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Zhang Min, a 25-year-old first-generation Chinese woman, was 

referred to a counselor by her primary care physician because she 
reported having episodes of depression. The counselor who con- 
ducted the intake interview had received training in cultural com- 
petence and was mindful of cultural factors in evaluating Zhang 
Min. The referral noted that Zhang Min was born in Hong Kong, so 
the therapist expected her to be hesitant to discuss her prob- lems, 
given the prejudices attached to mental illness and substance abuse 
in Chinese culture. During the evaluation, however, the therapist 
was surprised to find that Zhang Min was quite forth- coming. She 
mentioned missing important deadlines at work and calling in sick 
at least once a week, and she noted that her cowork- ers had 
expressed concern after finding a bottle of wine in her desk. She 
admitted that she had been drinking heavily, which she linked to 
work stress and recent discord with her Irish American spouse. 

Further inquiry revealed that Zhang Min’s parents, both Chinese, 
went to school in England and sent her to a British school in Hong 
Kong. She grew up close to the British expatriate community, and 
her mother was a nurse with the British Army. Zhang Min came to 
the United States at the age of 8 and grew up in an Irish American 
neighborhood. She stated that she knew more about Irish culture 
than about Chinese culture. She felt, with the exception of her 
physical features, that she was more Irish than Chinese—a view 
accepted by many of her Irish American friends. Most men she had 
dated were Irish Americans, and she socialized in groups in which 
alcohol consumption was not only accepted but expected. 

Zhang Min first started to drink in high school with her friends. The 
counselor realized that what she had learned about Asian 
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Americans was not necessarily applicable to 
Zhang Min and that knowledge of Zhang 
Min’s entire history was necessary to appreci- 
ate the influence of culture in her life. The 
counselor thus developed treatment strategies 
more suitable to Zhang Min’s background. 

Zhang Min’s case demonstrates why thorough 
evaluation, including assessment of the 
client’s sociocultural background, is essential 
for treat- ment planning. To provide culturally 
responsive evaluation and treatment planning, 
counselors and programs must understand and 
incorporate relevant cultural factors into the 
process while avoiding a stereotypical or “one-
size-fits-all” approach to treatment. Cultural 
responsiveness 

in planning and evaluation entails being open 
minded, asking the right questions, selecting 
appropriate screening and assessment instru- 
ments, and choosing effective treatment pro- 
viders and modalities for each client. Moreover, 
it involves identifying culturally relevant con- 
cerns and issues that should be addressed to 
improve the client’s recovery process. 

This chapter offers clinical staff guidance in 
providing and facilitating culturally responsive 
interviews, assessments, evaluations, and 
treatment planning. Using Sue’s (2001) multi- 
dimensional model for developing cultural 
competence, this chapter focuses on clinical 
and programmatic decisions and skills that are 



 
 

 

 
important in evaluation and treatment plan- 
ning processes. The chapter is organized 
around nine steps to be incorporated by clini- 
cians, supported in clinical supervision, and 
endorsed by administrators. 

 

Step 1: Engage Clients 

Once clients are in contact with a treatment 
program, they stand on the far side of a yet-to- 
be-established therapeutic relationship. It is up 
to counselors and other staff members to bridge 
the gap. Handshakes, facial expressions, greet- 
ings, and small talk are simple gestures that 
establish a first impression and begin building 
the therapeutic relationship. Involving one’s 
whole being in a greeting—thought, body, 
attitude, and spirit—is most engaging. 

Fifty percent of racially and ethnically diverse 
clients end treatment or counseling after one 
visit with a mental health practitioner (Sue and 
Sue 2013e). At the outset of treatment, clients 
can feel scared, vulnerable, and uncertain about 
whether treatment will really help. The initial 
meeting is often the first encounter clients have 
with the treatment system, so it is vital that 
they leave feeling hopeful and understood. 
Paniagua (1998) describes how, if a 
counselor lacks sensitivity and jumps to 
premature con- clusions, the first visit can 
become the last: 

Pretend that you are a Puerto Rican taxi driv- 
er in New York City, and at 3:00 p.m. on a 
hot summer day you realize that you have 
your first appointment with the thera- 
pist…later, you learned that the therapist 
made a note that you were probably depressed 
or psychotic because you dressed carelessly 
and had dirty nails and hands…would you 
return for a second appointment? (p. 120) 

To engage the client, the counselor should try 
to establish rapport before launching into a 
series of questions. Paniagua (1998) suggests 
that counselors should draw attention to the 
presenting problem “without giving the im- 
pression that too much information is  needed 

 

 

to understand the problem” (p. 18). It is also 
important that the client feel engaged with 
any interpreter used in the intake process. A 
common framework used in many healthcare 
training programs to highlight culturally 
responsive interview behaviors is the LEARN 
model (Berlin and Fowkes 1983). The how-to 
box on the next page presents this model. 

 

Step 2: Familiarize Clients 

and Their Families With 

Treatment and Evaluation 

Processes 

Behavioral health treatment facilities maintain 
their own culture (i.e., the treatment milieu). 
Counselors, clinical supervisors, and agency 
administrators can easily become accustomed 
to this culture and assume that clients are used 
to it as well. However, clients are typically 
new to treatment language or jargon, program 
expectations and schedules, and the intake and 
treatment process. Unfortunately, clients from 
diverse racial and ethnic groups can feel more 
estranged and disconnected from treatment 
services when staff members fail to educate 
them and their families about treatment ex- 
pectations or when the clients are not walked 



 
 

 

 
 

 
through the treatment process, starting with 
the goals of the initial intake and interview. By 
taking the time to acclimate clients and their 
families to the treatment process, counselors 
and other behavioral health staff members 
tackle one obstacle that could further impede 
treatment engagement and retention among 
racially and ethnically diverse clients. 

 

Step 3: Endorse 

Collaboration in 

Interviews, Assessments, 

and Treatment Planning 

Most clients are unfamiliar with the evalua- 
tion and treatment planning process and how 
they can participate in it. Some clients may 
view the initial interview and evaluation as 

intrusive if too much information is requested 
or if the content is a source of family dishonor 
or shame. Other clients may resist or distrust 
the process based on a long history of racism 
and oppression. Still others feel inhibited from 
actively participating because they view the 
counselor as the authority or sole expert. 

The counselor can help decrease the influence 
of these issues in the interview process 
through a collaborative approach that allows 
time to discuss the expectations of both coun- 
selor and client; to explain interview, intake, 
and treatment planning processes; and to 
establish ways for the client to seek clarifica- 
tion of his or her assessment results (Mohatt 
et al. 2008a). The counselor can encourage 
collaboration by emphasizing the importance 
of clients’ input and interpretations. Client 
feedback is integral in interpreting results and 



 
 

 

 
can identify cultural issues that may affect 
intake and evaluation (Acevedo-Polakovich et 
al. 2007). Collaboration should extend to client 
preferences and desires regarding inclusion of 
family and community members in evaluation 
and treatment planning. 

 

Step 4: Integrate 

Culturally Relevant 

Information and Themes 

By exploring culturally relevant themes, 
counselors can more fully understand their 
clients and identify their cultural strengths 
and challenges. For example, a Korean wom- 
an’s family may serve as a source of support 
and provide a sense of identity. At the same 
time, however, her family could be ashamed 
of her co-occurring generalized anxiety and 
substance use disorders and respond to her 
treatment as a source of further shame be- 
cause it encourages her to disclose personal 
matters to people outside the family. The 
following section provides a brief overview 
of suggested strength-based topics to incorpo- 
rate into the intake and evaluation  process. 

Immigration History 
Immigration history can shed light on client 
support systems and identify possible isolation 
or alienation. Some immigrants who live in 
ethnic enclaves have many sources of social 
support and resources. By contrast, others may 
be isolated, living apart from family, friends, 
and the support systems extant in their coun- 
tries of origin. Culturally competent evalua- 
tion should always include questions about the 
client’s country of origin, immigration status, 
length of time in the United States, and con- 
nections to his or her country of origin. Ask 
American-born clients about their parents’ 
country of origin, the language(s) spoken at 
home, and affiliation with their parents’ cul- 
ture(s). Questions like these give the counselor 

 

 

important clues about the client’s degree of 
acculturation in early life and at present, cul- 
tural identity, ties to culture of origin, potential 
cultural conflicts, and resources. Specific ques- 
tions should elicit information about: 
 Length of time in the United States, noting 

when immigration occurred or the number 
of generations who have resided in the 
United States. 

