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Overview of the Project
Latinos/Hispanics are the largest and fastest growing ethnic group in the United States. The U.S. Census Bureau (2006) reported that 14.8% of the entire U.S. population was comprised of Latinos/Hispanics and that Latinos/Hispanics accounted for
one half of the nation’s growth between 2000 and 2006. However, Latinos are over-represented in the child welfare system.
Latinos represent 18% of children reported as maltreated in 2006 (U.S. Department of Health and Human Services, Administration for Children and Families, 2008). While Latino children and families are experiencing higher rates of child maltreatment, there is still a lack of resources for clinicians, administrators, policy makers, and organizations that serve Latino children
and families (McCabe, Yeh, Garland, Lau, & Chavez, 2005). Latino/Hispanic-focused groups, such as the National Latino Behavioral Health Association and the National Alliance for Hispanic Health, are taking the lead in meeting the general mental
health needs of the Latino/Hispanic community, and serve as a resource for clinicians working with these populations. However, in our review of available community resources, we found that, while many organizations serve Latino/Hispanic children
and families, there were a number of domains identified that were in need of improvement. For example, of the evidencebased practices identified in the National Registry of Evidence-based Practices and Programs (NREPP;
www.nrepp.samhsa.gov), and on the National Child Traumatic Stress Network (NCTSN) Promising Practices website
(www.nctsn.org), very few have trials evaluating the effectiveness of these methods with Spanish-speaking populations. In addition, although many of the standardized assessment measures used with trauma populations have been translated into
Spanish, and some have been back translated, very few of these have rigorous research into the psychometric properties for
the Latino population (Achenbach & Rescorla, 2001; Benjet, Hernández-Guzmán, Tercero-Quintanilla, Hernández-Roque, &
Cjhartt-León, 1999; Maddox, 1997; McMurtry & Torres, 2002).
In an effort to improve services for Latino/Hispanic children and families who have experienced trauma, the Chadwick Center
for Children and Families in San Diego, California, has coordinated a national effort to create Adaptation Guidelines for Serving
Latino Children and Families Affected by Trauma as part of the National Child Traumatic Stress Network (NCTSN), with funding
from the Substance Abuse and Mental Health Services Administration (SAMHSA). Experts in the fields of child trauma research, clinical practice, policy, and cultural diversity participated in multiple focus groups. These focus groups were designed
to identify key priority areas that should be addressed when adapting evidence-based practice, and mental health practice in
general, to fit the needs of Latino/Hispanic children and families affected by trauma. The focus group participants identified
the following priority areas to be addressed (See Appendix A for a full description of each priority area):
Assessment
Provision of Therapy
Communication and Linguistic Competence
Cultural Values
Immigration/Documentation
Child Welfare/Resource Families
Service Utilization and Case Management
Diversity Among Latinos
Research
Therapist Training and Support
Organizational Competence
System Challenges and Policy
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Priority Area Guideline Format
Based on the priority areas, a Steering Committee of national experts was created to oversee the creation of Priority Area
guidelines. Each Steering Committee member was asked to oversee a small subcommittee who worked together to complete a
guideline for each priority area. Each guideline is very brief (4 pages) and contains the following sections which can be easily
found using their corresponding icon:

Background:

Subcommittees were asked to provide some background information on
their priority area. This information included a brief literature review providing some history of the problem, and current status of the field related to
this priority area. They were asked to describe the current information we
have regarding this issue as succinctly as possible and provide a review of
any research that has been conducted on this topic.

Statement of the Issue:

Based on the information provided in the Background, subcommittees
were asked to provide a very brief abstract, or a “Statement of the Issue.”
This extremely succinct review is designed to provide the reader with a
snapshot of the issue and encourage them to read more.

Recommendations
from the Field:
Recommendations on
Promoting Resilience in this
priority area:
Recommendations on
Partnering with Youth/Families
in this priority area:

Community
Examples/
Best Practices:

Based on the information in the literature and work currently being done in
each priority area, subcommittees were asked to generate 5-10 general
recommendations for addressing the issue in a culturally-appropriate and
effective way. This may include suggested solutions, and a description of
what success “looks like.”
In order to encourage a strengths-based approach, subcommittees were
also asked to consider how to best promote resilience within their priority
area. Subcommittees provided at least two recommendations related to
promoting resilience.
Subcommittees were also asked to provide at least two additional recommendations that focused on the best ways to partner with youth and families when addressing their priority area.
Subcommittees were asked to list up to three examples of community examples or programs that have successfully navigated the priority area.
While some of the community examples represent Latino/Hispanic families, overall we found a lack of related Community Examples that were specific to Latinos/Hispanics. This highlights the need for more work in this
area. Therefore, some of the examples include programs that have a
strong general framework that can be adapted to fit the needs of Latino/
Hispanic families. In most cases, a relevant contact person or web address
is listed so that the reader can access this information. Readers are also
encouraged to search for good community examples in their local area.

Resources:

Since the subcommittees had very little room to adequately describe the
issue and relevant recommendations, they were asked to list at least five
additional resources that the audience can refer to for more information
regarding this priority area. These include books, websites, key reports,
conference proceedings, and webinars focused on the topic.

References:

All references cited within each priority area of the Adaptation Guidelines
should be listed in the priority area’s References section.
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Priority Area Guideline Review Process
Once each subcommittee completed their priority area guideline, it was preliminarily reviewed by the WALS Chairs to ensure
that all of the necessary information was contained within it. Following this review, it was sent out for multiple reviews by other
subcommittee members, the National Child Traumatic Stress Network Culture Consortium, and other individuals in the field to
ensure that all relevant information was covered. The priority areas were then combined to create the overall Adaptation
Guidelines document. The final document is designed to be viewed either in its entirety or by individual priority area.

Intended Audience
These Adaptation Guidelines have been designed for use by anyone who is interested in better serving Latino/Hispanic children and families who have been impacted by trauma. Some of the content and recommendations are more relevant for advocates and therapists, while other content and recommendations are designed for program administrators and policy makers.
Since Spanish-speaking Latinos/Hispanics are the largest and fastest growing ethnic group in the U.S., this document was designed to provide adaptation guidelines for serving Spanish-speaking Latino/Hispanic individuals who are receiving care for
trauma within the United States. Unfortunately, it is beyond the scope of this document to address the needs of Latin countries
that speak languages other than Spanish (i.e., Portuguese or native languages). We encourage the development of guidelines
specifically designed to meet the needs of those populations.
A Note about Terminology
Additionally, a key discussion point that must be addressed in any document focusing on the Latino/Hispanic population is the
use of terminology. Specifically, across the literature, there is mixed use of the terms “Latino” and “Hispanic.” The terms
“Latino” and “Hispanic” are used interchangeably by the U.S. Census Bureau and throughout this document to identify persons
of Mexican, Puerto Rican, Cuban, Central and South American, Dominican, and Spanish descent; they may be of any race. In
many instances, one term is used instead of another because that is how it was used in the source document or reference that
is being cited. Where appropriate, we chose to use both as, “Latino/Hispanic” to encompass both groups and minimize confusion.
While there may be some confusion regarding terminology within the field, it is the recommendation of the entire Workgroup
on Adapting Latino Services (WALS) that it is best practice to use the terminology that the client uses to self-identify. That is, if
a client identifies as, “Latino” or “Hispanic”, the service provider should mirror that terminology in their work with the client.
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Background
The adaptation of services for Latinos/Hispanics is a necessity that has resulted from many changes in the past decade within
the trauma field and the U.S. population. Eleven different areas help clarify these changes and explain the need for these adaptations:
Childhood Trauma
Responses to Trauma
Latinos/Hispanics in the United States
Culture and Trauma
Latino/Hispanic Children and Trauma
Risk Factors
Cultural Competence and Culturally Appropriate Services
Service Utilization and Policy Implications
Evidence-Based Treatment
Evidence-Based Practices with Latino/Hispanic Families
Adapting Evidence-Based Practices for Latino/Hispanic Populations
In the following pages, these areas will be described with emphasis on how they influence the need for the adaptation of services for Latinos/Hispanics.

