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Effective treatment of conduct problems for ethnic minority youth is
an urgent public health priority (Loeber, Burke, Lahey, Winters, & Zera,
2000). Ethnic minority populations are rapidly increasing, with current
estimates indicating that 48% of US children are from ethnic minority
backgrounds. This figure is projected to increase to 62% by 2050 (U.S.
Department of Commerce, 2008). Disruptive behavior is the most common
reason for referral for youth mental health treatment in the USA (Lavigne
et al., 1998), and oppositional defiant disorder (ODD) and conduct disorder (CD) are the predominant youth disorders seen in community mental
health clinics (Frick, 1998; Kazdin, 1995). Without adequate treatment,
disruptive behavior in early childhood is associated with a high degree of
impairment and poor long-term prognosis (Lahey, Loeber, Quay, Frick, &
Grimm, 1997).
Rates of disruptive behavior disorders (DBDs) are especially high among
low-income, ethnic minority children. Studies have found higher rates of
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CD for African Americans (Costello et al., 1988; Costello, Farmer, Angold,
Burns, & Erkanli, 1997), Mexican Americans (Vaszonyi & Flannery, 1997),
and Native Americans (Beals et al., 1997) compared to Caucasian Americans. Higher incidences of official juvenile delinquency have also been
found for Latino American and African American adolescents (Farrington,
1987; Rutter & Giller, 1983). Occurrences of early-onset conduct problems
are as high as 35% in ethnically diverse, low-income families (Chambless &
Hollon, 1998; Proctor, Vosler, & Murty, 1992), as compared with 4–16% in
the general population (Cohen et al., 1993). CD and ODD more frequently
occur among youth from families of low socioeconomic status, and CD,
ODD, and delinquency more frequently occur in neighborhoods with high
crime rates where large numbers of ethnic minority families reside (Lahey,
Miller, Gordon, & Riley, 1999; Loeber & Farrington, 1998; Sampson &
Laub, 1997). Even more troubling, research indicates that ethnic minority
youth with conduct problems suffer from more significant associated
impairments than Caucasian American youth. Ethnic minority children
and adolescents in the USA with disruptive behavior problems are more
vulnerable to impairment in several key domains, including family, peer,
and school functioning, than Caucasian American children with similar
behavior problems (Ezpeleta, Keeler, Erkanli, Costello, & Angold, 2001).
Further, ethnic minority boys from low socioeconomic families are more
likely to be diagnosed with persistent and pervasive associated problems
relating to conduct functioning compared to their Caucasian American,
higher socioeconomic status counterparts (Proctor et al., 1992). Therefore,
effective treatment of conduct problems for ethnic minority youth is especially imperative.

TREATING ETHNIC MINORITY YOUTH
WITH CONDUCT PROBLEMS
Given the disproportionate impact of conduct problems in ethnic
minority youth, and the particularly high burden associated with these
problems among ethnic minority families, identifying effective treatments for conduct problems for ethnic minority youth is crucial. An
expanding array of evidence-based treatments (EBTs) is available, and
clinicians are faced with the task of selecting an appropriate intervention for a particular child’s presenting problem, developmental stage,
family composition, and treatment preferences. In addition, clinicians
must determine whether that EBT is culturally appropriate for the family and whether it may need to be adapted to be effective within the
family’s cultural context.
This task has been made difficult by the historical underrepresentation of ethnic minorities in clinical trials (USDHHS, 2001). Unfortunately,
despite the large number of African American and Latino American youth
with conduct problems, most efficacious interventions have been developed
and tested with Caucasian American samples (Eyberg, Nelson, & Boggs, 2008).
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When ethnic minorities have been included in clinical trials, they have
rarely been present in sufficient numbers to examine the impact of care
for different ethnic groups (USDHHS). Encouragingly, there has been a
significant expansion in the research base on EBTs for minority youth
and families over the past decade (Huey & Polo, 2008). Several recent
randomized controlled trials (RCTs) include significant proportions of ethnic
minority youth, many studies have enrolled ethnic-specific samples, and
several multigroup trials have examined race/ethnicity as an organizing
variable of interest in outcomes analyses (Huey & Polo). Along with this
new wave of research, an influx of efficacy and effectiveness studies that
specifically address the treatments of conduct problems for ethnically
diverse youth have surfaced.
Despite the expanding research base, there are still significant gaps
in our knowledge of how EBTs work for minority youth with conduct
problems. Although ethnic minority youth are increasingly represented
in trials, some racial/ethnic groups are rarely included in substantial
numbers (e.g., Asian American, American Indian, Alaskan Native). As yet,
relatively few studies have examined whether EBTs validated on predominantly Caucasian American samples achieve similar benefits in minority
groups by evaluating ethnicity as a treatment moderator or predictor
of change. As such, some have argued that the current evidence-base
is still not strong enough to warrant large-scale dissemination of EBTs
to particular ethnic minority communities (Bernal & Scharrón-del Río,
2001). These researchers caution against widespread use of standard
EBTs in diverse populations because many EBTs have not established
“ethnic invariance” (i.e., standard treatments are equally powerful when
applied to ethnic minorities; Huey & Polo, 2008), and point to the comparatively poorer outcomes from community-based effectiveness studies
that include greater ethnic diversity than most clinical trials (e.g., Chambless & Ollendick, 2001). Some have argued that “ethnic disparities” (i.e.,
standard EBTs are less powerful when applied to ethnic minorities; Huey
& Polo) are plausible, if not probable, and recommend making significant
adaptations to EBTs before employing them with ethnic minority families
(Bernal, Bonilla, & Bellido, 1995; Hall, 2001; Huey & Polo; Lau, 2006).
The Surgeon General’s Report on Mental Health, Culture, Race, and Ethnicity (USDHHS, 2001) concludes that in general, EBTs still represent the
best treatments available to ethnic minorities, and what is needed is an
understanding of when these EBTs should be used with minority groups
in standard form, when they require significant cultural modifications to
be effective, and when they may be contraindicated for specific cultural
groups.
The main goal of this chapter is to synthesize the existing literature to
provide an overview of a culturally specific evidence-base for ethnic minority youth with conduct problems. We hope that the information presented
here will be helpful in guiding clinician decisions for providing effective
and culturally sensitive care to their client in light of a research base that
is still in development and aid investigators in planning future studies to
expand research efforts in this area.
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RESEARCH BASE ON EBTs FOR ETHNIC MINORITY
YOUTH WITH CONDUCT PROBLEMS
Identifying EBTs for Ethnic Minority Youth with Conduct
Problems
L

We reviewed published controlled clinical trials to select examples of
evidence-based psychosocial treatments for conduct problems that
have been evaluated with ethnic minority youth. Conduct problems
were defined broadly, based on the symptoms of ODD and CD as
specified in the Diagnostic and Statistical Manual of Mental Disorders (4th ed., DSM-IV: American Psychiatric Association, 1994),
such as noncompliance, aggression, disruptive classroom behavior,
delinquent behavior, or general disruptive behavior. Similar to the
approach used by Huey and Polo (2008), we excluded interventions
involving (a) medication only, (b) reading only, (c) teaching/tutoring focus only, and (d) relocation only (e.g., moving child to a foster placement). However, different from the Huey and Polo review,
we incorporated examples of treatments intended to prevent conduct problems in at-risk youth (i.e., primary or universal prevention
programs). For this review, we prioritized treatments for conduct
problems that, based on the existing evidence, most likely met criteria for either “well-established,” “probably efficacious,” or “possibly
efficacious” treatments for at least one ethnic minority group (e.g.,
African American, Latino American, Asian American, Native American, or American Indian), using criteria outlined by Chambless
et al. (1996) (Chambless & Hollon, 1998; Chambless & Ollendick,
2001). Well-established treatments require at least two high-quality
between-group trials by different groups of investigators that show
the treatment is superior to placebo or another treatment, or equivalent to an established treatment (Chambless et al.). Probably efficacious treatments require only one high-quality trial comparing
treatment to a placebo condition or alternative treatment, or two
trials comparing the treatment to a no-treatment control (Chambless et al.). Finally, possibly efficacious treatments require at least
one study showing the treatment to be efficacious in the absence of
conflicting evidence (Chambless & Hollon, 1998).

