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Abstract
Purpose of Review With the current demographic shifts, the USA will soon become a “majority minority” country. While the
population of the USA over the age of 65 years is projected to increase from 13.5% to 20% in 2030, racial and ethnic minority
elderly, who are now 21% of the population, will increase to 44% by 2060. As the population of racial and ethnic minority elderly
continues to grow, there is a demographic and public health imperative to understand how to better care for this population.
Recent Findings This review evaluates the impact of race, ethnicity, and culture on the aging process, psychopathology, psychi-
atric care, psychiatric education, and clinical research. Relevant advances in recent literature are reviewed, and gaps in cultural
competency education and training, and clinical research are identified.
Summary Clinical recommendations and future directions are highlighted, as an effort to improve care for this underserved
population at risk. By striving to better care for racial and ethnic minority elders, one of the most marginalized populations, health
care is improved for all.
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Introduction

With the current demographic shifts, the USA will soon be-
come a “majority minority” country. US Census estimates that
by 2044, no race or ethnic group in the USA is projected to
have greater than a 50% share of the nation’s total population.
The population of the USA over the age of 65 years is
projected to increase from 13.5 to 20% in 2030 (see
Table 1); racial and ethnic minority elderly, who are now
21% of the population, will increase to 44% by 2060 [1].
Racial and ethnic elders age 85 years and over are the fastest
growing segment of the American population [2•]. Racial and
ethnic minorities in the USA include Black Americans, Latino

Americans, Asian Americans and Pacific Islanders, and
American Indians and Alaskan Natives, and smaller ethnic
groups exist within these larger categories. In addition, some
individuals who identify as racial or ethnic minority elderly
may themselves have multiple ethnic identities [3]. As racial
and ethnic minorities continue to grow, there is a demographic
imperative to understand how to care for these populations.

Before beginning, definitions of race, ethnicity, culture, and
minority status are reviewed here.Race is defined as a category
of humankind that shares certain distinctive physical traits,
such as skin color, facial features, and stature [4]. Most people
think of race in biological terms; however, anthropologists,
sociologists, and many biologists now question the value of
these categories, and thus, the value of race is a helpful biolog-
ical concept [5, 6]. In contrast, ethnicity refers to an ethnic
affiliation or group, with the term ethnic relating to large
groups of people classed according to common racial, national,
tribal, religious, linguistic, or cultural origin or background
ethnic minorities. Thus, ethnic groups are also a social con-
struct; individuals who self-identify with a particular ethnic
group share social, cultural, and historical experiences, often
stemming from common national or regional backgrounds.
These include beliefs, customs, places of origin, religion, diet,
language, dress, self-concept, and normative expectations [4].

The term culture has multiple meanings: culture can de-
scribe the beliefs, customs, arts, etc., of a particular society,
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group, place, or time; culture can be used as a synonym for a
particular society that has its own beliefs, ways of life, art, etc.
Finally, culture can refer to a specific way of thinking, behav-
ing, or working that exists in a place or organization [4].
Clearly, certain ethnic or racial groups can have their own
cultures, but the association is not always one to one.
Groups or organizations made up of multiple races or ethnic-
ities can create their own culture. Take for example,
“American culture,” or the culture of medicine.

Finally, a minority group is a part of a population that
differs from others in some characteristics and is often sub-
jected to differential treatment [4]. Minority groups are differ-
entiated from the social majority, defined as those who hold on
to major positions of social power in a society. The differen-
tiation can be based on one or more observable human char-
acteristics, including ethnicity, race, religion, disability, gen-
der, wealth, health, or sexual orientation—and may be
enforced by law. Usage of the term is applied to various situ-
ations and civilizations within history despite its association
with a numerical, statistical minority [7].

Race, Ethnicity, and Culture: Aging

Race, ethnicity, and culture affect aging, both the develop-
mental process and intergenerational issues. These factors af-
fect developmental constructs such as age norms, family roles
and responsibility, age grading, and rituals. In addition, inter-
generational issues may occur through intergenerational dif-
ferences in expectations about family responsibilities due to
acculturation differences [8, 9].

The effects can also be biological. The study of cultural
neuroscience has begun to lead to a broader understanding
of developmental processes. Culture–gene coevolutionary
processes may produce cultural variation in core cognitive
and neural architecture (e.g., structure and function) across

generations through geographical variation in environmental
pressures. Environmental factors, such as pathogen preva-
lence, are known to lead to cultural selection of behavior pat-
terns affecting an orientation to individualism in contrast to
collectivism, due at least in part to genetic selection of the
short allele of the serotonin transporter gene [10].

