makers, clinicians,
and researchers. This concern is particularly
heightened for African American youth who are
at risk for developing a DBD (Crystal, Olfson,
Huang, Pincus, & Gerhard, 2009). This chapter
will examine two of the most prevalent disruptive
behavior disorders of childhood: Oppositional
Defiant Disorder (ODD) and Conduct Disorder
(CD) in African American youth (Roberts,
Roberts, & Xing, 2007).

As the US Surgeon General observed,
“Striking Disparities” in mental health treatment
is a major public health challenge for people of
color who are burdened by unmet mental health
needs that undermine their overall health, produc-
tivity, and longevity (US Department of Health
and Human Services, 2001). Many in the mental
healthcare community have voiced concerns that
current psychotherapies may not be particularly
relevant for or helpful with ethnic minority popu-
lations (Nieuwsma, 2007). A well-established lit-
erature indicates that compared with Whites,
ethnic minority youth underutilize mental health
services (Atkinson & Gim, 1989; Garland et al.,
2005), terminate  treatment  prematurely
(Armbruster & Fallon, 1994; Miller, Southam-
Gerow, & Allin, 2008; Sue, 1977), attend fewer
sessions (Bui & Takeuchi, 1992), and realize
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fewer clinical benefits (Weersing & Weisz, 2002).
This should not be surprising as mental health
treatment is embedded in Western culture and
derived from studies mainly with Anglo/European
populations (Jezewski & Sotnik, 2001).

The primary purpose of this chapter is to exam-
ine the prevalence and treatment of ODD and CD
and associated health disparities among African
American youth. We first discuss the prevalence
of ODD and CD among children and adolescents
in general, and specifically with African American
youth; present an overview of the DSM-V
(American Psychiatric Association, 2013) diag-
nostic criteria for ODD and CD; and followed by
a section on treatment of ODD and CD in African
American youth. Each section includes pertinent
empirical information on existing health dispari-
ties in the prevalence and treatment of ODD and
CD for African American youth.

ODD and CD Prevalence Rates:
General Population

There are several literature reviews summarizing
prevalence rates of psychiatric disorders in youth,
including ODD and CD specifically (e.g., Canino,
Polanczyk, Bauermeister, Rohde, & Frick, 2010;
Costello, Messer, Bird, Cohen, & Reinherz,
1998; Roberts et al., 2007). While prevalence
rates for the presence of any psychiatric disorder
in youth vary widely across studies (e.g.,
13-51 %; Vicente et al., 2012), prevalence rates
for ODD and CD seem to follow a consistent pat-
tern. Estimated rates of ODD in the past 30 days
to 3 months range between 2.7 % and 2.9 %
(Costello, Mustillo, Erkanli, Keeler, & Angold,
2003; Kessler et al., 2012; Roberts et al., 2007),
and increase to approximately 8.3 % as the time-
frame for assessment increases (i.e., previous 12
months; Kessler et al., 2012). Estimated rates of
CD in the past 30 days to 3 months range between
1.5 % and 2.7 % (Costello et al., 2003; Kessler
et al., 2012), and increase to 2.1-5.4 % for the
previous 12 months (Kessler et al., 2012;
Merikangas et al., 2010; Roberts et al., 2007),
and increase still further to 9.5 % when the time-
frame is lifetime (Nock, Kazdin, Hiripi, &
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Kessler, 2006). When clinical impairment is
adjusted, prevalence rates for ODD and CD
decrease similarly across estimates. For example,
Roberts et al. (2007) estimated the rates of ODD
to be 2.7 %, which decreased to 1.3 % when
adjusting for impairment. Similarly, Merikangas
et al. (2010) estimated the rates of CD to be
2.1 %, which decreased to 1.7 % when adjusting
for impairment.

In addition to considering assessment win-
dows and clinical impairment, prevalence rates
for ODD and CD vary slightly depending on age
and gender. More specifically, while the above
noted total prevalence rates for ODD appear to be
consistent across sampled age ranges, prevalence
for CD varies slightly depending on the ages of
youth sampled. Primarily, as age increases, prev-
alence of CD increases as well. For example,
lower prevalence rates for CD include children
ages 815 (1.7-2.1 %; Merikangas et al., 2010).
When 16 is the upper age limit, prevalence rates
increase slightly to 2.7 % (Costello et al., 2003),
and when 17 and 18 year olds are included, prev-
alence rate increases more substantially to 5.4 %
(Roberts et al., 2007).

To our knowledge, there are few reports of
recent prevalence rates for ODD by gender within
the USA. Of the available reports, males (3.1 %)
have a slightly higher prevalence rate than girls
(2.1 %; Costello et al., 2003). Earlier reviews of
the literature revealed inconsistent findings for
gender differences in ODD (Lahey, Miller,
Gordon, & Riley, 1999). Quantitative analyses of
gender differences in prevalence rates of ODD
revealed ODD is significantly more common in
boys (Maughan, Rowe, Messer, Goodman, &
Meltzer, 2004). A limitation of this study, how-
ever, is that estimates used clinically confirmed
diagnoses of ODD. Research shows that girls are
less likely to receive a clinically confirmed diag-
nosis of ODD (Heflinger & Humphreys, 2008),
therefore these analyses may underestimate the
prevalence of ODD in girls. Studies with power
to detect gender differences in the examination of
ODD are needed.

It is well established that CD is more prevalent
in males (Lahey et al., 1999; Maughan et al.,
2004). Our review of more recent prevalence
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rates coincides with these previous reports.
Prevalence rates of CD for boys range between
2.3 % and 4.2 % (Costello etal., 2003; Merikangas
et al., 2010), and decrease when impairment is
considered. Prevalence rates for girls range
between 2.1 % and 2.7 %, and also decrease
when impairment is considered.

ODD and CD Prevalence Rates:
Cross-Cultural Comparison

The aforementioned prevalence rates are not
without limitations, several of the studies use
samples from specific areas of the USA. For
example, Costello et al. (2003) focused on a rural
area of a Southern state and Roberts et al. (2007)
focused on a metropolitan area within a
Southwestern state. Still, these rates are likely
representative of the population as a whole.
Epidemiological and cohort studies from sev-
eral countries in other continents report similar
prevalence rates of ODD and CD to that reported
from studies in the USA: North America (Benjet,
Borges, Medina-Mora, Zambrano, & Aguilar-
Gaxiola, 2009), South America (Anselmi,
Fleitlich-Bilyk, Menezes, Aradjo, & Rohde,
2010; Fleitlich-Bilyk & Goodman, 2004;
Goodman et al., 2005; Petresco et al., 2014),
Europe (Ford, Goodman, & Meltzer, 2003;
Frigerio et al., 2009; Heiervang et al., 2007; Kim-
Cohen et al.,, 2005; Lynch, Mills, Daly, &
Fitzpatrick, 2006; Petersen, Bilenberg, Hoerder,
& Gillberg, 2006; West, Sweeting, Der, Barton, &
Lucas, 2003; Zwirs et al., 2007), and Asia (Alyahri
& Goodman, 2008; Farbstein et al., 2010; Gau,
Chong, Chen, & Cheng, 2005; Leung et al., 2008;
Pillai et al., 2008). More specifically, prevalence
rates for ODD are reported to range between
1.2 % and 3.2 % when assessed in the previous 3
months, and increase with age and length of
assessment window to 4.0-8.7 %; and similar to
prevalence studies in the contiguous USA, rates
decrease significantly when impairment is
adjusted (e.g., Canino et al., 2004; Ford et al.,
2003; Leung et al., 2008). Prevalence rates for CD
are reported to range between .6 % and 9.0 % also
decreasing when impairment is adjusted (Canino
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et al., 2004; Ford et al., 2003; Leung et al., 2008)
and are highest among older populations and
when the timeframe for assessment increases.
Furthermore, CD is more prevalent in boys than in
girls, with rates ranging from 1.4 % to 14.5 %
compared to .4-3.5 %, decreasing to 3—4 % and
0-.9 % (respectively) when impairment is consid-
ered. Contrary to studies in the USA, there are
consistent reports of gender differences in ODD
in other countries, with boys expressing more
symptoms than girls (Alyahri & Goodman, 2008;
Farbstein et al., 2010; Fleitlich-Bilyk & Goodman,
2004; Ford et al., 2003; Kim-Cohen et al., 2005;
Petresco et al., 2014; Zwirs et al., 2007).

ODD and CD Prevalence Rates:
African American Youth

Given that African American youth are less likely
to initiate care (Cook, Barry, & Busch, 2013)
even when their mental health condition is asso-
ciated with severe impairment (Merikangas et al.,
2011), and African American youth are less
likely to have specialty mental health care or gen-
eral medical services for mental health issues
(Angold et al., 2002; Costello, He, Sampson,
Kessler, & Merikangas, 2014), one might expect
ODD and CD to disproportionately affect African
American youth.

A thorough literature search has revealed
inconsistent results regarding prevalence rates for
ODD and CD in African American youth.
Various investigators and research teams have
found prevalence rates of ODD and CD in
African American youth lower or similar to
Caucasian American youth (Angold et al., 2002;
Costello, Keeler, & Angold, 2001; Roberts,
Roberts, & Xing, 2006), prevalence rates that
match that of Caucasian American youth (Angold
et al., 2002; Costello et al., 2001), or prevalence
rates that are higher than Caucasian youth (Bird
et al., 2001). For example, Angold et al. (2002)
and Costello et al. (2001) both found 3-month
prevalence rates for ODD to be lower in African
American youth (1.1-1.7 % and 1.5-3.6 %,
respectively) compared to Caucasian American
youth (2.7-4.2 % and 1.5-3.6 %, respectively)
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between the ages of 9 and 17. Similarly, Angold
et al. (2002) and Costello et al. (2001) both
reported similar 3-month prevalence rates of CD
for 9-17 year old African American youth (1.4—
4.0 % and 5.3 %, respectively) and Caucasian
American youth (1.2-4.4 % and 5.5 %, respec-
tively). Roberts et al. (2006) found that when the
definition of disruptive behavior disorder (usually
defined as just ODD and CD) included Attention
Deficit/Hyperactivity Disorder, African American
youth had lower prevalence for CD (African
American: 5.7 %, Caucasian American: 7.5 %)
and when adjusting for impairment (defined simi-
larly to other studies), rates decreased and African
American youth remained lower than Caucasian
American youth (African American: 4.5 %,
Caucasian American: 6.4 %).

As previously mentioned, other investigators
have found higher prevalence rates of ODD and
CD among African American youth compared to
that of Caucasian American youth. Using a sam-
ple drawn from four geographic regions of the
USA, Bird et al. (2001) as part of the National
Institute of Mental Health Methods for the
Epidemiology of Child and Adolescent Mental
Disorders (MECA; Lahey et al., 1996) study
found a prevalence rate of ODD of 9.1 % for
African Americans that was higher than the rate
found for Caucasians (8 %; Bird et al., 2001).
Braun et al. (2008) using NHANES data found
that African Americans had a higher rate of CD
(2.98 %) compared to Caucasians (1.94 %),
Mexicans (1.36 %), or “other Hispanics” (2.68 %).
Similarly, Bird et al. (2001) in a cross-sectional
study of 9-17 year olds found that African
American youth had a significantly higher preva-
lence rate of CD (9.9 %) compared to that of
Hispanics (5.8 %) and Caucasians (5.4 %). Studies
that specifically examine prevalence rates among
low-income African American youth generally
find that the rate of CD is considerably higher
compared to studies using nationally representa-
tive samples. For example, Byck, Bolland, Dick,
Ashbeck, and Mustanski (2013) using a commu-
nity-based sample found that the prevalence rate
of CD among low-income African American ado-
lescents was 7.7 %, which is almost 30 % higher
than the rate found in studies using NCS-A data
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(see Kessler et al., 2012). Given that some preva-
lence studies show lower rates, that some show
similar rates, and that others show higher rates,
more research is needed to fully understand and
identify factors that contribute to the discrepancy
in prevalence rates found across studies.

Diagnostic Criteria

The Diagnostic and Statistical Manual of Mental
Disorders (DSM) is a manual published by the
American Psychiatric Association and is used by
mental health professionals to make formal psy-
chiatric diagnoses. The American Psychiatric
Association released the latest version of this
manual, the DSM-V, in 2013. While the preva-
lence rates discussed above are all based on the
DSM, Fourth Edition (DSM-1V)/DSM-IV, Text
Revision (DSM-IV-TR) definitions of ODD and
CD, rates reported here are similar to prevalence
rates estimated using the prior DSM version,
DSM-III (for a review see, Canino et al., 2010;
Roberts, Clifford Attkisson, & Rosenblatt, 1998;
Vicente et al., 2012).

ODD Diagnostic Criteria

According to the DSM-IV, criteria for ODD
include a pattern of behavior lasting at least 6
months and include at least four of the
following:

1. Often loses temper

2. Often argues with authority figures/adults

3. Often actively defies or refuses to comply
with adults’ requests or rules

4. Often deliberately annoys people

5. Often blames others for his or her mistakes or
misbehavior

6. Is often touchy or easily annoyed by others

Is often angry or resentful

8. Is often spiteful or vindictive

~

These behaviors must meet three criteria: (1)
must be displayed more than what is typical for
same age peers, (2) must cause significant clini-



9 Conduct Disorder and Oppositional Defiant Disorder

cal impairment in a major area of functioning
(i.e., social, academic, occupational), and (3)
must not occur exclusively during the course of a
Psychotic or Mood Disorder. In addition, the
child may not meet diagnostic criteria for
Conduct Disorder, and for those older than 18,
Antisocial Personality Disorder.

CD Diagnostic Criteria

According to the DSM-1V, criteria for CD include a
pattern of behaviors that violate social and cultural
norms and infringe upon the rights of others and
can be grouped into four problematic clusters:

. Aggression to people and animals,
. Destruction of property,

. Deceitfulness or theft, and

. Serious violations of rules.

RENELOS I \S R

Across all clusters, three (or more) behaviors
must be present for the past 12 months, with at
least one present for the past 6 months. Similar to
the diagnostic criteria for ODD, in addition to
meeting this threshold, these behaviors must
meet two additional criteria: (1) must cause sig-
nificant clinical impairment in a major area of
functioning (i.e., social, academic, occupational),
and (2) if the individual is 18 years or older, they
cannot meet criteria for Antisocial Personality
Disorder.

Changes Made to DSM-V

There were several changes made from the DSM-
IV-TR to DSM-V criteria for ODD and a minor,
yet notable, change for CD. First, DSM-V now
provides cluster types for ODD symptoms,
including: angry/irritable (often loses temper, is
often touchy or easily annoyed, is often angry
and resentful), argumentative/defiant behavior
(often argues with authority figures/adults,
actively defies or refuses to comply with adults’
requests or rules, deliberately annoys others, and
blames others for his or her mistakes or behav-
ior), and vindictiveness (spiteful or vindictive).
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Criteria for vindictiveness are now specified as at
least twice within the past 6 months. Second,
DSM-V now states that the symptoms cannot
occur during interactions with siblings. Third,
DSM-V no longer considers CD and ODD dis-
tinct constructs as the criteria for DSM-IV sug-
gest. More specifically, ODD may be diagnosed
in the presence of a CD diagnosis. Fourth, addi-
tional information concerning the severity of the
symptoms based on the number of settings in
which symptoms were seen was added to the
DSM-V. A notable change from the DSM-IV-TR
to DSM-V criteria for CD is the specification of
whether an individual demonstrates lack of
remorse or guilt, callousness or lack of empathy,
lack of concern about performance, or shallow or
deficient affect.

Given the changes from the DSM-IV-TR to
DSM-V, it is likely that future studies will show a
change (probably an increase) in estimated prev-
alence rates for ODD. As discussed above, preva-
lence rates for ODD decrease with age. Given the
new diagnostic criteria, we may see prevalence
rates of ODD increase as more clinicians will
consider this diagnosis when also considering a
diagnosis of CD.

Distinctions Between CD and ODD

The distinction between Conduct Disorder (CD)
and Oppositional Defiant Disorder (ODD) is
based on violations of legal statutes and social
mores. Children with ODD do not typically
engage in repeated physical assault, destruction
of property, or deceit. On average, ODD-type
behaviors appear 2-3 years earlier, and “the diag-
nosis implies more circumscribed disturbances of
lesser severity than CD” (Steiner & Remsing,
2007, p. 128). Though behaviors of children with
ODD and CD may overlap, there are distinctions
to be made between different types of problem-
atic behaviors.

Although ODD and CD represent very differ-
ent types of behavior problems, follow-up statis-
tics reflect the overlap between them. About 25 %
of children diagnosed with ODD will later exhibit
behaviors associated with CD. At least 80 % of
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adolescents showing symptoms of CD have a
prior history of ODD. Thus, while most children
with CD include a significant history and presen-
tation of oppositional and defiant features, far
fewer children with ODD will develop the more
severe symptoms of CD. It should be noted, how-
ever, that there is still debate in the field whether
ODD and CD are age-related manifestations of
the same condition (Moffitt & Scott, 2008).

Disparity in the Diagnosis
and Epidemiology of ODD and CD

An additional discussion in the field regarding
ODD and CD is racial disparity. Any discussion
of racial disparities in the diagnosis and epidemi-
ology of ODD and CD must be couched within
the context of the current state of epidemiological
research in mental disorders of childhood and
adolescence, which is still in its infancy relative
to that of adults. As of the 1990s accurate infor-
mation was unavailable on the number of chil-
dren and adolescents in the USA with mental
health disorders; a condition that led the
President’s Commission on Mental Illness and
Health (Nemeroff et al., 2008) to highlight the
need for scientifically rigorous studies to exam-
ine the incidence and prevalence of mental disor-
ders in the USA. Responding to this need, the
National Institute of Mental Health (NIMH)
requested applications “to develop feasible, reli-
able, and valid methods for the assessment of
mental disorders, risk factors, and service utiliza-
tion in youths aged 9-17 years in large scale,
population-based surveys” (p. 856; Lahey et al.,
1996). The MECA (Lahey et al., 1996) study
ushered in such studies designed to identify the
distribution of mental health disorder including
the more recent National Health Interview Survey
(NHIS; Froehlich et al., 2007), NHANES (Braun
et al., 2008; Merikangas et al., 2010), and the
NCS-R (Kessler, Berglund, et al., 2005; Kessler,
Chiu, Demler, Merikangas, & Walters, 2005) and
NCS-A (Kessler et al., 2012).

Unfortunately, because of different methods
of determining diagnostic status used in the pre-
viously reported epidemiological studies and
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major methodological challenges of these studies
in systematically tracking the prevalence and dis-
tribution of mental disorders using nationally
representative samples, our current understand-
ing of multicultural similarities and differences
in the magnitude, risk factors, course, treatment,
and service utilization of mental disorders in
children and adolescents is limited. In addition,
the recent change to DSM-V with the inclusion
of culture and cultural factors in psychiatric diag-
nosis, with its required changes to existing instru-
mentation for diagnosing and assessing mental
disorders, may even further lessen our under-
standing of racial disparities, at least in the
short-term.

Although DSM-V (American Psychiatric
Association, 2013) presents a better understand-
ing of biological and cultural variations in human
psychopathology and now notes that impulse
control and conduct problems often occur to
some degree in developing individuals, the fre-
quency, persistence, pervasiveness, and cross-
situational consistency in behavior relative to
what is normatively expected given a person’s
age, gender, and culture that determine whether
diagnostic criteria are met for these disorders
need further development (DSM-V, 2013). That
is, noting that behaviors consistent with the diag-
nostic criteria for ODD/CD can be impacted by
culture has failed to address adequately concerns
of racial disparity in diagnosis and treatment of
African American youth.

There are several reasons for this continued
concern. First, African American youth are dis-
proportionately exposed to environmental risk
factors (e.g., SES, parental stress, harsh disci-
pline) and environmental toxins (e.g., tobacco
smoke, lead exposure) associated with problems
of self-control of emotions and behaviors relative
to their Caucasian counterparts (Yung &
Hammond, 1997) yet their rates of treatment
access are comparatively much lower (Kodjo &
Auinger, 2004). Second, there is a strong associa-
tion between race and misdiagnosis (McNeil,
Capage, & Bennett, 2002; Worthington, 1992).
For example, Loring and Powell (1988) found
that the more severe labels of psychopathology
were given to African Americans. Third, African
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American youth who display antisocial behaviors
are more likely to be referred to the justice sys-
tem than to the mental health system (Teplin
et al., 2002) as evidenced by their disproportion-
ate overrepresentation in correctional facilities
(Timmons-Mitchell et al., 1997). For example,
while African Americans comprise one third of
youth in the general population, they account for
two thirds of youth in juvenile detention facilities
(Soler, 2007).

The evidence is strong of racial disparities in
confinement of minority youth in juvenile cor-
rectional facilities, due in part to societal factors
such as economics, education, policing deci-
sions, discrimination, and unfortunately, mental
health treatment or the lack thereof. The overrep-
resentation of African American youth in correc-
tional facilities is particular troubling as such
“interventions” are often iatrogenic and serve to
exacerbate conduct problems—one of the most
consistent predictors of problem behavior is
association with deviant peers. Finally, compared
to Caucasians, racial/ethnic minorities have less
access to mental health services, receive poorer
quality services, are less likely to receive mental
health services, and are underrepresented in men-
tal health research (Feinstein et al., 1998; Garland
et al., 2005; US Department of Health and
Human Services, 2001; Wu et al.,, 2002).
Furthermore, minorities are significantly less
likely than Caucasians to seek mental health ser-
vices (Cuffe, Waller, Cuccaro, Pumariega, &
Garrison, 1995; McMiller & Weisz, 1996;
Padgett, Patrick, Burns, & Schlesinger, 1994),
experience greater barriers to receiving services
when they do seek treatment, and are more likely
to drop out of treatment once they receive
services.

Given the aforementioned disparities, more
strategies to facilitate African American youth
and their families entering and completing
evidence-based treatments (EBTs) are needed. If
strategies are successful in enrolling more
African American youth into EBTs, then the next
logical question is what EBTs would be benefi-
cial to African American youth with CD and
ODD? We will examine this issue in next section
that looks at the effectiveness EBTs for CD and
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ODD with African American youth and also
examine if cultural adaptations are needed to fur-
ther enhance their effectiveness with African
American youth.

ODD and CD Treatment

Identification of effective EBTs for African
American youth with CD and ODD is a major
public health priority (Loeber, Burke, Lahey,
Winters, & Zera, 2000). If African American
youth do not receive adequate treatment early
during childhood, a higher degree of impair-
ment and unfavorable long-term prognosis is
likely (Lahey, Loeber, Quay, Frick, & Grimm,
1997). An area in treatment outcome research
with African American youth that has begun to
receive increasingly more attention is to exam-
ine whether current EBTs are cultural appropri-
ate in meeting the mental health needs of
African American youth with CD and
ODD. Specifically, researchers have begun to
ask if treatments need to be culturally designed
or do existing empirically supported treatments
need to be adapted to be effective with African
American youth? Although such questions are
important they have been difficult to ask given
that historically African Americans in general,
and African American youth, specifically, have
been underrepresented in clinical trials
(USDHHS, 2001). Thus, the overwhelming
majority of EBTs examined to date have largely
been developed for and implemented with
Caucasian youth (Eyberg, Nelson, & Boggs,
2008). The following section will review evi-
dence-based treatments that have been to be
effective in treating ODD/CD.

ODD and CD Treatments: General
Population

Historically, few interventions have demonstrated
effectiveness in treating serious disruptive and
externalizing behaviors (e.g., delinquency, drug
use)—more often than not the major reason for
mental health referrals in children and adolescents
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(Burns & Friedman, 1990; Jensen, Hoagwood, &
Petti, 1996). More recently, however, family-
based EBTs for youth with externalizing disor-
ders have been quite encouraging to the field.
Family-based treatments are superior to other
treatment modalities in dealing with serious dis-
ruptive and externalizing behaviors (Diamond &
Josephson, 2005). Family-based EBTs for DBDs
often teach parents and other caregivers how to set
limits, respond consistently and non-abusively to
misbehavior, and monitor a youth’s behavior and
whereabouts. In addition, individual child treat-
ments have been developed that have shown
promise in addressing specific diagnostic symp-
toms as well as skill and behavioral deficits often
observed in children and adolescents with DBDs
(Burke, Loeber, & Birmaher, 2002). These treat-
ments have included psychopharmacological
treatments and cognitive behavioral therapy
(CBTs). Before describing family-based treat-
ments for ODD/CD we briefly review individual
child-focused EBTs that have demonstrated effec-
tiveness with youth presenting with ODD/CD.

Psychopharmacological treatments have dem-
onstrated effectiveness with some ODD/
CD. Psychopharmacological interventions have
included mood stabilizers, typical and atypical
antipsychotics, clonidine, and stimulants (Burke
et al., 2002). For example, two randomized clini-
cal trials comparing the effects of lithium to pla-
cebo reported that lithium was efficacious for
short-term treatment of aggressive inpatient chil-
dren and adolescents with CD (Campbell et al.,
1995; Malone, Delaney, Lueber, Carter, &
Campbell, 2000).

Individual EBTs, such as child-focused
problem-solving skills programs (Kazdin, 1996;
Webster-Stratton & Hammond 1997) and moral
development interventions (Arbuthnot, 1992)
have been effective in reducing DBD behaviors
and building prosocial skills. Additionally, inter-
ventions in anger control/stress inoculation,
assertiveness training, and rational-emotive ther-
apy are considered probably efficacious for ODD
and CD problems (Brestan & Eyberg, 1998).