We primarily described trials that included a substantial proportion
of at least one ethnic minority group in their sample (i.e., one of the major
racial/ethnic minority groups comprises at least 20% of the total sample).
However, due to the paucity of literature for certain minority groups (e.g.,
Native Americans, American Indians, and Asian Americans), we included a
handful of studies that utilized these cultural groups in their sample, even
if their proportion to the total sample was not substantial (i.e., less than
20%). Finally, the treatments reviewed have been evaluated with “wellconducted” trials with clear inclusion/exclusion criteria, appropriate control or comparison conditions, random assignment, reliable measures to
assess outcomes, and clearly described statistical procedures (Brestan &
Eyberg, 1998).
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Broad Typology of EBTs for Ethnic Minority Youth
with Conduct Problems
In the extant literature on treatments for youth conduct problems,
evidence regarding their applicability to minority youth can be found from
a range of approaches. Interventionists have varied in the extent to which
cultural considerations have driven the design, tailoring, or evaluation
of their treatments. To organize our review, we have broadly categorized
these approaches as follows:
1. Developing a treatment protocol to meet the needs of a specific ethnic minority group(s), and evaluating the treatment with a sample
including a large proportion of ethnic minority families. This category
encompasses the development of novel “culturally sensitive therapies” (Hall, 2001) that are built bottom-up for a particular ethnic
minority group, guided by a theoretical framework and techniques
that are grounded in the cultural and ecological context of the target group. These interventions are typically tested in clinical trials largely or solely populated by members of the specific cultural
group for which the treatment was developed.
2. Developing a treatment protocol without a particular ethnic minority group in mind, then evaluating the effects of the treatment with
a sample that includes a substantial proportion of ethnic minority
youth and their families. This sampling of minority youth and their
families may be a product of happenstance or convenience (i.e.,
access to recruitment sites heavily populated by minority youth), or
by design (i.e., specific efforts to recruit underrepresented groups
to increase the likelihood of generalizability). In the latter case,
the aim may be to examine whether an EBT established as efficacious in trials with largely Caucasian American samples is similarly
effective for different ethnic groups. In some trials, the inclusion
of significant proportions of at least two racial/ethnic groups (e.g.,
Caucasian Americans and African Americans) affords the examination of treatment by ethnicity interactions to explore potential
differential effects of care. If adequately powered, these moderation
analyses provide one way to demonstrate that a treatment shows
“ethnic invariance” vs. “ethnic disparity” (Huey & Polo, 2008).
3. Developing a treatment protocol without a particular ethnic minority
group in mind, and then examining a culturally adapted version of
the treatment protocol with a sample that includes a substantial proportion of ethnic minority youth and families. This approach takes
a well-established or probably efficacious EBT protocol, which was
originally developed and tested with largely Caucasian American
samples, and modifies it with particular cultural elements to address
the needs, values, attitudes, and beliefs of a specific cultural group.
Two types of treatment adaptations may be considered to ensure
fit with the needs of the target population, while assuring fidelity to
the original EBT protocol (Lau, 2006). The first adaptation strategy
involves contextualizing content. This may involve adding novel treatment components to target group-specific risk or protective processes,
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designed to accommodate the specific cultural factors and utilize
particular cultural strengths of the target community. The second
adaptation strategy involves enhancing engagement in effective EBT
strategies that have demonstrated low social validity in certain populations; that is, when members of a community (e.g., racial/ethnic,
or geographic region) view certain treatment strategies as irrelevant,
unhelpful, or unacceptable (Lau). Both of these interventions are
usually tested in clinical trials largely or solely composed of ethnic
minority subjects, often the specific cultural group for which the
treatment adaptations were tailored.
Each of these approaches makes an important contribution to our
knowledge of how to provide culturally responsive services to ethnic minority
youth with conduct problems. In the subsequent sections, we review examples of each of these approaches, provide a summary of the current state
of the science on treating conduct problems in ethnic minority youth, note
implications for clinical work with ethnic minority families, and offer recommendations for future cultural adaptations of EBTs for minority youth.

EBTs DEVELOPED FOR AND TESTED WITH SPECIFIC
ETHNIC MINORITY GROUPS
Overview
In this section, we describe several treatments for conduct problems that
have been developed for specific ethnic minority group(s), and then tested in
these cultural groups to evaluate the treatment’s efficacy and/or effectiveness. These treatments were usually pioneered to address the specific needs
of a particular cultural group in order to improve engagement, treatment
utilization and adherence, and treatment outcomes for the target population. Before and/or during treatment development, researchers gather information on culture-specific attitudes, values, and beliefs regarding pertinent
issues such as child development, family dynamics, development of mental health problems, and use of professional mental health treatment. In
many of these interventions, theoretical culture-specific models of developmental trajectories, family relationships, and risk or resiliency factors for
conduct problems serve as the basis for the construction of treatment strategies. Below, we offer several examples of these types of treatments utilizing
diverse modalities (e.g., family therapy, parent management training (PMT),
cognitive-behavioral therapy) in varying stages of empirical validation (e.g.,
well-established, probably efficacious; clinical trials, effectiveness studies)
for different cultural groups (e.g., African American, Latino American).

Family Therapy
The University of Miami Center for Family Studies has been designing
and implementing family-based interventions for minority families in the
Miami area for the past several decades (Muir, Schwartz, & Szapocznik, 2004).
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Their work has focused primarily on Hispanic immigrant families with
drug-using, conduct-problem adolescents. Treatments range from universal
prevention to indicated intervention, and within-family protocols as well as
ecological protocols that involve working with both family systems and related
systems outside of the family (e.g., school, living environment).
Brief Strategic Family Therapy (BSFT) (Santisteban et al., 2003) is a
family-based intervention that was developed in response to the findings of
a cross-cultural survey given to Cuban immigrants and Caucasian Americans in Miami (Szapocznik, Scopetta, Aranalde, & Kurtines, 1978). BSFT
was designed to be syntonic with predominant Cuban values, and integrated structural family therapy conditions (Minuchin, Rosman, & Baker,
1978) with strategic family therapy approaches (Haley, 1976; Szapocznik
et al.) that were specifically tailored to the needs of Cuban immigrant families with adolescents at risk for conduct problems and substance abuse.
Risk factors specific to the Cuban population that were addressed in this
approach include stress and family disruption due to immigration, acculturation, and inner-city living conditions. Additionally, BSFT draws on
particular strengths of this community, including strong extended family
networks and familial focus. The efficacy of BSFT in reducing behavior
problems and drug abuse in youth has been tested in two randomized,
controlled NIDA Stage-II studies, which are efficacy trials of promising
interventions identified in NIDA Stage-I investigations. In the first study
with 69 (80% Cuban, 20% other – mostly Colombian) Hispanic 6–12-yearold boys with behavioral problems, Szapocznik et al. (1989) found that
BSFT and psychodynamic child therapy were both superior to a recreation
control condition in reducing child behavioral and emotional problems,
but that BSFT was superior to both of the other conditions in improving observer-rated family functioning at 1-year follow-up. In a second
study, Santisteban et al. randomly assigned 126 Hispanic adolescents
(64 Cuban, 18 Nicaraguan, 12 Colombian, 8 Puerto Rican, 4 Peruvian, 2
Mexican, 19 other Hispanics) referred for disruptive behavior problems to
receive either BSFT or a group counseling (GC) program that did not enlist
family functioning as a mechanism of change. The GC condition consisted
of a participatory-learning group intervention in which adolescents were
led by a facilitator and were encouraged to discuss and solve problems
amongst themselves. This control condition did not represent an empirically validated group intervention, but was designed to represent groups
conducted in school settings, and used to control for factors common in
any therapeutic intervention targeting problem behaviors (i.e., attention,
support, drug abuse information, and problem-solving). BSFT was significantly more efficacious in reducing conduct problems, associations
with antisocial peers, and marijuana use, while simultaneously improving
observer-rated family functioning compared to the group counseling
program (Santisteban et al.).
The prevailing belief in traditional family systems work was that therapy had to be delivered to the entire family conjointly. However, given the
difficulties of engaging entire families of adolescents with conduct problems, Szapocznik, Foote, Perez-Vidal, Hervis, & Kurtines (1985) explored
whether One-Person BSFT could achieve similar beneficial outcomes to
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BSFT. One-Person BSFT utilizes the systemic concept of complementarity,
which suggests that behaviors of other family members may change in
response to changes in one family member. The efficacy of One-Person
BSFT was examined in a sample of 35 predominantly low-income Hispanic
(77% Cuban) drug-abusing adolescents who were randomized to receive
either one-person or whole-family BSFT (Szapocznik, Kurtines, Foote,
Perez-Vidal, & Hervis, 1983, 1986). Both types of BSFT showed significant improvements in conduct problems, adolescent drug use, and family
functioning. Overall, the efficacy of One-Person BSFT was not significantly
different from conjoint BSFT (Szapocznik et al.).
A family-based prevention program, Bicultural Effectiveness Training
(BET) (Szapocznik, Santisteban, Kurtines, Perez-Vidal, & Hervis, 1984)
was conceived based on observations that families of Cuban adolescents
with behavior problems were often characterized by acculturation discrepancies between parents and children, with parents tending toward an
orientation to Hispanic culture, and youth tending toward an orientation
to mainstream American culture. Sharing goals with BSFT but aiming to
achieve them through a psychoeducational prevention program for youth
at-risk for conduct problems, BET focused on reframing family conflicts
as intercultural (i.e., American vs. Hispanic) instead of intergenerational
(i.e., parent vs. adolescent) to facilitate problem-solving and collaboration
among family members. A small RCT with 31 Cuban adolescents indicated that BET was as effective as Structural Family Therapy (Szapocznik
et al., 1986) in reducing conduct problems and improving family interactions, and that BET was effective in facilitating family members’ awareness
of different cultural systems. Next, Family Effectiveness Training (FET)
(Szapocznik et al., 1989) was developed to combine the preventive and
psychoeducational focus of BET for at-risk Hispanic youth and families
with the concrete restructuring intervention techniques used in BSFT with
Hispanic preadolescents who were already evidencing significant conduct
problems. A randomized trial of 79 Hispanic families with conduct disordered adolescents aged 6–12 (76% Cuban, 24% other Hispanic groups)
comparing FET to a no-contact control, found that FET was significantly
more efficacious than the control condition in reducing children’s problem
behaviors and improving family functioning (Szapocznik et al., 1989).
To address extrafamilial risk factors and problems as well as withinfamily issues, Structural Ecosystem Therapy (SET) (Robbins, Schwartz, &
Szapocznik, 2004) was developed as an ecological extension of BSFT. In
SET, BSFT techniques are utilized in working with the family–peer, family–
school, and family–juvenile justice mesosystems. Similarly, Familias Unidas
(United Families; Coatsworth, Pantin, & Szapocznik, 2002) was developed as a prevention program that extends BET and FET concepts to
reduce risk and build resilience at multiple eco-development levels for
Hispanic adolescents at risk for conduct problems. Familias Unidas
engages Hispanic immigrant families into an empowerment process
in which they build a strong parent-support network used to increase
knowledge of culturally relevant parenting. Intervention activities proceed
from parents’ support networks, where parent groups meet with a facilitator to discuss the worlds of the child, including family, school, and peers.
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Home visits are also provided where parents enact the intervention skills
learned in session with their own adolescents in the naturalistic family setting. Within the family microsystem, activities are conducted to
encourage effective behavior management techniques and increase
parent–adolescent bonding. In the family–peer and family–school mesosystems, activities are conducted to encourage parents to manage their
youths’ peer activities and to develop collaborations with the school system. Parent-support groups are used to help connect Hispanic immigrant
parents with each other to reduce the social isolation and daily stressors
of moving to a new country with unfamiliar cultural practices (Coatsworth, Pantin, & Szapocznik, 2002). The efficacy of Familias Unidas was
evaluated in a randomized trial by Pantin et al. (2003). One hundred and
sixty-seven Hispanic adolescents in 6th and 7th grade (39% Cuban, 27%
Central American, 17% South American, 5% Puerto Ricans, 10% other
Hispanic) and their parents/families were assigned to Familias Unidas or
a no-intervention control, and results indicated that Familias Unidas
was significantly more efficacious than the control condition in increasing parental investment and decreasing adolescent behavior problems
(Pantin et al., 2003).