Childhood Trauma
The problem of childhood trauma has become more prominent during the past 10 years, in large part due to the establishment
of the National Child Traumatic Stress Network (NCTSN) in 2000, which is funded through the Donald J. Cohen National Child
Traumatic Stress Initiative. This initiative aims to improve services to children affected by trauma and promote collaboration
between trauma service providers through a series of federal grants. Childhood trauma is
defined as “experiencing a serious injury to yourself or witnessing a serious injury to or
Table 1. National Sample of
the death of someone else…facing imminent threats of serious injury or death to yourself
12-17 year olds
or others, or…experiencing a violation of personal physical integrity” (www.nctsn.org).
%
Traumatic events evoke feelings of terror and helplessness and may be acute (single epi- Type of Trauma
sode) or chronic (multiple episodes).
Sexually assaulted
8%
Studies have reported high rates of trauma among children in the United States. For example, Costello, Erkanli, Fairbank, and Angold (2002) found that 25% of their sample of
9-16 year olds had recently experienced a potentially traumatic event. Table 1 displays
the breakout of types of trauma experienced from a national sample of 12-17 year olds
(Kilpatrick et al., 2003).

Physically assaulted

17%

Witnessed Violence

39%

(Kilpatrick et al., 2003)

There are many mental health treatment options for children who have experienced trauma. The Kauffman Report (Chadwick
Center for Children and Families, 2004) provided information on various treatment models and rated them for efficacy. Best
practices in the field of childhood trauma include many evidence-based practices (EBPs), which have shown through research
to effectively reduce negative trauma effects among children.

Latino Adaptation Guidelines-Introduction

4

Responses to Trauma
Immediate responses to trauma are characterized by:
Terror

Shock

Fear

Horror

Helplessness

Physiological reactions.

Post-traumatic symptoms often persist, such as:
Avoidance and withdrawal reactions
⇒ Not talking about the trauma
⇒ Avoiding trauma reminders
⇒ Emotional numbing

Intrusive reactions
⇒ Re-experiencing
⇒ Nightmares
⇒ Distressing memories
Hyperarousal reactions
⇒ Exaggerated startle response
⇒ Hypervigilance
⇒ Irritability
⇒ Poor concentration.

(Cook, Blaustein, Spinazzola, and van der Kolk, 2003)

The NCTSN (www.nctsn.org) describes typical trauma reactions among children of different ages. Figure 1 below shows these
reactions for the three major age groups.
Separation Anxiety

Young children

Developmental Regression

Figure 1
Sleep Disturbance
Poor Attention

School– aged children

Somatic Complaints
Internalizing problems: Depression, anxiety,
pre-occupation with safety, trauma-related guilt
Externalizing problems: aggressive or reckless behavior
Heightened Shame
Guilt
Adolescents

Withdraw from Family and Friends
Engage in self-destructive or high-risk behavior

Traumatic experiences during childhood have been linked to numerous long-term health and social problems, such as:
Alcohol and drug abuse

Domestic violence

Depression

Sexually transmitted diseases

Heart disease

Suicide attempts.

(Felitti et al., 1998)

These costly effects highlight the importance of making appropriate and timely treatment available to all children who suffer
from post-traumatic reactions.
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Latinos/Hispanics in the United States
There has also been increased attention over the past decade to issues of cultural diversity and cultural sensitivity in mental
health services, including a focus on Latinos/Hispanics, which are the largest and fastest growing ethnic group in the U.S. The
U.S. Census Bureau (2006) reported that 14.8% of the entire U.S. population was comprised
Table 2. Latino
%
of Latinos/Hispanics and that this ethnic group accounted for one half of the nation’s growth
Populations
in
U.S.
between 2000 and 2006. There are diverse Latino/Hispanic populations residing in this
country, each with their own rich cultures and identities, see the Table 2.
Mexican Americans
64.0%
There are common values among Latino/Hispanic groups, such as:
Familismo
Simpatia
Respeto
Personalismo
Religion/Spirituality.

(Dingfelder, 2005)

There are also significant differences, such as:
Practices
Cultural experiences.

(Dingfelder, 2005)

Even among people from the same country, there are important differences related to:

Puerto Ricans

9.0%

Cubans

3.4%

Dominicans

2.8%

Central Americans

7.6%

South Americans

5.5%

Other Hispanic/Latin
American countries

7.7%

(U.S. Census Bureau, 2006)

Region of origin
Socio-economic factors
⇒ social position in home country
⇒ level of education
Race
Acculturation.
There may also be subtle differences in patterns of language across Latinos/Hispanics. This ethnic group varies widely in the
length of time they have lived in the United States, from very recent immigrants to individuals whose families have resided in
the United States for many generations. Therefore, some Latinos/Hispanics are much more acculturated to mainstream American culture than are others. Forty percent of Latinos/Hispanics in the United States are foreign-born (U.S. Census Bureau,
2006). There is also diversity among Latinos/Hispanics regarding their experience of immigration and the level of support offered to them by the U.S. Government. For example, many Cubans who fled their country after the communist revolution were
granted refugee or entrant status by the U.S. and were able to obtain work permits and eventual citizenship (Gil & Vega,
1996). Despite the civil wars and oppressive regimes that have traumatized so many Central American immigrants, very few
are granted refugee status by the U.S. Government (U.S. Department of Health and Human Services, 1999). Immigrants who
enter the U.S. without proper documentation have more difficulty obtaining jobs and often live in fear of deportation. Additionally, these immigrants may experience traumatic experiences during their journey to the United States, including parental
separation, physical and sexual assault, and exploitation (Perez-Foster, 2005).
The southwestern region of the U.S. (especially California and Texas) has the highest concentration of Latinos/Hispanics. Most
southwestern Latinos/Hispanics tend to be recent immigrants from Mexico or Central America. Florida has a high concentration of Cuban Americans. However, according to the U.S. Census Bureau (2006), the Latino/Hispanic population is rapidly
growing in states such as Arkansas, Georgia, the Carolinas, and Tennessee.
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Culture and Trauma
The literature and research on maltreatment among ethnic groups have been sparse and contradictory. For example, Charlow
(2001-2002) found no ethnic differences in child abuse reporting rates. However, Latinos are over-represented in the child
welfare system (U.S. Department of Health and Human Services, Administration for Children and Families, 2008). Figure 2
below shows that 18% of the children reported as maltreated in 2006 were Latino, this is in comparison to Latinos/Hispanics
making up 14.8% of the U.S. population (U.S. Census Bureau, 2006).
Children Reported as Maltreated in 2006

Figure 2

10%
White

18%
49%

African American
Latino/Hispanic
Other

23%

(National Child Abuse and Neglect Data System, 2006)

Ethnic children are more vulnerable in the face of trauma due to a combination of factors:
Experience of prior traumas
Stressors related to poverty
Less access to resources.

