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Culture 
impacts how 

people exhibit 
symptoms of 
mental illness.

Since the beginning of the 21st century, there has been broad recognition of the 
impact of culture on mental health service utilization and service delivery.  This 
understanding has been documented in seminal works such as Crossing the 
Quality Chasm: A New Health System for the 21st Century, The President’s New Free-
dom Commission on Mental Health report—Achieving the Promise: Transforming 
Mental Health Care in America, and the Surgeon General’s report entitled Mental 
Health:  Culture, Race and Ethnicity.  These works have explained how culture plays 
a role in how mental health is expressed and managed in the US.  They have also 
discussed how the culture of providers impacts service delivery and enumerate bar-
riers to help-seeking in cultural groups.  Additionally, recommendations have been 
made for improving the mental health care system in the US by addressing systemic 
weaknesses and eliminating culture-specific barriers.

Culture impacts how people exhibit symptoms of mental illness, the use of cop-
ing mechanisms, social supports, and willingness to seek care.  Additionally, 
cultural and social factors, such as poverty, racism, and other forms of discrimi-
nation, may impact mental well-being.  Help-seeking behaviors and types of 
mental health services utilized vary by culture, and cultural minorities are under-
served in the current mental health system.  

Cultural factors also impact mental health providers.  These factors contribute 
to how consumers are diagnosed and treated.  In addition to the culture of 
consumers, overall service delivery is impacted by the culture of both providers and 
organizations.

Lack of cultural competence can also contribute to barriers to engagement or con-
tinued utilization of available mental health services.  These barriers can include 
stigma perceived by consumers, mistrust of the mental health care system based on 
previous experiences, conflicting ideas about what constitutes mental health and 
illness, culturally-based help-seeking behaviors, historical oppression, lack of insur-
ance, and individual and institutional discrimination.  

Elimination of barriers to care and improved access to high quality care are thought 
to increase service utilization and improve outcomes for cultural groups.  It is widely 
understood that culturally competent services are necessary in order to improve 
the mental health system in the US.  The New Freedom Commission has identi-
fied six goals for transforming the mental health care system.  One of these is to 
eliminate disparities in mental health services by improving access to culturally 
competent quality care.  Access to care can be improved by locating services in areas 
convenient to cultural groups, improving language access for people with limited 
English proficiency (LEP), and improving efforts to overcome shame, stigma, and 
discrimination.  Additionally, recommendations have been made to engage con-
sumers, families, and communities in developing services that are congruent with 
cultural norms, promote evidence-based treatments, and understand and respect 
the world views and experiences of consumers of all cultural groups.

In November 2007, the Nathan Kline Institute for Psychiatric  Research (NKI)  
received funding from the NYS  Office of Mental Health, establishing a Center of 
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Excellence in Culturally Competent Mental Health.  Its charge is to “identify, assess 
the outcome and disseminate best practices of demonstrated behaviors, attitudes, 
policies and structures” that work effectively across varied cultures and modalities of 
care.  The Center strives to move the cultural competency field forward.

The NKI Center focuses on evidence-based practices for cultural groups that reside 
in New York State. Community representatives, consumers and family members 
serve on an advisory panel and have input into the Center’s projects. Center col-
laborators include the NYS Office of Mental Health Central Office, NYS Multicul-
tural Advisory Committee, the Psychiatric Institute Center of Excellence in Cultural 
Competence, NKI Center for the Study of Recovery in Social Contexts along with 
the NKI/New York University clinical affiliates. Development of this Toolkit is one 
of many projects within this Center with the goal of providing a methodology for 
modifying evidence-based practices to better serve specific cultural groups.   
 
1.1   Purpose of the Toolkit

The purpose of this Toolkit is to provide mental health services organizations a 
structured method for modifying Evidence-Based Practices (EBPs) to better meet 
the needs of the cultural groups they serve. It is targeted to assist organizations 
facing one or more of three service-delivery challenges:  

While the Toolkit has primarily been developed for organizations already providing 
services by using EBPs, its methods and recommendations also apply to services 
that are not currently considered EBPs. 

It should be noted that the need for EBP modification will be based on many fac-
tors, but not every implementation will require cultural modifications nor will every 
implementation require the same level of effort in order to achieve a high degree 
of cultural competence.  The decision whether or not modifications are necessary 
should be made while working with communities.  

1.2 The Rationale for Evidence-Based Practices

The field of mental health is rapidly moving towards providing services by utilizing 
intervention strategies that have been assessed for effectiveness based on empirical 
criteria, often referred to as Evidence-Based Practices (EBPs). It is widely accepted 
that the use of EBPs will improve the quality of mental health services. Since they 
have been subject to rigorous scientific testing, EBPs should provide consistent out-
comes for consumers when they are implemented as designed.  

The Substance Abuse and Mental Health Services Administration (SAMHSA) is 
helping the field determine which programs and practices meet a set of “evidence” 
standards. SAMHSA has established a registry of mental health EBPs –  the National 
Registry of Evidence Based Programs and Practices (NREPP) – which is growing as 
developers present their programs and practices for review.

•  EPBs have not been developed for specific cultural groups.
•  EPBs have been developed, but not tested for effectiveness for specific 
 cultural groups. 
• EBPs have been developed and tested for cultural groups, but materials such  
 as training manuals do not reflect the breadth of cultures served.
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EBPs have not 
been tested or 
proven to be 

effective across 
all cultural 

groups.

In general, the interventions listed in NREPP have proven to be effective. It is clear 
after close review, however, that EBPs have not been tested or proven to be effective 
across all cultural groups. Two factors compound the difficulties in modifying EBPs 
for cultural groups: 

There is no systematic method for considering modifications to EBPs for 
cultural groups.

Mental health professionals aim to offer the most effective, comprehensive, and 
evidence-based services to consumers in a way that is culturally appropriate. But 
culture-specific needs are often not addressed within the manuals and materials 
available for implementing EBPs. Without this guidance, organizations and provid-
ers have chosen to modify EBPs on their own using many different methods with 
varying outcomes. 

EBP implementation may be perceived by practitioners as rigid.  

All EBPs have guidelines but some are highly scripted, with tightly defined require-
ments and recommendations. This can make it difficult to determine how and what 
parts of EBPs can be modified to address the needs and preferences of specific 
cultural groups while maintaining desired outcomes. 

The concept of modifying mental health interventions for diverse consumer groups 
is not new. To do it effectively, however, may call for a more systematic, thoughtful 
method. Doing this increases the likelihood that practitioners will stay faithful to 
the modified EBP and, thus, deliver expected outcomes.

1.3 The Need for Cultural Modification of EBPs

An important assumption underlying the material presented in this Toolkit is that 
there is an identified need for services within a cultural group in the community.  
This need may have emerged in several different ways. However, the Toolkit assumes 
that, in each case, an EBP is warranted to address the identified need.  Three specific 
situations are described below to highlight the differing circumstances in which the 
need for EBP modification would take place:

Organization/provider recognition of need for mental health services 
for specific cultural group(s)

In this case, organization personnel come to realize that there is a clinical problem 
within a cultural group in the community, and that there are no services address-
ing the problem.  For example, an organization serving Caribbean immigrants may 
notice that parents in the community are having difficulty parenting in the face of 
separation from partners who have not yet immigrated.  In this case, the organiza-
tion selects New Beginnings Program, an appropriate EBP, with the help of com-
munity members, and makes modifications as necessary to serve the community’s 
cultural groups. 
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A problem is identified in the community and the community 
requests help from the mental health organization

This is a more “grassroots” approach: an organization or community group, within a 
particular cultural group, presents a mental health organization with a problem and 
asks for help in developing an appropriate intervention. For instance, a social service 
organization serving the Orthodox Jewish community in the greater New York City 
area provides private religious day schools with treatment and prevention services.  
A school principal has come to the organization requesting help addressing “bully-
type” behavior in his elementary school. The organization has modified a bullying 
prevention program – “Success in Stages: Build Respect, Stop Bullying”,– to address 
the clinical needs in the school community in a culturally appropriate way.

Mandates or requirements to provide EBPs or to serve 
specific cultural groups

Finally, some organizations are required to utilize EBPs in compliance with regula-
tions or funding rules. Increasingly, both funders and oversight organizations are 
relying on EBPs to ensure treatment consistency in the belief that they will improve 
effectiveness.  EBPs will be most successful if they are culturally appropriate for all 
the groups they serve.  There may be a mismatch between the cultural group for 
which the EBP was designed and tested, and the cultural group(s) served by the or-
ganization.  In this case, EBP modifications for cultural groups should be considered 
in order to ensure the effectiveness of the intervention.

1.4  Foundation of the Toolkit

The Toolkit is an outgrowth of the Center’s previous work

This Toolkit is a direct outgrowth of previous work done by the Nathan Kline 
Institute Center of Excellence in Culturally Competent Mental Health.  It follows the 
development and testing of the Cultural Competency Assessment Scale developed 
by staff at the Center for the Study of Issues in Public Mental Health. This scale helps 
organizations measure their current level of cultural competence and identify areas 
in which they can make improvements. The scale was developed within a multi-
cultural working group context, and lessons learned from the process have been in-
corporated into this Toolkit, particularly in the Working with Communities section.

The Toolkit follows the helping process

Most mental health providers, regardless of their profession, utilize a formal help-
ing process that includes consumer engagement, clinical work, and termination/dis-
charge.  This helping process model forms the basis for examining EBPs and break-
ing them down into intervention components for possible modification.

The Toolkit is based on experience from the field

This includes input and consultation with mental health practitioners and research-
ers who have worked through the modification process for different cultural groups.  
Input from two such consultations have been highlighted in the Case Studies fea-
tured in this Toolkit. Development of this Toolkit has also benefited from work 
in other fields, such as the well-documented and successful work of the Centers 
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for Disease Control and Prevention (CDC) to disseminate and modify HIV/AIDS 
prevention interventions for use by cultural groups around the globe.  Finally, cur-
rent literature in the field was reviewed (see the Annotated Bibliography) and focus 
groups were conducted with social workers who routinely adapt interventions based 
upon the diverse cultural groups they serve. 

The Toolkit emphasizes outreach into the cultural group community

Community outreach is conducted throughout the modification process. This is a 
major  differentiator between an EBP modification for cultural groups  and other 
types of EBP modifications.

1.5 Users of the Toolkit

This Toolkit has been developed for use by mental health organizations or provider 
groups that have the resources to fully modify implement and evaluate an EBP. In 
most cases, this will require the organization to enlist a “champion” (clinical or ad-
ministrative) who is responsible for leading the modification process. In order to 
effectively lead the effort, however, the “champion” needs both access to the cultural 
group community and the commitment within the organization to work through 
and complete the cultural modification.  This commitment can be in the form of 
time, staff, funds, administrative support and adjustment of other work responsibili-
ties to permit the work to take place.

While the Toolkit is geared toward EBP modification within an organizational con-
text, it is also a useful tool for mental health practitioners in individual or small 
group practices.  The information and recommended procedures contained in each 
section of the Toolkit can be scaled down to fit the needs of the solo-practitioner or 
small organization. 

1.6  Overview of the Toolkit

The cultural-modification process laid out in this Toolkit has four phases once a 
clinical need has been established: 1) Working with Communities, 2) Selecting an 
EBP, 3) Modifying EBPs, and 4) Implementation Issues.  While organizational cul-
tural competence and readiness for change are discussed in the Implementation 
Issues section, organizations may want to consider doing these assessments early 
on, as doing so may help organizations understand strengths and weaknesses in this 
area and how that may impact the modification process.  For example, organizations 
that are more culturally competent and ready for change will likely have an easier 
time completing the cultural modification process than organizations that are less 
culturally competent and less ready for change. 

The process described in the Toolkit is illustrated in Figure 1, on page 6. The Toolkit 
has separate sections dedicated to each of the four phases plus an Annotated Bibli-
ography. In addition, the Toolkit includes several accompanying documents, which 
provide users with additional information and tools to assist in the EBP modifica-
tion process. These accompanying documents are referred to throughout the Toolkit 
and include: a checklist and workbook to assist users implement the methodology 
set out in the Toolkit, a glossary, scales, and assessment tools.
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1.7  Definition of Key Terms

To fully understand the orientation of the Toolkit, several important terms are 
defined below. Additional terms and their definitions can be found in an accompa-
nying document.