Parent and family-based treatments, having
been examined in numerous randomized clinical
trials, are considered by many to be the treatment
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of choice for treating youth with DBD (Burke
et al., 2002). These interventions are generally
based on behavioral and systemic models of
human behavior and often target child DBD by
providing parents (or other caregivers) with the
skills and competencies needed to effectively
manage problem behavior. For example, parent
management training (PMT) strategies are con-
sidered well established in treating DBDs (Brestan
& Eyberg, 1998; Kazdin, 1997). Similarly, Parent
Child Interaction Training (PCIT) is considered
effective. In several randomized clinical trials
PCIT has produced significant decreases in prob-
lem behavior in children diagnosed with ODD
relative to comparison conditions (Barkley,
Edwards, Laneri, Fletcher, & Metevia, 2001;
Schuhmann, Foote, Eyberg, Boggs, & Algina,
1998). PCIT consists of two phases: a child-
directed interaction in which parents are trained in
nondirective play skills and parent-directed inter-
action, which focuses on improving parenting
skills by teaching parents how to give clear
instructions to their children, to praise children for
compliance, and to punish children for noncom-
pliance (e.g., timeout from reinforcement).

Several family-based treatments have been
found to be particularly effective for conduct disor-
der and delinquency in adolescents (Henggeler &
Sheidow, 2012). For example, Multisystemic
Therapy, Functional Family Therapy, Multidi-
mensional Treatment Foster Care, and Brief
Strategic Family Therapy have significantly reduced
CD and serious problem behavior in adolescents.

Overall, several psychopharmacological treat-
ments, individual treatments, and parent and family
treatments have resulted in reductions of ODD and
CD problem in the general population. In the next
section, we will examine the effectiveness of some
of these treatments for African American youth.

ODD and CD Treatments: African
American Youth

Several peer-reviewed meta-analyses and litera-
ture reviews have examined the effectiveness of
EBTs in treating minority youth exhibiting exter-
nalizing disorders such as ODD and CD. For
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example, Huey and Polo (2008) and Ho, McCabe,
Yeh, and Lau (2011) examined studies that
included samples of minority youth (e.g., African
American, Hispanic, Native Americans). In each
of these reviews (Ho et al., 2011; Huey & Polo,
2008), treatments were classified using a treat-
ment classification system developed by
Chambless et al. (1996). This classification sys-
tem classifies treatments as well established,
probably efficacious, or possibly efficacious. To
be classified as well established, a treatment must
have had two or more between group trials con-
ducted by independent investigators and must
find that the treatment produced significantly bet-
ter outcomes than a placebo or a comparison
treatment condition. Probably efficacious is
defined as treatments with one trial that found
that a treatment produced superior clinical out-
comes relative to a placebo or another treatment
or two trials comparing the treatment to a no-
treatment control group. Possibly efficacious
treatments only require one study showing that
the treatment was efficacious without conflicting
evidence (Chambless & Hollon, 1998).

In addressing the issue of whether a treat-
ment is effective with African Americans (i.e.,
culturally appropriate) we will also use the
Chambless et al. (1996) classification system, as
well as a classification framework used by Ho
et al. (2011) that placed studies in one of three
categories: (1) A treatment developed specifi-
cally for African American youth and evaluated
using samples that include a large proportion of
African American youth and families; (2) A
treatment developed without African American
youth in mind but evaluated using a sample that
includes a substantial proportion of African
American youth and their families; and (3) A
treatment developed without African American
youth in mind and then culturally adapted and
evaluated using a sample that includes a sub-
stantial proportion of African American youth
and families. Consistent with an earlier observa-
tion of the extant treatment literature, we found
that the overwhelming majority of treatment
outcome studies being conducted were not spe-
cifically designed with African American youth
in mind.
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The next section will describe treatments that
fall within one of Ho et al. (2011) categories
beginning with a description of a study where a
treatment was developed for and evaluated with
African American youth.

EBTs Developed for and Evaluated
on African American Youth

Few treatments have been specifically developed
for African American youth with ODD or CD
and then tested specifically with African
American youth. One of the few exceptions is
Multiple Family Groups (MFG; McKay et al.,
2011) designed for African American children
with behavioral difficulties. Specifically, MFG
was developed for urban African American youth
(age 7-11 who met diagnostic criteria for ODD
or CD) and their adult caregivers who received
treatment at 13 urban outpatient clinics. MFG is
16-week group treatment that typically includes
6-8 families. MFG intervention-protocols guide
each group session. These protocols were specifi-
cally designed in collaboration with urban
African American parents.

The goals of MFG are to increase a parent’s
skills in improving family relationships (e.g.,
parental discipline, monitoring, family commu-
nication, family support, stronger affective bonds
between youth and adult caregivers), managing
parental stress, increasing emotional and instru-
mental supports, and reducing stigma associated
with mental health care. Each of these goals were
targeted as research has shown that each of these
area can impact inner-city child and parent
outcomes as well as families’ enrollment and
retention in mental health services. MFG specifi-
cally targets ODD problems, parental stress, and
factors that can affect treatment engagement and
retention.

In one study, 321 youth (7.79 % Caucasian
American; 29.60 % African American; 48.91 %
Latino American; 2.49 % Native American;
0.31 % Asian/ Pacific Islander; and 6.54 % oth-
ers) from 13 outpatient clinics were randomly
assigned to either MFG or standard outpatient
mental health care services (McKay et al., 2011).
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The study included 4 assessments (baseline, 8
weeks [midway through treatment]; post-
treatment [16 weeks]; and 6-month follow-up).
Each MFG session entailed five stages: (a) creat-
ing social networks; (b) information exchange;
(c) group discussions; (d) individual family prac-
tice; and (e) homework assignment. Results indi-
cated that parents in the MFG reported
significantly fewer ODD symptoms in their
children and significant less parental stress than
parents in the comparison condition at post-
treatment and 6-month follow-up. While the
study found that results were not significantly
different across racial groups, the findings do
suggest that MFG is possibly an efficacious
treatment in addressing ODD problems in
African American youth.

EBTs Developed without African
American Youth in Mind, Then
Evaluated Treatment Effects

on African American Youth

EBTs developed without African American
youth in mind, but then evaluated with samples
that include African American youth include
cognitive behavioral therapy (CBT), parent man-
agement training, parent—child interaction ther-
apy, and several of the family-based treatments
mentioned earlier. In general, EBTs described in
this section can be categorized as well estab-
lished, probably efficacious, and possibly
efficacious.

Multisystemic  Therapy. Multisystemic
Therapy (MST) is an intensive home- and
community-based treatment, which focuses on
the entire ecology of chronic and violent juvenile
offenders: their family, peer, school, community,
and individual factors (Henggeler, Schoenwald,
Borduin, Rowland, & Cunningham, 2009). MST
is based on nine treatment principles that, in part,
enable therapists to do the following:

(a) Understand the relationship between a
youth’s presenting problems and the broader
systemic context in which the youth is
embedded (e.g., family, school, peer, com-
munity, and individual factors).
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(b) Leverage systemic strengths that the youth
and family may have to facilitate change.

(c) Identify and understand sequences within
and between systems that may contribute to
youth and family problems.

(d) Create interventions that are developmental
and culturally appropriate given the youth’s
and family’s context.

(e) Promote generalization of treatment effects
by ensuring that interventions are being devel-
oped with and carried out by adult caregivers
of youth.

MST is considered a well-established EBT
(Ho et al., 2011) based on outcomes from a num-
ber of randomized clinical trials (Borduin et al.,
1995; Henggeler, Melton, & Smith, 1992;
Henggeler, Melton, Brondino, Scherer, & Hanley,
1997; Henggeler, Clingempeel, Brondino, &
Pickrel, 2002; Henggeler et al., 2006)—several
conducted by independent investigators (Butler,
Baruch, Hickey, & Fonagy, 2011; Ogden &
Halliday-Boykins, 2004; Timmons-Mitchell,
Bender, Kishna, & Mitchell, 2006). In most of
these randomized clinical trials there was signifi-
cant African American representation. For exam-
ple, 56 % of 96 participants in Henggeler et al.
(1992) were African American; in Borduin et al.
(1995) 30 % of 200 participants were African
American; in Henggeler et al. (1997) 81 % of 155
participants were African American; in Henggeler
etal. (2002) 50 % of 118 participants were African
American; and in Henggeler et al. (2006) 67 % of
the 161 participants were African American.

Across studies, MST produced greater reduc-
tions in criminal offending, re-arrests, time incar-
cerated, and substance use than comparison
conditions (Henggeler et al., 1992, 1997, 2002,
2006). A long-term follow-up study of 13.7 years
indicated that MST participants had significantly
lower recidivism rates (50 % vs. 81 %) than par-
ticipants in the comparison condition (Schaeffer
& Borduin, 2005). Similarly, MST participants
had fewer arrests and fewer days of confinement
in adult detention centers than participants in the
comparison condition. Overall, results were not
significantly different across racial groups. In fact,
across studies the effectiveness of MST has not
been moderated by demographic characteristics
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such as age, race, gender, social class, or pretreat-
ment criminal offending (Henggeler et al., 2009).

One question that has risen in the evidence-
based practice movement is what happens when
an EBT is transported out of the comfortable and
rather sterile environments of academic settings
where the vast majority of randomized clinical
trials are conducted. MST is one of the few EBTs
that has generated evidence of its efficacy in
effectiveness contexts (i.e., real-world practice
settings). For example, a randomized clinical
effectiveness trial of MST was conducted by an
independent investigator that found outcomes
favoring MST (Timmons-Mitchell et al., 2006).
Timmons-Mitchell et al. (2006) randomly
assigned 93 youth (i.e., 77.5 % Caucasian
American youth, 15.5 % African American
youth, 4.2 % Latino American youth, and 2.8 %
Bi-racial youth) to MST or a treatment as usual
(TAU) comparison condition. MST youth had a
lower recidivism rate than TAU youth at 18-month
follow-up. Results were similar across racial
group, which indicate that MST is an effective
treatment for African American youth even when
implemented by independent investigators in
effectiveness contexts. It should be noted how-
ever, that reductions in recidivism in this trial
represented a lower effect size than typically
found in efficacy trials conducted by MST model
developers. This lower effect size is not surpris-
ing as effect sizes are dramatically reduced when
EBTs are delivered in real-world practice settings
where the majority of African American youth
are treated. Taken together, MST is a well-
established EBT that was not developed with
African American in mind, but has proven effec-
tiveness with African American youth.

Parent Management Training The goals of
Parent Management Training (PMT) are to reduce
problems, such as physical and verbal aggression,
property destruction, defiance, and noncompli-
ance. Intervention strategies include didactic
teaching, role-plays, modeling, practice, home-
work (to teach adult caregivers how improve their
problem-solving), monitoring, and discipline
skills. PMT has been shown to be an efficacious
treatment for youth with conduct and opposi-
tional defiant problems (Miranda et al., 2005).
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One empirically validated PMT is the
Incredible Years (IY) Parent Program (Taylor &
Biglan, 1998; Webster-Stratton, Hollinsworth, &
Kolpacoff, 1989; Webster-Stratton & Hammond,
1997). 1Y is a school-based prevention program
for low-income families. In one study, a racially
diverse sample (N=426, 17 % African American,
6 % Hispanic American, 6 % Multiracial, 4 %
Asian American, and 4 % Native American)
enrolled in Head Start was used.

Results demonstrated that IY participants
across racial groups demonstrated significantly
fewer conduct, noncompliance, and negative affect
problems than youth in the comparison condition.
Additionally, I'Y youth demonstrated significantly
higher social competence than youth in the com-
parison condition (Webster-Stratton, 1998).

In another IY study (Reid, Webster-Stratton, &
Beauchaine, 2001), 370 Caucasian American, 120
African American, 71 Hispanic American, and
Asian American mothers and Head Start youth
were randomly assigned to IY or a comparison
condition. I'Y mothers were more positive, compe-
tent, consistent, and satisfied than comparison
condition mothers at post-treatment. IY youth
demonstrated greater positive affect than compari-
son youth at 1-year follow-up. Results indicate
that IY is an effective treatment for African
American youth. Significant differences across
racially diverse groups during treatment, at post-
treatment and at follow-up were not reported.
However, there were significant differences
between Caucasian families and minority families
(17 % vs. 28 %) who chose not to enroll in the
program indicating recruitment of minority fami-
lies into an IY treatment program may be more
difficult than recruitment of Caucasian American
families. Other researchers have found similar
results (Harachi, Catalano, & Hawkins, 1997).

Cognitive Behavioral Therapy and Skills
Training Although not adapted for African
American youth, several Cognitive Behavioral
Therapy (CBT) interventions have been found to
reduce conduct- and oppositional-related prob-
lems in African American youth. Larkin and
Thyer (1999) used several CBT interventions
including problem-solving, self-instructions,
modeling, role play, social skills training, and
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covert imagery to treat a group of randomly
assigned ethnically diverse elementary school
youth (32 % African American, 19 % Caucasian
American, 5 % Asian American, 2 % Latino
American, and 2 %) with behavioral problems.
Youth across ethnic groups improved on per-
ceived self-control and self-esteem measures.

Social-Cognitive Interventions with African
American adolescents have been examined in
three investigations (Hudley & Graham, 1993;
Huey & Rank, 1984; Lochman, Coie, Underwood,
& Terry, 1993). Lochman et al. (1993) examined
the effectiveness of a program entitled, Social
Relations Interventions Program for aggressive,
rejected children with social-cognitive difficul-
ties. These researchers used social problem-
solving, positive play training, group skill
training, and strategies to deal with strong nega-
tive emotions to treat 52 African American
aggressive and rejected, and nonaggressive and
rejected youth who were randomly assigned to
the intervention condition or control condition.
Post-treatment and 1-year follow-up data indi-
cated the intervention condition was effective
only for aggressive and rejected youth with
reductions in aggression and social rejection and
improvements in peer prosocial behavior.

Hudley and Graham (1993) examined the effec-
tiveness of an Attributional Intervention to train
aggressive African American youth not to infer
hostile intent in negative social encounters to
ambiguous causes. These researchers randomly
assigned 100 African American youth (aggressive
and nonaggressive) to Attributional or Attention
Control conditions. Youth in the Attributional
Intervention group were less likely to infer hostile
intent in ambiguous situations, less likely to endorse
hostile retaliation or to use verbally aggressive
behaviors at post-treatment. Teachers also rated the
Attributional Intervention youth as less aggressive.

Huey and Rank (1984) examined the effec-
tiveness of a Group Assertiveness Training on 48
aggressive African American youth who were
randomly assigned to Group Assertiveness
Training, a discussion group, or a no-treatment
group. Participants in the Group Assertiveness
Training exhibited less aggressive behavior than
participants in the other two groups.
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Parent—Child Interaction Therapy Parent—
Child Interaction Therapy (PCIT: Eyberg &
Robinson, 1982) uses developmental principles
to teach parents behavioral interventions to
address disruptive behaviors in young children.
PCIT teaches youth’s adult caregivers an
Authoritative Parenting Style. An Authoritative
Parenting Style includes nurturance, good com-
munication, and firm control. Authoritative par-
enting has been linked to reductions in child
behavior problems in a number of studies (e.g.,
Linver, Brooks-Gunn, & Kohen, 2002) that
included African American families (Querido,
Warner, & Eyberg, 2002).

Fernandez, Butler, and Eyberg (2011) exam-
ined the impact of PCIT on a small group of low
socioeconomically disadvantage American fami-
lies (N=18) with preschoolers with disruptive
disorders. Following PCIT mothers of preschool-
ers reported significant improvements in their
youth’s disruptive disorders but not in maternal
depressive symptoms or parenting stress.
Unfortunately, there was a 56 % dropout rate for
these African American families from this PCIT
trial. Although favorable behavior changes
occurred for disadvantage young African
American youth when the youth and families
completed treatment, recruitment, engagement,
retention, and addressing treatment barriers, such
as maternal depression and parental stress, need
to be a focus of future studies. Overall, this study
demonstrates that PCIT is a possibly efficacious
treatment in addressing disruptive problems.

Multicomponent Treatments Several research-
ers have examined the synergistic effects of treat-
ments that include multicomponents on the
conduct-related problems in African American
youth. Kazdin, Siegel, and Bass (1992) examined
the impact of three interventions conditions (i.e.,
Problem-Solving Skills Training [PSST] alone,
Parent Management Training [PMT] alone, and
PSST and PMT combined) in a randomized trial
of 30 African American and 60 Caucasian
American youth with severe antisocial behaviors.
PSST combines CBT techniques to teach problem-
solving skills. PMT teaches parents positive rein-
forcement, shaping, negotiating and contracting,



9 Conduct Disorder and Oppositional Defiant Disorder

time out, and appropriate reprimands. While all
three conditions led to significant improvements
in youth problem behavior (decreased delinquency
and aggression, increased prosocial behavior),
combining PSST and PMT led to significantly
more improvements in antisocial behavior, delin-
quency, and symptoms of parental dysfunction.
Additionally, the combined PSST and PMT con-
dition placed a greater proportion of youth into the
nonclinical range of functioning at post-treatment
(Kazdin et al., 1992).

Coping Power (Lochman, Lenhart, & Wells,
1996) is a multicomponent prevention interven-
tion that has been used effectively with African
American youth. Coping Power consists of a
child component (developed from an Anger
Coping Program [Lochman, Lampron, Gemmer,
& Harris, 1987]) that teaches contingency rein-
forcement, alternative solutions, problem-
solving, anxiety reduction, and anger-reduction
skills. Coping Power includes a parent compo-
nent (derived from social learning theory-based
parenting programs for aggressive youth
[Patterson, Reid, Jones, & Conger, 1975]) that
teaches parents to identify prosocial and disrup-
tive behaviors, reward appropriate behaviors, set
rules, and to apply consequences. To examine the
efficacy of Coping Power, 116 African American
youth and 77 Caucasian American males were
randomly assigned to Coping Power with child
only component, Coping Power with both child
and parent components, or a no-treatment control
condition. Results demonstrated that Coping
Power improved adolescent males’ social infor-
mational processing (e.g., attributions related to
aggression), temperament, and views of their par-
ents being consistent with parenting. The two
Coping Power interventions at 1-year follow-up
assessment led to greater reductions in youth’s
reports of delinquent behavior and parents’ report
of youth’s alcohol and marijuana use, and
teacher-rated improvements in youth’s school
performance than the control condition.
Moreover, parents in the Coping Power condition
with both child and parent components reported
greater reductions in their youth’s substance use
and delinquent behavior than parents in the other
two conditions. Additional studies of Coping
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Power (Lochman & Wells, 2002a, 2002b, 2003)
have continued to demonstrate Coping Power’s
favorable results with African American youth.

Although the aforementioned treatments were
not designed with African American youth in
mind, they have produced significant reductions
in conduct and oppositional problems at post-
treatment and follow-up assessments for African
American youth. Of the interventions reviewed,
only one treatment, MST, is considered well-
established EBT. Five treatments (parent
management-based protocols [IY], two CBT-
based protocols [Attributional Treatment and
Group Assertiveness Training], and two multi-
component treatments [the Coping Power
Program and Combined PSST+PMT]) are con-
sidered probably efficacious. Three treatments
(Cognitive Behavioral Group therapy, Social
Relations Interventions, and PCIT) are consid-
ered possibly efficacious for African American
youth. Overall, results indicate that the afore-
mentioned treatments can deliver positive treat-
ment outcomes for African American youth with
conduct and oppositional problems.

Conclusions

As previously mentioned, DBDs among children
and adolescents have become a major public
health concern for many parents, community lead-
ers, policy makers, clinicians, and researchers.
This concern is particularly heightened for African
American youth who are exposed to a number of
factors (e.g., low SES) that increase their risk for
developing a DBD (Crystal et al., 2009).

In the general population, the total prevalence
rates for ODD appear to be consistent across
sampled age ranges, whereas the prevalence rate
for CD varies slightly depending on youth ages.
Primarily, as youth’s age increases, prevalence of
CD increases as well. Regarding gender, reports
of recent prevalence rates for ODD by gender
within the USA indicate that males (3.1 %) have
a slightly higher prevalence rate than girls (2.1 %)
(Costello et al., 2003). It is well documented that
CD is more prevalent in males (Lahey et al.,
1999; Maughan et al., 2004). Epidemiological
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and cohort studies from several countries report
similar prevalence rates for ODD and CD to that
reported from studies in the USA.

Given that African American youth are less
likely to enter care (Cook et al., 2013) even when
their mental health condition is associated with
severe impairment (Merikangas et al., 2011), and
African American youth are less likely to have
specialty mental health care or general health
care services for mental health issues (Angold
et al., 2002; Costello et al., 2014), it would be
reasonable to expect that ODD and CD to dispro-
portionately affect African American youth. A
thorough search of the literature, however, has
revealed mixed results regarding prevalence rates
for ODD and CD in African American youth. As
noted above researchers have found that preva-
lence rates for ODD and CD among African
American youth are either lower (Angold et al.,
2002; Costello et al., 2001; Roberts et al., 2006)
or similar to that of their Caucasian counterparts
(Angold et al., 2002; Costello et al., 2001),
whereas other investigators have found higher
prevalence rates of ODD and CD in African
American youth compared to that of Caucasian
youth (Bird et al., 2001; Braun et al., 2008; Byck
etal., 2013).

While the discrepancy in prevalence rates can
be attributed to methodological differences in
studies (types of measures used to identify disor-
der, regional versus national sample, geographi-
cal location from which a sample is drawn, etc.)
these rate differences may also reflect that there
is still much we need to learn to assess, diagnose,
and treat African American youth. As such, addi-
tional research is necessary that focuses specifi-
cally on identifying the circumstances under
which prevalence rates for African American
youth are similar to or different than those of
other racial and ethnic groups.

In addition to prevalence rates, we examined
current diagnostic criteria for ODD and CD in the
recently released DSM-V. We noted several
changes that were made from the DSM-IV-TR to
DSM-V criteria for ODD and CD. For example,
one change is that DSM-V no longer considers
CD and ODD distinct constructs as the criteria
for DSM-IV suggested, with ODD now being
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allowed to be diagnosed in the presence of a CD
diagnosis. In addition, with the inclusion of cul-
ture and cultural factors into DSM nomenclature
it is likely that future epidemiological studies will
show an increase in estimated prevalence rates
for ODD and CD.

Unfortunately, the inclusion of culture and
cultural factors into DSM-V  (American
Psychiatric Association, 2013) has failed to
squelch concerns about racial disparity in diag-
nosis and treatment of African American youth.
There are several reasons for continued concern.
First, African American youth are disproportion-
ately exposed to a host of environmental risk fac-
tors (Yung & Hammond, 1997); have lower
access rates to treatment, particularly EBTs, have
higher rates of misdiagnosis (McNeil et al., 2002;
Worthington, 1992); and have a higher likelihood
of being referred to the criminal justice system
than to the mental health system (Teplin et al.,
2002) as evidenced by their disproportionate
overrepresentation in the correctional facilities
(Timmons-Mitchell et al., 1997).

Given the aforementioned disparities, strate-
gies are needed to facilitate African American
youth and their families entering into and com-
pleting EBTs are sorely needed. The latter point
is especially critical given that meta-analyses
conducted by Huey and Polo (2008) clearly indi-
cate that when AA youth enter and complete an
EBT their rate of improvement is consistent with
that of Caucasian youth. If African American
youth can be more successful in entering and
completing EBTs, the next logical question is
how effective are these EBTs with African
American youth? We began to explore this ques-
tion by reviewing the effectiveness EBTs for CD
and ODD in African American youth and explor-
ing if adaptations to these treatments are needed.
We examined EBTs used to address CD and
ODD in African youth with two frameworks (Ho
et al. 2011; Huey & Polo, 2008).

Regarding treatments developed for and tested
with African American youth, we found that very
few treatments have been developed and tested
specifically for African American youth with CD
and ODD. MFG was one exception. We consid-
ered MFG as a possibly efficacious treatment.
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Concerning EBTs developed without African
American youth in mind, but evaluated treatment
effects on African American youth, we found a
greater number of treatments. Although the treat-
ments were not designed with African American
youth in mind, they have produced significant
reductions in conduct and oppositional problems
at post and follow-up treatment assessment peri-
ods. One treatment in this group, MST, is consid-
ered a well-established EBT. Five other treatments
(parent management-based protocols [IY], two
CBT-based protocols [Attributional Treatment and
Group Assertiveness Training], and two multicom-
ponent treatments [the Coping Power Program and
Combined PSST+PMT]) are considered probably
efficacious. ~ Three  treatments  (Cognitive
Behavioral Group therapy, Social Relations
Interventions, and PCIT) are considered possibly
efficacious for African American youth. Overall,
results indicate that the aforementioned treatments
can deliver positive treatment outcomes for African
American youth with CD and ODD problems.

