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Introduction

Hilary M. Gould, Gabriela G. Mejia, and Steve H. Koh

As a medical specialty often referred to as an art, psychiatry requires creative 
approaches to assessing and treating patients with complicated histories across con-
texts. As each individual’s mental health experience is different within one’s cul-
tural construct,  it is important to weigh how mental illness presents in specific 
cultural settings [1]. The field of psychiatry has advanced significantly from utiliz-
ing a purely western perspective to interpret behavioral presentations to incorporat-
ing concepts of cultural competency and cultural humility [2].

Cultural psychiatry is a discipline formed out of medicine, anthropology, and 
social psychology. Relative to other disciplines, it is a young and developing field. 
The American Psychiatric Association initially focused on evaluating “cultural 
bound syndromes” and symptoms experienced by non-majority populations through 
a westernized and colonial lens [3]. This comparative approach focused on the 
“exotic other.” Culture was defined as a specific unit characterized by a group’s race, 
ethnicity, country of origin, and/or social status. As the field of cultural psychiatry 
evolved, training and education emphasized understanding the cultural context of 
specific mental illnesses and providing appropriate psychiatric care in ethnically 
diverse populations. Psychiatric diagnoses and symptoms therefore are not strictly 
biological and are influenced by experiences and environments, including transmis-
sion of generational norms and cultural manifestations of mental illness. Clinical 
treatments address wide-ranging issues, such as bereavement after loss, psychiatric 
sequelae of stigmatized subgroups, and the care of individuals with serious mental 
illness. More recently, there has been a shift toward reducing inequities and under-
standing the larger structural and systemic contributions affecting mental health 
prevalence and manifestation.

In a modern and globalized world, a broader idea of culture has developed. 
Beginning in the twentieth century, anthropologists expanded their studies of 
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village communities to industrial enterprises. They used ethnographic principles to 
examine workforce, college campuses, labor unions, prisons, and other groups that 
shared a common cultural system. The study of these groups helped provide an 
understanding of unique dynamics and hierarchies, how organizational principles 
evolved over time, and the relationship between the institution and larger society. 
Inherent in this framework is a recognition that cultural worlds are “temporary, 
ever-changing constructions that emerge from interactions between individuals, 
communities, and larger ideologies and institutional practices” [4].

Furthermore, in clinical practice, it is critical to not focus exclusively  on the 
dyadic cultural differences between the psychiatrist and the patient. The larger envi-
ronment or cultural context in which the two individuals interact must be understood 
to provide optimal care. This larger context extends beyond the physical space (e.g., 
outpatient clinical practice versus hospital-based consult liaison practice) and is 
influenced by legal and institutional constructs (e.g., legal aspects involved in human 
trafficking or military culture). It is not sufficient to deliver psychiatric care without 
an understanding of the larger construct within which a patient exists. Therefore, 
throughout this book, a broad view of culture is used when presenting research, clini-
cal case examples, and training recommendations across unique settings and patient 
populations. It is hoped that the reader will benefit from understanding the dynamic 
aspect of a culture which spans beyond racial and ethno-specifics of our patients and 
encompasses the larger context in which we find them.

�Cultural Constructs in the DSM-5

The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders [5] 
incorporates more elements of culturally competent care than any previous edition 
of the manual. The DSM-IV listed culture-bound syndromes (i.e., pattern of aber-
rant behaviors that are localized to a specific society or culture, such as ataque de 
nervios), while the current edition dedicates more thoughtful and updated context to 
cultural presentations. It includes a clinical interview tool (i.e., “Cultural Formulation 
Interview,” CFI) and describes elements critical to culturally sensitive diagnoses 
and care (e.g., “Glossary of Cultural Concepts of Distress”). Recommendations 
include attending to cultural factors when contemplating specific diagnoses. For 
example, considering primary language when diagnosing specific learning disor-
ders or intellectual disabilities, understanding religious beliefs and practices when 
psychotic symptoms are present, and appreciating trends unique to certain cultural 
groups regarding over or underemphasized cognitive or somatic complaints. Rather 
than the notion of the culture-bound syndrome from older editions of the DSM, 
three new concepts are presented in the DSM-5: (1) cultural syndrome, or symp-
toms found in specific cultural groups; (2) cultural idioms of distress, the shared 
way of communicating suffering; and (3) cultural explanations, the perceived 
cause(s) and etiology of symptoms [5].

The DSM-5 defines culture as “systems of knowledge, concepts, rules, and prac-
tices that are learned and transmitted across generations. Culture includes language, 
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religion and spirituality, family structures, life-cycle stages, ceremonial rituals, and 
customs, as well as moral and legal systems” [5]. This definition primarily focuses 
on cultures specific to race/ethnicity and country of origin. The CFI includes 16 
questions intended to highlight key elements of the patient’s cultural identity (e.g., 
values, orientations, knowledge, practices, geographical origin, migration, lan-
guage, religion, sexual orientation, race/ethnicity, developmental experiences), their 
social network’s influence as sources of stress or support, cultural interpretations of 
presenting symptoms, and factors affecting help-seeking behavior [5]. Cultural con-
siderations are deemed critical for evidence-based psychiatric care, including 
enhancing the therapeutic relationship, accurately diagnosing disorders, obtaining 
relevant clinical information (e.g., coping strategies), and improving efficacy of 
treatments.

�Definition of Culture to Improve Clinical Care

In the modern world,  culture has multiple meanings that affect understanding 
and applications in psychiatry [6]. Throughout this book, chapter authors define 
culture broadly and explore several aspects of social behavior and norms, includ-
ing attitudes, beliefs, habits, rituals, behaviors, values, interactions, language, 
knowledge, and stories as depicted in Fig.  1.1. Inherent in its definition is 

Behaviors
• Habits
• Rituals
• Practices

Values and
attitudes

• Beliefs
• Orientations
• Stories 

Relationships
and

interactions

• Language
• Communication
• Dynamics
• Roles

Knowledge
and

experiences 

• Settings
• Training
• Skill-set

Culture

Fig. 1.1  Schematic of elements that define culture
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recognition that culture has both external and internal representations [7]. 
External representations encompass institutions, traditions, and activities. In 
contrast, internal representations include interpretations, ascribed meaning, and 
importance set by the individual. Culture affects all aspects of mental health care 
delivery, including identification of a problem, acceptable treatment options, and 
access to services.

In addition to examining specific subgroups with shared backgrounds, chapter 
authors will aim to look at cultures across experiences and settings. For example, 
anthropologists have studied psychiatry training as assimilation into a shared cul-
tural organization [8]. In a department of psychiatry, there is a unique culture of 
shared characteristics passed down from experts in the field, as well as faculty, prior 
trainees, and cohort members in the university and hospital settings. This “culture” 
of academic psychiatry encompasses language (e.g., psychiatric terminology), 
interests and values (e.g., improving patient outcomes), training backgrounds and 
skill sets (e.g., medical school and residency), beliefs (e.g., medical model and sci-
entific method), habits and daily rituals (e.g., meetings and sessions), and so on. 
There are subgroups within the larger cultural group, such as residents, attendings, 
allied health professionals, and administrative support; those who work in inpatient, 
consult-liaison, outpatient, or research settings; and those in general clinics/tracks 
compared to specialized or disorder-specific clinics or research laboratories. While 
these subcultures exist, the group members may be further categorized by member-
ship to other subgroups, identities, and cultures that they may share with their col-
leagues (e.g., race, class, sexual orientation, gender identity, age). Individuals are 
not limited to one cultural group and instead are often impacted by the intersection 
of several cultural identities coupled with their unique experiences and 
interpretations.

Cultural groups are constantly changing in response to both internal and external 
factors derived from shared experiences. For example, although generational trans-
mission of cultural norms is inherent in the definition, other local and global changes 
of the era contribute to adaptations in cultural beliefs and practices. Even the authors 
of the DSM-5 echo this sentiment, “like culture and DSM itself, cultural concepts 
may change over time in response to both local and global influences” [5]. Using the 
department of psychiatry example, residents 10 years ago are likely quite different 
from present day residents due to a number of local (e.g., current leadership within 
the department) and large-scale external factors (e.g., less national stigma around 
mental health, advances in treatments). These factors can span across space and 
time to include geographical regions, time, historical events, and political ethos.

Current and emerging leaders in cultural psychiatry examine institutions and 
larger concepts, including community and population health, systems of care, and 
models of healthcare delivery. Cultural factors affect access to and quality of care in 
nearly every country, such that minority groups are subject to lower standards of 
care. By attending to these larger contextual factors, there is a call for focus on 
equity, appropriate service delivery models, and contribution to political justice [9]. 
Table 1.1 outlines key constructs related to cultural psychiatry. Additionally, schol-
ars posit the importance of a historical and politically informed perspective to better 
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inform global mental health as the world further shrinks and diversity in those that 
we care for becomes the norm [10, 11]. The importance of these issues cannot be 
overstated when evaluating how to best care for our patients. As mental health pro-
fessionals, we are often relied on to know about behavioral health insurance cover-
age, available social supports in a community, how to best navigate a complicated 
behavioral health network, and patients’ legal environment. Some may argue that 
these elements are not within a psychiatrist’s scope. However, the reality is that our 
patient’s clinical presentation and the best treatment modalities exist in the context 
of the larger cultural constructs that surround them. A patient in a primary care set-
ting, for example, may present their psychiatric symptoms differently than in a psy-
chiatric environment. An active duty military patient may understand their symptoms 
differently and mistrust civilian medical providers. Interaction with the legal system 
in context of asylum seeking process may change the ways in which a torture victim 
expresses their distress. Patients living in two different countries likely differ in the 
resources available for their care. As we intersect with colleagues, we also need to 
be mindful of how to best communicate and collaborate within their cultural norms. 
A psychiatrist’s interactions with chaplains or patients with strong religious beliefs 
will likely vary significantly from how one would best provide care in a largely pri-
mary care delivery environment. By understanding the importance of different cul-
tural constructs in which care is being delivered, we can best tailor the approach to 
benefit our patients.

�Culture and Mental Health Conceptual Model

Culture affects the manifestation, development, and treatment response of mental 
health illness via multiple pathways. Generally, cultural factors are not considered 
“etiological agents of mental illness,” or direct causes of psychiatric disorders, but 
instead pathogenic factors or etiopathogenic interactions which fit within our bio-
psychosocial framework [1]. It has been well documented that mental health ineq-
uities are present and influenced by a combination of systemic and structural 
systems, as well as exposure to adverse childhood experiences and environmental 
stressors. While the geopolitical and cultural context of where these stressors take 
place may affect the development of mental health symptoms, exposure to trau-
matic situations or chronic stress are universal triggers. Furthermore, culture 
affects more than just the prevalence of psychiatric illnesses. Stigmatization of 
mental health, or disapproval and discrimination toward the individual, greatly 

Table 1.1  Key constructs of cultural psychiatry

Cultural psychiatry constructs
Public and community systems of care
Cultural variability in expression and understanding of symptoms
Culturally competent care and adaptations to delivery of services
Mental health inequities
Globalization

1  Introduction
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affects the severity of illness and treatment outcomes. Identified supported means 
of healing can affect outcomes in both positive and negative ways. Given the broad, 
complex, and variable definitions of culture, few models have been posited to 
establish and understand the directionality and intersectionality between psycho-
pathology and culture.

The Cultural Influences on Mental Health (CIMH) model provides a framework 
for how culture permeates and influences several core domains of the psychiatric 
illness process. Hwang and colleagues suggest several pathways relating how cul-
tural background affects etiology of mental illness and how cultural meanings and 
norms influence expression of illness. They then relate symptom expression to both 
diagnosis and help-seeking behaviors, and how both issues, along with prevalence 
and policy, ultimately affect treatment outcomes [12]. The CIMH model is depicted 
in Fig. 1.2. The model considers the effects of generational traumas and accultura-
tive stress (e.g., linguistic difficulties, pressures to assimilate, separation from fam-
ily, experiences with discrimination) [12]. Conceptualization of the many 
complex  ways that culture can impact mental health expression, identification, 
diagnosis, treatment, and outcomes is essential for the field of psychiatry.

�Training and Education

Cultural competence is a journey, not a destination [13, 14]. No one can ever truly 
reach terminal “competence” in appreciating, integrating, and understanding cul-
tural differences for all people and settings. Instead, as Cross and colleagues 
wrote, “becoming culturally competent is a developmental process for the individ-
ual and for the system. It is not something that happens because one reads a book, 
attends a workshop, or happens to be a member of a minority group. It is a process 
born of a commitment to provide quality services to all” [13]. Exposure to diverse 

(A)

Cultural
background

Cultural
meanings
and
norms

Expression

Prevalence

Diagnosis

Help seekingMental
illness

Treatment

Policy

(B)

(C)

(D)

(E) (G)
(F)

(H)(I)

(J)

(K)

(L)

Etiology

Fig. 1.2  Hwang and colleagues Cultural Influences on Mental Health (CIMH) model. (Reproduced 
with permission from: Hwang et al. [12])

H. M. Gould et al.



7

groups including patients, colleagues, and faculty is essential to training and educa-
tion. Additional strategies for increasing clinicians’ cultural competence are pre-
sented throughout several chapters in the book, and key strategies and tools are 
outlined in Table 1.2.

Medical trainees and clinicians should also reflect on their own cultural identi-
ties, assumptions, and interactions with patients. They should evaluate weaknesses 
in their knowledge and willingness to collaborate with cultural brokers and people 
with lived experience to enhance clinical delivery and care. Additionally, “it is best 
to frame issues of cultural difference not simply in terms of the characteristics of 
patients or communities, but in terms of differences in the perspectives of patient 
and clinician in what is always, to some degree, an intercultural encounter” [4]. 
Every interaction with a patient is an interpersonal exchange and involves cultural 

Table 1.2  Strategies and tools for trainees and clinicians to increase cultural-competence and 
humility

Strategies and 
tools Definition
DSM-5 Cultural 
Formulation 
Interview (CFI)

Training and practice with the DSM-5 CFI [5] can be used to enhance 
clinical understanding and decision-making related to diagnosis and 
treatment. Sections include cultural definition of the problem; cultural 
perceptions of cause, context, and support; cultural factors affecting 
self-coping and past help seeking; and cultural factors affecting current 
help seeking

Cultural 
consultation/
brokers

Consult-liaison with cultural brokers or leaders/experts in their cultural 
group to improve patient-provider communication and understanding. The 
broker should be trusted in the cultural community and well versed with 
local knowledge, values, beliefs, and practices

Knowledge and 
education

Cultural competence training for healthcare providers is important to 
increase knowledge and sensitivity regarding systemic/structural issues, 
culture-specific considerations, and social determinants of health. It can 
also be used to teach skills, such as working with interpreters, cultivating 
cultural humility, and avoiding overgeneralizations

Self-reflection and 
awareness

Considering one’s own personal identity, experience with people from 
diverse backgrounds, and knowledge of stereotypes/overgeneralizations. 
Clinicians can learn to slow down when assessing patients from different 
backgrounds and try to evaluate each person as an individual. This is an 
important topic to discuss in supervision

Implicit bias 
training

Taking implicit association tests, practicing self-awareness, and 
challenging internalized assumptions

Cultural 
adaptations to 
healthcare

Learning healthcare and psychosocial assessments and treatments tailored 
to specific cultural groups. For example, this may include adapting patient 
materials to reflect patients’ culture, language, or literacy skills [15]

Exposure working 
with diverse 
patient populations

Medical education and training that offers rotations or tracks to 
underserved and diverse populations, such as uninsured, underinsured, 
migrants, rural populations, LGBTQIA+, physical disabilities, etc.

Diversity in cohort 
and leadership

Trainees benefit from working with colleagues, supervisors, and faculty 
from different cultural backgrounds and experiences

Trauma-informed 
care

Framework adopted at an organizational level to reflect an understanding 
of the widespread impact of trauma and actively seeking to prevent 
re-traumatization [16]. Strategies may include trauma screening, providing 
a safe space, and shared decision-making with patients [17]

1  Introduction
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contributions from different community groups and larger institutions. Recognizing 
the history and exercising cultural sensitivity is paramount to demonstrating cultural 
competence [18].

Lastly, equitable care relies heavily on clinicians’ awareness of the limitations of 
psychiatric diagnosis, assessment, and treatment. There are many issues with valid-
ity of categorical psychiatric diagnoses and challenges in measurement and method-
ology, which may disproportionately disadvantage certain cultural groups. This 
may include overdiagnosing, underdiagnosing, or misdiagnosing. To improve diag-
nostic accuracy, Marsella and Kaplan recommend considering the following factors 
when choosing diagnostic screening instruments: (1) appropriate items and ques-
tions, including idioms of distress; (2) opportunities to index frequency, severity, 
and duration of symptoms since groups vary in their reporting within certain modes; 
(3) establishment of culturally relevant baselines in symptom parameters; (4) sensi-
tivity to the mode and context of response (i.e., self-report, interview, translation 
issues); (5) awareness of normal behavior patterns; and (6) symptom scales should 
be normed and factor-analyzed for specific cultural groups [7]. Accurate screening, 
identification, and diagnosis are often the first step to providing equitable mental 
health care. Additionally, behavioral interventions are often studied in majority 
populations and may need to be tailored or individualized to be sensitive to the cul-
ture of an individual patient. Culturally informed adaptations to empirically sup-
ported treatments to modify language, metaphors, values, and context (while 
maintaining active components of interventions) have proven important to increase 
acceptability and efficacy of treatments [19, 20].

�Survivors, Special Populations, and Systems and Settings

Throughout these chapters, authors aim to define the culture of their setting, patient 
population, and subspecialties within the field of psychiatry. Part I of this book cov-
ers the special population of survivors of trauma. The term survivors is used here 
rather than victims, denoting the cultural landscape (i.e., the term survivors or 
victim-survivors is often used in recovery settings, while the term victim is regularly 
used in the criminal justice system). In Chap. 2, Dr. Ojha details the experience of 
survivors of torture, particularly of asylees, and highlights the critical components 
of trauma-informed care. Next, in Chap. 3, authors  Ortega, Gordon, Gordon-
Achebe, and Robitz present on survivors of human trafficking, including the inter-
connection of structural and individual factors affecting the psychiatric illness 
process, such as socioeconomic status, family structure, race, gender, criminal jus-
tice, and experience of adverse childhood experiences. Finally in Chap. 4, Drs. 
Woodward and Nissan describe military culture, changes throughout service eras, 
and posttraumatic stress disorder in survivors of combat military trauma. Data on 
pharmacotherapy monotherapy and augmentation, as well as psychotherapy, are 
presented. By examining the experiences of a range of survivors of traumatic expe-
riences, it is hoped that the reader  can better understand the shared factors of 
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etiology, trauma response, and evidence based practices, as well as the collective 
and unique cultural elements that comprise survivors of torture, human trafficking, 
and combat trauma.

The purpose of Part II of this volume is to examine special populations that 
often present with mental health challenges related to specific group factors or 
experiences. In order to optimally treat these populations, foundational knowledge 
and a conceptual framework for establishing assessment and treatment is required. 
Meyer, Mejia, and Gould present the latest research on patients with concurrent 
substance use and mental illness disorders. In Chap. 5, they discuss factors affect-
ing treatment, including experienced, perceived, and internalized stigma, as well as 
criminalization of substances and challenges receiving appropriate treatments, 
such as medication-assisted therapies. In Chap. 6, Drs. Evangelatos, Valasquez, Le, 
Sosa, Thackaberry, and Hilty present essential components to consider when deliv-
ering telepsychiatry services to rural populations and strategies for enhancing tele 
modalities. Sweet and Paul discuss the role of religion and spirituality in diagnosis 
and treatment of patients, including positive and protective factors, in Chap. 7. 
They also share research on the changing role of religion in the USA and among 
psychiatrists. Lastly, Drs. Ng and Colimon present the historical and cultural con-
structs related to bicultural groups, specifically Mexicans and Americans. Research 
and models comparing and contrasting the two countries on religion, socioeco-
nomic status, and the shared border regions are presented alongside a theoretical 
framework to understand and predict future development of biculturalism and 
bilingualism.

The final section of this volume, Part III, covers systems and settings that pro-
duce their own cultural environments. Patients that are treated within these larger 
institutions are often exposed to new cultural elements that intersect with their 
identities. Additionally, two of the chapters in this section discuss attempts at wide-
spread organizational cultural change movements within healthcare systems, spe-
cifically the movement toward patient-centered care. In Chap. 9, Drs. Kumar and 
Candilis outline the unique challenges present while attempting to deliver optimal 
psychiatric care in correctional settings where the penal system’s need for punish-
ment and security must be balanced with the physician’s oath to treat and rehabili-
tate. The authors also dissect the effects of structural racism and how to combat the 
continuous overrepresentation of people of color in these settings. In the case of 
Chap. 10, the cultural transformation of primary care is described as a shift from a 
traditional medical model to a collaborative care model. Drs. Pan, Lauhan, 
Maglione, and Hsu outline a psychiatrist’s role in facilitating this model with pri-
mary care providers and how this model allows for increased shared decision-
making with patients and better treatment outcomes. Lastly, in Chap. 11 Drs. 
Ghosn, Huege, and Sewell outline the unique cultural challenges present across the 
various residential care environments and the framework necessary when provid-
ing care to these older adults. They provide recommendations on how to best 
accommodate and integrate the patient’s cultural identity within the parameters of 
long-term living facilities.

1  Introduction



10

�Clinical Case Vignettes

To help contextualize the dynamic nature that the broader culture plays in clinical 
practice, every chapter has one to two clinical case vignettes depicting critical 
aspects of a special setting, population, or experience. Across all cultures, storytell-
ing and sharing narratives are a common and effective mode of communication. 
Sharing of clinical vignettes is common in scientific journals, national and interna-
tional conferences, and used in training textbooks, classrooms, and exams. In addi-
tion to providing a glimpse into real-world application, personal cases are compelling 
and memorable. They are useful in demonstrating similarities and differences, as 
well as provoking critical examination and discussion across a range of issues. It is 
hoped that the clinical case vignette(s) and subsequent discussion in each chapter 
will serve as an effective tool in (1) identifying cultural context; (2) examining 
implications of culturally sensitive, or nonsensitive, assessment and treatment prac-
tices; and (3) creating a deeper appreciation for these special topics as they relate to 
patient outcomes and well-being.

From our clinical experience, a larger understanding of culture that is not limited 
to just the psychiatrist and the patient is required. By having a perspective of the 
whole person and the cultural constructs in which that patient presents in, we believe 
that richer and more comprehensive clinical care can be delivered. It is not simply a 
matter of correctly diagnosing and recommending a specific medication or type of 
therapy. By considering the full sum of the care delivery transaction within a cul-
tural context, a clinician can provide a sustainable care plan that will last beyond the 
appointment. It allows us to be dynamic and adaptable in our clinical approach to all 
patients who seek help.

�Conclusion and Future Directions

The clinical applications of cultural psychiatry are multifaceted. First and fore-
most, cultural competency and humility are fundamental in treating patients. 
Consideration of cultural factors should not be overly reductionistic but rather 
appreciated in its possible effect on a multitude of mental healthcare aspects, 
including idiosyncratic presentations, explanatory models of illness, and help-
seeking behaviors. The historical emphasis on westernized cultures in clinical and 
research practices ought not to be forgotten. Secondly, appreciation for a broad 
view of culture beyond country of origin and race/ethnicity is recommended. 
Recognition that even within the field of psychiatry, there are cultural practices 
with traditions, orientations, and language. Interactions with mental health pro-
fessionals are cultural exchanges and ultimately affect patient outcomes. Lastly, 
while psychiatric care is typically centered around the individual, patient’s clini-
cal presentation and the best treatment modalities are in context of the larger 
cultural construct that they find themselves in. Context within and between inter-
secting cultural groups matters. Shared experiences and generational factors may 
also be relevant. Systems that oppress marginalized groups and perpetuate mental 
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illness should be identified. As globalization and institutions continue to shape the 
local, national, and worldwide landscape, contributions from community and 
population health, systems of care, and models of healthcare delivery will be criti-
cal in expanding the field of cultural psychiatry.
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Ms. A is a 34-year-old woman with no known psychiatric history who was 
tortured in Guatemala due to her family’s indigenous roots. During her 
12-month imprisonment, she was subjected to psychophysical torture. In 
addition to being placed in isolation, she was raped several times by multiple 
people and physically beaten, ultimately resulting in a need for medical inter-
vention. During her hospitalization, Ms. A escaped her country of origin. 
After a long, lonely, distressing journey, she arrived in the USA where she 
applied for asylum. She was detained for six weeks and was released to the 
community with an ankle monitor. She was referred to a local community 
nonprofit organization that works with survivors of torture. With their assis-
tance, Ms. A identified shelter and began to develop a sense of her new com-
munity. She was referred to an outpatient medical clinic for evaluation of 
chronic headaches and insomnia. The nonprofit organization also referred 
her to psychiatry.

�Vignette
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Prior to her appointment with psychiatry, screening tools including the 
Hopkins Symptom Checklist and the Harvard Trauma Questionnaire were 
administered. A 90-min psychiatric intake was scheduled for Ms. A. A Spanish-
speaking female interpreter was present and introduced to the patient prior to 
the appointment. During the appointment, the interpreter sat adjacent to the 
patient. Limitations of confidentiality were outlined early in the interview. In 
reviewing Ms. A’s history, her life before her primary trauma was discussed; 
details related to her trauma history were explored only to the degree she felt 
comfortable. Her short-term and long-term goals were identified. A compre-
hensive review of symptoms including a detailed sleep history was taken.

Over the course of the first several appointments with the psychiatrist, 
various components of the patient’s history were explored. The provider 
developed an understanding of how Ms. A’s culture defined her sense of self 
and how her life was shattered by the traumas. As Ms. A became more com-
fortable with the psychiatrist, she endorsed additional symptoms that included 
irritability, nightmares, crying episodes, and dyspareunia. Ms. A described 
intrusive memories, negative cognitions, hypervigilance, and avoidance of 
public settings due to fears of deportation. She had significant pain associated 
with sexual activity; this led to anticipatory anxiety and resentment related to 
intimacy with her husband.

Ms. A was diagnosed with posttraumatic stress disorder (PTSD). She was 
started on sertraline 25 mg by mouth daily that, over time, was titrated to 
100 mg to target mood symptoms associated with PTSD. She was also started 
on prazosin for management of nightmares. In addition to supportive psycho-
therapy during each psychiatric visit, she was referred for individual psycho-
therapy and engaged in 12 weekly sessions of trauma-focused psychotherapy. 
Eight months into psychiatric treatment, Ms. A’s symptoms had fully resolved. 
Prazosin was slowly tapered and then discontinued. She transitioned to quar-
terly appointments and eventually gained employment and became pregnant. 
The frequency of her scheduled visits increased during the peripartum period 
as a preventative measure. She was continued on sertraline throughout her 
pregnancy. A letter in support of her asylum application was submitted to her 
attorney. Eighteen months after arriving in the USA, Ms. A’s asylum petition 
was approved.
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�Introduction

Torture, derived from the Latin word torquere, “to twist,” has been a means of cor-
poral punishment and extraction of information as far back as Mesopotamia. The 
earliest documented description relates to an Egyptian pharaoh in 1300 BC who 
used torture to collect information regarding enemies during an invasion. Prisoners 
of war were held captive as slaves, deeming them “fit for torture.” In ancient Greece 
and under Roman law, torture was permitted in slaves and foreigners and prohibited 
amongst the native free citizens [2]. Slaves were often tortured as a means to obtain 
incriminating evidence related to their owners. Around 200 AD, torture permissions 
extended to the lower class citizens as penalties [3].

In the last half-century, there have been multiple international treaties developed 
that prohibit torture; these include the Universal Declaration of Human Rights, the 
Geneva Convention, and the United Nations Convention against Torture and Other 
Cruel, Inhuman or Degrading Treatment or Punishment [1]. Despite recognition as 
a human rights violation, torture continues to be practiced today. According to 
Amnesty International, 141 countries reported cases of torture between 2009 and 
2013 [4]. Worldwide, two-thirds of all refugees come from Syria, Afghanistan, 
South Sudan, Myanmar, and Somalia [5]. Human rights advocates argue that even 
countries who have signed the aforementioned treaties participate in torture, often 
amidst times of war. In recent years, concern has grown that what US government 
officials have described as “enhanced interrogation techniques” of prisoners in 
Guantanamo are in fact acts of torture. Prisoners have been victims to activities such 
as waterboarding, single cell operation, forcible cell extraction, and second-degree 
torture (a form of psychological torture in which family members are threatened).

Torture is typically utilized as a means of extracting enemy information during 
times of war. With the refugee population, torture can also be punishment for certain 
religious beliefs, political affiliations, and/or sexual orientation. Types of torture 
vary, and no list is truly comprehensive as methods of torture are invented regularly. 
Variations in types of torture are often region-specific. Psychological torture is 
nearly always present and varies in its form. Examples include observing a friend or 
family member being physically or sexually assaulted or sensory deprivation or 
overloading (e.g., music torture). The psychological impact this can have on indi-
viduals is profound. Many survivors recount that it is the psychological torture that 
has longer lasting consequences than the physical pain they endure. The fear of 
threats to loved ones or witnessing family members being tortured haunts some 
patients for a lifetime. Often, these concerns persist when refugees leave the country 
in which the torture was committed as they are separated from their contacts and 
struggle with the unknown state of their loved ones. Feelings of guilt and remorse, 
coupled with fear, contribute to the development of psychiatric illnesses including 
PTSD, depression, and anxiety. As court proceedings to obtain refugee/asylee status 
begin, the retelling of past painful experiences can lead to frequent triggers and 
experiences of reliving the trauma. The plight of torture survivors warrants 
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identification and intervention by professionals providing their medical care. 
Effective care can only begin with awareness.

�Definitions

The Torture Victims Relief Act of 1998 defines torture as [6]:

	1.	 an act committed by a public official intended to inflict severe physical or mental 
pain or suffering (other than pain or suffering incidental to lawful sanctions) 
upon another person within his custody or physical control;

	2.	 “severe mental pain or suffering” means the prolonged mental harm caused by 
or resulting from—

	 (a)	 the intentional infliction or threatened infliction of severe physical pain or 
suffering;

	 (b)	 the administration or application, or threatened administration or applica-
tion, of mind-altering substances or other procedures calculated to disrupt 
profoundly the senses or the personality;

	 (c)	 the threat of imminent death; or
	 (d)	 the threat that another person will imminently be subjected to death, severe 

physical pain or suffering, or the administration or application of mind-
altering substances or other procedures calculated to disrupt profoundly the 
senses or personality.