Evidence-Based Practice (EBP) is an approach to prevention or treatment that 
is backed by documented scientific evidence demonstrating positive outcomes in 
multiple research studies. Evidence can be obtained through a variety of methods 
such as randomized clinical trials, experimental studies, or meta-analyses. The fed-
eral Substance Abuse and Mental Health Services Administration (SAMHSA) has 
defined an EBP as an “intervention which has been consistently shown in several 
research studies to assist consumers in achieving their desired goals of health and 
wellness.” (SAMHSA, 2008). EBPs include individual prevention or clinical inter-
ventions, population-based interventions, and administrative and system-level 
practices or programs. 

There are many EBPs for mental health treatment and prevention and several 
sources for locating them. To develop this Tookit, we have relied on the list of EBPs 
assembled by SAMHSA in its National Registry of Evidence-based Programs and 
Practices (NREPP). Programs and practices on the NREPP list have been examined 
by experts and experienced professionals in the field using strict criteria and are 
judged to be “evidence-based.” 
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Working with Communities

Clinical need 
identified

Selecting an 
EBP

Modifying 
EBPs

Implementation
Issues

Figure 1: The EBP Modification Process
• Identifying types of individuals that are  
 needed for a successful working group
• Requesting individuals to serve on the 
 working group
• Encouraging champions within the 
 organization and community
• Establishing the collaborative process—
 communication and meetings
• Establishing working group goals 
 and processes
• Putting the working group into action

• Identifying possible EBPs
• Evaluating the cultural
 appropriateness of EBPs
• Making a final EBP 
 selection

• Breaking down the EBP
 into its components and
 determining which
 components to modify
• The process of modification
• Documenting modifications
• Trying out/piloting the  
 modified EBP
• Evaluating the success 
 of the modification

• Organizational readiness
 for change
• Understanding the 
 organization’s cultural 
 competence

Evidence-Based 
Practices (EBP) 

are interventions 
backed by 

documented 
scientific 

evidence.
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Culture is the way of life of a group of people.  It encompasses behaviors, beliefs, 
values, and symbols that are accepted and passed along by communication and 
imitation from one generation to the next.  Culture can be shaped by the society in 
which one lives. Large societies often encompass cultural variations which differen-
tiate some members from the larger group.  These can be based on domains such as 
age, race, ethnicity, class, gender, political affiliation, religion, geographic location, 
and/or sexual orientation, among other factors.  Throughout the Toolkit, we refer to 
the local cultural group served by the EBP as the community.

With this definition in mind, it is not difficult to understand that EBPs designed to 
address concerns of a given cultural group may not be suitable for those who differ 
from the dominant culture or for other cultures, thus creating a need for cultural 
modification.

Cultural Accommodation to an EBP involves modifying the way a practice is deliv-
ered so that it can be utilized with a particular culture or community (e.g., translat-
ing forms, using interpreters).

Cultural Adaptation to an EBP involves reviewing and changing the structure of a 
program or practice to more appropriately fit the needs and preferences of a particu-
lar cultural group or community.

It should be noted that both accommodations and adaptations for cultural groups 
are types of modifications to EBPs.  In some situations, EBPs will require both 
accommodations and adaptations in order to meet the needs of the community of 
focus.

Culture is the way 
of life for a group 

of people.  It 
encompasses 

behaviors, beliefs, 
values, and 

symbols that are 
accepted and 

passed along by 
communication 

and imitation from 
one generation to 

the next. 
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Working with 
Communities
Organizations reaching out to and working with communities has become a widely 
recognized and accepted modality to improve mental health care interventions, 
utilization, and outcomes.  This chapter provides reasons for working with commu-
nities and a methodology for doing this.  As demonstrated in Figure 1, working with 
communities spans the EBP modification process and directly impacts all phases of 
these projects.   

2.1  Why Work with Communities? 

Community engagement is the first step in EBP modification for cultural groups, 
but should continue throughout the process (see Figure 1).  Once a clinical need 
is identified either by the organization or by community groups the organization 
should engage and stay connected with community participants while selecting an 
appropriate EBP, making modifications, and implementing the EBP.  

Organizations that have experience working with community groups may find it 
natural to start the EBP modification process by involving community members. 
Other organizations, however, may be instituting this process for the first time.  For 
these organizations, it is vital to commit resources, particularly in terms of staff time, 
to facilitate the development of these connections. It is especially wise to enlist an 
internal “champion” to engage and foster relationships with community representa-
tives.  This improves the likelihood of a successful modification.

Developing working relationships with communities is particularly important for 
traditionally underserved populations who, by definition, are not connected to larg-
er behavioral health systems and have limited access to services.  However, com-
munity members may be wary of participating in the EBP modification process or 
utilizing organization services. Based on previous experiences, they may feel they 
are not heard or that their involvement is not meaningful. Underserved populations 
may have had negative experiences previously with service organizations and, there-
fore, may require time to build trust and develop working relationships. The goal is 
to create an environment in which community stakeholders’ input is valued and will 
directly impact EBP selection and modification. Time spent up-front on commu-
nity engagement will result in the selection of a practice that is appropriate for the 
population to be served and in stakeholders being committed to its implementation.

Collaboration among communities, providers, and other interested stakeholders 
requires time, patience, and respect.  Organization members participating in the 
modification process need to recognize and appropriately acknowledge the exper-
tise of community members. This can be shown by a willingness to learn from and 
collaborate with communities and by listening respectfully and completely. This col-
laboration is enhanced when participating community members are interested in 
being a part of the modification process and have leadership roles in their communi-
ties and/or specific knowledge that is important to the modification work.  

2

When members 
from cultural 
groups are 

included in the EBP 
modification 

process, ownership 
of the EBP is 

shared with the 
community.



9

The community gain

When members from cultural groups are included in the EBP modification process, 
ownership of the EBP is shared with the community. This enhances the likelihood of 
its successful and effective implementation.  Community collaboration is key to the 
identification and incorporation of cultural beliefs and values into the modified EBP. 
Community participation needs to occur early on in the process, beginning with an 
understanding of the identified clinical need and pursued with sensitivity through 
all phases including the EBP selection process, EBP modification and implementa-
tion.

Another important outcome of community collaboration is the development of 
trust and rapport.   Establishment of a collaborative working group can lead to a 
continued dialogue between interested community groups and service providers. 
Subjects for discussion could include:  the type of services that would be most use-
ful, the resources and services needed in the community, the unique considerations 
for a particular community and/or organization, and the clinical need for additional 
services.

The organization gain

Organizations working with cultural groups in the community benefit by increasing 
their knowledge of the values, beliefs, and world views of that cultural group.

Even the most well thought-out EBP modification process will be unsuccessful if 
consumers and/or family members reject the practice because it does not fit their 
culture.  

2.2  The Process of Working with Communities

This section presents a step-by-step process for establishing and working with an 
EBP modification working group made up of community members and organiza-
tion staff.  

STEP 1: Identifying the types of individuals that are needed for a 
successful working group

The unique characteristics of the cultural group, as well as the 
nature of the mental health issue that is the focus of the EBP modifi-

cation effort, influences the types of individuals needed to participate in the working 
group.

The first step in identifying community collaborators is to understand the cultural 
community they represent. This cultural community is defined by the neighbor-
hood, religious or ethnic group, school district, refugee or immigrant population, 
or other natural grouping for whom services are being developed. It is important to 
consider who in the community is in need of services.  Is it the entire community or 
a portion of it?  It may be useful to consider why the need is being identified.  Are 
there recent changes in the community that might have contributed to the need for 
services?

Working group 
participants 
should be 

representative of 
the cultural groups 
to be served and/
or knowledgeable 
about the mental 

health issue.
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The roles played by community members may also be a factor in their selection to 
join the working group. For example, in some communities, elders will take the 
lead on providing input, while in other communities, youth might be considered to 
participate. In addition, it is important to include types of people who have in-depth 
knowledge of the community such as elders, teachers, healers, and spiritual leaders. 
Individuals who are in positions of authority such as community leaders, policy 
makers, and organization directors are also valuable assets to the working group. 
Having working group members that represent various types of service agencies 
(e.g., social services, mental health, and justice) also helps in gaining a broader per-
spective of service needs, as does the presence of service recipients who can speak 
first-hand of their experiences with services.  Additionally, it is important to enlist 
mental health professionals into the working group who can advise the working 
group on the clinical needs of those for whom services are being developed.  In 
some cases, there may already be a cultural or multi-cultural working group estab-
lished within the organization from which the EBP modification working group can 
recruit or share members. 

In order to ensure comprehensive community participation, it may be helpful to 
develop a list of attributes, organizations, professions and other characteristics of 
individuals that adequately cover all aspects of expertise needed within the work-
ing group.  Depending on the community and the estimated effort to complete the 
modification project, a working group of eight to twenty members is desirable.

STEP 2.  Requesting individuals to serve on the working group

Identifying and engaging working group members can be an 
iterative process. Community members in the working group may 
recommend others in the community who would be interested in 
joining the group. Recommendations are then used to find people 

with specific skills that might still be missing from the group. The goal is to identify 
resources within a community and to identify those people who would add value to 
the EBP modification process. This is done repeatedly until a full team of potential 
stakeholders is assembled that represents all interested parties.

Requests for participation in the working group must be clear and accurate and 
include:

 • The purpose of the project,
 • The working group’s goals, 
 • The time each member is expected to commit to the group (including   
  hours, frequency of meetings, and expected duration of the project),
 • The reasons why the person is being asked to join the group, and
 • The potential benefits of being a member of the working group for the   
  individual, organization that they represent, and community.

It is best to be prepared with answers to these questions in advance, even if the 
answer is that this is to be determined later by the group. 

Attending pre-existing community meetings that include mental health consumers, 
family members, advocates, and community leaders is another means of identifying 
group members. Consulting with community allies can be helpful in determining 
culturally appropriate ways to recruit and engage working group members.
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Information can also be gained from community members who are not able to 
participate in working groups.  This may occur through town hall meetings, focus 
groups, interviews, and surveys.

STEP 3:  Encouraging champions within the organization and 
community

Identifying champions within the community and the organization 
increases the likelihood of project success. It ensures that the EBP 
modification process stays on track and that the work is complet-

ed in a reasonable timeframe. These champions are involved in the modification 
process from the earliest stages of EBP selection and review through the full imple-
mentation of the EBP.

Champions from within the organization should ideally be individuals who are 
representative of the cultural group to be served with the EBP and have positive 
relationships with multiple organization staff members. In addition, they should be 
committed to cultural modification, respected within the community, and, ideally, 
have some type of leadership role within the organization.  

Ongoing participation of champions in a consistent and positive manner is critical 
to successful implementation, as it helps ensure engagement of both cultural group 
members and providers.   Champions from both the organization and community 
can assist by moving the modification process along, motivating staff, and ensuring 
the cultural relevance of the modification.  Champions can also serve as modifica-
tion leaders, scheduling meetings to work on the project, taking notes, facilitating 
dialogue, and modifying EBP manuals and training curriculum. These champions 
then serve as onsite resources to others implementing the practice by providing 
technical assistance, guidance, and peer support/mentoring. 

While it is ideal to have champions both in the community and the organization, 
it is important to consider in what capacity these individuals will contribute to the 
project.  It is helpful to define roles and responsibilities of these champions prior to 
them accepting these positions in order to encourage collaboration.  Efforts to build 
strong working relationships between champions are likely to benefit the overall 
project.

STEP 4: Establishing the collaborative process – communication 
and meetings

Communications and meetings should be planned and under-
taken within the context of the needs and preferences of the cul-
tural group to be served. It is vital to acknowledge constraints on 

working group members’ time as well as cultural constraints. It is also important 
to acknowledge their efforts on behalf of the project. Working group members can 
be compensated for travel expenses as well as time spent attending meetings or par-
ticipating in the process in other ways. Meetings should be scheduled at times and 
in locations that are convenient to group members. For instance, meetings can be 
scheduled over the lunch hour with food provided.  

