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Although different frameworks have
been offered on how to address cul-
tural factors in therapy (e.g., Bernal,

Jimenez-Chafey, & Rodriguez, 2009;
Hwang, 2006; Zayfert, 2008), researchers
and clinicians continue to struggle with
questions about the cultural applicability of
existing treatment models and how to
adapt interventions in ways that do not reify
stereotypes or undermine the integrity and
efficacy of existing empirically supported
treatments (for review see Sue, Zane, Hall,
& Berger, 2009). One strategy has been to
increase the accessibility of treatment pro-
tocols (e.g., language translations, use of
culturally relevant examples or imagery; for
review see Sue et al., 2009; Voss Horrell,
2008).  Another has been to develop recom-

mendations or theoretical frameworks on
how treatments may be adapted for specific
populations (e.g., Bernal, Bonilla, &
Bellido, 1995; Hall, Hong, Zane, & Meyer,
2011; Hwang; Lau, 2006). Another
promising alternative has been to actively
modify existing treatments to incorporate
known cultural differences in beliefs and
values, and test the effectiveness of these
modifications on the target populations
(Hinton, Rivera, Hofmann, Barlow, &
Otto, 2012; Pan, Huey, & Hernandez,
2011). For example, Hinton and colleagues
(2012) describe 12 key ways they adapted
CBT for PTSD to be more culturally sensi-
tive to traumatized refugees and ethnic mi-
nority populations, and cite data
supporting the effectiveness of these adap-

tations (Hinton, Hofmann, Rivera, Otto, &
Pollack, 2011; Hinton et al., 2004).  

Recommendations of integrating rele-
vant cultural factors into treatment, while
important, speak little to the difficulty of
applying such adaptations to large, hetero-
geneous ethnic groups.  For example, the
label Asian American represents hundreds
of ethnoculturally unique groups of individ-
uals that vary by national origin, language,
and customs.  Moreover, the heterogeneity
of the group is further complicated by dif-
fering levels of acculturation to Western
cultural norms.  Given this, it is unlikely
that specific adaptations will consistently be
indicated in the treatment of all Asian
Americans or other large ethnic minority
groups. While researchers acknowledge the
diversity within ethnic groups, and even
warn against overgeneralizing cultural con-
structs (e.g., Hwang, 2006), practicing
clinicians are left with little guidance on
how to address cultural factors at the indi-
vidual level.  

To address symptoms at the individual
level, Zayfert (2008) proposes a more idio-
graphic approach to responding to cultural
concerns.  This approach has the clinician
asking the client a series of questions to assess
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the relevance of his/her ethnocultural con-
text on his/her symptoms.  Zayfert presents
example questions within the context of
treating PTSD (e.g., What is the individ-
ual’s perspective on … the role of women’s
sexuality? … the centrality of family over
the individual? … the meaning of seeking
professional help outside of the family?,
etc.), and asserts the importance of assessing
domains shown to vary culturally and are
relevant to the development and treatment
of a particular problem or disorder.  This ap-
proach provides a framework within which
a clinician can culturally adapt treatments
on a case-by-case basis and in a systematic
manner. Zayfert also highlights how this
framework lends itself well to larger scale
studies that could clarify the domains most
relevant to an ethnocultural idiographic as-
sessment for a particular disorder and, thus,
provide guidance to clinicians on ways to
adjust treatment delivery.  

Despite its advantages, a limitation to
the proposed idiographic approach is the as-
sumption that clients will have adequate
psychological insight to respond to ques-
tions about their ethnocultural values and
context, and provide enough data to deter-
mine how to structure the entire treatment
plan. Most individuals do not spend time
thinking about their cultural values and
how they may be related to their problems.
This is particularly true for individuals
raised in cultural contexts that are more col-
lectivistic (e.g., those in East Asia) and do
not promote self-evaluation or personal
psychological awareness.  