Refugees and asylees are unable or unwilling to reside in their country of nation-
ality due to fear of persecution, war, or violence. Reasons for persecution include 
race, religion, nationality, and political opinion or social affiliation. Upon departure 
from their country of origin, refugees do not choose in which country they will 
reside. After leaving the country of nationality, they enter a neutral country until the 
United Nations High Commissioner for Refugees (UNHCR) recognizes them as 
refugees. Upon approval, refugees are flown to the host country, and resettlement is 
facilitated with subsidiary organizations in conjunction with the federal govern-
ment. Resettlement agencies aid in the process, which can take up to 2 years.

Asylees are types of refugees. Unlike other refugees, asylees apply for humani-
tarian protection at the port of entry or within 1 year of arriving in the host country. 
The burden of proof of fear of persecution rests with the asylum seekers. They typi-
cally endure long, arduous journeys en route to the host country. Upon arrival and 
application for asylee status, claims are reviewed over a lengthy waiting period 
during which basic services are not permitted. Some applicants are deported imme-
diately, while others may be detained for the duration of their legal proceedings. 
Applicants typically live under the threat of forced repatriation. Once asylee status 
is granted, applicants can become legal, permanent residents of the host country. 
Table 2.1 outlines the differences in application process for refugees and asylees.

Of the 22.5 million refugees worldwide, over a third identify as survivors of 
torture [7]. The majority of refugees come from Syria, Afghanistan, South Sudan, 
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Myanmar, and Somalia. For the last several years, the country hosting the most refu-
gees has been Turkey. Since 1975, three million refugees have resettled in the 
USA. Of these, approximately 1.3 million are survivors of torture [5]. The number 
of applications which have been accepted in the USA has been decreasing, with the 
lowest in 2018 at 22,900. In FY 2017, asylum status was granted to 26,568 individu-
als in the USA, approximately 10% of those who applied [8]. Of these, 60% were 
approved by the Department of Homeland Security (affirmative asylum) and 40% 
by the Department of Justice (defensive asylum). Affirmative asylum applications 
are directly routed to USCIS. If that application is denied, an individual can apply 
for a defensive asylum application that goes through an immigration judge. The 
defensive process is much more laborious with a higher likelihood of rejection; 
119,303 defensive applications were filed in 2017 of which 10,523 were 
granted (8%). There were 139,801 affirmative applications in 2017 of which 16,045 
were granted (11%). Forty-five percent of those who were granted asylum came 
from China, El Salvador, or Guatemala. In recent years, the number of applications 
from people from the Northern Triangle (El Salvador, Guatemala, and Honduras) 
has steadily increased. The majority of these applicants are minors. The number and 
type of applicants granted asylum status is affected by political and other factors.

The journey of migration can be prolonged and demanding. Traditionally, a refu-
gee’s migration experience is divided into three categories: pre-migration, migra-
tion, and post-migration or resettlement. This collectively can be referred to as the 
“triple trauma paradigm” as each segment of this journey can harbor its own trau-
mas [9]. The pre-migration period includes the primary trauma related to fear of 
persecution that motivates individuals to flee their native country. The migration 
period refers to the travel to the final host country. Often this may include passing 
through transit countries en route to the destination. This period can be met with 
uncertainty and unanticipated dangers with limited resources. The post-migration 
period reflects resettlement in a new country amassed with a new culture including 
social norms and practicalities of daily living. Initial relief of arriving to the host 
country can quickly be tempered by insecurity. Individuals may experience facets of 
racism and xenophobia as they transition to living in a new environment. Factors 
which impact this include prolonged detention periods, insecure immigration status 
with fear of expatriation, and limitations on work and education opportunities. 
Detention can be a particularly triggering time during which fear of authorities can 

Table 2.1  Application differences in the USA between refugees and asylees

Refugee Asylee
Location at time of 
application

Permission to enter the USA is 
granted while outside the 
country

Application for protection submitted 
upon arrival to the USA or point of 
entry

Agency responsible for 
reviewing application

United Nations High 
Commissioner for Refugees

Department of Homeland Security; 
United States Citizenship and 
Immigration Services

Application assistance Application assistance with 
refugee resettlement agency

Burden of proof of persecution fear 
rests with applicant with limited 
assistance
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compound environmental similarities to where people were tortured. Similarly 
when people are released from detention with ankle monitors, they may experience 
significant distress as there is a constant physical reminder on their bodies of the 
traumas they have endured. Additional resettlement stressors can include prolonged 
legal proceedings, limited knowledge of and poor access to services, and insecure 
unstable housing. Language and cultural barriers can be hard to overcome. Refugees 
also have varying levels of literacy, from being preliterate to possessing advanced 
educations. Many leave successful careers only to later face poverty and unemploy-
ment in the host country. These types of insecurities make individuals more vulner-
able to forms of exploitation such as human trafficking for labor or sex.

When confronted with so many changes, an individual’s sense of self may waiver 
and feelings of grief may surface. Individuals are often socially isolated during the 
resettlement period. For those that come from cultures that embrace multigenera-
tional households, this solitude can be a harrowing experience. Patients are often 
separated from their families who may be scattered around the world. Other times, 
family members may still be in unsafe circumstances in the country of origin. In 
these scenarios, patients often express feelings of worry, in addition to guilt, for 
escaping their traumatic environments, while other family members may still be 
at risk.

�Intersection with Healthcare

Physical symptoms tend to be what prompts torture survivors to seek care. Somatic 
complaints at presentation may include sleep impairment, headache, nausea, and 
chronic pain. Memory and concentration impairments also arise as a result of trau-
matic brain injuries. Physical injuries vary based on the type of torture endured, 
including blunt trauma with subsequent bruising and potential internal injuries, 
injuries from bodies being placed in stress positions during prolonged suspension 
and electrical and thermal injury [10]. Sexual trauma, including rape and genital 
mutilation, can lead to dyspareunia, urinary tract infections, menstrual irregulari-
ties, and infertility [11]. Certain physical injuries may not be visible as torturers 
often employ strategies to minimize evidence. For example, they may place a sheet 
on the victim’s skin during a whipping.

There is also a correlation between physical and mental health illnesses. In an 
age- and sex-matched study of 1052 refugees in Nepal, those who were tortured 
(half of the study population) had higher rates of PTSD, depression, and anxiety 
[12]. These refugees also reported more respiratory and musculoskeletal symptoms. 
Back pain, disrupted sleep, decreased appetite and libido, and hearing and vision 
impairments were all reported more  often by those who had been tortured [12]. 
Higher rates of medical conditions have been identified in survivors with comorbid 
PTSD with depression than with either mental illness alone [13]. Studies use vari-
ous tools to screen and diagnose depression, anxiety, and PTSD; these include the 
Hopkins Symptoms Checklist, PTSD Checklist for Civilians, Harvard Trauma 
Questionnaire, Beck Depression and Anxiety Inventories, and DSM criteria assessed 
via clinical interview.
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Several studies suggest increased rates of PTSD in survivors of torture, though 
actual prevalence is variable. Depression and anxiety are also common. Mental 
health diagnoses are likely underreported due to limited access to care and screen-
ing of torture survivors. Factors which may predict onset of mental illness include 
the type and severity of torture endured; post-migration stressors, especially unsta-
ble living environments; and length of time to accessing healthcare services. 
Population sizes in studies range from 30 survivors to over 1200 people; in these 
studies, rates of mental illness vary between different populations. For example, in 
one study of 91 Syrian Kurdish refugees, 38% screened positive for symptoms of 
PTSD [14]. In another study of 278 torture survivors from the Middle East who 
resettled in the USA, 56.9% screened positive for PTSD, 83.8% for depression, and 
81.3% for anxiety. In a study of 131 torture survivors from Africa, 94.7% screened 
positive for depression and 57.3% for PTSD [15]. In a study of almost 80 survivors 
from various regions including the Middle East, South Asia, Central Africa, and 
Southeastern Europe, 78% screened positively for depression and anxiety, and 88% 
screened positively for PTSD [16]. In a study of 720 survivors in Nepal, under 10% 
screened positive for PTSD, 27.5% screened positive for depression, and nearly 
23% screened positive for anxiety [17]. In one of the larger studies with over 1200 
Syrian refugees who resettled in Sweden, 40% were diagnosed with depression, 
approximately 32% with anxiety, and almost 30% with PTSD [18].

Some studies have looked at mediators and moderators that may predict or pro-
tect from certain mental health outcomes. Many report a relationship between sever-
ity of torture endured and a diagnosis of PTSD. Those who were tortured for longer 
periods of time were more likely to be symptomatic. For many, the psychological 
trauma is more disturbing than the physical pain they weather. Additionally, the 
stress response can be mediated by a number of factors and demographic character-
istics including preexisting mental and medical conditions and an individual’s 
strengths and vulnerabilities, characterological qualities, and resiliency. Those with 
childhood trauma are more likely to have functional impairments [19]. In one study 
of survivors who settled in the USA, female sex and older age were predictive fac-
tors of later receiving PTSD and depression diagnoses. A similar finding was noted 
in the study of 720 survivors in Nepal and also found higher rates of anxiety in 
women and those of Islamic religion [7]. The gender difference with anxiety disor-
ders is consistent with data from the general population [20]. 

As a form of interpersonal trauma, torture increases the risk of psychological 
stress. The severity of traumatic experiences coupled with the frequency of trau-
matic occurrences can reflect the likelihood of developing a mental health disorder. 
The migration journey and resettlement experiences can further compound psychi-
atric symptoms. As an example, survivors may fear re-experiencing symptoms 
while sharing their torture experience during the asylum application process that 
can include medical and psychological interviews. Sharing vivid memories of what 
they endured can exacerbate symptoms including nightmares, flashbacks, low 
mood, and episodes of panic. Once settled, symptoms of stress can also be triggered 
and further compounded by news, social media, current events, and the political 
climate as they are reminded of what they survived and from what their friends and 
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family who are still in the country of origin may continue to suffer. In a study of 134 
survivors, those who endured post-migration obstacles were more likely to meet 
criteria for multiple psychiatric illness than those who did not face as many migra-
tion complications [21]. Other studies have shown that torture survivors that experi-
ence financial and legal insecurities had higher rates of PTSD [22].

As a result of these known associations, one can observe social predictors of 
patient outcomes. For example, in a study of Iraqi asylum seekers in the Netherlands, 
patients who had a longer asylum period were more likely to develop a mental ill-
ness than those who recently arrived in the host country. PTSD rates were 10% 
higher in those whose asylum cases took longer than 2 years versus those who had 
arrived within the previous 6 months [23]. In another study, survivors who accessed 
clinical services after 1 year of arrival in the USA were more likely to be diagnosed 
with depression and PTSD compared to those that accessed services within the first 
year of resettlement [24]. Symptoms of depression and PTSD improved as immi-
gration status was secured in a study of torture survivors who resettled in New York 
City [25]. All of these studies are correlational, and it is likely that psychiatric ill-
ness and assimilation challenges can affect one another bidirectionally. Experiencing 
symptoms of depression, anxiety, and PTSD likely further exacerbates assimilation 
difficulties. As such, it is imperative that social determinants of health and referrals 
to social and legal services are addressed by the treatment team.

�Screening and Assessment

Estimates suggest up to 10% of immigrant patients in urban medical clinics in the 
USA are survivors of torture [26]. This likely underrepresents the number of 
patients who present to clinics in which providers are not asking about torture 
history. Feelings of guilt, shame, and mistrust may limit how much history a sur-
vivor of  torture volunteers without being asked. Some patients expect medical 
providers to inquire about trauma, so it may not be disclosed without screening. 
Implementing screening tools can identify survivors and expedite their access to 
treatment and social services. One example of a screening tool is the Detection of 
Torture Survivor Survey (see Table 2.2) that is recommended to be conducted at a 
patient’s second appointment once a doctor-patient relationship has already been 
established [27].

It may be that the patient’s experience with torture is only one component of their 
trauma history, so it is important to inquire about a patient’s life more holistically. A 
biopsychosocial formulation and treatment plan that encompasses a team-based 
approach with collaboration between the psychiatrist, therapist, and case manager is 
ideal. If the patient speaks a different language, all communication should be 
through a trained interpreter with as close to the patient’s preferred dialect as pos-
sible. Consents and confidentiality should be highlighted throughout the treatment 
course and especially in the beginning, prior to establishing strong rapport.
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The assessment and subsequent treatment of psychiatric illness in survivors of tor-
ture should take a trauma-informed approach. In doing so, a provider recognizes the 
impact trauma may have on the individual and actively encourages recovery that lim-
its re-traumatization. Paramount to trauma-informed treatment is trust building and 
psychoeducation. It may be difficult for patients to share details of their lives with 
anyone, especially someone they recently met. It takes time to develop a trusting doc-
tor-patient relationship, and in the trauma-informed setting, providers should high-
light collaboration and the patient’s voice and choice, further fostering the patient’s 
underlying resilience. For many torture survivors, engagement with medical care, 
especially mental health care, is novel. Open-ended questions are recommended, 
though some patients may need guidance of what to share if they have limited experi-
ence engaging in medical care. As an example, they may not correlate their chronic 
headaches or abdominal pain and disrupted sleep pattern to their emotional state.

Assessments should consider the cultural contributions of a patient’s presenta-
tion, recognizing that patients may be reluctant to share details of their trauma his-
tory with providers. It can be prudent to research the political atmosphere and 
sociocultural norms of the patient’s country of origin if it is known prior to the first 
appointment. Many torture survivors come from societies that discourage mental 
health services. As a result, there may be a component of stigma or limited knowl-
edge about mental health that delays a patient’s engagement in treatment. Feelings 
of guilt and shame may also impact a patient’s reception to psychiatric diagnoses 
and care. Some may feel that they deserve to suffer. Reluctance may also be attrib-
uted to a fear of legal ramifications subsequent to disclosure so reviewing limits of 
confidentiality is especially important [28].

One resource that may assist a provider in gaining a better understanding of a 
patient’s cultural background and impact that has on their engagement with mental 
health is the Cultural Formulation Interview in the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-5) [29]. Through a series of questions, a provider can 
gain insight into a patient’s perspective of the cultural meaning of their symptoms 
and treatment. Since cultural sensitivity can help inform subsequent treatment plan-
ning, using this evidence-based tool can help guide providers while developing the 
doctor-patient relationship.

Table 2.2  Detection of torture survivors survey (DOTSS) items from Eisenman (2007) [27]

Introduction: In this clinic we see many patients who have been forced to leave their countries 
because of violence or threats to the health and safety of patients and their families. I am going 
to ask you some questions about this:
 �� 1. In (your former country), did you ever have problems because of religion, political beliefs, 

culture, or any other reason?
 �� 2. Did you have any problems with persons working for the government, military, police, or 

any other group?
 �� 3. Were you ever a victim of violence in (your former country)?
 �� 4. Were you ever a victim of torture in (your former country)?

Adapted from Eisenman [27]
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�Treatment

A patient-centered, strengths-based environment promotes empowerment and the 
development of a trusting relationship. This, of course, takes time as trust is often 
shattered when an individual is tortured. It is important for the provider to respect 
patients’ boundaries in how much they share at initial visits. For those patients 
whose legal proceedings are underway, reviewing the affidavit prior to the intake 
can be particularly helpful to understand the patient’s previous experiences.

When a patient screens positively for a history of torture, providers can share 
their familiarity and training in the topic to help normalize the patient’s experiences. 
Connecting a patient’s torture history to their physical and mental health can help 
bridge their history to their current presentation. Sometimes describing a cause-and-
effect relationship can address some of the stigma issues that concern patients. If 
possible, refer the patient to appropriate local resources and services that have expe-
rience working with the tortured population. Some of these organizations provide 
more specialized treatment options including psychotherapy and medication man-
agement. If a patient reports psychiatric symptoms, treatment plans are typically 
multipronged with the core components being trauma-informed psychotherapy with 
concurrent pharmacologic intervention. It is imperative that patients actively par-
ticipate in treatment planning and that psychoeducation is consistently reviewed. 
The teach back method is an effective way to ensure patients understand the treat-
ment plan and reinforces an open line of communication.

�Psychotherapy Treatments

Evidence-based psychotherapies for PTSD often include structured, time-limited 
sessions that involve components of exposure and/or changing patterns of cogni-
tions, behaviors, and emotions that lead to difficulties in functioning related to the 
trauma. PTSD-specific psychotherapy should not occur if patients are currently 
unstable, suicidal, a danger to self or others, in need of urgent medical attention, or 
in an unsafe environment. Evidence-based modalities to treat PTSD include trauma-
informed cognitive behavioral therapy including prolonged exposure and cognitive 
processing therapy. There is growing body of evidence that supports the utility of 
eye movement desensitization and reprocessing therapy and narrative exposures.

Through cognitive restructuring and in vivo or imaginal exposures, cognitive 
behavioral therapy (CBT) for PTSD evaluates negative appraisals related to the 
trauma. Prolonged exposure, which is rooted in the emotional processing theory, 
guides individuals through in vivo and imaginal exposures in an effort to recondition 
their fear response. Cognitive processing therapy (CPT) challenges distorted cogni-
tions related to trauma and leads to altering beliefs to accommodate for more adap-
tive experiences [30]. In narrative exposure therapy  (NET), patients develop a 
detailed chronological account of their life experiences while being grounded in the 
present time. Eye movement desensitization and reprocessing (EMDR) helps 
patients process trauma by focusing on saccadic eye movements while engaging in 
imaginal exposure to the trauma. Through this process, the traumatic experience is 

P. Ojha



25

reformulated, making the memory less distressing. In the limited number of studies 
comparing these various modalities in refugee and asylum seeking populations, 
CBT, NET, and EMDR, when conducted in a culturally informed manner, have 
demonstrated to be efficacious [31, 32].

It is important to note that studies specifically researching trauma in the torture 
survivor are extremely limited and symptoms of comorbidities such as depression 
or anxiety may not be addressed by these specific psychotherapies. The National 
Institute for Clinical Excellence recommends that initial treatments should focus on 
acute symptomology and the development of adaptive coping skills prior to intro-
ducing trauma-informed therapies. Furthermore, awareness of ineffective or harm-
ful treatments is important. For example, psychological debriefing immediately 
following a traumatic event has shown to be ineffective and may actually increase 
the likelihood of individuals developing PTSD symptoms [25].

�Pharmacologic Treatments

Similar to psychotherapeutic interventions, psychotropic medications have not been 
extensively studied in the tortured population. Evidence from veteran and civilian 
trauma is applicable, though it is important to note that mental health cannot be 
treated in isolation of social, legal, medical, and spiritual needs of these patients. 
There is currently no evidence to support use of a pharmacological agent to prevent 
the development of PTSD. It is also necessary to screen for patients’ use of tradi-
tional culturally appropriate remedies such as supplements or homeopathic therapies.

The Federal Drug Administration (FDA) has approved two selective serotonin 
reuptake inhibitors (SSRIs), paroxetine and sertraline, for the treatment of 
PTSD. Additionally, fluoxetine and venlafaxine, serotonin-norepinephrine reuptake 
inhibitors (SNRIs), have been shown to be effective options. In addition to treating 
the symptoms of PTSD, SSRIs and SNRIs can also treat mental health comorbidi-
ties and suicidal or aggressive behaviors [33]. While these medications are gener-
ally well-tolerated, considerations in medication selection should include potential 
drug-drug interactions (i.e., via CYP P450 2D6 inhibition), side effect profiles/tol-
erability, comorbidities such as chronic pain, and patient adherence. As an example, 
if a notable component of the patient’s presenting problems include chronic pain, 
the SNRI duloxetine, which is FDA approved for the management of pain, may be 
a more appropriate choice than a SSRI. Since most survivors of torture are psycho-
tropic medication naïve, the recommendation is to start at low doses and titrate to 
effectiveness.

A common symptom associated with torture is nightmares. Clinicians and 
researchers speculate autonomic nervous system hyperactivity leads to hyperarousal 
symptoms, agitation, and nightmares. The alpha-adrenergic antagonist prazosin has 
been shown to be effective for reducing nightmares [34]. Patients should be advised 
of its FDA off-label use and to monitor for dizziness/lightheadedness, to rise slowly, 
and to maintain adequate oral hydration. Providers should also monitor for ortho-
static hypotension. Doses start at 1 mg at bedtime and should be titrated with pro-
vider check-ins to ensure tolerability. Patients typically report either the intensity or 
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the frequency of the nightmares starts to improve as one gets closer to the optimal 
dosing. Anecdotally, some patients also report dreams become more vivid in nature 
prior to improvement. Ultimately the goal is for patients to sleep through the night 
uninterrupted. Daytime dosing, if tolerated, may be appropriate to target hypervigi-
lance symptoms.

Benzodiazepines are the one class of medications thought to be contraindicated 
in the treatment of PTSD. Evidence shows that they are ineffective at treating PTSD 
symptomatology likely due to the differing pathophysiology of PTSD as compared 
to other anxiety disorders. Because benzodiazepines affect the brain globally, rather 
than specific structures, their effects can potentiate already hypoactive parts of the 
brain in the setting of PTSD. They can inhibit cognitive processing and induce emo-
tional numbing that can interfere in the consolidation of memory that assists in the 
recovery from trauma. Some studies suggest benzodiazepine administration after a 
traumatic event can increase the likelihood of developing PTSD by promoting 
avoidance [35]. Discontinuation of this type of medication can lead to withdrawal 
symptoms that can mimic symptoms of PTSD such as insomnia and irritability [36]. 
Further, it may negatively impact psychotherapy outcomes by dulling the patient’s 
emotional experiences during exposure exercises and increasing their avoidance of 
negative emotional states [37]. Figure  2.1 highlights recommended treatment 
approaches in survivors of torture with PTSD.

Treatment approaches typically target the most distressing symptoms first. For 
example, for someone with low mood and daily nightmares, focusing on the sleep 
disturbance can help provide relief as the patient becomes increasingly engaged in 
treatment. Limited adherence to medications is common in this patient population. It 
is important for patients to understand the anticipated treatment course including 
length of time it may take to see any response. For example, patients may self-
discontinue an antidepressant after 2 weeks of seeing no benefit. Alternatively, patients 
may begin to feel better after 3 months on an antidepressant and think that they no 

Treatment

Psychotherapy

CBT

CPT PE

EMDR

Medication

SSRI/SNRI
alpha1-

antagonist

Fig. 2.1  Psychotherapy and medication treatments for PTSD. CBT cognitive behavioral therapy 
(trauma-informed), CPT cognitive processing therapy, PE prolonged exposure, EMDR eye move-
ment desensitization and reprocessing, SSRI selective-serotonin reuptake inhibitor, SNRI selective-
norepinephrine reuptake inhibitor
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longer require medication. Frequent follow-up with discussions regarding medication 
administration are imperative to ensuring adequate adherence, as for many patients, 
medical literacy may be low. Also, while the psychological wounds are often most 
distressing, physical symptoms must not be overlooked in survivors of torture. If 
physical pain persists, it may interfere with resolution of psychological pain as they 
trigger one another and can exist in a cycle. Collaborating with primary care and refer-
rals for acupuncture, massage, and physical therapy should be considered.

�Social and Legal Services

Care coordination with social and legal services can greatly impact patients’ prog-
ress. Many patients face financial uncertainty; support securing shelter and access 
to food, clothing, and hygiene products are necessary components in these patients’ 
post-migration journeys. Patients also benefit from assistance to navigate the health-
care system and enroll in health insurance. Additionally, social services can coordi-
nate transportation services so patients can attend their various appointments. They 
may offer assistance in enrolling patients in English classes, job training, and higher 
education, which can facilitate a rebuilding of one’s sense of self in a new country. 
Since many torture survivors come from cultures that are based on interdependence, 
re-establishing a sense of community can be particularly constructive. Often social 
services introduce patients to fellow immigrants from their country of origin.

One of the primary stressors survivors of torture face are legal challenges. A lack 
of understanding of the US judicial system coupled with language barriers and 
financial pressure make it difficult for survivors to secure legal representation for 
their petition. Even if they are able to access legal services, it can be difficult to 
engage with them as recounting the details of their torture experiences can be trig-
gering, and any underlying mental health issues such as depression, anxiety, or 
PTSD can further interfere with their ability to optimally utilize services. For those 
patients that do have attorneys, coordination between the legal and clinical teams 
can be instrumental to an asylee’s application. In one study of 2400 asylum seekers, 
37% were granted asylum without medical documentation. In contrast, of those 
who had medical documentation supporting their history and symptoms, 90% had 
their petition approved [38]. Clinically it is important to recognize the impact legal 
stress has on patients’ mental health. It is often difficult for applicants to gather the 
evidence necessary for their asylum petitions, and the process of application can be 
quite lengthy. These components of the unknown can increase undue stress on 
patients and negatively impact the trajectory of their mental health.

�Children and Adolescents

Whether a child has directly or indirectly been impacted by torture, the downstream 
effects can be substantial. Trauma can range from witnessing war zone areas to 
intergenerational trauma such as residing with parents who struggle in post-torture 
times. When treating parents, it is important to note how their wellbeing impacts 

2  Survivors of Torture



28

their children. Youth who have been exposed to torture (directly or indirectly via 
parents’ experiences) can develop PTSD and may present with sleep disturbances, 
poor concentration, irritability, and avoidant behaviors [39]. Children infrequently 
volunteer these symptoms, so it is important for caregivers to inquire. Given the 
limited set of coping skills one has at a young age, children may have more disrup-
tive behavior that is characterized as acting out that can impact school performance. 
Additional signs can include, but are not limited to, crying episodes, sleep distur-
bances, developmental regressions (e.g., language and toileting skills), engaging in 
post-traumatic play, somatic complaints (e.g., headaches, stomachaches), irritabil-
ity, separation anxiety, and poor school performance [40].

Direct traumas children often encounter are in the migration process, such as 
exposure to physical violence and shelter and food insecurity. The journey is often 
emotionally and physically draining. Parents’ ability to tend to children’s emotional 
needs during this time may be severely limited as priorities may shift to ensuring 
basic needs of food and shelter are safely acquired during the journey. In the post-
migration period, children may struggle with assimilation. Having left behind 
friends and family, rebuilding a community is particularly important for children. 
Because they are more likely to quickly learn the host country’s language, children 
also often serve as the family’s interpreter for daily activities. While many will 
adapt without much difficulty those that show concerning signs (as described above) 
should be offered prompt intervention.

�Pregnancy

For some survivors of torture, sexual activity can be a challenging experience. 
Dyspareunia is a common symptom that is seldom discussed but can have signifi-
cant impact on a patient’s mental health and relationships. For those with histories 
of sexual assault, obstetric/gynecologic exams can be particularly triggering. It is 
important to weigh risks versus benefits in the management of mental health issues 
when a patient becomes pregnant. In some cases, it may be detrimental to cease 
previously helpful medications during pregnancy. For example, antenatal in utero 
exposure to untreated depression is known to be associated with increased rates of 
prematurity and low birth weight and can have long-term negative outcomes includ-
ing depression, anxiety, ADHD, and physical illnesses. Postpartum depression 
occurs more frequently in those who had prepartum depression that discontinued 
treatment during pregnancy [41]. Certainly each woman must be evaluated indi-
vidually with a thorough discussion of potential consequences on fetal development 
so an informed decision can be made.

�Conclusion

Well into the twenty-first century, torture continues to plague society. Survivors 
develop long-term physical and mental health sequelae. Utilization of evidence-
based screening tools can help providers identify at risk patients. A resilience-based 
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and strengths-focused approach to treatment that encompasses a multi-prolonged 
treatment approach – psychotherapy, pharmacotherapy, and social/legal services – 
can foster a survivor’s recovery.

�Summary of High-Yield Points

•	 As the number of survivors of torture who seek refugee and asylum status con-
tinues to grow worldwide, medical providers must recognize that they are at high 
risk for mental illness.

•	 Torture survivors can endure traumas throughout their migration experience: 
pre-migration, migration, and post-migration.

•	 Predictors of mental illness can include survivors’ age, sex, type and severity of 
torture endured, post-migration obstacles, length of time to legal status resolu-
tion, and length of time to accessing healthcare.

•	 Providers can screen refugee patients for torture histories as many may not self-
disclose if not prompted.

•	 While presenting symptoms are usually somatic in nature, PTSD, depression, 
and anxiety are common mental health disorders in survivors of torture.

•	 A trauma-informed approach should guide assessment and treatment that 
includes trauma-informed psychotherapies and psychotropic medications as well 
as coordination of care with social and legal services.
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Survivors of Human Trafficking

Joanna Ortega, Mollie Gordon, Kimberly Gordon-Achebe, 
and Rachel Robitz

�Introduction

Human trafficking is an egregious human rights violation and public health issue. 
Human trafficking is defined by the United Nation’s Palermo Protocol (2000) as:

the recruitment, transportation, transfer, harboring or receipt of persons, by means of the 
threat or use of force or other forms of coercion, of abduction, of fraud, of deception, of the 
abuse of power or of a position of vulnerability or of the giving or receiving of payments or 
benefits to achieve the consent of a person having control over another person, for the pur-
pose of exploitation. Exploitation shall include, at a minimum, the exploitation of the pros-
titution of others or other forms of sexual exploitation, forced labor or services, slavery or 
practices similar to slavery, servitude or the removal of organs [93].

Human trafficking is composed of three elements: the act (what is done), the means 
(how it is done), and the purpose (why it is done). The act is either labor or com-
mercial sex acts. The means is through force, fraud, or coercion. The purpose is for 
the benefit of the trafficker. Human trafficking is different than smuggling. 
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Smuggling is the movement of people across borders. Humans who are smuggled 
may be trafficked, but not all smuggled persons are human trafficking victims. 
Smuggling is an illegal crime against a border, while trafficking is an illegal crime 
against a person. Smuggling may be voluntary, as individuals may pay their smug-
gler for an exchange of services. Human trafficking victims, by definition, are 
coerced or forced into their circumstances and economically exploited by another.

Because of its underground nature, it is difficult to collect data on human traf-
ficking. Most information available is only on identified cases, so it is unclear if this 
data represents all or most trafficked people. Unlike drugs and weapons, humans 
can be trafficked, repeatedly, increasing the value of their commodity. Additionally, 
to be prosecuted, often victims must testify against their traffickers. Victims may be 
hesitant to testify against traffickers due to fear or trauma bonding that can occur 
with the trafficker.

Globally, there are an estimated 40 million people trapped in human trafficking 
and forced marriages. It is estimated that one in four victims of human trafficking 
are children, or about ten million children across the world [45]. In the USA, human 
trafficking has been reported in all 50 states [54]. In 2015, US attorneys prosecuted 
1049 suspects for human trafficking offenses [11]. Trafficking can occur across 
race/ethnicities; however, African-Americans are disproportionately affected with 
40% of identified trafficking cases from 2008 to 2010 being African-Americans 
[10]. In the USA over 25 different types of labor and sex trafficking have been 
described, including but not limited to workers in domestic, food service, traveling 
sales, agriculture, and massage settings [70].