Champions 
from within the 

organization should 
ideally be 
individuals 
who are 

representative of 
the cultural group 
to be served with 

the EBP.
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Meeting evaluations should be conducted regularly to determine whether stake-
holders are satisfied with the process or if changes are necessary.   Finding and re-
taining a core group of community stakeholders in the working group can make 
or break the modification process. Therefore, ensuring that input from community 
members is heard and acted upon is critical.

STEP 5: Establishing working group goals and processes

Establishing goals and processes is an excellent way for a group to begin its work.  
The working group should start by reviewing the Selecting an EBP or the Modifying 
EBPs sections of this Toolkit, depending on whether an EBP is being selected by 
the group or mandated by an authority such as the state. This will help the working 
group begin establishing their goals and the steps needed to conduct their work.

STEP 6:  Putting the working group into action

Discussing behavioral health issues within the community and barriers to accessing 
current prevention or treatment practices can help jump-start a working group by 
generating cohesiveness and a larger sense of purpose.  Current effective practices 
and potential EBPs are then reviewed with the goal of selecting an EBP.  This work-
ing group then meets on an ongoing basis to review each component of the practice, 
determine fit with the community, and modify accordingly. 

Establishing goals 
and processes is an 
excellent way for a 

group to begin 
its work. 
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Selecting an EBP
3

3.1   When is it necessary to select an EBP?

EBP selection may be necessary for a variety of reasons. An organization or com-
munity may identify a clinical issue occurring more often in the community 
recently. This may prompt the need for additional services that are not part of the 
existing service array. The demographics of communities often change or an event 
may occur prompting the need for services.  As a result, working groups may con-
sider whether a modification of the current clinical approach is necessary to ensure 
effectiveness with this new population or situation. Finally, organizations may be 
mandated by licensing, accreditation, or payor sources to provide services that are 
evidence-based.

This section provides a step-by-step method for selecting an EBP with the best clini-
cal, organizational and community fit. Selection may occur through consultation 
with community members through development of a working group (see Working 
with Communities). Gaining input from individuals who have a thorough knowl-
edge of community norms and values is critical.

3.2   The EBP Selection Process

STEP 1: Identifying possible EBPs

In some instances, organizations will be mandated to implement 
specific EBPs or choose from a catalogue of practices. In other cas-
es, organizations will need to “start from scratch” in their identifica-

tion process.  In general, it is desirable to begin with a comprehensive list of EBPs 
that are designed to address the identified clinical issue.  During this first step, work-
ing groups would benefit from casting a wide net in their search for EBPs, gathering 
multiple possibilities for review.

One resource for identifying EBPs is SAMHSA’s National Registry of Evidence-based 
Programs and Practices (NREPP). The NREPP database (http://www.nrepp.samhsa.
gov/index.asp) currently includes over 100 interventions that can be searched by 
topic, areas of interest, study populations (age, race/ethnicity, and gender), settings 
(rural, urban, suburban, and tribal), evaluation/study designs, implementation his-
tory, and public vs. proprietary practices. NREPP does not include all EBPs, but can 
serve as a first step in identifying potential practices.

Another source for locating EBPs is state registries.  Oregon’s Department of 
Human Services’ Addiction and Mental Health Division, for example, maintains an 
up-to-date inventory of EBPs that are used within the State.  This information is 
updated regularly and can be found at:  http://www.oregon.gov/DHS/mentalhealth/
ebp/practices.shtml#complete.

STEP 2: Evaluating the cultural appropriateness of EBPs

Once a universe of EBPs is identified, the next step is to conduct a 
thorough analysis of each EBP to assess its fit with the clinical and 
cultural needs of the community. Each EBP component should be 
reviewed to ensure optimal success. For instance, the analysis may 

The 
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examine linguistic accessibility, intervention format (e.g., individual, family, group), 
and provider credential requirements (e.g., professional vs. paraprofessional), as all 
can be vital factors for successful implementation in a particular community. Com-
munity members in the working group can speak to the fit of an EBP with commu-
nity norms and values. Ultimately, the analysis enables the working group to deter-
mine if an EBP is acceptable as is, requires modification, or is not an appropriate fit. 

Tools for Determining the Cultural Fit

Kleinman’s explanatory model may be a helpful tool for looking at a 
cultural group’s understanding of mental illness. This may be helpful in assess-
ing the appropriateness of an EBP for a particular cultural group or to begin the 
modification process in the event that an EBP has already been selected.  Use of 
this model within the working group creates a dialogue in order to understand 
consumers’ perceptions of their problem in order for providers to understand the 
orientation of consumers.  Working groups can use this model as a springboard 
for discussion whether selecting an EBP or beginning the modification process.

Kleinman and others task providers with posing the following questions 
to consumers:

1) What do you call this problem?
2) What do you think has caused the problem?
3) Why do you think the problem started when it did?
4) What do you think the problem does?  How does it work?
5) How severe is the problem?  Will it have a short or long course?
6) What kind of treatment do you think is appropriate for this problem?  
 How can this organization help?
7) Who do you usually turn to for help?  Who is involved in decision making?
8) What are the most important results to receive from treatment for this 
 problem?
9) What are the chief problems caused by this condition?
10) What is the biggest fear about the problem?

Kluckhohn’s Value Orientation Model is another helpful tool for determining the 
appropriateness of an EBP for a particular cultural group. This model provides a way 
of thinking about cultural values in relation to underlying practice values.  Cultures 
and EBPs can be evaluated individually across dimensions such as innate predispo-
sition, people’s relation to nature, time, human activity, and organization of society.   
Evaluating the community of focus on each of these dimensions can be compared to 
an evaluation of the EBP on these same dimensions.  EBPs whose values are congru-
ent with the community of focus would likely be a better match than those that are 
less similar.

The table on page 15 provides a way of looking at a range of human concerns using 
the Value Orientation Model.  Dimensions identified in the model appear in the 
left-hand column.  A range of possible value orientations that correspond to these 
dimensions are described beside each dimension.  

The Toolkit workbook, located in an accompanying document, provides templates 
to assist Toolkit users evaluate the values of cultural groups and compare these to 
values inherent in possible EBPs.

EBPs whose 
values are 
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Good  - Most people are 
innately good;  people are 
born good

Mastery – It is the mission of 
people to conquer and control 
nature. 

Future-Oriented – Planning and 
goal setting are necessary in order 
to make things happen.  It is impor-
tant to sacrifice a bit now for 
a better future.

Activity – If people work 
hard, they will accomplish 
great things.  Human 
accomplishment is a measure 
of self-worth.

Individual – People are in charge 
of their own destinies.  
Each person is equal in 
importance to all others.

Neither Good Nor Evil- There are 
both good and evil people in the 
world; people can change if guided 
properly.

Harmony - People should live 
in harmony with nature.

Present-Oriented – The 
here-and-now is the most 
important.  Live for today.

Being-in-Becoming – 
It is the mission of people to 
develop themselves as individuals. 

Collateral – It is important 
to make group decisions, and 
everyone should participate in 
that process.  Big decisions 
should not be made by 
one person.

Evil – Most people are 
innately evil and can’t be trusted.  
People need to be controlled.

Subjugation – People can’t 
change nature so they are often at 
the mercy of fate and genetics.

Past-Oriented – History and 
tradition are very important.  
People need to learn from the past 
and embrace “old fashioned” 
values. 

Being – It is enough to just
 “be.”  Accomplishments are 
not a measure of how 
worthwhile an individual is.

Hierarchical – Some 
people are born leaders and others 
are followers.  Decisions should be 
made by those in charge. 

VALUE ORIENTATION

Adapted from: 
Gallagher, 2001

HUMAN CONCERNS AS IDENTIFIED BY KLUCKHOHN AND A RANGE OF POSSIBLE RESPONSES

Additional Considerations in the Selection Process

Additional considerations for determining the appropriateness of an EBP within the 
cultural context of the community include: 

Again, these are examples of factors to consider. Others are included in relation to 
specific intervention components on Tables A, B, D, E, and F provided on pages 
19-28. 
Identifying the Need for Cultural Modification

If an EBP is deemed appropriate, then examining the larger cultural context of the 
community will help determine whether there is a need for cultural modifications. 
For instance, if a monolingual Spanish-speaking community mental health organi-
zation is implementing Illness Management and Recovery, then such accommoda-
tions as translating all associated documents into Spanish and ensuring the avail-
ability of bilingual providers and/or properly trained and credentialed interpreters 
to implement the practice will be necessary. A thorough review of the model with 
community input will also help determine whether modification beyond linguistic 
accommodation is required.

        DIMENSION
INNATE PREDISPOSITION 
What is the basic nature 
of people?

HUMAN RELATIONSHIP 
TO NATURE 
What is the appropriate 
relationship between people 
and the natural environment?

TIME DIMENSION 
How should people think 
about time?

HUMAN ACTIVITY
What is an appropriate level 
of activity?

MODALITY OF 
RELATIONSHIP
How is society best 
organized?

modality – is the intervention delivered in a group or individual format?
type of person providing services – is this a mental or behavioral health 
provider, peer, spiritual leader, elder or someone else?
place services are provided -  is the location an organization, community 
center, or religious setting?
people involved in services – should services include individuals, families, and/
or natural supports?

•
•

•

•
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Recognizing When an EBP is Not Culturally Appropriate

Examining an EBP within the context of a community’s culture may indicate that 
the EBP is not a good fit. For instance, an EBP might require a particular format 
(e.g., individual vs. group therapy) that would be considered disrespectful or inap-
propriate to a particular community. Similarly, an EBP might dictate a treatment 
process that is not congruent with the community’s values.

Case Example

Recently, a Native American community in the southwest attempted to implement an 
evidenced-based family treatment approach. After reviewing the model, identifying 
needed cultural modifications, participating in training, and implementing the EBP 
for a six-month period, the community decided that the model did not fit for several 
reasons. First, fidelity to the model required providers to carry a full case load of ten
families, an impossible feat for this rural and isolated tribal community. Second, fidel-
ity required strict adherence to the model’s sequential treatment phases whose order 
did not fit with the cultural needs identified by the community. Finally, fidelity to the 
EBP required that family members participate in all activities together as a family unit. 
However, the cultural modification separated family members by gender for participa-
tion in cultural activities (e.g., women were taught traditional cooking). This separation 
was incongruent with the theoretical underpinning of the EBP. Although the EBP had 
strong scientific support and theoretically was attractive to the community, ultimately 
the mismatch between the EBP and the community’s culture could not be overcome.

STEP 3: Making a final EBP selection

The final step in EBP selection involves weighing all options and mak-
ing a final decision. In many cases, after identifying and evaluating 
possible EBPs, it will become evident that one EBP is more appropriate 
than others based on clinical or cultural needs.  For example, an EBP 
might have a good theoretical fit with a community, but was clinically 

designed to serve children rather than adults. If all evidence is based on children, 
the EBP would lack scientific evidence to support implementation with adults. Simi-
larly, an EBP might target the clinical population of need, but fail to match the com-
munity culture (see case example above). 

When narrowing down choices, working groups would benefit from considering 
additional issues such as cost, ability to bill for services, and resources needed to 
support services (e.g., space, staffing, translated materials). In addition, more de-
tailed information about the EBP may come to light and illuminate the selection 
process. This can be accomplished by communicating with the developer and/or 
speaking with other organizations about their experience implementing the EBP. 
Finally, considerations such as time and staff resources may guide the selection. In 
some cases, more than one EBP may suit an organization’s clinical needs, but little 
or no cultural modification is needed for one, and major modifications are required 
for others. In this instance, selecting the EBP with the best fit would be appropriate.  

Ultimately, this three-step selection process will result in the selection of an EBP that 
meets the needs of the organization and fits within the context of the community.