Multicomponent Treatment Programs
The Bridges to High School Program (Bridges/Puentes) (Gonzales,
Dumka, Deardorff, Carter, & McCray, 2004) is a universal prevention
program designed to prevent school disengagement and negative mental
health trajectories of Mexican American youth during the transition to
junior high school. The program was developed using culturally specific
empirical research with Mexican Americans to identify the most salient
predictors of mental health as target variables for change. Focus groups
and individual interviews were also used to determine intervention needs,
preferences, and barriers to participating in services for low-income families (Dumka, Gonzales, Woods, & Formoso, 1998). Intervention consisted
of group sessions and an individualized home visit (10 weeks total), and
includes an adolescent stress coping skills intervention, a parenting skills
intervention, and a family strengthening intervention. A Spanish-language
version of the intervention was also developed. The program was initially
evaluated in an uncontrolled trial of 22 families (13 assigned to a Spanishlanguage group, 9 assigned to an English-language group) with 19 Mexican
Americans, 1 African American, 1 Caucasian American, and 1 other race/
ethnicity, which examined pre- and postintervention measures of adolescent and parent functioning. Results showed that parents reported an
increase in supportive parenting and decrease in inconsistent discipline,
and fewer problem behaviors exhibited by their adolescents. In addition,
adolescents reported increased use of coping strategies and decreased
depressive symptoms. They also reported significant changes in their
mothers’ parenting skills, including increased parental monitoring and
decreased inconsistent discipline (Gonzales et al., 2004).
Currently, a field trial is in progress consisting of 480 adolescents
from inner-city schools, who have been randomly assigned to participate
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in either the Bridges/Puentes Program or a low-dose workshop condition,
with equal numbers of Spanish-dominant and English-dominant Hispanic
families assigned to participate in separate language-based programs. The
two intervention conditions were implemented for three consecutive years
beginning in 2003. The results of this clinical trial will provide information on the efficacy of the Bridges/Puentes Program compared to a workshop condition and any differential effect of the program as a function
of adolescent gender, high initial levels of symptomatology, and language
of program delivery (Information available at http://www.asu.edu/clas/
asuprc/bridges.html).

Summary
A growing number of investigators have dedicated research programs
to developing and testing treatments for conduct problems in specific
groups of ethnic minority youth, and we have highlighted several examples of these treatments in this section. Although much headway has been
made in particular for Latino American youth and their families, virtually all of the studies highlighted are in the very early stages of empirical
validation. Most of the studies appear to be at the “possibly efficacious”
stage of validation. These treatments include: (a) FET for the treatment
of conduct problems in mostly Cuban, Hispanic families; (b) BET with
Cuban families; (c) Familias Unidas in the prevention of conduct problems in mostly Cuban, Hispanic families, and (d) Bridges/Puentes in the
prevention of conduct problems in Mexican American families. Only two
treatment protocols, the one-person BSFT and the BET, meet criteria for
“probably efficacious” interventions for predominantly Cuban families
(BSFT) and Cuban families only (BET). Finally, of the studies reviewed in
this section, only one treatment protocol, the original BSFT, meets criteria for a “well-established” treatment for predominantly Cuban, Hispanic families. Although these studies were conducted in ethnic-specific
samples (e.g., predominantly Cuban American or Mexican American), it
is possible that treatment benefits may also generalize to other Latino
American populations that were included in the samples in insufficient
numbers (e.g., Colombians for BSFT, Central and South Americans for
Familias Unidas). For most of these treatments, additional RCTs need to
be conducted to establish their efficacy for treating conduct problems at
the “well-established” level for a particular cultural group (e.g., Cubans or
Mexican Americans). Further research should also evaluate the efficacy of
well-established treatment protocols with samples of families from other
countries of origin (e.g., Venezuela, Spain) that are likely to share similar cultural values to groups for which interventions have been validated
(e.g., Cuban Americans) to determine the treatments’ applicability to other
Latino American and Hispanic populations. As BSFT has demonstrated
well-established efficaciousness, next steps may include effectiveness
studies that evaluate outcomes for youth with comorbid problems in different types of community settings. These real-world studies may greatly
aid implementation and dissemination efforts of BSFT and other EBTs for
conduct problems in ethnic minority families.
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TREATMENTS DEVELOPED WITHOUT SPECIFIC CULTURAL
CONSIDERATIONS, THEN TESTED UNADAPTED WITH ETHNIC
MINORITY FAMILIES
Overview
In this section, we describe treatments for conduct problems that
were pioneered without a specific ethnic minority group in mind, but were
developed to assist individuals with a specific constellation of risk factors
or clinical problems (e.g., inner-city, low-income juvenile delinquent adolescents). Similar to treatments described in the previous section, these
treatments have also been grounded in strong theoretical models of development and psychopathology, although they may not be culturally specific. Although these treatments did not address cultural issues relative to
ethnic minorities as a main aim in the development phase, they were subsequently evaluated in efficacy and/or effectiveness studies that included
a large proportion of ethnic minority families. In a few of these studies,
treatment by ethnicity interactions were examined for two or more racial/
ethnic groups (e.g., African American vs. Caucasian American) in order to
directly compare whether treatment outcomes differed between different
cultural groups. Next, we provide an overview of interventions that are
most likely efficacious for particular cultural groups, as these groups have
been represented in substantial numbers in RCTs that achieved positive
outcomes. These types of treatments utilize various modalities (e.g., family therapy, PMT, cognitive-behavioral therapy) and are in varying stages
of empirical validation (e.g., well-established, probably efficacious; clinical trials, effectiveness studies) for different cultural groups (e.g., African
American, Latino American).