The Victims of Trafficking and Violence Protection Act of 2000 [94] (TVPA) is 
a US federal statute passed into law in 2000 and signed by President Bill Clinton. It 
has the ability to authorize protections for undocumented immigrants and US citi-
zens who are victims of severe forms of all types of trafficking. In 2000, the Palermo 
Protocols were adopted by the United Nations (UN) to supplement the Convention 
against Transnational Organized Crime. These protocols include (1) the Protocol to 
Prevent, Suppress and Punish Trafficking in Persons, especially Women and 
Children; (2) the Protocol against the Smuggling of Migrants by Land, Sea and Air; 
and (3) the Protocol against the Illicit Manufacturing and Trafficking in Firearms, 
their Parts and Components and Ammunition [93].

Around this same time, in order to further protect trafficked children, individual 
states began adopting safe harbor laws. New York was the first state to adopt a safe 
harbor law, which went into effect in 2010. As of 2015, 34 states had passed safe 
harbor laws. Safe harbor laws are designed to protect minors who have been 
exploited for labor services or commercial sex. Children being trafficked are often 
forced or coerced into engaging in illegal activities such as prostitution or selling 
drugs, and many are prosecuted as criminals as a result. Arrest and prosecution can 
cause additional trauma and distrust in law enforcement that may prevent children 
from seeking assistance [68]. The aim of safe harbor laws is to ensure that instead 
of being arrested and punished, exploited children are treated as victims and pro-
vided with needed services. Although state laws vary substantially, in general, safe 
harbor laws have two main components: provision of services and legal protection. 
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The legal protection component provides trafficked children with immunity for cer-
tain types of offenses or establishes diversion programs for the dismissal of certain 
charges under the condition that children participate in designated programs or ser-
vices [68]; however, these systems may not mitigate recidivism and trauma as they 
were designed. The services component makes specialized services such as medi-
cal, psychological, housing, education assistance, job training, and legal services 
available for children who have been trafficked [68].

Healthcare professionals feel undertrained to recognize, evaluate, and manage 
patients who are trafficked [81]. The lack of confidence in responding appropriately 
to trafficked people includes how to ask about experiences of trafficking and how to 
make referrals [27]. However, even minimal training can increase the awareness and 
lead to improved treatment outcomes. Patients who are trafficked come to the atten-
tion of medical professionals in one of three ways: (1) the patient discloses their 
experience of exploitation either spontaneously or with proper screening by the 
provider, (2) the patient presents with signs or symptoms of abuse or exploitation 
that leads the professional to suspect trafficking, and (3) the healthcare worker is 
informed by another professional such as law enforcement, immigration, social ser-
vices, voluntary sector, or consultation by other health professionals [101].

�Cultural Considerations of Human Trafficking

The experience of a trafficked individual sits at the nexus of multiple structural fac-
tors, all of which contribute not only to an individual’s risk of being trafficked but 
also to the ability of that individual to leave trafficking, and the way in which they 
recover from the various physical and psychological sequelae of trafficking [47]. In 
order to have some understanding of how trafficked individuals experience their 
exploitation, one must understand the structural and cultural frame that trafficking 
occurs within. Health professionals who embrace an intersectionality lens commit 
to understanding the systems, structures, policies, and practices that put individuals 
based on their intersecting identities, at increased risk for discrimination, preju-
dices, and oppression [23].

These factors will impact the way that a trafficked patient presents clinically and 
will also affect how we manage their psychiatric needs. Figure 3.1 depicts several 
structural factors that intersect to affect human trafficking survivors in the USA: the 
criminal justice system, socioeconomic status, family structure, race, gender, and 
experience of adverse childhood experiences.

�Criminal Justice System

�A Criminal Justice Approach to Trafficking
Anti-trafficking legislation in the USA is rooted in anti-prostitution laws and the 
historical debate around these laws. The historical debate around prostitution can 
be understood by looking at two main conflicting viewpoints on how to address 
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prostitution. The first position posits prostitution as a form of violence against 
women that is degrading, exploitative, and should be abolished. This point of view 
supports criminal law as a powerful method of combating prostitution [19]. Some 
refer to this stance as the “oppression paradigm” [98]. In contrast, the opposing 
position asserts that not all prostitution is exploitative, and some women volun-
tarily engage in prostitution. Some refer to this as the “empowerment paradigm” 
[98]. This stance rejects the criminalization of prostitution [19]. While there are 
many additional perspectives around prostitution that may not be classified within 
these two categories, these viewpoints serve the purpose of understanding the 
broader debate.

The oppression paradigm was, and in many ways continues to be, the driving 
force behind anti-trafficking legislation. Global anti-trafficking laws and policies 
have since been largely driven by anti-prostitution viewpoints that favor an 

Fig. 3.1  Structural view of human trafficking
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aggressive criminal justice approach [19] and focus on the victimization of those in 
commercial sex while ignoring the root causes of the issue [98]. A criminal justice 
approach is one that is prosecution-oriented and focuses on cultivating victims as 
witnesses in order to prosecute and convict more traffickers [59]. This approach 
contrasts with a public health mission, which focuses on preventing the downstream 
health impacts of trafficking by addressing the needs of people who have been traf-
ficked, empowering and supporting them, and acknowledging the impact of traffick-
ing on individuals, families, and communities [15].

Although the approach to addressing trafficking in the USA today is rooted in a 
criminal justice framework, collaboration between the criminal justice system and 
nongovernmental organizations providing services to people who have been traf-
ficked is increasing. Today, people who are identified as being trafficked or at risk 
for trafficking may receive a combination of services through both the criminal 
justice system and social services to address ongoing needs and provide support 
[59]. Efforts are needed to further a more comprehensive public health approach to 
human trafficking that focuses on the needs of trafficked people and how to best 
address these needs [15]. Services can include medical, psychological, housing, 
education, job training, and legal services among others.

�Community and Police Relations
Traffickers rely on a trafficking survivor’s fear of law enforcement to keep them 
hidden. Distrust of law enforcement officials deters trafficking survivors from 
reporting abuse and collaborating with legal efforts to prosecute traffickers [18, 20]. 
Furthermore, a trafficked individual may have been forced to commit a crime in the 
context of their exploitation [69]. In historically marginalized communities, this 
mistrust may be greater due to a history of mistreatment and poor relationships 
between law enforcement and BIPOC (black, indigenous, and people of color). This 
is particularly important as trafficking victims in the USA are disproportionately 
African-American and Latinx [10].

BIPOC are more likely to be stopped, arrested, and convicted of crimes. When 
convicted, they face harsher sentences [29]. The “War on Drugs” led to an increase 
in drug-related arrests [76], and these arrests disproportionately affected 
BIPOC. Black/African-American people make up 13% of the US population [95] 
but account for 27% of arrests for drug violations [32] and 38% of people incarcer-
ated in prison for drug law violations [91]. Hispanic/Latinx people make up 18% of 
the population but account for 20% of arrests for drug abuse violations [32] and 
37% of people incarcerated in prison for drug law violations [91].

Although drug-related arrests are higher among BIPOC, the Substance Abuse 
and Mental Health Services Administration (SAMHSA) reports similar proportions 
of illicit drug use among Blacks/African-Americans and Whites and slightly lower 
rates of illicit drug use among Hispanic/Latinxs compared to Whites [89]. Sentencing 
for drug-related offenses has disproportionately focused on drugs that are prevalent 
in Black and Latinx communities. For example, before the Fair Sentencing Act 
passed in 2010, there was a 100 to 1 disparity in sentencing between crack and 
powder cocaine, which have similar effects and addiction potential. Crack cocaine 
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is more prevalent in Black and Latinx communities, and powder cocaine is more 
prevalent in White communities. This disproportionate sentencing led to greater 
numbers of Black people being incarcerated for drug offenses compared to 
Whites [2].

Young Black and Latino men also experience “aggressive policing,” in which 
they are disproportionately stopped, searched, and detained based on suspicious 
behavior only later to be reported as innocent by police in eight out of ten cases [30]. 
Young Black and Latino males make up 5% of New York City’s population yet 
accounted for 38% of reported stops between 2014 and 2017. Black and Latinx 
individuals were more likely to be frisked than White individuals, and among those 
who were frisked, they were less likely to be carrying a weapon [30]. Furthermore, 
Black, Native or Indigenous People, and Latinx individuals are disproportionately 
affected by police brutality. In 2017, Black people made up 25% of those killed by 
the police despite being only 13% of the population, and they were three times more 
likely to be killed by police than White people [13, 55]. The long history of struc-
tural racism and community and police interactions may also make BIPOC more 
reluctant to seek out legal support when they need it.

�Immigration Policy
The immigrant population in the USA also faces unique challenges that increase 
their vulnerability to trafficking. Many immigrants and asylum seekers come to 
the USA fleeing violence or instability. Seeking a better life for their families, 
they often take jobs in some of the least desirable occupations. Current immigra-
tion and labor laws do not recognize the benefits that immigrant laborers bring to 
the USA and do not provide adequate protection to these individuals, leaving 
them vulnerable to exploitation [35]. Immigrant workers may fear the police and 
fear being deported, and those being trafficked for labor may be reluctant to pro-
vide information about their traffickers out of fear of punishment [64]. All of these 
factors can lead to increased exploitation of immigrant workers and underreport-
ing of labor trafficking, leaving immigrant workers trapped and powerless in their 
situations.

�Race

There are several aspects related to race that may increase vulnerability to sex and 
labor trafficking. Specifically, hypersexualized racial stereotypes, stereotypes of 
criminality, dehumanization, perception of less innocence, internalized racist 
beliefs, and limited resources and access to services all play a role in increased labor 
and sex trafficking in minoritized communities in the USA [37, 40].

�Racial Stereotypes
Racial stereotyping and dehumanizing BIPOC have contributed to their sexual 
exploitation and trafficking in the USA. Many BIPOC have historically been stereo-
typed as hypersexual, impure, driven by sexual pleasure, and lacking autonomy [5, 
62, 66, 67]. Racial stereotypes dehumanize and devalue BIPOC, contributing to the 
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acceptability of their exploitation and increasing their vulnerability to human traf-
ficking [9].

The stereotype of the Black woman as the “Jezebel,” described as “seductive, 
alluring, worldly, beguiling, tempting, lewd, and innately promiscuous” [67] was 
first used during slavery to justify White men’s unchecked, unpunished sexual abuse 
of Black women. After slavery, Jim Crow laws, and later the Mann Act, continued 
to enforce these negative stereotypes about Black women’s sexuality in order to 
rationalize their continued rape and exploitation. This stereotype also shaped a cul-
ture in the USA that condoned and promoted the sexual exploitation of Black 
women [12].

In addition to using racial stereotypes to justify sexual exploitations of Black 
women, White settlers used stereotypes of Native American women’s impurity to 
justify sexual assault, sexual mutilation, and prostitution [66]. The selling of Native 
American women began in the colonial era, and their exploitation continues today. 
Native American women experience alarmingly high rates of sexual and physical 
violence. In fact, 84% have experienced some type of violence in their lifetime, and 
56% have experienced sexual violence [80]. There are notable gaps in data and 
research on trafficking of American Indian and Alaskan Native women [96]. In 
addition to stereotypes about their sexuality, their vulnerability to trafficking is rein-
forced by their “versatility,” which allows traffickers and pimps to market Native 
American women as other races such as Mexican, Hawaiian, Asian, and others, to 
fit the desires of many different buyers [49].

Asian and Latina women also have been subject to being overly sexualized and 
objectified in US history. As a result of historical immigration laws that discrimi-
nated on the basis of race and gender, early Asian immigrants were primarily men. 
The few early Asian immigrant women in the USA were seen as sexual servants or 
extensions of their male counterparts with little autonomy [62]. The obedient, deli-
cate “China Doll” and the aggressive yet sensual “Dragon Lady” are examples of 
American media stereotypes that dehumanize East Asian women and justify their 
dominance [51]. Latinas have a sexualized stereotype, the “hot Latina,” defined as 
“exotic, sexual, and available, and as more in touch with their bodies and motivated 
by physical and sexual pleasure than white women” [5]. The stereotype of the “hot 
Latina” encourages the excessive use of makeup, perfume, clothing, and other asso-
ciations affiliated with hypersexuality [5]. As a result of this stereotype, Latina 
women are more vulnerable to sexual harassment in the workplace [52] and may 
also be more vulnerable to trafficking.

�Media
The media often misrepresents BIPOC as having qualities that are inferior to those 
of White people. News and media outlets often inaccurately and disproportionately 
portray Black families as socially unstable, living in poverty, and associated with 
criminality [26]. People who experience any type of racism are at risk for internal-
izing negative stereotypes about themselves, which can lead to shame and self-
blaming behaviors. This type of internalized racism can lower BIPOC’s feelings of 
self-worth and create a drive for external acceptance, making them more vulnerable 
to people who seek to exploit them [42].
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�Mental Health
Racism may also increase susceptibility to trafficking through its impact on mental 
health. Research shows that experiencing racial prejudice can cause feelings of 
emotional distress, and racism is associated with poorer mental health outcomes, 
including depression, anxiety, and posttraumatic stress [65]. These mental health 
impacts may be similar and intensify those experienced as a result of childhood 
trauma or maltreatment, which has been identified as a risk factor for childhood 
sexual exploitation [60].

The often tenuous migrant status of many people experiencing labor trafficking 
is associated with feelings of physical and cultural isolation, housing instability, 
inability to communicate in the dominant language, and a lack of familiarity with 
systems and institutions in the country where they are being trafficked. All of these 
factors can increase an individual’s vulnerability and susceptibility to being traf-
ficked for labor [24].

�Access to Services and Legal Outcomes
Racial bias also affects the ability of people who have been trafficked to access sup-
portive services. Identifying people who are being trafficked is the first step in pro-
viding these individuals with the supportive services they need. Many people who 
are trafficked go unidentified. Historically, the issue of trafficking has dispropor-
tionately focused on the White female experience [12]. When trafficking is viewed 
as an issue of White women, the experiences of BIPOC, LGBTQ populations, and 
trafficked men go overlooked, and fewer people in these groups are eligible for and 
receive needed services. Even when BIPOC are identified as having been trafficked, 
they may be poorly served or even harmed by the healthcare and legal system [77]. 
Decisions of judges and jurors are influenced by their own implicit and explicit 
biases, which have been shaped by a society that disproportionately associates 
BIPOC with criminality [77].

When BIPOC are identified as being trafficked and are connected to services, 
they may continue to confront bias that affects the quality of services they receive. 
In general, BIPOC receive lower-quality healthcare and are more likely to be diag-
nosed with severe mental health disorders [9, 58]. Unconscious racism and a lack of 
cultural awareness among service providers can lead to discrimination, the provi-
sion of lower-quality services, and early termination of services for BIPOC [9, 42].

People experiencing labor trafficking may also have limited access to supportive 
services due to limited knowledge and training among service providers about the 
issue of labor trafficking [1]. Most of the information designed for social workers 
who work with trafficked people is biased toward sex trafficking and neglects a 
discussion of labor trafficking or other forms of exploitation [1].

�Adverse Childhood Experiences (ACEs)

Experiencing adverse events during childhood has been linked to an increased vul-
nerability to trafficking. Researchers at the Center for Disease Control and 
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Prevention (CDC) and Kaiser Permanente first used the adverse childhood experi-
ence (ACE) questionnaire in the early 1990s to study the effects of adverse child-
hood events on health risk behaviors, disability, disease, and premature mortality 
[33]. The ACE questionnaire has since been used by numerous researchers to inves-
tigate the relationship between ACEs and other health, behavioral, and social out-
comes. The questionnaire consists of ten questions that address childhood trauma in 
the following categories: physical abuse, emotional abuse, sexual abuse, physical 
neglect, emotional neglect, household mental illness, household substance abuse, 
household domestic violence, incarcerated household member, and parental separa-
tion or divorce.

Several research studies have found associations between exposure to ACEs and 
sex trafficking in children and adolescents. In a study investigating the prevalence 
of ACEs among youth arrested for trading sex vs various other crimes, Naramore 
and colleagues found that sex-trafficked youth were more likely (81%) than non-
sex-trafficked youth (50%) to have a high-risk ACE score (i.e., four or more ACEs) 
[60]. Specifically, sex-trafficked youth experienced high levels of parental separa-
tion or divorce (92%), household violence (90%), and household member incar-
ceration (84%) [60]. They were also significantly more likely to have experienced 
physical neglect, sexual abuse, and parental separation or divorce in childhood [60, 
75]. Childhood emotional abuse may reduce self-confidence and ability to manage 
emotions and lead to the use of survival strategies such as trading sex for necessities 
[88]. Emotional abuse during childhood is associated with a younger age of entry 
into commercial sexual exploitation [79].

Although less well-studied, histories of trauma and violence are also seen among 
people who experience labor trafficking. In a qualitative study exploring the charac-
teristics and behaviors associated with labor trafficking, interviewees noted that 
many members of the migrant population experience domestic violence, child 
abuse, or past exploitation, and these experiences increase their vulnerability to 
further exploitation [24].

�Family Structure

In addition to adverse childhood experiences, other family dynamics affect an indi-
vidual’s likelihood of being trafficked. Children who are involved in the foster care 
system, elope from home, or become homeless are more vulnerable to being traf-
ficked [16]. Both running away from home and homelessness are associated with an 
increased risk of commercial sexual exploitation [22, 31]. Furthermore, youth who 
experience an unstable home environment may be less likely to have an adult in 
their life to provide guidance, protection, and support. In a study that explored the 
differences between youth experiencing homelessness who had been trafficked and 
youth experiencing homelessness who had not, the presence of one supportive adult 
was protective against being trafficked [16].

It is not uncommon for children and youth to be trafficked by members of their 
own family. In a survey that asked professionals working with sex-trafficked minors 
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about the relationship of the person being trafficked to their trafficker, family mem-
ber trafficking varied from 50% to 82% depending on the community setting [21]. 
Other studies have reported slightly lower estimates of family member trafficking; 
however, it is clear that family members play an important role in the trafficking of 
young people [7]. Research suggests that in over 60% of cases of familial traffick-
ing, the trafficker is the mother [87]. In cases of familial trafficking, physical threats 
from caregivers, emotional threats of abandonment, intimidation, and parental 
authority are some of the tactics used to recruit and maintain youth in prostitu-
tion [87].

Youth who grow up in a household in which prostitution is the family business 
learn from a young age about the sense of control, power, and monetary benefits 
derived from work in prostitution or pimping. While not all pimps can be classified 
as traffickers, in a study exploring the experiences of ex-pimps, over half of which 
reported selling sex before pimping, many of the ex-pimps came from homes in 
which prostitution was the family business [73]. Some described how learning 
about the monetary benefits of the sex trade in their homes influenced their decision 
to participate. Others explained that their decision to enter the sex trade was driven 
by a desire to regain a sense of power and control in their environment [73].

�Socioeconomic Factors

Individuals living in socioeconomically disadvantaged neighborhoods are more 
likely to experience adverse childhood events [84], have higher rates of posttrau-
matic stress disorder (PTSD) [36, 41], and have unstable housing [24], which all 
increase vulnerability to labor and sex trafficking [60]. Individuals experiencing 
poverty may be more likely to use survival strategies such as trading sex for neces-
sities, which can put them at risk for future exploitation.

Wealth contributes to an individual’s well-being and is protective against traf-
ficking. Wealthier families have better healthcare and education, live in safer neigh-
borhoods, secure higher-quality child care and supervision, have a greater financial 
ability to deal with emergency situations, and can afford higher-quality legal repre-
sentation [39]. Wealth has historically been linked to race. The racial wealth gap has 
been widening since the Great Recession of 2008 and continues to grow. In 2013, 
the median wealth of White households was 13 times that of Black households and 
10 times that of Hispanic households [48]. Some people have tried to explain the 
racial wealth gap by arguing that Black people are less frugal or are worse at manag-
ing their assets than White people; however, it has been shown that Black people 
actually have slightly higher savings rates than White people when accounting for 
household income and asset appreciation rates are similar among racial groups [39]. 
The historical, social, political, cultural, and economic factors that play into the 
racial wealth gap are complex. However, it is important to note the role that dis-
criminatory credit practices have played in fueling this gap. For example, a 2009 
report on race and mortgage lending in Twin Cities, Minnesota, found that Black 
residents earning over $150,000 were twice as likely to be denied a home loan in 
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comparison to Whites earning below $40,000, and Black residents who were able to 
get loans were more than three times as likely to have a higher interest, subprime 
loan [44].

BIPOC face many disadvantages that lead them to experience higher rates of 
poverty, higher rates of adverse childhood events, lower rates of educational attain-
ment, lower rates of employment, and worse access to healthcare in comparison to 
White people. These factors, along with other aspects of marginalization, structural 
racism, and bias, all increase BIPOC’s vulnerability to human trafficking.

�Gender

In the USA, trafficking has primarily been viewed as an issue affecting heterosex-
ual cisgender women. As a result, the experiences of trafficked people of other 
gender identities and sexual orientations have been greatly overlooked. Although 
the exact percentage of men being trafficked in the USA is unknown, men and boys 
account for 29% of people being trafficked globally [45], and men have been 
shown to make up a large portion of labor trafficking [64]. Research exploring the 
sexual exploitation of youth indicates that gender is not associated with a traffick-
ing experience [16].

Research on trafficking of men and boys is limited, although men and boys 
appear to share many of the same risk factors for trafficking as women and girls 
such as experiencing adverse childhood events, being kicked out of the house, and 
being homeless. However, as a result of male stereotypes, men and boys may be less 
likely to be identified as people being trafficked or to seek out help. LGBTQ traf-
ficking is similarly overlooked and underreported [56]. A study on runaway/home-
less youth found that youth involved in prostitution were more than five times as 
likely to report homosexual or bisexual identities compared to youth experiencing 
homelessness not involved in prostitution [100].

LGBTQ youth may face rejection from families who are unaccepting of their 
sexual orientation, and as a result, LGBTQ youth may run away and become home-
less [99]. LGBTQ individuals make up about 7% of the general population, yet 
almost 40% of youth experiencing homelessness identify as LGBTQ [71]. Once 
homeless, LGBTQ youth are at a higher risk for mental health problems and vic-
timization [61]. Homelessness puts all youth at risk for sexual exploitation, but 
LGBTQ youth report higher rates of sexual victimization. Close to 60% of LGBTQ 
youth experiencing homelessness report being sexually victimized compared to 
33% of heterosexual youth experiencing homelessness, and LGBTQ youth experi-
encing homelessness are over seven times more likely to experience acts of sexual 
violence compared to heterosexual youth experiencing homelessness [61]. As a 
result of familial rejection and homelessness, LGBTQ youth may also be less 
likely to have a supportive adult, which has been identified as protective against 
trafficking [16].

LGBTQ people are more likely to experience mental health conditions and sub-
stance abuse compared to heterosexual individuals [57], which may further increase 
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their risk for trafficking. Due to inadequate training of healthcare providers on the 
experiences and needs of the LGBTQ population, LGBTQ youth may have unmet 
medical, psychiatric, and psychological needs that also put them at risk for being 
trafficked [99].

There has been little research on the role of gender in trafficking. Overall, women 
may have increased vulnerability to trafficking and exploitation because they are 
more susceptible to oppression, subscribe to gender roles and social norms from 
their home country that differ from those in the USA, and may be considered sub-
ordinate as the result of a patriarchal culture [24]. Nevertheless, men make up a 
large proportion of people being trafficked for labor [64], and youth, regardless of 
gender, are often targeted for trafficking [16].

�Vignette

Kerry, a 15-year-old African-American girl with a history of complex posttraumatic 
stress disorder and bipolar disorder was court-ordered for placement in a residential 
treatment center (RTC). She experienced a number of ACEs from a young age 
including physical abuse, verbal abuse, sexual abuse, emotional neglect, household 
mental illness, household substance abuse, household domestic violence, and paren-
tal separation. Upon admission, she was noted to have symptoms of non-suicidal 
self-injurious behaviors (SIB), physical and verbal aggression, and severe mood 
lability that made it unsafe for her to remain in the community. She presented with 
various high-risk behaviors including risky sexual behavior, falsifying/exaggerating 
information, and elopement that limited her response to community-based outpa-
tient psychiatric care. Her caregivers were particularly concerned because they 
recently learned that she had been in contact with older men via social media.

Prior to Kerry’s RTC admission, she had been living in a group home. She had 
previously been in her grandmother’s custody but was placed in the group home due 
to behavioral difficulties. After a few days in the group home, she ran away and 
went missing for 12 days. Records indicated that a police officer found her at a 
motel meeting an older man for sex. She was residing with a couple in their early 
20s who were allowing her to stay with them in exchange for money obtained 
through selling sex. She was admitted to a psychiatric hospital due to danger to self 
and was discharged with a treatment plan including lamotrigine and risperidone. 
Shortly after her discharge, she was readmitted to the psychiatric hospital after shar-
ing her thoughts of suicide to group home staff. Following this second admission, 
the judge determined that she would benefit from placement at a RTC.

Kerry had a difficult time adjusting to the RTC and continued to engage in impul-
sive and dangerous behaviors. She had poor boundaries, was highly impulsive, and 
demonstrated a lack of insight and poor judgment. Additionally, she often engaged 
in attention-seeking behaviors, split staff and peers, and instigated fights amongst 
peers. Staff provided close supervision with regards to her phone, Internet, and 
social media use. She struggled to accept responsibility for her actions. On 
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admission to the RTC, Kerry denied suicidal ideations, homicidal ideations, audi-
tory hallucinations, or visual hallucinations. She denied any mood symptoms except 
for sadness related to her grandmother’s depression.

Past Psychiatric Hx
Kerry has a history of four psychiatric hospitalizations, typically in the context of 
suicidal ideation and behavior. She has a history of two suicide attempts. At 11 years 
old, she attempted suicide by cutting her wrists. She more recently had an attempt 
at 14 years of age by overdosing on acetaminophen. She has been in and out of 
outpatient care and has never seen the same provider for more than 6 months. She 
has a history of admission to a group home for psychiatric and behavioral difficul-
ties. Past diagnoses include oppositional defiant disorder, posttraumatic stress disor-
der, bipolar disorder, major depression, conduct disorder, and attention-deficit/
hyperactivity disorder. She has been trialed on methylphenidate, clonidine, sertra-
line, fluoxetine, aripiprazole, risperidone, lamotrigine, carbamazepine, atomox-
etine, guanfacine, and valproic acid. She never stayed on a medication for longer 
than 2 months, and she did not have a significant response to any of them.

Social History
The patient has lived with her grandparents since birth. On two separate occasions, 
she briefly lived with her biological mother. During both stays with her biological 
mother, the patient and her grandparents reported that she witnessed domestic vio-
lence and experienced physical abuse, emotional abuse, and neglect.

Educational History
The patient has been repeatedly suspended and expelled from three different 
schools. When she was 8 years old, the police were called to her school because she 
hit another student and was throwing objects at her teacher. She had an individual-
ized education plan for grades 5–7 due to behavioral problems. She was last consis-
tently enrolled in school in the seventh grade.

Family History
Both of her parents had substance use disorders. Her mother has a history of post-
traumatic stress disorder. Her grandmother has depression. Her father had a signifi-
cant cognitive impairment and resides in a rehabilitation facility for long-term care 
of individuals who cannot care for themselves.

Developmental History
Kerry was born full term to her 18-year-old biological mother and 21-year-old 
father. There were no complications with the pregnancy, and she reached all devel-
opmental milestones on time.

Substance Use History
The patient denied drug and alcohol use.
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Past Medical History
History of hypokalemia requiring potassium supplementation, acne, and eczema.

Strengths
Kerry enjoys fashion, poetry, song writing, and discussing her feelings with adults 
whom she can trust and has a great deal of love and respect for her grandparents.

�Psychiatric Assessment and Treatment of Human 
Trafficking Survivors

�Assessment

In Kerry’s situation, she was brought to the healthcare community due to her 
involvement with law enforcement. Identifying trafficked patients can be difficult. 
While there are no validated screening tools for human trafficking in psychiatric 
patients [6], screening tools have been developed in other patient populations 
including pediatric emergency rooms [38] and homeless youth shelters [17]. There 
are also nonspecific screening tools created for use by law enforcement, healthcare, 
and shelter workers [97]. Because these tools have not been validated in psychiatric 
patients, their utility is unclear. Moreover, because of lessons learned in the intimate 
partner violence literature, there is a shift away from using checkbox-based identi-
fication tools and moving more toward an approach of universal education [46]. 
This allows patients to discuss their experiences of violence in the way that they are 
most comfortable. It also shifts the conversation from one in which the goal is iden-
tification to one in which the goal is to meet the needs of the patient. One tool that 
helps providers do this is the PEARR (provide privacy, educate, ask, respect, and 
respond) tool [25].

It is also important that there is an identified protocol for managing clinical and 
safety needs if a patient is identified as being trafficked. Protocols should address 
how staff will be educated about trafficking, how patients will be screened, and 
what to do if a patient is identified as being trafficked. Protocols should address 
referrals to appropriate services, confidentiality, and mandatory reporting [3]. 
Involving law enforcement can be a complicated decision. Providers should be 
aware of their state’s mandated reporting laws, and patients should be notified of 
limits to confidentiality. It is important to note that when there is no mandated 
reporting obligation, the decision to involve law enforcement should be a shared 
decision between patient and provider.

When managing the care of trafficked patients, providers should be cognizant 
that patients who are trafficked have a series of well-described psychiatric and med-
ical sequelae [63]. Roughly 67% of trafficking victims report being seen by a medi-
cal provider at least once during trafficking [14]. Patients who are trafficked often 
suffer from neurological (e.g., cognitive, memory, headaches, dizziness), infectious 
(e.g., STI/HIV), cardiopulmonary, obstetric (e.g., foreign objects, pregnancy, preg-
nancy termination, abnormal pap smears, dysplasia requiring surgical excision), 
dermatological (e.g., burns, skin infections), and musculoskeletal (e.g., falls, back 
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pain, traumatic injuries) disorders [28]. These presenting conditions may be driven 
by lack of access to care, neglect, crowding, exposure to infections during the traf-
ficking process, forced drug or alcohol use, accidental injuries from unsafe working 
environments, or direct physical abuse. Patients often present to emergency rooms, 
obstetricians, and mental health providers for a combination of the above needs.

Trafficked patients suffer from a high prevalence of psychiatric sequelae includ-
ing posttraumatic stress disorder, depression, self-harming behaviors, and suicidal-
ity [8, 63]. Longer periods of trafficking and more severe forms of violence toward 
the patient may increase the healthcare need. For example, victims who have been 
exploited for longer than 6 months report higher levels of depression and anxiety 
than those who were trafficked less than 3  months [63]. Psychological distress 
including shame, stigma, disrupted social identity, entrapment, religious discrimi-
nation, and cultural isolation exacerbates comorbid psychiatric and medical condi-
tions [4]. Social stressors, such as waiting for documentation, further affect mental 
health. Longer duration of asylum procedures is also a risk factor for worsened 
psychiatric sequelae [53].