(NCTSN, 2005)

Fontes (2005) notes that gender roles, religious beliefs, views of sex and purity, disciplinary practices, and a host of other cultural norms together shape a person’s experience of maltreatment.
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Latino/Hispanic Children and Trauma
In a national sample of children who experienced
traumatic events (Core Data Set), the NCTSN
(2005) found significant differences between ethnic groups on types of trauma experienced. Table
3 displays the separate percentages for Latinos/
Hispanics and Caucasians for the types of traumas they experienced. Latinos/Hispanics in this
study experienced lower incidence of sexual
abuse and neglect, but higher incidence of domestic violence, impaired caregiver, and community violence when compared to Caucasian children. Almost three times as many Latinos/
Hispanics as Caucasians experienced community
violence.

Table 3. Types of Trauma

Latinos/ Caucasians
Hispanics

Physically Abused

33%

33%

Sexually Abused

29%

38%

Emotionally Abused

42%

42%

Neglected

27%

33%

Exposed to Domestic Violence

53%

49%

Experienced Traumatic Loss

42%

43%

Impaired Caregiver

47%

43%

Exposed to Community Violence
22%
8%
Despite the increased focus on both childhood
72%
69%
trauma and Latino/Hispanic cultures, there is a Experienced Complex Trauma (more than two
distinct
types
of
traumatic
events)
gap in the field of knowledge and research related to the intersection of these two fields. These
(NCTSN Core Data Set, 2005)
guidelines aim to provide information, recommendations, and resources to begin filling this gap. This is an important step toward ensuring that Latino/Hispanic children affected by trauma in the United States not only have better access to mental health treatment, but access to the best treatment
possible.
Research on trauma reactions in Latino/Hispanic children has shown varied results. Mennen (1995) found that ethnicity had
no independent effect on symptom level in sexually abused girls, but that Latinas whose abuse included penetration did exhibit higher levels of depression and anxiety and lower self-worth. Mennen (1995) concluded that, “The experience of sexual
abuse may have universalities that transcend culture. The distress a victim suffers is more likely related to the particular experience of sexual abuse than to racial/ethnic factors” (p. 122).
However, in their smaller sample of sexually abused girls, Sanders-Phillips, Moisan, Wadlington, Morgan, and English (1995)
found that ethnicity alone did predict depression scores, which were higher among the Latina subjects. Ethnic differences were
also found in abuse and family factors, Latina subjects were:
Abused at a younger age
More likely to be abused by their fathers or other relatives
More likely to have siblings who were also abused
Reported higher levels of family conflict
Reported less maternal support.
Another study found that recent adult immigrants from Central American countries, many of whom were exposed to war and
other traumas, exhibited more somatic symptoms and lower rates of PTSD (Escobar, 1998). However, Arroyo and Eth (1984)
found high rates (33%) of PTSD in Central American refugee children.
There is scant research exploring Latinos’/Hispanics’ experiences of trauma based on level of acculturation. A handful of studies have found higher rates of depression among Mexican-American youth when compared to Caucasian youth and Mexican
youth still residing in Mexico (Roberts & Chen, 1995; Roberts & Sobhan, 1992; Roberts Roberts, & Chen, 1997; Swanson, Linskey, Qunitero-Salinas, Pumariega, & Holzer, 1992). These findings suggest that acculturative stress may contribute to depression in Latin-American/Hispanic-American youth.
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Risk Factors
Certain risk factors that have been linked to trauma exposure are more prevalent among Latino children in the United States.
Environmental Factors:
⇒ Poverty (For example, 29% of Latino children live in poverty compared to 10% of Caucasian children (Cauthen & Fass,
2008).)
⇒ Inadequate housing
⇒ Single-parent families
⇒ Substance abuse problems
⇒ Stress related to acculturation and discrimination
⇒ Lower levels of education
⇒ Cultural history of oppression.

(Bernal & Saez-Santiago 2006)

Immigration Experience: According to de Arellano and his colleagues (de Arellano et al., 2005) report that “Children who
have recently immigrated have also reported military- and guerilla-warfare-related events (e.g., encountering the corpse
of an individual who had been executed) and other traumatic events that occurred while crossing the Mexico-United
States border” (p. 134).
Anti-immigrant Discrimination: Fontes (2005) points out that, “Immigrants are often subjected to discrimination by the
very organizations that are charged with protecting and caring for them, such as school, police, legal, and social service
personnel” (p. 34).
History of Civil War or Oppressive Dictatorship: Families that fled from civil war or oppressive dictatorship will also carry
intergenerational and historical trauma related to that home country experience (Cardona, Busby, & Wampler, 2004).
Culture-related Intergenerational Conflicts: The stress of immigration and culture-related intergenerational conflicts may
also place children of immigrant families at higher risk for maltreatment (Dutton, Orloff, & Hass, 2000).