Multisystemic Therapy (See Also Chap. 11)
Multisystemic Therapy (MST) (Henggeler, Melton, & Smith, 1992) is
a family-based, individualized intervention that draws on a systems and
social-ecological framework to intervene with adolescents with severe
conduct problems. MST therapists are trained in diverse evidence-based
strategies (e.g., behavioral parent training, contingency contracting) and
work intensively (sometimes on a daily basis) with families in their natural
environment (e.g., home, school) for a relatively short period of time (3–6
months). Their work is guided by treatment principles that (a) emphasize
the relation between behavior problems and their broader systemic context; (b) utilize systematic strengths, to promote responsible family behavior;
(c) use present and action-oriented interventions to target behaviors that
maintain the problem; and (d) promote developmentally appropriate strategies that involve family participation.
MST may be the only efficacious treatment for African American
chronic and violent juvenile offenders, as evidenced by outcomes from
four RCTs (Borduin et al., 1995; Henggeler et al., 1992; Henggeler, Melton,
Brondino, Scherer, & Hanley, 1997; Henggeler, Clingempeel, Brondino,
& Pickrel, 2002). Each of these studies included a significant proportion
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of African American youth and families in the study samples (e.g., 56%
of 96 participants were African American in Henggeler et al.; 30% of 200
participants in Borduin et al.; 81% of 155 participants in Henggeler et al.;
and 50% of 118 in Henggeler et al). Compared to usual community services, MST resulted in greater reductions in criminal offending, re-arrests,
and time incarcerated (Henggeler et al., 1992; Henggeler, Melton, Brondino, Scherer, & Hanley, 1997; Henggeler, Clingempeel, Brondino, & Pickrel, 2002). In the longest follow-up study to date of a MST clinical trial
(Borduin et al.), results showed that MST participants had significantly
lower recidivism rates (50% for MST participants vs. 81% for individual
therapy participants) 13.7 years post clinical trial (Schaeffer & Borduin,
2005). Further, MST participants had 54% fewer arrests and 57% fewer
days of confinement in adult detention facilities than individual therapy
participants (Schaeffer & Borduin, 2005).
Several studies have extended the application of MST to other disruptive, externalizing problems in community samples. Henggeler et al.
(1999) examined the effectiveness of home-based MST as an inpatient hospitalization alternative for youth in serious psychiatric crises. One hundred and sixteen youth approved for emergency psychiatric hospitalization
was assigned to either home-based MST or inpatient hospitalization. This
sample consisted of 64% African American, 34% Caucasian American,
1% Asian American, and 1% Hispanic American youth. Results showed
that MST was more effective than emergency hospitalization in decreasing
youth externalizing symptoms, improving family functioning, and improving school attendance. On a related note, (Huey et al., 2004) examined the
effectiveness of MST in reducing attempted suicide among predominantly
African American youths (65% of 156 participants) referred for emergency
psychiatric hospitalization. Results showed that MST was significantly
more effective than hospitalization at decreasing rates of attempted suicide
at 1-year follow-up, and the rate of symptom reduction over time was also
greater for youth receiving MST. MST effectiveness was also examined in
an ethnically diverse sample of 118 juvenile offenders (50% African American, 47% Caucasian American, 1% Asian American, 1% Latino American,
1% Native American) who met DSM-III-R criteria for substance abuse or
dependence. Participants were randomly assigned to MST or usual community services, and outcomes showed that MST reduced alcohol, marijuana, and other drug use at posttreatment, and reduced total days in
out-of-home placements by 50% at 6-month follow-up (Henggeler, Pickrel,
& Brondino, 1999).
Recently, the first RCT of MST with juvenile offenders in the USA conducted without direct oversight by the treatment developers was completed
by (Timmons-Mitchell, Bender, Kishna, & Mitchell 2006). Ninety-three
youth (77.5% Caucasian American, 15.5% African American, 4.2% Latino
American, 2.8% Biracial) were randomly assigned to MST or treatment
as usual (TAU) conditions. Results showed that recidivism at 18-month
follow-up was reduced for MST participants compared to TAU participants
(66.7% and 86.7%, respectively); however, lower effect sizes were reported
compared to previous effectiveness and efficacy trials that included oversight by the treatment developers. These results indicate that strategies
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to improve real-world implementation and outcomes of MST for culturally
diverse families should be investigated.
Race/ethnicity was examined as a moderator in four efficacy and
effectiveness studies of MST, and race/ethnicity was not found to moderate treatment effects in any of these studies for the included groups. These
included: (a) an investigation that examined the efficacy of MST on juvenile offenders (56% African Americans, 42% Caucasian Americans, 2%
Latino American; Henggler, Melton, & Smith, 1992); and (b) a long-term
follow-up of the sample 13.7 years posttreatment (76% Caucasian Americans, 22% African Americans, 1% Asian American, 1% Latino American;
Schaeffer & Borduin, 2005); (c) an efficacy study investigating MST for
attempted suicides (65% African Americans, 33% Caucasian Americans,
2 % Latino American; Huey et al., 2004); and (d) an effectiveness study
examining MST for substance-abusing and dependent delinquents (50%
African Americans, 47% Caucasian Americans, 1% Asian American, 1%
Native American; Henggeler et al., 1999). In all of these studies, outcomes
were similar across the various groups. However, it should be noted that
some of these studies included some racial/ethnic groups in small proportions to the general sample and relatively few participants in each cell.
Thus, any conclusions about race/ethnicity as a moderator of MST effectiveness should be considered tentative.

Parent Management Training (PMT; See Also
Chaps. 5, 6, 8, and 16)
PMT focuses on teaching parents behavioral strategies to reduce behavioral problems such as aggression, defiance, temper tantrums, noncompliance, and property destruction. PMT uses didactic instruction, modeling,
role playing, and home practice to teach parenting skills in problem-solving,
monitoring, discipline, and positive encouragement, and is considered
one of the most efficacious outpatient treatments for childhood conduct
problems (Miranda et al., 2005). Various versions of PMT programs have
been designed to prevent or reduce the incidence of conduct problems and
related problem behaviors, delinquency, early substance use, and association with deviant peers (Miranda et al. 2005).
The Incredible Years (IY) Parent Program is an empirically validated
program used successfully for children with conduct problems (Taylor
& Biglan, 1998; Webster-Stratton, Hollinsworth, & Kolpacoff, 1989;
Webster-Stratton & Hammond, 1997) and as a school-based prevention
program for low-income, ethnically diverse (N = 426, 17% African American, 6% Hispanic, 4% Asian American, 4% Native American, and 6%
Multiracial) families enrolled in Head Start (Webster-Stratton, 1998). The
Head Start is a national program that provides grants to local public and
private nonprofit and for-profit agencies to provide comprehensive child
development services to economically disadvantaged children and families. The program has a special focus on helping preschoolers develop the
early reading and math skills they need to be successful in school and promotes school readiness by enhancing the social and cognitive development
of children through the provision of educational, health, nutritional, and
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social services (USDHHS, 2009). This study is unusual in that it contained
two of the most understudied racial/ethnic groups in the research base,
Asian Americans and Native Americans. The program focuses on teaching parenting competencies, fostering parents’ involvement with school,
decreasing children’s problem behaviors, and improving children’s social
and academic competencies. It is delivered in a group-format by a trained
leader who facilitates discussion among parents, educates through videotaped vignettes, promotes collaborative skills, and encourages individualization by allowing group members to select their own goals and examples
(Reid, Webster-Stratton, & Beauchaine, 2001). Incredible Years children
were observed to exhibit significantly higher social competence, fewer conduct problems, less noncompliance, and less negative affect than control children. In addition, teachers reported that IY mothers were more
involved in their children’s education (Webster-Stratton, 1998).
Incredible Years Program Response was compared among a low-income
sample of African American, Asian American, Caucasian Americans, and
Hispanic mothers whose children were enrolled in Head Start (Reid et al.,
2001). This study was unusual in that it included sufficient numbers of
four ethnic groups (370 Caucasian American, 120 African American, 71
Latino American, and 73 Asian American mothers). Head Start centers
were randomly assigned to IY groups or a control condition (Head Start
program without IY). Posttreatment, IY mothers were observed to be more
positive, less critical, more competent, and more consistent in their parenting than control mothers. Children of IY parents were observed to exhibit
fewer behavior problems than control children. At 1-year follow-up, 52%
of IY children exhibited a 30% increase in positive affect from baseline,
whereas only 37% of control children exhibited this difference. Differences
in treatment response across ethnic groups were few (only 3 of 51 effects
examined), and did not exceed the number expected by chance and was
thus not further interpreted by the authors. Also noteworthy, parents from
all study groups reported high satisfaction levels following the parenting
program, and minority parents were as likely as Caucasian American parents to continue attending groups and complete research assessments,
which suggests that IY is accepted by and effective with low-income, ethnically diverse families. However, there was statistically significant differential enrollment for minorities vs. Caucasian American families (28% and 17%
chose not to enroll in the program, respectively), suggesting that initial
recruitment to the treatment program may be more difficult in minority
families (Reid et al., 2001), similar to findings from other literature on
recruitment (Harachi, Catalano, & Hawkins, 1997).