�Treatment Recommendations

There are no identified treatment modalities specific to survivors of human traffick-
ing, but a review of literature suggests that using cognitive modalities (e.g., cogni-
tive processing therapy) to address symptoms is ideal [82]. Recommended treatment 
approaches include cultural responsiveness and trauma-informed care. Also, it is 
important that providers are aware of their potential implicit bias and how it may 
impact the care that they provide. Lastly, systems caring for trafficked persons must 
be aware of structural and cultural factors that can be adjusted to improve care.

�Trauma-Informed Care
Addressing trauma is an important component of effective behavioral health ser-
vices. Trauma-informed care is based on an understanding of the signs and symp-
toms of trauma, its pervasiveness, and its harmful impact. It also involves 
understanding the potential for re-traumatization and the potential for recovery 
[83]. There are six key principles to a trauma-informed approach: (1) safety, both 
staff members and the people they serve feel physically and psychologically safe; 
(2) trustworthiness and transparency, organizations operate with transparency and 
maintain trust with their clients and staff; (3) peer support, support from peers who 
have lived experiences of trauma; (4) collaboration and mutuality, addressing 
power differences between staff and clients and among staff members; (5) empow-
erment, voice, and choice, recognizing individuals’ strengths and experiences and 
building upon them; (6) cultural, historical, and gender issues, moving past racial, 
cultural stereotypes, and biases, offering gender-responsive services, supporting 
healing through cultural connections, recognizing and addressing historical trauma 
and historical narratives, and responding to the racial, ethnic, and cultural needs of 
individuals [37, 83]. Qualitative studies indicate that these principals are important 
for working with individuals who have been sex trafficked. Useful key components 
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of trauma-informed care identified by sex-trafficked youth include being nonjudg-
mental and allowing youth to share in their own time [78]. In Kerry’s case, a non-
judgmental approach that allows Kerry to open up in her own time is critical.

�Culturally Responsive Care
Understanding the cultural and structural factors that have positioned a youth to be 
trafficked may help providers have a more complete and trauma-informed under-
standing of why youth are trafficked. Clinicians who work with trafficked individu-
als should work to have a nonjudgmental stance. Cultural responsiveness refers to 
healthcare services that are respectful of, and relevant to, the health beliefs, health 
practices, culture, and linguistic needs of diverse consumer/patient populations and 
communities.

Moreover, cultural humility and responsiveness give us a frame for working with 
all populations. This frame involves taking an attitude of lifelong learning that 
includes frequent self-reflection, evaluation, and critique. Cultural humility also 
includes building mutually beneficial partnerships with communities and address-
ing the power imbalances between clinician and client [92].

�Addressing Clinician Bias
Individuals from BIPOC groups are at a disproportionally increased risk of sex traf-
ficking, and those who are trafficked may be treated differently once they have been 
identified resulting in further health disparities. These differences in treatment of 
BIPOC people impacted by sex trafficking and commercial sexual exploitation in 
the USA are due in part to historical and contemporary traumas of racism and racial-
ized practices, policies, and ideologies. Treatment settings are often ill-equipped to 
manage diverse patient populations, particularly patients whose values and culture 
deviate from dominant cultural groups. Barriers to providing culturally responsive 
care include clinician’s lack of awareness of the cultural and structural factors 
impacting patients and implicit and explicit biases. These biases may result in 
excessive use of involuntary commitment, biases in level of care, and excessive use 
of restraints in treatment settings [40, 86].

The ideal clinical encounter is one in which both the provider and the patient are 
keenly aware of the impact of racism and bias on mental health, and they are both able 
to freely discuss the experience and consequences of racism [90]. Oftentimes, clini-
cians are unaware of their own biases. Clinicians working with sex-trafficked indi-
viduals should commit to ongoing work to recognize and address their own implicit 
biases. Clinicians may consider starting by taking implicit association tests; tests vali-
dated to demonstrate where clinicians may have implicit biases [40, 50]. While more 
research must be done, some practices at reducing bias show some early promise. 
These strategies include exposing oneself to counter-stereotypical exemplars and 
ways to identify with the out-group [34]. As clinicians become more aware of their 
own biases, they will become better equipped to work with a diverse population.

Due to biases toward individuals who are sex-trafficked as well as against indi-
viduals from BIPOC groups, patients might be viewed by providers as “bad people” 
who have chosen to engage in “deviant” behavior. These attitudes can lead 
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individuals to feel judged. Both sex-trafficked women and youth have expressed 
concerns about feeling judged by health providers [43, 74, 78]. In Kerry’s case, 
clinicians should take the aforementioned considerations into account. Prior to 
beginning their clinical encounter with her, they may consider their own implicit 
biases about young African-American women and youth in the sex trade and how 
these biases may impact Kerry’s care.

�Systemic Changes
Apart from individual clinician interventions, there are systematic changes that can 
occur in order to improve the cultural responsiveness of care for sex-trafficked indi-
viduals from BIPOC groups. It is important to recognize that while clinicians may 
view the therapeutic space as “safe,” the client may perceive that same space as 
“threatening.” In most treatment settings, imbalanced emphasis on “protection” of 
victims of trafficking results in involuntary, locked, and judiciary involvement that 
further interferes with efforts to “prepare” survivors by incorporating community, 
family, mentorship, and culturally responsive programs. The foundations of the cur-
rent anti-trafficking movement in a criminal justice response have resulted in what 
Musto classified as “carceral protectionism” [59]. At times trafficked people are 
treated as “victim-offenders,” instead of victims. This approach can mimic the pat-
tern of control that occurred between a trafficked person and their trafficker.

For example, victims of trafficking sometimes stay in shelters, but the shelters 
are locked down and have policies that resemble imprisonment. The blurring of 
rehabilitative and coercive approaches to domestic sex trafficking represents an 
extension of punitive tactics. This speaks to the tangible effects of an anti-trafficking 
ideology that has placed more emphasis on “saving victims” than on addressing the 
complex and systemic inequalities that create them. In the USA, such complexities 
and inequities are varied including factors previously discussed such as the criminal 
justice system, socioeconomic status, family structure, race, gender, and experience 
of adverse childhood experiences. Many of these are impacted by the persistent 
pipeline of resources from the welfare state into an expansive carceral state. Systems 
looking to create programs to care for trafficked individuals may consider embark-
ing on a Racial Equity Impact Assessment (REIA). Race Forward: The Center for 
Racial Justice Innovation has created a toolkit to assist organizations in undergoing 
a REIA. An REIA systematically evaluates how a proposed program may impact 
racial and ethnic groups [72]. Beyond creating clinical spaces that are culturally 
responsive, there has been a recent call to engage mental health clinicians in chang-
ing social norms and improving public policies [85]. This work is necessary to 
improve the mental health of trafficked individuals, including those differentially 
affected by minoritized status or statuses.

The mental health system may consider whether less restrictive and culturally 
responsive community-based services are available for young people like Kerry. For 
example, a race-concordant outpatient provider delivering intensive case manage-
ment services, peer mentorship services, and peer support groups focusing on dis-
tress tolerance, symptom self-management, racial injury, healthy relationships, 
education, and job skills may have been beneficial.
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�Conclusion

Human trafficking is a complex subject that is impacted by a variety of cultural 
and structural factors. Clinicians who are aware of these complexities can 
greatly improve the care of sex and labor trafficked patients, particularly those 
of BIPOC groups. Clinicians should provide care grounded in culturally 
responsive and trauma-informed approaches. Steps to providing this care 
include committing to a lifelong process of recognizing and minimizing one’s 
own implicit and explicit biases, reducing the power imbalances in the thera-
peutic encounter, talking openly with patients about race and experiences of 
racism, working to eliminate structural racism embedded in existing mental 
health services, and working upstream to reduce risk factors that put people at 
risk of trafficking [92].

�Summary of High-Yield Points

•	 Human trafficking is a serious human rights violation and public health issue. It 
is defined as the use of force, fraud, or coercion for the purpose of sexual exploi-
tation or forced labor. Trafficking occurs across all races/ethnicities; however, 
African-Americans are disproportionately affected, making up nearly 40% of 
trafficking cases [10].

•	 In order to fully understand how trafficked individuals experience their exploita-
tion, one must understand the structural and cultural frame that trafficking occurs 
within. The experience of a trafficked individual sits at the nexus of multiple 
structural factors including socioeconomic status, family structure, race, gender, 
the criminal justice system, and experience of adverse childhood experiences. 
These factors contribute to an individual’s risk of trafficking, their ability to leave 
trafficking, and their recovery from the various physical and psychological 
sequelae of trafficking.

•	 People who are trafficked have a series of well-described psychiatric and medi-
cal sequelae. Roughly two-thirds of trafficking victims report being seen by a 
medical provider at least once during trafficking [14]. Healthcare professionals 
have a unique opportunity to provide services to people being trafficked, yet 
many feel undertrained to recognize, evaluate, and manage patients who are 
trafficked.

•	 In order to appropriately treat individuals experiencing trafficking, clinicians 
must identify and address their own biases, understand the cultural and structural 
factors impacting patients, and practice cultural humility as well as trauma-
informed care.

•	 Systemic changes must also occur to improve the cultural responsiveness of care 
for individuals experiencing trafficking. Work must be done to eliminate struc-
tural racism embedded in existing mental health services and to reduce the 
upstream factors that put people at risk of trafficking.
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Survivors of Combat Trauma

Savannah L. Woodward and David Nissan

When I’m asleep, dreaming and lulled warm,
They come, the homeless ones, the noiseless dead.
While the dim charging breakers of the storm
Bellow and drone and rumble overhead,
Out of the gloom they gather about my bed.
They whisper to my heart; their thoughts are mine.
“Why are you here with all your watches ended?
From Ypres to Frise we sought you in the Line.”
In bitter safety I awake, unfriended;
And while the dawn begins with slashing rain
I think of the Battalion in the mud.
“When are you going out to them again?
Are they not still your brothers through our blood?”
Siegfried Sassoon, 1918

�Introduction

It has long been recognized that one’s cultural background contributes dramatically 
to the way that an individual interacts with the world around them and the way the 
world interacts with them in return. This is certainly true in medicine and particu-
larly so in psychiatry where one’s perception and background have a significant 
impact on diagnosis, conceptualization, treatment, and clinical outcomes. One dis-
tinct culture that is often under-recognized is that of military service members. In 
many societies, at least at the time of this writing, military service and direct 
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exposure to combat have become increasingly infrequent, and only a small minority 
of citizens experiences the brutal reality of war firsthand. Most ancient civilizations 
had rituals to acknowledge the metamorphosis that occurs with or in preparation for 
combat. In Maori culture, the Haka, known as a war cry, is performed prior to war. 
In Jewish culture, laws mandated that those who killed or touched anyone who had 
killed must remain outside of the camp for 7 days [1]. Many early societies revered 
survivors of combat, extolling them as the “normals” who possessed a special 
knowledge unknown to those spared that exposure [2]. As time and technology have 
progressed, less and less of the population has been directly exposed to tradi-
tional combat.

Currently, only about 10% of the adult population in the United States has served 
in the military, and 80% of new military recruits have at least one family member who 
previously served [3]. The term “warrior caste” has been used to describe this heredi-
tary phenomenon and to illustrate the smallness of the population with a military his-
tory [3]. As combat exposure becomes a rare experience, the divide between those 
who experienced war and those who have not grows more profound. Clinicians work-
ing with this population must recognize this chasm and make an effort to understand 
the nature of this barrier, within and out of military culture, in order to provide combat 
veterans with meaningful psychological support and treatment.

When assessing for any mental illness in a culturally informed way, it is impor-
tant to consider three specific aspects (though it should be noted that not all three of 
these may be applicable to every culture) [4]:

	1.	 Cultural-specific syndromes, clusters of symptoms (psychiatric and otherwise) 
common to members with the shared experience

	2.	 Idioms of distress, or how members communicate, or may fail to communicate, 
his or her emotional suffering

	3.	 Cultural explanations of perceived causes

With these factors in mind, the provider can then create a cultural formulation (see 
the “Cultural Formulation Interview” in the Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition, DSM-5) [5] as a means of conceptualizing the 
patient and their presentation. This should incorporate the cultural identity of the 
individual, their cultural conceptualization of distress, psychosocial stressors and 
cultural features of vulnerability and distress, cultural features of the relationship 
between the individual and the clinician, and an overall cultural assessment for 
diagnosis and treatment.

This chapter aims to explore the specific cultural challenges that come with treat-
ing survivors of combat trauma. Key cultural characteristics of the military are dis-
cussed including stoicism, team orientation, stigma related to seeking mental health 
care, and an ingrained belief in an external locus of control, among others, and how 
they relate to the treatment of combat trauma in both active duty service members 
and veterans. Through a review of relevant background information and a case 
vignette, unique challenges and specific recommendations for providers working 
with this patient population are presented.
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�Background

�Military Structure and Organization

To understand military culture, it is helpful to first understand military structure. 
The US military is divided into both active and reserve components. Said reserve 
component is comprised of the National Guard and the Reserves (each branch of the 
military has its own reserve service). The active component, on the other hand, is 
comprised of the five branches of the military: the US Navy, Marine Corps, Air 
Force, Army, and Coast Guard. Members of the active component are full-time mili-
tary personnel who can be deployed (i.e., moved into position for military action) at 
any time, whereas members of the reserve component are not full-time employees 
and are typically only called into active duty during times of war or national emer-
gency. During Operation Iraqi Freedom/Operation Enduring Freedom (OIF/OEF), 
reserves from all branches were heavily utilized, so it is important to not make 
assumptions about deployments based on reserve or active status.

All military members are either enlisted or hold officer rank in their respective 
branch. Enlisted personnel begin their service by going to a branch specific basic 
training (boot camp), between 7 and 12 weeks in duration. In basic training they are 
prepared for the military – physically, mentally, and emotionally – and they also 
learn about the culture and traditions of their respective service. Following basic 
training, enlisted personnel typically proceed to specialized training tailored to their 
specific job within a specialty (e.g., aircraft mechanic, infantry, nuclear electrician’s 
mate) for several months or, in some cases, years. Once they complete this addi-
tional training, enlisted service members are sent to their first duty station. It should 
be noted that enlisted personnel typically join at a younger age (i.e., 18 or when they 
complete high school), though it is not uncommon for individuals to enter service 
later in life, spending time in other occupations or secondary education. Officers, on 
the other hand, have various routes to join: attending a service academy (e.g., the 
Naval Academy in Annapolis, Maryland, West Point), Reserve Officer Training 
Corps programs (ROTC), or by going to Officer Candidate School which is similar 
to the enlisted boot camp but with an emphasis on developing leadership skills. 
There are also several programs that allow enlisted service members to earn a com-
mission and become officers. Depending on their job and specialty (e.g., infantry, 
surface, aviation), officers will also proceed to additional training before being sent 
to their first command. There are officer programs that allow senior enlisted to com-
mission as Warrant Officers or Limited Duty Officers in fields that require a high 
degree of specialization.

The fundamental leadership structure of the military is the chain of command. 
This concept describes whom each member of the military reports to and takes 
orders from. An individual junior enlisted member is grouped with other junior 
personnel into a platoon, shop, division, etc. (the terms vary widely between each 
branch and even amongst different communities within each branch). Junior enlisted 
members are typically led by another enlisted service member with a few years of 
experience (noncommissioned officers, or NCOs, in the Army, Air Force and Marine 
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Corps; Petty Officers in the Navy and Coast Guard). Above them are Staff NCOs 
(Army, Air Force, Marines) and Chief Petty Officers (Navy, Coast Guard), who 
work with a junior officer (0–3  years of service) to run the platoon or division. 
Several platoons/divisions coalesce into companies/departments, which report to a 
Commanding Officer, aided by the Executive Officer (second in command), and 
Senior Enlisted Leader (works as an advisor and liaison between enlisted members 
and the Commanding Officer). Although everyone has a supervisor to whom they 
report, all service members (even junior enlisted) are expected to look out for and 
support their lower ranking counterparts.

The chain of command has much more responsibility and authority than would 
be typical of a civilian employer. In addition to acting as a work supervisor, they are 
responsible for the “care and feeding” of each of their service members, as well as 
their general well-being. Service members are encouraged to discuss personal 
issues with their chain of command (e.g., family illness, financial struggles), and 
commands have designated personnel to provide preliminary assistance (e.g., finan-
cial counseling, drug and alcohol programs advisor). Senior enlisted and junior offi-
cers are strongly encouraged to get to know their people, learn about the difficulties 
they face, and use command/military resources to help them face and overcome 
obstacles. This increased responsibility is also present in the military’s disciplinary 
system. In stark contrast to the civilian world, the Commanding Officer is also del-
egated significant legal authorities, administering “nonjudicial punishment” (e.g., 
reprimand, reduction in rank, loss of pay, extra duty, and being placed on restric-
tion) for lower violations of the Uniformed Code of Military Justice. The increased 
role the chain of command plays in a service member’s life is thought to foster the 
semiconscious or unconscious notion that individuals have less control over events 
than is actually true. This external locus of control is thought to contribute to some 
posttraumatic symptoms and is described in more detail below.

�The Pillars of Military Culture

[Armies] are institutions that create a world. [They] successfully engender the new mem-
ber’s respect, loyalty, love, affirmation, gratitude, and obedience.

Jonathan Shay, Achilles in Vietnam: Combat Trauma and the Undoing of Character [6]

With some background of military structure and organization in place, one can now 
begin to understand the three key pillars of military culture:

	1.	 An external locus of control
	2.	 Stoicism
	3.	 Service to others above self

As described in detail above, the military is a highly structured organization. 
Because of this structure, it is paramount that the chain of command is observed, 
otherwise – as all service members are taught – the organization ceases to function. 
This mindset is repeatedly reinforced throughout one’s military career to the point 
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that it is ingrained in the psyche. It should also be noted that many aspects of a ser-
vice member’s life are controlled by their respective branch. For example, junior 
enlisted who are not married must live in military housing on base (called “bar-
racks”) or on board their ship. Furthermore, unlike the civilian sector, if a service 
member dislikes their job, they have no option to quit and must await the comple-
tion of their multi-year contract. Additionally, the maintenance that service mem-
ber’s perform on equipment is typically laid out in very specific checklists that must 
be followed sequentially. While many of their jobs still require a high degree of 
ingenuity to face complex problems in a dynamic environment, they are trained on 
reading and following detailed instructions. The military environment fosters the 
belief that the service member is not in control of the events in their lives. This cul-
ture has multiple important benefits such as increasing the reliability of the organi-
zation, preventing safety mishaps, and ensuring that service members can react 
quickly in times of duress to take complex action in service of their nation. When 
tragedies occur in spite of this training, preparation, and execution, or when a ser-
vice member perceives they failed to take proper action to prevent the disaster, this 
sense of an external locus of control can lead to profound feelings of hopelessness 
or helplessness, traits which are frequently observed in combat veterans receiving 
trauma-focused treatment. This may also affect their readjustment to post-military 
life when they must take a more active role in making choices for their future.

Stoicism is a key trait that closely accompanies maintenance of the chain of com-
mand, because without either one of these, there is no hope for survival in times of 
war. Service members are taught to remain stoic in the face of adversity, and great 
generals and admirals are lauded for their ability to stay calm and collected during 
times of conflict. Despite recent campaigns to normalize seeking support for mental 
health conditions, the stigma still remains. Not only is emotionality felt to be detri-
mental to the mission, but it is also looked down upon, and the ones who show it are 
considered weak. As such, those who succeed in their military careers are the ones 
who “suck it up” and avoid succumbing to any emotional pitfalls.

Lastly, there is an increased focus on service and putting other unit members 
ahead of themselves. This is a culture that strives for cohesion of the unit, which can 
only be obtained by supporting others and the mission above oneself. If one member 
of the unit succeeds, the entire unit succeeds. The reverse is true as well, for if one 
member of the unit fails, the entire unit shoulders the consequences. As a result, ser-
vice members are expected to support subordinates and their unit as a whole. 
Additionally, it is within the Commanding Officer’s job description to ensure the 
command’s service members’ well-being (including housing, food, financial coun-
seling, mandated time for fitness, etc.) at all times. It is because of this sense of duty 
to others that commands extend beyond a typical office environment and more 
closely resemble a family.

�Combat and Its Effects

The experience of humans in war has been a cornerstone of storytelling for as long 
as we have been able to communicate. Although combat stress had been 
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recognized as far back as ancient Greece, it was not until World War I (WWI) that 
the medical community began to identify the role of combat trauma in causing last-
ing psychological distress. During this time, physicians caring for soldiers that 
returned from combat described a number of patients with paralyzed limbs and 
other bizarre disorders of movement, blindness, hysteria, and mutism with seem-
ingly no physical etiology. It was initially theorized that these symptoms were the 
direct result of nerve injury caused by exposure to repetitive gunshots and mortar 
explosions, leading to the concept of “shell shock.” The term “shell shock” was 
first coined by Charles Myers, a psychiatrist well-known for his work with WWI 
soldiers in Britain. Dr. Myers described shell shock as mental shock which resulted 
from being “buried, lifted, or otherwise subjected to the physical effects of a burst-
ing shell or other similar explosive” [7]. Both he and William Rivers, another 
British psychiatrist, were among the first to recognize that the suffering of these 
soldiers was genuine, and they advocated for more humane treatment. Though it 
was Major Arthur Hurst who revolutionized the conceptualization and treatment of 
shell shock.

Major Hurst, a general practitioner with no formal psychiatric expertise, shot the 
motion picture War Neuroses in 1917 as a means to further characterize the disorder. 
It was the first film of its kind and featured a number of patients whom he diagnosed 
with “war neuroses” (Hurst’s preferred term to shell shock) [8, 9]. He characterized 
the syndrome of war neuroses as being comprised of a number of symptoms (which 
he identified as being neurologic in origin) to include poor appetite, tremor, paraly-
sis, anxiety/hysteria, depression, dizziness, confusion, insomnia, nightmares, and 
blindness/deafness. In early 1918, Major Hurst opened a military hospital, Seale 
Hayne, dedicated to treating soldiers with war neuroses [10]. There, Hurst devel-
oped a treatment technique that closely resembles exposure therapy, focused on 
repeatedly reliving and reviewing the traumas of war until the images lost their 
power over the patient. Hurst even went so far as to recreate a battlefield for a final 
exercise he called “The Battle of Seale Hayne,” which was designed to allow 
patients to relive the trauma of war in a controlled environment. Many former sol-
diers acted injured (to make the event seem more realistic) and were carried off the 
field by “medics.” The technique was reportedly wildly successful with Major Hurst 
declaring, “We are now disappointed if complete recovery does not occur within 
24 hours of commencing treatment, even in cases which may have been in other 
hospitals for over a year [10].”

Despite the increasing understanding that shell shock or war neuroses was a 
medical condition versus a disorder of constitution, there was little sympathy or 
understanding for these soldiers among the general public and even less so within 
the military. Many soldiers who later received diagnoses of shell shock or war 
neuroses were considered emotionally weak cowards. A large number of these 
soldiers were charged with desertion or insubordination and punished accord-
ingly, with 306 soldiers in the British Army executed for cowardice in WWI [11, 
12]. Consequently, the ideals of strength and heroism remained and were con-
tinually reinforced as critical internal and external barriers to seeking psycho-
logical care.
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�Combat Trauma in the Modern Day

Charles Myers, the first individual to use the term shell shock in a medical journal, 
soon realized the term was a misnomer, as many of the soldiers he treated had not 
been directly exposed to shelling [7]. While the term remained popular throughout 
WWI, mental health practitioners in World War II described soldiers with prolonged 
traumatic reactions as having “combat fatigue” or “battle fatigue.” Military psychia-
trists in Vietnam made an infamous claim that the rate of mental health casualties in 
the war was incredibly low, failing to predict or prepare for the increased recogni-
tion of chronic symptoms after traumatic experiences. It was this increased clinical 
and political focus on returning veterans with psychiatric difficulties that led to the 
description of “post-Vietnam syndrome.” Researchers and patient advocacy groups 
recognized that these symptoms were not specific to combat experiences, and the 
term posttraumatic stress disorder (PTSD) was first included in the DSM-III in 1980.

Prolonged traumatic symptoms after exposure to combat are now represented in 
the DSM-5 as a number of trauma or stressor-related diagnoses. Current theories 
conceptualize traumatic stress reactions as existing on a continuum ranging from 
acute stress disorder (a stress reaction lasting between 3 days and 1 month following 
the traumatic event) to posttraumatic stress disorder (PTSD). The DSM-5 defines 
both acute stress disorder and PTSD as syndromes that occur after exposure to a 
traumatic incident either by way of directly experiencing it or by being repeatedly 
exposed to it (such as a medical professional caring for multiple patients with gun-
shot wounds), learning of a traumatic event occurring to someone close to them, or 
witnessing the traumatic event [5]. Symptoms of this disorder occur in four specific 
symptom clusters: avoidance (primarily of stimuli reminiscent of the trauma), nega-
tive emotions and cognitions, hyperarousal, and intrusive thoughts/memories of the 
trauma. This can be further delineated by the presence of dissociative symptoms, 
specifically depersonalization and derealization [5].

It is common for individuals to meet some, but not all, of these criteria, or for 
symptoms to exist with a range of occupational or interpersonal impairments. This 
is perhaps especially true of combat veterans in active service. Hypervigilance may 
be a strength for many military occupation specialties, and individuals who are con-
stantly preparing for war and thinking about enemy threats are likely to perceive the 
world as inherently dangerous. Symptoms may, therefore, be difficult to recognize 
by both the clinician and the patient. As such, it is important to consider the indi-
vidual’s occupation and how it may mask or reinforce some of their symptoms.

Although much of the pathophysiology of PTSD has yet to be fully revealed, 
research in the area is rapidly expanding. Curiously, some imaging studies have 
described a number of notable structural differences in patients with PTSD to 
include decreased hippocampal volume, decreased left amygdala volume, and 
decreased volume of the anterior cingulate gyrus [13]. These findings are particu-
larly interesting, given the known role of the amygdala and hippocampus in identi-
fying and processing environmental threats. Other studies focusing on the 
neurochemical effects of PTSD have found evidence of increased norepinephrine 
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levels centrally with seemingly downregulated adrenergic receptors, as well as 
upregulation of glucocorticoid receptors, but overall decreased glucocorticoid lev-
els [14, 15]. One proposed mechanism is a chronically activated sympathetic ner-
vous system that, in turn, leads to noradrenergic and glucocorticoid dysregulation, 
which may result in some of the structural changes described above.

When assessing patients for a trauma-related disorder, it is important to first 
understand the nature of the traumatic exposure. Particularly in military populations, 
the traumatic event may be atypical and is often not related to direct combat expo-
sure. For example, consider the case of a 36-year-old enlisted male who presents 
with trauma-related symptoms. When queried about the trauma resulting in his 
symptoms, he reports reviewing drone footage of covert attacks for his job in the US 
Navy to document the details of each mission and maintain a written record of each 
assault. To assess whether this patient meets criteria for a trauma-related disorder, it 
would be important to understand if he has been exposed to actual or threatened 
death, serious injury, or sexual violence per the DSM-5 [5]. To do this, the nature of 
the films he reviewed must be clarified (e.g., do the videos contain images of indi-
viduals being killed vs. a nondescript building being bombed; how many of these 
videos does he watch; are the individuals in these videos enemy combatants, fellow 
service members, or innocent bystanders?). It should also be noted that there are a 
number of factors associated with increased risk of developing PTSD, which should 
be considered when assessing for trauma-related symptoms, including experiencing 
direct combat, severity of injury, childhood adversity, and lower military rank (and 
hence, likely a heightened sense of external locus of control) [16]. Additionally, it is 
important to determine if the reported symptoms are specifically associated with the 
traumatic event. As one may imagine, symptoms such as anxiety, depression, and 
insomnia are quite prevalent in military populations. It is important to distinguish the 
etiologies of the reported symptomology to ensure that the patient truly has a trauma-
related disorder (e.g., insomnia secondary to nightmares about a traumatic event vs. 
insomnia secondary to obstructive sleep apnea).

Of course, there are a number of comorbidities which providers should be aware 
of when screening for posttraumatic stress disorder. Perhaps the most notable psy-
chiatric comorbidities, particularly in the veteran population, are substance use dis-
orders. One study reported that among veterans diagnosed with either or both an 
alcohol use disorder and drug use disorder, 55–75% also met criteria for a PTSD or 
depression diagnosis, and veterans with PTSD were 3–4.5 times more likely to be 
diagnosed with a substance use disorder [17]. Additionally, other psychiatric comor-
bidities such as independent depressive or anxiety disorders, as well as personality 
disorders (especially borderline personality disorder and antisocial personality dis-
order) are common among those diagnosed with PTSD. And, as with any psychiat-
ric disorder, trauma-related disorders have a high comorbidity with sexual 
dysfunction, so a careful sexual history should be obtained to screen for this.

In addition to psychiatric comorbidities, there are also a number of nonpsychiat-
ric medical comorbidities which providers should be aware of when treating this 
population. For combat veterans specifically, PTSD and traumatic brain injury 
(TBI) have very high rates of co-occurrence so careful screening for symptoms of a 
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post-concussive syndrome is important [18–20]. Additionally, a number of studies 
have demonstrated that patients with PTSD are also at risk for a number of other 
medical issues including obesity, pain, musculoskeletal disorders, dyslipidemia, 
hypertension, autoimmune disease, and dementia; therefore a thorough medical 
examination is necessary for any patient presenting with symptoms consistent with 
PTSD [21–25]. As a brief aside, because of the hesitation to seek mental health 
treatment within the military, these patients are often better at expressing and seek-
ing treatment for physical symptoms, as these may be perceived as more acceptable 
maladies. As such, medical providers treating patients within this population should 
have a low threshold to screen for psychiatric symptoms.

�Defining the Problem

It is estimated that somewhere between 14% and 16% of US service members who 
have deployed to a combat zone return with trauma-related symptoms, with an esti-
mated 11–20% of Iraq and Afghanistan veterans and nearly 30% of Vietnam veter-
ans meeting DSM-5 criteria for posttraumatic stress disorder [26]. This is in 
comparison to 6.8% of the general population, as reported by the National 
Comorbidity Survey Replication [27]. However, as of 2014, only about 8% of the 
five million veterans receiving care through the VA system had been diagnosed with 
PTSD. Despite nearly three billion spent on PTSD treatment for veterans in 2012 
and demand for mental healthcare in both the VA and Department of Defense (DoD) 
reaching an all-time high, likely hundreds of thousands of veterans meet criteria for 
PTSD but are not enrolled in any treatment.

The concept of transgenerational trauma is one which should also be considered 
when discussing the scope of combat-related posttraumatic stress disorder. 
Transgenerational trauma (also called intergenerational trauma) is a psychiatric 
concept which suggests that trauma can be transferred from one generation to the 
next. Although this phenomenon was originally observed among the children of 
Holocaust survivors, there has been an increasing body of research to support that 
children of service members with PTSD are far more likely than their peers to seek 
mental health treatment. Although there is no clearly defined mechanism, one can 
safely argue that the traumatized parent is not the only patient of the treating psy-
chiatrist, and the physician should also screen for psychiatric conditions within the 
family unit.