How, then, is a clinician committed to
evidence-based practice to address the role
of culture in treatment at the individual
level? In the present paper, I describe three
strategies to individually tailor a culturally
responsive treatment plan, while remaining
empirically driven.  First, as a way to ad-
dress the difficulty of directly assessing an
individual’s cultural values, I offer the alter-
native of using standardized measures of
constructs that are relevant to the present-
ing problem and may be influenced by the
client’s ethnocultural context.  This ap-
proach allows the clinician to collabora-
tively review the assessment data and
discuss the functional and cultural meaning
of score elevations with the client. Second, I
highlight how clinicians can draw from re-
search on specific cross-cultural differences
to tailor their treatment interventions.
Finally, I describe how to collect data
throughout treatment and collaboratively
work with the client to adapt treatment

based on the data collected. These proposed
strategies are illustrated by the following
case example and the treatment interven-
tions used to treat the client’s depression.   

Case Background
John* is a 44-year-old Chinese-

American male who lives with his Chinese-
American wife of nearly 15 years, and two
young children. John is the youngest of
three children, and was born and raised in
the San Francisco Bay Area.  John’s parents
immigrated to the United States from
China shortly before their eldest son, John’s
brother, was born.  At the time of treat-
ment, John and his entire extended family
(his parents, his brother and family, and his
sister and family) all lived within 5 miles of
one another, and jointly owned several
drycleaners and buildings in the area.  In
addition to the family business, John and
his siblings had their own jobs. John, with a
master’s degree in business administration
from a top-tier university, worked for sev-
eral years at a high-profile consulting firm
before quitting to work as a part-time free-
lance financial consultant. John explained
the reason he chose freelance work was to
reduce his work stress and have time to ex-
plore career path options.  Although John
described his work as part-time, he admit-
ted to often working over 60 hours in one
week, and finding himself “obsessing” over
the details of a project. 

John initially sought treatment after
noticing increased episodes of irritable out-
bursts towards his family (both immediate
and extended), and reduced engagement in
activities he used to enjoy.  Further assess-
ment indicated ongoing difficulties with re-
duced appetite, poor sleep, and hopeless-
ness about the future, and confirmed a diag-
nosis of major depressive disorder. John also
reported growing resentment towards his
parents for being “hyper-controlling and
unable to respect personal boundaries.”  As
examples, John described how his parents
frequently asked him about his financial sit-
uation and assets, and rarely left a conversa-
tion without expressing their disapproval of
him leaving a stable, high-paying position
to become a freelance consultant.  John’s
parents also frequently called John asking
what he had eaten that day, or would come
unannounced with groceries or food his
mom had prepared for him and his family.
According to John, his parents also ex-
pected him to cater to their needs immedi-
ately when asked and appeared to disregard
the importance of his existing obligations

when they had a request for him.  John per-
ceived his parents as being highly intrusive,
critical, and demanding. 

John described himself as having high
standards, and said others would often com-
plain about the amount of time he spent en-
suring his work and home projects met
these standards.  John also admitted fre-
quently feeling frustrated when others, in-
cluding his children, failed to meet his
expectations, and then feeling guilty for
being unable to “stay in control” of his emo-
tions. At intake, John expressed feelings of
exhaustion and low self-worth from his per-
ceived failures, and hopes that CBT would
teach him skills to make fewer mistakes and
be more emotionally stable.  

Culturally Informed Symptom Assessment

When working with clients who, like
John, primarily identify with Western
norms, identifying and presenting the pos-
sible role of Asian-based beliefs and values
in their problems can be tricky.  First, clini-
cians may be prone to biases based on a
client’s ethnic background and make as-
sumptions that certain beliefs or behaviors
are culturally normative, and may overem-
phasize or dismiss the clinical relevance of
what is observed.  Second, the topic of cul-
tural identity is a sensitive one, and clini-
cians are at risk of offending the client by
labeling behaviors as culturally based or as-
suming certain treatment modifications are
necessary based solely on a client’s ethno-
cultural background. Finally, even with self-
report data on a client’s acculturation level,
the clinician has little guidance on how to
use these data to individualize the treat-
ment plan. 

One way to circumvent some of these
complexities is to provide standardized
measures of constructs shown to be elevated
in certain cultural populations and tend to
be related to symptoms of distress.  Several
lines of research suggest Asians and Asian
Americans are prone to self-criticism and
perfectionistic beliefs (DiBartolo & Rendon,
2012; Heine, Kitayama, & Lehman, 2001;
Kitayama, Markus, Matsumoto, &
Norasakkunkit, 1997).  By providing a
measure of perfectionism and/or self-criti-
cism, the clinician can objectively assess for
potential elevations, and initiate a discus-
sion about any elevations found and their
implications for treatment. 