Cognitive Behavioral Therapy and Skills Training
(See Also Chap. 9)
Some support has been found for the use of Cognitive Behavioral Therapy
(CBT) interventions aimed at reducing anger, aggression, and antisocial
behavior in youth. Larkin and Thyer (1999) evaluated the effectiveness
of a Cognitive-Behavioral Group Counseling Program provided to 52 ethnically diverse (32% African Americans, 19% Caucasian Americans, 5%
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Asian American, 2% Latino American, 2% Multiracial) behaviorally disruptive elementary school children.
The program consisted of several CBT approaches that have been
previously shown to be useful in treating behavioral problems in young
children, including problem-solving strategies, self-instruction, modeling,
role play, social skills training, and covert imagery. The group intervention provided an arena for providing positive support, peer assistance, and
group approval to students who aim to change problematic behaviors into
prosocial ones (Semrud-Clikeman, 1995). Compared to youth assigned to
a delayed treatment (DT) condition, youth in the immediate group (IT) condition showed significant improvements in perceived self-control and selfesteem, and these gains were maintained at 5 month follow-up. Youth in
the DT condition received the same treatment 3 months after the IT group,
and after the program was completed, the DT group reported improvements similar to those obtained by the IT group (Larkin & Thyer, 1999).
Three studies examined social-cognitive interventions specifically with
African American adolescents. (Lochman, Coie, Underwood, & Terry 1993)
evaluated the efficacy of a Social Relations Intervention Program for aggressive, rejected children, whom often exhibit social-cognitive difficulties that
may be particularly suited to CBT intervention. The training program consisted of four components: (a) social problem-solving, (b) positive play training, (c) group skill training; and (d) dealing effectively with strong negative
feelings. These components were based on prior successful skills training
programs, and were designed to change rejected children’s low peer acceptance (Lochman et al.). A sample of 52 African American aggressive, rejected
and nonaggressive, rejected children was randomly assigned to the intervention or control condition. Results revealed that at both posttreatment
and 1-year follow-up, the social relations intervention was effective, but only
for the aggressive, rejected children (evidenced by significant reduction in
aggression and social rejection, and improvement in peer prosocial behavior)
and not the nonaggressive, rejected children. These findings are important
because the aggressive, rejected group of children were at the greatest risk
for negative adolescent outcomes such as conduct problems and drug use.
Hudley and Graham (1993) investigated an Attributional Intervention
designed to reduce aggressive males’ tendency to attribute hostile interventions to peers following ambiguously caused peer provocations. The
authors became interested in examining treatments for aggressive minority youth because findings suggest that aggressive minority youth made
more attributions of biased intent on the part of a hypothetical peer provocateur, they reported more anger, and were more likely to endorse aggressive behavior than a comparable group of nonaggressive children. The
intervention consisted of a 12-session cognitive intervention designed specifically for this study, with a primary goal of training aggressive boys not
to infer hostile intent in negative social encounters of ambiguous causes.
One hundred and one African American boys (aggressive and nonaggressive) were randomly assigned to the attributional intervention, an attention training program (to control for possible effects of participating in a
special program), or an assessment-only control. Results suggested that
participants in the attributional intervention were less likely to presume
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hostile intent by peers of ambiguous provocation, less likely to endorse
hostile retaliation, and less likely to engage in verbally hostile behaviors
posttreatment. Also, boys in the attribution treatment group were rated as
less aggressive by their teachers posttreatment (Hudley & Graham).
Huey and Rank (1984) examined the effects of Group Assertiveness
Training in 48 African American male adolescents who were selected for
their aggressive classroom behavior. The assertiveness training focused on
teaching appropriate alternative responses in conflictual situations using
concepts from the Verbal Response Model of Assertiveness (Winship & Kelley,
1976). Boys were randomly assigned to assertive training groups, discussion groups which utilized a reflective approach, and a no-treatment
control group. Results indicate that participants in the assertive training
groups exhibited significantly less aggressive behavior compared to the
two other groups posttreatment, establishing the treatment as possibly
efficacious (Huey & Rank).
Barrera et al. (2002) examined the efficacy of the Schools and Homes in
Partnership (SHIP) program, a comprehensive intervention designed to reduce
conduct problems among early elementary school children. The program
draws from research on social behavior interventions (Taylor, Eddy, & Biglan,
1999) to modify children’s cognitions and social behaviors associated with
aggression. In addition, the SHIP program includes parent training (McNeil,
Eyberg, Eisenstadt, Newcomb, & Funderburk, McNeil, Eyberg, Eisenstadt,
Newcomb, & Funderburk, 1991; Taylor & Biglan, 1998) to improve parenting
effectiveness, and academic instruction (Francis, Shaywitz, Stuebing, Shaywitz, & Fletcher, 1996; Kellam, Mayer, Rebok, & Hawkins, 1998) to ensure academic success of children through effective teaching techniques. The authors
noted the importance of determining the validity of interventions for different
cultural groups and included a significant number of Latino American (study
sample consisted of 168 Latino American and 116 Caucasian American families), for which a subsample of parents were primarily Spanish-speaking. To
deliver the intervention to Latino American families, the authors adapted the
standard treatment by creating Spanish-language intervention materials,
translating measures into Spanish, and training bilingual-bicultural staff.
Families were randomly assigned to SHIP or an assessment-only control. At
1-year follow-up, SHIP participants showed improvements on observed negative social behavior and parent-reported antisocial behavior. Overall, SHIP
was equally successful in decreasing conduct problems for Latino American
and Caucasian American children. Although the protocol itself was not significantly adapted for the Latino American participants, it should be noted
that the researchers did attend to the needs of the Spanish-speaking participants by creating Spanish-language treatment materials, and training
bilingual-bicultural staff. Thus, this study took substantial steps toward
strengthening cultural responsiveness of the intervention.

Multicomponent Treatments
Kazdin, Siegel, and Bass (1992) also examined multicomponent interventions by evaluating the effects of Problem-Solving Skills Training (PSST)
alone, Parent Management Training (PMT) alone, and PSST and PMT combined
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in a randomized trial with 97 African American (31% of sample) and
Caucasian American (69% of sample) children referred for severe antisocial behavior. PSST is a research-based treatment that combines cognitive
and behavioral techniques to teach problem-solving skills (e.g., generating
alternative solutions, and teaching means-end thinking) to manage interpersonal conflicts. Within the PSST sessions, practice, modeling, role playing, corrective feedback, and reinforcement strategies were used to develop
problem-solving skills. The PMT program used in this investigation drew
on procedures described by (Patterson, Reid, Jones, & Conger 1975) and
Fleishman and Conger (1978). PMT sessions included teaching positive
reinforcement, shaping, negotiating and contracting, providing time out,
and appropriate reprimands. Didactic instruction, modeling, and role play
were used to develop specific skills. Children and families were randomly
assigned to 1 of 3 conditions: PSST, PMT, or a combination of the two
interventions. Results showed that while all three conditions evidenced
significant improvements in overall child dysfunction, prosocial behaviors,
and aggressive, antisocial, and delinquent behaviors, the PSST and PMT
combined condition led to more significant changes in antisocial behavior,
delinquency, and symptoms of parent dysfunction than either treatment
alone. Further, the combined condition also placed a greater proportion
of youth within the range of nonclinical levels of functioning by the end of
treatment (Kazdin et al., 1992), demonstrating the utility of this multicomponent intervention over the separate evidence-based protocols.
Coping Power (see Chap. 9) is a multicomponent prevention program
designed to prevent adolescent substance use, a clinical problem that commonly co-occurs with CD and delinquency. The Coping Power program
consists of a child component (Lochman, Lenhart, & Wells, 1996) which
was derived from an earlier Anger Coping Program (Lochman et al., 1987)
focused on teaching skills in contingency reinforcement, generating alternative solutions, problem-solving, planning, and coping with anxiety and
anger arousal. Coping Power also consists of a parent component (Wells,
Lenhart, & Lochman, 1996) largely drawn from social learning theorybased parenting programs developed by researchers in the field of child
aggression (e.g., Patterson et al., 1975), and focused on teaching skills for
identifying prosocial and disruptive child behaviors, rewarding appropriate
behaviors, giving effective instructions and setting rules and expectations, and applying effective consequences. In an initial efficacy study of
the Coping Power program, Lochman & Wells (2002a) randomly assigned
193 aggressive boys (60% African American, 40% Caucasian American) to
one of three conditions: (a) cognitive-behavioral Coping Power child component, (b) combined Coping Power child and behavioral parent training
components, and (c) no-treatment control. Results indicated that Coping
Power had positive effects on boys’ social informational processing (e.g.,
attributions), temperament, and their perceptions of parents’ consistency in parenting. One-year follow-up revealed that the two intervention
cells produced reductions in youth’s self-reported delinquent behavior, in
parent-reported alcohol and marijuana use by youth, and improvements
in teacher-rated functioning at school compared to the control condition.
Further, results indicated that intervention effects on lower rates of parent-rated
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substance use in youth and youth delinquent behavior were most apparent
for youth and parents who received the full Coping Power program with
both child and parent components (Lochman & Wells, 2002a).
More recently, the full Coping Power program was offered within both
a broader universal intervention (named Coping with the Middle School
Transition Program) designed to impact a community population as well as
within an indicated intervention (Coping Power) that provides more intensive programming to higher risk groups who already show some symptoms
(e.g., high aggression) that predict later disorder (substance use, conduct
disorder). In Lochman and Well’s (2002b) study, 245 children identified as
being aggressive and/or disruptive were randomly assigned to 1 of 4 cells:
the Coping Power indicated intervention, the universal intervention, the
combined Coping Power plus universal intervention, or a no-treatment control condition. The sample was predominantly African American and Caucasian American, and the distribution of African American children across
cells was similar (Coping Power + universal = 75%, Coping Power only = 78%,
Universal only = 78%, Control = 81%). Results showed that all three intervention cells demonstrated lower rates of substance use at posttreatment than did the control cell, and evidenced significant improvements in
social competence, self-regulation, and parenting. Social competence and
social behavior were especially improved for participants in the combined treatment condition.
The long-term effectiveness of the Coping Power program in preventing substance use, delinquency, and school-based aggressive behavior
outcomes for at-risk children was examined at 1-year follow-up (Lochman
& Wells, 2003). Results indicate that prior findings of posttreatment
improvement for this sample (Lochman and Wells, 2002b) has led to preventive effects on delinquency and substance use at 1-year follow-up, and
moderation analyses demonstrated that Coping Power had equally positive
effects on African American and Caucasian American children. In addition,
the program had equally positive effects on children who came from high
crime neighborhoods where a disproportionate number of ethnic minority
families reside, or children who came from nonproblematic neighborhoods
(Lochman & Wells, 2003).
The Fast Track Project (Conduct Problems Prevention Research Group
(CPPRG), 1992, see Chap. 16) is a universal prevention program based
on developmental theory and longitudinal research suggesting that persistent and serious antisocial behavior develops from child, family, and
community risk factors that interact across the period of time from early
childhood through adolescence. The prevention program includes components that address classroom/school risk factors including youth cognitive-behavioral training and social skills building (Bierman, Greenber, &
CPPRG, 1996), family risk factors such as problematic parent–school communications (McMahon, Slough, & CPPRG, 1996), and extends from first
grade through 10th grade for youth, with heavier program elements in the
first 2 years of elementary school and at the transition to middle school.
The program posits that improvements in child competencies, parenting
effectiveness, school context, and home–school communication will help to
reduce the development of conduct problems for youth (CPPRG, 2002b, c).
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A randomized trial was conducted with a predominantly African American
and Caucasian American sample (N = 891, 51% African American, 47%
Caucasian American, 2% other) in 1st grade which compared a multiyear Fast Track Program to a no-intervention control condition. At 3-years
posttreatment, teachers reported significantly lower rates of child aggressive, disruptive, and disobedient behaviors for Fast Track participants,
with 37% of intervention children rated as being free of serious conduct
problems compared with 27% of control children (CPPRG, 2002a).