In some cases, 
more than one EBP 
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NOTE:  If Toolkit users have not gone through Selecting an EBP, 
they should, at this point, complete STEP 2:  Evaluating the Cul-
tural Appropriateness of EBPs in that section in order to under-
stand the values espoused by the EBP as well as those embraced 
by the cultural group for which services are being developed. 

To develop this section, both treatment and prevention EBPs for children and adults 
were reviewed from the NREPP website. Fifteen prevention programs and fifteen 
treatment programs were included in the review.   A comprehensive list of practice 
components was identified that are common to EBPs. Each practice component was 
associated with a stage of the helping process and then assessed for how the com-
ponent might require cultural modification.  A list of cultural factors that impact all 
phases of the helping process was also developed and is included in this section as 
Table A. Tables D, E and F address how components of the helping process might 
require modification, reasons for the modification, and examples. 

This chapter begins with a discussion of cultural factors that should be considered as 
the EBP modification process is implemented. The next section addresses issues of 
access. In the final section, EBP modification is presented as a five-step process:

 1) Breaking down the selected EBP into its components using the helping  
  process model  and determining which components to modify
 2) The process of modification
 3) Documenting modifications
 4) Trying out/piloting the modified EBP, and
 5) Evaluating the success of the modification

It is assumed that the work during these steps will be conducted within the frame-
work of the working group as discussed in the Working with Communities section 
of the Toolkit.

Fidelity and Outcomes

For EBPs to consistently produce predictable outcomes on the same scale as dem-
onstrated in supporting research studies, it is important that they be implemented 
as the developer intended or very close to that.  Programs and practices with high 
fidelity, or likeness to the tested model, are thought to provide the most consistent 
outcomes.  However, these assumptions have rarely been tested with culturally 
diverse populations. 

Cultural modifications can change the model such that existing fidelity scales are no 
longer relevant. Until more studies examine the possible benefits of cultural modi-
fication of EBPs, it is difficult to predict the impact of these modifications on EBP 
outcomes and effectiveness. It should be noted that even if fidelity is adhered to 
closely, in cases where an EBP is used with a cultural group for which it was NOT 
tested, disparate outcomes may occur solely due to cultural factors. 

Some types of modifications, such as language accommodations, are widely accepted 
and are undertaken to enhance outcomes for specific cultural groups.  Other modi-

Modifying EBPs
4
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4.2  Access 

Without adequate access to a practice, consumers may not be able to 
reap the benefits of the intervention.  Therefore, access considerations 
are relevant to any clinical practice, regardless of whether it is an EBP. 

Tables B and C identify access features that are viewed as “deal breakers.” 

Language access is particularly significant since mental health interventions rely 
heavily on oral communication. For cultural groups with limited English profi-
ciency (LEP), language accommodations need to be made.  This includes recog-
nizing that a cultural group may have many dialects (e.g., Mandarin, Cantonese). 
If multilingual staff are not available, interpreters are required; however, these 
interpreters must be trained in the meaning of mental health terms and the fea-
tures of the intervention itself. Interpreters should understand the concepts pro-
viders are using, as they may be foreign to the consumer’s culture.  It is, therefore, 
important to consider hiring staff that are bi-lingual and bi-cultural in order to 
increase access for consumers.

fications, such as those that might result in major changes to the EBP, could change 
the nature of the practice or program and lead to unintended outcomes. These 
modifications include reducing the number and length of sessions, eliminating 
important messages or skills, and removing topics. 

With this in mind, organizations and practitioners should consider how to implement 
culturally modified EBPs to produce the best possible outcome without compromis-
ing the integrity of the interventions.  

Contacting the EBP developer may help in predicting likely outcomes of cultural 
modifications.  The developer may have considered the impact of modification on the 
EBP and may also have knowledge of other attempts to modify the EBP which can 
help the working group work through issues of model fidelity.  

4.1  Cultural Factors

A list of factors that vary by culture and are expected to impact all 
phases of the helping process are provided in Table A.  These fac-
tors, which include domains such as view of mental illness, social 

positioning, lifestyle, health, family/kin relationships, and world view, may impact all 
stages of the helping relationship regardless of the type of intervention selected and 
regardless of whether modifications are ultimately made to the EBP.

Because of the ubiquitous nature of these factors, it is important for the working 
group to consider how each of these impact use of the EBP by members of the cultural 
group. The working group may spend time reviewing this table,  closely examining 
and discussing these cultural factors before moving on to the actual EBP modification 
work. This table should prove useful as a guide throughout the modification process. 

4.2  Access 

Contacting the EBP 
developer may help 

in predicting likely 
outcomes of cultural 

modifications.



Cultural Factor

View  of Mental Illness
Holistic health view

Attribution

Degree of Stigma

Social Positioning

Discrimination

Equality

Stereotypes 

Acculturation

Formality

Lifestyle

Housing

Education

Social Class

Development through life

Age

Gender  

Dating

Cultural Variation

Does the culture recognize mental illness or consider it part of an holistic view of mind/body?

What is the source of mental health problems?  Are they biological, magical, psychosocial, or a 
form of punishment?

Stigma reduces access to mental health care.  The way stigma is demonstrated and its 
intensity may vary by culture.

Discrimination occurs when one group is given preferential treatment over another based on 
certain characteristics.  Discrimination often takes the form of intentional exclusion from a loca-
tion or activity. How this is experienced can vary by culture.

People may have different roles in their culture. It is important to consider equal treatment of 
people vs. equal status in a community.

It is important to consider both the provider’s and consumer’s preconceived notions about the 
other’s culture, particularly in situations where there is a mismatch.  

Level of acculturation can impact attitudes towards seeking and accepting services. 

Providers need to consider how people are addressed. Are titles used?  At what point, if any, is 
it appropriate to use familiar terms?

In some cultures, many generations reside together.  It is important to understand the dynam-
ics of families based on where they live.

It may be important to consider the value that the consumer’s culture places on education and 
educational attainment.

In Western culture, social class is dictated primarily by income.  Other cultures may ascribe 
primacy to other factors (e.g., level of education, social connections, and/or family history).

Western viewpoints on how individuals develop are based on the works of individuals such as 
Piaget, Erickson and Freud.  Some non-Western cultures may conceptualize different devel-
opmental milestones, timing, and goals throughout the life cycle (e.g., independence from 
parents).  Norms for life-cycle events may differ across cultures.

It is important to consider cultural norms and beliefs about age, as some cultures value elders 
while others value youth.

In some cultures, gender roles are prescribed while other cultures may be more fluid.  It is 
important to remember that Western gender roles may not be the norm in other cultures.

In some cultures, dating may be limited or non-existent or, conversely, it may be very open and 
up to the individual.

Table A:  Factors that vary by culture and may impact mental health services
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Cultural Factor

Lifestyle (continued)
Marriage

Divorce

Sexual activity

Sexual orientation

Health

Use of drugs and alcohol

Specific health problems

Family/kin Relationships

Family constellation

Disciplining children

Power in relationships

Communication  

World View

Religion/clergy

Religion/religious practice

Views of human nature

Spirituality

Views of interconnectedness of people

Views of nature

Cultural Variation

In some cultures, marriages are arranged or semi-arranged.  Whether monogamy, polygamy, or 
bachelorhood is acceptable varies by culture. In some cultures, marriage is the most desirable 
state for adults, while others may value independence.  

In some cultures, divorce is commonly accepted while in others it is unacceptable.  Couples 
may physically separate without the formality of a legal divorce.

Cultures view sex differently.  In some cultures, discussions around sex are completely taboo 
while others are more open.

Attitudes about sexual orientation vary across cultures.

Drug and alcohol use and abuse can impact mental health care.  For instance, differences in 
beliefs about the appropriateness of attitudes, amounts, and patterns vary across cultures.  

The prevalence of health problems vary by culture and these problems can impact mental 
health care.  Examples include metabolic syndrome, obesity, diabetes, STDs, and HIV/AIDS.

In some cultures, the nuclear family is the central unit, while in others extended family or even 
close non-family members are important members of the family unit.

Styles of discipline can vary.  In some cultures, physical discipline (e.g., spanking) is the norm.   

In some cultures different family members have more power based on age, gender, role, or 
other factors.

Communication styles are also often culturally dictated, with patterns and styles of communi-
cation differing across cultures.

Religion may impact consumers’ views regardless of level of religiosity, particularly if facets of 
the religion impact the consumer’s daily life or the consumer has familial history with the reli-
gion or its practices. Many persons from cultural groups seek first line help for mental disorders 
from clergy.

Views of human nature differ across cultures with some believing that people are basically 
good and others believing that people are inherently bad.

Some cultures believe that people are highly interconnected and responsible for promoting 
social good while others may emphasize the autonomous nature of human action.

Views of nature differ across cultures with some cultures believing that humans should con-
quer nature and others believing we should live in harmony with nature.

Table A:  Factors that vary by culture and may impact mental health services (continued)
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             Cultural Factor

          World View (continued)
Concepts of self

Individuality vs. collectivism

Control

Locus of Control 

Other

Outlook

Time

Cultural Variation

In some cultures, individuals identify primarily with the self while in other cultures, individual’s needs or 
desires are typically subordinate to those of the family or larger community.

Cultures differ in views about where individuals see their locus of control. Is it more external or internal? 

Cultures may view life with differing levels of optimism, pessimism, or realism.

In some cultures, there is great emphasis placed on time and managing time.  It other cultures, time is 
not of concern and events unfold much more slowly. These concepts of time can impact appointment 
keeping and scheduling.

Table A:  Factors that vary by culture and may impact mental health services (continued)

Table B:  Access: Structural components that may require modification for cultural groups
INTERVENTION COMPONENT

Location
This is where the intervention is physically 
located and includes where consumers 
have to go in order to participate in the 
intervention.

Transportation
This includes how consumers get to the 
intervention site, such as access via public 
and private transportation. 

Building
This includes the internal and external 
design of the intervention site.

REASONS FOR CULTURAL 
MODIFICATIONS

The location of an intervention can be an 
absolute determinant of whether consumers 
can access services.

Lack of adequate transportation to the 
intervention site can be a barrier to entry 
or continuation of care.

The exterior access to a building and interior 
design (including waiting areas) can be 
inviting or a barrier to entry or continuation 
of care.

SELECTED EXAMPLES OF 
MODIFICATIONS

A mental health clinic located in the heart of a 
community may be convenient, but may cre-
ate stigma for those seen entering the facility.

For some cultures, it may be more accept-
able to co-locate services at locations that 
are not labeled “mental health clinics” such as 
churches or community centers.

Consumers who live in the city may not own 
vehicles to drive to mental health care facili-
ties, so it is important to consider locating 
intervention sites near bus, train or subway 
lines or to provide taxi/bus/shuttle vouchers. 

For private use of cars, ample free or 
inexpensive parking must be available. 
Consumers may prefer the use of private cars 
if they do not want others in their commu-
nity to know that they are going to a mental 
health services location.

Pictures hanging in the office or in waiting 
areas should be representative of the commu-
nity served and not portray images that are 
offensive to community members. Pictures 
that contain members of the cultural group 
are desirable.



Table C:  Access: Process/operational components that may require modification for 
                cultural groups

REASONS FOR CULTURAL 
MODIFICATIONS

Intervention hours that conflict with 
consumers’ work or school hours or religious 
observances are direct barriers to accessing 
or continuing care.

Language mismatches may lead to 
consumers not being able to access an 
intervention or lead to misunderstandings.

Ability to pay for services is an absolute de-
terminant of whether consumers can access 
services or not.  It is important to determine 
whether members of the cultural community 
have private insurance, Medicare, Medicaid or 
pay out-of-pocket for mental health services. 

While many helping professionals have train-
ing or awareness regarding cultural com-
petence, others may not.  It is important to 
consider the cultural background and cultural 
competence of all providers. 

Cultural competence and awareness needs to 
be incorporated into all facets of EBP training. 

While the consumer is generally identified 
as an individual, treatment and prevention 
interventions can also be provided to 
couples, families or communities

SELECTED EXAMPLES OF 
MODIFICATIONS

A group designed to prevent substance abuse 
in school-aged children should be resched-
uled when religious or cultural holidays or 
events interfere with meeting times.