 Frequency of returns and psychological 
and personal ties to the country of origin. 

 Primary language and level of 
English proficiency in speaking and 
writing. 

 Psychological reactions to immigration 
and adjustments made in the process. 

 Changes in social status and other areas as 
a result of coming to this country. 

 Major differences in attitudes toward 
alcohol and drug use from the time of 
immigration to now. 



 
 

 

 

Cultural Identity and 

Acculturation 
As shown in Zhang Min’s case at the begin- 
ning of this chapter, cultural identity is a 
unique feature of each client. Counselors 
should guard against making assumptions 
about client identity based on general ethnic 
and racial identification by evaluating the 
degree to which an individual identifies with 
his or her culture(s) of origin. As Castro and 
colleagues (1999b) explain, “for each group, 
the level of within-group variability can be 
assessed using a core dimension that ranges 
from high cultural involvement and ac- 
ceptance of the traditional culture’s values to 
low or no cultural involvement” (p. 515). For 
African Americans, for example, this dimen- 
sion is called “Afrocentricity.” Scales for Af- 
rocentricity have been developed in an attempt 
to provide an indicator of an individual’s level 
of involvement within the traditional or core 
African-oriented culture (Baldwin and Bell 
1985; Cokley and Williams 2005; Klonoff and 
Landrine 2000). Many other instruments based 
on models of identity evaluate accul- turation 
and identity. A detailed discussion of the 
theory behind such models is beyond the 
scope of this Treatment Improvement Proto- 
col (TIP); however, counselors should have a 
general understanding of what is being meas- 
ured when administering such instruments. 
The “Asking About Culture and Accultura- 
tion” advice box at right addresses exploration 
of culture and acculturation with clients. For 
more information on instruments that measure 
acculturation and/or identity, see Appendix B. 

Other areas to explore include the cross- 
cutting factors outlined in Chapter 1, such as 
socioeconomic status (SES), occupation, 
education, gender, and other variables that can 
distinguish an individual from others who 
share his or her cultural identity. For example, 
a biracial client could identify with African 

 

 

American culture, White American culture, or 
both. When a client has two or more ra- 
cial/ethnic identities, counselors should assess 
how the client self-identifies and how he or 
she negotiates the different worlds. 

Membership in a Subculture 
Clients often identify initially with broader 
racial, ethnic, and cultural groups. However, 
each person has a unique history that warrants 
an understanding of how culture is practiced 
and has evolved for the person and his or her 



 
 

 

 
family; accordingly, counselors should avoid 
generalizations or assumptions. Clients are 
often part of a culture within a culture. There 
is not just one Latino, African American, or 
Native American culture; many variables 
influence culture and cultural identity (see the 
“What Are the Cross-Cutting Factors in Race, 
Ethnicity, and Culture” section in Chapter 1). 
For example, an African American client from 
East Carroll Parish, LA, might describe his or 
her culture quite differently than an African 
American from downtown Hartford, CT. 

Beliefs About Health, Healing, 

Help-Seeking, and Substance Use 
Just as culture shapes an individual’s sense of 
identity, it also shapes attitudes surrounding 
health practices and substance use. Cultural 
acceptance of a behavior, for instance, can 
mask a problem or deter a person from seek- 
ing treatment. Counselors should be aware of 
how the client’s culture conceptualizes issues 
related to health, healing and treatment prac- 
tices, and the use of substances. For example, 
in cases where alcohol use is discouraged or 
frowned upon in the community, the client can 
experience tremendous shame about 
drinking. Chapter 5 reviews health-related 
beliefs and practices that can affect help- 
seeking behavior across diverse populations. 

Trauma and Loss 
Some immigrant subcultures have experienced 
violent upheavals and have a higher incidence 
of trauma than others. The theme of trauma 
and loss should therefore be incorporated into 
general intake questions. Specific issues under 
this general theme might include: 
 Migration, relocation, and emigration 

history—which considers separation from 
homeland, family, and friends—and the 
stressors and loss of social support that 
can accompany these transitions. 

 

 

 Clients’ personal or familial experiences 
with American Indian boarding schools. 

 Experiences with genocide, persecution, 
torture, war, and starvation. 



 
 

 

 
 

Step 5: Gather Culturally 

Relevant Collateral 

Information 

A client who needs behavioral health treat- 
ment services may be unwilling or unable to 
provide a full personal history from his or 
her 

own perspective and may not recall certain 
events or be aware of how his or her behavior 
affects his or her well-being and that of oth- 
ers. Collateral information—supplemental 
information obtained with the client’s permis- 
sion from sources other than the client—can 
be derived from family members, medical and 
court records, probation and parole officers, 



 
 

 

 
community members, and others. Collateral 
information should include culturally relevant 
information obtained from the family, such as 
the organizational memberships, beliefs, and 
practices that shape the client’s cultural identi- 
ty and understanding of the world. 

As families can be a vital source of infor- 
mation, counselors are likely to attain more 
support by engaging families earlier in the 
treatment process. Although counselor inter- 
actions with family members are often limited 
to a few formal sessions, the families of 
racially and ethnically diverse clients tend to 
play a more significant and influential role in 
clients’ participation in treatment. 
Consequently, special sensitivity to the 
cultural background of family members 
providing collateral infor- mation is essential. 
Families, like clients, cannot be easily defined 
in terms of a generic cultural identity 
(Congress 2004; Taylor et al. 2012). Even 
families from the same racial background or 
ethnic heritage can be quite dissimilar, thus 
requiring a multidimensional approach in 
understanding the role of culture in the lives 
of clients and their families. Using the 
culturagram tool on the next page in 
preparation for counseling, treatment plan- 
ning, or clinical supervision, clinicians can 
learn about the unique attributes and histories 
that influence clients’ lives in a cultural 
context. 

 

Step 6: Select Culturally 

Appropriate Screening 

and Assessment Tools 

Discussions of the complexities of 
psychologi- cal testing, the interpretation of 
assessment measures, and the appropriateness 
of screen- ing procedures are outside the 
scope of this TIP. However, counselors and 
other clinical service providers should be able 
to use assess- ment and screening information 
in culturally competent ways. This section 
discusses several 

instruments and their appropriateness for 
specific cultural groups. Counselors should 
continue to explore the availability of mental 
health and substance abuse screening and 
assessment tools that have been translated into 
or adapted for other languages. 

Culturally Appropriate Screening 

Devices 
The consensus panel does not recommend any 
specific instruments for screening or assessing 
mental or substance use disorders. Rather, 
when selecting instruments, practitioners 
should consider their cultural applicability to 
the client being served (AACE 2012; Jome 
and Moody 2002). For example, a screening 
instrument that asks the respondent about his 
or her guilt about drinking could be ineffective 
for members of cultural, ethnic, or religious 
groups that prohibit any consumption of 
alcohol. Al-Ansari and Negrete’s (1990) re- 
search supports this point. They found that the 
Short Michigan Alcoholism Screening Test 
was highly sensitive with people who use 
alcohol in a traditional Arab Muslim society; 
however, one question—“Do you ever feel 
guilty about your drinking?”—failed to distin- 
guish between people with alcohol dependency 
disorders in treatment and people who drank 
in the community. Questions designed to 
measure conflict that results from the use of 
alcohol can skew test results for participants 
from cultures that expect complete abstinence 
from alcohol and/or drugs. Appendix D sum- 
marizes instruments tested on specific popula- 
tions (e.g., availability of normative data for 
the population being served). 

Culturally Valid Clinical Scales 
As the literature consistently demonstrates, 
co-occurring mental disorders are common in 
people who have substance use disorders. 
Although an assessment of psychological 
problems helps match clients to appropriate 



 
 

 
 



 
 

 

 

 
treatment, clinicians are cautioned to proceed 
carefully. People who are abusing substances 
or experiencing withdrawal from substances 
can exhibit behaviors and thinking patterns 
con- sistent with mental illness. After a period 
of abstinence, symptoms that mimic mental 
illness can disappear. Moreover, clinical in- 
struments are imperfect measurements of 

equally imperfect psychological constructs 
that were created to organize and understand 
clinical patterns and thus better treat them; 
they do not provide absolute answers. As 
research and science evolve, so does our 
under- standing of mental illness (Benuto 
2012). 
Assessment tools are generally developed for 
particular populations and can be inapplicable 



 
 

 

 
to diverse populations (Blume et al. 2005; 
Suzuki and Ponterotto 2008). Appendix D 
summarizes research on the clinical utility of 
instruments for screening and assessing co- 
occurring disorders in various cultural groups. 