In addition, there may be epigenetic effects of ethnocultural
differences. Epigenome-wide studies have reported variation in
methylation patterns between racial and ethnic groups. DNA
methylation differences may be a potential biomarker for un-
derlying racial health disparities between human populations.
Ethnicity-related methylation differences may appear to set
their mark during early embryonic development [11].
Although these discoveries are compelling, they are also pre-
liminary, and additional work needs to be done in this area to
understand how such cultural patterns ultimately become
encoded in our genome. The study of cultural neuroscience
could also lead to new discoveries in the understanding of
brain–body processes, as well as interventions that can target
the way some people experience mental health problems [12•].

Race, Ethnicity, and Culture: Psychopathology

Alzheimer Disease and Related Dementias

Racial, ethnic, and cultural factors can affect psychopathology
and the differential prevalence, presentation, and causes of
symptoms in cognitive disorders. In epidemiological catch-
ment area studies, African American and Latino American
elderly have been found to have higher levels of cognitive
impairment, one of the indicators of dementia. This indicator
is seen more in ethnic minorities—as much as double the
amount seen in the general population [13]. Recent research
has indicated that the burden of Alzheimer disease and related
dementia in the USA will nearly double from 2014 to 2060;

Table 1 The percentage of people
aged 65 and over within each
racial group and Hispanic origin
in the USA, from the 2010 US
Census

2010 (%) 2030* (%) 2050* (%)

White* 14.2 20.7 21.0

Non-Hispanic*** White 16.1 24.8 25.5

Black 8.6 15.2 18.5

American Indian and Alaska Native 7.4 14.5 16.8

Asian 9.3 16.5 21.9

Native Hawaiian and Other Pacific Islander 6.5 13.2 17.9

Two or more races 5.1 7.2 7.8

Hispanic*** 5.7 10.0 13.2

All races and ethnicities 13 19.3 20.2

*Predictions for 2030 and 2050 are presented. Data was adapted from the USCensus and pooled from people who
reported a race alone

**Each racial group includes both Hispanics and non-Hispanics, except non-Hispanic Whites

***People in the Hispanic category can be of any race
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the highest increases in this burden will occur in racial and
ethnic minority groups, with the highest increase in incidence
specifically in the Hispanic population [14••]. A recent
population-based sample followed for 14 years found that
dementia incidence is highest among African Americans and
American Indian/Alaska Natives, lowest among Asian
Americans, and intermediate among Latinos, Pacific
Islanders, and whites [15]. Additionally, there is an association
between literacy and cognitive reserve, with the observation
that some racial and ethnic groups do not have access to a
formal education, which could help explain some of the dif-
ferences in prevalence of AD [13]. Limits, however, exist in
the assessment and diagnosis of AD and related dementia in
these populations, including challenges with the generalizabil-
ity, cultural validity, and representativeness of neuropsycho-
logical testing. Finally, little research exists when it comes to
neuroimaging, biofluid-based, and EEG/event-related
potentials-based biomarkers for AD in racial and ethnic mi-
nority populations [16••].

Psychiatric Disorders in the Aging Population

Racial, ethnic, and cultural factors can affect psychopathology
and the differential prevalence, presentation, and causes of
symptoms in other psychiatric disorders as well. There are dif-
ferences in causation and prevalence of disorders; for example,
the prevalence of posttraumatic stress disorder differs in specific
racial and ethnic minorities, as well as the elderly populations,
due to differential exposure to risk factors, rather than differ-
ences in vulnerability [17]. A recent study found that in senior
home settings, those racial and ethnic minority elders with low-
er incomes were more likely to be depressed than those with
moderate incomes [18]. Furthermore, the prevalence of mental
health disorder diagnoses overall is higher in older individuals,
and this is especially the case for older African Americans [19].

In contrast, social support can mitigate risk; a study of
African American elders found that support from the church
and family was inversely associated with depression symp-
toms in this group; churchgoing seems to be protective for
this minority group and generally results in lower depressive
symptoms [20]. Complicating the issue, for some racial and
ethnicminority elderly groups, the difference in reported prev-
alence of psychiatric illness can be also due to challenges in
assessment of psychopathology, due to limitations of the sen-
sitivity of culturally appropriate assessment instruments for
different racial and ethnic groups [21].