Summary
Several treatments, although originally pioneered without specific cultural groups in mind, have been demonstrated to reduce conduct problems
and produce other positive long-term outcomes for ethnic minority youth.
Compared to treatments described in the first section, more of these treatments have surpassed the “possibly efficacious” classification to meet the
more rigorous criteria for “probably efficacious” interventions, and thus are
at somewhat more advanced stages of empirical validation. In the group
of treatments described in this section, four protocols appear to meet criteria for “possibly efficacious”: (a) Cognitive-Behavioral Group therapy for
African Americans and Latino American, (b) Social Relations Intervention
for African Americans, (c) SHIP Intervention Program for Latino American,
and (d) Fast Track Prevention Program for African Americans. Further
research with larger samples of these cultural groups should be conducted
to confirm these results.
Encouragingly, five of the treatments described in this section appear
to meet the more rigorous criteria for “probably efficacious” interventions.
These include parent management-based protocols (IY for African Americans,
Latino American, and Asian American), two cognitive-behavioral-based
protocols (Attributional Treatment and Group Assertiveness Training
for African Americans), and two multicomponent treatments (the Coping
Power Program and Combined PSST + PMT for African Americans). Finally,
only one treatment reviewed in this section warrants the “well-established”
classification and has been evaluated for effectiveness in community settings:
MST for African Americans.
The interventions in this category have already been empirically validated for children with conduct problems, albeit in predominantly Caucasian American samples. Although the majority of treatments described in
this section will require additional RCTs to classify as “well-established”
treatments for particular ethnic minority groups, results thus far are very
promising and provide evidence that these protocols can indeed achieve
positive outcomes for ethnic minority individuals. Importantly, none of these
treatments have been found to be harmful for ethnic minority groups, and
in the absence of conflicting evidence, this may suggest that they are safe
to use in treating disruptive problems in various cultural populations. As
MST has already reached the highest level of empirical validation for African
Americans, next steps may be to test this effective intervention in large proportions of other cultural groups that may share a similar constellation of
risk factors as inner-city African American youth. Preliminary evidence from
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studies with MST and IY suggest that implementation of these protocols in
real-world settings may be met with specific challenges such as reduction
in the magnitude of treatment effects (Timmons-Mitchell et al., 2006) and
engagement of minority families in initial enrollment (Reid et al., 2001).
Thus, real-world effectiveness trials will become increasingly important as
researchers and clinicians prepare for the implementation and widespread
dissemination of these EBTs into community clinics.

TREATMENTS DEVELOPED WITHOUT SPECIFIC CULTURAL
CONSIDERATIONS, THEN CULTURALLY ADAPTED AND
TESTED WITH ETHNIC MINORITY FAMILIES
Overview
Miranda et al. (2005) stated that many EBTs tested with minority youth
appear to be effective even without significant structural adaptation, and
several of the treatments we have outlined in the previous section seem
to support this view. The EBTs described signify the possibility that some
EBTs originally developed without specific cultural considerations may be
ready for use with some ethnic groups in their original unadapted form.
However, most studies to date cannot answer the question of whether
standard, unadapted treatments achieve a similar magnitude of effects in ethnic minority groups as they do in Caucasian American samples. Only a small
handful of studies have tackled the question of whether race/ethnicity
moderates treatment outcomes, and of these studies, ethnic minority
participants are usually present in small proportions to the total sample,
presenting challenges to reaching definitive conclusions about ethnic disparity or equivalence. Some multicultural health scholars theorize that
ethnic disparity for some EBTs are very likely, especially when cultural
considerations are not addressed (de Anda, 1997). Moreover, these investigators maintain that culture-responsive treatments do offer unique benefits to ethnic minority populations (Bernal et al., 1995; Sue & Zane, 1987;
Tharp, 1991), and that EBTs not specifically designed for particular ethnic
minority populations may suffer from lower enrollment, higher dropout
of immigrant and minority parents (Holden, LaVigne & Cameron, 1990;
Kazdin & Whitley, 2003), poor engagement, client discomfort, and subsequent treatment failure (Huey & Polo, 2008). Indeed, Reid et al. (2001) found
that initial enrollment was significantly lower for ethnic minority families
compared to Caucasian American families in a study of the IY program.
In response to these concerns, some clinical researchers have recently
taken existing EBTs and culturally tailored these protocols to increase their
appeal and fit for diverse cultural groups. Unlike the first category of treatments described in this review in which novel treatments are built bottomup for a particular cultural group, this approach starts from an existing
empirically validated treatment manual that was tested in predominantly
Caucasian American samples and developed without culture-specific considerations, and builds on its core components by adding culture-specific
elements and enhancements for a particular ethnic group.
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Researchers that have adopted a cultural modification approach have
drawn on the qualitative and quantitative research available on ethnic
minority mental health and culture, as well as input from cultural stakeholders, to develop culturally adapted versions of EBTs which are then
tested with ethnic minority families. Two types of adaptation approaches,
contextualizing content and/or enhancing engagement, are typically used
to ensure the adapted intervention accommodates the distinctive cultural
factors present in the target community (Lau, 2006). The aim of these culturally adapted EBTs has generally been to increase acceptability to ethnic
minority families, and to focus on presentation of therapeutic techniques
to increase cultural relevance and engagement, rather than altering the
core components of the EBTs. The small but gradually accumulating body
of evidence suggests that culturally adapted EBTs also hold great promise
in the treatment of conduct problems in ethnic minority youth. Below, we
describe a few of these approaches.