Diagnosis 
Counselors should consider clients’ cultural 
backgrounds when evaluating and assessing 
mental and substance use disorders (Bhugra 
and Gupta 2010). Concerns surrounding 
diagnoses of mental and substance use disor- 
ders (and the cross-cultural applicability of 
those diagnoses) include the appropriateness 
of specific test items or questions, diagnostic 
criteria, and psychologically oriented concepts 
(Alarcon 2009; Room 2006). Research into 
specific techniques that address cultural differ- 
ences in evaluative and diagnostic processes 
so far remains limited and underrepresentative 
of diverse populations (Guindon and Sobhany 
2001; Martinez 2009). 

Does the DSM-5 accurately diagnose mental 
and substance use disorders among immi- 
grants and other ethnic groups? Caetano and 

Shafer (1996) found that diagnostic criteria 
seemed to identify alcohol dependency con- 
sistently across race and ethnicity, but their 
sample was limited to African Americans, 
Latinos, and Whites. Other research has shown 
mixed results. 

In 1972, the World Health Organization 
(WHO) and the National Institutes of Health 
(NIH) embarked on a joint study to test the 
cross-cultural applicability of classification 
systems for various diagnoses, including sub- 
stance use disorders. WHO and NIH identi- 
fied factors that appeared to be universal 
aspects of mental and substance use disorders 
and then developed instruments to measure 
them. These instruments, the Composite 
International Diagnostic Interview (CIDI) and 
the Schedules for Clinical Assessment in 
Neuropsychiatry (SCAN), include some DSM 
and International Statistical Classification of 
Diseases and Related Health Problems criteria. 
Studies report that both the CIDI and SCAN 
were generally accurate, but the investigators 
urge caution in translation and interview pro- 
cedures (Room et al. 2003). 

 

 



 
 

 

 
Overall, psychological concepts that are ap- 
propriate for and easily translated by some 
groups are inappropriate for others. In some 
Asian cultures, for example, feeling refers 
more to a physical than an emotive state; 
questions designed to infer emotional states 
are not easily translated. In most cases, these 
issues can be remedied by using culture-
specific resources, measurements, and 
references while also adopting a cultural 
formulation in the interviewing process (see 
Appendix E for the APA’s cultural formulation 
outline). The 
DSM-5 lists several cultural concepts of dis- 
tress (see Appendix E), yet there is little em- 
pirical literature providing data or treatment 
guidance on using the APA’s cultural formula- 
tion or addressing cultural concepts of distress 
(Martinez 2009; Mezzich et al. 2009). 

 

Step 7: Determine 

Readiness and Motivation 

for Change 

Clients enter treatment programs at different 
levels of readiness for change. Even clients 
who present voluntarily could have been 
pushed into it by external pressures to accept 
treatment before reaching the action stage. 
These different readiness levels require differ- 
ent approaches. The strategies involved in 
motivational interviewing can help counselors 
prepare culturally diverse clients to change 
their behavior and keep them engaged in 
treatment. To understand motivational inter- 
viewing, it is first necessary to examine the 
process of change that is involved in recovery. 
See TIP 35, Enhancing Motivation for Change 
in Substance Abuse Treatment (Center for 
Substance Abuse Treatment [CSAT] 1999b), 
for more information on this technique. 

Stages of Change 
Prochaska and DiClemente’s (1984) classic 
transtheoretical model of change is applicable 

to culturally diverse populations. This model 
divides the change process into several stages: 
 Precontemplation. The individual does 

not see a need to change. For example, a 
per- son at this stage who abuses 
substances does not see any need to alter 
use, denies that there is a problem, or 
blames the problem on other people or 
circumstances. 

 Contemplation. The person becomes 
aware of a problem but is ambivalent 
about the course of action. For instance, a 
person struggling with depression 
recognizes that the depression has 
affected his or her life and thinks about 
getting help but remains ambivalent on 
how he/she may do this. 

 Preparation. The individual has deter- 
mined that the consequences of his or her 
behavior are too great and that change is 
necessary. Preparation includes small 
steps toward making specific changes, 
such as when a person who is overweight 
begins reading about wellness and weight 
man- agement. The client still engages in 
poor health behaviors but may be altering 
some behaviors or planning to follow a 
diet. 

 Action. The individual has a specific plan 
for change and begins to pursue it. In rela- 
tion to substance abuse, the client may 
make an appointment for a drug and alco- 
hol assessment prior to becoming absti- 
nent from alcohol and drugs. 

 Maintenance. The person continues to 
engage in behaviors that support his or her 
decision. For example, an individual with 
bipolar I disorder follows a daily relapse 
prevention plan that helps him or her as- 
sess warning signs of a manic episode and 
reminds him or her of the importance of 
engaging in help-seeking behaviors to 
minimize the severity of an episode. 

Progress through the stages is nonlinear, with 
movement back and forth among the stages at 
different rates. It is important to recognize 
that change is not a one-time process, but 



 
 

 

 
rather, a series of trials and errors that eventu- 
ally translates to successful change. For exam- 
ple, people who are dependent on substances 
often attempt to abstain several times before 
they are able to acquire long-term abstinence. 

Motivational Interviewing 
Motivational interventions assess a person’s 
stage of change and use techniques likely to 
move the person forward in the sequence. 
Miller and Rollnick (2002) developed a thera- 
peutic style called motivational interviewing, 
which is characterized by the strategic thera- 
peutic activities of expressing empathy, devel- 
oping discrepancy, avoiding argument, rolling 
with resistance, and supporting self-efficacy. 
The counselor’s major tool is reflective listen- 
ing and soliciting change talk (CSAT 1999c). 

This nonconfrontational, client-centered 
approach to treatment differs significantly 
from traditional treatments in several ways, 
creating a more welcoming relationship. TIP 
35 (CSAT 1999c) assesses Project MATCH 
and other clinical trials, concluding that the 
evidence strongly supports the use of motiva- 
tional interviewing with a wide variety of 
cultural and ethnic groups (Miller and 
Rollnick 2013; Miller et al. 2008). TIP 35 is a 
good motivational interviewing resource. For 
specific application of motivational interview- 
ing with Native Americans, see Venner and 
colleagues (2006). For improvement of treat- 
ment compliance among Latinos with depres- 
sion through motivational interviewing, see 
Interian and colleagues (2010). 

 

Step 8: Provide Culturally 

Responsive Case 

Management 

Clients from various racial, ethnic, and cultur- 
al populations seeking behavioral health ser- 
vices may face additional obstacles that can 

interfere with or prevent access to treatment 
and ancillary services, compromise appropriate 
referrals, impede compliance with treatment 
recommendations, and produce poorer treat- 
ment outcomes. Obstacles may include immi- 
gration status, lower SES, language barriers, 
cultural differences, and lack of or poor cov- 
erage with health insurance. 

Case management provides a single profes- 
sional contact through which clients gain 
access to a range of services. The goal is to 
help assess the need for and coordinate social, 
health, and other essential services for each 
client. Case management can be an immense 
help during treatment and recovery for a 
person with limited English literacy and 
knowledge of the treatment system. Case 
management focuses on the needs of individu- 
al clients and their families and anticipates 
how those needs will be affected as treatment 
proceeds. The case manager advocates for the 
client (CSAT 1998a; Summers 2012), easing 
the way to effective treatment by assisting the 
client with critical aspects of life (e.g., food, 
childcare, employment, housing, legal prob- 
lems). Like counselors, case managers should 
possess self-knowledge and basic knowledge 
of other cultures, traits conducive to working  
well with diverse groups, and the ability to 
apply cultural competence in practical ways. 

Cultural competence begins with self- 

knowledge; counselors and case managers 

should be aware of and responsive to how 

their culture shapes attitudes and beliefs. 