Although several unadapted EBTs had pro-
duced favorable results with African American
youth with CD and ODD, the question of whether
treatment effect varied due to ethnicity remains
mostly unanswered due the overall small number
of studies and sample sizes. Cautiously, one
could suggest that the very limited literature
seem to indicate that these treatments were not
more efficacious or effective for different ethnic
groups. This assertion is consistent with some
researchers (Kazdin, 1993) who have asserted
that there is little empirical support for the supe-
riority of culturally adapted treatments over
unadapted  treatments. Other researchers
(Forehand & Kotchick, 2002) have argued that
culturally adapted treatments are necessary and
worthwhile in certain circumstances. Given our
findings related to issues pertaining to enroll-
ment, retention, and completion of some CD and
ODD treatments by African American youth,
support for adaptation in certain situations can be
argued. Perhaps, a reasonable middle ground has
been proposed by Lau (2006) who suggested that
ethnic-specific treatment adaptation may be nec-
essary when the available evidence shows signifi-
cant variability in outcome across ethnic groups.
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Given that EBTs for CD and ODD in African
American youth are in their infancy, we concur
with Huey and Polo’s (2008) recommendation to
use EBTs as the first choice for interventions for
African American youth with CD and ODD. As
mentioned previously, there are a number of
EBTs for CD and ODD in African American
youth that are well established, probably effica-
cious, or possibly efficacious. Similar to Ho et al.
(2011), we also suggest that researchers examine
the effectiveness of unadapted and adapted EBTs
for African American youth with CD and ODD.
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Introduction

African American youth are underrepresented in
studies examining the efficacy of treatment for
symptoms of anxiety, excessive worrying, and
obsessive-compulsive behaviors. Despite this
limitation, it is important to utilize the few extant
studies that provide recommendations for imple-
menting empirically supported treatment in
African American youth to optimize mental
health services for this population. As such, the
following chapter provides an overview of exist-
ing literature that can be used to guide mental
health professionals in the treatment of African
American children and adolescents. Specifically,
this chapter highlights important sociocultural
factors that influence symptom expression, pro-
vides a general overview of current empirically
supported treatments, and identifies important
cultural considerations for the application of
such treatments for pediatric anxiety and
obsessive-compulsive disorders (OCDs).
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Child and Adolescent Anxiety

Pediatric anxiety, including generalized anxiety
disorder, separation anxiety, and social anxiety
disorder, is experienced by as many as 31.9 % of
children and adolescents in the USA (Bufferd,
Dougherty, Carlson, Rose, & Klein, 2012;
Merikangas et al., 2010). These disorders can lead
to impairments in school attendance, academic
performance, interpersonal relationships, and
family functioning (Ginsburg & Schlossberg,
2002). Prior research has found that adolescents
with an anxiety disorder are two to three times
more likely to develop an anxiety disorder or
depression in adulthood (Pine, Cohen, Gurley,
Brook, & Ma, 1998). For African American
youth, rates of anxiety disorders can range
between 6.7 % and 7.9 % (Merikangas et al.,
2010; Roberts, Roberts, & Xing, 2006) and may
be similar relative to other ethnic groups (Angold
et al., 2002). However, some studies have found
the prevalence of anxiety disorders to be greater
in African Americans (Merikangas et al., 2010;
Roberts et al., 2006) with African American
youth endorsing significantly more separation
anxiety relative to European American youth
(Angold et al., 2002; Compton, Nelson, & March,
2000). Overall, the prevalence of childhood and
adolescent anxiety disorders among African
American youth, especially when placed within
the appropriate sociocultural context, warrants an
understanding of available treatments for pediatric

163

A.M. Breland-Noble et al. (eds.), Handbook of Mental Health in African American Youth,
Springer Series on Child and Family Studies, DOI 10.1007/978-3-319-25501-9_10


mailto:m.williams@louisville.edu

164

anxiety as well as considerations on how these
treatment options can best be tailored to the needs
of this population.

Generalized Anxiety Disorder GAD is charac-
terized by excessive anxiety and worry that is dif-
ficult to control and persists for at least six months
(American Psychiatric Association, 2000, 2013).
More specifically, the apprehensive expectation
that a feared event will occur is out of proportion
to its true likelihood. For children, the focus of
the worry is often performance-oriented or
related to their competence in a given area
(American Psychiatric Association, 2013).
Additionally, Pina, Silverman, Alfano, and
Saavedra (2002) demonstrated in a sample of 111
children and adolescents (3.6 % African
American) that domains of worry can differ
based upon the child’s age. In particular, accord-
ing to self-report for younger children, excessive
worries related to health of self, family, and
school were approximately 10 times more likely
to be endorsed by children diagnosed with GAD
than children who did not endorse worries in at
least one of those domains. However, based upon
adolescent self-report, Pina and colleagues found
that adolescents who endorsed worries related to
health of self and health of others were approxi-
mately 25 times more likely to be diagnosed with
GAD than adolescents who did endorse worries
in at least one of these domains. Regardless of the
child’s age, the focus of worry can shift from one
domain to another throughout the course of
GAD. Moreover, the excessive worry in children
and adolescents is accompanied by at least one of
the following: restlessness, fatigue, difficulties
with concentration, irritability, muscle tension,
and sleep disturbances (American Psychiatric
Association, 2000, 2013). In a sample of 62 chil-
dren ages 7-17 years of age (0 % African
American), Tracey, Chorpita, Douban, and
Barlow (1997) found that the child’s endorse-
ment of these symptoms associated with worry
increased with child age, indicating that older
children are more likely to endorse these symp-
toms. Lastly, according to the DSM-5, there are
several factors that differentiate subthreshold
from clinically diagnosable worry (American

R.C.T. DeLapp et al.

Psychiatric Association, 2013). In particular, the
excessive worries captured by GAD cause con-
siderable impairment or distress in important
areas of a child’s life (e.g., school, family, or
social), whereas typical, daily worries do not
reflect a similar degree of impairment or distress
and are perceived as more manageable in nature
(American Psychiatric Association, 2013). Also,
the worries associated with GAD are focused on
a wider variety of life circumstances and typi-
cally occur for a longer duration of time
(American Psychiatric Association, 2013).

Separation Anxiety Disorder SAD is defined
by excessive and developmentally inappropriate
fear or anxiety associated with being separated
from important attachment figures, such as one’s
parents (American Psychiatric Association,
2000, 2013). In children and adolescents, the
core fear of separation must be characterized by
at least three out of eight symptoms, such as
marked distress when anticipating or experienc-
ing separation from home, persistent fears about
the well-being of a loved one (e.g., contracting an
illness or death), or extreme reluctance in going
places due to a fear of potential separation
(American Psychiatric Association, 2000, 2013).
Additionally, the child or adolescent must experi-
ence considerable impairment or distress in an
important area of their life (e.g., school, family,
or social; American Psychiatric Association,
2000, 2013). According to Allen, Lavallee,
Herren, Ruhe, and Schneider (2010), there may
be disparities in child-reported and parent-
reported SAD symptoms, resulting in subtle dif-
ferences regarding diagnostic impression. In
particular, parents reported significantly more
SAD symptoms compared to their children, caus-
ing more diagnoses based upon their report.
Moreover, the most frequently endorsed SAD
symptom by parents was repeated distress caused
by the anticipation or experience of separation
from home or important attachment figure;
whereas for children, they reported a reluctance
to go to sleep without a major attachment figure
near or having to sleep away from home most fre-
quently (71.4 %). Also, researchers found evi-
dence suggesting that parents are better reporters
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of impairment whereas child-report is a more
accurate indicator of distress. Altogether, Allen
and colleagues proposed that their findings may
be influenced by their predominantly White,
Swiss sample (0 % Black) consisting of parent-
referred participants, which may contribute to the
parents heightened endorsement of SAD symp-
toms. Nonetheless, these findings highlight the
importance of utilizing multi-informant reports
to garner a more comprehensive understanding of
the child’s SAD symptomology (Allen et al.,
2010). Particularly, the use of a multi-informant
assessment protocol (e.g., parent, child, and
teacher) is germane when working with African
American youth considering that there is such a
distinct paucity of literature outlining any racially
specific presentations of SAD. By utilizing such
an assessment protocol, it may increase the diag-
nostic validity and subsequently inform the cli-
ent’s treatment goals.

Previously, the DSM-IV required the onset of
SAD symptoms to occur prior to age 18 (American
Psychiatric Association, 2000); however, the
DSM-5 permits a diagnosis of SAD in adults as
long as symptoms have been present for approxi-
mately six months (American Psychiatric
Association, 2013). Such changes are bolstered
by findings that a considerable number of adults
experience the onset of these symptoms in adult-
hood (Shear, Jin, Ruscio, Walters, & Kessler,
2006). Consistent with the DSM-IV-TR criteria,
the DSM-5 continues to require that SAD symp-
toms are present for at least four weeks in children
and adolescents. Moreover, evidence has demon-
strated that approximately 36.1 % of adult cases
of SAD first onset during childhood (approxi-
mately 12 % of African Americans; Shear et al.,
2006), which emphasizes the potentially chronic
nature of the disorder and highlights the impor-
tance of early intervention for youth with SAD.

Social Anxiety Disorder SoD is characterized
by a fear or marked anxiety of at least one social
situation in which others may evaluate the indi-
vidual. A core concern for individuals with SoD
is the fear of being negatively evaluated or poten-
tially humiliating themselves in a social setting or
during a social interaction. More specifically, for
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children and adolescents, the anxiety and fear
they experience must not be circumscribed to
interactions with adults, but must occur in their
interactions with peers. Moreover, when in social
situations where they feel they will be negatively
evaluated due to various concerns (e.g., acting in
an odd way, showing signs of anxiety), children
and adolescents experience fear, anxiety, or other
child-specific behaviors, such as crying, tan-
trums, or freezing. Regarding changes in the
diagnostic criteria that are relevant to children
and adolescents, the DSM-5 no longer includes a
“Generalized” specifier to characterize individu-
als who fear “most social situations,” but now
includes a “Performance only” specifier to
describe individuals whose fears are primarily
related to speaking or public performance.
Despite the elimination of the “Generalized”
specifier, Kerns, Comer, Pincus, and Hoffmann
(2013) provide evidence suggesting that there is a
significant cluster of adolescents who still “fear
most social situations.” Specifically, in their sam-
ple of 204 adolescents (22 % of whom were iden-
tified as youth of color), 64.2 % of adolescents
diagnosed with SoD were specified as
Generalized, which occurred most often among
older youth and was significantly predictive of
depressive symptoms. Also, Kerns and col-
leagues examined the relevance of the
“Performance only” specifier in adolescents and
determined that O % of their sample was charac-
terized by this specifier. Although the aforemen-
tioned findings suggest that the Generalized
specifier is still a valid descriptor in adolescents,
there is evidence suggesting the application of
the Generalized specifier is variably applied by
clinicians and that the content-area of perfor-
mance only fears have garnered considerable evi-
dence in individuals with SoD (Bogels et al.,
2010). Lastly, the DSM-5 has included criteria
explaining that a child’s fear or anxiety is deemed
excessive if it is “out of proportion to the actual
threat posed by the social situation and to the
sociocultural context” (American Psychiatric
Association, 2013).

Pertaining to African American youth, there
are several unique sociocultural factors endemic
to this population that must be considered when
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interpreting any socially anxious behaviors. In
particular, Chapman, DeLapp, and Williams
(2013) propose that for ethnic minorities (e.g.,
African American youth), experiences of race-
based stress (e.g., discrimination) and accultura-
tive stress are important to consider when
diagnosing and using cognitive behavioral ther-
apy to treat SoD. Specifically, Hunter and Schmidt
(2010) conceptualize that African Americans with
social anxiety might experience more distress
from having to perform a given task (e.g., speech,
presentation) in front of a small, all-White audi-
ence relative a larger, all-African American audi-
ence. In such cases, the salience of one’s minority
status (e.g., being the only African American) and
an awareness of the pathological stereotypes often
linked with their minority status (Williams,
Gooden, & Davis, 2012) may increase threat-
appraisals in social settings where African
American youth must engage in anxiety-
provoking social interactions. Along these lines,
“an awareness of an identity (e.g., racial identity)
that is negatively stereotyped to perform inferi-
orly” (or stereotype threat; Chapman et al., 2013,
p. 166) can be theorized to be a racially specific
factor influencing the performance anxiety for
African American youth. Moreover, given that
individuals are most susceptible to stereotype
threat when the stereotyped identity is self-
relevant and the performance domain is appraised
as threatening (Steele, 1997), it seems plausible
that African American youth whose racial identity
is particularly salient will experience more anxi-
ety in social situations where he/she is concerned
about confirming negative stereotypes about his/
her ingroup (e.g., African Americans are lazy,
unintelligent, violent; Williams et al., 2012).

In summary, the diagnostic criteria for GAD,
SAD, and SoD have largely remained unchanged
between the DSM-IV-TR and the DSM-5, except
for subtle changes in age restrictions (i.e., SAD)
and specifiers (i.e., SoD). Also, for the purposes of
this chapter, we have only included a description of
these three disorders due to the increased comor-
bidity of these disorders in children and adoles-
cents and because these disorders have yielded a
similar response to empirically supported treat-
ments of pediatric anxiety (for a more detailed
review, see Strawn, Sakolsky, & Rynn, 2012).
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Sociocultural Context of Anxiety
in African American Youth

Aside from the identification of effective inter-
ventions that can minimize the distress and
impairment experienced by anxious youth, it is
also important to understand relevant factors that
may uniquely influence symptom expression
(Cooley & Boyce, 2004). As such, a general
review of the literature has identified individual
characteristics and environmental factors that
help provide a sociocultural context for the
expression of anxiety in this population.

Of the studies solely focusing on African
American youth, somatic complaints appear to
be a particularly salient factor for anxiety com-
pared to children of other ethnicities
(McLaughlin, Hilt, & Nolen-Hoeksema, 2007).
In particular, the relevance of physical sensa-
tions in African American youth has been con-
currently predictive of anxiety symptoms (Gray,
Carter, & Silverman, 2011) and has demon-
strated the ability to predict the future severity
of anxiety symptoms six months following the
initial assessment (Kingery, Ginsburg, &
Alfano, 2007; White & Farrell, 2006).
Specifically, evidence suggests that the fre-
quency of somatic complaints can differentiate
highly anxious African American youth from
low anxious youth and that somatic sensation is
particularly germane to the anxiety expression
of African American adolescent females
(Kingery et al., 2007). Additionally, several
somatic complaints that appear particularly rel-
evant to highly anxious African American youth
include feeling tense, getting shaky, being
jumpy, hands shaking, dizziness, chest pains,
racing heart, stomach sickness, and sweaty
hands (Kingery et al., 2007; White & Farrell,
2006). Furthermore, the fear of somatic sensa-
tions associated with anxiety (or anxiety sensi-
tivity) has been shown to be a significant
predictor of anxiety in African American youth
as well. In particular, Gray and colleagues
(2011) compiled data from 266 elementary age
African American youth to demonstrate the sig-
nificant relationship between anxiety sensitivity
and various anxiety symptoms. Notably, research-
ers found that African American youth with high
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anxiety sensitivity experienced greater physical
anxiety symptoms, social anxiety, separation
anxiety, and harm avoidance (Gray et al., 2011).

Given that the frequency and fear of somatic
sensations appears to be quite pertinent to the
expression of anxiety in African American youth,
it is also important to understand what factors are
associated with physical symptoms of anxiety in
this population. Evidence suggests that parenting
factors, such as parental control (or the perceived
denial of personal autonomy), can impact the
endorsement of anxiety sensitivity in African
American youth (Gray et al., 2011; Nebbitt &
Lambert, 2009). While Gray and colleagues did
not find that parental acceptance (or perceived
parental warmth and acceptance) was related to
anxiety sensitivity, their findings indicated that
African American youth who perceive their par-
ents as controlling endorsed greater anxiety sensi-
tivity, which in turn was associated with higher
ratings of anxiety symptoms. Moreover, evidence
suggests that the influence of parenting factors on
anxiety sensitivity may be moderated by child age
given that Nebbitt and Lambert (2009) found that
environmental factors (e.g., neighborhood con-
text, peers) were more salient predictors for
African American adolescents. In particular, their
findings suggest that neighborhood context (e.g.,
perceived neighborhood hazards) and peer influ-
ence (e.g., “exposure to delinquent peers”) are
more predictive of anxiety sensitivity than parent-
ing (e.g., parental encouragement and monitor-
ing) for their sample, which consisted of African
American adolescents residing in low-income,
urban environments. Altogether, these findings
highlight the relevance of somatic complaints to
the experience and expression of anxiety symp-
toms in African American youth, which has been
proposed as a common facet of anxiety in the
African American community (Hunter & Schmidt,
2010). Moreover, it is suggested that African
Americans’ description of anxiety includes more
physical symptoms rather than cognitive-affec-
tive symptoms due to the heightened susceptibil-
ity of certain physical ailments (e.g., cardiovascular
diseases) in this population (Hunter & Schmidt,
2010). Hunter and Schmidt (2010) propose that
African Americans may be more likely to endorse
physical symptoms of anxiety due to the higher
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incidence of these physical ailments in this popu-
lation and a desire to avoid cultural stigma
attached to mental illness. As such, the apparent
salience of somatic sensation to African American
youth provides a sociocultural context for work-
ing with this population and their families.

It is also important to highlight the potential
influence of environmental climate on anxiety
symptoms in African American youth. Evidence
shows that impoverished and violent neighbor-
hoods do not uniquely impact traumatic disorders
and can contribute to the overall psychological
stress of this population (Copeland, 2005). For
example, community violence was associated
with later self-reported anxiety (measured by the
Revised Children’s Manifest Anxiety Scale;
Reynolds & Richmond, 2002) in a socioeconom-
ically diverse urban sample of middle school-
aged youth from a New York City school district
located in a high-risk area for violence (32 %
African American; Goodearl, Salzinger, &
Rosario, 2014). This study demonstrated that
protective factors, like peer social support, were
only influential at lower levels of exposure to
violence, indicating that chronic violence expo-
sure can overburden available resources and
influence anxiety expression. Additionally,
Slopen, Fitzmaurice, Williams, and Gilman
(2012) utilized a sample from inner city Chicago
(35.97 % African American) and found that the
risk of GAD was higher for adolescents with
greater exposure to neighborhood violence, trau-
matic news, and violence in multiple settings
when compared to adolescents with low violence
exposure. As indicated by these studies, it is
imperative that the environmental and socioeco-
nomic context of African American youth be
considered when interpreting the expression of
chronic worry, social anxiety, and separation
anxiety within this population as factors such as
violence exposure, can contribute to the onset
and expression of anxiety.

Finally, extant literature has also identified
family components that are relevant to the mani-
festation of pediatric anxiety. Ginsburg and
Schlossberg (2002) summarize existing family
studies that provide support for the role of fam-
ily in childhood anxiety from two perspectives:
(1) anxious parents are more likely to have children
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diagnosed with anxiety (“top down” perspective)
and (2) anxious children are more likely to have
parents diagnosed with an anxiety disorder
(“bottom up” perspective), which suggests that
anxiety transmission within families is bidirec-
tional. Aside from the influence of biological
predispositions (e.g., genetics, temperament),
there are several parental behaviors that can act
as environmental vulnerabilities in pediatric
anxiety. Particularly, evidence suggests that
parental over-control (restricting child auton-
omy and individuality using excessive com-
mands and instruction), overprotection (extreme
protective behaviors without cause or reason),
modeling of anxiety (behaviorally exhibiting
anxiety responses in anticipation or presence of
a stimuli), reinforcement of avoidant behaviors
(condoning or validating child’s avoidance of
feared stimuli), and rejection/criticism (exces-
sively judgmental or critical towards child) are
related to higher levels of anxiety in children
(Ginsburg & Schlossberg, 2002).

Regarding African American youth, there is
support for the familial transmission of anxiety in
African American families as evidenced by
Chapman, Petrie, Vines, and Durrett (2012) find-
ing that African American youth of parents with
high anxiety were nearly four times more likely
to have an anxiety diagnosis. In terms of specific
parenting behaviors, evidence has yielded mixed
findings concerning whether parental control
increases anxiety symptoms within African
American youth (Carter, Sbrocco, Lewis, &
Friedman, 2001; Gray et al., 2011). Some
researchers argue that a highly protective, author-
itarian, and demanding environment may be per-
ceived as a buffer against harmful environmental
stressors encountered by African American youth
(e.g., community violence), thus resulting in less
anxiety symptoms (Carter et al., 2001). However,
as mentioned previously, Gray and colleagues
(2011) found that child-reported parental control
was predictive of more anxiety symptoms (e.g.,
separation anxiety and anxiety sensitivity),
thereby suggesting that parental control may
increase the expression of anxiety symptoms in
elementary school-aged African American
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children. Moreover, parental care and acceptance
have demonstrated negative relationships with
anxiety symptoms in African American youth,
suggesting that the absence of a warm and loving
parent—child bond is related to more anxiety in
African American children (Gray et al., 2011).
Finally, nascent literature has also demonstrated
that childhood familial factors, such as adaptive
coping and effective communication, are related
to anxiety symptoms in adulthood (Sawyer,
Williams, Chasson, Davis, & Chapman, 2015).
Altogether, these findings demonstrate that an
understanding of familial factors is pertinent to
the current and potentially future anxiety symp-
toms of African American youth.

Psychosocial Treatment: Treatment
Outcomes

Cognitive behavioral therapy (CBT) has been
recognized as the most effective psychosocial
treatment approach in ameliorating symptoms
associated with separation anxiety, chronic
worry, and phobias in children and adolescents
(Miranda et al., 2005; Mohatt, Bennett, &
Walkup, 2014); CBT for childhood and adoles-
cent anxiety typically includes modules to teach
coping skills (e.g., relaxation, understanding of
anxious feelings, cognitive strategies) intended to
help the child manage her/his anxiety and oppor-
tunities for the child to practice the acquired
skills (e.g., graded in vivo exposures, cognitive
restructuring, and problem solving; Cobham,
Dadds, & Spence, 1998). Existing literature has
supported the efficacy of CBT as evidenced by
findings of 50-80 % of anxious children experi-
encing short-term improvement (Cartwright-
Hatton, Roberts, Chitsabesan, Fothergill, &
Harrington, 2004; Ginsburg & Schlossberg,
2002; Wood, Piacentini, Southam-Gerow, Chu,
& Sigman, 2006) and CBT has yielded medium
to large effect sizes when compared to a waitlist
control (WL) group (Kendall, Hudson, Gosch,
Flannery-Schroeder, & Suveg, 2008). Notably,
randomized control trial studies establishing the
efficacy of CBT in American youth have included
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arange of 2.5-22 % of African American children
and adolescents within their samples, which
questions the generalizability of the efficacy
studies for CBT in this population (Breland-
Noble, Childers, & Boyce, in press; Kendall,
1994; Kendall et al., 2008; Wood et al., 2006).

During the treatment of childhood and adoles-
cent anxiety, family involvement can be kept mini-
mal (e.g., short mid-treatment updates and brief
discussions about skills learned by the child at the
end of sessions; Wood et al., 2006) or treatment
can include an adjunctive family training compo-
nent that teaches various skills (e.g., psychoeduca-
tion, cognitive restructuring, contingency
management, parent anxiety management;
Ginsburg & Schlossberg, 2002). There are mixed
findings regarding the importance of adding a
family component as some studies have demon-
strated that CBT-plus-family component (FCBT)
is superior to child-only CBT in treating childhood
anxiety (Barrett, Dadds, & Rapee, 1996; Wood
et al. 2009, 2006) whereas other studies character-
ize family training as a treatment component that
does not enhance the efficacy of CBT (Barrett,
Duffy, Dadds, & Rapee, 2001; (In-Albon &
Scneider, 2007) Nauta, Scholing, Emmelkamp, &
Minderaa, 2003). A potential explanation for these
mixed findings is that parent/guardian anxiety may
moderate the treatment response for the FCBT as
children with highly anxious parents/guardians
may benefit most from an adjunctive family train-
ing program (Cobham et al., 1998). Additionally,
evidence suggests that family training programs
can help families avoid reinforcing their child’s
anxiety by teaching them how to limit the attention
and support provided to the child during his/her
anxious or avoidant behaviors (Mohatt et al.,
2014). Treatment options involving family may be
particularly important for African Americans due
to an increased emphasis on the centrality of fam-
ily in this community as well as the potential pro-
tective nature of familial support for African
American youth (McCabe & Clark, 1999).

Aside from CBT, nascent findings suggest that
the child and adolescent psychodynamic psycho-
therapy (CAPP) protocol may be a potential
alternative for youth who have limited accessibil-
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ity or poor treatment response to CBT (Abbass,
Rabung, Leichsenring, Refseth, & Midgley,
2013; Milrod et al., 2013; Silver, Shapiro, &
Milrod, 2013). The CAPP protocol is adminis-
tered across 20-24 sessions and attempts to uti-
lize the therapist—client relationship to develop
the child’s ability to reflect as well as explore the
psychological meaning of his or her anxious
symptoms (for more detail, see Silver et al., 2013;
however, there are no specific guidelines for
working with African American youth provided).
Though there still remains a dearth of empirical
evidence supporting the application of the psy-
chodynamic therapeutic orientation in childhood
and adolescent anxiety, Milrod and colleagues
have begun to establish the efficacy of the CAPP
protocol in anxious youth by using a sample of
10 children between the ages of 8 and 16 (no eth-
nic/racial demographic information provided).
Researchers found that all children, who each
received 12—14-weeks of the CAPP treatment, no
longer met criteria for their primary anxiety diag-
nosis (as evidenced by clinician ratings) and
experienced significant reductions in overall anx-
iety symptoms at treatment termination and at 6
month follow-up (as indicated by scores on the
Pediatric Anxiety Rating Scale, RUPP, 2002). In
addition to the small sample size and lack of a
treatment comparison condition, the current
study does not report any consideration regarding
its application in African American youth. Future
research on the efficacy of the CAPP protocol is
warranted particularly for African American
youth given the promising results demonstrated
in the Milrod et al. (2013) study.

Pharmacotherapy: Treatment
Outcomes

Though pharmacological treatments of general-
ized anxiety disorder, separation anxiety disorder,
and the phobias are less studied relative to CBT, a
review of literature suggests that selective sero-
tonin reuptake inhibitors (SSRIs) are efficacious
and tolerable in anxious youth (Seidel & Walkup,
2006). Several studies have demonstrated that
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SSRIs implemented as a monotherapy yield supe-
rior outcomes relative to no medication in children
with GAD (fluoxetine also known as Prozac or
Sarafem—Maslowsky et al., 2010; sertraline also
known as Zoloft—Rynn, Siqueland, & Rickels,
2001) and SoD (fluoxetine—Birmaher et al.,
2003; sertraline—Compton et al., 2001; parox-
etine as known as Paxil—Wagner et al., 2004).
However, none of these studies included African
American youth or provided any reference to the
racial or ethnic composition of their samples.
Also, given the increased likelihood that sev-
eral anxiety disorders co-occur in child and ado-
lescent patients (Strawn et al., 2012), extant
literature has demonstrated the efficacy of SSRIs
on youth with comorbid anxiety disorders (Mohatt
et al., 2014). In particular, the effects of fluoxetine
(20 mg/day) were examined in a sample of 74
anxious youth between the ages of 7 and 17 (0 %
African American; Birmaher et al., 2003).
Researchers found that children who received
fluoxetine had significantly greater treatment
response (61 %) compared to the placebo condi-
tion (35 %) following a 12-week treatment
(Birmabher et al., 2003) and at one year follow-up
(Clark et al., 2005). In terms of side effects for the
fluoxetine, children in the active medication con-
dition compared to those in the placebo condition
experienced significantly more gastrointestinal
(46 % and 22 %, respectively, p=0.04) and neuro-
logical (44 % and 14 %, respectively, p=0.004)
complaints during the first 2 weeks of treatment.
However, there were no significant differences in
several side effects such as excitement, giddiness,
disinhibition, pulse, blood pressure, and weight
between the fluoxetine and placebo conditions.
Despite significant reductions in anxious symp-
toms, pharmacotherapy as a sole treatment may
not suffice in ameliorating anxious symptoms
(Birmaher et al., 2003; Seidel & Walkup, 2006);
and therefore, an adjunctive psychotherapy com-
ponent may be warranted to optimize treatment
response. As such, extant literature has demon-
strated that a combination therapy, including CBT
and pharmacotherapy, is a superior treatment
option for many anxious youth than medication
alone (see review by Mohatt et al., 2014). In par-
ticular, Walkup et al. (2008) utilized a sample of
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488 children (9 % African American) ages 7-17
and randomly assigned them between a CBT-
alone, sertraline-alone (at a dose less than or equal
to 200 mg/day), combination treatment, or placebo
conditions. Researchers found that children in the
combination treatment condition experienced the
greatest symptom improvement relative to the two
monotherapies (p<0.001) and that there was no
significant difference in treatment response
between CBT-alone and sertraline-alone groups.
Also, all active treatment conditions were superior
to the placebo condition. Regarding side effects of
the sertraline, Walkup and colleagues reported a
nonsignificant difference in adverse events
between sertraline and placebo conditions, but
found that there were significantly more reports of
fatigue, insomnia, restlessness, and fidgeting in the
sertraline condition relative to the CBT condition.