Cultural Competence and Culturally Appropriate Services
The terminology related to “cultural competence,” “cultural sensitivity,” “cultural knowledge,” and “cultural awareness” has
often been debated in the fields of social work, counseling, and psychology. While it is outside the scope of this document to
provide a thorough discussion of these debates, we have settled on the following definitions for the purposes of the current
Guidelines:
Cultural Knowledge: Familiarization with selected cultural characteristics, history, values, belief systems, and behaviors of
the members of another ethnic group (Adams, 1995).
Cultural Awareness: Developing sensitivity and understanding of another ethnic group. This usually involves internal
changes in terms of attitudes and values. Awareness and sensitivity also refer to the qualities of openness and flexibility
that people develop in relation to others. Cultural awareness must be supplemented with cultural knowledge (Adams,
1995).
Cultural Sensitivity: Knowing that cultural differences as well as similarities exist, without assigning values (i.e., better or
worse, right or wrong) to those cultural differences (National Maternal and Child Health Center on Cultural Competency,
1997).
Cultural Competence: In 2001, the National Association of Social Workers developed guidelines on cultural competence
in social work practice. Cultural competence was defined as:
⇒ The process by which individuals and systems respond respectfully and effectively to people of all cultures,
languages, classes, races, ethnic backgrounds, religions, and other diversity factors in a manner that recognizes,
affirms, and values the worth of individuals, families, and communities and protects and preserves the dignity of each
(National Association of Social Workers, 2001, p. 11).
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Cultural Competence and Culturally Appropriate Services (Continued)
There is discussion within the field on whether cultural competence is on a continuum where the provider can reach
proficiency, or whether it’s an ongoing process that can never be fully mastered, but should always be the goal. Because
culture is a dynamic, ever-changing construct, practitioners must remain flexible and adapt to new cultural influences and
practices. Therefore, many professionals prefer to use the term “culturally sensitive” or “culturally appropriate” instead of
“culturally competent.” In the current document, the WALS committee chose to use the term “cultural competence” and views
it as an ongoing process that is defined as a set of congruent behaviors, attitudes, and policies that come together in a
system, agency, or among professionals and enables that system, agency, or those professionals to work effectively in crosscultural situations (Cross, Bazron, Dennis, & Isaacs, 1989).
It is the ethical responsibility of mental health service providers and systems to be culturally competent (NASW, 2001). This
means that all ethnic groups must have equal access to an array of effective, culturally appropriate treatment options. Cultural
competence incorporates knowing the strengths and limitations of treatment modalities/models/theories with diverse
populations. Therefore, the efficacy of trauma treatment models with Latinos/Hispanics needs to be evaluated and any
necessary adaptations need to be made, in order to ensure equity in the delivery of quality services to diverse populations.
An important aspect of cultural competence is language. According to Pew Hispanic Center (2004), 72% of first-generation
Latino immigrants are primarily Spanish-speaking. This number shifts for second-generation Latinos. 46% of secondgeneration Latinos report English dominant as their primary language. When working with Latino/Hispanic families, it is
important to be able to communicate with them in the language in which they feel most comfortable and can best express
themselves. A common mistake among mental health professionals is to assume that a bilingual therapist or professional
interpreter is not needed as long as the child speaks English. Many Latino/Hispanic parents, especially recent immigrants,
may not be proficient in English. As familismo is a core Latino/Hispanic value, it is essential to engage the family in the child’s
treatment. In order to do this, service providers must be able to communicate clearly and congruently with the family. Asking
the child client to translate is clinically inappropriate and may upset the family authority structure and put the child in a
position where he or she is transmitting information about him/herself that is not developmentally or therapeutically
appropriate (Hopkins, Huici, & Bermudez, 2005). Also, as Fontes (2005) points out, even children who speak English fluently
may prefer using Spanish to describe emotions or trauma issues. A bilingual therapist who is attuned to the meaning and
affective nuances of language and can follow the child’s and the family’s lead regarding the language/languages used in
treatment, is ideal.
Cultural competence, however, extends far beyond language issues. Therapists treating Latino/Hispanic children need to be
familiar with cultural values and how to engage these values in trauma treatment. Goode (2001) states that culturally
appropriate organizations and their employees “(1) value diversity, (2) conduct self-assessment, (3) manage the dynamics of
difference, (4) acquire and institutionalize cultural knowledge, and (5) adapt to diversity and the cultural contexts of individuals
and communities served” (p. 1). Fontes (2005) emphasizes that all agencies need to formally assess their level of cultural
sensitivity at least every 10 years, using appropriate assessment instruments.
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Service Utilization and Policy Implications
The U.S. Department of Health and Human Services (2001) reported that 88% of Latino children do not receive the mental
health care they need. Among children in foster care in San Diego, mental health service utilization rates were much lower
(47%) for Latino children when compared to 65% for Caucasian children, and Latino children engaged in fewer visits (Garland
et al., 2000). According to the Denavas-Walt, Proctor, and Mills (2004), 21% of Latino children lacked health insurance compared to 7.4% of white, non-Latino children.
Several structural and attitudinal barriers exist for Latino children in need of trauma treatment, which result in lower service
utility by Latinos and higher drop-out rates (Dingfelder, 2005). Structural barriers include:
Lack of health insurance
Transportation issues
Lack of bilingual service providers
Lack of culturally appropriate information about services (lack of written materials in Spanish and effective outreach/
marketing to Latino populations).
The lack of bilingual service providers often leads to longer waitlists for monolingual Spanish clients, which may reduce motivation to follow through with treatment. The lack of bicultural clinicians can also be a barrier to treatment, Fontes (2005) notes
that language and cultural barriers, especially, pose problems for immigrant families to access services.
Attitudinal barriers to mental health treatment also exist among Latinos/Hispanics:
Unfamiliarity with mental health treatment, which may lead to misconceptions that serve to maintain stigma (Dittmann,
2005)
Self-consciousness and a feeling that they don’t want to “bother” people with their personal problems. They may wonder
what the provider will think of them
Lack of sophistication related to treatment that can lead to embarrassment, which can be a strong deterrent to entering
into treatment
Perception that culturally sensitive services are not available
Distrust the system due to immigration issues
Distrust the system due to past experiences of discrimination
Maltreatment by authorities here or in their home countries

(U.S. Department of Health and Human Services, 2001)

Shame and stigma related to mental health problems and seeking help outside the family also serve as barriers to treatment.
Service providers should understand that rapport building may help counter some of the barriers that exist and continues on
an ongoing basis. Latinos/Hispanics may be more likely to seek help outside the family if they perceive that service providers
will be able to relate to them on a cultural level, which includes race and ethnicity. However, only 7% of social workers, 4% of
psychologists, 4.6% of physicians are of Latino origin (Institute of Medicine, 2004).
In order to improve service utilization for Latinos/Hispanics, organizations and programs need to convey cultural competence,
as well. They can do this in a number of ways, including hiring bilingual and bicultural staff, writing cultural competence activities into their budgets, and showing a commitment to cultural competence in their strategic plans.
From a national perspective, federal laws, regulations, and enforcement practices also play a critical role in influencing the
trauma-specific services provided and received by Latino/Hispanic families. Changes in health public policy are integral in improving the mental health status of Latinos/Hispanics, particularly in the context of trauma treatment services.
All of the above barriers will need to be addressed in order for Latino/Hispanic children and their families to engage in services
and stay in treatment long enough to experience beneficial outcomes.
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Evidence-Based Treatment
The Institute of Medicine (IOM) defines "evidence-based practice" as a combination of the following three factors:
(1) Best research evidence
(2) Best clinical experience
(3) Consistent with patient values (IOM, 2001).
Lieberman, Van Horn, and Ippen (2005) lists some of the common benefits of various evidence-based treatments (EBTs) for
use with children affected by trauma, such as:
Providing a safe interpersonal relationship
Following a structure/predictable course
Encouraging parental involvement
Setting age-appropriate goals.
Examples of EBTs that have been used to treat children affected by trauma include:
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT: Cohen, Mannarino, & Deblinger; 2006)
Abuse-Focused Cognitive Behavioral Therapy (AF-CBT: Kolko & Swenson, 2002)
Child-Parent Psychotherapy for Family Violence (CPP-FV: Lieberman & Van Horn, 2004)
Parent-Child Interaction Therapy (PCIT: Eyberg, 1988)
Cognitive-Behavioral Intervention for Trauma in Schools (CBITS: Jaycox et al., 2002).

Evidence-Based Practices with Latino Families
Currently, available research on the efficacy of evidence-based treatment (EBT) for Latino children affected by trauma is scarce
(de Arellano et al., 2005). Studies evaluating the efficacy of certain parent management training (PMT) programs with diverse
cultural groups have shown promising results. For example, PCIT was as effective at reducing abusive parenting behaviors
among Caucasians, Latinos, and African-Americans (Chaffin et al., 2004). The Incredible Years program has demonstrated
efficacy in reducing child behavior problems among Caucasians, Latinos, African-Americans, and Asian-Americans (Reid, Webster-Stratton, & Beauchaine, 2001).
EBTs are typically highly structured and short-term interventions. While these characteristics may appeal to Latin-Americans
(Sue & Sue, 1990), the time frames need to be flexible in order to suit the needs of individual families. Fontes (2005) asserts
that additional time may need to be spent on rapport building with immigrant clients, especially at the beginning of treatment.
Assessing the following at the outset of treatment can help toward engaging a family and keeping them in treatment, possibly
preventing problem by addressing these barriers from the start:
Cultural identity

Attitudes and expectations related to therapy

Trans-generational immigration experiences

Attitudinal barriers

Values

Family support

Beliefs about the cause of the presenting problem

Discrimination experiences.