This understanding will broaden as they 

gain knowledge and direct experience with 

the cultural groups of their client popula- 

tion, enabling them to better frame client 

issues and interact with clients in culturally 

specific and appropriate ways. TIP 27, 

Comprehensive Case Management for 

Substance Abuse Treatment (CSAT 1998a), 

offers more information on effec- tive case 

management. 



 
 

 

 
Exhibit 3-1 discusses the cultural matching of 
counselors with clients. When counselors 
cannot provide culturally or linguistically 
competent services, they must know when and 
how to bring in an interpreter or to seek other 
assistance (CSAT 1998a). Case management 
includes finding an interpreter who communi- 
cates well in the client’s language and dialect 
and who is familiar with the vocabulary re- 
quired to communicate effectively about 
sensi- tive subject matter. The case manager 
works within the system to ensure that the 
interpret- er, when needed, can be 
compensated. Case managers should also have 
a list of appropriate referrals to meet assorted 
needs. For example, an immigrant who does 
not speak English may need legal services in 
his or her language; an undocumented worker 
may need to know where to go for medical 
assistance. Culturally competent case 
managers build and maintain rich referral 
resources for their clients. 

The Case Management Society of America’s 
Standards of Practice for Case Management 
(2010) state that case management is central 
in meeting client needs throughout the course 
of treatment. The standards stress understand- 
ing relevant cultural information and com- 
municating effectively by respecting and being 
responsive to clients and their cultural contexts. 
For standards that are also applicable to case 
management, refer to the National Association 
of Social Workers’ Standards on Cultural 
Competence in Social Work Practice (2001). 

 

Step 9: Incorporate 

Cultural Factors Into 

Treatment Planning 

The cultural adaptation of treatment practices 
is a burgeoning area of interest, yet research is 
limited regarding the process and outcome of 
culturally responsive treatment planning in 
behavioral health treatment services for 

  

 



 
 

 

diverse populations. How do counselors 
and organizations respond culturally to 
the diverse needs of clients in the 
treatment planning process? How 
effective are culturally adaptive treatment 
goals? (For a review, see Bernal and 
Domenech Rodriguez 2012.) Typically, 
programs that provide culturally 
responsive services approach treatment 
goals holistically, including objectives to 
improve physical health and spiritual 
strength (Howard 2003). Newer 
approaches stress implementation of 
strength-based strategies that fortify 
cultural heritage, identity, and resiliency. 

Treatment planning is a dynamic process 
that evolves along with an understanding 
of the clients’ histories and treatment 
needs. Fore- most, counselors should be 
mindful of each client’s linguistic 
requirements and the availability of 
interpreters (for more detail on inter- 
preters, see Chapter 4). Counselors should 
be flexible in designing treatment plans to 
meet client needs and, when appropriate, 
should draw upon the institutions and 
resources of clients’ cultural communities. 
Culturally responsive treatment planning is 
achieved through active listening and 
should consider client values, beliefs, and 
expectations. Client health beliefs and 
treatment preferences (e.g., purification 
ceremonies for Native American clients) 
should be incorporated in addressing 
specific presenting problems. Some people 
seek help for psychological concerns and 
substance abuse from alternative sources 
(e.g., clergy, elders, social supports). Others 
prefer treatment programs that use 
principles and approaches specific to their 
cultures. Counselors can suggest 
appropriate traditional treatment resources 
to supplement clinical treatment activities. 

In sum, clinicians need to incorporate 
culture- based goals and objectives into 
treatment plans and establish and support 
open client– counselor dialog to get 
feedback on the proposed plan’s relevance. 
Doing so can improve client engagement 
in treatment services, compliance with 
treatment planning and recommendations, 
and treatment outcomes. 
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Improving Cultural Competence, Part 2 – Core Competencies 

 
Gil, a 40-year-old Mexican American man, lives in an upper mid- 
dle class neighborhood. He has been married for more than 15 
years to his high school sweetheart, a White American woman, and 
they have two children. Gil owns a fleet of street-sweeping 
trucks—a business started by his father-in-law that Gil has ex- 
panded considerably. Of late, Gil has been spending more time at 
work. He has also been drinking more than usual and dabbling in 
illicit drugs. As his drinking has increased, tensions between Gil 
and his wife have escalated. From Gil’s perspective and that of 
some family members and friends, Gil is just a hard-working guy 
who deserves to have a beer as a reward for a hard day’s work. 
Many people in his Mexican American community do not consid- 
er Gil’s low-level daily drinking a problem, especially because he 
drinks primarily at home. 

Recently, Gil had an accident while working on one of his trucks. 
The treating physician identified alcohol abuse as one of several 
health problems and referred him to a substance abuse treatment 
center. Gil attended, but argued all the while that he was not a 
borracho (drunkard) and did not need treatment. He distrusted the 
counselors, stating that seeking help from professionals for a men- 
tal disorder was something that only gabachos (Whites) did. Gil 
was proud of his capacity to “hold his liquor” and felt anger and 
hostili- ty toward those who encouraged him to reduce his 
drinking. Gil’s feelings and attitudes were valid; they stemmed 
from and were in- fluenced by the Mexican American culture and 
community in which he had been raised from infancy. Gil dropped 
out of treat- ment. When his wife threatened to divorce him if he 
did not take immediate action to deal with his drinking problem, he 
reluctantly 

IN THIS CHAPTER 

 Core Counselor 

Competencies 

 Self-Assessment for 

Individual Cultural 

Competence 
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enrolled in an outpatient treatment program. 
Gil, like all people, is a product of his envi- 
ronment—an environment that has provided 
him with a rich cultural and spiritual back- 
ground, a strong male identity, a deep attach- 
ment to family and community, a strong work 
ethic, and a sense of pride in being able to 
support his family. In many Mexican American 
cultural groups, illness disrupts family life, 
work, and the ability to earn a living. Illness 
has psychological costs as well, including 
threats to a man’s self-identity and sense of 
manhood (Sobralske 2006). Given this back- 
ground, Gil would understandably be reluctant 
to enter treatment, to accept the fact that his 
drinking was a problem or an illness, and to 
jeopardize his ability to care for his family and 
his company. A culturally competent 
counselor would recognize, legitimize, and 
validate Gil’s reluctance to enter and continue 
in treatment. In an ideal situation, the 
treatment counselor would have experience 
working with people with similar backgrounds 
and beliefs, and the treatment program would 
be structured to change Gil’s behavior and 
attitudes in a man- ner that was in keeping 
with his culture and community. His initial 
treatment might have succeeded if the 
counselor had been culturally competent and 
the treatment program had been culturally 
responsive. 

Like Gil, all clients enter treatment carrying 
beliefs, attitudes, conflicts, and problems 
shaped by their cultural roots as well as their 
present-day realities. As with Gil, many clients 
enter treatment with some reluctance and 
denial. Research shows that if clients such as 
Gil are greeted by a culturally competent 
counselor, they are more likely to respond 
positively to treatment (Damashek et al. 2012; 
Griner and Smith 2006; Kopelowicz et al. 
2012; Whaley and Davis 2007). The presence 
of counselors of any race or gender who are 
culturally competent in responding to the 
needs and issues of their clients can greatly 

assist client recovery. Gaining regard, respect, 
and trust from clients is crucial for successful 
counseling outcomes (Ackerman and Hilsen- 
roth 2003; Sue and Sue 2003a). 

Effective therapy is an ongoing process of 
building relational bridges that engender trust 
and confidence. Sensitivity to the client’s 
cultural and personal perspectives, genuine 
empathy, warmth, humility, respect, and ac- 
ceptance are the tenets of all sound therapy. 
This chapter expands on these concepts and 
provides a general overview of the core com- 
petencies needed so that counselors may 
provide effective treatment to diverse racial 
and ethnic groups. Using Sue’s (2001) multi- 
dimensional model for developing cultural 
competence, the content focuses on the coun- 
selor’s need to engage in and develop cultural 
awareness; cultural knowledge in general; and 
culturally specific skills and knowledge of 
wellness, mental illness, substance use, treat- 
ments, and skill development. 