�Factors Impacting Care

It is also essential to briefly discuss the barriers to care both active duty members and 
veterans face in accessing and receiving mental health services. While active duty, 
there is significant stigma, not only because mental health care  is perceived as a 
weakness, but also because it requires a service member to leave their unit for a 
period of time, which may be seen as placing oneself before the unit [28]. Additionally, 
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some service members believe they are not “sick enough” to require care or, perhaps, 
that their symptoms are not secondary to a mental health condition at all (e.g., head-
aches, sexual dysfunction, poor sleep). Even if they do recognize that their symptoms 
may be secondary to a mental illness, concern that the mental health clinician might 
limit or remove them from duty also prevents them from coming forward. For exam-
ple, a psychiatrist may recommend that a suicidal military policeman or woman not 
have access to firearms, which effectively removes them from their assigned job for 
an indefinite amount of time. It should be noted that military mental health providers 
face the unique additional  challenge of having reporting responsibilities to the 
Commanding Officer about a patient’s status and ability to complete his or her job in 
a safe manner [29]. Although active duty service members have most of the health-
care information protections that civilians do, an important caveat is the Commanding 
Officer must be informed when the service member’s condition may interfere with 
the mission, or there is concern for risk of harm to self or others. Therefore, although 
mental health services are often made available, there are a number of reasons deter-
ring service members from accessing care.

These barriers to care increase exponentially when a service member transitions 
to Veterans Affairs (VA) healthcare after completion of his or her time in service. 
This transition is particularly onerous due to the lack of a unified electronic medical 
record between DoD healthcare and VA healthcare, although there are increased 
efforts to improve the communication between these two systems. It can also be 
exceedingly difficult to gain access to prescriptions/medication management during 
this time, and case management/case coordination is notoriously limited. Once a 
veteran makes the transition, there is still a significant mistrust of the quality of care, 
particularly after a number of recent high-profile scandals [30]. Additionally, 
because of demand and limited resources, establishing care with VA mental health 
can be a months-long ordeal [31].

Upon transitioning out of the military, service members are evaluated for medi-
cal conditions which manifested while active duty (though they can request to be 
re-evaluated at any point through the VA system). Certain medical diagnoses, PTSD 
included, confer varying amounts of benefits which result in monthly disability pay-
ments, access to care, etc. While certainly not the norm, providers should consider 
secondary gain if a patient’s symptoms are atypical for the diagnosis or if they 
appear disingenuous or overexaggerated.

Finally, though much of the medical literature and popular culture focuses on the 
negative effects of combat, it is important to recognize there are many positive expe-
riences inherent in combat deployments. Previous generations, likely due to the 
higher proportion of citizens serving in the armed forces, appear to have appreciated 
this much more than we do today, and it is not uncommon for veterans to share bitter 
feelings toward the general public for not understanding this complex relationship. 
Studs Terkel writes in his book The Good War, that “if war were purely and abso-
lutely bad in every single aspect and toxic in all its effects, it would probably not 
happen as often as it does. But in addition to all the destruction and loss of life, war 
also inspires the ancient human virtues of courage, loyalty, and selflessness that can 
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be utterly intoxicating to the people who experience them [32].” In fact, this is one 
of the reasons that service members who previously deployed to a combat zone are 
more likely than their colleagues who have not, to sign on to do another tour. 
Consequently, one should not discount the sense of family and belongingness that 
comes from being entrenched in a unit exposed to the horrors of war with only each 
other to depend on. Unlike treating victims of other types of trauma (e.g., abuse, 
assault, natural disaster), combat veterans will readily identify aspects of their 
experience that they wish to retain. It is really these positive aspects of combat that 
can make successful treatment in this population so difficult to achieve.

�Vignette

Mr. B is an actual patient. Some details have been omitted to preserve his confidentiality.

Mr. B enlisted in the US Navy at the age of 18 and was selected for the rate of 
builder (BU) in the Seabees. After completing basic and advanced training to gain 
technical expertise, he responded to a call for volunteers to join an elite unit within 
the Seabees to train to become an armed escort for military convoys. He attended 
several months of specialized weapon training and tactics before joining a unit that 
was deploying to Iraq (he would go on to deploy twice to Iraq and once to Afghanistan 
over the next 3 years).

Nearly every day during his deployments to Iraq and Afghanistan, his team 
would be tasked, usually at night, to escort a convoy of vehicles from one point to 
another in heavily armored vehicles called Mine-Resistant Ambush Protected vehi-
cles or MRAPs. There were no easy or routine missions; ambushes and improvised 
explosive devices (IEDs) were an ever-present concern, though his unit grew accus-
tomed to the tense realization that their lives were constantly in danger. On most 
missions, they encountered mortar attacks which were usually dismissed as less 
concerning due to their inaccuracy. Less frequent, but much more dangerous and 
feared, were the IEDs. They were typically strategically placed to destroy or immo-
bilize the first vehicle, whereupon the enemy would open fire on the remainder of 
the convoy.

Mr. B reports being hit three times by an IED over the course of his deployments, 
all of which contributed in varying amounts to the painful memories he relates to 
combat. A close friend of his died in the first IED. In the second, he sustained a head 
injury and experienced loss of consciousness with a subsequent mild traumatic 
brain injury (TBI). Over the course of several sessions, however, it became apparent 
that the most distressing to him was the third, which occurred toward the end of his 
deployment to Afghanistan. He was traveling in the second vehicle when the first 
exploded into a ball of flames.

In our initial sessions, Mr. B was not entirely sure why the last incident was the 
most distressing, but this was a subject of frequent exploration as we continued 
working together. As we came to discover, one contributing factor was a powerful 
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visual image of the explosion. He can still see this image very clearly, and when 
around flames, he has difficulty controlling the repetitive intrusion of this image.

In addition to the power of this image, the patient also described feeling as 
though he underwent a change over the course of his three deployments. Specifically, 
he became more aware of, and affected by, the events around him. He described 
himself in the first few years of service as being somewhat calloused and untouched 
by the ethical dilemmas inherent in combat, and he reflected relatively little on the 
people he was fighting. During those early years, the people attacking the convoys 
were simply evil, and it was his unit’s job to defend themselves and their team. 
Gradually he became more aware of signs that this black and white conceptualiza-
tion was missing something. He began to question the validity of the intelligence 
gathered to demonstrate that many of the IEDs were set by the property owners, as 
he noticed a number of signs indicating that the Taliban coerced and claimed that 
the Americans intended to cause them (noncombatants) harm. Additionally, he 
became more aware of the impact the war was having on the children in the country, 
and he noticed that these distressing thoughts increased in frequency and intensity 
once he had children of his own, several years after his last combat deployment.

�Case Discussion

The experience of combat veterans has been a focus of the recorders of the human 
experience since the earliest forms of the written word. As our society places a 
greater emphasis on individual over community experiences and as our wars have 
become an event only experienced by a small minority of the population, we have 
become less comfortable listening to the experiences of modern warriors. The divi-
sion between service members and civilians is frequently not only a reason for com-
bat veterans seeking mental health care, but it is also one of the largest obstacles 
preventing them from seeking help. Clinicians must recognize the presence of this 
divide and learn skills to mitigate the impact of this obstacle. In the following para-
graphs, we discuss the case above and highlight the knowledge and skills that may 
allow clinicians to bridge this divide. Before doing so, it is worth emphasizing that 
the advice that follows is not meant to replace the most important skill in communi-
cating with patients: listening. Jonathan Shay, as the author of one of the most 
famous and certainly most useful pieces on communicating with veterans wrote, 
“Healing from trauma depends upon communalization of the trauma – being able to 
safely tell the story to someone who is listening and who can be trusted to retell it 
truthfully to others in the community. So before analyzing, before classifying, 
before thinking, before trying to do anything – we should listen [6].”

After the patient’s name, the first information shared about him is the branch of 
service he joined. We emphasize this here to address a common and understandable 
mistake that people make in referring to all branches of the armed services as the 
Army, or all military service members as soldiers. There are many nations that have 
a single armed service, but in the United States, the various military branches 
(Army, Navy, Air Force, Marine Corps, and Coast Guard) each spend a great deal of 
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their initial training of recruits instilling the unique history and customs of their 
respective branch. Calling a Marine a soldier may not cause a visible response, but 
it is likely to make it more challenging to build a therapeutic alliance, because in the 
minds of a service member, these are dramatically different experiences. And while 
it would not be reasonable to expect all clinicians to have an intricate knowledge of 
each service  branch, it can be helpful for patients to know that the clinician is 
thoughtful about their line of work. This can be accomplished by demonstrating 
curiosity and asking questions about the patient’s particular branch and what sets it 
apart from the others, laying the groundwork for establishing trust and respect in the 
relationship.

After Mr. B’s name and branch of service, his rating, roughly equivalent to the 
term Military Occupation Specialty (MOS) in other branches, is reported identify-
ing the service member’s technical skill. Knowing about this term is helpful because 
it will provide information about the patient and convey thoughtfulness  to the 
patient about their experience. We encourage and recommend that clinicians take 
the time to talk to their patient about the duties and requirements of their job and 
how they chose it. Clinicians will begin to appreciate the diverse roles that service 
members in each of the branches hold to support the overall mission.

It is worth being cautiously curious, however, as their rate/MOS may bear little 
similarity to the service member’s actual job. Hearing the job title of “builder” does 
not automatically conjure an image of an armed escort ensuring the safe transport of 
people and materials within a war zone. It is also common for individuals to spend 
large portions of their time in service working outside of their rate/MOS, which was 
especially true during OEF (war in Afghanistan) and OIF (war in Iraq) where, for 
example, many sailors found themselves deployed to desert units working as armed 
guards for detainees. As such, it is always appropriate to ask whether or not the 
patient has spent time working outside of their rating.

The vignette described above discussed three separate traumatic incidents. The 
earlier sessions focused on the patient’s first two IED experiences, both of which 
appeared more traumatic to the treating provider, as opposed to the third IED, due 
to his friend getting killed and the resultant TBI. However, while the patient endorsed 
some emotional distress stemming from these incidents, the third incident drove the 
majority of his trauma-related symptoms. By asking this patient to explore this dis-
crepancy, a discussion was initiated regarding how his thinking about his role within 
the war changed and how he began to grapple with the ethical and moral aspects of 
his team’s actions. The term “moral injury,” used by Jonathan Shay to describe the 
long-lasting distress as a result of leadership failings, has become a term used to 
capture the emotional symptoms (other than fear) that can result from combat 
trauma such as anger, disgust, guilt, and shame. While the details of some traumas 
might appear more severe at the surface, it is important to consider the patient’s 
perspective of which emotions and symptoms are most distressing to them, while 
acknowledging that these may not necessarily be fear or anxiety.

The information presented here was collected over several sessions. In the 
authors’ experience, it is not unusual for combat veterans to reveal only a portion of 
their story in the initial session. There are a number of powerful psychological 
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factors common in this community that prevent full disclosure of emotionally dis-
tressing symptoms (discussed in further detail in the “Factors Impacting Care” sec-
tion of this chapter). Over the course of the last decade, impressive strides have been 
made to reduce the stigma associated with experiencing psychological symptoms 
and searching for or receiving psychological treatments, but this remains a barrier 
for many combat veterans. Addressing and understanding the shame, embarrass-
ment, guilt, or other negative emotions which may conflict a patient about reaching 
out for care are an important first step in gathering a full history and developing a 
therapeutic alliance. As the clinician demonstrates a willingness to discuss the per-
sonal, painful, and embarrassing, rapport slowly builds, and other pertinent details 
are sure to present themselves.

Another obstacle to obtaining a complete history and building a therapeutic alli-
ance is the fact that many veterans do not associate their symptoms with traumatic 
events, or if they do, focusing on a specific one is challenging. Allowing for space 
and time to explore multiple events is challenging but may be required in order to 
craft a comprehensive treatment plan. It can be helpful to create a timeline of events 
in order to structure the treatment and then address each event systematically.

A final obstacle that may present a barrier is the addition of positive emotions 
that the patient may associate with combat. Western literature is replete with exam-
ples of veterans struggling with fond memories of such a horrific time. Mr. B 
remains on active duty, having transferred to a position with greater upward mobil-
ity and stability, but remained deeply conflicted about leaving his unit. He missed 
the sense of community and felt that he may, in some way, have let them down. One 
of the most therapeutic actions he took was to search for ways to rekindle this sense 
of belonging and re-engage with the parts of his former job that brought him joy and 
purpose. The patient now frequently seeks out experiences at his current command 
to teach others about antiterrorism tactics and how to use/handle their weapons, 
even though this is far outside of his current job description. Mr. B describes feeling 
an improved sense of purpose and meaningfulness, and helping him to identify this 
sublimation and appreciate the conflict between both the positive and negative expe-
riences of combat has been a powerful tool for healing.

�Comments and Recommendations

Psychiatric disorders and particularly trauma and stressor-related disorders are 
among the leading causes of morbidity in the military. Below we discuss both the 
evidence-based treatments put forth for treating combat veterans, as well as provide 
a number of recommendations based solely on the authors’ clinical experience with 
this population.

In 2017, the VA/DoD Clinical Practice Guideline for the Management of 
Posttraumatic Stress Disorder and Acute Stress Disorder (summarized in Table 4.1) 
was released with updated treatment recommendations [33]. In general, individual, 
manualized, trauma-focused therapy continues to be the recommended first-line 
treatment for all trauma-related disorders. This includes cognitive processing 
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therapy (CPT), prolonged exposure (PE), and eye movement desensitization and 
reprocessing (EMDR), among others. Second-line treatments include non-trauma-
focused psychotherapy and pharmacotherapy, which are summarized in the table 
below. Perhaps the most notable change in regard to pharmacologic interventions is 
for prazosin (Minipress). Although once thought to be a relatively successful inter-
vention for trauma-based nightmares, prazosin is no longer recommended for or 

Table 4.1  Summary of the 2017 VA/DoD clinical practice guidelines for treatment of trauma-
related disorders [33]

Treatment type Recommendation
Psychotherapy
Exposure therapy (Prolonged exposure, PE) Strongly 

recommend
Cognitive processing therapy (CPT) Strongly 

recommend
Eye movement desensitization and reprocessing (EMDR) Strongly 

recommend
Stress inoculation training (SIT), present-centered therapy (PCT), and 
interpersonal psychotherapy (IPT)

Weakly 
recommend

Dialectical behavior therapy (DBT), Skills training in affective and 
interpersonal regulation (STAIR), Acceptance and commitment therapy 
(ACT), Seeking safety, and supportive counseling

Insufficient 
evidence

Group therapy Weakly 
recommend

Couples therapy (as a primary treatment) Insufficient 
evidence

Pharmacotherapy-monotherapy
Sertraline, paroxetine, fluoxetine, or venlafaxine Strongly 

recommend
Nefazodone, imipramine, or phenelzine Weakly 

recommend
Quetiapine, olanzapine, and other atypical antipsychotics (except for 
risperidone)

Weakly against

Divalproex, tiagabine, guanfacine, risperidone, benzodiazepines, ketamine, 
hydrocortisone, or D-cycloserine

Strongly against

Cannabis, cannabis derivatives Strongly against
Escitalopram, bupropion, desipramine, doxepin, duloxetine, 
desvenlafaxine, fluvoxamine, mirtazapine, nortriptyline, trazodone, 
vilazodone, vortioxetine, and buspirone

Insufficient 
evidence

Prazosin (for nightmares) Insufficient 
evidence

Pharmacotherapy-augmentation therapy
Atypical antipsychotics, benzodiazepines, and divalproex Strongly against
Topiramate, baclofen, or pregabalin Weakly against
Prazosin (for nightmares) Insufficient 

evidence
Non-pharmacological biologic therapy
Repetitive transcranial magnetic stimulation (rTMS), Electroconvulsive 
therapy (ECT), Hyperbaric oxygen therapy (HBOT), Stellate ganglion 
block (SGB), or Vagal nerve stimulation (VNS)

Insufficient 
evidence
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against nightmares due to increasing evidence that it may be less efficacious than 
previously believed. In general, selective serotonin reuptake inhibitors (SSRIs) are 
recommended for the depressive and anxiety symptoms due to PTSD with sertraline 
(Zoloft), paroxetine (Paxil), and fluoxetine (Prozac) having the strongest recom-
mendations (in addition to venlafaxine [Effexor], a serotonin-norepinephrine reup-
take inhibitor). It should also be noted that as cannabis and its derivatives (to include 
cannabidiols or CBD) become more readily available, clinicians are likely to receive 
more questions from patients regarding its efficaciousness. Currently, the guidelines 
strongly recommend against use of the agents as monotherapy, though no formal 
recommendations have been made regarding the use of these compounds in con-
junction with other treatment modalities.

In addition to the above treatment recommendations, there are three key areas 
which these authors believe should be addressed during treatment: reintegration, 
children/family, and closure.

Reintegration is the principle of rediscovering purpose and intimacy. For a 
soldier, sailor, marine, or airman, the return from a deployment is psychologically 
complex. The media’s typical portrayal of service members surprising exuberant 
family members upon their return fails to capture the weeks or months of adjust-
ing back into a new routine for both the service member and their family. These 
brief, simplistic representations also set up the unrealistic expectation that a return 
home will be unequivocally positive. Working through traumatic experiences is 
part of this adjustment, and implementing a comprehensive strategy to identify 
and address these concerns can significantly improve the service members func-
tioning and quality of life after deployment. One of the most difficult tasks for 
service members after returning from combat is readjusting to a day-to-day sched-
ule that is dramatically less intense and regimented than when they were deployed. 
There is often significantly less group cohesion, and the sense of closeness and 
camaraderie felt within the unit is no longer present. If left unaddressed, this loss 
of a sense of belongingness (often identified as loneliness) can persist, even if it 
has been many years since the patient’s combat experience. Providers should 
encourage a patient to look for ways to regain this connectedness. Some ideas 
include volunteer work, community involvement, or even looking for an occupa-
tion with a strong mentorship aspect (e.g., coach, teacher). As illustrated in the 
case of Mr. B, this can be particularly effective if the patient is able to recapture 
some of the positives of their military experience. Thus, mentoring or volunteer-
ing with young service members, or even teaching some of the skills involved in 
their military jobs, can be profoundly healing. Providers should also screen for 
sexual dysfunction and intimacy issues between the patient and his or her spouse 
or significant other, as this can be an intense barrier to reintegration for those suf-
fering from a trauma-related disorder.

Providers should also remember that it is not just the patient who suffers after 
combat trauma. Therefore, it is important to integrate spouses and children into the 
treatment as well. Care should focus on providing safety, information, and assis-
tance/referrals to community resources in order to facilitate a combat-injured fam-
ily’s recovery. Consideration should be given to individual therapy for family 
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members, marital, and even family counseling in order to ensure that a family is 
able to relieve distress and communicate about the effects of combat trauma in a 
productive and effective way. It can also be helpful to connect the family to com-
munity resources (such as support groups) to help decrease the feeling of isolation 
or feeling as though nobody else can understand their circumstances. Further, this 
may have the secondary benefit of helping to facilitate reintegration. If the patient is 
still on active duty, consider referral to FOCUS (families overcoming under stress) 
[34] or FAP (family advocacy program) [35], which can be accessed on most mili-
tary bases or online. The VA also has a number of programs and services which 
family members can access as well, though these vary by location [36].

Finally, it is important to allow the service member time to grieve. Oftentimes, in 
the midst of war, there is no time for a memorial service or a funeral. If loss is a 
prominent factor of a patient’s trauma, consider encouraging the patient to partici-
pate in such an event. It can be formal or informal, religious, or otherwise, and it can 
be something they do alone or as part of a group (perhaps within their unit or com-
mand, if applicable). This ceremony can be adapted to allow for the opportunity to 
grieve the loss of a specific person or even a more abstract loss (e.g., loss of inno-
cence, loss of “the way things were”). The ultimate goal of this event is to provide 
an opportunity for the patient to remember and show appreciation for that which 
was lost, allow time to grieve, and create hope for a new beginning [37, 38].

�Summary of High-Yield Points

•	 While treating combat trauma can be quite difficult, particularly for providers 
with limited knowledge of the military and the unique cultural background it 
provides those who serve it, this work is becoming increasingly relevant as both 
awareness of the psychological effects of combat improves and operational 
tempo increases (i.e., an increase in the number of deployments, often in the 
context of war).

•	 Providers endeavoring in this work should, firstly, understand the power of and 
responsibility to the unit with whom our patients serve alongside. They should 
understand that not all combat experiences are negative and that frequently there 
are positive aspects which service members hold on to dearly. Successful treat-
ment allows the patient to reconcile these opposing experiences.

•	 Additionally, many service members, while proud of their service, may feel as 
though only those who have served will understand their experiences and may be 
hesitant to open up to a civilian. In these cases, providers are encouraged to ask 
questions and do their own research in order to gain a better understanding of the 
patient’s military and combat experience.

•	 Treatment should include an evidence-based, trauma-focused therapy, and spe-
cial attention should be paid to recapturing the sense of community fostered in 
the military (whether that is through occupation, volunteering, or community 
involvement), while also allowing time to grieve any loss that may be a part of 
the patient’s trauma.

4  Survivors of Combat Trauma
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•	 Providers may also consider incorporating some sort of ceremony into treatment 
in an effort to give the service member a venue to not only honor those lost, but 
also to provide a sense a closure which can frequently be overlooked dur-
ing combat.

•	 Finally, providers would be wise to remember that service members and veterans 
do not exist in a vacuum; their spouses and children are also affected by combat 
trauma and treatment should address the family as a whole.

•	 Ultimately, if undertaken and approached with a sense of openness, curiosity, 
and willingness to share the burden of the traumatic experience, treatment of 
combat trauma can be an incredibly fulfilling and, quite literally, a life-saving 
intervention.

Acknowledgement  LT Savannah Woodward and LCDR David Nissan are military service 
members and employees of the US government. This work was prepared as part of their official 
duties. Title 17U.S.C. 105 provides that copyright protection under this title is not available for 
any work of the US Government. Title 17U.S.C.101 defines a US Government work as work 
prepared by a military service member or employee of the US Government as part of that person’s 
official duties.

References

	 1.	Babylonian Talmud (Avodah Zarah 37b), citing Numbers 19:22: “And whatsoever the unclean 
person touches shall be unclean.” The rabbis decreed that if a person defiled by the dead had 
touched another person, the person who had been touched is under a seven-day period of 
defilement, and cannot eat of Terumah or hallowed things until that period had expired (cf. BT 
Nazir 42b).

	 2.	 Junger S. Tribe: on homecoming and belonging. HarperColllins Publishers; 2016.
	 3.	Schafer A. The Warrior Caste. https://slate.com/news-and-politics/2017/08/the-warrior-caste-

of-military-families-that-fight-americas-wars.html. Accessed 16 May 2020.
	 4.	Stern T, et al. Massachusetts general hospital psychiatry update & board preparation. 4th ed. 

MGH Psychiatry Academy; 2017.
	 5.	American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th 

ed., Text Revision. American Psychiatric Association; 2013.
	 6.	Shay J. Achilles in Vietnam: combat trauma and the undoing of character. Scribner; 1994.
	 7.	Myers CS.  Autobiographical notes; F.C.  Bartlett, BMFRS 5 (1948); idem, Am J Psychol. 

50 (1937).
	 8.	Hurst A.  The man who filmed shell shock. Home Front, BBC. https://www.bbc.co.uk/pro-

grammes/articles/4VqPtrjsgcPKtgmYc2M5vXz/arthur-hurst-the-man-who-filmed-shell-
shock. Accessed 2 May 2020.

	 9.	 Jones E. War neuroses and Arthur Hurts: a pioneering medical film about the treatment of 
psychiatric battle casualties. J Hist Med Allied Sci. 2016;67(3):245–373.

	10.	Shell Shock. Inside out. BBC. http://www.bbc.co.uk/insideout/extra/series-1/shell_shocked.
shtml. Accessed 2 May 2020.

	11.	Trueman CN.  World War One executions. The History Learning Site. historylearningsite.
co.uk. Accessed 31 Mar 2015.

	12.	Shephard B.  A war of nerves: soldiers and psychiatrists in the twentieth century. Harvard 
University Press; 2001.

S. L. Woodward and D. Nissan

https://slate.com/news-and-politics/2017/08/the-warrior-caste-of-military-families-that-fight-americas-wars.html
https://slate.com/news-and-politics/2017/08/the-warrior-caste-of-military-families-that-fight-americas-wars.html
https://www.bbc.co.uk/programmes/articles/4VqPtrjsgcPKtgmYc2M5vXz/arthur-hurst-the-man-who-filmed-shell-shock
https://www.bbc.co.uk/programmes/articles/4VqPtrjsgcPKtgmYc2M5vXz/arthur-hurst-the-man-who-filmed-shell-shock
https://www.bbc.co.uk/programmes/articles/4VqPtrjsgcPKtgmYc2M5vXz/arthur-hurst-the-man-who-filmed-shell-shock
http://www.bbc.co.uk/insideout/extra/series-1/shell_shocked.shtml
http://www.bbc.co.uk/insideout/extra/series-1/shell_shocked.shtml
http://historylearningsite.co.uk
http://historylearningsite.co.uk


75

	13.	Karl A, Schaefer M, Malta LS, et  al. A meta-analysis of structural brain abnormalities in 
PTSD. Neurosci Biobehav Rev. 2006;30(7):1004–31.

	14.	Geracioti TD Jr, Baker DG, Ekhator NN, et al. CSF norepinephrine concentrations in post-
traumatic stress disorder. Am J Psychiatr. 2001;158(8):1227–30.

	15.	Hendrickson RC, Rasking MA.  Noradrenergic dysregulation in the pathophysiology of 
PTSD. Exp Neurol. 2016;284(B):181–95.

	16.	Jones M, Sundin J, Goodwin L, et al. What explains post-traumatic stress disorder (PTSD) in 
UK service personnel: deployment or something else? Psychol Med. 2013;43(8):1703–12.

	17.	Seal KH, Cohen G, Waldrop A, et al. Substance use disorders in Iraq and Afghanistan veter-
ans in VA healthcare, 2001-2010: implications for screening, diagnosis, and treatment. Drug 
Alcohol Depend. 2011;116(1–3):93–101.

	18.	Halbauer JD, Ashford JW, Zeitzer JM, et al. Neuropsychiatric diagnosis and management of 
chronic sequelae of war-related mild to moderate traumatic brain injury. J Rehabil Res Dev. 
2009;46(6):757–96.

	19.	Hoge CW, McGurk D, Thomas JL, et al. Mild traumatic brain injury in U.S. Soldiers returning 
from Iraq. N Engl J Med. 2008;351(1):13–22.

	20.	Walker WC, Franke LM, McDonald SD, et al. Prevalence of mental health conditions after 
military blast exposure, their co-occurrence, and their relation to mild traumatic brain injury. 
Brain Inj. 2015;29(13–14):1581–8.

	21.	Cohen BE, Marmar C, Ren L, et  al. Association of cardiovascular risk factors with 
mental health diagnoses in Iraq and Afghanistan war veterans using VA health care. 
JAMA. 2009;302(5):489–92.

	22.	Howard JT, Sosnov JA, Janak JC, et al. Associations of initial injury severity and posttraumatic 
stress disorder diagnoses with long-term hypertension risk after combat injury. Hypertension. 
2018;71(5):824–32.

	23.	O’Donovan A, Cohen BE, Seal KH, et al. Elevated risk for autoimmune disorders in Iraq and 
Afghanistan veterans with posttraumatic stress disorder. Biol Psychiatry. 2015;77(4):365–74.

	24.	Song H, Fang F, Tomasson G, et al. Association of stress-related disorders with subsequent 
autoimmune disease. JAMA. 2018;319(23):2388–400.

	25.	Spitzer C, Barnow S, Völzke H, et al. Trauma, posttraumatic stress disorder, and physical ill-
ness: findings from the general population. Psychosom Med. 2009;71(9):1012–7.

	26.	Study explores why Veterans seek-or don’t seek-PTSD care. U.S.  Department of Affairs. 
https://www.research.va.gov/currents/spring2014/spring2014-25.cfm. Accessed 3 May 2020.

	27.	Gradus JL. PTSD: National Center for PTSD. U.S. Department of Veteran Affairs. https://
www.ptsd.va.gov/professional/treat/essentials/epidemiology.asp. Accessed 31 Aug 2019.

	28.	Langston V, Gould M, Greenberg N. Culture: what is its effect on stress in the military? Mil 
Med. 2007;172(9):931–5.

	29.	Kutz DL. Military psychiatry: a cross-cultural perspective. Mil Med. 1996;161(2:708):78–83.
	30.	Cheney AM, Koenig CJ, Miller CJ, et al. Veteran-centered barriers to VA mental healthcare 

services use. BMC Health Serv Res. 2018;18(1):591.
	31.	Whealin JM, Nelson D, Kawasaki MM, et al. Factors impacting rural Pacific Island veterans’ 

access to care: a qualitative examination. Psychol Serv. 2017;14(3):279–88.
	32.	Terkel S. The good war: an oral history of World War Two. Pantheon Books; 1984.
	33.	VA/DoD Clinical Practice Guideline for the Management of Posttraumatic Stress Disorder and 

Acute Stress Disorder. Department of Veterans Affairs and Department of Defense. https://
www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCPGClinicianSummaryFinal.
pdf. Accessed 31 Aug 2019.

	34.	The Focus Project. https://focusproject.org/. Accessed 30 May 20.
	35.	Military One Source. Department of Defense. https://www.militaryonesource.mil/family-

relationships/family-life/preventing-abuse-neglect/the-family-advocacy-program. Accessed 
30 May 2020.

4  Survivors of Combat Trauma

https://www.research.va.gov/currents/spring2014/spring2014–25.cfm
https://www.ptsd.va.gov/professional/treat/essentials/epidemiology.asp
https://www.ptsd.va.gov/professional/treat/essentials/epidemiology.asp
https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCPGClinicianSummaryFinal.pdf
https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCPGClinicianSummaryFinal.pdf
https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCPGClinicianSummaryFinal.pdf
https://focusproject.org/
https://www.militaryonesource.mil/family-relationships/family-life/preventing-abuse-neglect/the-family-advocacy-program
https://www.militaryonesource.mil/family-relationships/family-life/preventing-abuse-neglect/the-family-advocacy-program


76

	36.	Caregiver Tips – PTSD. U.S. Department of Veterans Affairs. https://www.caregiver.va.gov/
Tips_by_Diagnosis/PTSD.asp. Accessed 30 May 2020.

	37.	Greenleaf AT, Roessger KM, Williams JM, et  al. Effects of a rite of passage ceremony on 
veterans’ Well-being. J Couns Dev. 2019;97(2):171–82.