Aside from studies examining the effects of
SSRIs in improving anxious symptoms, several
studies have examined the efficacy of other medi-
cation options for children and adolescents.
Evidence suggests that selective norepinephrine
reuptake inhibitors (SNRIs) are a viable alternative
for treating GAD (venlafaxine—Rynn, Riddle,
Yeung, & Kunz, 2007) and SoD (venlafaxine
ER—March, Entusah, Rynn, Albano, & Tourian,
2007) as evidenced by its superior efficacy relative
to placebo conditions. Side effects associated with
SNRIs include asthenia, pain, somnolence, and
weight loss (March et al., 2007; Rynn et al., 2007).
Additionally, benzodiazepines have been consid-
ered as a treatment option for anxious youth but
have yielded mixed findings regarding efficacy. Of
the few studies examining the effects of benzodiaz-
epines, only one study has demonstrated the supe-
riority of alprazolam versus placebo for anxious
youth (Simeon & Ferguson, 1987); however, these
findings were not replicated in a similar population
(Simeon et al., 1992). Overall, mild side effects
were associated with alprazolam in this study,
including sedation, agitation, headaches, and nau-
sea. Moreover, Graae and colleagues (1994) found
that youth with SAD who received clonazepam
exhibited no difference in treatment response com-
pared to the placebo condition. In this study, side
effects were more frequent for youth in the active
treatment condition, 83 %, relative to the placebo
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condition, 58 %. However, benzodiazepines should
not be considered a treatment of choice due to their
potential for addiction.

Altogether, the aforementioned studies demon-
strate that SSRIs may be an effective first-line of
pharmacological treatment for childhood and ado-
lescent anxiety. Specifically, several SSRI medica-
tions (i.e., sertraline, fluoxetine, fluvoxetine)
demonstrated superior efficacy relative to placebo
conditions and have yielded minimal to mild
adverse events (e.g., gastrointestinal disturbance,
headache, insomnia, and behavioral activation;
Seidel & Walkup, 2006) when used in youth ages
6-17 years (Birmaher et al., 2003; Compton et al.,
2001; Maslowsky et al., 2010; Rynn et al., 2001;
Wagner et al., 2004). Additionally, it is important to
continue empirically examining a variety of phar-
macological treatments as 20—35 % of children and
adolescents do not respond to SSRIs and CBT
(Walkup et al., 2008). Despite a dearth of evidence
supporting its efficacy, findings to date suggest that
SNRIs are a potential option for anxious youth who
are non-responders to more empirically supported
treatments. In sum, there is considerable empirical
evidence identifying viable treatment options for
pediatric anxiety, which primarily include CBT-
based interventions and pharmacotherapies. In
light of these findings, the subsequent section will
consider the implications of the current state of
treatment research for African American youth.

Treatment Outcomes
and Considerations for African
American Youth

A distinctive limitation of the aforementioned
findings is that ethnic minority youth are severely
under-sampled, limiting the generalizability of
these findings to African American children and
adolescents. Among the few studies that have
examined the efficacy of treatments for anxiety in
African American youth as shown in Table 10.1
(Ginsburg, Becker, Kingery, & Nichols, 2008),
the general consensus suggests that the ingredi-
ents of CBT are impactful in improving symp-
toms of anxiety (Ginsburg, Becker, Drazdowski,
& Tein, 2012; Treadwell, Flannery-Schroeder, &

171

Kendall, 1995) with a special consideration for
certain sociocultural factors that may uniquely
influence the accessibility and implementation of
such specialized treatment in this population.
Particularly, African American youth from low-
income households may experience limited
accessibility to specialized mental health services
due to logistical impasses (e.g., poor insurance
coverage, transportation, or lack of qualified pro-
viders) and potentially discouraging experiences
with prior mental health services (Owens et al.,
2002). Additionally, evidence suggests that alter-
native community resources are often preferred
within African American families compared to
seeking mental health services. For instance,
Murry, Heflinger, Suiter, and Brody (2011) found
that rural African American mothers acknowl-
edged the potential benefits of mental health ser-
vices, but indicated that they preferred seeking
help from family, church, and schools to address
difficulties experienced by their children.
Notably, the public stigma associated with their
child having mental health problems as well as
cultural mistrust was listed as factors that influ-
enced help-seeking behaviors for their sample,
which has also been theorized to be factors
uniquely associated with anxiety in African
Americans (Hunter & Schmidt, 2010). Further
highlighting the limited use of specialized treat-
ments, such as CBT, Angold et al. (2002) found
that rural, low-income African American chil-
dren were less likely to receive specialized mental
health services unless the services were provided
in the primary educational setting.

Inasmuch, recent literature has begun to
explore the effectiveness of a school-adapted
CBT protocol with hopes of bypassing potential
sociocultural barriers to services in African
American families. Specifically, the Baltimore
Child Anxiety Treatment Study in the Schools
(BCATSS) represents a cutting-edge attempt to
create a psychosocial treatment for childhood
and adolescent anxiety that considers the socio-
cultural context of African American low-income
urban youth. Ginsburg et al. (2008) adapted a
CBT protocol designed to be administered by
school-based clinicians to inner city youth
between the ages of 7 and 12. Ginsburg and
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Table 10.1 Treatment outcome studies for pediatric anxiety in African American youth
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Disorder
Authors Sample treated Treatment Study design | Results
Beckeretal. |16 urban youth; | GAD, SP, School-based CBT Only included | Psychoeducation,
(2012) 87.5 % African | SoD, SAD, |modules (i.e., 16 youth from | exposure, and cognitive
American or Anxiety | psychoeducation, the CBT restructuring most often
NOS exposures, rewards, condition in | used by school-based
cognitive restructuring, | the Ginsburg | clinicians
problem solving, etal. (2012)
relaxation, and relapse
prevention)
Ginsburg and | 12 African GAD, SP, School-based CBT for RCT 3/4 of teens in CBT
Drake (2002) | American SoD, AG anxiety CBT (n=06) vs.| condition no longer met
adolescents Group criteria compared to
(10 females, 2 attn.-support | 1/5 in Group condition
males/avg. control (n=6)
age=15.6 yrs)
Ginsburg et al. | 32 urban youth | GAD, SoD, | School-based CBT— RCT Significant reductions in
(2012) ages 7-17; SP, SAD, Modular approach (7 CBT (n=17) | anxiety post-treatment
84.3 % African | or Anxiety | modules administered vs. Usual care | and at follow-up, but no
American NOS over 12 weeks) (n=15); significant differences in
students Usual Care—art, play, |3 dropouts at | treatment response
or supportive therapy post-tx across conditions
follow-up
Treadwell 178 children OAD, SAD, | 16 session CBT Children Reduction in anxiety
etal. (1995) |ages 9-13; AD protocol diagnosed symptoms, fear, and
19 % African with anxiety | worries was similar
American vs. were across ethnicity as
81 % White randomly evidenced by child,
assigned to teacher, and parent
a therapist report

AD avoidant disorder, AG agoraphobia, Anxiety NOS anxiety disorder—not otherwise specified, CBT cognitive behav-
ioral therapy, GAD generalized anxiety disorder, OAD overanxious disorder, RCT randomized control trial, SAD separa-
tion anxiety disorder, SoD social anxiety disorder, SP specific phobia

colleagues proposed that the rationale behind the
school-based focus of the treatment program is to
limit the influence of anxiety on academic perfor-
mance and because school-based therapy is
potentially more affordable and accessible for
underresourced  African American  youth.
Regarding the implementation of school-based
CBT programs, several studies have yielded
promising results supporting its efficacy among
African American anxious youth. For instance, in
a study consisting of 12 African American ado-
lescents (83 % female), Ginsburg and Drake
(2002) found that more teens in the school-based
CBT group (N=6) no longer met criteria for their
initial anxiety diagnosis relative to teens in a con-
trol group (N=6), 75 % and 20 %, respectively.
Moreover, another study conducted by the same

group of researchers (Ginsburg et al., 2012)
included 32 inner city youth from Baltimore pub-
lic schools (84.4 % African American) and
compared diagnostic status and symptom reduc-
tions between children in school-based CBT and
non-CBT oriented therapies (or treatments with-
out CBT ingredients, such as play, art, or sup-
portive therapies) conditions. Based on clinician,
parent, and child ratings, results demonstrated
that both the school-based CBT and non-CBT
oriented therapies significantly reduced anxiety
symptoms post-treatment and at one year follow-
up; however, there were no significant differ-
ences in treatment responses between the two
conditions. Given that school clinicians were
allowed to flexibly apply CBT modules to meet
the needs of each child in the Ginsburg et al.
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(2012) study, Becker, Becker, and Ginsburg,
(2012) conducted subsequent analyses on the
CBT treatment condition (87.5 % African
American). In particular, Becker and colleagues
found that though no one module solely predicted
treatment response, exposure and psychoeduca-
tion were the most commonly implemented mod-
ules within the CBT treatment. Importantly, these
findings demonstrate that clinically anxious
African American youth who primarily receive
mental health services through their school can
experience extended symptom relief that is com-
parable to non-CBT oriented therapies. Also,
Becker and colleagues (2012) provide evidence
suggesting that psychoeducation and exposure
are CBT modalities that are effective in address-
ing anxiety symptoms within a sample of under-
resourced African American youth.

Despite a poor sampling of African American
youth in the aforementioned pharmacological
studies, several studies have delineated important
treatment considerations when prescribing medi-
cations to anxious African American youth. For
instance, Stevens and colleagues (2009) used a
sample of 501 parents (25 % African American)
and found that African American parents viewed
SSRIs as less beneficial and potentially more
risky compared to parents of other ethnicities.
Compared to other indicators (e.g., trust, educa-
tion/knowledge, religious involvement, Schnittker
(2003) similarly found that skepticism in medica-
tion efficacy and its associated side effects were
the most salient indicators of African American
parent’s willingness to give medication to their
children. Taken together, these aforementioned
studies (Schnittker, 2003; Stevens et al., 2009)
suggest that the willingness to take and adhere to
prescribed SSRIs in African American youth may
be impacted by potentially negative perceptions
of the medication, which is an indicator that
remains relevant to African American families
across different socioeconomic levels (Schnittker,
2003). A study by Jerrell (2010) does provide
some evidence substantiating the hesitancy of
African American parents regarding the prescrip-
tion of SSRIs given that African American chil-
dren and adolescents were found to be more likely
to experience weight gain, dyslipidemia, and type
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2 diabetes mellitus. In light of these findings,
Jerrell (2010) recommends that practitioners use
caution when prescribing SSRIs to African
Americans and carefully consider the potential
influence of preexisting health conditions and any
individual factors that may increase the likelihood
of these adverse events. Specifically, one impor-
tant factor that ethnopharmacological studies
have revealed is that African Americans can
require different dosage amounts (Lawson, 1996;
Varner, Ruiz, & Small, 1998) and have faster
treatment response (Lawson, 1996) to antidepres-
sant medications relative to other ethnic groups.

Finally, similar to the barriers that may impede
African American youth from accessing empiri-
cally supported psychosocial therapies, socioeco-
nomic factors, such as poverty and limited health
insurance, also impact treatment adherence to
prescribed medications. For example, Chen and
Rizzo (2008) found that African American adults
were more likely to use generic brands of SSRIs
and older medications than other ethnicities and
explained that differences in education level and
health insurance coverage across ethnic groups
also influenced their findings. Altogether, there
are no RCTs that specifically examine pharmaco-
logical treatment response for anxious African
American youth, but existing literature does pro-
vide an overview of several important sociocul-
tural factors (e.g., parental perceptions,
socioeconomic variables) to consider when pre-
scribing medication to this population.

Anxiety and African American
Youth: Future Research Directions

In summary, the use of cognitive behavioral tech-
niques combined with an SSRI has been identified
as the most efficacious treatment option for pedi-
atric anxiety disorders; however, the evidence
supporting this prescription of treatment does not
consider the sociocultural context of treating
anxiety in African American youth due to an
insufficient sampling of African American youth
and/or the absence of ethnic group comparisons.
Inasmuch, the most obvious recommendation for
future research is the inclusion of more African
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American youth in treatment outcome studies as
well as to require that funded studies be powered
to adequately address racial/ethnic group com-
parisons post study. Doing so would allow
researchers to capture the unique experiences of
African American youth in treatment outcome
studies, which in turn would allow for the devel-
opment of treatments specific to the needs and
expectations of the youth and their families. It is
worth noting that when attempting to include
African American families in treatment studies, it
may require a diverse array of recruitment strate-
gies, such as having a culturally competent and
diverse research team (e.g., possibly having
African American researchers, practitioners, ther-
apists, and/or assistants), engaging in community
outreach opportunities to raise awareness about
the study’s benefits (e.g., providing educational
talks at local churches or monthly community
organization meetings), and offering incentives
that are respectful of the family’s needs (e.g.,
monetary incentive, free psychological evaluation
feedback from assessments administered, or
opportunities to receive free specialized interven-
tions; Williams, Tellawi, Wetterneck, & Chapman,
2013). Though this may require more time and
effort during the recruitment phase of the study, it
is imperative that research teams appreciate the
value of increasing the involvement of African
American families in pediatric anxiety treatment
studies. Importantly, the increased sampling of
African American youth in randomized control
trials would provide evidence highlighting the
potential benefits, drawbacks, feasibility, and
overall effectiveness of the aforementioned treat-
ment options in this population.

Despite such limitations in extant literature,
the BCATSS provides a framework for refining
treatment protocols in order to accommodate the
specific needs of a specialized population. As
demonstrated by Ginsburg and colleagues (2012),
school-based clinicians were able to administer
CBT modules, particularly psychoeducation and
exposure, to a sample of predominantly underre-
sourced African American youth, which did ame-
liorate their symptoms of anxiety. Similar to how
these researchers attempted to capitalize on the
increased affordability and accessibility of
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school-based therapy for inner city youth with
limited resources, future research should focus
on additional ways to utilize existing community
resources that African American youth and fami-
lies employ, such as the church (Murry et al.,
2011; Williams, Gorman, & Hankerson, 2014).
Future research should identify ways to collabo-
rate with such community resources to reduce the
impasse of potential barriers and in turn, enhance
the dissemination of effective treatments for
pediatric anxiety. Notably, as recommended by
Murry et al. (2011) and others (Breland-Noble,
Bell, Burriss, & AAKOMA Project Adult
Advisory Board, 2011; Breland-Noble, Burriss,
Poole, & AAKOMA Project Adult Advisory
Board, 2010), an important step in adapting treat-
ments that align with the needs of African
American youth is to continue researching barri-
ers to treatment even when examining the effi-
cacy of adapted protocols. For example, Ginsburg
and colleagues (2012) note potential barriers
influencing the efficacy of the school-based CBT
protocol, which included level of child anxiety,
frequency of negative cognitions, and parenting
stress pre-treatment as well as the frequency of
urban hassles (e.g., living in an unsafe area).
More broadly, extant literature has identified cul-
tural stigma, medical mistrust, and cultural norms
about mental illness as culturally based ideolo-
gies that impact the help-seeking behaviors of
African Americans (Hunter & Schmidt, 2010;
Thompson, Bazile, & Akbar, 2004).

In conclusion, the state of empirical evidence
specifically highlighting the treatment response of
African American youth is lacking; and therefore,
creates a myriad of new directions for future
research. Though it is assumed that existing empir-
ically supported treatments will yield positive
treatment responses within African American
youth, the greatest demand in future research is
establishing more accessible avenues for the effica-
cious treatments for pediatric anxiety to be deliv-
ered in this population. A survey of literature
identifies socioeconomic factors (e.g., poverty, lack
of insurance) and cultural ideologies (e.g., cultural
mistrust, stigma of mental health) as persistent bar-
riers impeding the accessibility of treatment
(Angold et al., 2002; Hunter & Schmidt, 2010).
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However, per the recommendation by Murry and
colleagues, it is important that future research
explores additional sociocultural variables impact-
ing treatment in this population as such efforts will
aid in the adaptation of treatment protocols that
enhance accessibility and utilization of services for
pediatric anxiety (Angold et al., 2002; Owens et al.,
2002; Schnittker, 2003; Stevens et al., 2009;
Terwilliger, Bach, Bryan, & Williams, 2013).

Pediatric Obsessive-Compulsive
Disorder

OCD is a severe psychiatric illness commonly
affecting as many as 1 in 200 children and adoles-
cents (Flament et al., 1988) and is considered one
of the leading causes of mental disability world-
wide (Ayuso-Mateos, 2007). OCD is character-
ized by the presence of obsessions (‘“worries’)
and/or compulsions (“rituals”). Initially OCD was
classified as an anxiety disorder in the Diagnostic
and Statistical Manual of Mental Disorders, 4th
Edition, Text Revision (DSM-IV-TR; American
Psychiatric Association, 2000). However, reclas-
sification of OCD in the DSM-5 resulted in a
separate category titled Obsessive-Compulsive
and Related Disorders (OCRD; Stein et al., 2010;
Storch, Abramowitz, & Goodman, 2008). The
OCRD section includes the diagnoses of body
dysmorphic disorder (BDD), hoarding, trichotil-
lomania (hair pulling), and excoriation (skin-
picking). Although these disorders share common
features with OCD, their differences warrant
exclusion from this chapter.

Sociocultural Factors of Pediatric
OCD in African American Youth

Pediatric OCD research has expanded our knowl-
edge of factors specific to children and adolescents
since the first epidemiological study performed
over 25 years ago (Flament et al., 1988). However,
very little is known about cross-cultural differ-
ences that may exist in children and adolescents
with OCD, specifically in African American youth.
The limited knowledge of OCD in African
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Americans is gleaned from case studies
(Chambless & Williams, 1995), NSAL data
(Himle et al., 2008), and recent findings from a
study of African American adults with OCD at the
University of Pennsylvania (Williams, Proetto,
Casiano, & Franklin, 2012). Unfortunately, there
are no randomized clinical trials of OCD that
include adequate numbers of African Americans
of any age (Williams et al., 2010), genetic studies
of African Americans with OCD, or published
studies about African American youth with OCD.

Psychosocial Treatment: Treatment
Outcomes

CBT for pediatric OCD is typically a manualized
form of treatment (Piacentini & Langley, 2004;
Piacentini, Langley, & Roblek, 2007) and can be
administered in several different formats. The typ-
ical format for CBT with Exposure and Ritual
Prevention (Ex/RP) ranges from 14 to 16 weeks of
therapy, however, intensive therapy can occur as
little as 5-7 weeks (Piacentini et al., 2007). Within
the allotted weeks, 12 sessions are outlined for the
typical CBT treatment of OCD. The first two ses-
sions are used to assess for OC symptoms and
comorbidity, provide psychoeducation and treat-
ment rationale, and create an exposure hierarchy.
The remaining therapy sessions occur weekly and
last for 60-90 min. Intensive therapy follows the
same assessment schedule, but increases the fre-
quency of meeting days from weekly to biweekly
and can increase to daily meetings. Ex/RP is thera-
pist guided and involves the creation of both ima-
ginal and in vivo exposures based on the exposure
hierarchy for within session activities and home-
work. Following the creation of the exposure hier-
archy, exposures are practiced within sessions and
homework assignments are used to facilitate gen-
eralizability of in-sessions results. This treatment
format also works to ensure the completion of the
hierarchy within the 14-16 weeks. Based on the
modality (individual, group, family), the basic
ingredients of CBT remain intact but changes to
frequency or length of sessions and level of family
or peer involvement vary depending on treatment
methodology.
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According to the OCD Expert Consensus
Guidelines (March, Frances, Carpenter, & Kahn,
1997), CBT, in particular Ex/RP, is considered
the first-line treatment for symptom reduction in
children and adolescents with OCD. Freeman
and colleagues (2007) reviewed several articles
on the efficacy of CBT in youth with OCD,
reporting a large effect size for individual, group,
and family CBT. Past research on individual ther-
apy for OCD revealed effectiveness for both brief
(5 sessions) and full (12 sessions) CBT with a
reported 1.6 and 2.2 effect size (Bolton et al.,
2011). Additional support of Ex/RP was found
by Bolton and Perrin (2008) who examined the
effects of an intensive 5 week Ex/RP alone pro-
gram absent of pharmacotherapy in children and
adolescents with OCD. Himle, Van Etten, and
Fischer (2003) found support for the treatment of
pediatric OCD using group therapy, however,
much of the published data were gathered from
naturalistic open trials. Individual and group
CBT family-based therapy for children and ado-
lescents with OCD was also found to be an effec-
tive treatment modality (Barrett, Healy-Farrell, &
March, 2004). A program titled Freedom from
Obsessions and Compulsions Using Cognitive-
Behavioral Strategies (FOCUS) incorporated a
structured parent and sibling protocol in addition
to individual treatment (Barrett et al., 2004). Both
individual family CBT and group family CBT
therapy were found to be effective in reducing
OCD symptom severity in children and adoles-
cents. Also, group family CBT resulted in larger
reductions in depressive and anxiety symptoms
when compared to individual therapy.
Monotherapy for less severe symptoms in adoles-
cents has been found effective; however, adoles-
cents with more severe symptoms have often
required CBT and pharmacotherapy (Keeley,
Storch, Dhungana, & Geftken, 2007; POTS,
2004). Of these studies, few reported the ethnora-
cial demographic data needed to determine if
African American participants were involved in
the RCTs. Likewise, when demographic data was
provided, the percentage of African American
participants were minimal making it difficult to
perform comparative analyses.
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Pharmacotherapy: Treatment
Outcomes

One of the most effective known pharmacologi-
cal treatments for pediatric OCD is selective
serotonin reuptake inhibitors (SSRIs; DeVeaugh-
Geiss et al., 1992; Geller et al., 2003). Despite
their effectiveness, Wagner et al. (2004) found
that complete remission with treatment of medi-
cation alone for OCD is uncommon, and these
findings have been consistently supported in
research (Freeman et al., 2007; POTS 1, 2004). A
meta-analytic review of pharmacotherapy for
pediatric OCD performed by Watson and Rees
(2008) found strong support for the use of SSRIs
for adolescents with OCD. DeVeaugh-Geiss et al.
(1992) found that the tricyclic antidepressant clo-
mipramine was successful in reducing OCD
symptoms in children and adolescents (60 %). In
the Liebowitz et al. (2002) study, children and
adolescents who were prescribed fluoxetine
experienced more symptom reduction (57 % of
the sample) when compared to the effects of the
placebo. Successful symptom reduction due to
paroxetine was also reported by 64.9 % of chil-
dren and adolescents participating in the RCT
(Geller et al., 2004). African Americans in the
Geller et al. (2004) were identified as “other,”
grouped with all other people of color when com-
pared to European Americans making it difficult
to extract information on the specific benefits of
paroxetine in this group.

Randomized controlled trials examining the
efficacy of medication and psychotherapy were
supported in the published findings of the POTS I
(2004) study (4 % African American). The com-
bined group (CBT+medication) of children and
adolescents (53.6 %) experienced the greatest
symptom relief when compared to medication
alone and the placebo. However, there were no
significant differences between combined and
CBT alone (39.3 %) indicating that CBT alone
may be just as effective as therapy combined with
medication to promote symptom reduction in
pediatric OCD. The POTS II (2011) study exam-
ined the efficacy of augmented medication com-
bined with short-term CBT, which supported
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Wagner et al.’s (2004) findings of the efficacy of
combining CBT and medication over medication
alone. Specifically, their findings demonstrate the
benefits of clinician-led CBT treatment over CBT
instruction led by a pharmacotherapist and
excluded parent sessions (Franklin et al., 2011).
Additionally, the POTS Jr. (Freeman et al., 2014)
study highlighted the relevance of parental
involvement in the treatment of pediatric OCD by
accentuating parent participation during the treat-
ment process and testing specific strategies for
parental involvement in CBT. Freeman and col-
leagues (2014) found that participation in the
Family+CBT group was found to decrease
symptom severity resulting in significant
improvement for children with OCD (Table 10.2).

Treatment Outcomes
and Considerations for African
American Youth

There appear to be unique barriers to treatment
for OCD that disproportionally impact people of
color. Traditionally, studies of OCD have grossly
under-sampled African Americans. For instance,
among the 454 participants in a DSM-IV field
trial (one of the largest OCD studies conducted),
only 2.8 % of the overall sample was African
American (Foa et al., 1995). A similar trend has
continued to be characteristic of the OCD litera-
ture as a number of large, multi-site studies have
left African Americans underrepresented in their
samples (Mancebo, Garcia, & Rasmussen, 2008;
Williams, Powers, Yun, & Foa, 2010). In a large
study recently conducted, examining 924 chil-
dren or adults with OCD at Rogers Memorial
Hospital, from 1999 to 2012 the overwhelming
majority of patients were found to be non-
Hispanic White (93.3 %; Williams et al., 2015).
Only 1.2 % were African American, and of these
only two were children (ages 8—12). In fact, out
of the 203 teens admitted to the Adolescent OCD
Residential treatment center at Rogers Memorial
Hospital, not one was African American. The
precise reason for the underrepresentation of
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African American youth in treatment for OCD is
still unknown.