Additionally, family factors and coping styles may affect
presentation of psychopathology in the clinical setting [2•, 9].
For example, in American Indians, there seems to be a sense
of interdependence between family members that often results
in an increased observation of caregiving [22]. For other racial
and ethnic minority elderly groups, immigration factors may
also affect psychopathology and help-seeking behaviors,

including age at immigration, historical events leading to im-
migration, degree of familiarity with the larger institutions,
presence of family, cultural and religious institutions, and
what generation of immigrants they belong to (such as first
or second generation) [23].

Intersectionality in Psychopathology

Finally, each racial and ethnic minority group has pertinent
historical and social challenges; even within each racial and
ethnic minority group, there can be considerable heterogene-
ity. Several theories of aging and psychopathology may be
relevant to our understanding of this relationship from a trans-
cultural perspective. One such theoretical model is the “dou-
ble jeopardy” hypothesis. In someWestern societies andmany
transitional societies, the status of older persons is relatively
low compared with other age groups; being old and a member
of a minority group confers additional disadvantage or mar-
ginalization [23]. Older women may be subject to “triple jeop-
ardy” because they are typically accorded lower status than
men. An additional jeopardy would be the stigma of mental
illness, and thus, in this model, racial ethnic minority elderly
women will face “quadruple jeopardy” [2•]. In addition, racial
and ethnic minority elderly are more likely to have experi-
enced poverty in their lifetimes, and low socioeconomic status
can pose additional risk [24]. Sexual minorities also may ex-
perience further marginalization; for example, transgender
older adults often experience higher percentage of depressive
symptoms than the general population, which is correlated
with higher perceived stress in this population [25]. These
intersectional aspects of being part of more than one minority
lead to a complex identity with many vulnerabilities [26].

Race, Ethnicity, and Culture: Psychiatric Care

Cultural beliefs can contribute to different explanatory models
of illness, such as folk models of dementia as compared with
moreWestern biomedical models of dementia [23]. One study
found lower levels of biomedical knowledge on dementia in
Asian ethnic minorities in Hawaii. This population tend to
have a higher degree of folk perceptions of dementia, leading
them to associate symptoms of the disease with the general
process of aging [27•].

One’s racial and ethnic background can also affect the out-
comes of psychopharmacologic agents through differences in
pharmacogenetics, treatment adherence, and placebo effects
[2•]. Additionally, differences exist in prescription patterns
for racial and ethnic elders. Non-White elders with co-
occurring depression and dementia have a lower chance of
being prescribed antidepressants as an adjunct treatment than
their White counterparts [28]. Another study noted lower an-
tidepressant prescription rates for elderly African American
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cancer patients with depression as compared with White pa-
tients with the same diagnoses [29].

Cultural beliefs can affect attitudes toward medication,
therapy, traditional healing, alternative treatments, medica-
tions, and end-of-life care. Stigma surrounding mental illness
can cause racial and ethnic minorities to underutilize psychi-
atric resources, and this is exacerbated in the older population.
In a recent study, aging Hispanic elders and other racial and
ethnic minority elder groups were less likely to use mental
health resources, as compared with their African American
and non-Hispanic White counterparts; the latter had similar
levels of mental health resources use [30].

Racial and ethnic minority elders’ families and their care-
givers’ behaviors and perceptions may be influenced by cul-
tural beliefs as well. Cultural beliefs, such as familyism, col-
lectivism, and fatalism, may affect the caregiving experience
for the families of racial and ethnic minority elders. A recent
study found that although Asian American caregivers spent
much more time caring for their loved ones as compared with
non-Hispanic Whites, non-Hispanic White caregivers tend to
report more distress from caregiving, than their Hispanic and
Asian American counterparts [31].

Race, Ethnicity, and Culture: Clinical
and Research Settings

Given the influences of race, ethnicity, and culture on aging,
psychopathology, and psychiatric care, disparities in access to
and quality of mental health for racial and ethnic minority
elders can occur, resulting from insufficient cultural compe-
tence in systems of care, absence of access to health care
choices, and issues of stigma or even mistrust of the health
care system by racial and ethnic minority elders. A larger
framework is needed to provide culturally informed, culturally
sensitive, and culturally competent care to racial and ethnic
minority elders. The Cultural Influences on Mental Health
framework is a useful approach to characterizing cultural fac-
tors in the relationship that develops between the patient and
the mental health care system [32].