Further research is needed on how well various trauma-treatment models, including EBTs, work with Latino/Hispanics populations, specifically evaluating race/ethnicity effects on treatment response. Bernal and Saez-Santiago (2006) argue that “In the
absence of reliable information on the efficacy and effectiveness of mental health treatments for ethnic minorities, there is a
need for research that can contribute to the knowledge base of what works and how it works” (p. 125). Of the few studies that
have studied ethnicity and EBTs, the results have been varied. For example, Cohen and Mannarino (2000) found that race did
not significantly predict treatment response to TF-CBT in their sample of sexually abused adolescents. However, in their study
of maltreated preschoolers, Cohen and Mannarino (1996, 1998) found that race did predict improvement on certain posttreatment variables, with ethnic children showing less gains compared to their white counterparts.
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Adapting Evidence-Based Treatments for Latino Populations
Stronger empirical evidence will likely be needed to warrant large-scale adaptations of EBTs for diverse cultures. Larger studies
in community settings, which tend to show less beneficial outcomes than in controlled research settings, and the usage of culturally appropriate instruments and measures are needed. Race and/or ethnicity should be included as an integral part of the
data analyses, and more Latinos need to be recruited and retained in research studies (Cohen, Deblinger, Mannarino, & de
Arellano, 2001). In the field of childhood trauma, further research is also needed on issues such as the impact of culture on:
Symptom presentation and severity
Type of treatment preferred by families
Access to a wide variety of treatment modalities (including EBTs)
Engagement and retention in therapy
The efficacy of various treatment models
Resilience and protective factors.
The question often arises as to whether EBTs need to be adapted for different cultures, or if flexible application of EBTs by culturally aware and sensitive therapists is sufficient for positive outcomes (de Arellano et al., 2005). It is important to consider if
the particular EBT has demonstrated external validity and generalizability across diverse populations. Until more research is
available, the best available treatment options should be offered to Latinos and other ethnic groups with cultural competence
(U.S. Department of Health and Human Services, 2001). De Arellano et al. (2005) reported a positive treatment response to
TF-CBT in their community-based project for rural, ethnic (African-American and Latino) families. The authors point out that TFCBT has shown success across ethnic groups, but they warn that, “in the absence of validation studies, special care must be
taken when applying these interventions to individuals form various backgrounds to be certain to address their special
needs…” (p. 151). McCabe at al. (2005) also found that Guiando a Niños Activos (GANA), an adaptation of PCIT outperformed
treatment as usual and non-adapted PCIT in symptom reduction across multiple measures. Therefore, when an adaptation to
an EBT is conducted in a culturally appropriate and sensitive manner, there is promise that it will better serve Latino/Hispanic
children and families who have been affected by trauma.
When adapting a specific treatment model to better fit the Latino/Hispanic population, the issue of maintaining fidelity to the
model versus cultural responsiveness will invariably arise. The content of the model may need to be “contextualized” in order
to be effective in a particular community, while maintaining the core components of the treatment. This often includes, but is
not limited to, modifying language and terminology, adapting the practice on an interpersonal level to fit the needs of the individual, and incorporating cultural values and rituals into the treatment. One important factor in adaptation is acknowledgement and respect for the values and adaptive practices of that cultural group.
Organizational and community characteristics must also be considered when implementing trauma treatment models in ethnic
communities. In order to implement services in a culturally appropriate manner, adequate infrastructure is required, as well as
sufficient resources. Organizational and administrative changes are often required to maximize public relations (Derezotes &
Snowden, 1990). A thorough assessment of the particular community and its needs would help determine whether the proposed treatment model is a good match with the community. It is important to engage the identified community in the design,
implementation, and evaluation processes. Derezotes and Snowden (1990) state that, in order for an intervention to succeed
in an ethnic community, “Members of different ethnic and cultural communities must really be involved at all levels of policy,
administration, and direct service” (p. 173). When implementing services, it is vital to consider the strengths of that particular
community, and how to engage those strengths as protective factors in the treatment process.
Children and their families who have been affected by trauma need to perceive therapy as a safe place where they feel understood, and therefore the cultural appropriateness of services needs to be a priority when adopting and implementing best
practices in this field. Organizations and educational institutions also need to consider culture in the provision of traumainformed services and training of professionals, given our increasingly diverse population. Cultural issues related to childhood
trauma also extend to the policy level, as laws and regulations impact how children and families recover from trauma to become productive members of society. Reducing the long-term health and social consequences of childhood trauma among all
sectors of the population benefits society as a whole.
.
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Recommendations for
Policy and Practice
Taken together, the previous discussion illustrates that efforts to improve trauma treatment services for Latinos/Hispanics will
need to occur on several fronts, ranging from a micro to a macro level. To that end, a summary of the recommendations included in the templates are outlined below. These are targeted to a number of audiences - from front-line advocates and practitioners, to administrators and policy-makers. Individuals, organizations and policy makers are encouraged to review these
recommendations and begin assessing their capacity to begin implementing them on both a micro and macro level. They are
categorized according to the following:
Short-term Goals: High-priority, high-impact, and will generate immediate results substantiated by relevant data.
Intermediate-term Goals: These goals require some research to further define how the problem can be approached, and
what the possible interventions would be.
Long-term Goals: Reaching these goals require much more effort, funding, and time, but are worthwhile to consider.

Short-Term Goals
Make the physical environment of your center more culturally sensitive. This includes the following:
⇒ Display pictures, posters, artwork, and other decor that reflect the Latino/Hispanic culture.
⇒ Ensure that magazines, brochures, and other printed materials in reception areas are of interest to and reflect the
diverse Latino/Hispanic cultures that are in your community.
⇒ Provide literature in English and Spanish that addresses stigma, normalizes help-seeking behavior, and explains the
therapeutic process.
⇒ Take into consideration possible client concerns about privacy when designing waiting areas and other public spaces.
⇒ When using videos, films, or other media resources for health education, treatment, or other interventions, ensure
that they reflect the Latino/Hispanic culture.
Focus on establishing trust and rapport with the client and his/her family, from the very first contact:
⇒ Demonstrate knowledge of the client’s culture, including cultural values, rituals, and practices.
⇒ Dedicate some time to learn about the diversity of the Latino/Hispanic families that you serve and to learn about Latino/Hispanic specific values, such as familismo, marianismo, machismo, personalismo and respeto.
Conduct a thorough assessment that includes assessment of:
⇒ Cultural values
⇒ Immigration and documentation status
⇒ Language needs
⇒ Immigration experiences including trauma during the immigration process
⇒ Discrimination
⇒ Trauma experienced in their country of origin
⇒ Acculturative stress
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⇒ Specific life experiences for Latino/Hispanic children and families who are involved in child welfare, such as the
trauma associated with out-of-home placement and the experiences of multiple placement changes that many Latino/
Hispanic children experience while in foster care.
Involve family and youth as full partners in the assessment process and in the development and implementation of case/
treatment planning. Also consider gathering information from extended family members and other collaterals, when appropriate.
Incorporate protective factors (i.e., cultural values, extended family and community relationships, family/youth experiences in overcoming hardships, etc.) into assessment instruments that account for a balanced picture of Latino/Hispanic
children and families and thus informing decision-making and intervention plans that include familial strengths and resources that can be mobilized for maximum goal attainment.
Provide psycho-education to Latino/Hispanic youth and caregivers (foster parents, birth parents, kin caregivers), so that
they can better understand the impact of trauma and the therapeutic process.
Stress integration of the extended family in treatment by encouraging their participation in sessions and seeking feedback from family members about their treatment experience and ways to improve services.
Consider the role of the mental health practitioner as expanding to include ensuring the child’s and family’s basic needs
are being met. At times, an appropriate mental health intervention may mean assisting parents of Latino/Hispanic children to reduce debts and work with creditors so that the child can stay in the home; provide assistance with immigrationrelated paperwork; or liaison with the school. Such help may provide the security and stability for children and families to
then turn their attention to improving trauma-related symptoms. Instrumental assistance of this kind may also increase
trust and improve the therapeutic relationship, allowing for more effective traditional therapeutic interventions later.
Familiarize yourself with immigration laws, policies, and resources (i.e., Violence Against Women Act, U-Visa).
Researchers should:
⇒ Design studies to include adequate representation of a variety of racial ethnic groups. Often, partnering with researchers in other geographic locations can improve the ability to recruit and retain a diverse sample.
⇒ Examine the extent to which responses to trauma differ across racial/ethnic groups. Risk factors for a negative response to trauma may differ across cultures, and therefore clinicians may need to intervene in the response process
differently. To the extent that these differences are understood, clinicians will be better able to focus their attentions
to areas likely to respond to intervention.
⇒ Determine in which cases new and unique interventions must be developed to address a particular trauma-related
issue among Latino/Hispanic families.