Nonetheless, there are factors -clinicians
should consider when administering empirically
supported psychotherapy and pharmacotherapy
for pediatric OCD. Working with African
American youth and families requires consider-
ation of important cross-cultural factors, includ-
ing treatment accessibility and cultural mistrust
as specific barriers to treatment. Current litera-
ture suggests that African Americans are less
likely to seek treatment for OCD despite similar
prevalence rates and increased negative symp-
tom severity (Williams, Domanico, Marques,
Leblanc, & Turkheimer, 2012). A study on barri-
ers to treatment among adult African Americans
with OCD (Williams, Domanico, et al., 2012)
provided valuable information on how such con-
cerns may affect treatment seeking behaviors in
adults. For example, Africans American adults
with OCD reported lack of information about
where to seek treatment as the reason for delayed
treatment. Additionally, concerns about stigma
and judgment, cost of treatment, lack of insur-
ance, the effectiveness of treatment, and avail-
ability to participate in treatment were all
identified as major barriers to seeking help for
OCD. For example, Friedman et al. (2003) found
that African American adult patients with OCD
were less likely to disclose OCD symptom at
pre-treatment relative to their European
American counterparts. Initially, these authors
describe that African American patients solely
endorsed symptoms of panic disorder (i.e.,
somatic complaints) as their primary complaint
and denied any evidence of obsessions or com-
pulsions. Aside from experiencing some reduc-
tion in anxiety symptoms and receiving
psychoeducation about the maladaptive avoid-
ance of anxiety, Friedman and colleagues (2003)
found that African American patients were will-
ing to divulge their OC symptoms once a posi-
tive therapeutic alliance was developed. These
findings can serve as significant factors of influ-
ence for families of youth seeking treatment for
OCD. Similar to adults with OCD, parents may
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harbor concerns of accessibility and awareness
of psychosocial treatment resources, fear of
stigma, judgment and labeling, lack of insurance
for their children, and will have equal concerns
about time availability that may directly affect
the course of OCD in African American youth
(Williams, Domanico, et al., 2012; Also, given
evidence supporting the efficacy of an adjunctive
family component for pediatric OCD treatment
(POTS Jr., Freeman et al., 2014), family-based
CBT may serve as a viable mechanism to both
appropriately address parental concerns and
facilitate symptom improvement for African
American youth with OCD.

Relative to psychosocial treatments, medica-
tion considerations, namely prescribing SSRIs,
may pose a greater challenge to clinicians when
working with African American families.
Although several studies have found SSRIs to
effectively reduce symptoms in youth with OCD
(Geller et al., 2001), African American parents
may be less accepting of this method of treatment
(Stevens et al.,, 2009) for various reasons.
Cheung, Emslie, and Mayes (2005) noted that
3-12 % of children in drug trials discontinue
medication because of side effects. Parents may
fear adverse effects that are common with SSRI
medications requiring clinicians to be knowl-
edgeable about effective ways to manage SSRIs
in youth (Murphy, Segarra, Storch, & Goodman,
2008). As such, it becomes extremely important
that African American parents are educated on
the ethnic differences in drug response, specifi-
cally, the metabolizing and absorption of antide-
pressants (Mufioz & Hilgenberg, 2005). Research
found that African Americans are more likely to
experience adverse effects when prescribed
higher doses of SSRIs, which may indicate a
need for a lower dose of medication when treat-
ing OCD. This recommendation may seem coun-
terintuitive to SSRI medication regimens given
that doses prescribed to treat OCD typically fall
at the higher end of the dose range (Choi, 2008).
It is likely that when treating African American
youth with OCD, these cultural factors will
require adequate attention in order to challenge
possible negative parental beliefs about medica-
tion that may influence treatment compliance.
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Pediatric OCD and African American
Youth: Future Research Directions

To enhance our understanding of OCD in African
American youth, it is essential that the pediatric
OCD literature explores how racially specific
symptom patterns can be utilized to refine the
assessment and treatment protocols administered
for this population. Specifically, current literature
suggests that African Americans endorse more
contamination concerns compared to their
European American counterparts (Williams,
Abramowitz, & Olatunji, 2012). Sociocultural
factors specific to African American adults and
OCD indicate that increased washing and clean-
ing appears to be a cultural norm among African
Americans (Williams & Turkheimer, 2007),
therefore, OCD symptoms may go unnoticed for
a longer period, leading to recognition only when
the symptoms are severe (Williams et al., 2012).
In our recent study of African American adults
with OCD, we found that participants were
unusually fearful of animals, felt a stronger need
to be perfectly understood, and used counting
compulsions as a means to combat aggressive
obsessions (Williams, Elstein, Buckner, Abelson,
& Himle, 2012). Importantly, knowledge of these
differences are essential for clinicians to accu-
rately diagnose this population when using OCD
assessment tools that are psychometrically sound
for this group (Williams, Davis, Thibodeau, &
Bach, 2013; Williams, Wetterneck, & Sawyer,
2015; Williams, Wetterneck, Thibodeau, &
Duque, 2013). Given that the aforementioned
studies identify unique OCD symptomology in
African American adults, more research is
needed to determine if African American youth
differ from adults with OCD in symptom presen-
tation. Such research endeavors will enhance the
psychometric properties of available assessment
tools and subsequently inform treatment for this
population.

Furthermore, in line with recommendations
for the pediatric anxiety literature, it is impera-
tive that future research increase the sampling of
African Americans in treatment efficacy studies
as this will help to determine the generalizability
of existing efficacious treatment options for
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African American youth. In summary, the use of
CBT, namely Ex/RP was found to be most effica-
cious in treating pediatric OCD in youth. The use
of SSRIs as a supplement to treatment was rec-
ommended mostly for adolescents. These find-
ings were based on RCTs conducted using
predominately European American samples
resulting in limited information about pediatric
OCD in African American youth. As such, future
research must examine the efficacy of both psy-
chosocial and pharmacological treatment of pedi-
atric OCD in African American youth.

Finally, more research is needed to examine
treatment accessibility for African American
youth with OCD. African Americans are more
likely to have negative beliefs about mental
health care and these beliefs could result in a bar-
rier to treatment for afflicted youth. If OCD
symptoms go unnoticed in African American
youth, failure to recognize the presence of symp-
toms could result in an increase in severity given
the progressive nature of OCD (Williams et al.,
2012). Greater symptom severity has been related
to poorer treatment outcomes (Hurley, Saxena,
Rauch, Hoehn-Saric, & Taber, 2002), and a lon-
ger period of disability which could result in
reduced quality of life (Himle et al., 2008). It is
unknown whether greater symptom severity
exists in African American youth with OCD. As
a result, more research is needed to examine the
role of these and other barriers (e.g., low income)
to treatment for African American youth with
OCD. Upon pursuing this line of research, more
can be examined concerning potential ethnic dif-
ferences and barriers to treatment that may pres-
ent in African American youth given recent
findings in adults.

Conclusion

In this chapter, we have reviewed important con-
siderations regarding the expression and treat-
ment of anxiety and obsessive-compulsive
behaviors in African American youth. In terms of
pediatric anxiety, the frequency and perception of
somatic sensations has been identified as particu-
larly relevant to the expression of anxiety in
African American youth (Kingery et al., 2007;

R.C.T. DeLapp et al.

White & Farrell, 2006). With regard to treatment,
the combination of CBT and SSRIs has garnered
the most support for optimal treatment outcomes
(Walkup et al., 2008); however, studies have yet
to provide evidence that such combination ther-
apy is most efficacious and feasible for African
American youth. Notably, a school-based CBT
protocol administered in a predominant African
American youth sample provides a prototype for
future research to adapt empirically supported
treatments to accommodate sociocultural barriers
impeding accessibility to mental health services
(Ginsburg et al., 2008).

In terms of the pediatric OCD, evidence sug-
gests that contamination fears may be particu-
larly salient to African Americans due to
culturally normative attitudes about washing and
cleaning (Williams & Turkheimer, 2007).
Existing literature supports the efficacy of indi-
vidual, group, and family CBT plus Ex/RP in
reducing symptom severity for youth with OCD
(Barrett et al., 2004). For children and adoles-
cents with more severe OCD symptoms, research
supports the effects of CBT alone or in combina-
tion with Ex/RP (POTS I, 2004). However, due to
a poor sampling of African American youth in
these studies, it limits our understanding of
important treatment considerations when admin-
istering the CBT plus Ex/RP protocols and pre-
scribing medication. As such, future research that
increases the sampling of African American
youth is warranted, especially in RCT studies.
Specifically, when working with African
American youth with OCD, important sociocul-
tural treatment barriers to consider include the
family’s perception of mental health as well as
the severity and chronicity of symptoms.
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Introduction

Adolescent depressive disorders constitute serious
mental illnesses impacting youth of diverse back-
grounds. With the introduction of the Diagnostic
and Statistical Manual of Mental Disorders 5
(DSM 5), what were formerly known as “mood
disorders” are now referred to by the name
“depressive disorders” and include the following:
Disruptive mood dysregulation disorder, major
depressive disorder (MDD)—single and recurrent
episodes, persistent depressive disorder (dysthy-
mia), premenstrual dysphoric disorder, substance/
medication-induced depressive disorder, depres-
sive disorder due to another medical condition,
other specified depressive disorder, and unspeci-
fied depressive disorder. The focus of this chapter
is on the literature relevant for the diagnosis and
treatment of the most prevalent depressive
disorders in African American youth (i.e., MDD—
single and recurrent episodes and persistent
depressive disorder, otherwise known as dysthy-
mia). It also provides a brief discussion of addi-
tional depressive disorders, bipolar disorder and
related conditions (which in previous editions of
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the DSM were included together with depressive
disorders under the moniker, “Mood Disorders”).
Depressive disorders are generally character-
ized by a cluster of symptoms including sadness or
low mood, crying, loss of interest in once enjoyed
activities, decreased energy and affect, and sleep-
ing and eating changes. Typically, these changes
must recur in an individual for at least 2 weeks and
must represent a significant change in functioning
from previous levels considered normal for that
individual. Some research has addressed the mani-
festations of MDD, commonly referred to as
depression, in children and adolescents as present-
ing in unique ways. For example, the American
Academy of Child and Adolescent Psychiatry
(2013) indicated that children and adolescents
with depression exhibit symptoms including social
isolation, extreme sensitivity to rejection or fail-
ure, and increased irritability. While these symp-
toms can also occur in adults, these are symptoms
that may be of particular import for recognizing
depression in youth, especially since young ado-
lescents may have more difficulty articulating and
identifying the character and/or sources of sad
feelings. Dysthymia, which was at one time
referred to as “minor depression” and is now
referred to as “persistent depressive disorder” is a
disorder described as a combination of chronic
depressive disorder and dysthymic disorder.
Research indicates that adolescent depressive
disorders are an important mental health issue given
that at any one time approximately 1 in 20 children
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and adolescents experience MDD (Treatment for
Adolescents with Depression Study Team, 2003)
and that the 3 month prevalence for any depressive
disorder in youth is 2.2 % (Costello, Mustillo,
Erkanli, Keeler, & Angold, 2003). Early epidemio-
logical studies of pediatric and adolescent depres-
sive disorders indicated a depressive disorder
prevalence of between 4 and 8 % (Birmaher &
Brent, 1998), while current epidemiological studies
estimate a median adolescent MDD prevalence of
approximately 4 % with a range of 0.2-17 %
(Merikangas, Nakamura, & Kessler, 2009; Roberts,
Roberts, & Chan, 2009). For Dysthymia, older
reports suggest prevalence rates of 2-8 % while
more recent estimates place the prevalence rate at
approximately 1 % (Merikangas et al., 2010). Little
is known about the diagnosis and treatment of dys-
thymia in youth overall and far less is known about
the specifics of dysthymia in teens.

Older research suggests that African American
youth do not disproportionately suffer from
depressive disorders compared to youth of other
US racial/ethnic groups. In fact, while older
research in this area was equivocal (Angold et al.,
2002; Roberts, Roberts, & Chen, 1997), current
research by Merikangas et al. (2010) suggests
similar rates of depressive disorders for African
American, White, and Latino youth specifically.
The Office of Minority Health of the American
Psychiatric Association has suggested that many
more African Americans (including teens) than
are currently noted may actually meet subthresh-
old depression criteria, but are missed because
their symptoms are not recognized as meeting the
threshold of depression cited by clinicians
(Primm, 2014). In general, far more attention is
warranted for identifying accurate prevalence
rates for depressive disorders including MDD
and dysthymia to provide an accurate picture of
the state of depressive illness among African
American youth.

This chapter provides an in-depth analysis of
the current state of knowledge regarding African
American youth, depressive disorders, diagnosis,
and treatment options. The following sections pro-
vide a brief overview of the historical research in
this area, followed by an examination of the cur-
rent literature specific to African American youth.
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To highlight the current state of the evidence
regarding depressive illness in African American
youth, this chapter includes a review of the general
background literature on adolescent depression in
general, highlights prevalence and associated dis-
parities for African American youth, describes the
sociocultural factors that may contribute to differ-
ences in depression treatment utilization along
with the evidence for current treatments, and ends
with recommendations for future research.

Adolescent Depression:
An Overview

Depression is such a significant and burdensome
illness that the World Health Organization ranks
it among the leading causes of disability world-
wide, ahead of cancer, cardiovascular disease,
and other physical illnesses (World Health
Organization, 2012). As challenging as it is for
adults to manage this illness, depression can have
severely detrimental effects on youth given their
vulnerable developmental state. Unipolar depres-
sive illness is presumed when a person has a sad
mood and a loss of interest or enjoyment in activ-
ities previously loved lasting for at least 2 weeks
with a cluster of associated symptoms including
significant changes in eating habits (poor appetite
or overeating), changes in sleeping habits (hyper-
somnia or insomnia), low energy, low self-
esteem, poor concentration, and feelings of
hopelessness (American Psychiatric Association,
2013). This illness can be acute or chronic, and
research indicates that there are few differences
in prevalence rates in the major racial/ethnic
groups inthe USA (including African Americans).

Given the aforementioned associations with
poor health, educational deficits, suicidal ide-
ation, poorer quality of life, and interpersonal
impairment, adolescent depression is of great
public health significance (Brook, Stimmel,
Zhang, & Brook, 2008; Horwood et al., 2010).
Depression reportedly increases youth risk for
substance abuse with over 60 % of teens who
abuse substances also meeting criteria for a men-
tal health disorder with depression among the top
co-morbidities (Armstrong & Costello, 2002;
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Fleming, Mason, Mazza, Abbott, & Catalano,
2008; Jaycox et al., 2009). Epidemiological
research by Caldwell, Assari, and Breland-Noble
(see Chap. 1) suggests that the prevalence of
depression in African American youth may be
poorly estimated for a myriad of reasons. These
under-estimations may in turn contribute to the
disproportionately negative impact of depression
on African American youth including being diag-
nosed with disruptive behavior problems rather
than mood concerns, suicidal behaviors and
direction toward juvenile justice interventions
instead of behavioral, clinically focused interven-
tions (Bean, Barber, & Crane, 2006; Breland-
Noble, Burriss, Poole, & AAKOMA Project
Adult Advisory Board, 2010).

Historical Research in African
American Adolescent Depression

Early mental health literature in racially diverse
populations neglected the mental health needs of
African American youth in favor of focusing on
psychopathology and the negative impact of
genes and environment. Unfortunately, this per-
spective failed to account for a strengths-based
perspective on African American youth behavior
(APA Task Force on Resilience and Strength in
Black Children and Adolescents, 2008).
Historically, there was a significant focus on the
prevalence of disruptive behavior disorders (like
conduct disorder) and reports that African
American youth were overrepresented among
youth with antisocial behaviors and traits
(Costello et al., 1988). Further, it was at times
posited that African American youth bore a
genetic predisposition to negative acting out
(aggression and antisocial behavior) (Lynn,
2002). Finally, historically speaking, some
researchers lamented the challenge of identifying
measures that accurately assessed racial differ-
ences in prevalence rates for mental health prob-
lems (i.e., inability to distinguish between biased
reporters vs. measurable differences in youth
traits) (Epstein, March, Conners, & Jackson,
1998). Surgeon General Dr. David Satcher initi-
ated a national conversation on considerations of

189

cultural relevance for African American youth
and other youth of color as well as a global focus
on disparities reduction. His pioneering work
helped usher in an era in which the mental health
needs of African American youth could be
addressed via newly created, culturally relevant
healthcare frameworks. Through his seminal
reports on mental health, researchers identified a
limited research base for the epidemiology of
disease prevalence and knowledge regarding
effective treatments for mental illness in youth of
color and African American youth in particular
and detailed the great risks associated with
depressive disorders for African American youth
(U.S. Department of Health and Human Services,
P. H. S, and Office of the Surgeon General, 2001).
Specifically, the reports indicated that little was
known about the mental health needs of African
American youth and that future research was
warranted to address both the precursors to men-
tal illness and the protective factors that might
prevent or delay the onset of mental illness.
Regarding the historical antecedents of what
we now know about adolescent depression, early
literature was generally sparse and exponentially
so for Black youth. The late 1980s saw the emer-
gence of structured clinical interviews for the
assessment and diagnosis of mental illness in
youth and for depression specifically. Instruments
like the Kiddie Schedule for Affective Disorders
and Schizophrenia for school-aged children—
Epidemiological Version (K-SADS) and the
Diagnostic Interview Schedule for Children
(DISC) were routinely used to collect epidemio-
logical data (Fleming & Offord, 1990).
Unfortunately, most of the early studies from
which the field derived information on the pre-
cursors, correlates, and prevalence of adolescent
depression under-represented African American
and other youth of color. Generally speaking,
early prevalence studies suggested prevalence
rates of 0.4-6.4 % among teens and highlighted
the significant pattern of parent underreporting of
depressive symptoms as compared to youth.
Interestingly, this pattern of incongruence
between parent and teen report is evident in
African American youth and has been reported in
recent years (Breland-Noble & Weller, 2012). As
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was the case for the next 20-25 years of research
in adolescent depression, African American
youth and other youth of color were referred to in
aggregate with the term, minority. In the late
1980s and early 1990s, research on depression in
youth began to highlight the unique features of
the illness that distinguished it from adult depres-
sion. In particular, research had emerged to illu-
minate the possibility of different manifestations
of depression between youth and adults with
youth exhibiting symptoms like irritability
instead of traditional depressive symptoms like
sadness. Essentially, what we learned from the
early years of research on adolescent depression
was that (a) depression was identified in more
teens than in young children, (b) adolescent
depression was typically comorbid with other
mental and behavioral health concerns, and (c)
measurement issues early on plagued most of the
large scale attempts at collecting data to accu-
rately estimate depression prevalence and sever-
ity in US youth (Fleming & Offord, 1990).
Overall, while the field was emerging and provid-
ing insight into the unique needs of adolescents
with depression, knowledge on racially diverse
youth in general and African American youth in
particular lagged.

Current State of the Field

Over the past 15-20 years, research on adoles-
cent depression has become increasingly nuanced
and has even begun to examine depression in
racially diverse youth in aggregate as well as by
subpopulations (Chafey, Bernal, & Rossello,
2009; Lindsey et al., 2006; Reyes-Rodriguez,
Riyera-Medina, Camara-Fuentes, Suarez-Torres,
& Bernal, 2013; Rose, Joe, & Lindsey, 2011;
Rossello, Bernal, & Rivera-Medina, 2008).
Recent research supports the idea of few differ-
ences in depression prevalence estimates across
racial groups of youth; the limited research base
for the treatment of depression in youth of color
including African American youth and the dis-
proportionately negative impact that depressive
illness may have on African American and other
racially diverse youth. One important associated
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impact of depression is suicidal behaviors,
gestures, and, in rare instances, completions
(NIMH, 2003). The increase in the suicide rate
for African American youth (10-19) from 2.1 to
4.5 per 100,000 or 114 % between 1980 and 1995
(Centers for Disease Control and Prevention,
1998) points to the potential detriments of
untreated depressive illness and recent research
strongly supports the idea of suicide as an under-
studied phenomenon with unequivocal evidence
of negative impacts on African American youth
in the areas of ideation, attempts, and comple-
tions. A lifetime prevalence of suicidal ideation
has been reported at 7.5 % for Black youth
(including Caribbean youth) and 2.7 % for sui-
cide attempts (Joe, Baser, Neighbors, Caldwell,
& Jackson, 2009). For African American adults
aged 18 and older, results are even starker and
indicate an 11.7 % lifetime suicidal ideation with
4.1 % reporting attempts (Joe, Baser, Breeden,
Neighbors, & Jackson, 2006). Only recently have
researchers begun to develop culturally congru-
ent messages of suicide prevention for African
Americans (Walker, Lester, & Joe, 2006) and
attempted to utilize CBPR, faith-based mental
health promotion, and other culturally relevant
approaches to learn more about the links between
depressive illness, suicide, and prevention for
African American youth (Gone, Breland-Noble,
& Hwang, 2013; Molock, Matlin, Barksdale,
Puri, & Lyles, 2008; Rose, Joe, Shields, &
Caldwell, 2014).

Considering Sociocultural Factors
in Adolescent Depression

In part, the lack of information on depression in
African American youth has hampered the field’s
ability to explain disparities in clinician conceptu-
alizations of patient manifestations of depressive
symptoms. For instance, research has demon-
strated that African American youth may express
depressive symptoms differently from their white
peers. Researchers have indicated that a traditional
marker of depression, sadness, and helplessness,
may be viewed as a culturally incongruent way to
express low mood with somatic complaints and
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irritability taking precedence (Choi, Meininger, &
Roberts, 2006; Stein et al., 2010). In addition,
research indicates that African American youth see
the expression of sadness as weakness and believe
that culturally, they are taught to see illnesses like
depression as surmountable by will and prayer
alone (Breland-Noble et al., 2010). Essentially, the
culturally encapsulated mechanisms used by
depressed African American youth to express
themselves and the limited cultural competence of
some service systems may, in part, explain why
African American youth disproportionately
receive their mental health treatment via the juve-
nile justice sector when compared to white youth
(Breda, 2003; Dannerbeck & Jiahui, 2009; Trupin
& Boesky, 2001). In other words, culturally incon-
gruent systems may inadvertently mischaracterize
the behavioral manifestations of depressive symp-
toms in this population resulting in more punitive,
and less treatment focused, forms of redress.
Unfortunately, research has demonstrated that
African American youth are much less likely to be
identified as having mental health need and to
receive mental health services when they present
with internalizing mental health problems, includ-
ing depressive disorders (Gudifo, Lau, Yeh,
McCabe, & Hough, 2009). These findings are sup-
ported by research indicating that US youth unde-
rutilize mental health treatment overall and that
African American youth are significantly under-
represented among youth receiving standard care
or evidence-based treatment. Therefore, it is clear
that a critical gap exists between the availability of
standard and evidence-based depression treat-
ments and the numbers of African American ado-
lescents and families benefitting from them
(Breland-Noble et al., 2010).

Related to the negative sequelae of depressive
illness in African American youth is an emerging
body of research related to how differently
African American youth are perceived from their
white peers when exhibiting similar behaviors.
For example, experimental research indicates
that African American youth are significantly
more likely to receive harsher judgments, harsher
punishments, and disciplinary action, and to be
perceived more negatively than their white peers
as early as 10-12 years of age. It is possible that
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such harsh evaluations may negatively impact the
manner in which African American youth with
depressive behaviors are evaluated. For instance,
among girls engaging in identical behaviors (e.g.,
staying outside the home without parents’ knowl-
edge or fighting) the darkest skinned African
American girls receive significantly harsher pun-
ishments than White girls and African American
girls with light skin (Hannon, DeFina, & Bruch,
2013). In addition, recent research indicates that
African American boys are viewed by whites as
substantially older than their true age by the time
they reach the age of 10. In other words, when
comparing African American and white boys,
white subjects are far more likely to judge African
American boys of the same age to be older, less
deserving of the label “child” and more deserv-
ing of harsher punishments than white boys
(Goff, Jackson, Di Leone, Culotta, & DiTomasso,
2014). If we factor these considerations into the
gender-based differences in the exhibition of
depression (i.e., propensity for externalizing vs.
internalizing behaviors, culturally encapsulated
norms regarding strength, weakness, and mental
illness stigma), it illuminates the negative conse-
quences of a lack of clarity for identifying and
addressing depression in African American
youth.

If effective mechanisms for reducing bias in
the interpretations of the behaviors of African
American youth remain elusive, it is possible that
this lack of knowledge may exacerbate the ele-
vated rates of Black youth receiving punitive
interventions for exhibiting the same symptoms
for which white youth receive clinical care.
Evidence of these consequences is clear in the
recent disclosures of disparities in policing faced
by African American boys and men. Given these
culturally embedded and environmentally rooted
challenges, it is unsurprising that depressed
African American youth disproportionately
receive mental health treatment via the juvenile
justice system when compared with white youth
(Breda, 2003; Dannerbeck & Jiahui, 2009; Trupin
& Boesky, 2001).

Over time, the literature on depression in
African American youth has evolved to include
rigorous research that incorporates a more nuanced
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and compelling recognition of the environmental,
culturally relevant, and culturally congruent fac-
tors related to depression in the context of socio-
cultural concerns. For example, a recent report
from the National Women’s Law Center (NWLC)
and the NAACP Legal Defense and Educational
Fund, Inc. (LDF) indicated multiple reasons
behind heightened school suspension rates and
more harsh discipline among African American
girls relative to their white peers (Smith-Evans,
George, Graves, Kaufmann, & Frohlich, 2014).
Unlike prior research, recent evidence points to
environmental factors, including differential per-
ceptions and valuations of behaviors, lack of
access to high quality teachers, and disproportion-
ate experiences with racism and discrimination, as
accounting for a greater proportion of the variance
in differential behavioral health outcomes and
sequelaec than inherent traits and problems.
Unsurprisingly, their findings are supported by the
broader mental health and disparities literature
(APA Task Force on Resilience and Strength in
Black Children and Adolescents, 2008;
Zuckerman, 2003). Overall, these findings high-
light the import of addressing the sociocultural
antecedents and outcomes of racial disparities in
depression.