An organization may employ a single inter-
preter skilled for mental health interpretation 
to be present routinely at certain times.  Oth-
ers may use an interpreter service for specific 
visits or a telephone-based service for im-
mediate use with a broad range of languages 
as needed.

An organization providing family therapy, 
which may not be covered by insurance, 
might consider looking to outside funders 
such as government agencies or private 
foundations to offset out-of-pocket expenses 
for consumers.

An organization tries to hire bi-cultural staff 
members from each cultural group they serve.

The receptionist or greeter should be able 
to communicate in the preferred language 
of most of the consumers that come to the 
organization.  The first impression and ongo-
ing relationship sometimes depends on this 
first contact.

The EBP modification working group reviews 
all of the training materials and makes 
changes to reflect the culture-specific world 
view of a particular population. 

Therapists may ask consumers about 
important members of their families and 
flexibly incorporate these members into 
treatment.
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INTERVENTION COMPONENT

Hours 
Hours refer to the times when an intervention
can be offered to consumers.

Language

This includes both direct person-to-person 
contact and printed materials.  Interpretation 
relates to verbal communication, whereas 
translation relates to written communication.

Payor

How do consumers pay for mental health 
services?

Provider 

This can be a psychiatrist, psychologist, social
 worker, counselor or one of many other 
professionals or paraprofessionals such as 
physicians, educators, and law enforcement 
personnel.

Intervention-specific training and materials

This encompasses all facets of provider 
training on the EBP including manuals, 
scales, audio-visual materials, and teaching 
methods.

Who is included in treatment

While the treated person is usually an 
individual, the family, a kinship network or 
even the entire community may be engaged 
in treatment.
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There are also considerations for the choice of interpreter. It is a common prac-
tice, for instance, to use family members (particularly children) to translate between 
providers and consumers.  This is particularly inappropriate since, in most cases, 
the consumer-provider relationship is meant to be confidential. If interpreters are 
bi-cultural (i.e., from the culture of the group being served), they can also serve as 
cultural brokers for providers, offering insights into cultural issues, values, and the 
beliefs of consumers.

When translating written material, content should be translated and then back-
translated by separate people to ensure the intended meaning remains intact.  
Ideally, the translation should be in the regional language or dialect of the com-
munity of focus.  Many assessment forms have already been translated for different 
cultural groups and should be made available within an organization, when appro-
priate. 

4.3   EBP Modification Process

STEP 1: Breaking down the EBP into its components using the helping process model 
and determining which components to modify

The working group should collect and review all relevant print and non-print docu-
mentation that pertains to the EBP.  Much of this may have been collected earlier 
when Selecting an EBP.  This may include manuals, hand-outs, workbooks, fidelity 
instruments, web-based programs, CDs, and DVDs. The goal of this review is to 
enumerate those specific components of the EBP to be modified and implement-
ed. Collected materials will be used to generate such a list. In most cases, this will 
include all those components listed and described in Tables D, E, and F that follow. 
However, the group may also identify additional components which make the EBP 
innovative and unique.

The recommended method for breaking down EBPs into their components is to 
examine EBPs as they relate to the helping process model familiar to mental health 
service providers.  The model consists of three sequential stages:  engagement, clini-
cal work, and termination/discharge.  

Practice components for each of these three stages are presented in Tables D, E, and 
F, respectively.  For each stage of the helping process, the Tables list and describe 
a set of common components. The Tables include a sampling of the rationales for 
modification of the components as well as examples of how a practice component 
might be modified. Neither the notes nor the examples are exhaustive, however, 
as there is an almost infinite number of ways that a component can be modified 
depending on the nature of the intervention and the cultural group(s) to which it is 
being applied.  

When reviewing the Tables, working groups should be aware that practice compo-
nents in one stage may take place again at another stage of the helping process.  For 
instance, in many treatments, a provider will conduct an initial assessment during 
engagement, but further assessments will be a part of clinical work and may take 
place again prior to termination/discharge.  Cultural modifications made to a com-
ponent in one stage of the intervention should be considered for modification in 
subsequent stages.  

The receptionist 
or greeter should 

be able to 
communicate in 

the preferred 
language of 
most of the 

consumers that 
come to the 
organization.
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It is critical to 
consider how the 
provider will be 

perceived by the 
consumer, taking 
into account both 

the consumer’s 
culture as well as the 

biases and 
preconceptions that 

the provider may 
have of the 

cultural group.

Identification of the “key” components essential to the EBP 

Review of the compiled materials should include an identification of components 
that are “key” to the success and effectiveness of the EBP. Extreme care should be 
taken in considering “key” components for modification. 

Some EBPs have a lot of documentation, and it will be relatively easy to analyze 
their components.  In cases where it is difficult or unclear, however, it is advisable to 
contact the EBP’s developer.  EBP developers may be able to provide a range of as-
sistance during this process including supplying additional materials, discussing 
planned EBP modifications and other uses of the EBP with similar cultural groups. 
Contact information for developers is generally available through manuals, pub-
lished materials and, in many cases, on the developer’s website or through NREPP.  
If there is any question about which components should or should not be modified 
or how components can be modified. EBP developers may be able to provide an-
swers and insights.   

Engagement 
Engagement is comprised of initial consumer-provider contact and 
is when relationship building, assessment, and contracting take 
place.  

During this initial stage of an intervention, it is essential that the therapeutic con-
sumer-provider relationship is developed, as the success of subsequent work is fre-
quently dependent upon this relationship.   When working with consumers, it is 
critical to consider how the provider will be perceived by the consumer, taking into 
account both the consumer’s culture as well as the biases and preconceptions that 
the provider may have of the cultural group. An organization may have addressed 
cultural-sensitivity issues in its staff ’s cultural-competency training sessions, but 
this could be reinforced with respect to the EBP. Additionally,  reviewing literature 
on the cultural group and conducting a cultural assessment of the consumer is ben-
eficial to enhancing the therapeutic alliance and gaining insight into the clinical 
problem.  Several cultural assessment instruments are available and referenced in an 
accompanying document.

Table D examines three practice components in the engagement phase:  initial 
relationship-building, diagnostic and cultural assessment, and contracting.  

Clinical Work    
Clinical work is the stage in which direct intervention with the 
consumer occurs using the philosophy and materials of the EBP. 
It also includes reassessing the consumer’s progress over time and 
re-contracting with the consumer when necessary.

In this phase, the provider uses the strategies of the EBP to intervene with the con-
sumer. The clinical work phase is typically the longest period of the helping process.  
What happens during this phase differentiates one intervention from another.

To consider this phase for cultural modification, the activities of a specific EBP can 
be categorized into the following components:  intervention content, homework, 
medication, feedback to consumer/rewards, internalization and generalization, 
duration of sessions, and outside resources. Table E describes the modifications 
that may be required in each of these components, the rationale for doing so, and 
select examples.  
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Termination/Discharge
Termination/discharge is the stage in which providers and con-
sumers acknowledge that clinical work has been completed.  The 
consumer’s accomplishments during the intervention are evaluated 
and planning for aftercare takes place.  

Table F describes the practice components of the termination/discharge phase of 
interventions. In this phase, separation of provider and consumer occur when clini-
cal work is complete. In some cases, the consumer will continue on with treatment 
and/or recovery past the work of the EBP. This continuation is referred to as “after-
care.” Tasks associated with termination include providers and consumers acknowl-
edging the conclusion of work, an evaluation of the consumer’s accomplishments 
during the intervention, and planning for aftercare. 

Step 2:  The process of modification

The actual process of developing modifications to EBP components is likely to be 
iterative as the working group moves through the EBP manuals and materials. The 
process can be organized and focused around the tables provided in this section. 
First, Table A can be used to discuss the working group members’ perceptions of 
the cultural factors that are important to their cultural group. With these factors in 
mind, Tables B, C, D, E and F can then be utilized to examine those specific com-
ponents that have been identified for modification. For example, the working group 
can rely on input from providers for modification suggestions that in their experi-
ence, are effective.  Input from community and consumer representatives should be 
sought regarding likely acceptability of the modification.

Step 3:  Documenting modifications

Working groups should document any modifications made to the 
EBP.  This information can be used in the future to evaluate the 
modified EBP or to modify the EBP again for another cultural 
group.  Documentation can be in the form of a revised EBP manual, 

working group meeting minutes, changes to training documents, and/or develop-
ment of a separate document dedicated to the description of the modification pro-
cess and results. 

Step 4: Trying out (piloting) the modified EBP

Once cultural modifications are incorporated into the model, they should 
be tested in the clinical setting to determine if they are congruent with the 
clinical and cultural needs of consumers.  In some organizations, a sub-
set of providers may try out the modified EBP with consumers with whom 
they work.  Both consumers and providers can then provide feedback regard-
ing benefits and challenges. Outcomes for individual consumers can also be 
examined.  Trying out the modified EBP offers an opportunity to improve its 
effectiveness before implementing it across the organization.

Working groups 
should document 
any modifications 
made to the EBP.
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Table D:  EBP engagement components and how they may be modified for cultural group

INTERVENTION COMPONENT

Initial Relationship building
Most treatment interventions and many 
prevention interventions are dependent on 
a strong provider-consumer relationship.  
During engagement, providers work to build 
a trusting relationship in order to effectively 
work with the consumer(s) throughout the 
intervention.

This component begins with the consumer’s 
first contact with the organization.

Assessment – Diagnostic and Cultural 
This is based on symptoms, functioning and 
level of distress viewed within a cultural 
context.

Contracting
These are the specific, agreed upon goals of 
the intervention and often vary from one 
consumer to another. Goals are usually highly 
defined and specified.

REASONS FOR CULTURAL 
MODIFICATIONS

Relationship building strategies are very 
much culture dependent; therefore, 
providers must consider cultural styles, 
values, and norms and adjust relationship-
building activities accordingly.  

Thoughts and actions that may be identified 
as symptoms of mental illness in one culture 
may be “normal” in a different culture (e.g., 
visions vs. hallucinations). 

Cultural assessments are made to learn of 
specific cultural views, practices and taboos 
that might impact the helping process.  Also 
immigration history, historical trauma, refu-
gee status, acculturation, and other factors 
may need to be explored to make an accurate 
diagnosis and assess the appropriateness of 
the intervention.

An EBP needs to be consistent with cultural 
norms and values.  Obvious goals in one 
culture may not be important or valued in 
another.

SELECTED EXAMPLES OF 
MODIFICATIONS

Expressed interest by the provider in the 
consumer’s culture, customs, and way of life 
may help develop the relationship. Literature 
on the cultural group should be reviewed.

Providers seeking to engage a consumer in a 
religious community might consider dressing 
in a way that is consistent with the consumer’s 
values in order to help build a trusting 
relationship. 

Consumers from some cultural groups may 
enter the intervention involuntarily.  In this 
case, additional time and effort may be re-
quired to sufficiently engage consumers.

Other considerations are appropriateness of 
gender of provider with respect to gender of 
consumer, eye contact, physical proximity to 
consumer, communication styles including 
the use of silence, body language and privacy 
issues. 

Specific culture bound syndromes should be 
considered when assessments are made.  The 
DSM-IV-TR contains a listing and description 
of some of these syndromes that are unique 
to various cultures.  When assessing these, it 
is important to consider all of the aforemen-
tioned factors along with the consumer’s 
cultural identity, the consumer’s explanations 
for his presenting problem, and cultural fac-
tors related to the consumer’s environment 
and level of functioning.

E.g., hallucinations should be considered 
within the context of the culture. Visions 
might be culturally accepted and recognized, 
and should not be confused with psychosis. 

While a treatment goal may be to create 
independence in adult children by moving 
into their own homes, this value may not be 
endorsed in some cultures which advocate 
living with parents until marriage.
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Table E:  EBP clinical work components and how they may be modified for cultural groups

INTERVENTION COMPONENT

Intervention content
This includes all manualized and non-
manualized information transmitted to 
consumers.  This can include workbooks, 
audio-visual content, handouts, and verbal 
information exchanges.