 

Core Counselor 

Competencies 

Since Sue et al. introduced the phrase “multi- 
cultural counseling competencies” in 1992, 
researchers and academics have elaborated on 
the core skill sets that enable counselors to 
work with diverse populations (American 
Psychological Association [APA] 2002; 
Council of National Psychological 
Associations for the Advancement of Ethnic 
Minority Interests 2009; Pack-Brown and 
Williams 2003; Tseng and Streltzer 2004). 
Cultural competence has evolved into more 
than a discrete skill set or knowledge base; it 
also requires ongoing self-evaluation on the 
part of the practitioner. Culturally competent 
counselors are aware of their own cultural 
groups and of their values, assumptions, and 
biases regarding other cultural groups. Moreo- 
ver, culturally competent counselors strive to 
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understand how these factors affect their 
ability to provide culturally effective services 
to clients. 

Given the complex definition of culture and 
the fact that racially and ethnically diverse 
clients represent a growing portion of the 
client population, the need to update and 
expand guidelines for cultural competence is 
increasing. The consensus panel thus adapted 
existing guidelines from the Association of 
Multicultural Counseling for culturally re- 
sponsive behavioral health services; some of 
their key suggestions for counselors and other 
clinical staff are outlined in this chapter. 

Self-Knowledge 
Counselors with a strong belief in evidence- 
based treatment methods can find it hard to 
relate to clients who prefer traditional healing 
methods. Conversely, counselors with strong 
trust in traditional healers and culturally ac- 
cepted methods can fail to understand clients 
who seek scientific explanations of, and solu- 
tions to, their substance abuse and mental 
health problems. To become culturally compe- 
tent, counselors should begin by exploring 
their own cultural heritage and identifying 
how it shapes their perceptions of normality, 
abnormality, and the counseling process. 
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Counselors who understand themselves and 
their own cultural groups and perceptions are 
better equipped to respect clients with diverse 
belief systems. In gaining an awareness of 
their cultures, attitudes, beliefs, and 
assumptions through self-examination, 
training, and clini- cal supervision, counselors 
should consider the factors described in the 
following sections. 

Cultural awareness 

Counselors who are aware of their own cultural 
backgrounds are more likely to acknowledge 
and explore how culture affects their client– 
counselor relationships. Without cultural 
awareness, counselors may provide counseling 
that ignores or does not address obvious issues 
that specifically relate to race, ethnic heritage, 
and culture. Lack of awareness can discount 
the importance of how counselors’ cultural 
backgrounds—including beliefs, values, and 
attitudes—influence their initial and diagnos- 
tic impressions of clients. Without cultural 
awareness, counselors can unwittingly use 
their own cultural experiences as a template to 
prejudge and assess client experiences and 
clinical presentations. They may struggle to 
see the cultural uniqueness of each client, 
assuming that they understand the client’s life 
experiences and background better than they 
really do. With cultural awareness, counselors 
examine how their own beliefs, experiences, 
and biases affect their definitions of normal 
and abnormal behavior. By valuing this aware- 
ness, counselors are more likely to take the 
time to understand the client’s cultural groups 
and their role in the therapeutic process, the 
client’s relationships, and his or her substance- 
related and other presenting clinical problems. 
Cultural awareness is the first step toward 
becoming a culturally competent counselor. 

Racial, ethnic, and cultural identities 

A key step in attaining cultural competence is 
for counselors to become aware of their own 
racial, ethnic, and cultural identities. Although 

 

the constructs of these identities are complex 
and difficult to define briefly, what follows is 
an overview. Racial identity “refers to a sense 
of group or collective identity based on one’s 
perception that he or she shares a common 
heritage with a particular racial group” (Helms 
1990, p. 3). Ethnic and cultural identity is 
“often the frame in which individuals identify 
consciously or unconsciously with those with 
whom they feel a common bond because of 
similar traditions, behaviors, values, and be- 
liefs” (Chavez and Guido-DiBrito 1999, p. 
41). Culture includes, but is not limited to, 
spirituality and religion, rituals and rites of 
passage, language, dietary habits (e.g., 
attitudes toward food/food preparation, 
symbolism of food, religious taboos of food), 
and leisure activities (Bhugra and Becker 
2005). 

Aspects of racial, ethnic, and cultural identities 
are not always apparent and do not always 
factor into conscious processes for the counse- 
lor or client, but these factors still play a role in 
the therapeutic relationship. Identity devel- 
opment and formation help people make sense 
of themselves and the world around them. If 
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positive racial, ethnic, and cultural messages 
are not available or supported in behavioral 
health services, counselors and clients can lack 
affirmative views of their own identities and 
may internalize negative messages or feel 
disconnected from their racial and cultural 
heritages. Counselors from mainstream society 
are less likely to be actively aware of their 
own ethnic and cultural identities; in 
particular, White Americans are not naturally 
drawn into examining their cultural identities, 
as they typically experience no dissonance 
when engaging in cultural activities. 

In working to attain cultural competence, 
counselors must explore their own racial and 
cultural heritages and identities to gain a 
deeper understanding of personal develop- 
ment. Many models and theories of racial, 
ethnic, and cultural development are available; 
two common processes are presented below. 
Exhibit 2-1 highlights the racial/cultural 
identity development (R/CID) model (Sue and 
Sue 1999b) and the White racial identity 
development (WRID) model (Sue 2001). 
Although earlier work focused on a linear 
developmental process using stages, current 
thought centers on a more flexible process 
whereby identification status can loop back to 
an earlier process or move to a later phase. 

Using either model, counselors can explore 
relational and clinical challenges associated 
with a given phase. Without an understanding 
of the cultural identity development process, 
counselors—regardless of race or ethnicity— 
can unwittingly minimize the importance of 
racial and ethnic experiences. They may fail to 
identify cultural needs and secure appropriate 
treatment services, unconsciously operate 
from a superior perspective (e.g., judging a 
specific behavior as ineffectual, a sign of 
resistance, or a symptom of pathology), 
internalize a client’s reaction (e.g., an African 
American counselor feeling betrayed or 
inadequate when a client of 

the same race requests a White American 
counselor for therapy during an initial inter- 
view), or view a client’s behavior through a 
veil of societal biases or stereotypes. By 
acknowl- edging and endorsing the active 
process of racial and cultural identity 
development, coun- selors from diverse groups 
can normalize their own development 
processes and increase their awareness of 
clients’ parallel processes of identity 
development. In counseling, racial, ethnic, and 
cultural identities can be pivotal to the 
treatment process in the relationships not only 
between the counselor and client, but among 
everyone involved in the delivery of the 
client’s behavioral health and primary care 
services (e.g., referral sources, family 
members, medical personnel, administrators). 
The case study on page 41 uses stages from 
the two models in Exhibit 2-1 to show the 
interactive process of racial and cultural 
identity devel- opment in the treatment 
context. 

Cultural and racial identities are not static 
factors that simply mediate individual identity; 
they are dynamic, interactive developmental 
processes that influence one’s willingness to 
acknowledge the effects of race, ethnicity, and 
culture and to act against racism and disparity 
across relationships, situations, and environ- 
ments (for a review of racial and cultural 
identity development, see Sue and Sue 2013c). 
For counselors and clinical supervisors, it is 
essential to understand the dynamic nature of 
cultural identity in all exchanges. Starting with 
a personal appraisal, clinical staff members 
can begin to reflect—without judgment—on 
how their own racial and cultural identities 
influ- ence their decisions, treatment planning, 
case presentation, supervision, and interactions 
with other staff members. Clinicians can map 
the interactive influences of cultural identity 
development among clients, the clients’ fami- 
lies, staff members, the organization, other 
agencies, and any other entities involved in the 
client’s treatment. Using mapping (see the 
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“How To Map Racial and Cultural Identity 
Development” box on the next page) as prepa- 
ration for counseling, treatment planning, or 
clinical supervision, clinicians can gain 
aware- ness of the many forces that influence 
cultur- ally responsive treatment. 

Worldview: The cultural lens of 

counseling 

The term “worldview” refers to a set of 
assumptions that guide how one sees, thinks 

about, experiences, and interprets the world 
(Koltko-Rivera 2004). Starting in early child- 
hood, worldview development is facilitated by 
significant relationships (particularly with 
parents and family members) and is shaped by 
the individual’s environment and life experi- 
ences, influencing values, attitudes, beliefs, 
and behaviors. In more simplistic terms, each 
person’s worldview is like a pair of glasses 
with colored lenses—the person takes in all of 
life’s experiences through his or her own 
uniquely 
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tinted view. Not unlike clients, counselors 
enter the treatment process with their own 
cultural worldviews that shape their concept of 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
time; definition of family; organization of 
priorities and responsibilities; orientation to 
self, family, and/or community; religious or 
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spiritual beliefs; ideas about success; and so on 
(Exhibit 2-2). 