Diagnosis of Depression in African
American Youth

Given the prevalence and impairment of depres-
sive illness, early detection and care are impor-
tant for improving the long-term trajectory of
quality of life for African American youth.
Screening and assessment tools to accurately
identify depression can go a long way toward
helping to reduce disparities in treatment. In a
recent review of the assessment of depression
and suicidality measures for African Americans,
only one measure was found that included data
from a substantial number of African American
youth (Breland-Noble, Sotomayor, & Burriss,
2015). The assessment, the Reynolds Adolescent
Depression Scale (RADS) is a 30-item self-report
measure for teens that was tested in one entirely
African American sample of youth and two other

A.M. Breland-Noble

racially diverse samples of youth. Besides the
RADS, few assessments for depression have
been tested in largely African American samples
and that even when the assessments are used
with African American youth, outcomes are nei-
ther analyzed in a disaggregated manner, nor are
they examined in representative samples of (i.e.,
socioeconomically diverse) African American
youth. For example, the Center for Epidemio-
logical Studies Depression (CES-D) Scale has
only been examined for its factor structure with
African American youth twice and the evidence
resulting from the two studies of African
American youth is equivocal. First, Hales et al.
(2006) found the same 4-factor model for African
American and white girls in a sample of rural
youth while Nebbitt, Mapson, and Robinson
(2011) found a 3-factor model for the CES-D
with African American youth. The 4-factor
model includes interpersonal concerns along
with negative affect, positive affect, and somatic
complaints, while 3-factor model does not
include interpersonal factors. These findings
might, in part, be explained by the samples used
to derive them as in each instance the samples
were comprised of under-resourced African
American youth. In the Hales et al. (2006) study,
for example, the African American girls in the
sample came from families that were signifi-
cantly less educated and, it can be safely sur-
mised from lower income brackets, than their
white peers. As well, all of the youth in the
Nebbitt et al. (2011) study were from low-income
housing communities plagued by violence and
located in the inner cities of New York and
Pennsylvania (i.e., Philadelphia). While the find-
ings from the two studies differ in outcomes, they
point to one of the primary concerns in the litera-
ture on depression in African American youth;
namely, that little of this research is generalizable
to such a socioeconomically and geographically
diverse population.

It is important to consider the import of accu-
rate and culturally relevant diagnosis and mea-
surement to account for within group differences
exhibited in populations of people of color
(Breland-Noble et al., 2015). Until such time as
the research can include this idea consistently,
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gaps in our knowledge of the accurate diagnosis
and assessment of depressive disorders in African
American youth will likely persist.

Some literature suggests that clinician inter-
pretation of depressive symptoms may differ for
African American and white youth. For example,
in an examination of clinician evaluation of base-
line depressive behaviors in African American,
White, and Latino adolescents (The Treatment of
Adolescents with Depression Study, TADS), a
predominantly white group of clinical evaluators
rated African American and Latino youth more
highly (i.e., worse) on observational items of the
Children’s Depression Rating Scale (CDRS) than
white participants in the same study (Breland-
Noble et al., 2015; Stein et al., 2010). Stated sim-
ply, on the CDRS, clinicians are asked to rate
hypoactivity (bodily movements) and facial
expressions of potentially depressed adolescents.
The more a teen is observed to exhibit such
behaviors, the greater the likelihood that he/she
will be identified as meeting clinical criteria for
depression. In the TADS study, African American
and other youth of color were far more likely than
their white peers to be evaluated by trained
(mostly white) raters to exhibit more severe, neg-
ative behavioral symptoms than their white peers.
It is easy to draw a connection from such subjec-
tive observations to newer literature which indi-
cates Whites tend to view pre-adolescent African
American boys (about age 10), with more suspi-
cion, hostility, and negative ascriptions than they
do white youth of the same age (Goff et al,
2014). Based on the empirical findings, it can
reasonably be assumed that such negative subjec-
tive behavioral ascriptions of African American
youth behavior will have disparately negative
impacts on observations of depression in Black
youth. Though it is clear that depression impacts
youth of all races, African American youth may
disproportionately experience the negative
sequelae associated with depression including
misdiagnoses of disruptive behavior problems
(like oppositional defiant disorder or conduct dis-
order), engaging in under-detected suicidal
thoughts and behaviors and overrepresentation in
the juvenile justice system (Bean et al., 2006;
Breda, 2003; Breland-Noble et al., 2010).
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Overall, these subjective interpretations of
African American youth behavior extend to the
diagnosis and treatment of mental health prob-
lems like depression with significant implica-
tions. As indicated, a strong body of literature
identifies African American youth as more likely
to receive punitive interventions (like remedia-
tion or punishment) for exhibiting the same
symptoms of depression as their white peers.
This is particularly true for youth under the care
of the justice system. In fact, when evaluating the
relationships between youth race and referral to
juvenile justice remediation vs. juvenile justice
remediation with conjunctive mental health treat-
ment, “Caucasian youth have more than twice the
odds (OD = 2.67) of African American youth to
receive a mental health treatment order, holding
everything else the same” (Yan & Dannerbeck,
2011, p. 19). Furthermore, research in this area
has been quite consistent over time with replica-
tions in multiple studies of youth from different
regions of the country (Callahan, Cocozza,
Steadman, & Tillman, 2012; Cappon & Laenen,
2013; Yan & Dannerbeck, 2011).

Depression Treatment for African
American Youth

While cognitive behavioral therapy (CBT) is the
most widely studied treatment for depression and
anxiety in adults and youth, to date there are no
published studies identifying CBT as an effica-
cious treatment for African American youth spe-
cifically (Breland-Noble, Childers, & Boyce, in
press). While there is evidence to suggest that
CBT might be a promising intervention, no stud-
ies have tested CBT in large enough samples of
African American youth and subsequently ana-
lyzed findings by racial subgroups to definitively
make a strong case for either efficacy or effec-
tiveness. Seminal research in the area of adoles-
cent depression was conducted by Brent and
Poling (1997) who developed and tested a CBT
manual for depressed youth. The adolescents in
the individual CBT condition demonstrated
marked improvement from pre- to post-treatment
as demonstrated by lower rates of MDD
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post-treatment  compared  with  individual
Nondirective Supportive Therapy (NST) (17.1 %
vs. 42.4 %), and a higher rate of remission than
Systemic Behavior Family Therapy (SBFT)
(37.9 %) or NST (39.4 %). Since that time, CBT
with depressed youth has been replicated in a
number of studies notably, TADS; the Treatment
of SSRI Resistant Depression in Adolescents
(TORDIA), Youth Partners in Care (YPIC), and
Reaching Out to Adolescents in Distress (ROAD)
(Asarnow et al., 2005; Brent et al., 2008; Kolko
et al., 2014; Treatment for Adolescents with
Depression Study Team, 2003). Overall, these
treatments demonstrate positive effects for help-
ing youth reduce their depressive symptoms over
a few moths of active treatment. However, the
findings are burdened by the low representative
samples of African American youth. So though
reviews of psychotherapy for the treatment of
adolescent depressive disorders provide empiri-
cal support for the benefits of CBT over other
forms of treatment in general (Brent et al., 1997;
Clarke et al., 1995; Clarke, Rohde, Lewinsohn,
Hops, & Seeley, 1999; Reinecke, Ryan, &
DuBois, 1998; Wood, Harrington, & Moore,
1996) little of this research can offer insight into
whether or not the treatments are as effective for
depressed African American youth.

African American Beliefs
about Depressive Disorders: Stigma
and Treatment Seeking

The use of depression treatment is purportedly
impacted by individual conceptualizations of the
illness. In other words, for many families of
depressed teens, treatment decisions are based on
how families conceptualize the root causes of the
illness—causes known to be culturally encapsu-
lated. For example, it is widely accepted that
mental illness is highly stigmatized among mem-
bers of the general US population. The degree of
stigma, however, is arguably higher in popula-
tions of people of color including African
Americans (Breland-Noble et al., 2010; Breland-
Noble & The AAKOMA Project Adult and Teen
Advisory Boards, 2011).
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Among African Americans, a growing body of
literature points to the conceptualization of depres-
sive illness as a problem of will or faith as opposed
to a medical problem with physiological underpin-
nings (Breda & Riemer, 2012; Breland-Noble
et al., 2010). For example, empirical research has
demonstrated that African American and white
parents hold very different beliefs about the ori-
gins of depression with African American families
focusing more on personal responsibility and
white families more on a medical illness model
conceptualization (Jacobs et al., 2008). If families
differ in their beliefs about the origins of depres-
sion, it is reasonable to assume that they would
pursue different mechanisms for addressing the
illness. This idea is supported by seminal research
in the area of depression and mental health treat-
ment seeking which suggests that African
American and other families of color consult mul-
tiple non-mental health professionals before con-
sidering consultation with a trained mental health
professional for treating their child’s illness. Often
the individuals consulted include members of their
social networks like religious leaders, family
members, and friends (Brown et al., 2014;
Rickwood, Deane, & Wilson, 2007).

Racial similarities in depression prevalence
might be anticipated to contribute to racial simi-
larities in depression and other mental health ser-
vice use. Unfortunately, more than 75 % of all
psychiatrically impaired youth receive no mental
health care, including African American youth
who receive significantly less mental health spe-
cialty care, demonstrate lower treatment comple-
tion rates (African Americans at 33.5 % compared
with Whites at 45.1 %) and in some instances
receive 50 % less time in treatment overall than
white peers (Alegria, Carson, Goncalves, & Keefe,
2011; Angold et al., 2002; Garland et al., 2005;
Merikangas et al., 2009; Wu et al., 2001). Among
African Americans, treatment underutilization has
been attributed to resistance toward labeling prob-
lems as those requiring mental health care and
financial barriers including insurance type and
ability to pay (Breland-Noble, Bell, Burriss, &
AAKOMA Project Adult Advisory Board, 2011;
Snowden & Thomas, 2000). However, even when
controlling for socioeconomic variables, African
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American treatment utilization remains lower than
that of Whites (Alegria et al., 2008; Cummings &
Druss, 2011; Zimmerman, 2005).

Psychosocial barriers offer a viable explana-
tion for racial differences in depression treatment
use (Breland-Noble, 2004). Recent research
offers support this idea by suggesting that while
psychosocial barriers are not unique to African
Americans, they are manifested in culturally
encapsulated ways (Chandra et al., 2009; Lindsey,
Barksdale, Lambert, & Ialongo, 2010; Rose
et al., 2011). For example, African Americans’
are reported to have significantly more stigma-
tized attitudes toward depression treatment, reli-
ance on non-clinical faith-based supports, and
concerns about the lack of cultural relevance of
treatments (Breland-Noble et al. 2010; Breland-
Noble, Bell, Burriss, & AAKOMA Project Adult
Advisory Board, 2011; Lindsey et al., 2006) in
contrast to Whites who view depression as a
medical disorder and who exhibit higher levels of
comfort with medical professionals and mental
health providers (Jacobs et al., 2008; Musa,
Schulz, Harris, Silverman, & Thomas, 2009). So
while socioeconomic barriers are clearly impor-
tant, they may not fully account for the differ-
ences in depression perceptions, outcomes, and
service use that negatively impact African
American youth and solidify their status as a
mental health disparities population.

Conclusions

Given the limited research base for the preva-
lence, assessment, and treatment of depression in
African American youth, future research should
address the following. First, the field needs accu-
rate, culturally relevant means of assessing
depression in African American youth. Given the
equivocal nature of the research on the reliability
and validity of current assessments for depres-
sion in Black youth, future research should focus
on establishing the psychometric properties of
the most commonly used measures in socioeco-
nomically and ethnically (i.e., African immigrant
and Caribbean Blacks) diverse African American
youth. Until the field has some sense that current
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measures accurately assess and describe the fea-
tures of depression in African American youth, it
will be difficult to say with certainty that we fully
understand the prevalence and impact of depres-
sion on this population.

Second, continued research is necessary to
better understand the antecedents and outcomes
of depression in African American youth.
Essentially, the current literature is not well
developed enough to indicate with any certainty
that current treatments for African American
youth are either effective or acceptable by African
American youth and families. The lack of any
empirical studies with large and diverse samples
of African American youth precludes our ability
to fully understand what works and under what
circumstances with this population. Further, even
though there is a limited and emerging research
base for the effective treatment of depression in
African American youth using CBT, even this
body of literature consistently demonstrates the
difficulty of retaining African Americans in treat-
ment long enough for them to see the full benefits
of the care provided.

Third, future research must address the factors
impacting the uptake of treatment by African
American youth and families for depressive ill-
nesses. Given the demonstrated import of depres-
sion as a chronic, debilitating yet treatable illness,
future research must better engage African
American youth and families on methods to treat
depression and methods for the initiation and
maintenance of care. Overall, research in multi-
ple mental health domains indicates that African
American youth and families are less likely to
initiate and remain in treatment for a myriad of
concerns (Breland-Noble, Bell, Burriss, &
AAKOMA Project Adult Advisory Board, 2011;
Breland-Noble, Bell, & Nicolas, 2006; Fraynt
et al., 2014). This body of work is referred to as
treatment engagement and is an emerging area of
study. Interestingly, researchers have begun to
explore innovative mechanisms for more effec-
tively engaging African Americans in mental
health treatment including school-based care and
faith-based mental health promotion which
involves engaging African Americans through
Black church settings (Breland-Noble, Wong,
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Hankerson, Childers, & Sotomayor, 2013;
Breland-Noble, Wong, Harding, & Carter-

Williams, 2014; Molock et al., 2008; Rose et al.,
2014; Williams, Gorman, & Hankerson, 2014).
These approaches appear to have promise though
more extensive studies are required to ascertain
the extent to which they can be effective for
reducing disparities in depression and other men-
tal health treatment use.
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Eating Disorders

Regine M. Talleyrand

Introduction

Although eating disorders once were considered
to occur most frequently among White upper
middle class female adolescents, they are now
known to affect all racial and ethnic groups
(Franko, Becker, Thomas, & Herzog, 2007;
George & Franko, 2010; Grabe & Hyde, 2006;
Smolak & Striegel-Moore, 2001; Swanson,
Crow, Le Grange, Swendsen, & Merikangas,
2011; Taylor, Caldwell, Baser, Faison, & Jackson,
2007). For African American youth, the preva-
lence of binge eating, which is associated with
bulimia nervosa, binge eating disorder, and obe-
sity, is equal or higher compared to all other
racial and ethnic groups (Cassidy et al., 2012;
Johnson, Rohan, & Kirk, 2002; Swanson et al.,
2011; Taylor et al., 2007). Not surprisingly,
African American youth also have the highest
overweight and obesity prevalence rates (36 %)
when compared to any other racial and ethnic
group in the USA (Ogden, Carroll, Curtin, Lamb,
& Flegal, 2010). Despite the increased presence
of disordered eating attitudes and behaviors and
obesity in African American youth, research in
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this area remains quite limited. This chapter sum-
marizes current research on eating disorders in
African American youth. Risk factors for African
American youth are discussed. Finally, culturally
relevant treatment approaches for African
American youth presenting with disordered eat-
ing attitudes and behaviors are provided.

Eating Disorders Research
in African American Youth

According to the Diagnostic and Statistical
Manual of Mental Disorders-V (DSM-V;
American  Psychiatric ~ Association, 2013),
anorexia nervosa (AN) is characterized by dis-
torted self-perceived weight or body image, per-
sistent behavior that interferes with weight gain
(i.e., energy intake restriction), and intense fear
of gaining weight or of becoming fat. Bulimia
nervosa (BN) is characterized by recurrent epi-
sodes of binge eating, recurrent inappropriate
compensatory behaviors (e.g., purging) to pre-
vent weight gain, and self-evaluation that is influ-
enced by body shape and weight. Binge eating
disorder (BED) is defined as recurring episodes
of binge eating (i.e., excessive consumption of
food within a short period of time) with the
absence of recurring compensatory behaviors
and the binge eating episodes are marked by feel-
ings of lack of control. Although obesity is not
included in the DSM-V since it is not considered
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a mental disorder, its definition will be included
in this chapter given the high rates of binge eating
and obesity in African American youth. Obesity
is defined as having a body mass index (BMI) at
or above the 95th percentile for children of the
same age and sex (http://www.cdc.gov/obesity/
childhood/basics.html).

Studies documenting eating disorders in
African American children and adolescents are
scarce. One of the reasons why research in this
area might be limited is the fact that African
American females generally are considered to be
more satisfied with their bodies due to cultural
acceptance of larger body ideals in the African
American community and, thus, may be less vul-
nerable to experiencing eating disorder symp-
toms (i.e., drive for thinness, body dissatisfaction)
associated with traditional eating disorders (i.e.,
AN or BN; Franko & George, 2009; Smolak &
Striegel-Moore, 2001; Swanson et al., 2011;
Talleyrand, 2010; van de Berg, Mond, Eisenberg,
Ackard, & Neumark-Sztainer, 2010). However,
researchers have also found that African
American boys and girls tend to engage in binge
eating behaviors at rates that are equal or higher
to their White counterparts (Cassidy et al., 2012;
Johnson et al., 2002; Swanson et al., 2011; Taylor
et al., 2007). For example, Johnson et al. (2002)
studied binge eating behaviors in a sample of 8§22
White and African American adolescents and
found that African American boys endorsed the
highest rate of binge eating (26 %) while binge
eating rates for African American girls, White
boys, and White girls were approximately 18 %.
Also, Taylor et al. (2007) examined binge eating
behaviors in a large sample of Black and African
American adolescents and adults and found that
male adolescents had more cases of AN, BN, and
binge eating than female adolescents. Finally,
Swanson et al. (2011) investigated the prevalence
and correlates of AN, BN, and BED in a large,
diverse sample of adolescents and found that
Black adolescents had the highest prevalence
rates of sub-threshold BED when compared to
Latino and White adolescents. Collectively, these
findings suggest that binge eating behaviors may
be more common among African American ado-
lescents and both young males and females may
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be at risk for engaging in this type of eating dis-
order symptoms.

The majority of published studies examining
eating disorder symptoms in African American
youth support the fact that African American
youth experience fewer restrictive eating behav-
iors (i.e., dieting) and body image concerns, but
more binge eating behaviors, yet these findings
have not been consistent in all cases. In fact,
some researchers have found empirical evidence
that supports body dissatisfaction, weight con-
cerns, and unhealthy weight control behaviors
(i.e., dieting, fasting) in African American ado-
lescents (e.g., Granberg, Simons, Gibbons, &
Melby, 2008; Pernick et al., 2006; Robinson,
Chang, Haydel, & Killen, 2001). For example,
Robinson et al. (2001) conducted a study of
overweight concerns and body dissatisfaction
among racially/ethnically diverse third-grade
children and found that African American girls
had significantly more overweight concerns than
did Asian American and Filipino American
girls. These mixed research findings could be a
consequence of the use of different assessment
methods or could suggest that cultural factors
may no longer protect African American youth
as once was assumed (Granberg et al., 2008;
Robinson et al. 2007).

In summary, the literature on disordered eat-
ing attitudes and behaviors in African American
youth has yielded some inconclusive results.
Generally, findings indicate that dieting and body
dissatisfaction are less likely to occur in African
American youth relative to other racial and ethnic
groups, although binge eating occurs to a similar
or even greater extent. This could be one poten-
tial explanation for why African American youth
experience the highest prevalence of overweight
and obesity compared to all racial and ethnic
groups. However, the fact that some empirical
evidence confirms the presence of restrictive
behavior and body image concerns in African
American youth and that being obese potentially
may lead to increasing eating disorder symptoms
in African American youth (Dalton et al., 2007,
Kelly, Bulik, & Mazzeo, 2011) warrants research-
ers to give more attention to this area. Furthermore,
although African American youth may have
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more flexible definitions as to what are consid-
ered “acceptable” weight and body ideals this
does not necessarily apply to all African
American youth, nor does it mean that they do
not experience problematic eating concerns
(Kelly et al., 2011). That is, how African
American youth manifest their eating disorder
symptoms may vary from traditional eating dis-
order etiology.

Potential Risk Factors for African
American Youth

Several researchers have suggested that African
American cultural norms protect African
American youth from experiencing high levels of
body dissatisfaction (Franko & George, 2009;
Smolak & Striegel-Moore, 2001; Swanson et al.,
2011; Talleyrand, 2010; van de Berg et al., 2010).
Howeyver, research has also shown that African
American youth (both girls and boys) engage in
binge eating behaviors and, to a lesser extent,
restrictive eating behaviors and weight concerns.
The assumption that African American youth
may be protected from experiencing negative
body image may mask the fact that some over-
weight and obese African American children are
unhappy with their size and experience associ-
ated levels of psychological distress (e.g., depres-
sion) (Kelly et al., 2011; Olvera et al., Robinson
et al., 2001; Witherspoon, Latta, Wang & Black,
2013). Furthermore, African American youth
who are satisfied with their bodies may experi-
ence different pressures regarding beauty and
body esteem yet the traditional methods of evalu-
ating these factors (e.g., use of weight, body
parts) may not capture the real body appearance
concerns of African American youth. For exam-
ple, additional factors such as hair, skin color,
and social comparisons with other Black women
have been found to be more relevant when evalu-
ating the body esteem of Black women (Poran,
2006). In addition, the increasing presence of
Black celebrity media images may sometimes
serve as a misrepresentation of Black women and
men, and contribute to the struggles that African
American youth experience regarding weight,
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body image, and overall appearance (Poran,
2006). In order to evaluate effectively the pres-
ence of eating disorder symptoms in African
American youth, clinicians should explore
African American youth’s responses to various
social, racial, cultural, and socioeconomic fac-
tors, which may serve as risk factors that go
beyond the traditional risk factors (i.e., body dis-
satisfaction) assessed in the eating disorders
literature.

Acculturation Acculturation refers to adopting
the norms of the majority culture, including
adjusting to a new language, customs, and rituals
(Helms & Cook, 1999; Kim & Abreu, 2001).
Acculturation has been suggested to play a role in
the development of eating disorders such that
African American girls who value European
American cultural norms of thinness may exhibit
severe dieting behaviors and body dissatisfaction
that are consistent with anorexia and bulimia
(Dounchis, Hayden, & Wilfrey, 2001; Smolak &
Striegel-Moore, 2001). Furthermore, researchers
have found that high levels of acculturative stress
may result in a greater number of bulimic symp-
toms and body dissatisfaction (Perez, Voelz,
Pettit, & Joiner, 2002). On the contrary, main-
taining African American cultural values may
protect African American girls from endorsing
eating behaviors and attitudes characteristic of
anorexia and bulimia given that social pressures
regarding thinness may not exist within African
American culture (Abrams, Allen, & Gray, 1993;
Logio, 2003; Smolak & Striegel-Moore, 2001;
Thompson, 1994). Furthermore, obesity may not
be stigmatized in African American culture as it
is in the dominant European American culture
(Smolak & Striegel-Moore 2001; Thompson,
1994). Finally, belonging to a collectivistic cul-
ture (i.e., African American culture) may result
in less focus on individual body size and more
focus on using larger ethnic group body norms as
a reference point (Fernandez, Malacrne, Wilfley,
& McQuaid, 2006). It is important to note, how-
ever, that adopting African American cultural
norms may be related to higher levels of other
unhealthy eating practices (e.g., binge eating)
because this mode of coping with emotions is
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acceptable within the African American commu-
nity and does not necessarily violate cultural
standards of beauty of the African American cul-
tural group (Harris & Kuba, 1997; Smolak &
Striegel-Moore, 2001; Thompson, 1994). In sum,
it appears that evaluating cultural values regard-
ing food and body image in African American
youth may be a valuable tool in understanding
the development of eating disorders in this
population.

Racialand Ethnicldentity Development Racial
identity differs from the concept of acculturation
in that it refers to how individuals understand
themselves as racial beings. The concept of racial
identity is related to the extent to which the per-
son identifies with the racial group to which he or
she supposedly belongs with the belief that com-
mitment to one’s racial group is necessary for
healthy psychological functioning (Helms &
Cook, 1999). Ethnic identity refers to the extent
people accept, identify with, and affirm their eth-
nic heritage (Phinney, 1992). Researchers have
suggested that high levels of ethnic and racial
identity may assist ethnically diverse women in
rejecting the societal beauty ideals of the domi-
nant culture (Harris, 1994; Shuttlesworth &
Zotter, 2011; Wood & Petrie, 2010).

Only a few studies to date have examined the
relationships between racial or ethnic identity
and eating disorder symptoms in African
American women. A common finding using
Helm’s Black Racial Identity Model (BRIAS)
has been that African American women who ide-
alize Whiteness or use White-identified schemas
(e.g., pre-encounter) tend to engage in restrictive
forms of disordered eating attitudes and behav-
iors (e.g., dietary restraint, body dissatisfaction)
(Abrams et al., 1993; Harris, 1994). Other
researchers using the revised version of the Cross
Racial Identity Scale (Cross & Vandiver, 2001;
Vandiver et al., 2002) have found that self-hatred
of African American group membership has a
direct effect on maladaptive eating behaviors
(e.g., bingeing/purging behaviors) as well as a
significant indirect effect on maladaptive eating
behaviors through body dissatisfaction (Flowers,
Levesque, & Fischer, 2012). In the studies exam-
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ining the link between ethnic identity and eating
disorder symptoms, lower levels of ethnic iden-
tity in women of color have predicted higher rates
of eating disorder attitudes and behaviors in
African  American women  (Henrickson,
Harrington, & Crowther, 2010; Shuttlesworth &
Zotter, 2011; Wood & Petrie, 2010). Overall,
results from these studies investigating the link
between racial and ethnic identity development
and eating disorder pathology in African
American females suggest that low levels of
racial and ethnic identity development influence
the body evaluation and satisfaction of African
American women as well as the use of disordered
eating attitudes and behaviors.