Family Therapy
The Strengthening Families Program (SFP) (Kumpfer, Alvarado, Whiteside,
& Tait, 2005) is a multicomponent, 14 session family-skills intervention
developed in 1982 on a NIDA grant. The program has three components:
parent, child, and family-skills training courses. SFP has been found to
be effective in reducing substance use and other problem behavior (Spoth,
Redmond, & Shin, 2001), but was not necessarily developed with a particular cultural group in mind. Subsequently, the Strong African American
Families Program (SAAF) (Brody et al., 2004), a preventive intervention for
rural African American mothers and their preadolescents, was adapted
from the original SFP. SAAF was adapted from SFP using focus group
data from rural African American parents, longitudinal, developmental research with rural African American families (Brody, Murry, Jim, &
Brown, 2002), as well as Gibbon and Gerrard’s cognitive model of adolescent health risk behavior (Gibbons & Gerrard, 1997; Gibbons, Gerrard, &
Lane, 2003), which has been evaluated with rural African American families. This program specifically identified family-based protective processes
for alcohol use among rural African American families (e.g., Brody, Flor,
Hollett-Wright, & McCoy, 1998; Brody et al., 2004, 2006), and is grounded
in previous family centered and universal prevention models (e.g., Bank,
Patterson, & Reid, 1987; Dishion & Kavanaugh, 2000). Brody et al. (2006)
describe these protective processes as “regulated-communicative” parenting, which includes limit setting, monitoring, racial socialization, clear
expectations about alcohol use, and inductive discipline.
Although this prevention program was developed to specifically target alcohol use, the parenting processes targeted are also implicated in
the prevention of conduct problems. Thus, to examine the efficacy of SAAF
in the prevention of conduct problems, a randomized trial with 667 African American 11-year olds and their primary caregivers was conducted.
Families were randomly assigned to receive SAAF or to a control condition.
Results showed that youth receiving SAAF had significantly reduced rates
of both alcohol use and conduct problems compared with control youth

476

JUDY K. HO et al.

(who were mailed informational pamphlets regarding early adolescent
development) over a 29-month period (Brody, Kogan, Chen, & Murry,
2008), demonstrating that SAAF is possibly efficacious in preventing
conduct problems.

Parent Management Training
The Nuestras Familias intervention (Our Families; Martinez & Eddy,
2005) is a parent management-based protocol grounded in a conceptual
framework that integrates two related theories of development; social interaction learning theory (Reid, Patterson, & Snyder, 2002) and ecodevelopmental theory (Szapocznik & Coatsworth, 1999), then further informed
by recent studies on the acculturation process in Latino American families. The program was designed to impact parenting practices and family
environmental variables through the development of a number of parenting skills (e.g., encouragement, monitoring, discipline, problem-solving)
that exert direct effects on youth conduct related problems. The efficacy
of Nuestras Familias was examined in a sample of 73 Spanish-speaking
Latino American (90% ancestry from Mexico, 10% ancestry from Peru or
Central American countries) parents with middle-school-aged youth at
risk for problem behaviors (Martinez & Eddy, 2005). Families were randomly assigned to Nuestras Familias or a control (no-intervention) condition, and results posttreatment showed that Nuestras Familias produced
benefits in parenting outcomes (general parenting, skills encouragement,
and overall effective parenting skills) and youth outcomes (aggression,
externalizing problems, likelihood of smoking and use of alcohol, marijuana, and other drugs). However, interaction analyses by youth nativity
status showed that the intervention was more effective for parents of US
born youth than for parents of foreign-born youth. Authors noted that
future interventions should be developed to address the unique contexts
of immigrant families.

Parent–Child Interaction Therapy (PCIT) (See Also Chap. 5)
PCIT (Eyberg & Robinson, 1982) is an empirically supported behavioral parenting skills program for treating young children with disruptive
behavior based on Baumrind’s (1966) developmental theory. Parent–Child
Interaction Therapy teaches authoritative parenting – a combination of
nurturance, good communication and firm control. Authoritative parenting
style has been linked to fewer child behavior problems in multiple studies
(Linver, Brooks-Gunn, & Kohen, 2002) including ethnic minority children
(Querido, Warner, & Eyberg, 2002). Parent–Child Interaction Therapy is
delivered in two phases of treatment: (a) Child-directed Interaction (CDI),
in which parents learn skills to strengthen the parent–child bond, increase
child prosocial behavior, and decrease negative child behavior; (b) Parentdirected Interaction (PDI), in which parents learn additional skills to reduce
child noncompliance and other negative behaviors. The efficacy of PCIT
has been established in studies with predominantly Caucasian American
samples demonstrating its superiority to wait-list control (Nixon, Sweeny,
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Erickson, & Touyz, 2003) and to parent group didactic training (Eyberg
& Matarazzo, 1980).
The need for studies that directly evaluate the incremental value of
cultural adaptations led to the development of Guiando a Ninos Activos
(Guiding Active Children; GANA; McCabe, Yeh, Garland, Lau, & Chavez,
2005), a culturally adapted version of PCIT for Mexican Americans. The
purpose of the study was to combine data from quantitative and qualitative studies to inform the development of a culturally modified version
of PCIT, with the ultimate goal of developing a methodology that could
be transferable to the adaptation of other treatment approaches and for
other cultural groups. A critical step in the development of this program
was a randomized trial comparing the culturally modified version (GANA)
to standard PCIT and Treatment as Usual (TAU) to evaluate the unique
contribution of the cultural modifications.

An Approach to Cultural Modification
Because the empirical literature provides limited guidance on how to
adapt treatments for ethnic minority families, McCabe et al. (2005) developed a modification process that included gathering information regarding potential cultural adaptations to PCIT from the clinical literature, the
empirical literature, expert opinion, and qualitative data collected from
Mexican American parents and therapists. Next, the treatment developers
used this information to arrive at a set of proposed modifications to PCIT.
Finally, the proposed modifications were reviewed by a group of researchers with expertise in the adaptation of mental health treatments, a panel of
Mexican American therapists that work clinically with Mexican American
families, and Dr. Sheila Eyberg, the creator of PCIT. Final decisions were
made about the acceptability of the full package of proposed modifications
both from a practical and theoretical perspective.

The GANA Program
The resulting GANA program adopts a public health approach to mental health problems (Bruce, Smith, Miranda, Hoagwood, & Wells, 2002;
USDHHS, 2001), in which the program provider plays an active role in
engaging families in the program, addressing barriers to participation,
and preventing treatment dropout. In addition, the GANA program recognizes that Mexican Americans are heterogeneous, such that adaptations
that might enhance the program for one family would actually decrease
to fit for another. To ensure that parenting experts are able to tailor the
GANA program to the needs of individual families, a detailed assessment
of a number of culturally influenced concepts that may have an important effect on how parents respond to the program is conducted in the
first session. For example, parents are asked to provide information on
their conceptualization of their child’s problems, beliefs about the causes
of their child’s problems, the role of extended family members in raising the child, beliefs about discipline, attitudes and expectations for the
program, and use of alternative treatments (a complete list can be found
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in McCabe et al., 2005). These concepts are referenced throughout treatment so that the program can be presented in ways congruent with the
parents’ belief system about the causes of their children’s problems and
the types of intervention that they believe will be helpful. In addition, some
constructs are assessed continuously throughout treatment because they
may change, such as the degree to which an extended family member is
supportive or unsupportive of the child’s participation in the program, so
that the therapist will be able to address changes as they occur and before
a family drops out. Other adaptations to the program include: (a) framing the program as an educational/skill-building intervention to reduce
the stigma associated with seeking “mental health services,” (b) showing
families two 15-min videotape presentations that describe the phases of
the program and show examples of families in PCIT sessions (Zebell &
Urquiza, 2002a, b) before treatment to reduce unrealistic expectations
that have been found to predict treatment dropout for Mexican American
families (McCabe, 2002), (c) increasing therapist training about Mexican
American culture, (d) giving GANA therapists extra time during each session to focus on rapport building and training in establishing rapport with
Mexican Americans, (e) eliciting complaints during each session to ensure
that respect for authority does not prevent the parent from voicing complaints that, left unaddressed, might lead to treatment dropout, (f) translating and simplifying written handouts used in each session of PCIT-as
well as including pictures of Mexican American families engaged in PCIT so
that parents could more readily identify with the examples, and (g) implementing a comprehensive engagement protocol based on (McKay, Stoewe,
McCadam, & Gonzalez 1998) approach that explicitly targets mothers,
fathers, and grandparents.
Finally, a RCT was conducted in which 50 Mexican American families whose 3–7-year-old child suffered from clinically significant behavior
problems were randomly assigned to receive either GANA, standard PCIT,
or Treatment as Usual (TAU). Ninety-three percent (N = 54) of families
completed a posttreatment assessment. All three treatment approaches
produced significant pre–post improvement in conduct problems across a
wide variety of parent-report measures. GANA produced results that were
significantly superior to TAU across a wide variety of both parent report
and observational indices; however, GANA and PCIT did not differ significantly from one another. PCIT was superior to TAU on two of the parent
report indices and almost all of the observational indices. There were no
significant differences between the three groups on treatment dropout,
and families were more satisfied with both GANA and PCIT than with TAU.
These data suggest that both PCIT and GANA are “probably efficacious”
with Mexican American youth.