However, counselors also contend with anoth- 
er worldview that is often invisible but still 
powerful—the clinical worldview (Bhugra and 
Gupta 2010; Tilburt and Geller 2007; Tseng 
and Streltzer 2004). Influenced by education, 
clinical training, and work experiences, coun- 
selors are introduced into a culture that re- 
flects specific counseling theories, techniques, 
treatment modalities, and general office prac- 
tices. This worldview, coupled with their 
personal cultural worldview, significantly 
shapes the counselor’s beliefs pertaining to the 
nature of wellness, illness, and healing; inter- 
viewing skills and behavior; diagnostic 
impres- sions; and prognosis. Moreover, it 
influences the definition of normal versus 
abnormal or disordered behavior, the 
determination of treatment priorities, the 
means of intervention, and the definitions of 
successful outcomes and treatment failures. 

Foremost, counselors need to remember that 
worldviews are often unspoken and inconspic- 
uous; therefore, considerable reflection and 
self-exploration are needed to identify how 
their own cultural worldviews influence their 
interactions both inside and outside of coun- 
seling. Clinical staff members need to question 
how their perspectives are perpetuated in and 
shape client–counselor interactions, treatment 
decisions, planning, and selected counseling 

 

approaches. In sum, culturally responsive 
practice involves an understanding of multiple 
perspectives and how these worldviews inter- 
act throughout the treatment process— 
including the views of the counselor, client, 
family, other clients and staff members, treat- 
ment program, organization, and other agen- 
cies, as well as the community. 

Stereotypes, prejudices, and history 

Cultural competence involves counselors’ 
willingness to explore their own histories of 
prejudice, cultural stereotyping, and discrimi- 
nation. Counselors need to be aware of how 
their own perceptions of self and others have 
evolved through early childhood influences 
and other life experiences. For example, how 
were stereotypes of their own races and ethnic 
heritages perpetuated in their upbringing? 
What myths and stereotypes were projected 
onto other groups? What historical events 
shaped experiences, opportunities, and percep- 
tions of self and others? 

Regardless of their race, cultural group, or 
ethnic heritage, counselors need to examine 
how they have directly or indirectly been 
affected by individual, organizational, and 
societal stereotypes, prejudice, and discrimina- 
tion. How have certain attitudes, beliefs, and 
behaviors functioned as deterrents to obtain- 
ing equitable opportunities? In what ways 
have discrimination and societal biases 
provid- ed benefits to them as individuals and 
as counselors? Even though these questions 
can be uncomfortable, difficult, or painful to 
ex- plore, awareness is essential regarding 
how these issues affect one’s role as a 
counselor, status in the organization, and 
comfort level in exploring clients’ life 
experiences and percep- tions during the 
treatment process. If counse- lors avoid or 
minimize the relevance of bias and 
discrimination in self-exploration, they will 
likely do the same in the assessment and 
counseling process. 



44 

 

 

 
 

 

 

 

 

 

 
Clients can have behavioral health issues and 
healthcare concerns associated with discrimi- 
nation. If counselors are blind to these issues, 
they can miss vital information that influences 
client responses to treatment and willingness 
to follow through with continuing care and 
ancillary services. For example, a counselor 
may refer a client to a treatment program 
without noting the client’s history or percep- 
tions of the recommended program or type of 
program. The client may initially agree to 
attend the program but not follow through 
because of past negative experiences and/or 
the perception within his or her racial/ethnic 
community that the service does not provide 
adequate treatment for clients of color. 

Trust and power 

Counselors need to understand the impact of 
their role and status within the client– 
counselor relationship. Client perceptions of 
counselors’ influence, power, and control vary 
in diverse cultural contexts. In some contexts, 
counselors can be seen as all-knowing profes- 
sionals, but in others, they can be viewed as 
representatives of an unjust system. Counse- 
lors need to explore how these dynamics 
affect the counseling process with clients 
from diverse backgrounds. Do client 
perceptions inhibit or facilitate the process? 
How do they affect the level of trust in the 
client–counselor relationship? These issues 
should be identified and addressed early in the 
counseling process. Clients should have 
opportunities to talk about and process their 
perceptions, past experiences, and current 
needs. 

Practicing within limits 

A key element of ethical care is practicing 
within the limits of one’s competence. Coun- 
selors must engage in self-exploration, critical 
thinking, and clinical supervision to under- 
stand their clinical abilities and limitations 

All counselors should examine their 

stereotypes, prejudices, and emotional 

reactions toward others, including 

individuals from their own races or cultural 

backgrounds and individuals from other 

groups. They should examine how these 

attitudes and biases may be detrimental to 

clients in treatment for substance-related 

and mental disorders. 
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regarding the services that they are able to 
provide, the populations that they can serve, 
and the treatment issues that they have suffi- 
cient training to address. Cultural competence 
requires an ability to assess accurately one’s 
clinical and cultural limitations, skills, and 
expertise. Counselors risk providing services 
beyond their expertise if they lack awareness 
and knowledge of the influence of cultural 
groups on client–counselor relationships, 
clinical presentation, and the treatment pro- 
cess or if they minimize, ignore, or avoid 
viewing treatment in a cultural context. 

Some counselors may assume that they have 
cultural competence based on having similar 
experiences as clients, being from the same 
race as clients, identifying as a member of the 
same ethnic heritage or cultural group as 
clients, or attending training on cultural com- 
petence. Other counselors may assume compe- 
tence based on their current or prior 
relationships with others from the same race 
or cultural background as their clients. These 
experiences can be helpful and filled with 
many potential learning opportunities, but 
they do not make an individual eligible or 
competent to provide multicultural counseling. 
Likewise, the assumption that a person from 
the same cultural group, race, or ethnic herit- 
age will intrinsically understand a client from 
a similar background is operating out of two 
common myths: the “myth of sameness” (i.e., 
that people from the same cultural group, race, 
or ethnicity are alike) and the myth that “fa- 
miliarity equals competence” (Srivastava 
2007). The Association for Multicultural 
Counseling and Development adopted a  set 
of counselor competencies that was endorsed 
by the American Counseling Association 
(ACA) for counselors who work with a mul- 
ticultural clientele (Exhibit 2-3). Competen- 
cies address the attitudes, beliefs, knowledge, 
and skills associated with the counselor’s 
need for self-knowledge. 

Knowledge of Other Cultural 

Groups 
In addition to an understanding of themselves 
and how their cultural groups and values can 
affect the therapeutic process, culturally com- 
petent counselors work to acquire cultural 
knowledge and understanding of clients and 
staff with whom they work. From the outset, 
counselors need general knowledge and 
awareness when working with other cultural 
groups in counseling. For example, they should 
acknowledge that culture influences commu- 
nication patterns, values, gender roles and 
socialization, clinical presentations of distress, 
counseling expectations, and behavioral norms 
and expectations in and outside the counseling 
session (e.g. , touching, greetings, gift-giving, 
accompaniment in sessions, level of formality 
between counselor and client). Counselors 
should filter and interpret client presentation 
from a broad cultural perspective instead of 
using only their own cultural groups or previ- 
ous client experiences as reference points. 

Counselors also need to invest the time to 
know clients and their cultures. Culturally 
responsive practice involves a commitment 
to obtaining specific cultural knowledge, not 
only through ongoing client interactions, but 
also through the use of outside resources, 
cultural training seminars and programs, 
cultural events, professional consultations, 

“Become familiar with the community in 

which the client lives and the general 

cultural norms of the individual client. This 

can be accomplished by visiting with 

people who know the community well, 

attending important community 

celebrations and other events, asking 

open-ended questions about community 

concerns and quality of life, and 

identifying community capacities that 

affect wellness in the community.” 