Intermediate-Term Goals
Partner with family, youth and community members on both a micro and macro level when working with Latino/Hispanic
youth and families. Successful partnership may include the following:
⇒ Researchers should include community members from diverse racial and ethnic groups in all stages of the research
process, including selection of research questions, study design, recruitment and data collection, interpretation and
dissemination of findings.
⇒ Include representation of Latinos/Hispanics on Steering and planning groups as well as organizational governance
and management teams which have decision-making authority in the agency.
Increase recruitment efforts for bilingual and bicultural families as foster parents in the child welfare system. This may
include considering kinship care. Provide educational and skill-building opportunities for resource families including kinship caregivers to better address and manage the mental health needs of youth in their care, including the impact of
trauma.
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Integrate cultural competency training into budgetary allocations. This may include the following:
⇒ Designate dedicated budget line-items for cultural and linguistic competence development activities.
⇒ Allocate funds in the budget to provide for certified Spanish interpreters.
⇒ Designate a specific allocation/line item in the budget to support the participation of culturally diverse families and
youth on governance boards and committees. This includes stipends, food, travel, child care costs, interpretation, and
translation costs.
⇒ Provide salaries/compensation commensurate with experience and specialized skills, such as the ability to provide
culturally appropriate services in Spanish and translation services.
Researchers should undertake research projects that examine the extent to which responses to trauma differ across racial and ethnic groups.
Colleges and universities should integrate culture-specific curricula into their Social Work, Counseling, and Psychology
graduate/post-graduate level programs. This may include the following:
⇒ Offer coursework in Latino/Hispanic psychology, theories of multicultural counseling, cultural values, acculturation,
diversity among Latinos/Hispanics, and engaging Latino/Hispanic families in services.
⇒ Offer a Spanish language class for mental health providers (to develop proficiency in professional spoken and written
Spanish and understand regional dialects).
⇒ Translate and apply psychological theories and interventions into Spanish.
⇒ Offer the opportunity to earn a certificate in bilingual mental health services, and develop standards for bilingual certification.
⇒ Assess the cultural appropriateness and relevance of curricula, systems, policies and practices.
⇒ Recruit and hire practitioners who have extensive experience working with Latino/Hispanic communities to teach or
co-teach graduate courses.
Increase training for providers working with Latino/Hispanic youth and families in both the mental health and child welfare systems. This includes the following:
⇒ Provide practice/field work in bilingual settings with culturally competent, bilingual supervision at practicum and internship sites (Lee et al., 1999).
⇒ Ensure that orientation, training, and continuing education content addresses the needs of staff and the populations
served and are customized to fit staff roles (e.g., clinical, administrative, marketing, etc.).
⇒ Host professional workshops and conferences that include more content related to working with Latino/Hispanic
families.
⇒ Ensure that clinicians and agencies are familiar with and adhere to APA and NASW Cultural Guidelines.
⇒ Ensure that clinicians examine their own cultural attitudes, beliefs, and biases and understand the importance of multicultural responsiveness.
Reduce economic barriers to service utilization. This may include the following:
⇒ Provide transportation for consumers.
⇒ Consider expanding service delivery; if you are a not-for-profit center, consider writing grants to fund the expansion.
⇒ Assist families in completing paperwork to ensure children are covered under state and federal medical insurance
laws, such as Medicaid or Social Security.
⇒ Provide services where the families are already located, such as in schools and churches. This may help lower transportation time and barriers to service utilization.
⇒ Extend hours of operation beyond traditional, 8 AM to 5 PM Monday through Friday clinic models. Extended services
on evenings and weekends will permit more flexibility for appointments and more engagement in services.
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Long-Term Goals
Determine evidence-based and best practices for working with Latino/Hispanic youth and families.
⇒ Educational and professional institutions should promote research on best practices for Latino/Hispanic children affected by trauma (i.e., incorporating cultural issues into research classes, supporting theses and dissertations related
to Latino/Hispanic children, trauma, and treatment outcomes) and special challenges faced by bilingual therapists
working with this population.
⇒ Develop guidelines for tailoring evidence-based interventions. The majority of adapted interventions currently contain
the established elements of care, along with elements specifically tailored to the cultural group. Because culture may
change over time due to numerous influences (e.g., acculturation, globalization, change in SES), the ability to identify
salient factors that are amenable to adaptation would provide a framework for continually assessing the intervention’s sensitivity.
⇒ Recognize that there are multiple types of research evidence that may potentially have value. These include clinical
observation, qualitative methods, and systematic case reviews.
The federal government could assist some of the most vulnerable children of immigrants by increasing opportunities for
undocumented immigrants to gain legal status and by granting undocumented children access to public health insurance
and other federal benefits.
Increase access to trauma-informed mental health services for all Latinos/Hispanics. Latinos/Hispanics, particularly
those most vulnerable, must be provided with comprehensive mental health care. This includes the following:
⇒ Promote, through National and state-level advocacy efforts, open access to trauma-informed mental health treatment
and services for Latinos/Hispanics which is critical to reducing barriers in the health delivery system.
⇒ Provide culturally and linguistically relevant trauma-informed mental health care to facilitate early diagnosis and keep
costs to a minimum.
⇒ Provide funding for services for Latinos/Hispanics who lack health insurance or are unable to pay for diagnosis and
treatment, especially for undocumented Latinos/Hispanics.
Support community and ethnic-based organizations. Given that most Latino/Hispanic youth and families impacted by the
child welfare system will likely receive services by community and ethnic-based organizations, consider expanding the
role of these groups to build capacity and have the adequate infrastructure and resources to deliver and adapt evidencebased practices in their contexts.
Apply leadership and organizational practices in your agency that integrate cultural and linguistic competence into daily
practice. This may include one or more of the following:
⇒ Implement specific policies and procedures that integrate cultural and linguistic competence into service delivery and
other core functions of the agency, such as participatory management practices that create shared ownership, creating a safe environment for managing differences, capitalizing on the strengths and assets of a diverse workforce,
monitoring and evaluating progress, and maintaining focus on the long-term goals of cultural and linguistic competence.
⇒ Develop and implement written policies that will be used to recruit and retain staff members with a knowledge base
and experience to effectively provide services to racial/ethnic, culturally, and linguistically diverse populations of focus.
⇒ Ensure that your agency’s governing body is proportionally representative of the Latino/Hispanic children, youth and
families served.
⇒ Utilize instruments to assess multicultural training competence.
Include Latino/Hispanic representation on national, state, and local mental health advocacy group boards in order to
address Latino/Hispanic issues and concerns in the development of all programs and policy recommendations.
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Provide education to both the public and to government officials on Latino/Hispanic specific needs and issues. This includes the following:
⇒ Mount public education campaigns to create awareness of trauma within Latino/Hispanic communities and the need
for appropriate assessment and treatment of issues such as acculturative stress for recent immigrants.
⇒ Provide training for national, state, local government employees and elected officials specifically on Latinos/Hispanics
and trauma, and the importance of a strengths-based approach when creating policy that impacts Latino/Hispanic
children and families.
⇒ Educate funding sources on the importance of supporting relevant Latino/Hispanic community issues for consumer/
family driven community-based research.
Provide federal funding to train and educate Latino consumers and family members to become leaders in order to educate and inform Congress. Selected federal agencies should fund Latino/Hispanic-specific sponsors to establish and enhance community-level coalitions and to educate and train Latino/Hispanic consumers/families on public-speaking, data
issues, policy development, grant writing, program development, and self-sufficiency for sustainability.
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Assessment
Background