John evidenced significant elevations in
various aspects of perfectionism and self-
criticism. Before discussing the measure re-
sults, I asked John what he thought the
measure assessed, and he replied “Asian val-
ues?”  Intuitively John was able to identify*Patient name and identifying information have been changed.
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aspects of perfectionism that may be pro-
moted in Asian cultures (e.g., a self-critical
orientation) but likely would have denied
the role of culture in shaping his current dif-
ficulties.  When discussing John’s score ele-
vations, we considered the meaning of the
elevations to him, and how his perfection-
ism may be contributing to his depressive
symptoms.  We identified several examples
of how John’s excessively high standards in-
creased his vulnerability to feelings of anger
and frustration.  From that discussion, we
added the goal of targeting John’s inflated
standards of performance and had a metric
for assessing change in this area.  We also
used this discussion to rework John’s goals
for treatment to becoming more comfort-
able with making mistakes (rather than
making less of them) to help achieve feel-
ings of emotional stability and engagement.  

Although John agreed that his perfec-
tionism significantly contributed to his de-
pression, other Asian clients I have treated
showing elevations in perfectionism have
argued against its relevance to their symp-
toms and will even defend their beliefs as
being culturally normative. In these in-
stances, the relevance of their elevated
scores to their distress is framed as hypothe-
sis to be tested with treatment.  Having
such measures to develop treatment hy-
potheses (rather than the clinician pointing
out perceived problematic processes) pro-
tects the therapeutic relationship and pro-
motes a sense of collaboration between the
clinician and therapist.  As treatment pro-
gresses, data are collected to see if reduc-
tions in distress are related to reduced
personal standards.  For some clients, the
relationship is not supported and mecha-
nisms other than perfectionism are found to
be driving their distress symptoms.  

Culturally Informed Treatment
Interventions

One common area of treatment concern
related to culture is the intergenerational
cultural conflict between immigrant par-
ents and their U.S.- or Canadian-born chil-
dren.  In this instance, research findings
from cultural psychology provide a rich evi-
dence base for psychoeducation on stark
East-West cultural differences.  When pre-
sented with this information, clients are
able to contextualize their parents’ behav-
iors (or parents are able to contextualize
their children’s behaviors) and depersonal-
ize the meaning of their actions.  

John frequently mentioned his dissatis-
faction with his relationship with his par-
ents and how he had spent much of his
childhood wishing his parents were similar

to his Euro-American friends’ parents.  I
presented John with research findings on
how East Asian cultures promote markedly
different views of the self and personal
boundaries, relationships with family and
others, and the functional role of self-criti-
cism.  We then reviewed the many exam-
ples in which John felt angered or hurt by
his parents’ behavior and translated the be-
haviors within the Eastern framework pre-
sented.  For example, John’s parents’
insistence on asking him if he had eaten was
no longer seen as an effort to control or in-
fantilize him, but, rather, translated to
mean “I care about you.”  John continued to
practice translating his parents’ behavior
and increased his efforts to accept the cul-
tural framework within which they oper-
ated.  Over time, John found that not only
did his relationship with his parents im-
prove, but he could also “actually spend an
entire day with them without wanting to
tear all [his] and their hair out.”

Collecting Practice-Based Evidence

Although the intervention of putting his
parents’ behavior in a cultural context
worked well for John, there are other clients
for whom the intervention may be less help-
ful or relevant.  One way to address these
individual differences is to approach treat-
ment interventions as behavioral experi-
ments to be tested by collecting progress
and self-monitoring data. Although this
recommendation is not new, and is implicit
in empirically supported treatment proto-
cols, it is particularly important when work-
ing to address cultural factors that are
uniquely influencing an individual and
when there is little external data on appro-
priateness of certain interventions.  

As a way to monitor progress, John
completed weekly symptom measures and
weekly logs tracking various behaviors and
interactions we identified as relevant to his
treatment goals (e.g., number of hours
slept, number of hours worked, overall
stress levels).  With each problem behavior
or reaction, we worked to identify the
processes that appeared to be maintaining
the problem and considered and tested al-
ternate ways to respond to triggering
events.  When he reported beliefs or behav-
iors commonly reported by Asian
Americans (e.g., difficulties with assertive-
ness and expressing negative emotions), we
first normalized the beliefs and behaviors by
discussing the different social goals and
processes promoted in Asian cultures, but
then questioned whether they interfered or
helped him move towards his treatment
goals.  When the answer was unclear, we

would devise behavioral experiments to test
the helpfulness of an alternate behavior and
review data collected from the experiment.  