Homework 

This includes any written or task assignments 
for consumers to complete outside of ses-
sions.

Medication

Some interventions advocate the use of 
medication as a primary or secondary 
treatment method. 

Internalization and generalization

This includes everything the consumer 
does to change his/her thoughts, feelings, 
beliefs, behaviors, or values in reaction to the 
intervention

REASONS FOR CULTURAL 
MODIFICATIONS

Content should be meaningful and based   
on norms of the consumer’s cultural group. 

Written materials should be at an appropriate  
reading level and have culturally relevant   
references. It is important to understand 
that  some consumers may not be literate 
in their native tongue.

As an increasing number of interventions   
use technology (such as on-line diaries and  
videos), the consumer’s access to the 
required technology and comfort in using   
technology needs to be taken into 
account. 

Assignments must be selected that take into 
account the consumer’s cultural context and 
living situation.

Some cultural groups are apprehensive 
and can be less receptive to psychotropic 
medications and some may have their own 
“traditional” remedies that could substitute 
for pharmaceutical medications or negatively 
interact with pharmaceuticals.  
Attribution of the mental illness may influ-
ence agreement to take medication.  

A review is required of whether the changes 
sought by the intervention will be supported 
by the consumer’s culture and what can be 
done to support changes.

SELECTED EXAMPLES OF 
MODIFICATIONS

Toys in play therapies should include items 
that are familiar to the consumer and might 
include dolls which are representative of their 
ethnicity/race, age and gender.

Work done outside of sessions to challenge a 
social anxiety with social activity should 
clarify whether engaging with extended 
family members feels “social” or not.

Where use of traditional or alternative 
substances is common, providers may wish 
to explore these with the consumer. 
Additionally, effects of prescription medicines 
can be discussed in terms of commonly 
understood roles of “traditional” treatments.  

In a preventive parenting intervention, par-
ents may learn alternative forms of discipline.  
It is important to discuss ways in which the 
parents’ culture supports or does not support 
discipline changes and how parents using the 
intervention can feel supported outside of 
the group.  One way of doing this would be to 
create an informal mentorship of program of 
“graduates” from the same culture that could 
provide support to those just beginning to 
use these techniques. 

continued
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Table E:  EBP clinical work components and how they may be modified for cultural groups

INTERVENTION COMPONENT

Feedback to consumer/rewards

This includes positive and negative feedback 
and any rewards that may be part of a 
behavioral intervention.

Duration and number of sessions

Many interventions are prescribed for a 
particular number of sessions that are each 
of a certain length (e.g. 5 weekly 90 minute 
group therapy sessions).

Outside resources

Some EBPs require use of resources available 
within the larger community.  These can 
include both formal and informal support 
services.

REASONS FOR CULTURAL 
MODIFICATIONS

As feedback and rewards can be motivating 
factors, incentives must be chosen that are 
valuable to the consumer and culturally ap-
propriate.

It is important to consider whether the time 
allotted to cover intervention “curriculum” is 
consistent with the cultural and allows for the 
appropriate cultural modifications. 

Additional support services must meet 
criteria for accessibility, and cultural 
competency in order for them to be useful.

SELECTED EXAMPLES OF 
MODIFICATIONS

Some incentives for attending groups include 
providing meals for attendees.  If these meals 
do not respect the consumer’s culture, they 
could be ineffective or even offensive.  One 
example would be serving hamburgers to 
Hindu consumers.

The number of sessions can be expanded or 
sessions can be lengthened in duration in 
order to allow time for additions due to 
cultural modifications.

Providers investigate and identify organiza-
tions or social groups where the consumer 
may practice social skills or seek peer support 
in a way that supports both the consumer’s 
culture and the goals of the intervention.

Table F:  EBP termination/discharge components and how they may be modified for cultural groups

INTERVENTION COMPONENT

Conclusion of work

This is when the consumer and provider 
acknowledge that clinical work is ending

Evaluation of work

This is a review of the progress made during 
the intervention

Planning for aftercare

Some interventions may require additional 
care in other settings.  Consumers frequently 
are interested in knowing how to seek care if 
problems return or increase in intensity.  
Aftercare  can include both formal and 
informal support services

REASONS FOR CULTURAL 
MODIFICATIONS

Providers may need to explore the meaning 
of separation and the end of the relationship 
in a culturally appropriate manner.  Some 
consumers may need additional intervention 
time in order to make the gains “stick.”  This 
may be especially true if the consumer’s cul-
ture does not support the overall change.

Gains need to be discussed within a culturally 
appropriate context.

Additional support services must meet 
criteria for accessibility and cultural 
competency by consumer groups in order
 for them to be accessible and useful.

SELECTED EXAMPLES OF 
MODIFICATIONS

Providers are open to and accept consumers’ 
ways of expressing gratitude or concern (gifts, 
invitations to events).

In communities that value collectivism, it may 
be difficult for consumers to identify personal 
goals for treatment.

Provider explores consumer expectations 
about contact after termination with the 
consumer.  This includes available social and 
emotional supports, ways to seek treatment 
after termination and use of “traditional” 
supports.
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Step 5: Evaluating the success of the modification 

Cultural modifications may change the EBP’s outcomes from the research studies 
that support it.  Many EBPs have a set of standards or fidelity measures that can 
be used to determine the extent to which a particular implementation of an EBP 
reflects the developer’s intent and prevailing outcomes.

Once the modified EBP is implemented throughout an organization, administrators 
should consider evaluating the effectiveness of the practice.

Organizations should consider measuring outcomes from either the entire consum-
er population using the modified services or, at least, a select group, randomized, 
if possible, in order to determine the effectiveness of the modified EBP.  As previ-
ously stated, outcomes for cultural groups may vary from those determined during 
scientific outcome studies for the EBP even in the case of a successful modification 
project.  In addition to looking at developer outcomes, outcomes from the modified 
EBP can be compared with outcomes for the cultural community prior to the imple-
mentation of the modified community if they exist.  These could include changes in 
symptoms, quality of life, and/or relationships with others.

Since outcome studies are not always feasible, organizations should consider exam-
ining additional factors to measure the success of a cultural modification to an EBP.  
Additional domains to examine include rates of service utilization, which should 
increase for the cultural group with a successful modification, and drop-out rates, 
which should decrease for the cultural group with a successful modification.
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The cultural 
competence of 
an organization 

impacts its ability 
to appropriately 
implement and 
support the EBP.

Implementation Issues
5

There are several factors to consider before offering a culturally modified interven-
tion to the community-at-large.  Foremost among these are understanding and 
preparing the organization for change and understanding the cultural competency 
of the organization.

5.1   Organizational Readiness for Change

Organizational readiness for change may include the motivation and personality 
characteristics of program leaders and staff, the institutional resources, and the 
organizational climate. These characteristics influence the likelihood of significant 
change occurring in an organization. Therefore, assessing organizational readiness 
to change is critical when planning the implementation and dissemination of EBPs. 

Several organizational readiness scales are available to indicate how ready an 
organization is to undertake an implementation project and areas that require 
further consultation, technical assistance, or other organizational/system support. An 
accompanying document provides a list of seven measures compiled by the 
NASMHPD Research Institute for assessing organizational readiness for implemen-
tation of EBPs in substance abuse, mental health, and health care. 

5.2   Understanding the Organization’s Cultural Competency

The cultural competence of an organization impacts its ability to appropriately 
implement and support the EBP. The Cultural Competency Assessment Scale 
(CCAS) can be used for this evaluation process (see accompanying document). The 
CCAS covers ten domains, each rated on a five-point scale. Four points on the scale 
are related to a specific performance measure and its benchmark, with one point 
indicating no action.  In addition to measuring organizational cultural competence, 
the CCAS suggests ways in which an organization can become more culturally com-
petent. 
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THE WAIANAE WELLNESS PROJECT AT HALE 
NA’AU PONO:  A VOYAGE TO RECOVERY

By:  Poka Laenui, JD and Deborah Altschul, PhD

Introduction
Hale Na`au Pono is a private non-profit corporation created by the people of the 
Wai`anae Coast in Hawai`i to meet the needs of the community. The Wai`anae 
Coast, on the leeward side of O`ahu, is comprised of the communities of Nanakuli, 
Ma`ili, Wai`anae, Makaha, and Makua. Of the estimated 50,000 people on the Coast, 
the majority are Native Hawaiian. Other prominent ethnic groups include Cauca-
sian, Filipino, Samoan, Japanese, Chinese, Korean, Puerto Rican, Vietnamese and 
others. One-half of Wai`anae’s population is under 20 years old. Hale Na`au Pono, 
a Hawaiian name interpreted as “The House for Inner Balance”, provides culturally 
and socially sensitive, community-based, behavioral health services for children and 
adults. 

An Overview of the Process
In 2005, Hale Na`au Pono partnered with the University of Hawai`i and Hawaii’s 
Adult Mental Health Division to complete a cultural modification of the evidence-
based practice Illness Management and Recovery EBP Toolkit. The result was the 
development of “A Voyage to Recovery”, a curriculum that incorporates Native Ha-
waiian concepts in the practice of mental health recovery. The cultural modification 
represents a significant effort to incorporate culture into clinical practice, a qual-
ity that defines treatment practice at Hale Na`au Pono. Always a frontrunner in 
cutting edge practice, Hale Na`au Pono provides a broad array of services that are 
community-based, recovery-oriented, and culturally matched to the needs of the 
community. 

Working with Communities
The cultural modification process at Hale Na`Au Pono began with a serious dialogue 
between administrators, clinical staff, board members, consumers, and researchers. 
This dialogue centered on sharing information about the Illness Management and 
Recovery (IMR) model, determining the relevance of the model to the Wai`anae 
community, and assessing organizational readiness for implementation. After sev-
eral meetings, Hale Na`au Pono determined that the model had relevance to the 
community and agreed to partner in the cultural modification project. 

The next step in modifying this intervention involved engaging the clinical commu-
nity. This occurred through a two-day orientation to the model attended by all Hale 
Na`au Pono stakeholders (i.e., administrators, providers, consumers, family mem-
bers, and clerical, business and finance, and janitorial staff). Consumers and family 
members were individuals who were from Wai`anae and who had participated in at 
least one of the many services available through the organization (e.g., clubhouse, 
supported housing, supported employment, Assertive Community Treatment, in-
tensive outpatient).  

The working group met with community elders and traditional healers who were 
familiar with the community and with Hale Na`au Pono through their relationships 
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with the staff and/or their participation as board members to the organization. The 
significance of their participation cannot be overstated, as they provided the cultural 
context to the entire project.

In addition, champions of the model were identified to serve as supervisors to other 
providers implementing the model. These champions served as onsite resources 
providing technical assistance, guidance, and mentoring.  

 Selecting an EBP
IMR is an evidence-based practice developed by a coalition of researchers, provid-
ers, administrators, policy makers, consumers, and family members, and supported 
by the Substance Abuse Mental Health Services Administration (SAMHSA) and the 
Robert Wood Johnson Foundation (RWJF). The practice is a manualized treatment 
intended to help adult consumers set and pursue personal goals and implement ac-
tion strategies toward recovery. IMR is provided in either group or individual for-
mats, with consumers meeting weekly for three to six months. Topic areas covered 
by the program include: recovery strategies, practical facts about mental illness, the 
stress-vulnerability model and treatment strategies, building social support, reduc-
ing relapses, using medication effectively, coping with stress, coping with problems 
and symptoms, and getting needs met in the mental health system. The Toolkit con-
sists of a practitioner’s guide, with practical tips for teaching people about the afore-
mentioned topics, educational handouts, checklists, and planning sheets for each of 
the nine topic areas,  a short introductory video, informational brochures, a fidelity 
scale to measure whether a program is being implemented as designed, outcome 
measures to assess whether the program is having a positive impact on participants, 
and a section on cultural competency in relation to EBP implementation. 