R

tant to assess their lifetime history of traumatic events,
esearch suggests that ethnic groups may be at higher risk for experiespecially with first-generation immigrants (Cohen,
encing traumatic events when compared to the majority population
2007).
(Finkelhor, Ormrod, Turner, & Hamby, 2005; Kilpatrick et al., 2003). Ethnic
groups may also suffer from more negative effects of trauma (La Greca,
The standard approach to trauma assessment includes a semi-structured
Silverman, & Vernberg, & Prinstein, 1996; Moisan, Sanders-Phillips, &
interview composed of a thorough trauma history and assessment of
Moisan, 1997; Sanders-Phillips, Moisan, Wadlington,
trauma-related mental health problems. An effective
Morgan, & English, 1995). An important step toward
assessment considers time-line and developmental isoptimal trauma-focused treatment minimizing the nega- “It is imperative that a
sues (Saunders et al., 2003), which helps differentiate
tive impact of trauma for all populations is to conduct a culturally competent
direct effects of trauma from possible co-morbid condicomprehensive trauma-related assessment.
assessment is contions. Standardized measures such as the Trauma Symptom Checklist for Children (Briere, 1996) are often used
ducted
when
working
General guidelines have been created for culturally comto target specific symptoms for treatment planning and
petent assessment and treatment of ethnic populations with Latino children
to provide a baseline assessment (from which change
(American Psychological Association, 2003; Bernal,
can be subsequently measured in treatment). It is also
and
families
affected
Bonilla, & Bellido, 1996; Lopez, Kopelowicz, & Canive,
important to assess the child’s overall functioning and
2002). These guidelines highlight important issues to
by trauma.”
family members’ trauma history, as well as the safety of
consider during a standard assessment, such as prethe child’s current living environment.
ferred language, cultural values, community/social support, socioeconomic
status, history (country of origin, immigration), and beliefs about mental
A comprehensive assessment using standardized measures is only one
health treatment. Standard assessment protocols often omit these imporstep in the process of guiding decisions on service planning. Other steps
tant issues. However, these guidelines do not specifically address trauma.
include working with caregivers and collateral sources, conducting the
clinical interview and observing behavior. The assessment process is onGuidelines for effective trauma-informed assessment have also been cregoing and occurs throughout treatment to ensure that the treatment is
ated, but these guidelines are largely based on
working or if it needs to be refined. This becomes more important in the
research and treatment with the mainstream popucase of Latino/Hispanic families who may not share information until a
lation in the US that may not include an adequate
relationship of trust has been obtained.
representation of racial and ethnic groups (e.g.
Myers et al., 2002; Saunders, Berliner, & Hanson,
A comprehensive culturally appropriate trauma-informed assessment is
2001). Due to differences in types of trauma and
an essential component of good clinical practice and is a component of
manifestation of trauma symptoms among many
many trauma-focused evidence-based practices. Therefore, it is imperaindividuals from ethnic groups, a standard trauma
tive that a culturally competent assessment is conducted when working
assessment may not suffice (Carlson, 1997). For
with Latino/Hispanic children and families affected by trauma.
example, traumatic events that occur during the
immigration process will likely not be reported
unless children are specifically asked about such
events during assessment (de Arellano, Danielson, Rheingold, & Bridges,
2006).

Más vale
pájaro en
mano que
cien
volando.*

Conducting a culturally competent trauma-informed assessment for Latinos/Hispanics is important because varying responses to trauma have
been reported among certain ethnic groups. Children of Hispanic descent
may report more somatic symptoms when compared with their nonHispanic peers (Piña & Silverman, 2004). Standard assessment protocols
may fail to detect somatic complaints as well as common culture-bound
reactions to trauma, such as ataque de nervios (Guarnaccia, Canino,
Rubio-Supec, & Bravo, 1993). Assessment should also incorporate a lifetime approach. That is, when working with Latinos/Hispanics, it is impor-

Statement of the Issue
A number of guidelines have been proposed for culturally competent assessment and treatment of ethnic populations. These guidelines (e.g., American Psychological Association, 2003; Bernal, et al., 1996; Lopez et al., 2002) emphasize the importance of considering the cultural context within which the family exists and adapting the approach to treatment with these families accordingly (e.g.,
Santiago-Rivera, Arredondo, & Gallardo-Cooper, 2002; Vera, Vila, & Alegrίa, 2003). However, standard assessment models do not
thoroughly consider these issues and may be inadequate to effectively assess trauma within the appropriate cultural context. The need for modifications to standard assessment practices is highlighted by the growing population of ethnic groups in the U.S., and the potentially heightened vulnerability
of these groups to certain traumatic events. In a culturally appropriate trauma-informed assessment, one needs to address a family's preferred language, cultural beliefs, current community, social support system, socioeconomic status, preconceived notions about mental health treatment, and
specific trauma history.

Downloaded from www.chadwickcenter.org

A-1

Latino Adaptation Guidelines-Assessment

Recommendations from the Field
• Investigate the intended population. Dedicate some time to learn about the intended culture through a variety of resources. In order to know what clinical questions must be asked in a trauma assessment and how to ask such questions, a working understanding of the intended population is necessary (de Arellano & Danielson, 2008).

• Navigate new ways of delivering assessment services. Upon investigating the intended population, modifications should be made to the

way the assessment is introduced and conducted to better accommodate individuals' needs and characteristics. Often, this involves introducing the assessments in a sensitive manner, and navigating such obstacles as distrust of providers and language and logistical barriers.

• Further assess caregiver, extended family members, and other collateral sources. Consistent with the family-focused or group (vs. individu-

alistic) orientation often ascribed to many ethnic cultures (e.g., Marín & Triandis, 1985), it is important to consider the potential value of
collecting information from a broad range of informants (e.g., extended family, other members of the community).

• Organize background assessment to better accommodate the intended population. A careful assessment of relevant background informa-

tion can provide a better understanding of the context in which the victimization or other traumatic event occurred. Areas for the background assessment typically include social, educational, legal, medical and mental health history. Having a solid understanding of the family's culture can help guide interview questions about potential background events (e.g., frequent moves and changing living arrangements
for recent immigrant families who must migrate often for employment).

• Recognize and broaden the range of traumatic events to be assessed. Questions in an assessment of traumatic experiences should be

behaviorally specific in order to increase the validity of the assessment (Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). In addition
to commonly assessed traumatic events, a broad range of other traumatic events that occur more frequently within a particular population
can be added, depending on the family's background. Some examples include political trauma (e.g., political violence among families from
Chile [Allodi, 1980]); immigration related crime (e.g., human trafficking among Mexican and Central American immigrant women [Farley,
2003]); or natural disasters (e.g., hurricanes in Puerto Rico and other Latin American countries in the Caribbean).