Although no studies to date have looked at the
relationship between racial identity and eating dis-
order symptoms in African American youth, it can
be assumed that these results may be applicable to
a younger population because African American
children may also be exposed to discrimination,
racism, and race-related events (Constantine &
Blackmon, 2002; Day-Vines, Patton, & Baytops,
2003; Holcomb-McCoy, 2005). Simply put,
African American youth who experience negative
internalizations of African Americans may be at
risk for developing disordered eating attitudes and
behaviors. Therefore, understanding how African
American youth respond to or internalize racism
or race-related events may provide crucial infor-
mation related to how they may manifest their eat-
ing disorder symptoms. For children and
adolescents who identify as multiracial and/or
multi-ethnic, they may experience additional
stressors with respect to eating and body image
concerns if cultural values from each group con-
flict. Although research and assessments in this
area are strongly lacking, given that the number of
children who identify as multiracial and/or multi-
ethnic is increasing, additional research into this
area is seriously warranted.

Socioeconomic Status

African Americans in the USA experience clas-
sism (e.g., disparate effects of social policy on
low status groups) since they have less access to
positions of power and authority than White men
and women. Since there are a disproportionate
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number of African Americans who identify as
low income, they are at risk for experiencing
health concerns because they lack access to eco-
nomic resources (Dounchis et al., 2001; Downing,
2004; Paul, 2003).

Empirical research supporting the relationship
between socioeconomic status and obesity has
been plagued with inconsistencies. Some
researchers contend that lower SES African
American women are at a higher risk for becom-
ing obese than are higher SES African American
women (O’Neill, 2003) while others have found
no relationship between the prevalence of eating
disorders and obesity and socioeconomic status in
African Americans (Swanson et al., 2011; Zhang
& Wang, 2004). With regard to poverty and obe-
sity, some researchers have argued that women
who struggle with poverty may suffer from mal-
nutrition or from food diets high in fats and sugars
(Dounchis et al., 2001; Paul, 2003). In fact,
Kumanyika and Grier (2006) suggested that
research typically shows low-income children
typically live in areas that have a high concentra-
tion of fast food unhealthy restaurants than in pre-
dominately White and higher class neighborhoods.
These low-income areas may present additional
barriers including unsafe and often dangerous
streets and neighborhoods that provide inade-
quate areas for children to play and exercise.

Given that African American families’ SES is
likely to be disproportionately lower than
European American families (Dounchis et al.,
2001; Paul, 2003), and that obesity is a problem
among African American youth, it is important to
consider that children who come from working or
lower class African American families may be at
risk for becoming overweight or obese. In con-
trast, although African American children from
middle-class families may be protected from
poverty and malnutrition (Day-Vines et al.,
2003), they still may experience eating disorder
attitudes and behaviors that are related to major-
ity cultural values. Indeed, Robinson et al. (2001)
found that higher SES was associated with more
dieting behaviors, weight preoccupation, and
thinner desired body shape in a sample of African
American elementary schoolchildren. Given the
inconsistencies and limited empirical findings in
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this area, counselors should be aware of the
potential implications of SES on the presentation
of eating behaviors and attitudes in African
American youth.

Family Perceptions of Food, Weight, and Body
Image Given the strong emphasis placed on
family (including extended family members) in
African American culture (Kempa & Thomas,
2000), how family members influence their chil-
dren with respect to body satisfaction/body
acceptance or food behaviors may impact
whether or not African American youth are at
risk for developing eating disorder symptoms.
Some research has shown that family influences
play a large role in how African American youth,
particularly females, view their bodies (Franko &
George, 2010). For example, when selecting an
ideal body size, Black girls reported a greater
influence by immediate family members (mother/
grandmother, sisters, brothers) while White girls
were more influenced by their peer group’s
selection of an ideal size. In addition, African
American mothers have been found to convey
their positive weight-related attitudes to their
daughters (George & Franko, 2010). Then, again,
African American parents’ acceptance of larger
body ideals and overweight status in their chil-
dren could prevent them from recognizing the
presentation of eating pathology in their children.
For example, Elliot, Tanosky-Kraff, and Mirza
(2013) investigated parent reports of binge eating
among an obese group of diverse adolescents and
found that African American parents were less
likely to report observing binge eating in their
children when compared to White and Hispanic
parents (Elliot et al., 2013). Similarly, Dalton
et al. (2007) investigated African American par-
ents’ awareness of their children’s weight con-
cerns and found that African American parents
were not consistently aware of their daughter’s
weight concerns and weight control behaviors.
Perhaps African American parents’ cultural
acceptance of heavier body ideals and overweight
status in their children may prevent them from
acknowledging weight-related concerns and
unhealthy weight behaviors in their children
(Dalton et al., 2007; Elliot et al., 2013). Given
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their role in African American families, parents
and/or caregivers may be well poised to inter-
vene in the development of children’s unhealthy
weight concerns/behaviors if their awareness of
these behaviors is raised (Dalton et al., 2007).

Weight-Related Teasing The majority of
research on weight-related teasing has been con-
ducted on White samples. Findings from these
studies have revealed that weight-related teasing
by peers has been identified as a risk factor for
binge eating and other weight control behaviors
in females (Neumark-Sztainer et al., 2007;
Suisman et al., 2008). For African American
youth, it appears that weight-related teasing by
parents seems to have a broader influence on
girls’ emotional and binge eating compared to
weight-teasing by peers, but is not associated
with other unhealthy weight control methods
(e.g., dieting, skipping meals). These results
could be attributed to the fact that African
American youth, overall, tend to engage in more
binge eating behaviors than restrictive behaviors
(Cassidy et al., 2012; Johnson et al., 2002;
Swanson et al., 2011; Taylor et al., 2007). Most
importantly, these results suggest that family
members’ negative commentary can be largely
influential in whether or not African American
children engage in unhealthy eating practices.

Externalizing Behaviors Compared to the gen-
eral population, African Americans are dispro-
portionally exposed to a number of stressors
(e.g., neighborhood violence, blocked opportu-
nity structures, institutional racism) that can lead
to both internalizing (e.g., depression) and exter-
nalizing (e.g., physical altercations) behaviors. In
fact, researchers have found that increased expe-
riences of daily and racial stressors in life have
been linked to increased levels of both depression
and physical violence, particularly among
African American males who are transitioning
from adolescence into adulthood (Estrada
Martinez et al., 2012). With respect to the eating
disorders literature, externalizing behaviors such
as aggression, behavioral impulsivity, and con-
duct problems have been linked to bulimia type
symptoms (Bodell et al., 2012). Since African
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American youth may experience additional soci-
etal stressors unique to their socialization experi-
ences which could, in turn, lead to possible
externalizing behaviors, it’s possible that exter-
nalizing behaviors may serve as a risk factor for
the development of eating disorder symptoms in
this population. There is some research that sug-
gests parental reports of African American girls’
impulsivity were found to be associated with
child reports of bulimic symptoms (binge eating)
9 years later—these results suggest that behav-
ioral impulsivity in early childhood may poten-
tially predict the presence of future eating
disorder symptomatology in African American
girls (Bodell et al., 2012).

Clinical Treatment Interventions

Multiple contextual factors such as acculturation,
institutionalized racism, and classism are poten-
tial realities in the lives of many African
American youth and may serve as risk factors to
the development of eating disorder symptoms in
this population. Yet, traditional risk factors such
as body dissatisfaction are often used to evaluate
the presence of eating disorder symptoms in all
children (Grabe & Hyde, 2006; Kempa &
Thomas, 2000).

A clinician’s understanding of the sociocul-
tural background in eating disorders presentation
and help-seeking behaviors of African American
could improve the culturally competent care pro-
vided to this population, particularly since
African Americans are least likely to use mental
health services when compared to all other racial
and ethnic groups in the USA (Franko et al.,
2007; Sanders-Thompson, Bazile, & Akbar,
2004; Whaley, 2001). Specific recommendations
can be made for assessing risk factors in African
American youth and for providing culturally
competent counseling when working with
African American youth who present with con-
cerns regarding body appearance, weight, or
eating attitudes and behaviors. Clinicians should
be aware that there are many potential barriers to
mental health care for African Americans based
on their sociopolitical histories and cultural
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beliefs. For example, research suggests that peo-
ple of color may underutilize treatment services
for eating disorders because of lack of financial
resources or insurance, strong distrust of the
mental health system, fears that others may not
be able to help, lack of awareness of resources,
and feelings of shame and stigmatization
(Alegria et al., 2007; George & Franko, 2006;
Kempa & Thomas, 2000; Nicdao et al., 2007;
Smart, 2010b; Sue & Sue, 2008). When working
with African American youth and their families,
clinicians should address issues of trust and
potential fears early on in the counseling session.
Furthermore, the provision of psychoeducational
workshops in local schools, community centers,
and religious organizations may be a culturally
appropriate method of providing access to useful
resources for African American families (Story
et al., 2003).

School counselors and community therapists
may want to use a more inclusive assessment sys-
tem when working with African American youth
who struggle with eating, weight, and body image
concerns. Since researchers have shown that some
traditional eating disorder measures (e.g., Eating
Attitudes Test-26 [EAT-26]) may not assess the
same constructs in people of color (Kelly et al.,
2011), additional data sources including use of
acculturation and racial or ethnic identity mea-
sures could provide a more comprehensive assess-
ment system when working with African
American youth. Consequently, use of a compre-
hensive assessment system could also improve
rates of eating disorder diagnosis, treatment, and
referrals among African American youth.

Understanding how a client’s level of accultur-
ation to his or her traditional culture or the domi-
nant culture influences his or her beliefs regarding
food and physical appearance is critical. Therefore,
assessing levels of acculturation and enculturation
with clients can provide useful information on
how and why clients present with weight con-
cerns. Potential questions to pose with clients who
have experienced the acculturation process could
include migration status, generational status,
rationale for coming to the USA, language acqui-
sition, duration of time spent in the USA, lack of
family presence, and ethnicity of social networks.
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Use of a cultural genogram (Hardy & Laszlofty,
1995) could be an effective tool in eliciting infor-
mation about the process clients and their families
have gone through in coping with competing cul-
tural demands involved in the acculturation pro-
cess. In addition, a cultural genogram could
potentially help clients uncover the messages
related to the role of food, eating behaviors and
attitudes, body image, and overall appearance that
have been passed down in the family. Some ques-
tions could include what kinds of messages
regarding beauty and appearance were you raised
with? What makes you aware of your body? How
do you think being African American affects how
you view beauty and your appearance?

In addition to assessing levels of acculturation,
clinicians should assess the degree to which
African American youth have internalized racial
oppression (Kempa & Thomas, 2000; Talleyrand,
2006, 2010). More specifically, helping clients
identify the oppressive forces in their lives, help-
ing them to accept and affirm their racial group
membership, and to develop healthy body image
could assist with how they view themselves as
racial beings. As mentioned earlier, when working
with bi-racial and/or multiracial clients it is impor-
tant to assess the strength of their identification
with each of their racial or ethnic groups since this
may affect their beliefs regarding appearance.

Clinicians should consider referring to stress
and coping models that address issues pertaining
to African American youth to assist them in
working with their clients. Given that African
Americans are disproportionally exposed to a
number of stressors (e.g., neighborhood violence,
blocked opportunity structures, institutional rac-
ism) that can lead to both internalizing (e.g.,
depression) and externalizing (e.g., physical
altercations) behaviors, exploring the coping
strategies African American youth use to respond
to these stressors may be a useful tool in the
counseling process. For example, assessing the
relationship between African American youth’s
appraisal of racial stressors and the enactment of
subsequent coping strategies, particularly over-
eating, may be useful in evaluating how they
manage their racial stress and in evaluating
whether negative physical health outcomes (e.g.,
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obesity) are related to the use of particular coping
strategies. Use of formal measures such as the
Schedule of Racist Events (SRE; Landrine &
Klonoff, 1996) or the Index of Race-Related
Stress (IRRS; Utsey & Ponterotto, 1996) may
help counselors assess the types and frequency of
race-related stress experienced by African
Americans. Informally, clinicians can ask clients
to list the most salient stressors in their lives and
then have them describe the types of coping
mechanisms (e.g., active or passive) they use
when they encounter these stressors.

In addition to assessing the sociocultural fac-
tors outlined above, specific recommendations
can be made regarding counseling therapies and
modalities that may be effective when working
with American youth who present with eating
disorder symptoms: For example, cognitive
behavioral therapy (CBT) is an evidence-based
approach that has been found to be effective in
the treatment of eating disorders; in particular, in
treating clients who struggle with bulimia
(American Psychiatric Association, 2006; Smart,
2010a, 2010b). The use of CBT could be effec-
tive when working with African American youth
because of its emphasis on a solution-focused,
time limited approach, educational and practical
focus, collaborative action, and lack of emphasis
on the past or family. These components of CBT
may be well accepted among groups that have
been underrepresented and may distrust the men-
tal health care system (Sue & Sue, 2008; Smart,
2010a, 2010b). Nonetheless, it should be noted
that counselors still may need to adapt this
approach to include an exploration of the contex-
tual factors and cultural values that are relevant in
understanding how a client perceives her prob-
lem (Sue & Sue, 2008; Smart, 2010a, 2010b). For
example, body satisfaction for African American
youth may include an evaluation of a client’s
facial features (skin color, nose) and hair (Grabe
& Hyde, 2006; Mintz & Kashubeck, 1999; Smart,
2010b) in addition to body parts.

Interpersonal therapy (IPT) 1is another
evidence-based therapy that can be used with cli-
ents in individual or group settings (APA, 2006).
IPT is a time limited and semi-structured form of
therapy that focuses on assisting clients to iden-
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tify and cope with the interpersonal difficulties
they face in their lives rather than focus specifi-
cally on their disordered eating thoughts and
behaviors (Choate, 2010). The assumption in IPT
is that women may use disordered eating behav-
iors to cope with the relational difficulties they
may be experiencing including lack of social
support, conflict with peers, and family difficul-
ties (Choate, 2010). Given the fact that African
American youth may struggle with multiple life
stressors (e.g., acculturation processes, role con-
flict, experiences of racism, racial identity) that
could impact their interpersonal relationships,
the use of IPT could provide the contextual
framework necessary when working with youth
who present with disordered eating attitudes and
behaviors. Also, unlike CBT, IPT does not focus
on internalization of the thin ideal, which is a
behavior that is rarely endorsed by African
Americans (Kelly et al., 2011).

Group counseling may be an effective mode
of service delivery when working with African
American youth because of the nature of the
experience—group counseling calls for close
relationships among group members and a sense
of community (Williams, Frame & Green, 1999).
The emphasis on close relationships and commu-
nity is consistent with the collectivistic values
embedded in African American culture (Green,
1994; Kempa & Thomas, 2000). Further, use of
group therapy versus traditional individual thera-
pies with African American youth may feel less
threatening given potential barriers (e.g., distrust
of the mental health system) related to accessing
mental health services among this population
(George & Franko, 2010; Williams et al., 1999).
Finally, the empowering and egalitarian nature of
the group counseling process also may be appeal-
ing to African American youth who may face
several forms of oppression on a daily basis
(Coker, Meyer, Smith, & Price, 2010).

Family therapy has been considered another
effective form of therapy for clients struggling
with eating disorders since it deals with family
relational problems that may contribute to the
development of an eating disorder (APA, 2006)
and is particularly helpful for adolescent clients
(Read & Hurst, 2013). Given the strong value
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placed on family (including extended family mem-
bers) in African American culture and the influ-
ence of family members on children’s perceptions
of their appearance and food behaviors (Olvera
et al., 2013), family therapy may be an effective
and culturally relevant form of therapy when
working with African American clients who pres-
ent with eating and body concerns (Kempa &
Thomas, 2000). However, it is imperative that
family members are educated about the general
risk factors associated with the development of
eating disorders since lack of awareness could lead
to lack of recognition of eating pathology in their
children. Nonetheless, parents and/or caregivers
may be well poised to intervene in the develop-
ment of children’s unhealthy weight concerns/
behaviors if their awareness of these behaviors is
raised (Dalton et al., 2007, Elliot et al., 2013).

Motivational interviewing techniques may
also be another effective form of therapy when
working with African American youth who pres-
ent with eating disorder symptoms. Motivational
interviewing is an empathetic style of counseling
that consists of working collaboratively with cli-
ents to explore and reduce barriers to behavior
change (Seligman, 2004). Motivational inter-
viewing interventions include techniques that
extend beyond weight-related concerns and have
been found to be effective with obesity preven-
tion programs (Lydecker, Cotter, Gow, Kelly, &
Mazzeo, 2013). Use of motivational interviewing
techniques that extend beyond weight-related
concerns may be useful for African American
youth given the fact that they may focus less on
weight concerns.

Conclusion

Historically, eating disorders were known only to
occur among White female adolescents, yet more
recently, have been found to affect all racial and
ethnic groups (Franko et al., 2007; George &
Franko, 2010; Grabe & Hyde, 2006; Smolak &
Striegel-Moore, 2001). The existing (albeit lim-
ited) research examining eating disorders in
African American youth suggests that African
American youth, primarily girls, engage in lower
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levels of body dissatisfaction and restrictive
eating behaviors when compared to their White
counterparts. However, African American youth
(both boys and girls) tend to engage in equal or
greater rates of binge eating behaviors. Further,
the increasing number of African American youth
diagnosed with obesity and overweight status
along with the relationship between obesity and
disordered eating behaviors and body dissatisfac-
tion highlights the possibility that more African
American youth will present with eating disorder
symptoms in the future. Therefore, clinicians
should not assume that African American youth,
overall, would be protected from developing dis-
ordered eating symptoms. Furthermore, how
African American youth present their eating dis-
order symptoms may vary from traditional clinical
presentations of eating disorder symptomatology.
That is, sociocultural factors (e.g., institutional-
ized racism, racial identity, cultural values) should
be included when assessing how African
American youth manifest their eating disorder
symptoms. Use of culturally appropriate obesity
prevention programs could also be effective for
this population since obesity rates are increasing
in the African American population (Story et al.,
2003). Finally, future research should employ the
use of both quantitative and qualitative methods
of evaluating body appearance and eating atti-
tudes and behaviors in African American youth
since most traditional assessments have been
normed primarily on White samples and may not
provide a comprehensive picture of the complex
experiences of African American youth.

References

Abrams, K. K., Allen, L. R., & Gray, J. J. (1993).
Disordered eating attitudes and behaviors, psychologi-
cal adjustment, and ethnic identity: A comparison of
black and white female college students. International
Journal of Eating Disorders, 14, 49-57.
doi:101002/1098-108X(199307)14:1<49::AID-
EAT2260140107>3.0.CO;2-Z

Alegria, M., Woo, M., Cao, Z., Torres, M., Meng, X., &
Striegel-Moore, R. (2007). Prevalence and correlates
of eating disorders in Latinos in the United States.
International Journal of Eating Disorders, 40,
S15-S21.


http://dx.doi.org/101002/1098-108X(199307)14:1<49::AID-EAT2260140107>3.0.CO;2-Z
http://dx.doi.org/101002/1098-108X(199307)14:1<49::AID-EAT2260140107>3.0.CO;2-Z

210

R.M. Talleyrand

American Psychiatric Association. (2006). Practice guide-
lines for the treatment of patients with eating disorders
(revision). American Journal of Psychiatry, 157, 1-39.

American Psychiatric Association. (2013). Diagnostic
and statistical manual of mental disorders (5th ed.).
Washington, DC: Author.

Bodell, L. P., Hames, J. L., Holm-Denoma, J. M., Smith,
A. R., Gordon, K. H., & Joiner, T. E. (2012). Does the
stress generation hypothesis apply to eating disorders?
An examination of stress generation in eating, depres-
sive, and anxiety symptoms. Journal of Affective
Disorders, 142, 139-142.

Cassidy, O. L., Matheson, B., Osborn, R., Vannucci, A.,
Koslosky, M., Shomaker, L. B. ... Tanofsky-Kraff, M.
(2012). Loss of control eating in African American
and Caucasian youth. Eating Behaviors, 13, 174—178.

Choate, L. H. (2010). Interpersonal group therapy for
women experiencing bulimia. The Journal for
Specialists in Group Work, 35(4), 349-364.

Coker, A., Meyer, D., Smith, R., & Price, A. (2010). Using
social justice group work with young mothers who
experience homelessness. The Journal for Specialists
in Group Work, 35(3), 220-229.

Constantine, M. G., & Blackmon, S. M. (2002). Black
adolescents’ racial socialization experiences: Their
relations to home, school, and peer self-esteem.
Journal of Black Studies, 32, 322-335.

Cross, W. E., Jr., & Vandiver, B. J. (2001). Nigrescence
theory and measurement: Introducing the cross racial
identity scale (CRIS). Handbook of Multicultural
Counseling, 371-393.

Dalton, W. T., Klesges, L. M., Beech, B. M., Kitzmano,
K. M., Kent, A. E., & Veazey Morris, K. D. (2007).
Comparisons between African American girls’ and par-
ents’ perceptions of girls’ weight concerns and weight
control behaviors. Eating Disorders, 15, 231-246.

Day-Vines, N. L., Patton, J. M., & Baytops, J. L. (2003).
Counseling African American adolescents: The
impact of race, culture, and middle class status.
Professional School Counseling, 7,40-51.

Dounchis, J. Z., Hayden, H. A., & Wilfrey, D. E. (2001).
Obesity, body image, and eating disorders in ethnically
diverse children and adolescents. In J. K. Thompson &
L. Smolak (Eds.), Body image, eating disorders and
obesity in youth (pp. 67-91). Washington, DC:
American Psychological Association.

Downing, R. A. (2004). Perceptions of racism and clas-
sism in health care: Comparing the standpoints of
poor and middle class women. Unpublished doctoral
dissertation, University of California, Santa Cruz, CA.

Eliot, C. A., Tanofsky-Kraff, M., & Mirza, N. M. (2013).
Parent report of binge eating in Hispanic, African
American and Caucasian youth. Eating Behaviors, 14,
1-6.

Estrada-Martinez, L. M., Caldwell, C. H., Bauermeister,
J. A., & Zimmerman, M. A. (2012). Stressors in mul-
tiple life-domains and the risk for externalizing and
internalizing behaviors among African Americans
during emerging adulthood. Journal of Youth and
Adolescence, 41, 1600-1612.

Fernandez, S., Malacrne, V. L., Wilfley, D. E., & McQuaid,
J. (2006). Factor structure of the Bulimia Test-Revised
in college women from four ethnic groups. Cultural
Diversity and Ethnic Minority Psychology, 12,
403-419.

Flowers, K. C., Levesque, M. J., & Fischer, S. (2012). The
relationship between maladaptive eating behaviors
and racial identity among African American women in
college. Journal of Black Psychology, 38(3),
290-312.

Franko, D., Becker, A., Thomas, J. J., & Herzog, D. B.
(2007). Cross-ethnic differences in eating disorder
symptoms and related distress. International Journal
of Eating Disorders, 40, 156—164.

Franko, D. L., & George, J. B. E. (2009). Overweight, eat-
ing behaviors, and body image in ethnically diverse
youth. In L. Smolak & J. K. Thompson (Eds.), Body
image, eating disorders, and obesity in youth (2nd
ed.). Washington, DC: American Psychological
Association.

Franko, D. L., & George, J. B. E. (2010). Cultural issues
in eating pathology and body image among children
and adolescents. Journal of Pediatric Psychology, 35,
231-242. doi:http://dx.doi.org/10.1093/jpepsy/jsp064

George, J. B., & Franko, D. L. (2006). Eating disorders,
culture, and ethnicity: Connections and challenges in
group therapy. Group, 30, 307-320.

George, J. B. E., & Franko, D. L. (2010). Cultural issues
in eating pathology and body image among children
and adolescents. Journal of Pediatric Psychology,
35(3), 231-242.

Grabe, S., & Hyde, J. S. (2006). Ethnicity and body dis-
satisfaction among women in the United States: A
meta-analysis. Psychological Bulletin, 132, 622-
640.

Granberg, E. M., Simons, R. L., Gibbons, F. X., & Melby,
J. N. (2008). The relationship between body size and
depressed mood: Findings from a sample of African
American middle school girls. Youth & Society, 39,
294-315. doi:http://dx.doi.org/10.1177/00441
18X07301952

Greene, B. (1994). African American women. In L.
Comas-Diaz & B. Greene (Eds.), Women of color:
Integrating ethnic and gender identities in psychother-
apy (pp. 10-29). New York: Guilford Press.

Hardy, K. V., & Laszlofty, T. A. (1995). The cultural geno-
gram: Key to training culturally competent family
therapists. Journal of Marital and Family Therapy,
21(3),227-237.

Harris, S. M. (1994). Racial differences in predictors of
college women’s body image attitudes. Women &
Health, 21, 89-104.

Harris, D. J., & Kuba, S. A. (1997). Ethnocultural identity
and eating disorders in women of color. Health Care
for Women International, 22, 341-347. doi:http://dx.
doi.org/10.1080/073993301300357205

Helms, J. E., & Cook, D. A. (1999). Using race and cul-
ture in counseling and psychotherapy: Theory and
process. Upper Saddle River, NJ: Pearson, Allyn, and
Bacon.


http://dx.doi.org/http://dx.doi.org/10.1093/jpepsy/jsp064
http://dx.doi.org/http://dx.doi.org/10.1177/0044118X07301952
http://dx.doi.org/http://dx.doi.org/10.1177/0044118X07301952
http://dx.doi.org/http://dx.doi.org/10.1080/073993301300357205
http://dx.doi.org/http://dx.doi.org/10.1080/073993301300357205

12 Eating Disorders

21

Henrickson, H. C., Crowther, J. H., & Harrington, E. F.
(2010). Ethnic identity and maladaptive eating:
Expectancies about eating and thinness in African
American women. Cultural Diversity & Ethnic Minority
Psychology, 16, 87-93. doi:10.1037/a0013455.