	38.	Uniformed Services University: Funerals and Memorials A Part of Recovery. Center for the 
Study of Traumatic Stress. https://www.cstsonline.org/assets/media/documents/CSTS_FS_
Leadership_Funeral%20and%20memorials_%20a%20part%20of%20recovery.pdf. Accessed 
31 Aug 2020.

S. L. Woodward and D. Nissan

https://www.caregiver.va.gov/Tips_by_Diagnosis/PTSD.asp
https://www.caregiver.va.gov/Tips_by_Diagnosis/PTSD.asp
https://www.cstsonline.org/assets/media/documents/CSTS_FS_Leadership_Funeral and memorials_ a part of recovery.pdf
https://www.cstsonline.org/assets/media/documents/CSTS_FS_Leadership_Funeral and memorials_ a part of recovery.pdf


Part II

Special Populations



79© The Author(s), under exclusive license to Springer Nature Switzerland AG 2022
S. H. Koh et al. (eds.), Diversity in Action, 
https://doi.org/10.1007/978-3-030-85401-0_5

Co-occurring Disorders

Aaron Meyer, Gabriela G. Mejia, and Hilary M. Gould

�Introduction

Co-occurring disorders, concurrent substance use and mental illness, often have 
synergistic effects that place an individual at increased risk of occupational, legal, 
and health hazards. These disorders affect those at the highest echelons of wealth 
and the most destitute. Addressing co-occurring disorders requires a multifaceted 
approach involving psychotherapy, support groups, and psychopharmacology. In 
this chapter, cultural aspects of co-occurring disorders are explored, including the 
role of public policy, healthcare organizations, and the legal system in combatting 
(and at times, perpetuating) the scourge of moralistic beliefs that have isolated this 
population from evidence-based interventions.

Substance use disorders are common in the United States and contribute to a 
large percentage of hospitalizations and mortality. There are about 20 million peo-
ple with substance use disorders in the USA [1] . In 2010, 0.8% of global disability-
adjusted life years were related to illicit substance use disorders [2]. Explanations 
for these rates are attributed to cardiovascular, digestive, respiratory, and endocrine 
diseases, cancers, suicide, overdoses, and injuries. In fact, of all hospitalized adult 
patients, 20% have a substance use disorder. These patients are three times more 
likely to leave the hospital against medical advice [3]. Consequences of leaving 
against medical advice are severe, with studies suggesting a doubling of 30-day 
mortality [4]. For patients with opioid use disorders, methadone induction has 
shown to reduce frequency of patients leaving against medical advice [3].

Mental health diagnoses often predate or co-occur with substance use disor-
ders. In the USA in 2019, nearly half (49.2%) of patients with a substance use dis-
order were also diagnosed with a mental illness [1]. Concurrent diagnoses are 
especially common among patients with serious mental illness; patients with 
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schizophrenia have a 50% risk of developing a substance use disorder [5]. 
Disturbingly, a co-occurring disorder significantly increases the risk of psychiatric 
hospitalization, treatment nonadherence, and homelessness. Along with marketing, 
peer influence, and genetic predisposition, iatrogenic perpetuation of substance use 
disorders is a relevant issue. In a prospective analysis of 203 patients with co-
occurring severe mental illness and substance use disorders, 43% were prescribed 
benzodiazepines. This group was twice as likely to abuse benzodiazepines than 
those who were not prescribed benzodiazepines [6]. The current opioid epidemic 
has been fueled in part by pharmaceutical advertising and physician prescribing.

Substance use disorders cost an estimated $700 billion a year, mostly related to 
lost productivity [7, 8]. Despite this high cost, there are significant structural barri-
ers associated with care delivery. As Massachusetts’ health expansion demonstrated, 
adding substance use disorder treatment to insurance coverage does not necessarily 
lead to increased utilization or care [9]. Lack of utilization is likely multifactorial 
and certainly not solely due to the insurer. Individuals decline to engage in treatment 
for a myriad of reasons including denial, fear of adverse impact on employment, 
and time constraints [9]. Unfortunately, the Mental Health Parity and Addiction 
Equity Act in 2008 does not require insurers to provide substance use disorder treat-
ment. Instead, this law exclusively applied to businesses with 50 or more employees 
who were already providing insurance coverage for mental health and substance use 
treatment [10]. In 2014, the Affordable Care Act (ACA) required insurers to cover 
treatment for mental health and substance use disorders [10]. Even so, in 2017 17% 
of workers were exempt from these essential health benefit additions due to enroll-
ment in older “grandfathered” plans [10]. Patients continue to face increased barri-
ers utilizing substance use disorder treatment compared to other medical care. In 
one study of 11,732 privately insured participants, an underlying issue they identi-
fied was decreased individual awareness regarding whether their plan covered sub-
stance use disorder treatment [10]. Another study cites 24% of privately insured 
individuals did not receive treatment because of insurance difficulties, such as cov-
erage or affordability. However, in the same study, 97% did not perceive a need for 
treatment which highlights the need of outreach initiatives to advertise the benefit 
and accessibility of substance use disorder treatment [9]. In recent years, mental 
health spending and coverage have been expanded, but substance use coverage has 
not followed suit. Private insurance, Medicare, and Medicaid total mental health 
share coverage increased from 44% (1986) to 68% (2014), while the share of spend-
ing for substance use disorder treatment abysmally went from 45% (1986) to 46% 
(2014) [11]. Between 1986 and 2014, mental health treatment shifted primarily 
from governments to insurance companies; yet, substance use disorder treatment 
continues to be financed primarily from government entities [11].

Currently, treatments authorized by insurance companies are not always aligned 
with best practices. Prior authorization requirements and nonquantitative limits on 
treatment and lifetime treatment limitations begs the question of whether there is 
true parity between physical and mental healthcare. Individuals with substance use 
disorders are often excluded from transplantation, acute care facilities, and outpa-
tient parenteral antibiotic treatment [12]. A study through Health Resources and 
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Services Administration demonstrated that stigma was one of the most cited reasons 
for not participating in substance use treatment. Methadone treatment is often per-
ceived as degrading and humiliating. Patients with co-occurring disorders are less 
likely to engage in treatment and are at increased risk for suicide [13]. Individuals 
are twice as likely to utilize services for mental health treatment rather than for 
management of a substance use disorder [14].

�Background

�Historical Significance

Humans have been abusing substances since the earliest historical records. 
Throughout history, there has been a spectrum of beliefs regarding the etiology of 
substance use disorders. In this chapter, four main substances are discussed: alco-
hol, opioids, stimulants, and tobacco. Although not covered in depth in this chapter, 
benzodiazepines, cannabis, inhalants, steroids, and other substances contribute to 
morbidity and mortality. Substances are rarely used in isolation and interactions can 
lead to unintended effects.

�Alcohol
Alcohol has been consumed for at least the past 10,000 years. Some original incep-
tions include beer, without hops, and mead, an elixir made from honey. Christianity 
helped popularize wine through connecting its consumption with Jesus’ last supper. 
Beneficial health effects of alcohol in treating snake bites have been cited by Cato 
the Elder. British physicians have considered alcohol’s role in curing venereal dis-
ease [15]. There has also been a focus on alcohol’s negative effects. For instance, 
slaves were banned from alcohol consumption due to perceived increased likeli-
hood of upending social order. The English legal system began regulating alehouses 
in the fifteenth century. Alcohol increasingly became more accessible to working-
class people during the Industrial Revolution, notably, with 25% of London house-
holds producing gin. As consumption of alcohol increased in the nineteenth century, 
a counter focus on the negative effects of alcohol arose through the “temperance 
movement.” Physicians referred to alcohol as “a disease of the will.” Homes for 
inebriates and asylums were established to treat alcohol use disorder during the 
Prohibition era.

Before Prohibition, there were no systematic efforts to quantify alcohol use [16]. 
In the USA, 1889 marked the founding of the Sociology Group, which investigated 
social problems. In 1893 they began addressing problems associated with alcohol 
consumption and rebranded to the Committee of Fifty [17]. Members of the 
Committee of Fifty were mainly upper-class business and financial elites. They 
drafted a volume titled The Liquor Problem: A Summary of Investigations Conducted 
by the Committee of Fifty, 1893–1903, which formed basis for further restrictions on 
alcohol use [16]. Congress passed Wartime Prohibition in 1917, and National 
Prohibition was passed in January 1920 (18th Amendment), until it was overturned 
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in 1933 (21st Amendment) [16]. Despite doubling of enforcement budget between 
1921 and 1930, efforts to curtail alcohol consumption were largely unsuccessful due 
to illegal manufacturing and trade. Additionally, there was increased support for 
alcohol consumption during Prohibition attributed to the romanticized thrill of dan-
ger. John Rockefeller and others founded the Research Council on Problems of 
Alcohol in 1937, in part to consider ramifications of repeal [18]. According to this 
group, “an alcoholic should be regarded as a sick person, just as one who is suffer-
ing from tuberculosis, cancer, heart disease, or other serious chronic disorder” [18].

Alcohol consumption, abuse, hospitalizations, and deaths have increased in the 
past two decades. A study examining alcohol-related deaths from US mortality data 
from the National Center for Health Statistics found that 2.6% of all deaths in 2017 
involved alcohol [19]. Those at highest risk were men, middle-aged  adults, and 
American Indians or Alaska Natives. Rate increases were highest among non-
Hispanic white women, which is consistent with data on opioid use and other sub-
stance disorders.

�Opioids
Opioid use disorder was originally considered a medical problem in the late 1800s. 
The Society for Promoting Legislation for Control and Cure of Habitual Drunkards 
(established in 1876) helped link substance dependence with medical treatment. 
Increasing use among lower socioeconomic groups in England led to concerns about 
“deviance” and increasingly punitive policies in the early 1900s [20]. The International 
Opium Convention of 1912 limited use of opiates and cocaine to medical use [21]. 
The Harrison Narcotic Act of 1914 required medical professionals to register with 
the Department of the Treasury and maintain prescribing records. In 1956, medical 
use of heroin was withdrawn in the USA (via the US Narcotic Drug Control Act), but 
any physician could still prescribe heroin to patients with opioid use disorder until 
1968. Medication-assisted treatment emerged in the 1970s. Shifts in drug policy 
occurred in the 1980s, with the emergence of HIV/AIDS, leading to more favorable 
views of oral opioids such as methadone. In the 1990s, a number of pharmaceutical 
companies, physicians, and pain organizations began advocating for more aggressive 
use of opioids for chronic and nonmalignant pain conditions. During this time, opi-
oid prescribing began to exponentially increase which led to dependence and growth 
in illegal marketplaces. Subsequently, other countries such as Australia and 
Switzerland renewed interest in heroin prescribing with the hopes of increasing 
access and interest in treatment and rehabilitation programs. A Geneva study investi-
gated 46 patients randomized to receive heroin or methadone; at 6 months, the heroin 
group demonstrated reductions in illicit heroin use and legal infractions [22].

Concerningly, first-time heroin users have doubled to 169,000 between 2006 
and 2013 [23]. Opioid use disorder is associated with significant cost, $51.2 bil-
lion in the USA related to productivity losses, drug costs, incarceration, and 
treatment for hepatitis C [23]. Overdose deaths have tripled since 2002 [23]. 
Harm reduction efforts, such as needle exchange programs, were banned due to 
concerns of facilitating substance use [24]. In 2015, Congress partially repealed 
this ban allowing federal funding for all aspects of needle exchange programs 
except clean needles [24].
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Significant attention has been paid to geographical variance of overdose trends. 
Upper Appalachia is notorious for its high overdose fatality rates [25]. Native 
Americans are at the highest overdose risk and have the highest opioid overdose 
death rate, 8.4 deaths per 100,000 people [26]. Additionally, shifts in employment 
opportunities with decreased manufacturing and mining opportunities are associ-
ated with an increased overdose risk, particularly individuals without a college 
degree raised in a single-parent family. Sadly, for every 1% increase in unemploy-
ment, opioid fatalities increase by 3.6% [27]. In the 2010s, the increased heroin 
overdoses in urban areas were related to increased availability from drug trafficking 
organizations in Mexico and synthetic drug production from China. Soon after in 
2013, the USA witnessed an exponential increase in fentanyl production and the 
overwhelming effects on overdose deaths [28]. By 2019, half of the drug overdose 
deaths in the USA involved synthetic opioids as they are both deliberately and inad-
vertently paired with other drugs [29]. These synthetics are significantly more 
potent than morphine (pure carfentanil is 10,000 times), and they continue to drive 
and expand the opioid epidemic [27].

�Stimulants
Stimulant use via chewing coca leaves dates back 8,000 years ago in northern Peru. 
Throughout colonization, use was primarily endemic to South America because the 
coca leaf lost potency quickly. The active alkaloid, cocaine, was first isolated by 
German chemist, Friedrich Gaedcke, in 1855. By the 1880s, the medical commu-
nity began recommending cocaine for treatment of depression and local anesthesia 
for ophthalmological procedures. Sigmund Freud touted it as miracle drug and part-
nered with pharmaceutical companies for sponsorship. Coca leaves were used in the 
soft drink Coca-Cola from 1886 to 1903. After several years, social and medical 
concerns surfaced, and the Harrison Act in 1914 banned all distribution of coca 
products (and opiates as described above).

Synthetic stimulants including amphetamine and methamphetamine were iso-
lated in 1887 and 1919, respectively. By the 1950s and 1960s, methamphetamine 
was widely prescribed for obesity and depression [30]. In the early 1970s, Nixon 
declared a “war on drugs” to combat the sharp rise in cocaine abuse. The Controlled 
Substances Act of 1971 also led to a decline in prescribed amphetamines. The 
Reagan administration expanded these policies with emergence of the “Just Say 
No” movement, implementation of drug prevention programs in schools and sign-
ing the Anti-Drug Abuse Act in 1986. This law established mandatory prison penal-
ties for specific drug offenses and led to a massive surge in incarcerations. By the 
1990s there was a resurgence of methamphetamine popularity, originally isolated to 
“meth labs” in California but later spreading nationwide.

Current estimates for stimulant misuse are on the rise with 5.5 million Americans 
using cocaine and 1.9 million using methamphetamine in 2018 [31]. In some parts 
of the country, stimulant use exceeds opioid use. Amphetamine-related hospital 
costs reached 2.17 billion in 2015 [32]. Overdoses involving psychostimulants have 
increased in the past two decades, in part due to synthetic opioids being mixed into 
stimulants often without user awareness. In 2018, greater than 50% of 
psychostimulant-related overdose deaths involved opioids [28].
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�Tobacco
Archaeological evidence reveals tobacco use many millennia ago in ancient indig-
enous communities in Mesoamerica and South America. Tobacco was a heavily 
traded commodity and use increased nearly exponentially from the 1800s to 
mid-1960s, especially with the invention of cigarettes [33]. Since the identification 
of harmful health consequences and publication of the Surgeon General’s report in 
1964, rates in the USA have declined. Statewide campaigns, such as the California 
Tobacco Control Program, have been instrumental in decreasing tobacco use via 
policy measures (e.g., taxes, reducing secondhand smoke, regulation of tobacco 
industry, providing cessation services) targeted to create social norm and cultural 
changes.

Currently, tobacco use has remained relatively stable, in part due to increased 
consumption of e-cigarettes and related products. It continues to remain the most 
common substance use disorder and leading source of preventable disease, disabil-
ity, and death in the USA [34]. In 2019, 14.0% of adults (34.1 million) smoked 
cigarettes. More than 480,000 deaths every year are attributed to cigarette smok-
ing, and data suggests that 16 million Americans live with a smoking-related dis-
ease [34]. Annual costs are approximately $300 billion, including direct medical 
care and lost productivity due to premature death and secondhand smoke [34]. 
Importantly, tobacco use disorders remain undertreated, even among individuals 
attending substance use programs. Less than half (47%) of all substance use treat-
ment facilities offer tobacco cessation services with only one-quarter offering nic-
otine replacement therapy [35]. Moreover, while tobacco use rates are declining 
nationally,  subgroup rates are disproportionate. Individuals who smoke menthol 
cigarettes, live in rural environments, have low socioeconomic status, identify as 
LGBTQ, and/or have serious mental illness are more likely to have continued 
use [34].

�Cultural Considerations

Cultural factors are important to consider when discussing co-occurring disorders. 
Defining the terms “culture,” “ethnicity,” and “race” is necessary to facilitate dia-
logue. Cultural factors may either stigmatize or protect certain groups of people 
within larger systems of law enforcement, legal, and healthcare services.

Culture is the characteristics and knowledge of a particular group of people, 
which may involve ethnic and racial characteristics [36]. It is dynamic and changes 
over time. It can also involve age, class, and power dynamics. Culture can be used 
to distance or reinforce stigma. For instance, whiteness has been defined as a hege-
monic system of domination to maintain power and influence in mainstream soci-
ety. Core principles of whiteness are that it is invisible, socially constructed, and 
grants unearned privileges to members of the culture it represents [37].

White privilege is seemingly a worldwide phenomenon, with roots stemming 
from European colonialism. In the field of psychiatry, DSM diagnostic categories 
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and criteria are presumed “culture-free” despite originating from Europe and 
Northern America [36]. Reinforcing the dominant invisibility, highlighting specific 
“culture-bound” disorders, shields whiteness from a similar psychopathological 
focus. European and North American psychiatrists have presumptively assumed 
authority to ascribe diagnoses to not only North American and European culture but 
other cultures as well. Along with highlighting cultural “otherness,” cultural rich-
ness has been further subjugated by a reductionist appeal to neurobiology. Culture 
in medical settings often distances the clinician from the patient (e.g., cultural dif-
ferences may be viewed as an impediment to shared understanding) [36]. Poor 
attention to the importance of culturally competent care in psychiatry often leads to 
lower utilization of outpatient mental health services [36].

Racialization of substance use disorders has been repeatedly utilized throughout 
time and regions. Examples in the USA include the use of phrases such as “cocaine-
crazed Negroes” and “Chinese opium dens,” despite the reality that narcotic use 
was highest among whites. The 1986 Anti-Drug Abuse Act enforced similar sen-
tencing for possession of crack cocaine (perceived as a Black drug) at 1/100th the 
amount of powder cocaine (perceived as a white drug). This led to targeting of 
communities of color with increased spending on incarceration in these neighbor-
hoods. Similarly within healthcare systems, buprenorphine was marketed to gen-
eral medicine clinics as an option for “stable,” “suburban” populations (implicitly 
linked to whiteness). Contrastingly, methadone clinics are often located in minor-
ity neighborhoods despite a stated preference for buprenorphine [8]. While indi-
viduals in developed countries and wealthier environments are more likely to use 
substances, people who are socially and economically disadvantaged are more 
likely to develop substance use disorders [38]. The intersection of public policy, 
healthcare organizations, and the legal system impact the context in which patients 
receive care.

�Vignette

Malachi is a 46-year-old homeless male with opioid use disorder admitted to hos-
pital medicine for management of bacteremia. This is not his first hospitalization 
at this hospital as he has been admitted previously for the treatment of cellulitis to 
both lower extremities. His bed was positioned in the emergency department (ED) 
hallway where he avoided eye contact with people he did not know. While in the 
ED, his nurses complained of difficulty obtaining intravenous line access. He 
endured loud sighs as ultrasound-guided placement of his intravenous line was 
finally successful. Malachi declined his dinner that evening (two half-slices of 
white bread with deli turkey) due to nausea from opiate withdrawal. His attempts 
to obtain treatment for withdrawal symptoms were unsuccessful, and he suffered 
the humiliation of defecating in his bed due to diarrhea. Despite his protests, his 
bedsheets were not changed for 3  hours. The ED nurse informed him that he 
would be admitted.
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After he showered and changed into ill-fitting hospital-donated clothes, he 
decided to go outside and smoke a cigarette. Upon returning, he was sternly 
reminded by the unit clerk, “next time, you better sign out.” He replied that he was 
unaware of the unit expectations and would remember to sign out next time. Two 
hours later, he wanted to smoke another cigarette. The binder to sign out was 
nowhere to be found and attempts to locate it were unsuccessful. A hospital staff 
member informed him that he was allowed to smoke a cigarette. Upon return, he 
found two security officers and a medicine intern in his room. They asked about his 
whereabouts and suspiciously questioned his time off the unit. The young male 
intern informed him that he will need a urine drug screen. Malachi was then pre-
sented with a behavioral contract. He was enraged when he read “I will be dis-
charged if I leave the unit” and “I am to remain on the unit at all times.”

Malachi angrily crumpled up the piece of paper and tossed it at the intern. 
Immediately turning bright red, the intern sputtered, “the hospital is not a place for 
drug users. It’s a place for people who want to get better.” The security officers then 
proceeded to demand access to his personal belongings and confiscated two lighters 
from his backpack. They quickly followed the intern out of the room, making eye 
contact with Malachi saying, “we have our eyes on you.” Malachi went to bed feel-
ing angry and upset that he was accused but also increasingly uncomfortable and 
ashamed about his craving for heroin.

The next morning, Malachi awoke to the sound of a large cylindrical structure 
being wheeled into his room by hospital staff. He was informed that this was a 
“video-monitoring unit” to discourage “funny business.” This device would provide 
24/7 surveillance, essentially leaving him devoid of privacy. Due to ongoing opiate 
withdrawal, Malachi had to make several trips to the bathroom. At each use, hospi-
tal staff made a point to knock loudly on his bathroom door, often saying “every-
thing all right in there?” He did not know why the nurses would wake him up in the 
middle of the night by jostling the arm with his intravenous line.

On Hospital Day 3, Malachi had made up his mind to leave the hospital. His 
withdrawal symptoms had escalated considerably. He was too uncomfortable to 
discuss his rationale with the physician and did not know what the intern meant 
when he said, “you don’t have the capacity to leave.” He soon found out, however, 
when the same two security guards firmly instructed him to lay back down on the 
bed. Arguing that he has “had it with this hospital,” he was aggressively situated in 
bed while physical restraints were applied to both wrists and ankles. Crying out 
loudly “get me out of here,” he eventually fell asleep after intramuscular medica-
tions were administered.

Although his bacterial infection was clearing, the physician informed him that 
there were no accepting inpatient rehabilitation facilities because of his drug his-
tory and insurance coverage. Malachi pleaded with the intern to come back daily 
to the ED, but the intern scoffed “you think we would let you out of here with an 
IV? Give me a break.” That night, Malachi left the hospital. His absence was 
noticed 3 hours later. He was not there to hear the nurse complain, “shit, he left 
with his IV.”

A. Meyer et al.



87

�Discussion

Patients like Malachi present difficult challenges to healthcare systems, both in 
terms of treatment and policy recommendations. Multifactorial etiologies (medical, 
psychiatric, substance) combined with multidisciplinary involvement (physician, 
nurse, clinical care partner, hospital security, hospital administration) and systemic 
factors (fee for service versus value-based payments, available outpatient treatment 
options) require a comprehensive, coordinated approach that is challenging to orga-
nize and influence.

Malachi has chronic bacteremia that has not been successfully treated despite 
numerous hospitalizations and ED visits. His irritable impulsivity is likely related to 
opioid withdrawal but could be a sign of an underlying psychiatric disorder, such as 
bipolar disorder. Verbalizing a desire to leave against medical advice will prompt 
considerations of capacity. Determining a patient’s understanding of the rationale 
for hospitalization and risks/benefits of leaving against medical advice is necessary. 
Patients must be able to articulate a greater understanding of their current condition 
and risks of discharging against medical advice in accordance with the severity of 
their condition. There are several tools available to assist clinicians in these 
decisions.

Recognizing nonspecific behavioral manifestations of substance use disorders 
should lead to consultation with an inpatient psychiatrist for diagnostic clarification 
and treatment recommendations. Prompt consideration of medication-assisted treat-
ment to decrease the discomfort of withdrawal will help decrease the likelihood of 
patients leaving against medical advice. Physicians and staff developing an aware-
ness of organizational stigma surrounding substance use disorder and the impact on 
the medical care available to these individuals, for both related and unrelated 
issues, is critical for equitable care delivery. Examples include outpatient parenteral 
antibiotic therapy guidelines excluding patients with intravenous substance use dis-
orders, behavioral agreements that restrictively confine patients to their hospital 
room, and lack of substance use navigators within hospital settings. All these prac-
tices are common problem areas that isolate patients with substance use disorders 
from medical care. Reducing stigma among healthcare providers is challenging in 
environments that lack resources to address the problem. Rather than retreating to 
cynicism, civic engagement with local behavioral health leaders may help reduce 
the sense of helplessness and futility many healthcare workers face when treating 
patients presenting to emergency departments. Advocating for increased resources, 
such as substance use navigators who can assist patients engage with a complex, 
Rube Goldbergian, health system may be useful.

In Malachi’s case, several modifications are required to provide optimal clini-
cal care. First and foremost, treating patients with respect should be the default, 
not diagnosis dependent. Demeaning comments reinforce stigma and isolate the 
patient from beneficent care. His substance use and withdrawal symptoms should 
have been more thoroughly assessed. This would have increased the opportunity 
for his provider to offer nicotine replacement therapy or medication to manage 
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discomfort associated with opiate withdrawal. A consult to psychiatry may have 
been useful to help clarify psychiatric history and diagnoses, manage his sub-
stance use while in the hospital, and offer recommendations for his behavioral 
disturbances. To prevent the miscommunications that occurred, upon admittance, 
the hospital staff should have provided Malachi with clear instructions and 
expectations regarding leaving his room. Several members of the team including 
the medicine intern, nurse, and security guard should have been more mindful of 
their biases and language. Malachi’s decision to leave against medical advice 
perpetuated the pattern of untreated medical, psychiatric, and substance use 
problems.

�Culturally Competent Care in Co-occurring Disorders

To provide culturally competent care for patients with co-occurring disorders, men-
tal healthcare providers must recognize the role of the environment they are seeking 
care in, obtain personal and familial history, assess for social risk factors, and iden-
tify personal values and motivations. Examination of specific populations demon-
strates the need for targeted and adapated interventions. Communication should be 
effective, attending to native language and nuanced interactions. Awareness of per-
sonal and systemic limitations, gaps, and biases should be recognized, and steps 
should be taken to reduce misunderstandings and barriers to care.

�Social Risk Factors

�Isolation
Social identity and social supports impact the development of substance use disor-
ders, particularly during formative adolescent years. Nearly all adults who go on to 
develop substance use disorders begin using during adolescence. For those that 
develop a substance use disorders in adolescence, nearly 60% also have a concur-
rent mental illness [39]. Using substances may be associated with an increased or 
decreased number of social support sources, which are perceived as an “identity 
gain” or “identity loss,” respectively [40]. Social connection is vital for humans, and 
poor social support and isolation are risk factors for developing both mental health 
and substance use disorders. Attending to the social network and potential loss of 
social connections during recovery is an important part of the treatment process and 
sustaining change. 

Isolation can be grouped into three subtypes: (1) being unliked (not receiving 
social ties), (2) disengaged (not sending ties to others), and (3) outside-oriented 
(having out-of-network ties) [41]. Individuals with fewer social supports and more 
isolative behaviors are at greater risk for adverse health outcomes, including antiso-
cial acts, mood disturbances, and suicide [42]. Laboratory research has also demon-
strated the deleterious effects of depriving rats from social engagement, including 
increased cocaine abuse [43]. While social isolation and rejection can increase risk 
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of using substances, many also turn to substances to ameliorate feelings of loneli-
ness [44] which perpetuates the disorder.

�Stigma
Given the importance of social supports, community, and connection, it is not 
surprising that stigma, or marked disapproval of an individual, is associated with 
less access and utilization of care and worse mental health outcomes  [45]. 
Substance use disorders are one of the most stigmatized health conditions in the 
world. They are often understood as extrinsic, environmental problems rather than 
biological or genetic ones. Therefore, if an individual is unable to control their 
substance use, the individual is to blame. Additionally, there is a moral aspect that 
further reinforces stigma, which is closely linked with the emotion of shame. 
Individuals with substance use disorders are often thought to be “weak and incom-
petent, more responsible for their disorder, and less pitiable and worthy of 
help”  [45]. Similar stigmatizing language is also used against individuals with 
mental illness; use of the terms “maniac,” “lunatic,” and “psycho” perpetuate 
beliefs that individuals with mental illness are violent. Individuals with both sub-
stance use and psychiatric diagnoses are likely to be subject to more stigma than 
either one alone.

Stigma can affect an individual in three different ways: (1) experienced stigma, 
including acts of discrimination; (2) perceived stigma, how one believes society views 
them; and (3) self-stigma, or internalization of public perception [7]. Stigma related to 
substance use disorders is related to social stereotypes, internalization of these stereo-
types, and reinforcement through societal shaming behaviors. Use of the term “addict” 
is often linked to a moral judgment or internalization as a “bad person” [7].

Unfortunately, physicians are also exposed to a system of blame, shame, and 
stigma for substance use disorders. Studies have documented that physicians may 
view individuals with substance use disorders as having lower importance and more 
likely to commit violence and manipulate others [7]. Surprisingly, these views do 
not always change with more training and education. In a study of psychiatry resi-
dents, negative attitudes toward patients with substance use disorder increased 
throughout training. Addiction psychiatrists and community psychiatrists had more 
negative attitudes toward patients with a co-occurring mental health and substance 
use disorder than patients with either diagnosis alone [7]. Negative beliefs about 
patients with substance use disorders are partly related to the perception that this 
population places an undue burden on our healthcare system. Additionally, despite 
understanding that substance use disorders create reward circuitry dysfunction, 
moralistic oversimplification attitudes (e.g., “this guy should just shape up”) remain 
prevalent among healthcare workers. There is also a bias in hospital settings toward 
primarily interacting with individuals who have severe untreated substance use dis-
orders rather than treating individuals who are in recovery. Unfortunately, trainee 
exposure to the “hidden curriculum” may foster negative attitudes rather than posi-
tive mentorship that contextualizes substance use disorders within a medical frame-
work indicating a need for larger systemic change. Notably, physicians experience 
substance use disorder rates similar to the general population, but the formal 
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treatment they are offered through physician health programs is thought to be attrib-
uted to their significantly smaller relapse rate from the general population.

Addressing public stigma can alleviate the severity of self-stigma. One way to 
address public stigma is through decriminalization, as laws are seen as a codifica-
tion of social norms []. The swinging pendulum from criminal to medical interven-
tions for substance use disorders can be viewed across time as described above in 
the “Historical Significance” section. Additionally, treatment for substance use dis-
orders typically includes both psychoeducation and support groups for patients and 
family members that can help connect them to a supportive social group, overcome 
shame and blamed based thinking, and realize they are not alone.