• Increase efforts on translating existing measures into Spanish and researching their validity and reliability once translated. While there are
many assessment measures that exist, it is important that they are translated into Spanish using best practices translation techniques (see
the “Communication/Linguistic Competence” priority area for more information). Once translated, their reliability and validity, as well as
real world utility, needs to be established.

• Incorporate the use of cultural measures into your assessment process. These include measures of acculturation and acculturative stress.
For more information on these measures, refer to the “Resource” section of this document.

• Create comprehensive guidelines for conducting a culturally compe-

tent assessment that links the assessment results to the development of the treatment plan. While guidelines exist for conducting a
culturally competent assessment, few of these guidelines provide
the link between the information gathered, the initial decisionmaking, and the development of the treatment plan.

• Create the organizational and administrative supports that are nec-

essary to build and sustain an effective assessment program. This
includes resource allocation in relation to staff time needed to engage families in the form of workload, supervision, and data systems
(see the “Organizational Competence” priority area for more information).

• When conducting assessments with a translator, it is critical to de-

fine exactly what we mean. Specifically, for some clients, what a
provider may see as a traumatic experience may be viewed by the
client as a “part of life.” It is important to clearly and concretely describe the events you are referring to in your assessment (see the
“Communication/Linguistic Competence” priority area for more information on working with translators).

Resilience
• Many Latino/Hispanic families hold the cultural value of fa-

milismo (see “Cultural Values” priority area for more information). In this context, the family can be a strong support network and plays a valuable role in the assessment process.
Taking the time to engage with the family and thoroughly introduce the assessment process can help the family become
involved in the treatment process itself.

• Trust is paramount to engaging youth and families in the assessment process. Trust issues often impede ethnic minorities
from accessing mental health services (U.S. DHHS, 1999).
Therefore, in order to engage ethnic families and obtain an
accurate assessment, clinicians and agencies need to focus
on building trust and rapport with the client’s family and their
community. Some ways to establish rapport include spending
more time with clients’ and their families, demonstrating
knowledge of the client’s culture, respect and interest in cultural values, rituals, and practices. Developing a positive reputation in the community and participating in local events also
helps to establish trust.

• Provide the family with a strong rationale for the assessment

and explain assessment procedures (to clarify any misunderstandings such as fear of being reported to authorities in order
to better engage the family in the assessment process). It is
helpful to explain why certain questions (i.e., related to sexual
abuse) are being asked and to phrase questions in a descriptive, non-stigmatizing way (Resnick et al., 1993). Interviews
and self-report instruments need to be available in the appropriate language and terminology as well.

• Assist the family with overcoming logistical barriers to treat-

ment and current stressors. Providing bus tokens or linking a
family to childcare resources can demonstrate concern for the
family’s problems and facilitate their participation in services.
Flexibility in scheduling also serves this dual purpose (see the
“Service Utilization and Case Management” priority area for
more information).

• The assessment process should focus on the client’s strengths
as well as on the areas that will be addressed by treatment. By
identifying and working with the client’s strengths, the clinician
will be better able to pave the way for a stronger and more
effective therapeutic relationship.
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Family/Youth Engagement

• Elicit feedback from the family about their assessment experi-

ence. This shows the family that their opinion is valued and
invites the family to take an active role in the treatment process.

A-2

Community Examples/Best Practices
• Chadwick Center for Children and Families – Assessment-Based Treatment for Traumatized Children: A Trauma Assess-

ment Pathway (TAP) - TAP is a treatment model that incorporates assessment, triage, and essential components of
trauma treatment into clinical pathways. In TAP, the clinician conducts a thorough client assessment that includes the
use of standardized measures, behavioral observations, and clinical interview. The assessment is designed to investigate and address the
individual needs of the client, including relevant cultural factors.
⇒ Website: www.taptraining.net
⇒ Address: Chadwick Center for Children and Families, Rady Children’s Hospital - San Diego, 3020 Children’s Way, MC 5131, San Diego, CA
92123

• Medical University of South Carolina, Community Outreach Program – Esperanza (COPE) – Provides community-based assessment, referral,
and treatment services to children and adolescents who have been victimized by crime (e.g., sexual abuse, physical abuse, domestic violence)
or have experienced other traumatic events such as natural disasters or serious accidents. Michael de Arellano, PhD, and Carla Kmett Danielson, PhD have created a culturally INFORMED approach to trauma assessment with Latino/Hispanic families (de Arellano & Danielson, 2008).
⇒ Website: www.musc.edu/outreach/programs/outreachprograms.html#cope
⇒ Address: Medical University of South Carolina, 165 Cannon St., MSC 852, Charleston, SC 29425

• Border Traumatic Stress Response (Border TSR), Serving Children and Adolescents in Need, Inc. (S.C.A.N.) - Works to improve and expand the

service delivery system in Webb County, Texas, for children and adolescents aged 2 to 18 who have experienced any type of traumatic event.
S.C.A.N. is a community-based, nonprofit organization with more than twenty years of experience providing services to children and adolescents and their families. S.C.A.N.'s trauma-informed system includes a thorough assessment and treatment tailored to his/her individual
needs. Webb County is located along the Texas–Mexico border, and most of the children served are first-generation Mexican-Americans or
Mexican immigrants who are bilingual or primarily Spanish-speaking.
⇒ Website: www.scan-inc.org
⇒ Address: 2387 E. Saunders St., Laredo, TX 78041

• Children’s Institute, Inc.– Responding to Domestic Violence: the “Whole Person” Approach - Children’s Institute Inc., developed this model for

group intervention with families exposed to domestic violence. 87% of the clients in this program are Latino/Hispanic. There are outpatient
groups and residential treatment in a long-term DV Shelter. Treatment is provided in both English and Spanish. It includes an integrated assessment model with culturally sensitive questions.
⇒ Website: www.childrensinstitute.org
⇒ Address: 711 S. New Hampshire Ave., Los Angeles, CA 90005

Resources
American Psychological Association. (1990). APA guidelines for providers of psychological services to ethnic, linguistic, and culturally
diverse populations. Retrieved November 7, 2008 from http://apa.org/pi/oema/guide.html
Cuéllar, I., Arnold, B., & Maldonaldo, R. (1995). Acculturation rating scale for Mexican-Americans-II: A revision of the original ARSMA
scale. Hispanic Journal of Behavioral Sciences, 17(3), 275-296.
Chavez, D.V., Moran, V.R., Reid, S.L., & Lopez, M. (1997). Acculturative stress in children: A modification of the SAFE scale. Hispanic Journal of Behavioral Sciences, 19(1), 34-44.
De Arellano, M. (2007, Nov. 29). Adapting trauma-focused treatments for diverse populations - An NCTSN Culture and Trauma Speaker Series webinar.
Retrieved November 7, 2008 from www.nctsnet.org/nctsn_assets/pdfs/nov29_2007.pdf
U.S. Department of Health and Human Services. (1999). Mental health: A report of the Surgeon General—Chapter 2: The fundamentals of mental
health and mental illness (pp. 80-92 focus on Cultural Diversity). Rockville, MD: Author, Substance Abuse and Mental Health Services Administration,
Center for Mental Health Services, National Institutes of Health, National Institute of Mental Health. Retrieved November 7, 2008 from
www.surgeongeneral.gov/library/mentalhealth/home.html
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