Holcomb-McCoy, C. C. (2005). Empowerment groups for
urban African American girls: A  response.
Professional School Counseling, 8, 390-392.

Johnson, W. G., Rohan, K. J., & Kirk, A. A. (2002).
Prevalence and correlates of binge eating in White and
African American adolescents. Eating Behaviors, 3,
179-189.

Kelly, N. R., Bulik, C. M., & Mazzeo, S. E. (2011). An
exploration of body dissatisfaction and perceptions of
Black and White girls enrolled in an intervention for
overweight children. Body Image, 8(4), 379-384.

Kempa, M. L., & Thomas, A. J. (2000). Culturally sensi-
tive assessment and treatment of eating disorders.
Eating Disorders, 8(1), 7-12.

Kim, B. S. K., & Abreu, J. M. (2001). Acculturation mea-
surement: Theory, current instruments, and future
directions. In J. G. Ponterotto, J. M. Casas, L. A.
Suzuki, & C. M. Alexander (Eds.), Handbook of mul-
ticultural counseling (2nd ed., pp. 394-424). Thousand
Oaks, CA: Sage.

Kumanyika, S., & Grier, S. (2006). Targeting interven-
tions for ethnic minority and low-income populations.
The Future of Children, 16, 187-207. doi:http://dx.
doi.org/10.1353/foc.2006.0005

Landrine, H., & Klonoff, E. (1996). The schedule of racist
events: A measure of racial dis-crimination and a
study of its negative physical and mental health conse-
quences. Journal of Black Psychology, 22, 144—168.

Logio, K. A. (2003). Gender, race, childhood abuse, and
body image among adolescents. Violence Against
Women, 9, 931-954.

Lydecker, J. A., Cotter, E., Gow, R. W., Kelly, N. R., &
Mazzeo, S. E. (2013). Preventing childhood obesity.
American Counseling Association, 32, 169-199.

Mintz, L. B., & Kashubeck, S. (1999). Body image and
disordered eating among Asian American and
Caucasian college students: An examination of race
and gender differences. Psychology of Women
Quarterly, 23, 781-796.

Neumark-Sztainer, D. R., Wall, M. M., Haines, J. L.,
Story, M., Sherwood, N. E., & van den Berg, P. A.
(2007). Shared risk and protective factors for over-
weight and disordered eating in adolescents. American
Journal Preventative Medicine, 33, 359-369.

Nicdao, E. G., Hong, S., & Takeuchi, D. T. (2007).
Prevalence and correlates of eating disorders among
Asian Americans: Results from the National Latino
and Asian American Study. International Journal of
Eating Disorders, 40, S22-S26.

Ogden, C. L., Carroll, M. D., Curtin, L. R., Lamb, M. M.,
& Flegal, K. M. (2010). Prevalence of high body mass
index in US children and adolescents. Journal of the
American Medical Association, 303, 242-249.

O’Neill, S. K. (2003). African American women and eat-
ing disturbances: A meta-analysis. Journal of Black
Psychology, 29, 3—-16.

Olvera, N., Dempsey, A., Gonzalez, E., & Abrahamson,
C. (2013). Weight-related teasing, emotional eating,
and weight control behaviors in Hispanic and African
American girls. Eating Behaviors, 14, 513-517.

Paul, D. G. (2003). Talkin’ Back. Westport, CT: Praeger
Publishers.

Perez, M., Voelz, Z. R., Pettit, J. W., & Joiner, T. E., Jr.
(2002). The role of acculturative stress and body dis-
satisfaction in predicting bulimic symptomatology
across ethnic groups. International Journal of Eating
Disorders, 31, 442-454. doi:10.1002/eat.10006.

Pernick, Y., Nichols, J. E., Rauth, M. J., Kern, M., Ji, M.,
Lawson, M. J., & Wilfley, D. (2006). Disordered eat-
ing among a multi-racial/ethnic sample of female
high-school athletes. Journal of Adolescent Health,
38, 689-695. doi:http://dx.doi.org/10.1016/].
jadohealth.2005.07.003

Phinney, J. S. (1992). The multigroup ethnic identity mea-
sure: A new scale for use with diverse groups. Journal
of Adolescent Research, 7, 156—176. doi:http:dx.doi.
org/10.1177/074355489272003

Poran, M. A. (2006). The politics of protection: Body
image, social pressures, and the misrepresentation of
young Black women. Sex Roles, 55, 739-755.

Read, S., & Hurst, K. (2013). Family-based therapy for
children and adolescents with anorexia (pp. 399—423).
Alexandria, VA: American Counseling Association.

Robinson, T. N., Chang, J. Y., Haydel, K. E., & Killen,
J. D. (2001). Overweight concerns and body dissatis-
faction among third-grade children: The impacts of
ethnicity and socioeconomic status. Journal of
Pediatrics, 138, 181-187.

Sanders-Thompson, V. L., Noel, J. G., & Campbell, J.
(2004). Stigmatization, discrimination, and mental
health: The impact of multiple identity status.
American Journal of Orthopsychiatry, 74, 529-544.

Seligman, L. (2004). Diagnosis and treatment planning in
counseling (3rd ed.). New York, NY: Kluwer
Academic/Plenum Publishers.

Shuttlesworth, M. E., & Zotter, D. (2011). Disordered eat-
ing in African American and Caucasian women: The
role of ethnic identity. Journal of Black Studies, 42(6),
906-922.

Smart, R. (2010a). Counseling a bi-racial female college
student with an eating disorder: A case study applying
an integrative biopsychosocialcultural perspective.
Journal of College Counseling, 13, 182-192.

Smart, R. (2010b). Treating Asian American women with
eating disorders: Multicultural competency and empir-
ically supported treatment. Eating Disorders, 18,
58-73. doi:10.1080/10640260903439540.

Smolak, L., & Striegel-Moore, R. H. (2001). Challenging
the myth of the golden girl: Ethnicity and eating disor-
ders. In R. H. Striegel-Moore & L. Smolak (Eds.),
Eating disorders: Innovative directions in research
and practice (pp. 111-132). Washington, DC:
American Psychological Association.

Story, M., Stevens, J., Himes, J., Stone, E., Rock, B. H.,
Ethelbah, B., et al. (2003). Obesity in Amerian-Indian
children: Prevalence, consequences, and prevention.
Preventive Medicine, 37, S3-S12.


http://dx.doi.org/10.1037/a0013455
http://dx.doi.org/http://dx.doi.org/10.1353/foc.2006.0005
http://dx.doi.org/http://dx.doi.org/10.1353/foc.2006.0005
http://dx.doi.org/10.1002/eat.10006
http://dx.doi.org/http://dx.doi.org/10.1016/j.jadohealth.2005.07.003
http://dx.doi.org/http://dx.doi.org/10.1016/j.jadohealth.2005.07.003
http://dx.doi.org/http:dx.doi.org/10.1177/074355489272003
http://dx.doi.org/http:dx.doi.org/10.1177/074355489272003
http://dx.doi.org/10.1080/10640260903439540

212

R.M. Talleyrand

Sue, D. W., & Sue, D. (2008). Counseling the culturally
diverse: Theory and practice (5th ed.). New York, NY:
Wiley.

Suisman, J. L., Slane, J. D., Blurt, A., & Klump, K. L.
(2008). Negative affects as a mediator of the relation-
ship between weight-based teasing and binge eating in
adolescent girls. Eating Behaviors, 9, 493-496.

Swanson, S. A., Crow, S. J., Le Grange, D., Swendsen, J.,
& Merikangas, K. R. (2011). Prevalence and corre-
lates of eating disorders in adolescents. Archives of
General Psychiatry, 68(7), 714-723.

Talleyrand, R. M. (2006). Potential stressors contributing
to eating disorders in African American women:
Implications for mental health counselors. Journal of
Mental Health Counseling, 28, 338-352.

Talleyrand, R. M. (2010). Eating disorders in African
American girls: Implications for counselors. Journal
of Counseling and Development, 88(3), 318.

Taylor, J. Y., Caldwell, C. H., Baser, R. E., Faison, N., &
Jackson, J. S. (2007). Prevalence of eating disorders
among Blacks in the National Survey of American Life.
International Journal of Eating Disorders, 40, S10-S14.

Thompson, B. (1994). A hunger so wide and so deep.
Minneapolis, MN: University of Minnesota Press.

Utsey, S. O., & Ponterotto, J. G. (1996). Development and
validation of the index of race-related stress (IRRS).
Journal of Counseling Psychology, 43, 490-501.

van de Berg, P. A., Mond, J., Eisenberg, M., Ackard, D., &
Neumark-Sztainer, D. (2010). The link between body

dissatisfaction and self-esteem in adolescents:
Similarities across gender, age, weight, race/ethnicity,
and socioeconomic status. Journal of Adolescent
Health, 47, 290-296.

Vandiver, B. J., Cross, W. E., Worrell, F. C., & Fhagen-
Smith, P. E. (2002). Validating the cross racial identity
scale. Journal of Counseling Psychology, 49, 71-85.

Whaley, A. L. (2001). Cultural mistrust: An important
psychological construct for diagnosis and treatment of
African  Americans.  Professional  Psychology:
Research and Practice, 32, 555-562.

Williams, C. B., Frame, M. W., & Green, E. (1999).
Counseling groups for African American women:
A focus on spirituality. The Journal for Specialists
in Group Work, 24(3), 260-273. doi:10.1080/
01933929908411435.

Witherspoon, D., Latta, L., Wang, Y., & Black, M. M.
(2013). Do depression, self-esteem, body-esteem, and
eating attitudes vary by BMI among African American
adolescents? Journal of Pediatric Psychology, 38,
352-359.

Wood, N. A., & Petrie, T. A. (2010). Body dissatisfac-
tion, ethnic identity, and disordered eating among
African American women. Journal of Counseling
Psychology, 57, 141-153. doi:http://dx.doi.org/
10.1037/a0018922

Zhang, Q., & Wang, Y. (2004). Trends in the association
between obesity and socioeconomic status in the U.S.
adults: 1971-2000. Obesity Research, 12, 1622-1632.


http://dx.doi.org/10.1080/01933929908411435
http://dx.doi.org/10.1080/01933929908411435
http://dx.doi.org/http://dx.doi.org/10.1037/a0018922
http://dx.doi.org/http://dx.doi.org/10.1037/a0018922

Sharon F. Lambert and Cheryl Anne Boyce

Introduction

Substance use disorder onset often occurs during
adolescence (National Institute on Drug Abuse,
2014). Unfortunately, African American youth
can encounter negative health consequences and
incarceration from substance use disorder at
higher levels when compared to their peers.
Interventions to reduce or resolve African
American adolescents’ drug use may well have
long-term implications for the health and well-
being of African Americans into adulthood,
including risk for HIV/AIDS. Effective adolescent
substance use treatments can disrupt racial
disparities in health, education, employment,
criminal justice involvement, and economic status
that may stem, at least in part, from substance use
problems. Therefore, it is extremely important to
understand the substance abuse treatments that are
effective for African American youth.
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African American youth, in general, have
evidenced less access to behavioral health services
and encountered lower quality health services (e.g.,
Alegria, Carson, Goncalves, & Keefe, 2011; IOM,
2003). Despite advances in adolescent substance
use treatment, disparities in treatment participation
have been documented (e.g., Saloner, Carson, &
Cook, 2014). Pooling data from years 2001 to 2008
from the National Survey on Drug Use and Health
(NSDUH), Black and Hispanic adolescents were
found significantly less likely than White adoles-
cents to receive any substance abuse treatment
(Cummings, Wen, & Druss, 2011). It should be
noted, however, that this treatment disparity was
less after adjusting for mental health treatment, and
more pronounced among youth with substance
dependence. According to the NSDUH data from
2003 to 2011, among Black adolescents ages
12—-17 needing substance abuse treatment (as indi-
cated by meeting criteria for substance abuse or
dependence, or receipt of substance use disorder
treatment in the past year), only 7.4 % received that
treatment compared to 8.1 % for persons of other
races and ethnicities (Substance Abuse and Mental
Health Services Administration [SAMHSA],
2013). Among Black young adults ages 18-25 in
need of substance abuse treatment, rates were simi-
lar to other groups, 7.7 % received substance use
treatment compared to 7.5 % of other races and
ethnicities (SAMHSA, 2013). The data suggest
that developmental stage (i.e., adolescent com-
pared to young adult) and co-occurring mental
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health disorders influence substance use treatment
patterns.

The type of substance abuse treatment also
varies among racial/ethnic minority youth. A
review of research focused on racial and ethnic
disparities in substance abuse treatment revealed
that African American adolescents with sub-
stance use disorders were less likely than Latino,
Asian, and White adolescents to receive specialty
care (i.e., inpatient hospital, residential rehabili-
tation, outpatient rehabilitation, outpatient men-
tal health facility, private doctor’s office for drug
or alcohol services, and halfway house) for their
substance use (Alegria et al., 2011). Both African
American and Latino adolescents also used less
informal services and care (i.e., self-help groups
and religious or spiritual services) by comparison
with Asian and White adolescents (Alegria et al.,
2011). In addition to differences in service use
patterns, disparities in quality of care for sub-
stance use treatment is an important consider-
ation. One aspect of quality of care received for
substance use problems is treatment efficacy. To
date, few treatments for substance use problems
have been identified as efficacious using ethnic
minority youth, and few have indicated specific-
ity for the type of substance, treatment modality,
or treatment duration. Participation in interven-
tions which are not proven as efficacious for
African American youth may limit their success-
ful treatment outcomes. In order to understand
treatment disparities for African American ado-
lescents, one must consider that research focused
on the utility of substance use interventions for
these youth and disparities in treatment engage-
ment, persistence, and outcome may rely on
intervention techniques without proven standards
of evidence for African American youth.

Empirical Evidence

Differences in substance use prevalence, predic-
tors, and consequences for African American ado-
lescents compared to adolescents of other
backgrounds have implications for the utility of
some empirically supported treatments for African
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American youth, and have led some to question
the use of empirically supported treatments in this
population. Becker, Stein, Curry, and Hersh
(2012) noted that determining if substance use
treatments are effective for different ethnic groups
requires an understanding of: (1) whether youth
from different groups differ at entry into treat-
ment; (2) whether the treatment is associated with
significant group differences at the outcome
assessment(s); and (3) whether difference in treat-
ment outcome(s) are attributable to baseline dif-
ferences between groups. Unfortunately, there is
limited evidence regarding the efficacy of sub-
stance use treatments for African American youth.
There are few randomized controlled trials with
samples that are exclusively African American or
that test differential treatment effects by ethnicity.
Several noteworthy reviews have described ado-
lescent substance use treatment programs and
outcomes (e.g., Catalano, Hawkins, Wells, Miller,
& Brewer, 1990; Deas & Thomas, 2001; Hogue,
Henderson, Ozechowski, & Robbins, 2014;
Hogue & Liddle, 2009; Strada & Donohue, 2006;
Waldron & Turner, 2008; Williams & Chang,
2000). Across these reviews, however, there is
considerable variation as to whether or not ethnic-
ity is examined or discussed as important for
understanding treatment outcomes. This difficulty
is likely due, at least in part, to the fact that few
studies have sufficient proportions of African
American participants and measures of culturally
relevant factors to draw conclusions about sub-
stance use treatment. It is not clear whether
empirically supported treatments for adolescent
substance use are most appropriate or most effec-
tive for African American adolescents without
relevant methodological and cultural factors
included in research studies.

The limited research evaluating substance use
interventions, and empirically supported treat-
ments in particular, for African American adoles-
cents necessitates a review of treatments and
programs that include African American youth
and, ideally, examine race/ethnicity as a modera-
tor of treatment factors such as treatment
completion, treatment satisfaction, and treatment
outcome. Strada, Donohue, and Lefforge (2006)
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reviewed the literature examining adolescent
substance use treatment to identify studies that
considered the role of ethnicity in treatment
design, delivery, and outcome. Consideration of
ethnicity included study characteristics such as
reporting representation of ethnic groups; using
ethnicity as a factor in measure selection or
assignment to treatment condition; examining
pretreatment equivalence of ethnic groups; or
evaluating differential response to treatment.
While 94 % of the studies included ethnicity to
some extent, only 28 % of the studies included
ethnicity in the design and even fewer (6 %)
included ethnicity in the analyses. Using these
review criteria, the authors found only 18 peer-
reviewed studies with adolescents aged 21 years
or younger, using random assignment to treat-
ment condition, having an outcome measure that
directly measured substance use, and considering
the role of ethnicity. Only 7 of these studies
included African American adolescents. Of the
remaining 11 studies, 3 did not specify the eth-
nicity of the sample and 3 did not specify the eth-
nicity of the non-white participants.

The number of controlled intervention studies
evaluating substance use interventions with
African American adolescents remains small
even when expanded to consider preventive
interventions.  Szapocznik, Prado, Burlew,
Williams, and Santisteban (2007) reviewed drug
abuse prevention programs found to be effica-
cious for African American and Hispanic youth
considering their differences in racial identity,
immigrant patterns, culture, and nativity. Only
randomized controlled trials with primarily
African American or Hispanic samples ages
12-17 were included in their review spanning
1985-2006. They found six preventive interven-
tions that showed efficacy with African American
youth and four preventive interventions that
demonstrated efficacy for Hispanic youth. Only
one drug abuse treatment, Multisystemic Therapy
(MST; Henggeler et al., 1991), demonstrated effi-
cacy with African American youth, and only one
showed efficacy for Hispanic youth, Brief
Strategic Family Therapy (BSFT) (Santisteban
et al., 2003). Common across these successful
interventions was explicit attention to family and
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culture, suggesting that these factors should be
included in substance abuse prevention programs
for both African American and Hispanic youth.

Methodological Concerns

Evaluation of the available substance abuse treat-
ment outcome research for African American
adolescents requires attention to the considerable
range in study methodology and rigor, and the
resultant issues that must be considered in order
to interpret study results appropriately. Of pri-
mary importance for a clear understanding of
substance abuse treatment outcomes for African
American adolescents is the reporting of ethnic-
ity. Unfortunately, adolescent substance use
treatment research does not report ethnicity with
sufficient specificity to characterize groups
(Strada et al., 2006). In some studies, African
American youth are grouped with youth of differ-
ent ethnicities, particularly youth of Hispanic
descent. While urban African American and
urban Hispanic youth can share similar contex-
tual risks, including residence in settings charac-
terized by low economic resources, crime, and
violence, they may suffer from these risks
differently. The importance of protective factors
such as family, community, and culture is often
shared by African and Hispanic youth, but they
typically differ in their experiences of accultura-
tive stress and historical trauma. The differences
in these risk and protective factors for African
American and Hispanic adolescents’ substance
use raise concerns about the mechanisms of
change for interventions and whether the same
intervention would benefit each group in the
same way. The genetic, historical, social, and cul-
tural heterogeneities within African American,
Hispanic, and other racial/ethnic minority groups
have not been addressed adequately in under-
standing the domains of risk and protection that
could be specific and strategic targets for inter-
ventions (Szapocznik et al., 2007).

Sample characteristics, particularly referral
sources and other sampling biases, are important
to consider when evaluating substance use treat-
ment research for African American youth. Many
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studies of adolescent substance use include
participants from public funding sources and
involve the juvenile justice or court system (e.g.,
Shillington & Clapp, 2003). African American
youth are disproportionately represented in the
juvenile justice and court systems, and therefore
these systems can offer a relatively large group of
African American adolescents as participants.
However, youth in the juvenile justice system are
likely different in ways that can influence treat-
ment outcomes, including the motivation for
treatment as court-ordered versus self-directed.
For example, these youth may have more co-
occurring externalizing and problem behaviors
than youth not involved in the juvenile justice
system. Also, the types of substances and sever-
ity of use targeted in treatment programs geared
towards juvenile justice involved youth may dif-
fer from programs targeting other youth.
Mandated treatment by the court can have a
different set of considerations for treatment
engagement, retention, and outcome compared to
treatment for youth self-referred or referred
through other means. Thus, the referral source
may have consequences for treatment course and
affect the generalizability of study findings.

Findings from a unique study of substance use
treatment outcomes found that while African
American and Hispanic adolescents were more
frequently referred to treatment by the criminal
justice system, White adolescents were mainly
referred to treatment by family and friends
(Rounds-Bryant & Stabb, 2001). Strikingly,
White adolescents were engaged in serious ille-
gal activity such as crimes against persons at
greater rates than African Americans and
Hispanics when referred for treatment. Although
African Americans were the least likely to meet
diagnostic criteria for a mental disorder or sub-
stance dependence, they were more likely to
engage in high HIV sexual risk behaviors when
referred for treatment (Rounds-Bryant & Stabb,
2001).

A difficulty with research studies that do
include African American adolescents is that the
sample sizes may be too small to examine treat-
ment effects for these adolescents by ethnicity
and by treatment interactions (Szapocznik et al.,
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2007). Many samples also do not have adequate
numbers of females and males to examine gender
differences in treatment engagement, retention,
and outcome and by race/ethnicity. Yet again this
may reflect that referral sources used in substance
use research often include juvenile justice system
involvement. Male youths are more likely
involved in the juvenile justice system than
female youths, limiting samples to few female
participants. Another concern is that males and
females in the juvenile justice system tend to
have different types of substance use involve-
ment and co-occurring risk factors. Females are
more equally represented in drug abuse preven-
tive intervention studies and findings. Care
should be taken in recruitment strategies and
design to represent African American females
more equally in substance use treatment studies.
In sum, the empirical evidence for substance use
treatments varies by race/ethnicity, gender, and
context and needs improved participant recruit-
ment, research design, methodologies, and analy-
ses reflecting attention to the diverse population
of adolescents suffering from substance use.

Substance Use Treatment
Interventions and Outcomes

Several substance abuse treatment programs
demonstrate efficacy for African American
youth, but do not examine differences in treat-
ment outcome for African American youth
(Strada et al., 2006). Given the scarcity of pro-
grams with rigorous tests of their utility for
African American youth, this review includes
both treatment interventions that have demon-
strated utility with African American youth, and
those with samples of ethnic minority youth
including African American adolescents that
show promise. In those cases in which specific
treatment outcome findings for African American
youth are not available, the research conducted
with the sample of combined ethnicities is
described to provide the state of the current
knowledge. Broad categories of interventions for
which there are limited data available on ethnic
minority youth, or African American youth, are
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discussed in order to highlight areas in need of
research to inform substance use interventions.

Family Therapies

An extensive body of developmental psychopa-
thology research indicates the tremendous role of
the family context in the development of substance
use and other problem behaviors. Family-based
interventions for substance use have been guided
by this research, and have shown impressive effects
in terms of treatment engagement and retention,
and positive outcomes related to lowered substance
use and related problem behaviors (Hogue &
Liddle, 2009; Hogue et al., 2014). Positive effects
have been observed across multiple types of family
treatments, with the best outcomes typically
observed for family therapies that embrace a multi-
system focus. Huey and Polo’s (2008) review of
evidence-based psychosocial treatments for ethnic
minority youth yielded only two treatments focused
on substance use that met criteria. Following guide-
lines from Chambless and colleagues (Chambless
et al., 1996, 1998), they labeled Multidimensional
Family Therapy (MDFT; Liddle et al., 2001) as
probably efficacious for ethnic minority youth and
Multisystemic ~ Therapy (MST; Henggeler,
Schoenwald, Borduin, Rowland, & Cunningham,
1998) as possibly efficacious for ethnic minority
youth, with the distinction in labels indicating the
need for replication in the latter case.

Multidimensional Family Therapy (MDFT)
Multidimensional Family Therapy (MDFT) is an
outpatient intervention that targets risk and pro-
tective factors across the multiple domains that
are important for the development and mainte-
nance of adolescent substance abuse and related
behaviors. Developers describe it as an interven-
tion system with different versions that can be
adapted for prevention or treatment, and used
with diverse populations in several treatment
delivery settings. This manualized intervention
for youth ages 11-18 typically consists of 12-16
weekly or bi-weekly sessions that target four
domains, (1) the adolescent domain (e.g., reasons
for drug use; perceptions of drug harmfulness),
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(2) the parent(s) domain (e.g., parent stress; par-
enting practices), (3) the family interactional
domain (e.g., decreasing conflict and improving
communication), and (4) extrafamilial domains
(e.g., appropriate engagement with social sys-
tems in which the adolescent participates such as
school, community, juvenile justice) (Liddle,
2002; Liddle, Rowe, Dakof, Henderson, &
Greenbaum, 2009). MDFT has demonstrated
benefits over group and individual cognitive
behavioral therapy for substance abuse.

Liddle, Rowe, Dakof, Ungaro, and Henderson
(2004) examined the post-treatment and
12-month outcomes of MDFT in a sample of eth-
nically diverse adolescents (N=80; 38 % African
American) referred for outpatient treatment from
a variety of sources including juvenile justice,
school, other service providers, or family.
Participants were randomly assigned to MDFT or
a peer-based group intervention based on social
learning and cognitive behavioral principles.
Youth ranged in age from 11 to 14 years old
(mean age 13.7), and were assessed at intake, 6
weeks after intake, at discharge, 6 months post-
intake, and 12 months post-intake. Compared to
the peer-group intervention, youth in the MDFT
condition showed more rapid decreases in alco-
hol and cannabis use over the course of treat-
ment. In addition, MDFT was more effective in
reducing risk and promoting protective factors in
multiple domains identified as important in the
etiology and maintenance of substance use
behaviors at the end of treatment. MDFT youth
also showed more rapid decreases in externaliz-
ing behaviors, affiliation with deviant peers, and
disruptive classroom behavior, as well as more
improvement in family cohesion from pre-to
post-treatment (Liddle et al., 2004). In addition,
youth receiving MDFT had fewer days of sub-
stance use, increased abstinence from substance
use, and fewer substance use related problems at
12 months post intake. Over the 12-month period,
youth receiving MDFT decreased delinquent
behavior more quickly, reported decreases in dis-
tress more quickly than youth in the group inter-
vention, and were less likely to be arrested or
placed on probation compared to adolescents in
the grou