�Special Populations

�Pregnancy, Postpartum, and Motherhood
From 1999 to 2015, prescription opioid fatalities increased by 471% for women 
compared to 218% for men [46]. Similar increases in misuse and mortality for 
women have been observed in alcohol and other substances [19]. Despite the 
growing rates of substance abuse concerns in women, they are less likely to 
receive treatment. It is hypothesized that this is related to increased stigma, higher 
burden of caregiving responsibilities, and treatment approaches that have been 
designed based on research conducted primarily on male populations. Substance 
use in the context of pregnancy and motherhood may be particularly challenging. 
The postpartum period is a critical time where many mothers may start using 
substances again after pausing during pregnancy and is associated with postpar-
tum depression. The American College of Obstetricians and Gynecologists assert 
that women with an opioid use disorder should not face criminal or civil penalties 
including loss of custody [47]. Loss of custody is associated with substance 
relapse and increased risk for depression. Fear of child separation is one reason 
women opt to avoid substance use disorder treatment. Black and Latinx women 
with opioid use disorders are more likely than white women with opioid use dis-
orders to be incarcerated and separated from their children. Twenty-three states 
classify substance use in pregnancy as child abuse, and three states classify sub-
stance use as grounds for civil commitment.

Women with substance use disorders have higher rates of mental health diagno-
ses than men, which may be attributed to a combination of adverse childhood expe-
riences, lifetime trauma, and low self-esteem []. The Substance Use and Mental 
Health Services Administration (SAMHSA) notes that “trauma is an almost univer-
sal experience” for women with co-occurring disorders [48]. Whereas men with 
substance use disorders are more likely to exhibit externalizing behaviors (e.g., 
aggression), women are more likely to internalize (e.g., self-criticism). These exter-
nalizing behaviors decrease with age in men, but internalizing behaviors increase 
with age in women.

A. Meyer et al.



91

�Physical and Cognitive Disabilities
Individuals with disabilities are at higher risk for developing co-occurring mental 
illness and substance use disorders. They are also less likely to engage in treatment 
[49] and are more likely to be heavy users compared to individuals without disabili-
ties [50]. Disabilities may be physical (e.g., deaf and hard of hearing) and/or cogni-
tive (e.g., traumatic brain injury). Increased risk for developing substance use 
disorders appears to be related to social isolation, limited access to services, poor 
health literacy, unemployment, and level of disability acceptance [51]. Treatment 
services are critical. One study found that suicidal behavior is increased in deaf 
individuals with co-occurring disorders compared to deaf individuals with a mental 
health diagnosis alone [49]. While access to care remains challenging, efforts to 
increase access via environmental modifications (e.g., wheelchair ramps) and 
resource materials (e.g., Braille, sign language interpretation) are being made in 
support programs.

�Incarcerated Populations
Incarcerated populations face significant challenges and limited resources. These 
limitations, coupled with a multitude of factors, place them at increased risk for both 
substance use disorders and mental illness [52]. Prisoners reported increased use of 
cannabis (40%), cocaine (21.4%), methamphetamine (12.2%), and heroin (8.2%) 
compared to the general population. Symptoms of mental illness are also significantly 
higher, specifically mania (43.2% versus 2%), depression (23.5% versus 7%), and 
psychosis (15.4% versus 3%). Forty-one percent of incarcerated individuals have a 
co-occurring disorder. Incarceration alone increases the risk for suicide attempt (2.3% 
versus 0.4%) and completion compared to the general population [53]. Mood disor-
ders in an incarcerated person increase the individual’s suicide risk to 13%. Placement 
in maximum security settings increase the risk of suicide attempts [54].

Rates of co-occurring serious mental illness and substance use disorders are high 
in incarcerated populations (4–6x in jail, 3–4x in prison compared to national aver-
ages) [54]. Elevated rates of substance use disorders are related to federal and state 
drug policies (in 2015, >50% of federal prison population were related to drug 
offenses), homelessness, and higher rates of criminal behaviors [55]. An increased 
focus on community services (e.g., drug courts, mental health courts, assertive com-
munity treatment programs) for incarcerated individuals with co-occurring disor-
ders has led to decreased rates of incarceration.

Treatment of substance use disorders in jail and prison settings is often rudimen-
tary and limited, with only 11% of individuals receiving any treatment at all [7]. 
Perceived social support for prisoners was negatively correlated with number of 
substance use disorders [7]. In 2015, the US population was 13% Black, but the US 
prison population was 38% Black [7]. Evidence suggests that the general public 
assigns greater blame to Black individuals with substance use disorders than their 
white counterparts [7]. White inmates are also more likely than Black inmates to 
receive substance use treatment [7].
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Additionally, there is inadequate access to medication-assisted treatments. If 
these treatments are provided, inmates are typically charged extra for this service. 
As of August 2018, only Rhode Island provides all three forms (methadone, 
buprenorphine, naltrexone) of medication-assisted treatment, and 28 states do not 
prescribe any form of medication-assisted treatment [7]. Paltry medication formu-
laries often lead to psychiatric decompensation due to reduced access to nonformu-
lary medications and challenges related to restrictions on dosage and use. Logistical 
factors such as clinicians having a Drug Enforcement Administration waiver may 
also affect access to pharmacological treatments. Medication cessation can lead to 
behavioral dysregulation and increased risk for placement in administrative segre-
gation (solitary confinement) [54]. Lack of reentry programs can lead to further 
destabilization.

�Military Service Members and Veterans
Active duty and veteran service members suffer from higher than average preva-
lence rates of both mental health disorders and substance use disorders, which 
places them at increased risk of developing co-occurring disorders. Higher rates of 
substance abuse, particularly alcohol misuse, are observed in those that have 
deployed [55, 56]. This is likely due to a combination of factors including the cul-
ture, setting, and experiences, such as exposure to combat. Prescriptions for pain 
medications also increased exponentially in the early 2000s among military physi-
cians [56], increasing concerns for opioid use disorders. Service members are likely 
to have co-occurring substance and mental health disorders, such as posttraumatic 
stress disorder, depression, and anxiety. Those with co-occurring disorders are at 
increased risk for suicide. The suicide rate for service members exceeded suicides 
in the general population, and more than 1,100 military members died by suicide 
between 2005 and 2009 [55]. Efforts have been made to address these growing con-
cerns including reducing access to alcohol on military sites and reinforcing under-
age laws, reducing stigma to accessing treatment, and offering more confidential 
and intensive services to treat substance use and co-occurring disorders [56].

�Indigenous Populations
Indigenous populations have a high prevalence of substance use and co-occurring 
disorders. Historically, American Indians and Alaska Natives have had the highest 
rates of alcohol, marijuana, cocaine, hallucinogen, and methamphetamine use dis-
orders [1, 57]. Rates for psychosocial stressors, adverse childhood experiences, and 
poverty are also elevated. Substance use disorders in this population affect not only 
individuals and families but communities on a larger scale. In addition to increased 
risk due to disparities in social determinants of health, these populations often have 
limited access to treatment across rural and urban settings. Access to treatment is 
challenging due to transportation issues, limited insurance coverage, low socioeco-
nomic status, stigma, and shortage of treatment programs (particularly interventions 
that have culturally informed adaptations) [57]. Encouragingly, access to medication-
assisted treatments continues to increase every year and the expansion of telemedi-
cine services is likely to benefit rural populations [1].
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�Treatment for Co-occurring Disorders

Traditionally, treatments for substance use disorders were sequestered from general 
and mental health care services. Services provided were also limited, often reduced 
to urgent or emergency care rather than treatment and recovery services. The bene-
fits of treating substance and mental health disorders concurrently are evident. 
Integrated treatment approaches including psychosocial interventions, case man-
agement (e.g., housing, finances, education/vocation), peer supports (e.g., 12-step 
groups, recovery support specialists), and family services (e.g., psychoeducation, 
support groups) are recommended. These approaches are not just beneficial for 
patient outcomes but also valuable for larger systems of care, such as reducing 
unnecessary expensive hospital visits. Table 5.1 outlines unique and shared treat-
ment approaches across alcohol, opioid, stimulant, and tobacco use disorders. 
Despite information about the effectiveness of comprehensive and integrated treat-
ments, the majority of patients with co-occurring disorders receive treatment for 
only one disorder or no treatment at all [1]. Additional work is needed to inform 
public policy, address stigma, and shift the perspective of substance use disorders as 
a social or criminal problem rather than a public health need.

�Alcohol

Six percent of all deaths globally and 3% of deaths in the USA are related to alcohol 
use [18, 19]. Prolonged cessation from alcohol abuse without support is successful 
for 20% of population suffering from alcohol use disorder [18]. However, only 
8.3% of 15 million adults struggling with alcohol use disorder received treatment in 
2015 [58]. Twelve-step programs started with Alcoholics Anonymous (AA), 
founded in 1934 after the repeal of Prohibition [18]. Importantly, while other groups 
were focused on societal problems associated with alcohol use, AA focused on the 
individual’s consumption of alcohol. AA chose to avoid other aspects of alcohol use 
disorder, such as underlying etiology (genetic, societal, medical, personal). The 
group emphasized the need for spirituality conversion as central to recovery. 
Members of AA found solace in descriptions of alcohol as an “allergy” and “obses-
sion,” advocating abstinence in order for individuals to address spiritual maladies. 
Central to AA is “identity diffusion,” where individuals listen to personal stories 
from other members, allowing them to connect to shared experiences in the group 
[59]. After completion of residential treatment, rates of abstinence double with par-
ticipation in AA compared to no participation [60]. Similarly, increased participa-
tion in AA is associated with increased periods of sobriety [60]. A Cochrane review 
demonstrated equal levels of effectiveness of 12-step programs compared to other 
interventions such as self-help groups [61].

For individuals who require more intensive structure than recovery meetings, resi-
dential treatment is often sought. Residential treatment is a 24-hour nonhospital level 
of care setting with intensive substance abuse programming. People with co-
occurring disorders often are treated in residential facilities because of their more 
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complex treatment needs, and evidence suggests that residential treatment settings 
are effective in reducing substance use and promoting higher quality of life.  As 
untreated depression or posttraumatic stress disorder hastens alcohol craving and 
relapse, integrated residential care settings are important for those with co-occurring 
disorders [63]. Notably, duration of residential treatment differs by country; Swiss 
residential treatment duration is about five times (122 days) that of the USA (25 days) 
[64]. Although depressive symptoms at admission to residential treatment were asso-
ciated with alcohol use at 1 year after residential treatment discharge, improvements 
in depressive scores were not associated with subsequent alcohol use at 1 year [64]. 
Co-management, including pharmacologically, for alcohol use disorder and major 
depression leads to decreased relapse rates and increased sobriety [65].

Table 5.1  Treatment recommendations for substance use and co-occurring disorders

Pharmacotherapy/
medication-
assisted treatment Other treatments

Experimental treatments 
requiring more research

Alcohol Disulfiram
Naltrexone
Injectable 
naltrexone
Acamprosate

Modified therapeutic communities 
(inpatient, residential, or recovery 
treatment)
Peer supports (e.g., 12-step 
programs, recovery support 
specialists)
Motivational interviewing and 
enhancement
Behavioral couples therapy

Transcranial magnetic 
stimulation
Buprenorphine
Varenicline
Intranasal oxytocin
Gabapentin
Prazosin
Topiramate
Buspirone

Opioids Methadone
Buprenorphine
Naltrexone

Needle exchange programs
Modified therapeutic communities
Peer supports
Motivational interviewing and 
enhancement

Ketamine
Heroin-assisted 
treatment
Transcranial magnetic 
stimulation
Buspirone

Stimulants N/A Contingency management therapy
Community reinforcement 
approach
Modified therapeutic communities
Peer supports
Motivational interviewing and 
enhancement

Dexamphetamine
Methylphenidate
Topiramate
Disulfiram
Buprenorphine
Naltrexone
Bupropion
N-acetylcysteine
Mirtazapine
Valproic acid
Transcranial magnetic 
stimulation
Cognitive behavioral 
therapy

Tobacco Nicotine 
replacement 
therapy
Bupropion
Varenicline

Motivational interviewing and 
enhancement
Telephone support and quit lines
Cognitive-behavioral therapy and 
mindfulness interventions

Nortriptyline
N-acetylcysteine
Transcranial magnetic 
stimulation
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Unfortunately, prescription rates for treatment of alcohol use disorders are woe-
fully low; from 2002 to 2007, one study indicated that only 9% of individuals 
received one of the four medications (i.e., disulfiram, naltrexone, injectable naltrex-
one, acamprosate) the Federal Drug Administration (FDA) has approved for alcohol 
use disorder [58]. Medications that have been used to treat other substance use dis-
orders may also aid the treatment of alcohol use disorder. Specifically, high doses of 
buprenorphine has shown decreased alcohol consumption, theoretically by blocking 
reward circuitry [62]. Similarly, varenicline decreased the number of heavy drink-
ing days [62]. Decreasing glutamate through topiramate has also demonstrated a 
concomitant decrease in stress-related alcohol consumption [62]. Tracking serum 
glutamate levels are of importance as individuals with higher serum glutamate lev-
els were more likely to respond to acamprosate (returning to normal serum gluta-
mate levels) than those with lower baseline glutamate levels. Intranasal oxytocin is 
associated with decreased alcohol cravings, likely through stress-mediated path-
ways [62]. Data suggests that gabapentin is efficacious in reducing withdrawal 
symptoms and increasing duration of sobriety [65].

In addition to psychosocial and pharmacologic treatments, neuromodulation is a 
potential avenue to address alcohol use disorder. Due to compulsive behavior asso-
ciated with alcohol use and positive results using transcranial magnetic stimulation 
(TMS) in patients with obsessive-compulsive disorder, TMS has also been posited 
as a possible treatment for alcohol use disorder [66]. By targeting dorsolateral pre-
frontal cortex and medial prefrontal cortex, investigators hope to disrupt pathways 
implicated in alcohol abuse [67]. In early studies, repetitive transcranial magnetic 
stimulation directed to dorsolateral prefrontal cortex and medial prefrontal cortex 
resulted in decreased alcohol craving compared to placebo [67]. Similar results have 
been demonstrated with transcranial direct current stimulation [67]. This has impli-
cations for future indications of transcranial magnetic stimulation.

�Opioids

Rates of opioid misuse rose exponentially in the past few decades, resulting in high 
disability, infectious disease burden, and overdose deaths. First line recommended 
and FDA-approved treatment is medication-assisted treatment including buprenor-
phine, methadone, and extended-release naltrexone. Pharmacotherapy should be 
combined with behavioral counseling. Studies have demonstrated support for 
decreased opioid-related deaths and infectious disease transmission, increased 
engagement in treatment and functioning, and improved neonatal outcomes once 
medication-assisted therapies have been introduced [47, 68, 69]. However, access to 
these treatments remains sparse with nearly all US states having insufficient treat-
ment options. On average, only 11% of patients with opioid use disorder receive 
medication-assisted treatment [70].

In addition to currently approved medications, researchers are investigating 
alternative methods of treating opioid use disorder. One potential option is ketamine 
[71]. In one promising study, abstinence rates were 85% at 1 month and 24% at 
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1 year for high-dose ketamine (2 mg/kg) versus 6% for low-dose ketamine (0.2 mg/
kg). This study was limited by lack of a placebo group [72]. Noninvasive brain 
stimulation including TMS, transcranial direct current stimulation, and auricular 
vagus nerve stimulation may have therapeutic benefits as an augmentation strategy, 
particularly during withdrawal and cravings [73]. Research is still preliminary and 
ongoing studies with larger samples, placebo groups, and generalizable findings 
are needed.

Supervised injectable heroin treatment was started during the 1990s. This inter-
vention is used when first-line options (methadone, buprenorphine, residential treat-
ment) are unsuccessful. Patients inject about 200 mg of heroin with direct supervision 
[21]. Introduction of supervised injection sites has led to a decrease in illicit heroin 
use along with use of cocaine and alcohol. Social functioning including housing, 
drug-free contacts, employment, and incarceration rates have improved [21]. 
Patients are prohibited from leaving the site with any heroin. Negative connotations 
associated with substance use disorders have infected public policy and hospital 
practices. While heroin-assisted treatment is utilized in some European countries, 
its use is banned in the USA. 

Six countries (i.e., Canada, Germany, Spain, Switzerland, the Netherlands and 
the UK) have studied heroin-assisted treatment (HAT) to determine if this option is 
superior to the standard of care, especially when other options have failed. The most 
common reasons for prescribing heroin among English psychiatrists was continued 
illicit heroin use by injection, methadone refusal, crime reduction (e.g., purchasing 
heroin through sex work), and previous treatment failure [21]. In Germany, HAT led 
to health system net savings of ~$6,000 per patient per year compared to a net cost 
of ~$2,000 per patient per year with methadone maintenance. Also, HAT programs 
maintained higher retention rates [21]. Broadening treatment required legislative 
changes to Germany’s federal narcotics control law. Similarly, a multicenter study 
in the Netherlands demonstrated therapeutic benefit (i.e., physical health, mental 
health, and social functioning) of HAT compared to methadone [21]. Political oppo-
sition has proven the rate-limiting step in many of these countries [75].

�Stimulants

Methamphetamine intoxication is associated with psychosis. Its effects can be 
explained by dopamine binding and sympathetic stimulation by monoamine 
release. Frequent, prolonged methamphetamine use can lead to mood disturbances, 
impulsivity, and cognitive deficits [76]. Depression and anxiety are common 
comorbidities among patients with methamphetamine use. Over half of the women 
in one study reported a history of sexual assault [77]. In a study of 16 patients with 
methamphetamine use disorder, 53% experienced psychiatric disorders (i.e., uni-
polar depression, attention-deficit/hyperactivity disorder, substance-induced psy-
chosis) [77]. It is unknown whether cognitive deficits related to methamphetamine 
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use are completely reversible; however, attentional problems improve with sus-
tained sobriety [76]. Patients who inject methamphetamine, versus inhale, demon-
strated an increased risk for suicidal ideation and attempts  as well as violent 
behavior [77]. 

The global market for stimulants is expanding. Use of cocaine and metham-
phetamine has been increasing for the past decade, reaching a high in 2018 of 19 
million cocaine users (primarily in North America/Western Europe) and 27 mil-
lion amphetamine users (primarily in Southeast Asia) [38]. Seizures from 
amphetamine use quadrupled between 2009 and 2018 [38]. Treatment for stimu-
lant use disorder is particularly challenging as no medications have FDA approval 
or demonstrated consistent efficacy. Psychosocial interventions, such as contin-
gency management, have demonstrated support in reducing stimulant use and 
improving functioning and treatment engagement. Additionally, there is some 
evidence that prescription psychostimulants may promote sustained drug absti-
nence. Trials with dexamphetamine have demonstrated prolonged methamphet-
amine cessation and decreased craving [78]. Once daily dosing was used with 
maximum dose of 110 mg/day. Buprenorphine showed greater decrease in crav-
ing compared to methadone [79], and naltrexone may be helpful regarding crav-
ings in laboratory and clinical studies [80]. Bupropion and N-acetylcysteine are 
helpful at reducing methamphetamine withdrawal symptoms. Research findings 
for modafinil are mixed and limited. One study supported adding mirtazapine to 
cognitive behavioral therapy/motivational interviewing to decrease methamphet-
amine use [81]. Ongoing research is needed, and individuals with stimulant use 
disorders are considerably undertreated.

�Tobacco

Smoking is the leading cause of preventable disease, disability, and death in the 
USA [34]. Although many smokers express interest in quitting smoking or 
smokeless tobacco, much fewer are successful in doing so. On average, individu-
als undergo 30 quit attempts before successful discontinuation [82]. First-line 
treatment for smoking cessation includes a combination of medication (bupro-
pion and varenicline) and nicotine replacement therapy (NRT; transdermal, loz-
enges, gum). Combining short- and long-acting NRT can be more effective than 
using one form only. Patients may also benefit from additional counseling via 
quit hotlines, phone apps, individual, and/or group therapies. Strategies that have 
demonstrated efficacy include setting a quit date, recognizing behavioral and 
environmental triggers, and having identified reasons for quitting. Similar to 
other substance use disorders, early studies indicate TMS may be helpful on 
craving and intake [83].

Individuals with schizophrenia have the highest rates of tobacco use (70–80%) 
compared to those with other mental health diagnoses  [5]. Data suggests that 
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treatment with first-generation antipsychotics may worsen substance use disorders, 
particularly tobacco use disorders [5]. Increased tobacco use is attributed to extra-
pyramidal side effects associated with first-generation antipsychotics. Smoking ces-
sation interventions may be more effective with atypical antipsychotics, but larger 
studies are necessary to support these studies with small sample sizes [5]. Additional 
research is needed to inform best practice prescribing patterns in psychotic patients 
with a known tobacco use disorder.

�Conclusion

Co-occurring disorders are common but undertreated due to a combination of fac-
tors related to addiction and systemic barriers to care including stigma, discrimina-
tion, limited resources, and lack of access to appropriate treatments. Even among 
healthcare professionals, negative attitudes toward individuals with a substance use 
disorder are extremely prevalent. Although increased training is not always effective 
at reducing stigma, hospitals are encouraged to utilize substance use navigators to 
better guide treatment and advocate for patients. Evidence-based treatments are 
underutilized, especially in custodial and hospital settings. Inadequate recognition 
and treatment of co-occurring disorders often have deleterious consequences. 
Efforts to address substance use disorders as diagnoses, rather than moral failings, 
will improve patient care.

�Summary of High-Yield Points

•	 Mental health diagnoses often predate or co-occur with substance use disorders.
•	 Individuals with co-occurring disorders are at increased risk for suicide, 

poor treatment adherence, and homelessness.
•	 Social isolation is a common risk factor for developing a substance use disorder.
•	 Patients are more likely to have their mental health diagnosis treated than their 

substance use disorder.
•	 Clinician attitudes toward patients with co-occurring disorders affect utilization 

of healthcare services.
•	 Even when substance use disorder treatment is covered by insurance providers, 

patients face increased barriers and are often unaware that this resource is avail-
able to them.

•	 In addition to 12-step programs and FDA-approved medications, transcranial 
magnetic stimulation has been posited as possible treatment for alcohol use dis-
order and other substance use disorders.

•	 Treatment for stimulant use disorder is particularly challenging as no medica-
tions have FDA approval or demonstrated consistent efficacy.

•	 Heroin-assisted treatment is utilized in other countries for patients who are dif-
ficult to engage with medication-assisted treatment or fail to respond to the stan-
dard of care.
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�Vignette 1

Theme:  The interface of depression, psychosis, culture, and telemental health 
(TMH) in a rural emergency department.

HPI:  A.Q. is a 29-year-old English-speaking Hispanic American male who pre-
sented in the emergency department of a rural community (population 4000) hospi-
tal due to depression, hopelessness, and auditory hallucinations (AH) telling him to 
kill himself. After being admitted to the medical floor of the hospital – as there was 
also unstable diabetic control – the patient denied experiencing auditory hallucina-
tions or thoughts of self-harm. His provider was relieved but wary as his new “good” 
mood did not correspond with his restricted and flat affect.
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TMH consultation:  The telepsychiatrist started with routine questions but shifted 
to social questions after noting supposed disinterest and some resistance to discuss 
the symptoms. Using the Diagnostic and Statistical Manual (DSM) Cultural 
Formulation Interview format [1], questions emphasized the patient’s culture, heri-
tage, interpretation of his experiences, and expectations for help. He was born in 
Mexico, and the family immigrated to the USA at age 3, so he grew up in California 
and became the first of his family to go to college. He had past periods of depres-
sion – that term was acceptable – but “We never much talked about it.” He was 
encouraged to “move on,” go to church, and keep busy.

MSE:  The patient was withdrawn and anxious at first but warmed up over the first 
15 minutes of the interview. His speech was notable for initial terse comments and 
then used more demonstrative descriptions; English appeared to be very well spo-
ken. Mood was “depressed” and affect quite restricted. Thoughts were linear, and 
the content included worry, hopelessness, and disbelief about the AH. His insight/
judgment was fair, despite his initial hesitance to talk or share. He reported suicidal 
ideation due to the intensity of AH, but not a preference to die, no homicidal ide-
ation. Cognition was intact.

PE/Lab/Imaging:  Stabilizing glucose; no head imaging was completed.

A/P:  A.Q. met the criteria for a recurrent major depression, severe with psychotic 
features. He was agreeable to continue antidepressant sertraline 50 mg AM and to 
start an antipsychotic olanzapine 5 mg HS, as he also had some insomnia. The tele-
psychiatrist had the PCP attend the last 5 minutes to discuss the plan, the medica-
tions, and maintaining privacy. It was suggested that depression (only) be used 
without going into AH with family. A.Q. was discharged home in 2 days with fam-
ily. When inquired about his opinion over conducting interviews over telehealth, he 
stated he hardly noticed a difference and also remarked “It’s pretty cool, I guess…we 
could really talk.” The patient also stated he had a preference to retaining his tele-
health provider instead of seeing a new provider in-person, if given the option.

�Summary

	1.	 TMH increased access to care with a specialist trained in cultural issues.
	2.	 TMH may offer a wide range of services and may require augmentation with 

interpreters and/or cultural consultants, depending on the case.

�Introduction

Healthcare systems in the USA and abroad struggle to provide timely, evidence-
based care, particularly for culturally diverse patients in rural areas with behavioral 
disorders. Telepsychiatry, telebehavioral health, and telemental health are terms 
used interchangeably throughout the literature and defined as mental health care 
delivered at a distance. For the purposes of this chapter, the term “TMH” will be 
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used to describe any provision of mental health care via telemedicine. The challenge 
to deliver culturally appropriate rural behavioral health (BH) care has attracted 
national and global attention [2, 3]. The Hispanic population in rural and frontier 
America is the most rapidly growing segment of the population in nonmetropolitan 
counties since 2005, according to US Department of Agriculture [4]. Rural depressed 
patients have three times more hospitalizations, a 70% likelihood of an inadequate 
trial of antidepressant per national guidelines, and higher reported rates of suicide 
attempts [5, 6]. Rural primary care providers (PCPs) are often the target of interven-
tions, since they typically report having inadequate skills to manage behavioral 
health issues [7, 8]. Administrators, staff, and other team members must also face 
and overcome obstacles to care, cultural elements, and reimbursement for 
sustainability.

Culture itself and its components can include race, ethnicity, spirituality, reli-
gion, sexual preference, gender identity, geography (i.e., urban, rural, global), spe-
cial populations (e.g., incarcerated), age, language, socioeconomics, education, and 
other parameters [9]. Culture has a central role in facilitating patient-centered care 
(PCC) [10]. Care is defined as patient-centered when the following occur: (1) 
patients are asked to explain their illness/suffering, (2) why they think it is occur-
ring, (3) how their social group understands/explains it, (4) standard/alternative 
approaches to care, and (5) how their culture affects the doctor-patient relationship 
[10]. Lack of available interpreter services may contribute to poor healthcare access 
and utilization for limited English proficiency (LEP) patients, which further limits 
access to psychiatric services [11].

Academic health centers (AHCs), statewide/county networks, and interstate tele-
mental health programs are often linked with rural primary care offices. A variety of 
clinical and educational models have been employed for implementation [12]. A 
developmental approach to rural TMH addresses stages of needs identification, 
infrastructure survey, partnership organization, structural configuration, and pilot 
implementation [13]. Systems of care and their leaders are moving fast now with 
traditional video/synchronous telepsychiatry (STP), novel (e.g., asynchronous, 
social media), and emerging (e.g., web- and mobile−/wireless-based) models.

There are many challenges to providing culturally competent care by TMH – it 
requires a starting point of “good” clinical skills and additional skills related to 
culture and technology in providers, clinical staff, and technology/administrative 
support. Cultural and language differences were initially believed to be more chal-
lenging for TMH compared to in-person consultations [14], but TMH has been 
shown to be effective in many culturally diverse populations including Hispanics/
Latinos, Asians, Native American, Eastern Europeans, and special populations (e.g., 
individuals using sign language) [15]. Systems face funding, logistics, sustainabil-
ity, training, and administrative adjustments prior to adoption. In Vignette 1, A.Q 
was resistant to express his suffering, may have needed a specialist, and divulged 
much more after cultural issues were addressed through TMH. This is a powerful 
demonstration of mental health, cultural, psychiatric consultation to primary care, 
and TMH – particularly memorable to healthcare providers in very remote and iso-
lated communities.
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This chapter will help inform the reader(s)’ approach to (1) understand the need for 
culturally competent BH service in rural communities and provide an outline to move 
forward; (2) develop reasonable, meaningful outcomes for clinical, cultural, and train-
ing initiatives and select appropriate model(s) of care; and (3) identify, manage, and 
evaluate obstacles related to culture/stigma, funding, logistics, and technology.

�What Is Culturally Competent Care and How Can TMH Help 
in Rural Settings?

�Approaches to Provide Culturally Competent Care

The Outline for Cultural Formulation, Cultural Formulation Interview, and the CFI 
Supplementary Modules in the DSM-5 [1] help clinicians learn how to ask about, 
and more broadly, gain perspective on the cultural issues. The bio-psycho-socio-
cultural (BPSC) model has been suggested as an expansion of the biopsychosocial 
model by Engel [16] to specifically define and delineate culture and diversity com-
ponents implied in the social component [17–19]. The BPSC model includes, but is 
not limited to symptoms, presentation, meaning, causation, family factors, coping 
styles, treatment seeking, mistrust, stigma, immigration, and overall health status; 
additionally, the culture of the clinician affects the interaction, particularly the 
inability to speak the patient’s language [20, 21]. Table 6.1 outlines historical shifts 
in care, training, and policy moving forward with major milestones from 1969 
to 2016.

The social and cultural elements in the BPSC are separated out because the 
boundaries of normality and pathology vary across cultures for specific types of 
behavior. Thresholds of tolerance for specific symptoms vary across cultures, 
social settings, and families. A judgment of a behavior is affected by internalized 
norms, and mistaken interpretations can contribute to vulnerability, suffering, and 
missed opportunities for care. Cultural or familial beliefs and traditions can affect 
course and outcome of illness including instillation of maladaptive or adaptive 
coping strategies, access to care, and engagement of alternative care practices. 
Furthermore, differences between the clinician and patient have implications for 
accuracy, mutual understanding, and acceptance of illness, treatment planning, 
and prognosis.