Summary of Culturally Adapted/Culturally
Modified Interventions
The work of culturally adapted EBTs is just beginning, although this
approach has garnered increasing interest recently among the research
community. SAAF is possibly efficacious for African American youth with
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conduct problems, and Nuestras Familias is possibly efficacious for the
treatment of conduct problems in predominantly Mexican American,
Hispanic families. GANA, as well as the unadapted version of PCIT, are
probably efficacious for Mexican American families. The limited evidence
suggests that culturally adapted EBTs, similar to culture-specific interventions built bottom-up, may be better equipped to address issues such as
enrollment, engagement, and retention of ethnic minority families through
their focus on cultural processes in treatment development/adaptation.
However, the jury is still out on whether culturally adapted treatment programs are more effective than unadapted versions, as very few studies to
date have conducted RCTs to compare outcomes achieved by culturally
adapted EBTs to unadapted EBTs for ethnic minority families.

SUMMARY OF THE LITERATURE BASE
The research base on EBTs for ethnic minority youth with conduct
problems is still in its infancy. In contrast to a substantial number of
treatments that have been deemed well-established or probably efficacious for treating conduct problems in predominantly Caucasian American
samples, only two treatments described thus far meet the highest standard of empirically validation as “well-established” interventions for ethnic
minority populations (MST for African Americans, and BSFT for predominantly Cuban, Hispanic Americans). Also, compared to the effectiveness
research base with predominantly Caucasian American samples, almost
all of the existing studies with ethnic minorities are RCTs, and studies
investigating treatment effectiveness in community settings are necessary
to evaluate the applicability of these intervention protocols to real-world
community participants. Nevertheless, it is encouraging that several treatments described are quite promising and “possibly efficacious” for ethnic
minority youth, and a smaller handful have reached the more stringent
“probably efficacious” classification. Further, research in this area is continuing to grow, with a number of studies currently underway to examine
treatments for conduct problems in ethnic minority youth.
Although several unadapted EBTs appear to produce positive outcomes
for ethnic minority youth with conduct problems, the question of whether
treatment effects of these protocols vary as a function of ethnicity remain
largely unanswered. Very few EBT studies thus far have examined race/
ethnicity as a moderator of treatment outcomes, and of those that have,
usually very small numbers of ethnic minority participants were present
in each of the treatment or control conditions. Further, only a very limited
number of racial/ethnic comparisons have been conducted in these studies
(with the most common comparison examining differential effects for
African Americans vs. Caucasian Americans) due to small sample sizes
of particular minority groups such as Native Americans and Asian Americans. Because of these issues, no definitive conclusions about differential
treatment effects can be drawn. The very limited literature to date seems
to point toward “ethnic invariance,” suggesting that these treatments were
not more efficacious or effective for the ethnic groups examined.
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Based on the limited data available that support ethnic invariance
and scant evidence to the contrary, several investigators (Kazdin, 1993)
have argued there is little empirical support for the superiority of culturally adapted programs, which are usually time consuming and costly
to develop. Indeed, researchers intending to culturally adapt a treatment
protocol must balance a variety of considerations in developing and testing
the modified intervention. These considerations include a detailed examination of the literature to determine how outcomes achieved by ethnic
minority families compare to outcomes achieved by Caucasian American
families using the standard protocol, a thorough evaluation of findings
regarding risks and resiliency factors for the development of conduct problems in the selected cultural population, a careful analysis regarding fidelity to empirically established strategies within the standard intervention,
and the design of a rigorous methodology for testing the efficacy of the
adapted intervention. As one may have surmised, the development of a
culturally adapted EBT is no small task.
However, as discussed earlier, there are researchers who argue that
cultural adaptations are necessary and worthwhile in certain circumstances. For example, concerns are growing about the fit of unadapted
PMT and other parent-focused treatments for ethnically diverse families of
youth with conduct problems (Forehand & Kotchick, 2002). Ethnic minority families may not readily accept the parenting strategies taught in PMT,
as there are wide variations in parenting practice and family values across
cultural groups (Lau, 2006). This can greatly affect parents’ receptivity to
and level of comfort with the intervention, the therapeutic process (e.g.,
engagement and fidelity), and subsequent outcomes in real-world, community settings, for which very little is known due to the paucity of PMT
effectiveness studies with different cultural groups. Proponents of cultural
adaptation of PMTs and other EBTs offer preliminary evidence which suggests that culturally adapted versions of PMT that address culture-specific
issues result in significant improvement in enrollment and retention of
African American, Latino American, Asian/Pacific Islander American, and
American Indian families (Kumpfer, Alvarado, Smith, & Bellamy, 2002).

TO ADAPT OR NOT TO ADAPT: THAT IS THE QUESTION
Faced with these conflicting schools of thought and limited substantiation for either argument, how does one answer the question: To adapt
or not to adapt?
A useful framework for identifying circumstances where cultural
adaptations of EBTs may be most indicated was proposed by Lau (2006).
Specifically, Lau stated that ethnic-specific treatment adaptation may be
warranted when evidence points to significant variability across cultural
groups in (a) contextual processes influencing vulnerability and protection
from the target problem and/or (b) response to standard EBT strategies for
the target problems (Lau). Regarding the first element in this framework,
the considerably higher prevalence of conduct problems (Proctor et al.,
1992) and higher vulnerability to impairments in key life domains (school,
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peer, family) in certain ethnic minority groups (Ezpeleta et al., 2001; Proctor
et al.) may call for a consideration of culturally adapted EBTs for some
minority groups. Regarding the second element, the growing concerns
about the fit of PMT and other parent-focused treatments for ethnically
diverse families (Lau) and preliminary evidence of differential enrollment
of minority families in parent-based protocols (Reid, Webster-Stratton, &
Beauchaine, 2001) may also warrant consideration of culturally adapted
versions to be used with ethnic minority families.
Once a culturally adapted version has been developed, it should be
tested with a research design that will evaluate its outcomes in comparison
to the original, unadapted protocol. In order to determine whether cultural
adaptations can incrementally improve outcomes and engagement for specific cultural groups, research studies must compare standard versions of
EBTs with ethnic minority families to culturally modified versions of those
interventions. Such a comparative design allows us to determine whether
the investment made in cultural adaptations is worthwhile, unnecessary,
or even harmful. However, very few studies in the literature have taken
such a comparative approach.
As described earlier, McCabe et al. (2005) implemented this comparative approach to examine the incremental validity of adapted PCIT (i.e.,
GANA) by conducting a RCT in which they compared it to standard PCIT for
Mexican Americans. This research design represents a standard for developing culturally sensitive applications of PCIT that retain the effectiveness
(i.e., retention, outcome, and satisfaction) of the empirically established
treatment (Butler & Eyberg, 2006). Adherence to this standard for the
testing and application of PCIT and other EBTs to diverse cultural groups
will assure that efficacy is maintained and enhanced (Eyberg, 2005).
McCabe et al. (2005) found that outcomes achieved by GANA and original PCIT were not significantly different from each other. This supports
the growing body of research suggesting that EBTs, even in unmodified
form, can be highly effective for Latino American families, and extends it
by demonstrating that a culturally modified version can also be at least as
effective. Cultural adaptations, such as those incorporated in GANA, may
offer therapists specific options for adapting existing EBT models to the
cultural characteristics of families in their practice. This flexibility may
increase the appeal of EBTs such as PCIT to therapists with large numbers
of ethnic minority families in their caseload.

RECOMMENDATIONS FOR CLINICAL PRACTICE
AND FUTURE RESEARCH DIRECTIONS
The evidence-base for treatments of conduct problems in ethnic minority youth, albeit in its infancy, provides some initial guidelines for how
best to treat ethnic minority youth with conduct problems. Foremost, we
endorse Huey and Polo’s (2008) recommendation to use EBTs as first-line
interventions for minority youth. Although the research base is still in development, evidence thus far supports the use of EBTs when treating youth
from minority populations, especially those identified as well-established,
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probably efficacious, or possibly efficacious with particular cultural groups.
Research efforts investigating the utility of culturally specific and culturally adapted protocols compared to standard, unadapted EBTs should be
prioritized to increase our knowledge about specific effects of culturally
responsive practices. The results of these investigations will assist both
researchers and clinicians in deciding when the use of a culturally adapted
protocol may be warranted and appropriate. Several EBTs that have been
empirically established for predominantly Caucasian American samples
appear to hold great promise for treating minority youth with conduct
problems, such as Multidimensional Treatment Foster Care (Chamberlain
& Reid, 1998), Parent Management Training Oregon (Bernal, Klinnert, &
Schultz, 1980), and the Triple P Standard and Enhanced Protocols (Sanders,
Markie-Dadds, Tully, & Bor, 2000; see Chap. 17). Future studies may
consider evaluating these empirically validated standard treatment protocols for use in minority youth, and/or developing and testing culturally
adapted protocols if deemed appropriate for particular ethnic groups.
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