The IMR Toolkit addresses the components of the clinical model and many practical 
considerations for successful implementation. It also highlights the need for com-
munities to adapt the model to meet their unique characteristics, and states that, 
“careful attention to unique community needs, coupled with fidelity to the key in-
gredients of the practice, equals successful implementation” (SAMHSA, 2003, pg.3). 

More information about IMR can be found on the SAMHSA EBP Toolkit website:  
http://mentalhealth.samhsa.gov/cmhs/CommunitySupport/toolkits/illness/

Modifying EBPs
During the first half of day one, university personnel provided an overview of the 
IMR model and began a dialogue about potential areas of modification.  The re-
mainder of the time was spent in small working groups, each working on modifying 
a chapter of the IMR provider manual. After the two day period, the working groups 
met independently over a month long period to complete their first draft of the 
cultural modification. This process resulted in a tremendous sense of ownership and 
commitment to the project. 

Following the initial meetings, the second step was to form a smaller modification 
working group that was representative of providers, consumers, family members, 
administrators, and cultural experts.  At bi-monthly meetings, this working group 
went through each page of the manual to incorporate suggestions generated by the 
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larger community, and to determine which parts of the model did or did not require 
modification.  

The working group was encouraged to consider linguistic changes, relevance of sug-
gested activities and examples in the original EBP, conceptual framework of mental 
health and illness, and natural healing methods to determine which aspects of IMR 
required modification. In addition, the working group considered family roles, care-
taker roles, relationships with healers, concepts of time, gender roles, acculturation 
levels, and cultural values and beliefs regarding mental illness and stigma. Finally, 
the working group developed modification recommendations on variables such as 
dosage (number of sessions), provider characteristics (values, professional trajec-
tory, spirituality, ideas on boundaries, age, gender, etc.), language, time, setting for 
intervention, and cultural strengths. The goal was to develop a model that was cul-
turally relevant, accessible to consumers, and useful to providers.  

The third step was the core of the modification and included capitalizing on the 
strengths of the community by integrating a Native Hawaiian guiding philosophy, 
revising wording in the Toolkit to be more relevant to the community (e.g., pilikia 
vs. “problems” and “exercise” vs. “homework”), integrating Native Hawaiian prov-
erbs throughout the text, using local examples and locally identifiable landmarks 
(e.g., referring to bipolar disorder as “like surfing the top of a wave and then crash-
ing into the sand”) and including consumer drawings and stories. These modifica-
tions came from the community and were integrated throughout the Toolkit. The 
goal was to ensure that the content delivery method was culturally meaningful, rel-
evant, and appropriate, thereby avoiding potential barriers related to the accessibil-
ity and the relevance of the intervention to the underlying values of the community. 
The Native Hawaiian Guiding Philosophy, for instance, was based on OLA, a Native 
Hawaiian word for health, healing, and contentment. Each of the letters in OLA 
also represent a Native Hawaiian word that spoke to the foundation of the model, 
with O for Olu’olu (agreeable, pleasantness), L for Lokahi (unity, harmony, balance) 
and A for Aloha (love, respect, tenderness). Another example is the integration of 
Native Hawaiian proverbs such as, “Hoomoe Wai Kahi Ke Kaoo”- Let us travel like 
water in one direction (re: building rapport); and “A`ohe Pu`u Ki`eki`e Ke Ho`a`o 
Ia E Pi`i”- No cliff is so tall it cannot be eliminated (Things can change. Believe in 
yourself). In addition, a module was added to the beginning of the practice in order 
to provide a culturally relevant way for consumers to get to know their provider and 
feel comfortable in the clinical setting.  This “Talk Story Module” added a culturally 
appropriate means of engaging the consumer in treatment through the sharing of 
stories about family history, including the meaning of a person’s name, the place 
where a person was born, the story of their family, etc. The goal was informal shar-
ing, information gathering, and the fostering of culturally appropriate communica-
tion patterns. Although this module was not part of the original IMR EBP, it was 
a necessary modification that was important for developing rapport and engaging 
consumers in treatment.  Importantly, the modification did not contradict with the 
core components of the IMR model.

Another modification example was the inclusion of culturally relevant information. 
For instance, the original IMR module that describes schizophrenia includes infor-
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mation about visual hallucinations. Although the descriptor is maintained in the 
adapted Toolkit, there is also an added caution stating, “In some cultures, commu-
nicating with ancestors is a common practice. You may need to check with family 
or community members to see if the voices you hear are culturally-based before 
labeling them as hallucinations.” The goal is to recognize and help the consumer to 
determine the cultural context that may be present, and avoid inappropriate assess-
ment and misdiagnosis.

Implementation Issues
Throughout the modification process, clinical members of the stakeholder group 
piloted various intervention strategies to determine cultural appropriateness and 
relevance.  At bi-monthly meetings providers would report back on the benefits and 
challenges of various strategies, and the group would revisit the appropriateness of 
these approaches.

Following completion of the culturally adapted Toolkit, the fourth step was to host 
a celebration with all the participating stakeholders. The goal of the celebration was 
to recognize the tremendous contributions of the participants, and to create enthu-
siasm within the organization for the upcoming implementation. 

The final step was to train all staff on the adapted model, and provide ongoing sup-
port in implementation. This support was provided locally by identified champions 
and through consultation with the university partners. Today, the model has become 
part of the organization’s core philosophy, and Hale Na`au Pono helps to advance 
culturally responsive behavioral health practice globally by disseminating the model 
to other communities.

Conclusion
Several lessons can be learned from this cultural modification process that can be 
capitalized upon by communities interested in modifying and implementing evi-
dence-based practices. For instance, it was absolutely critical to have all Hale Na`au 
Pono staff present at the initial orientation meeting in order to gain buy-in for the 
process. Although a smaller working group was formed to complete the modifica-
tion, various staff members floated through the bi-monthly modification meetings 
to provide input and see how the project was evolving. The inclusion of all staff 
members throughout the process created a tremendous sense of ownership for the 
model. Thus, it is important to ensure that all staff are aware and supportive of the 
projects goals and objectives.
 
Additionally, paramount to the success of the modification was the deep cultural 
knowledge of several stakeholders, including Hale Na`au Pono staff, community 
members, and cultural leaders, elders, and healers. This cultural knowledge perme-
ates the final manual. For instance, the manual harnesses the wisdom to include the 
introductory “Talk Story module”  to help consumers feel comfortable, recognizing 
the importance of building trust and developing foundational relationships. In ad-
dition, the manual incorporates a Hawaiian world view about health and wellness, 
highlighting the need to move away from talking about “symptoms and problems” 
and move toward more culturally appropriate terminology such as the Hawaiian 
word pilikia (trouble, nuisance, or annoyance). The final product is a manual that is 
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uniquely suited to the community. Thus, having individuals with in-depth cultural 
knowledge actively involved in the cultural modification process is vital.

Identifying and supporting a dedicated staff member at Hale Na`au Pono to cham-
pion IMR and the cultural modification process was also critical. Fortunately, the 
adaption was part of a larger SAMHSA-funded EBP implementation grant, and dol-
lars were allocated to buy-out a portion of time from a clinical staff member to serve 
in this capacity.  Because resources are extremely limited in community mental 
health settings, the funding alleviated some of the burden of the project on the orga-
nization.  However, Hale Na`au Pono’s executive director and quality improvement 
manager were also both extremely committed to the project, and had the unique 
ability to motivate staff to participate, both through their positive relationships with 
staff and their leadership positions. Therefore, it is not necessary to obtain additional 
funding, but rather to carefully identify staff to champion the modification in an 
ongoing, consistent, and positive manner.

Finally, the project was enjoyable. During bi-monthly meetings stakeholders shared 
stories, laughed, learned, and got to know one another in an intimate fashion. The 
meetings were held over the lunch hour, and food was provided in abundance. 
Stakeholders shared their achievements with one another beyond the scope of the 
project, sharing their joys and sorrows. This environment fostered a commitment to 
the project and a desire to participate on an ongoing basis. Creating such an envi-
ronment is critical to the cultural modification process, as it opens communication 
so that individuals feel comfortable sharing, supporting, and disagreeing.

PARENTCORPS:  A CASE IN THE PROCESS OF 
DEVELOPING AND ADAPTING A CULTURALLY-
INFORMED MENTAL HEALTH INTERVENTION

By:  Laurie Brotman, PhD and Esther Calzada, PhD

Introduction
One way that family and neighborhood poverty influences children’s behavior is by 
interfering with positive parenting practices.  Low-income parents are more likely 
than higher income parents to be stressed, socially isolated, and suffer from mental 
health problems.  All of these factors have been demonstrated to directly hamper 
parenting practices associated with normal developmental processes (cognitive, 
emotional and social development).

ParentCorps is a universal school and family intervention that incorporates elements 
from evidence-based parent and child interventions.  It was designed to promote ef-
fective parenting practices and prevent behavior problems among ethnically diverse 
children attending Pre-Kindergarten programs.  Parent Corps includes after-school 
groups for parents, preschoolers and school-age siblings. A key aspect of Parent-
Corps is that family intervention is delivered in school settings and co-facilitated by 
Pre-K teachers and other school staff. 
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This approach provides an opportunity for systematic, non-stigmatizing interven-
tion for families of all children in Pre-K at the transition to formal schooling. A 
family intervention that is framed around the promotion of school success considers 
the goal shared by parents from diverse cultures of helping children to do well. A 
universal approach that brings parents together from the same school community 
also builds on the assumption that effective parenting skills are learned through ex-
posure to other members of the community, interactions with knowledgeable and 
experienced parents and modeling by effective parents. Importantly, as shown in 
numerous prevention studies, a universal approach to prevention, one that is offered 
to all children in high-risk schools or communities, has the potential to yield the 
largest benefits for those at highest risk for problems.

Collaboration 
A primary goal in the parent groups is to create a collaborative process between 
parents and group facilitators in which parents a) feel open to talking about parent-
ing in an honest and reflective way, b) feel open to learning about new parenting 
strategies, and c) are empowered that they have the knowledge and skills to raise 
successful children. Groups are experiential and parents are encouraged to share 
their views, ask questions, and challenge what facilitators say.  Group facilitators 
rely on the use of group process skills that help the parent think through the issue 
without challenging her views and without making a decision for her. Through the 
clinical process, facilitators convey to parents that every parent has the most knowl-
edge about her family situation and that she, not the group facilitator, is in the best 
position to make decisions about what works best for her family.  Ultimately par-
ents make decisions about parenting strategies that are consistent with their values 
and goals driven by the unique characteristics of their child, their family and their 
culture while also being informed by evidence-based parenting practices.  Parents 
are also given the opportunity to give feedback on session content and group leader 
technique by completing a satisfaction questionnaire at the end of each group ses-
sion.  The feedback from these questionnaires is used to inform future groups.   

Flexibility
Following the idea that parent input is encouraged and enabled throughout the in-
tervention, the clinical process remains flexible and open to the ideas and beliefs of 
parents.  As a result, group facilitators expect and accept that the cognitive behav-
ioral strategies will be individualized to each parent’s goals and values rather than 
following a pre-determined script related to the use of these strategies.  Moreover, as 
parents educate facilitators about their lives and their culture, facilitators incorpo-
rate this information back into the intervention so that future groups are informed 
by past groups.

The clinical process in ParentCorps parent groups follows a sequence that includes: 
1) laying the groundwork for parents to think about how their parenting practices 
are culturally driven; 2) encouraging parents to educate facilitators about their cul-
ture; and 3) continually weaving the culture of group members into the fabric of 
each new session.  This give-and-take process around issues of culture results in the 
identification of themes common to the culture of the parents in the group. 
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An Overview of the Process
ParentCorps was developed to provide a culturally acceptable and attractive inter-
vention to introduce evidence-based parenting practices to ethnically diverse par-
ents living in disadvantaged, urban communities.  Since most families in these com-
munities are black or Latino, special consideration was given to issues that affect 
these groups.  Despite the great promise of parenting and child social skills training 
interventions and the greater risk for early conduct problems in low-income urban 
communities, there is a lack of programming specifically tailored for this popula-
tion.  An intervention that is culturally and ecologically informed in terms of con-
tent, delivery model and recruitment strategies is more likely to engage the targeted 
community to the fullest extent possible, increasing the possibility of long-term 
benefits and sustained intervention implementation in real world settings.  