In research, significant efforts need to be made to increase
the recruitment of racial and ethnic minority elders in clinical
trials, specifically research related to AD and related dementias.
Recruitment of racial and ethnic minorities in general AD trials
is often as low as 1–2% [16••]. In addition, it is an imperative to
collect more population-based, representative, and disaggre-
gated data for certain racial and ethnic minority elders, includ-
ing the Asian American, Pacific Islander, and Native American
populations, to identify populations at risk, and to develop and
test culturally tailored interventions specifically for racial and
ethnic minority elder populations [33•]. One such recent exam-
ple of a research study targeted low health literacy in African
American elders; low health literacy has been linkedwith worse

health outcomes such as diminished physical function and poor
mental health [34••, 35••]. This clinically tailored intervention
for Alzheimer dementia (AD) education for African American
elders found that those who received culturally tailored follow-
up text messages on AD education showed the largest increase
in health literacy, as compared with those who received regular
informative daily text messages or none at all [34••]. Another
example is Happy Older Latinos are Active (HOLA): a newly
developed intervention that using a community health worker
to lead a health promotion program in order to prevent common
mental disorders among at-risk older Latinos; the pilot study
tested the feasibility and acceptability of delivering HOLA to
older, at-risk Latinos [36]. These studies are examples of how
targeted, culturally tailored interventions can be effective as a
means of addressing multiple disparities (for example, mental
health outcomes, mental health service use, stigma) among ra-
cial and ethnic minority elderly.

Race, Ethnicity, and Culture: Clinical
Considerations

Therapeutic relationships can be often affected through differ-
ences in the patient’s and clinician’s cultures. Because of the
professional culture of the clinician, some degree of distance
between clinician and patient always exists, regardless of the
racial or ethnic background of either clinician or patient. In
addition, cultural beliefs and experiences of the racial and ethnic
minority elder and their clinician can affect transference and
countertransference [3]. Because cultural differences can lead
to unequal treatment due to bias, stereotyping, and prejudice on
the part of clinicians, clinicians need to be particularly vigilant
when while caring for racial and ethnic minority elderly [37].

As such, in the clinical setting, individual clinicians must
be mindful of each patient’s racial and ethnocultural identity.
However, stereotyping must be avoided and cultural humility
maintained, as each person is a unique individual [38]. The
study and use of the DSM-5 Cultural Formulation Interview
and Supplementary Modules can be a useful tool with every
patient—not just racial and ethnic minorities—to facilitate
evaluation, diagnosis, and treatment planning [39, 40]. In ad-
dition, the American Psychiatric Association’s Ethnic
Minority Elderly Curriculum is a helpful resource for both
trainees and clinicians seeking continuing education on this
topic [23]. Clinicians and trainees must be mindful of the
“hidden curriculum,” vigilant of the asymmetrical power dy-
namics that may influence our care of vulnerable populations.

Conclusion

Racial and ethnic minority elders often experience a greater
burden of unmet mental health needs, due, in part, to a
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combination of patient, provider, and health care system bar-
riers. Limited data exists on the effects of race, ethnicity, and
culture on psychopathology and treatment for our elders. Most
of the data that does exist is in the area of racial and ethnic
differences in dementia prevalence; even more, limited data
exist on the impact of race, ethnicity, and culture on aging
issues.

To address the mental health needs of racial and ethnic
minority elderly, high-quality research involving racial and
ethnic minority elderly and continuing education and training
approaches to provide culturally competent care for this pop-
ulation must be pursued [38]. As the prevalence of dementia
and other mental health disorders continues to grow for racial
and ethnic minority elders, more efforts in pursuing research
in general, and particularly designing and evaluating cultural-
ly tailored interventions, are needed to allow for earlier diag-
nosis, treatment, and education for racial and ethnic minority
elders and their families [41]. Barriers to racial and ethnic
minority recruitment in research trials must be addressed, in-
cluding advocating for more research on culturally tailored
interventions to ultimately reduce health care disparities for
racial and ethnic minority elder communities. On a structural
level, clinicians and institutions must improve screening and
prevention approaches and provide education and outreach as
well as grapple with policy changes to increase access to cul-
turally competent care [41]. By striving to better care for racial
and ethnic minority elders, one of the most marginalized pop-
ulations, health care is improved for all.
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