(Perez and Luquis 2008, p. 177) 
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cultural guides, and clinical supervision. 
Counselors need to be mindful that they will 
not know everything about a specific popula- 
tion or initially comprehend how an individual 
client endorses or engages in specific cultural 
practices, beliefs, and values. For instance, 
some clients may not identify with the same 
cultural beliefs, practices, or experiences as 
other clients from the same cultural groups. 
Nevertheless, counselors need to be as knowl- 
edgeable as possible and attend to these cul- 
tural attributes—beginning with the intake 
and assessment process and continuing 

throughout the counseling and treatment 
relationship. For a review of content areas 
essential in knowing other cultural groups, 
refer to the ”What Are the Cross-Cutting 
Factors in Race, Ethnicity, and Culture” sec- 
tion in Chapter 1. These cultural knowledge 
content areas include: 
 Language and communication. 

 Geographic location. 

 Worldview, values, and traditions. 

 Family and kinship. 

 Gender roles. 

 Socioeconomic status and education. 
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 Immigration, migration, and acculturation 
stress. 

 Acculturation and cultural identification. 

 Heritage and history. 

 Sexuality. 

 Religion and spirituality. 

 Health, illness, and healing. 

Counselors should not make assumptions 
about clients’ race, ethnic heritage, or culture 
based on appearance, accents, behavior, or 
language. Instead, counselors need to explore 
with clients their cultural identity, which can 
involve multiple identities (Lynch and Hanson 
2011). Counselors should discuss what cultural 
identity means to clients and how it influences 

treatment. For example, a young adult two- 
spirited (gay) American Indian man may be 
more concerned with having access to tradi- 
tional healing practices than to specialized 
services for gay men. Counselors and clients 
should collaboratively examine presenting 
treatment issues and obstacles to engaging in 
behavioral health treatment and maintaining 
recovery, and they should discuss how cultural 
groups and cultural identities can serve as 
guideposts in treatment planning. 

Exhibit 2-4 lists ACA-endorsed counselor 
competencies for knowledge of the 
worldviews of clients from diverse cultural 
groups. 
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Cultural Knowledge of Behavioral 

Health 
Counselors should learn how culture interacts 
with health beliefs, substance use, and other 
behavioral health issues. They can access 
litera- ture and training that address cultural 
contexts and meanings of substance use, 
behavioral and emotional reactions, help-
seeking behavior, and treatment. Chapter 5 
gives information on culturally responsive 
behavioral health services for major ethnic and 
racial groups. The how- to box below lists 
ways to improve one’s cul- tural knowledge 
of health issues by acquiring knowledge in key 
areas to work successfully with diverse clients: 
 Patterns of substance use and treatment- 

seeking behavior specific to people of 

diverse racial and cultural backgrounds. 
 Beliefs and traditions surrounding sub- 

stance use, including cultural norms con- 
cerning the use of alcohol and drugs. 

 Beliefs about treatment, including expecta- 
tions and attitudes toward health care and 
counseling. 

 Community perceptions of behavioral 
health treatment. 

 Obstacles encountered by specific popula- 
tions that make it difficult to access treat- 
ment, such as geographic distance from 
treatment services. 

 Patterns of co-occurring disorders and 
conditions specific to people from 
diverse racial and cultural backgrounds 
(e.g., cul- turally specific syndromes, 
earlier onset of 

 

How To Improve Cultural Knowledge of Health, Illness, and Healing 

To promote culturally responsive services, counselors need to acquire cultural knowledge regarding 

concepts of health, illness, and healing. The following questions highlight many of the culturally 

related issues that are prevalent in and pertinent to assessment, treatment planning, and case 

management. This list of considerations can help facilitate discussions in counseling and clinical 

supervision contexts: 

 Does the cultural group in question consider psychological, physical, and spiritual health or well- 

being as separate entities or as unified aspects of the whole person? 

 How are illnesses and healing practices defined and conceptualized? 

 What are acceptable behaviors for managing stress? 

 How do people who belong to the culture in question typically express emotions and emotional 

distress? 

 What behaviors, practices, or customs do members of this culture consider to be preventive? 

 What words do people from this cultural group use to describe a particular problem? 

 How do members of the group explain the origins or causes of a particular condition? 

 Are there culturally specific conditions or cultural concepts of distress? 

 Are there specific biological and physiological variations among members of this population? 

 What are the common symptoms that lead to misdiagnosis within this population? 

 Where do people from this cultural group typically seek help? 

 What traditional healing practices and treatments are endorsed by members of this group? 

 Are there biomedical treatments or procedures that would typically be unacceptable? 

 Are there specific counseling approaches more congruent with the beliefs of most members? 

 What are common health inequities, including social determinants of health, for this population? 

 What are acceptable caregiving practices? 

 Do members of this group attach honor to caring for family members with specific diseases? 

 Are individuals with specific conditions shunned from the community? 

 What are the roles of family members in providing health care and in making decisions? 

 Is discussing consequences of and prognosis for behaviors, conditions, or diseases acceptable? 
Is it customary for family members to withhold prognosis from the client? 
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diabetes, higher prevalence of depression 
and substance dependence). 

 Assessment and diagnosis, including 
culturally appropriate screening and as- 
sessment and awareness of common diag- 
nostic biases associated with symptom 
presentation. 

 Individual, family, and group therapy 
approaches that hold promise in address- 
ing mental and substance-related disorders 
specific to the racial and cultural back- 
grounds of diverse clients. 

 Culturally appropriate peer support, 
mutual-help, and other support groups 
(e.g., the Wellbriety movement, a cultural- 
ly appropriate 12-Step program for Native 
American people). 

 Traditional healing and complementary 
methods (e.g., use of spiritual leaders, 
herbs, and rituals). 

 Continuing care and relapse prevention, 
including attention to clients’ cultural en- 
vironments, treatment needs, and accessi- 
bility of care within their communities. 

 Treatment engagement/retention patterns. 

Skill Development 
Becoming culturally competent is an ongoing 
process—one that requires introspection, 
awareness, knowledge, and skill development. 
Counselors need to develop a positive attitude 
toward learning about multiple cultural 

groups; in essence, counselors should commit 
to cultural competence and the process of 
growth. This commitment is evidenced via 
investment in ongoing learning and the pur- 
suit of culturally congruent skills. Counselors 
can demonstrate commitment to cultural 
competence through the attitudes and corre- 
sponding behaviors indicated in Exhibit 2-5. 

Beyond the commitment to and development 
of these fundamental attitudes and behaviors, 
counselors need to work toward intervention 
strategies that integrate the skills discussed in 
the following sections. 

Frame issues in culturally relevant 

ways 

Counselors should frame clinical issues with 
culturally appropriate references. For example, 
in cultural groups that value the community or 
family as much as the individual, it is helpful 
to address substance abuse in light of its con- 
sequences to family or the community. The 
counselor might ask, “How are your family 
and community affected by your use? How do 
family and community members feel when 
they see you high?” For clients who place 
more value on their independence, it can be 
more effective to point out how substance 
depend- ence undermines their ability to 
manage their own lives through questions like 
“How might your use affect your ability to 
reach your goals?” 
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Allow for complexity of issues based 

on cultural context 

Counselors must take care with suggesting 
simple solutions to complex problems. It is 
often better to acknowledge the intricacies of 
the client’s cultural context and circumstances. 
For instance, a Native American single mother 
who upholds traditional values could balk at a 
suggestion to stop spending time with family 
members who drink heavily. Here, the counse- 
lor might encourage the woman to broaden 
support within her community by connecting 
with an elder who supports recovery or by 
engaging in a women’s talking circle. 
Likewise, a referral for a psychiatric 
evaluation for major depression may not be an 
appropriate initial recommendation for a 
Chinese client who relies on cultural remedies 
and healing tradi- tions. An alternative 
approach would be to explore the client’s 
beliefs in healing, develop steps that respect 
and incorporate the client’s help-seeking 
practices, and coordinate services to secure a 
culturally responsive intervention (Cardemil et 
al. 2011; Gallardo et al. 2012; Lynch and 
Hanson 2011). 