Working with Communities
With an understanding of the issues related to parent training interventions in dis-
advantaged, urban communities, we sought to further understand and incorporate 
the needs, values and customs of the specific community of focus. We collaborated 
with a well-respected community service provider in a primarily African American, 
urban neighborhood.  This community partner granted us access to the commu-
nity by sharing its mailing lists and describing outreach efforts that it had used suc-
cessfully.  Through our relationship with the community partner, we were invited 
to community events (e.g., block parties, community building efforts) to introduce 
ParentCorps and recruit community members to participate in intervention devel-
opment efforts.  By participating in community events sponsored by the community 
partner, we met community leaders, gained knowledge about community needs and 
services and learned about the local “culture” regarding community meetings (serv-
ing food, opening and closing meetings with prayer and encouraging participation 
throughout the meeting).  We established our own ties with local schools, daycare 
facilities, PTA’s, churches, and block associations.  Representatives from these orga-
nizations were invited to attend an informational meeting about ParentCorps.  After 
hearing information about the intervention, attendees were invited to serve on the 
ParentCorps Community Advisory Board.  Ten community leaders representing 
health and mental health service providers, educators, clergy, day care providers, 
block association members, and the community organization served on the board.  
The Board met six times over the course of two years.  The board members served 
as advocates for ParentCorps, helped identify community needs, and made sugges-
tions about where and how to engage families in the program.  

Board members played a central role in the recruitment and selection of twelve 
community residents who were then trained to deliver ParentCorps alongside group 
leaders. During training, each parenting skill included in the program was presented 
didactically and was followed by a discussion on how to adapt the skill to be appro-
priate and acceptable to the community of focus.  The community members pro-
vided guidance on what language and teaching strategies would be effective within 
their community. Their input was particularly informative for intervention content 
on exposure to community violence, dealing with difficult emotions and issues of 
loss, African American perspectives on discipline strategies, and shared caregiving 
responsibilities. These community members also contributed to the development of 
strategies for engaging families with special attention to logistical and perceived bar-
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riers noted in the literature and ways in which to engage fathers and extended family 
members.  In addition, focus groups with community parents were held to inform 
specific aspects of the program content (e.g., the parent group video series, depic-
tions of families whose “stories” would be portrayed in a workbook for parents).

After initial program development, twelve African American and Latino commu-
nity members were trained to implement ParentCorps.  These collective experiences 
contributed further to the refinement of the program.

Selecting an EBP
A team of ethnically and culturally diverse mental health professionals and preven-
tion scientists with extensive experience in working with ethnically diverse fami-
lies from disadvantaged neighborhoods developed ParentCorps.  Individuals were 
asked to participate in the development process based on their experiences imple-
menting other evidence-based prevention interventions.  

First, we turned to the literature for guidance regarding effective parenting skills, 
parent training interventions and working with African-American and Latino fami-
lies in disadvantaged, urban communities.  For example, our thinking was influ-
enced by an emerging literature suggesting that specific parenting practices might 
have different effects on children from different cultural backgrounds.  Next, we 
considered our prior experience with parent training interventions and ethnically 
diverse families in urban communities.  For example, ParentCorps follows an in-
teractive, experiential group approach and uses a video series, since these strategies 
and tools were highly acceptable and engaging to parents in our previous work.  In 
addition, we sought consultation from experts in the field of family intervention and 
child development to ensure that the presumed key ingredients of effective interven-
tions were maintained even as we considered issues related to culture and context.

Given the particular importance of parent involvement in school for African Ameri-
can and Latino children, ParentCorps was designed to facilitate parent-school in-
volvement by helping teachers to engage families and create family-school partner-
ships, by addressing the importance of school involvement in the context of the 
family intervention, and by involving school staff in the delivery of the family in-
tervention.

ParentCorps incorporates elements from evidence-based parent and child interven-
tions.   These elements include parenting strategies that have shown to be effective 
in decreasing or preventing behavior problems in young children. These include 
strategies to build positive parent-child relationships, which in turn form the ba-
sis for implementing effective discipline strategies.  Additionally, the developers of 
ParentCorps had success using these intervention elements in young ethnically di-
verse children. 

Modifying EBPs
The intervention anticipates potential barriers facing low-income families, stresses 
associated with living in low-resource urban neighborhoods and cultural values of 
ethnically diverse families.  These considerations are directly addressed in content 
and delivery strategies and perhaps, most importantly, are incorporated in the phi-
losophy that guides the ways in which group facilitators work with families. 
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Logistical barriers
ParentCorps was developed to reduce as many barriers to attendance and imple-
mentation as possible. Groups are held at the child’s school, a familiar location 
which is typically in close proximity to the family’s home.  Groups are held in the 
early evening hours to accommodate parents’ work schedules.  Weekend groups can 
be scheduled to accommodate families who cannot attend during the week.  

Group facilitators introduce the program to parents at their child’s school and in 
person and help parents with barriers to attendance by problem solving. A raffle 
is conducted every other week to encourage parent attendance.  Prizes include gift 
certificates to local stores or monetary gift cards.  Families are encouraged to attend 
throughout the 13-week program even if they can’t come every week, haven’t at-
tended the first few groups or need to come late.  

Culturally appropriate meals are provided during the groups (e.g., from families’ 
countries of origin, halal meals, pork-free meals).  Parent group facilitators are sen-
sitive to the fact that some participants may have limited literacy or otherwise have 
difficulty reading program materials and all within-group activities are designed so 
that they do not require parents to read in the group setting.  Parents are provided 
with a Family Care Kit which contains materials they will need to implement the 
parenting skills covered in the intervention (for example timers for time outs).  The 
Family Care Kit eliminates any monetary cost to families and ensures that parents 
can start implementing the new skills they learn right away.

Cultural and contextual issues
Considering cultural differences that may exist between group facilitators and 
parents, and between parents themselves, is intrinsic to the intervention both in 
terms of specific content and in the philosophy for how facilitators interact with 
participants (i.e., clinical process). To incorporate cultural issues, explicit efforts are 
made from the start of the program to ensure that all cultures are recognized and 
respected.  Initial parent groups include icebreakers asking parents to identify their 
cultural group and share cultural family traditions.  Parents are asked to define their 
own goals for their children, which are framed as culturally-driven or informed, and 
parenting skills covered in the intervention are presented as strategies that will help 
parents reach those goals.  Throughout the sessions, issues of culture are dealt with 
in a forthright manner.  Group facilitators encourage in-depth discussions about 
how parents’ own upbringing and cultural traditions have shaped their parenting.  
Parents are asked to consider the parenting skills presented in light of their own val-
ues and each group session includes a specific time for parents to react to the skills 
and discuss any barriers or reservations they may have regarding implementing the 
skills.  

ParentCorps materials and video series feature African American and Latino fami-
lies.  The video series is narrated by a popular African American television personal-
ity and depicts one day in the life of three families from one urban neighborhood.  
This allows group leaders to ask parents to discuss their experiences with an explicit 
focus on how the issue is viewed within their own extended family, culture and 
neighborhood in each session.  For example, one episode focuses on community 
violence in recognition that children living in disadvantaged urban communities are 
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often exposed to violence as witnesses and victims and frequently experience related 
family disruptions and loss.  

Group facilitators also express respect for differing family constellations and extend-
ed caregiving arrangements.  The families featured in the ParentCorps video series 
represent a variety of family types: a married couple with two children, a single 
mother raising three children with the help of her own mother and an older married 
couple raising their grandson.  Group facilitators encourage parents or caregivers to 
invite any adult that is important to their child to groups, including other parents 
who may not live in the household, grandparents, aunts, uncles, cousins or close 
family friends who are helping parents raise their preschoolers. 
 
Additionally, group facilitators and program developers have created and consis-
tently update a manual on culture related to parenting and contextual issues related 
to residence in urban communities.  This manual is used in training and supervision 
of group facilitators.

Building expertise with the target population.  In following this philosophy, we have 
identified themes among African American and immigrant parents that have been 
explicitly incorporated into program manuals.  In working with families, we rec-
ognize and emphasize individual variations as much as these commonly identified 
cultural themes.

Implementation Issues
ParentCorps was initially pilot tested in one urban community with primarily 
African American parents.  Based on the success of the pilot, and with the aim of 
further improving engagement by reducing issues of stigma, the intervention deliv-
ery model was further developed so that ParentCorps could be offered as a universal 
intervention for all children attending Pre-Kindergarten in public school settings.

Evidence
ParentCorps has been tested in a randomized controlled trial with 171 ethnically 
diverse children.  ParentCorps resulted in statistically significant and medium-size 
effects on effective parenting practices and child behavior problems in school. The 
intervention effects were of similar magnitude for families at different levels of risk 
at baseline and for black and Latino families. Attendance at intervention sessions by 
families at higher risk was similar to that by families at lower risk and the number of 
sessions attended was meaningfully related to improvements in effective parenting 
practices.  Findings and practical experiences in carrying out this trial informed the 
design of a more comprehensive school randomized trial with over 1000 African 
American and AfroCaribbean children from disadvantaged, urban communities. 
This nearly complete large trial, with recruitment rates of 75% across schools in 
both conditions, will allow for comprehensive evaluation of long-term intervention 
outcomes assessed by multiple sources across behavioral and academic domains. 
This large-scale trial of ParentCorps was designed to test moderators and mediators 
of intervention effects and will allow for generalization of findings to families of 
children attending Pre-K programs in public elementary schools in urban commu-
nities. Findings from this trial will support an application to SAMHSA for inclusion 
of ParentCorps in the NREPP directory.
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Conclusion
ParentCorps incorporates a collaborative and flexible intervention philosophy and 
repeated opportunities for parents of any cultural background to discuss and define 
their own cultural values and work towards their own parenting goals.  As such, it 
has great potential to be transported into new communities with diverse cultural 
characteristics.

To date, ParentCorps has been implemented in 18 public schools serving chil-
dren from disadvantaged urban communities. The program has been shown to be 
engaging and to achieve important benefits for children from diverse cultural back-
grounds, including African American, Latino, and Asian children and children 
from immigrant families, including large numbers of AfroCaribbean children. Cur-
rent efforts include further development of the program model to reach families of 
children who attend preschool programs in settings other than public schools (e.g., 
community based organizations, head start, day care). Special attention is being paid 
to the needs of non-English speaking immigrant families.
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 to assess ethnic variations in the relation between parent-school involvement and early achievement.  Academic skills and social compe-  
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 for Identifying Issues that require resolution. A limited set of such concepts is described and illustrated, including a fundamental distinction  
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 validity on the basis of agreement between management and staff on several ORC dimensions. These results indicate the ORC can   
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 effect  are argued.  The extent to which psychological distress is a source of race differences in parenting behavior is considered. Finally,   
 attention is given to the mechanisms by which parents’ social networks reduce emotional strain, lessen the tendency toward punitive, 
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 Children’s IRK.  Lessons learned from previous toolkits, results of the stakeholder survey, the federal perspective of the Children’s IRK,   
 proposed directions, targeted audience and setting, and overall goals were discussed.  Suggestions for fostering the development of   
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Somerville, GG, Diaz, S, Davis, S, Coleman, KD, Taveras, S (2006). Adapting the Popular Opinion Leader Intervention for Latino Young 
Migrant Men Who Have Sex With Men. AIDS Education and Prevention, 18(A): 137-148.
 Young Latino migrant men who have sex with men (MSM) are at high risk for HIV infection and migration-related discrimination.    
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 are useful in the context of therapy.

Sue, D.W. (2000). Multidimensional facets of cultural competence. The Counseling Psychologist, 29(6): 790-821.
 This article is based on a keynote address given at Teachers College, Columbia University.  A multidimensional model of cultural   
 competence (MDCC) is proposed with three dimensions: a) racial and culture-specific attributes of competence, b) components of cultural  
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