For example, with John, we found in-
creasing his ability to be mindful of negative
emotions and willingness to experience
them proved to be highly helpful in improv-
ing his relationships with family members.
We also found that John’s active choice to
not express his anger felt more empowering
to him than his past reactions of feeling
forced to not express his anger, or the alter-
native choice of expressing his frustrations.
This example highlights how cultural vari-
ables may have influenced the strategies
that worked best for John and how the use
of behavioral experiments allowed the dis-
covery of these strategies without cultural
biases or assumptions. By the end of treat-
ment, John showed significant reductions
in levels of perfectionism and self-criticism,
reported improved relations with his wife
and extended family, no longer met criteria
for major depressive disorder, and prided
himself on being more engaged, mindful,
and flexible in his life.  

The strategies presented in this paper
offer a flexible framework in which clini-
cians can incorporate empirically based
treatment strategies (e.g., exposures, mind-
fulness training, cognitive restructuring)
while working with an individualized, cul-
turally sensitive case formulation.
Although John’s treatment did not follow a
specific protocol, the emphasis on ongoing
assessment and data-driven interventions
reflects the ethos of empirically supported
treatments and allows for the incorporation
of cultural factors at the level of the individ-
ual.  The case also illustrates the importance
of taking a curious stance to therapy, and
the benefits of addressing the role of cul-
tural factors collaboratively with the client
and through data collection.  Rather than
assuming particular cultural constructs are
relevant to a client, the clinician and client
work together throughout treatment to
collect data and collaboratively decide
whether a particular belief or behavior is
culturally adaptive or functionally impair-
ing. 
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American Indians and Alaska Natives
(AI/ANs) are citizens of sovereign
tribal nations and comprise 1.7% of

the U.S. population (5.2 million; U.S.
Department of Commerce, 2012). They
represent a multitude of tribes and tradi-
tions and have endured genocide, forced as-
similation and relocation by colonizers and
the U.S. government (Shelton, 2001).
AI/ANs face significant health disparities,
including increased rates of diabetes, PTSD,
substance use disorders, infant mortality,
and suicide (Beals et al., 2005; Chinitz &
Christian, 2009). The U.S. has a responsibil-
ity to provide health care to AI/ANs based

on agreements in which tribes ceded land to
the U.S. government in exchange for health
care, yet health services for AI/ANs remain
chronically underfunded (Chinitz &
Christian). What can therapists and re-
searchers do to address these injustices? One
urgent need is to ensure that available men-
tal health treatment is appropriate for and
acceptable to AI/ANs. Cultural adaptations
of evidence-based treatments (EBTs) make
important advances in this direction. 

What Is Cultural Adaptation? 
Cultural adaptation has been defined as

“the systematic modification of an EBT or

intervention protocol to consider language,
culture, and context in such a way that it is
compatible with the client’s cultural pat-
terns, meanings, and values” (Bernal,
Jiménez-Chafey, & Domenech Rodríguez,
2009, p. 362). Cultural adaptations include
changes to treatment processes or content
such as additions or deletions of treatment
components, changes in the intensity of
treatment, translation or use of local lan-
guage and cultural idioms (Bernal, 2009).
A meta-analysis of 76 culturally adapted
treatments found that the most common
adaptations involved the integration of cul-
tural values and concepts and resulted in in-
terventions that were more effective than
unmodified EBTs (Griner & Smith, 2006). 

When to Develop or Use 
Cultural Adaptations

Interventions for AI/ANs should inte-
grate cultural knowledge and traditional
practices with the best available science
from their inception (Gone, 2004; Trimble
& Mohatt, 2002). Some AI/AN researchers
posit that returning to indigenous ways of
knowing and traditional healing practices
may be an effective solution to mental
health problems (Gone & Calf Looking,
2011). However, the time and financial re-
sources needed to develop, implement, and
test interventions in partnership with
AI/AN communities are sometimes not
available, or treatment is needed before an
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