Make allowances for variations in 

the use of personal space 

Cultural groups have different expectations 
and norms of propriety concerning how close 
people can be while they communicate and 
how personal communications can be depend- 
ing on the type of relationship (e.g., peers 
versus elders). The concept of personal space 
involves more than the physical distance 
between people. It also involves cultural 
expec- tations regarding posture or stance and 
the use of space within a given environment. 
These cultural expectations, although they are 
subtle, can have an impact on treatment. For 
example, an Alaska Native may feel more 
comfortable sitting beside a counselor, 
whereas a European may prefer to be 
separated from a counselor by a desk (Sue and 
Sue 2013a). The use of space can also be a 
nonverbal expression of power. 
Standing too close to someone can, for exam- 
ple, suggest power over them. Standing too far 
away or sitting behind a desk can indicate 
aloofness. Acceptable or expected degrees of 
closeness between people are culturally 
specific; counselors should be educated on the 
general 
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parameters and expectations of the given 
population. However, counselors should not 
predetermine the clients’ expectations; instead, 
they should follow the clients’ lead and 
inquire about their preferences. 

Display sensitivity to culturally 

specific meanings of touch 

Some treatment and many support groups 
have opening or closing traditions that include 
holding hands or giving hugs. This form of 
touching can be very uncomfortable to new 
clients regardless of cultural groups; cultural 
prescriptions, including religious beliefs, con- 
cerning appropriate touching can compound 
this effect (Comas-Diaz 2012). Many cultural 
groups use touch to acknowledge or greet 
someone, to show respect or convey status or 
power, or to display comfort. As counselors, it 
is essential to understand cultural norms about 
touch, which often are guided by gender and 
age, and the contexts surrounding “appropri- 
ate” touch for specific cultural groups (Sri- 
vastava 2007). Counselors need to devote time 
to understanding their clients’ norms for and 
interpretations of touch, to assisting clients in 
negotiating and upholding their cultural 
norms, and to helping clients understand the 
context and cultural norms that are likely to 
prevail in support and treatment groups. 

Explore culturally based experiences 

of power and powerlessness 

Ideas about power and powerlessness are 
influenced by the client’s culture and social 
class. What constitutes power and powerless- 
ness varies from culture to culture according 
to the individual’s gender, age, occupation, 
ances- try, religious affiliation, and a host of 
other factors. For example, power can be 
defined in terms of one’s place within the 
family, with the oldest member being the most 
powerful and the youngest being the least 
powerful. Even the words “power” and 
“powerlessness” carry cultural meaning. These 
words can carry 

negative connotations for clients with histories 
of discrimination and multiple experiences 
with racism, for some women, for indigenous 
peoples with histories of colonization, and for 
refugees or immigrants who have left oppres- 
sive regimes. In this regard, counselors should 
use these words carefully. For example, a 
Hmong refugee who experienced trauma in 
her country of origin could already feel help- 
less and powerless over the events that oc- 
curred; thus, the concept of powerlessness, 
often used in drug and alcohol treatment 
programs, can be contraindicated in address- 
ing her substance-related disorder. However, a 
White American business executive who has 
authority over others and a history of financial 
influence may need help acknowledging that 
he cannot control his substance abuse. 

Adjust communication styles to the 

client’s culture 

Cultural groups all have different communica- 
tion styles. Norms for communicating vary in 
and between cultural groups based on class, 
gender, geographic origins, religion, subcul- 
tures, and other individual variations. Counse- 
lors should educate themselves as much as 
possible regarding the patterns of communi- 
cating in the client’s cultural, racial, or ethnic 
population while also being aware of his/her 
own communication style. For a comprehen- 
sive guide in self-assessment and understand- 
ing of communication styles, refer to Culture 
Matters: The Peace Corps Cross-Cultural 
Workbook (Peace Corps Information 
Collection and Exchange 2012). 

The following are general guidelines for ascer- 
taining the client’s communication style: 
 Understand the client’s verbal and nonver- 

bal ways of communicating. Be aware of 
the possible need to move away from 
comprehending and interpreting client re- 
sponses in conventional professional ways 
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(Bland and Kraft 1998). Always be 
curious about the client’s cultural context 
and be willing to seek clarification and 
better un- derstanding from the client. It is 
as im- portant for counselors to access and 
engage in cultural consultation to acquire 
more specific knowledge and experience. 

 Styles of communication and nonverbal 
methods of communication are important 
aspects of cultural groups. Issues such as 
the appropriate space to have between 
people; preferred ways of moving, sitting, 
and standing; the meaning of gestures; and 
the degree of eye contact expected are all 
culturally defined and situation specific 
(Hall 1976). As an example, high-context 
cultural groups place greater importance 
on nonverbal cues and message context, 
whereas low-context cultural groups rely 
largely on verbal message content. Most 
Asian Americans come from high-context 
cultural groups in which sensitive 
messages are encoded carefully to avoid 
offending others. A provider who listens 
only to the content could miss the 
message. What is 

not said can possibly be more important 
than what is said. 

 Listen to storytelling carefully, as it can be 
a way of communicating with the thera- 
pist. As in any good therapy, follow the as- 
sociations and listen for possible 
metaphors to better understand relational 
meaning, cognition, and emotion within 
the context of the conversation. 

Interpret emotional expressions in 

light of the client’s culture 

Feelings are expressed differently across and 
within cultural groups and are influenced by 
the nature of a given event and the individuals 
involved in the situation. A certain level of 
emotional expression can be socially 
appropri- ate within one culture yet 
inappropriate in another. In some cultural 
groups, feelings may not be expressed 
directly, whereas in other cultural groups, 
some emotions are readily expressed and 
others suppressed. For example, expressions 
of sadness may at first be more readily shared 
by some clients in counseling settings, 
whereas others may find it more 
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comfortable to express anger as their initial 
response. Counselors must recognize that not 
all cultures place the same value on 
verbalizing feelings. In fact, clients from some 
cultures may not perceive that emotional 
expression is a worthy course of treatment 
and healing at all. Thus, counselors should not 
impose a prescribed approach that measures 
progress and equates healing with the ability 
to display emotions. Likewise, counselors 
should be careful not to attribute meaning 
based on their own cultural backgrounds or to 
project their own feelings onto clients’ 
experiences. Instead, counselors need to assist 
their clients in iden- tifying and labeling 
feelings within their own cultural contexts. 

Expand roles and practices 

Counselors need to acquire a mindset that 
allows for more flexible roles and practices— 
while still maintaining appropriate profession- 
al boundaries—when working with clients. 
Some clients whose culture places considera- 
ble emphasis upon and orientation toward 
family could look to counselors for advice 
with unrelated issues pertaining to other 
family members. Other clients may expect a 
more prescribed and structured approach in 
which counselors give specific 
recommendations and advice in the session. 
For example, Asian American clients appear to 
expect and benefit from a more directive and 
highly structured approach (Fowler et al. 2011; 
Lee and Mock 2005a; Sue 2001; Uba 1994). 
Still others could expect that counselors be 
connected to their communities through 
participation in com- munity events, in 
working with traditional healers, or in building 
collaborative relation- ships with other 
community agencies. As counselors, it is 
important to understand the cultural contexts 
of clients and how this trans- lates to 
expectations in the client–counselor 
relationship. The appropriate role usually 

 

 

Results from the counselor’s understanding of 
and sensitivity to the values, cultures, and 
special needs of the individuals and groups 
being served (Sue and Sue 2013d). 
Counselors need to adopt an ongoing 
commitment to developing skills and 
endorsing practices that assist clients in 
receiving and experiencing the best possible 
care. Exhibit 2-6 lists counselor competencies 
endorsed by ACA for culturally appropriate 
intervention strategies. 

 

Self-Assessment for 

Individual Cultural 

Competence 

Several instruments for evaluating an individ- 
ual’s cultural competence have been 
developed and are available online. One 
assessment tool that has been widely circulated 
is Goode’s Self- Assessment Checklist for 
Personnel Providing Services and Supports to 
Children and Youth With Special Health 
Needs and Their Families. It can be adapted 
for counselors treating adult clients with 
behavioral health concerns. This tool and other 
additional resources are provid- ed in 
Appendix C. For an interactive Web- based 
tool on cultural competence awareness, visit 
the American Speech-Language-Hearing 
Association Web site (http://www.asha.org). 

Providing good care goes beyond counse- 

lors’ general knowledge, clinical skills, and 

approaches; it involves understanding the 

multicultural context of clients and of 

themselves as counselors. Cultural compe- 

tence is an ethical issue requiring counse- 

lors to be invested in developing the tools 

to provide culturally congruent care—care 

that matches the needs and context of the 

client. For a review of ethics and ethical 

dilemmas in a multicultural context, refer 

to Pack-Brown and Williams (2003). 
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