Stories are well-described across cultures in their role in healing, conveying 
abstract meaning (e.g., myths), moving people to change (e.g., politics), and 
applying knowledge and teaching skills [36]. Stories are sometimes the only 
way to understand a patient’s perspective and path. They constitute a less hier-
archical approach by facilitating a patient to tell their story in their own words. 
Since the ability to communicate with patients is essential in clinical care, it is 
a common practice to use interpreters on-site for LEP patients; however, when 
resources are limited, sometimes family members or untrained interpreters are 
used. There are significant and often detrimental consequences to this, including 
miscommunicating medical complaints [37] or de-emphasizing critical infor-
mation [38].
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Table 6.1  Milestones in the cross-cultural behavioral health, psychiatry, cultural competence and 
training

Year Event Comment
1969 Transcultural or cross-cultural psychiatry 

recognized by the American Psychiatric 
Association (APA)

[22]

1964 Title VI Civil Rights Act of 1964 (Civil 
Rights Law)

Forbade discrimination on the basis of sex 
and race in hiring, promoting, and firing 
[23]

1989 Cultural competence defined [24]
1990 The Americans with Disabilities (ADA) Act Prohibits private employers, state and local 

governments, employment agencies, and 
labor unions from discriminating [25]

1993 State of California began a process that 
became known as the California Cultural 
Competence Plan

Counties asked to assess language and 
provide services to 3000 non-English-
speaking or 5% or the Medi-Cal population

1994 APA Outline for Cultural Formulation in 
Diagnostic and Statistical Manual 
(DSM)-IV

1997 New York State Cultural and Linguistic 
Competency Standards

[26]

1992 American Counseling Association Cross-Cultural Competencies and 
Objectives [27]

2000 SAMHSA Cultural Competence
Standards in Managed Care Mental Health 
Services

Four underserved/underrepresented Racial/
ethnic groups [28]

2000 United States Center for Mental Health 
Services

Cultural competence standards in managed 
care mental health services [28]

2000 Association of American Medical Colleges 
(AAMC)

Cultural Competence in Medical Education 
[29]

2001 Surgeon General’s Report on Mental 
Health, Culture, Race, and Ethnicity

[30]

2001 The National Association of Social Workers Standards for Cultural Competence [31]
2003 The American Psychological Association 

Guidelines
Multicultural education, training, research, 
practice, and organizational change [32]

2006 Agency for Health Care Research and 
Quality (AHQR) published the National 
Health Care Disparities Report

Disparities based on race, ethnicity, and 
socioeconomic status continue to exist and 
have a devastating personal and societal 
cost [33]

2007 Accreditation Council of Graduate Medical 
Education (ACGME) Residency Review 
Committee

Cultural competence requirements into its 
Guidelines for Psychiatry Residencies [34]

2013 DSM-5 Cultural Formulation Interview and 
Supplementary Modules

16-item interview and accompanying 
questions [1]

2014 Health Services Research Administration 
(HRSA)

Culture, Language, and Health Literacy 
Resources

2014 Liaison Committee of Medical Education 
(LCME)

Specific competencies for 2015 in culture 
and diversity for medical education [35]

2016 Biopsychosociocultural Model, Psychology, 
and Cognitive Sciences

Concept paper [10]
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�Vignette 2

Theme:  The impact of culture on immigrant families and the need for “wrap-
around” case management in a community.

HPI:  E.S. was a 28-year-old patient with diagnosis of schizophrenia, living in a 
rural community of 40,000, who was taken to the emergency department by local 
police department for bizarre behavior. The patient had been walking on the street. 
Upon evaluation the patient was disorganized and complained of command-type 
auditory hallucinations. The patient had multiple previous psychiatric hospitaliza-
tions and had failed trials of antipsychotic monotherapy. After adding adjunctive 
treatment to his antipsychotic, his psychotic behavior improved.

MSE:  The patient was initially withdrawn, as if absent, and at times did not move. 
Over time, he became more active: speech was fluent, mood was “okay,” and a range of 
affect appeared. These thoughts became less disorganized and, eventually, he discussed 
his hobbies of reading books, taking walks, and playing with games on the cell phone.

A/P:  For a patient with schizophrenia who struggled with the negative symptoms 
for many years, the ability to converse about his hobbies was a marker of improve-
ment. Use of a depot antipsychotic paliperidone monthly enhanced the likelihood of 
medication adherence. The patient was discharged to a step-down facility. However, 
shortly thereafter he wandered away, and it was unclear for a period where he was. 
He did not have his own cell phone. He did not go to a follow-up appointment at the 
clinic. Unfortunately, E.S. was hit by a vehicle and died from the injuries sustained.

The emotional adjustments for his family were endless, including a void left by 
the loss of E.S. His immigrant mother from Mexico only spoke Spanish and thus a 
cultural and language barrier needed to be addressed as to deliver the proper mes-
sage. In this situation, a certified Spanish-speaking interpreter was used for a meet-
ing with the mother and the rural MH treating team. The mother became tearful 
when the condolences were delivered, as one would expect with the loss of a child. 
Her subtle, emotional responses would have been difficult to elicit, engage, and 
comprehend had an interpreter not been used. Even though some staff shared the 
same culture, there were language nuances for the family, and though E.S.’ mother 
had lost a piece of her happiness, she was thankful the condolence was delivered in 
a way she could digest.

Summary 

	1.	 Review of the case did not indicate suicidal intentions, but implementing wrap-
around services in the community in addition to his residence may have been 
indicated.

	2.	 Another suggestion was equipping him with a cell phone, which would allow 
him to check in (e.g., send a text), be reached, and/or even allow family to track 
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his movements. Its linkage with an enjoyed hobby was a good “hook.” More 
broadly, if privacy and security could be arranged, brief teleconferences with 
providers may have helped support him better.

One hurdle regarding BH disorders in minority populations is that they are often 
difficult to recognize and diagnose due to complex beliefs, differences in help-
seeking, and stigmatization. All of these factors affect access and/or treatment ini-
tiation/completion, and if there is a lack of access to culturally sensitive treatment, 
these matters are amplified. Therefore, some cultural outcome targets would be to 
reduce the level of stigma through increased awareness at the community level and 
to increase access to culturally sensitive treatment options through enhanced train-
ing to providers and patient engagement about preferences with treatment modali-
ties including telepsychiatry (TP).

A recent study of illness beliefs among Chinese Americans showed that many 
patients with depression were reluctant to refer to their illness as psychiatric in 
nature due to fear of being stigmatized [39]. Therefore, one way to address stigma 
of BH disorders would be to increase awareness within specific minority communi-
ties through public awareness campaigns in the appropriate language, health fairs/
outreach, and engagement with local PCPs. Another cultural outcome target could 
be to increase access to culturally sensitive psychiatric treatment in common non-
English languages. In the primary care setting, this requires a broad administrative 
approach to “format” the clinic (e.g., entry, forms, and work flow), train PCPs and 
staff, and manage other complexities.

�Setting Goals with Patients

Outcome targets for culturally diverse patients with BH disorders via TP are similar 
to those of in-person care, involving measures with qualitative and quantitative 
dimensions. These should be founded on training, supervisory, and feedback prac-
tices that are evidence-based. Shared decision-making equalizes the information 
and power symmetry between doctors and patients, allowing both parties to share 
information and develop consensus in a decision [40]. It is important to provide 
adequate education and translation for patients with limited English proficiency 
(LEP) by those with formal training to ensure this information is conveyed and 
understood by both parties (clinician and patient/family).

There are innumerable target outcomes one would seek in patient care, but two 
important clinical outcomes are (1) increased rate of engagement in and adherence 
with treatment and (2) reduced utilization of high-intensity services (e.g., emer-
gency departments, inpatient hospitalizations). Adherence  – rather than compli-
ance – embodies this philosophy and is an important measurement of a patient’s 
commitment to treatment (i.e., weekly TP sessions, medication). PCC facilitates 
engagement and places the patient as the driver of care, rather than a passenger of 
care. Indeed, in the broadest sense, many treatment “failures” can be traced back to 
inadequate therapeutic alliance and shared decision-making for the participants.

One example of such a “treatment failure” is medication and appointment non-
adherence, which is seen very often in both primary care and psychiatric settings. It 
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is often attributed to factors such as medication side effects and cost/access, but 
misunderstandings between a clinician and the patient can result in nonadherence, 
and furthermore, treatment plans with rare appointments often result in appointment 
no-shows. A randomized study highlighted the positive effects of tele-monitoring of 
medication adherence in patients with schizophrenia, resulting in fewer emergency 
room visits and fewer reported day-to-day symptoms. Therefore, increasing access 
to culturally competent telemedicine technologies and TP services may be an effec-
tive way to mitigate adherence issues and reduce the rate of hospitalizations.

�TMH and Its Use in Cultural Populations

Evaluation of TP/TMH has gone through three phases [15]. First, the review of 
TMH’s effectiveness considered it effective in terms of increasing access to care, 
being well accepted, and having good educational outcomes. Second, a validity and 
reliability of clinical care compared to in-person services [41, 42], including build-
ing of rapport based on nonverbal cues. Comparison (or “as good as”) studies and 
TP outcomes are not inferior to in-person care [15, 43]. Third, frameworks are 
needed to organize the administrative approach to evaluation and costs/economic 
assessments [15, 41, 42, 44].

Some TMH models of care have specifically been studied regarding culturally 
diverse populations, including direct care and consultation-liaison services; there 
were initial concerns as to whether a cultural difference between a patient and pro-
vider might be an obstacle [14]. Initial studies of culturally competent TP consulta-
tion to rural primary care were first done about 20  years ago [45], and others 
furthered the effort [46]. Now, many descriptive studies have reported positive out-
comes [47], and TP’s effectiveness appears to be accepted across cultures [15], 
including Hispanics/Latinos, Asians, Native American, Eastern Europeans, and 
other populations (e.g., individuals using sign language). Nonetheless, the evidence 
base could be improved with randomized studies and measurable outcomes.

�How Do We Provide Culturally Competent Care Via TMH?

�Assess Needs for Cultural and Language “Fit” Between Patients 
and Providers

Studies have assessed the capacity of TMH to serve culturally diverse populations 
with regard to the cultural and language interface between patients and providers 
[3], both for in-person primary care [48] and specific to telemedicine services [47]. 
In one study, PCPs and staff rated the importance of valuing cultural differences and 
being able to speak (or use an interpreter) in the patient’s primary language at 5.4 on 
a Likert scale from 1 to 7 (not important to very important) [3]. Ratings of the 
importance of quality of care were at 4.9, access to care better with TP at 4.5 and 
availability of competent trained interpreter at 4.4 [3]. Subanalysis of PCP versus 
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staff ratings did not differ. Those surveyed did not think providers and patients must 
share the same ethnicity, culture, or language, but they thought more interpreters 
were needed. This work is more specific but is consistent with that of others in pri-
mary care [48] and specific to telemedicine services [47].

�Attend to Language and Culture over Distance

Many rural sites face challenges in meeting the specific needs of Hispanics and 
Asians using TMH [47, 49–51]. Specific challenges include difficulty understand-
ing and using technology and working with providers who are not fluent in the 
patient’s native language or with the patient’s culture. These cultural differences can 
vary and include generally being averse to pharmacotherapy and/or avoidant of psy-
chiatric services altogether.

Studies with Native Americans [14, 52], Eastern Europeans [53], and other pop-
ulations (e.g., individuals using sign language) [54] show that patients prefer to use 
their primary language for expression.

Untrained interpreters’ errors [37, 38] have led to a call for credentialing of inter-
preters [55]. For example, nurses fare better with concrete medical complaints of 
patients but struggle in capturing the narrative or cultural metaphors [12, 56], which 
is potentially very significant in psychiatric care [3]. Using interpreters at an aca-
demic center to join or “three-party” conference by phone may be more costly and 
is not the same as in-person service but enhances services. Federally qualified health 
centers (FQHCs) and rural health clinics (RHCs) often have ample interpreters, but 
TP to these sites has limited reimbursement as the consultant is seen as “outside” 
the clinics’ walls.

�Training Approaches to Telehealth and Culture

Competency-based medical education (CBME) focuses on skill development more 
than knowledge acquisition [57, 58]. In medicine, the most common frameworks 
used for organizing competencies are from the CanMEDS [59], the American 
Association of Medical Colleges [60], and the Accreditation Council of Graduate 
Medical Education [61]. The evidence-based CanMEDS competency framework 
describes the knowledge, skills, and abilities that specialist physicians need for bet-
ter patient outcomes, based on the seven roles that all physicians play: (1) medical 
expert, (2) communicator, (3) collaborator, (4) manager, (5) health advocate, (6) 
scholar, and (7) professional [59, 62]. Similarly, the AAMC for medical students’ 
outcomes are evidence-based, including the domains of medical knowledge, patient 
care skills and attitudes, interpersonal and communication skills and attitudes, ethi-
cal judgment, professionalism, lifelong learning and experience-based improve-
ment, and community and systems-based practice [60].

Table 6.2 outlines competencies for clinicians/faculty, trainees, and other provid-
ers available for TP [63], social media [64], mobile health/psych apps [65], and 
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telemedicine competencies across specialties [19]. A few of the TP competencies 
are based on in-person, collaborative, and integrated care services [63, 66, 67]. 
Three areas of skill development for residents using TP are technical, administra-
tive, and collaborative care skills [68]. Regarding teaching and learning methods, 
relational, communication, interprofessional, medicolegal, community psychiatry, 
cultural, and health system skills are suggested [69].

Training for technology and cultural competency starts at the level of residency 
training, and a key question is how to do this. Residents already have a large amount 
of required competencies and educational demands, but training in telehealth is 
crucial to prepare residents for an evolving technological landscape. Residents also 
are expected to have basic competencies in cultural psychiatry, and combining both 
cultural and telehealth competencies could be an effective strategy, with many pro-
grams requiring neither formal training in cultural nor TP. Utilizing the Cultural 
Formulation Interview, mentioned previously, basic competencies in cultural men-
tal health can be established. Training curricula need to set goals and align teaching 
and evaluation toward clinical skills, and those of TP can be included in this out-
come measure.

Several large healthcare systems serving rural populations have adopted cultur-
ally competent telehealth care models. For example, the University of Hawaii child 
and adolescent psychiatry fellows attended trainings to provide more culturally 
effective care to rural communities utilizing telehealth [70]. Another example is the 
Alaskan healthcare system, which piloted a small study creating not only telehealth 
competencies for teleconference interviews but also cultural competencies with 
training from content experts in the regional culture, including Alaska Native elders 
and university professors. Rural residency programs have incorporated utilizing 
culturally based competencies into their TP education [71].

A review of the TMH evidenced-based literature across psychiatry/medicine, 
psychology, social work, counseling, marriage/family, behavioral analysis, and 
other behavioral sciences found no common TMH competencies across disciplines 
[72]. There are several challenges to achieving consensus across disciplines due to 
varying scopes of practice, training differences, distinct case conceptualizations, 
and diverse faculty development priorities. Disciplines and organizations involved 
with TMH may consider certification/accreditation to ensure quality care. 
Interdisciplinary competencies have been proposed, including those for psychology, 
social work, marriage/family therapy, psychiatry, and telemedicine in general. 
These include competencies in patient care, communication, systems-based prac-
tice, professionalism, knowledge, and technology [73].

�Models of Care: Enhancing Access, Providing Flexibility, 
and Leveraging Resources

Models of TP care may be organized into low, moderate, or high intensity levels of 
care based on intensity of care intervention, technology complexity, specialist time, 
patient acuity, and use of other resources as depicted by Table 6.3 [74]. Services, 
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models, and outcomes can be stratified by the designation of primary service pro-
vider (e.g., PCP) and secondary consultant (e.g., psychiatrist). Ultimately the objec-
tive is to match the needs of the patient and PCP to a specialist that can optimize 
flexibility and maximize value.

Low-intensity interventions include tele-education, formal case review, and 
doctor-to-doctor “curbside” consultations either in-person, by telephone, through 
e-mail, or through the electronic medical record [12]. Mid-intensity programs may 
offer consultations with continuing medical education to help PCPs with medica-
tion dosing and decision-making [12] or asynchronous telepsychiatry for English- 
and Spanish-speaking patients in primary care [75]. High-intensity care involves 
fully integrated programs and collaborative care and requires resources and exten-
sive time, as evidenced by randomized controlled trials and extensive collaborative 
care work [12, 76, 77].

Prior to the onset of TP services, patients with BH disorders could go months to 
years before gaining access to a BH professional for various reasons, including 
geographic distances (rural community) or physical limitations. A 2014 study found 
that Latinx in rural areas are the fastest growing subpopulation but have the largest 
discrepancy in utilization and access to culturally competent healthcare services 
[78]. As TP services become more available and utilized, it can be expected that 
many disparities such as limited access to providers and transportation costs will be 
mitigated. The same study above compared two groups, one who received telepsy-
chiatry neurocognitive testing and the other group who received in-person neuro-
cognitive testing [78]. The conclusion of the study showed no significant difference 
between cognitive scores TP or in-person modalities, thus supporting the growing 
evidence that TP services in rural areas are applicable and feasible.

Asynchronous telepsychiatry is feasible, valid, reliable, and cost-effective for 
English and Spanish-speaking patients in primary care [75]. Similar asynchronous 
methods are used in other medical specialties including radiology, dermatology, oph-
thalmology, cardiology, and pathology. One example of an asynchronous TP model 
uses a basic questionnaire for screening by the provider of the patient, video capture 
of that interview, and uploaded patient history for a remote psychiatrist to review in 
a HIPAA-adherent manner [41, 42]. Following the consultation, the remote psychia-
trist may develop a treatment plan for the PCP to implement a brief psychotherapy 
(e.g., problem-solving therapy) and/or to prescribe a psychotropic medication. In 
most instances, the PCP has the option of e-mail or phone follow-up consultations.

�Refugees and Disaster Victims and TMH

Through the course of history, world events have driven the migration of mass popu-
lations to different areas of the world. Many of these people have had family mem-
bers killed by war, or they themselves have witnessed atrocities against humanity or 
become victims of hate crimes. Due to trauma, refugees and disaster victims find 
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themselves vulnerable and require culturally sensitive care [79]. Interestingly, TMH 
with the patient and provider using a common language – even if it is not the pri-
mary one for patient – was preferred over seeing a provider from their own culture 
due to ambiguity of the latter’s political views. In addition, the use of TP rather than 
an in-person translator as some patients saw the TP one as less intrusive to the 
patient-physician interaction [53]. These findings are different from the majority of 
studies, which show that TP facilitates cultural “fit” in the patient-provider 
relationship.

�What Are the Dos and Don’ts of Addressing Barriers, Problems 
and Sustainability Issues

�Implementation of a TMH program requires a strong administrative program 
that should attend to process, procedures, and policy. Flexible basic or advanced 
approaches to culturally competent care, TMH, and program administration are 
suggested  – importantly, all should include ongoing evaluation and outcome 
measurements. The fundamentals of evaluation are necessary for clinical man-
agers, clinicians, and designated TMH experts because the approach and pro-
cesses that guide “good” evaluation and outcome targets may require a 
“fundamental shift in philosophy—from seeing what happens with planned ser-
vices – to advanced planning of outcome targets, and then subsequent design of 
the services” [19].

Successful implementation is enhanced when there is strong foundational sup-
port from all levels of the organization and an interdisciplinary team that shares 
responsibilities and overlapping roles. The administrative approach should consider 
change (e.g., “good” idea vs. formal hypothesis), amount of preparation/depth of 
work (e.g., adding a little something to pre-existing clinical programs vs. marked 
improvement of one), degree of proactivity (e.g., a user-friendly, partially proactive 
approach versus a systematic, proactive approach), and scope of investigation (i.e., 
limited but systematic cross-sectional evaluation versus a large, longitudinal, out-
come one). A summary of administrative successes and failures may guide new and 
current programs (Table 6.4).

Successful implementation of telemedicine and TP is largely dependent on con-
tinued outcome targets and evaluation. Acceptance by providers and other team 
members are required for an effective system to deliver the product [80]. Research 
of the cost-benefit ratio suggests TMH at higher volumes (i.e., numbers of consulta-
tions) is less costly compared with face-to-face care [81]. Many current TP pro-
grams are grant-funded and depend on continued applications and support for 
sustainability, thus making widespread implementation across institutions difficult 
[80]. Therefore, from a logistical standpoint, programs have to balance start-up, 
demand, and supply costs.

6  Telepsychiatry to Rural Populations
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�Barriers in Patient/Provider Culture and Access to Technology

Barriers to BH (and TMH) care exist at the level of patients, clinicians, clinics/hos-
pitals, and systems of care. Some barriers are easily modifiable, while others are 
not. Clinical patient barriers include stigmatization, low awareness of a “problem,” 
and limited sharing/denial of BH symptoms. Systems are increasingly seeing TP/
TMH as an opportunity to leverage BH expertise across sites in a way that increases 
efficiency – the basic idea is no different than using national interpreter system for 
distributing interpreters. These efforts will not improve access and efficient care for 
all cultures if patients do not seek help at medical clinics, regardless of the reason. 
Additionally, some patients may shun away from healthcare if staff and providers 
do not have any overlap in diversity factors. This may contribute to preference for 
alternative approaches (e.g., shaman, natural remedies, traditions).

Demographic factors can affect accessing care and technology across several 
levels including income, education, race, and geographic location. Patients living in 
poverty often have difficulty receiving culturally appropriate psychiatric care, both 
in person and by telecommunication. Furthermore, rural ethnic minority groups 
report nearly double the poverty rate of the white rural populations [75]. Poverty 
can limit access to technology, either by inadequate accessibility or by access with 
only antiquated systems [75].

�Physician and Workflow Barriers

Physicians have been slow to adopt TMH services. Barriers are typically classified 
into three categories: (1) personal barriers (e.g., attitude), (2) clinical workflow and 
technology barriers, and (3) licensure, credentialing, and reimbursement barriers 
[37]. Personal physician barriers include concerns about difficulty establishing rap-
port or therapeutic relationship and limitations to assessing nonverbal signs of psy-
chiatric illness (e.g., initial greeting, poor hygiene, alcohol on breath, social skills). 
These barriers can be easily overcome by technology trainings, experience, and 
shadowing other physicians that utilize TMH. Characteristics of the physician may 
also affect interest and skill in adopting TMH, with some differences emerging 
across generations.

Addressing clinical workflow and technology barriers are critical in implementa-
tion. This includes additional time to plan and organize operations for a TMH visit, 
which are not needed for an in-person encounter (e.g., room preparation, equipment 
availability, up-to-date software). An instrumental step is the development of a 
workplace culture in which in-person and TMH care are part of workflow. BH clin-
ics function well in this capacity due to the regular patient appointment schedule 
(e.g., 15-, 30-, or 45-minute visits), timeliness of the therapeutic “hour,” and gener-
alizable care across private, clinic, and AHC practices. Workflow barriers of TMH 
include orienting patients to it, staff flexibility and dependability, and provider-
distant site coordination – in the initial phases of establishing a program, TMH has 
more demands than in-person care. If TMH is combined with in-person visits for 
other patients and/or additional technologies, the transitions take coordination. 
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Some of this may be better managed through the integration of care within the elec-
tronic health record (EHR), but the two juxtaposed and the addition of the more 
technologies require time to coordinate the components. The exception is use of 
patient questionnaires and other data (e.g., mobile health apps) which may reduce 
interview, decision-making time, and documentation. Generally, though, it takes 
time and practice to develop fluency and efficiency with these modalities.

Licensing and credentialing may be significant barriers, but with planning these 
can partially be overcome. Licenses are required in states where patients are located, 
unless it is a one-time assessment or consultation. Licensing can be both complex 
and expensive if planning to provide care across many states and additional explora-
tion of state/federal laws may be necessary. Credentialing is easier for providers 

Table 6.4  Top 10 reasons for program failures and dos to ensure quality

Top Ten Reasons for the Failure of a Telemedicine Program
1. Inadequate needs assessment in the region that the program is planning to serve.
2. �Inadequate overall and financial support of the program from senior leadership of the 

organization.
3. Telemedicine and outreach are not consistent with overall mission of the organization.
4. Unreliable or inconsistent service from specialists providing the consultations.
5. Lack of a physician champion.
6. Inadequate technical support or unreliable telecommunications.
7. �Inadequate time to develop the program (e.g., time to develop financial stability after start-up 

funds).
8. �Inadequate attention up-front to the appropriate policy and procedures (e.g., consent 

process).
9. �Beginning with too complex of cases; in other words, doing cases that fail at the beginning, 

so that you lose your referring physician support.
10. �Failing to build in adequate resources and procedures to document benefits of the program 

for both the service area and the provider organization (may be key for grant or 
organizational support).

Steps for Delivering Quality Services
1. Use clinically proven technology.
2. �For each consult, be certain that the technical quality equipment is appropriately matched to 

the service and needs of the patient and their condition.
3. �Evaluate options, implementation, and maintenance of telepsychiatry with a team of 

clinicians, technicians, and administrators in both the hub and the spoke sites.
4. �Adequately train the hub site coordinator and spoke site coordinator in the technical and 

procedural aspects of the service.
5. �Provide adequate training for the telepsychiatrist with the technology, work with them to 

adapt clinical practice to fit its use, and be certain that they are aware of its limitations.
6. �Ensure the telepsychiatrist has general and specific expertise (e.g., consultation-liaison for 

consults to primary care, geriatric psychiatry for a geriatric patient).
7. �Develop referral and/or consultation guidelines, as well as adequate procedures forgetting the 

key component(s) of the record to the consulting physician.
8. �Ensure satisfactory telecommunication by regular technical maintenance and prompt 

troubleshooting.
9. �Coordinate timing of consults (i.e., patients are there at the right time, telepsychiatrist has 

adequate time, and/or referring physicians or staff stop in if desired).
10. �Adequately evaluate satisfaction and outcomes for each consultation (patient, referring 

physician, and consulting physician) and the program (coordinator, technical staff, and 
administration). Have adequate feedback mechanisms of this information to telemedicine 
staff and providers.
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with TP training or experience, there are existing TP proctors (who may teach/train 
at the same time), and there is reciprocity between health systems (e.g., rural hospi-
tal accepts an AHC’s credentialing).

Reimbursement barriers still exist. For many years, telemedicine and TP were 
not billable services, but instead covered by grants or out-of-pocket payments [80]. 
Although many grants are available for TP research, funding is limited and requires 
reapplication. Often times when the funding ends, so does the program. There is a 
substantial difference in reimbursement rates between states. Insurance payers gen-
erally reimburse, but not always; education may be needed to facilitate this. TP can 
help the underserved, but it is seen as “outside” the FQHC and RHC walls, TP is not 
a financially viable option for the providers (i.e., providers get the regular Medicaid 
rate and not the higher rate as if they were on site). TP reimbursement to urban 
FQHCs is not consistently covered, as Medicare restrictions on geographic location 
require that in order for the TP to be reimbursed, the patient be located in a desig-
nated health professional shortage area (HPSA) [82].

A case study by Whitten and Adams [83] found that issues of reimbursement 
had a strong negative impact on sustainability, primarily due to a fixed process of 
reimbursement for telemedicine services not yet  properly established. Health 
policymakers have made efforts to address this issue, and currently 46 states now 
have some type of Medicare or Medicaid reimbursement for behavioral health 
care provided via videoconferencing. Although this has improved the accessibil-
ity of TP, many restrictions on its use still exist [80]. Members of congress under-
stand TP’s ability to increase access, but education is required to help them 
understand its effectiveness and efficiency for consultation, emergencies/crises, 
and direct care.

�Funding and Cost Analysis

In order to best assess cost outcomes of each individual TP program, it may be ben-
eficial to involve a health economist with specialized expertise. To help reduce 
costs, programs may consider consulting with experts beforehand to come up with 
a feasible and sustainable program. In cases where expert help is unavailable or too 
costly, there is benefit to understanding and delineating between differing types of 
cost analyses [84]. Programs may utilize a variety of methods, including: cost-
offset, break-even, cost-effectiveness, and cost-benefit analyses. No one framework 
is likely adequate for a given program; rather the types of analyses are meant to vary 
by the relevant questions related to particular metrics or measures. A lexicon of 
assessment and outcome measures has been developed by the American Telemedicine 
Association (ATA) [44] that identifies the lack of standardized metrics and defini-
tions required to operationalize cost frameworks.

Several costs and benefit factors may be worth tracking to aid in program evalu-
ation. Cost assessments and value assessments overlap [44], and both should be 
evaluated in context of a program’s pre-established goals. Each program will vary 
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in what they value and calculate in terms of cost. For example, large academic insti-
tutions may choose to operate specific TP programs at a (comparative) loss to meet 
some larger clinical or training mandate (such as reduction in no-shows, improve-
ment in patient satisfaction, or reduction of wait times), while smaller programs, or 
individual practices, may be utilizing TP modalities specifically to increase effi-
ciency and revenue streams.

The most significant and necessary paradigm shift in the US model of health-
care for increased utilization of TP is in reimbursement. There are trends toward 
greater TP and limited telephone care (e.g., hematology and thromboembolic 
diseases) reimbursement with private payers, and some pressure in governance to 
allow Center for Medicare and Medicaid Service (CMS) to reimburse more 
widely. Veterans Affairs and other capitated or managed care organizations see 
the utility and efficiency of low-end technology use, as they do not necessarily 
depend on specific code-based reimbursement. However, technology is not a 
high priority of value-based care and accountable care organizations that are 
driven by CMS and the Affordable Care Act [85]. These organizations are more 
dependent on specific income-generating RVUs for income and also require 
broader system changes to allow for expansion into more fluid payment struc-
tures and reimbursement modalities. Physicians are a crucial leverage point in 
these systems, as their work is the prominent mode of reimbursement, and they 
are complemented by interdisciplinary teams and stepped care models [12]. The 
shift to allow increases in reimbursement and rethinking of models of reimburse-
ment also requires allowance of faculty development for teaching, supervision, 
and evaluation [86–89], especially in AHCs.

�Evaluation

There is literature describing specifics with regard to evaluation of outcomes in 
TMH, focusing on operationalization, models of care, and various populations/set-
tings of provision of TMH [12]. The most important takeaway being the need for 
TMH programs to utilize a lexicon in evaluating their programs that will allow for 
comparison and improvement based on the existing programs and literature. This is 
more difficult than it seems, with so many different programs throughout the world 
implementing TMH, and the wide variety of uses for the technology, as well as the 
wide variety of payers and systems providing the care. The ATA has developed a 
lexicon for outcome measures to be used to communicate between programs, focus-
ing on clinical and administrative outcomes, special populations, and cost and eco-
nomic outcomes [12]. It is their hope that this lexicon can be utilized across 
programs to evaluate and improve the field of TMH as a whole. Table 6.5 outlines 
these specific recommendations. Additionally, other evaluation techniques include a 
method for prioritizing, making decisions, and implementing program change based 
on iterative feedback [18] and adjusting TMH outcomes for different populations 
and settings [15],
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�TMH Administration and Models of Care

Successful intervention models and modules in telemedicine for primary care 
have some common denominators, according to work in the USA, Australia, 
Canada, and England: (1) mutual incentive for primary care and specialty part-
ners (e.g., improved quality of care); (2) commitment from physicians, staff, 
and administration to pursue telemedicine and alternate modes of consultation; 
(3) systematic or multiple interventions that meet the needs of the site; (4) a 
system approach for the primary care system to monitor the flow of patients and 
measure outcomes; and (5) consultants who are able to bridge the differing phi-
losophies that may be unique to rural primary care and urban academic settings 
and to specific cultural groups [90].

The choice to employ a consultation model has historically been seen as well-
advised, since other models (e.g., direct patient care) are understandably more 
time intensive for the psychiatrist and are less apt to develop skills for the PCP 
[91, 92]. Overall, telemedicine in a consultative model may reduce provider isola-
tion, provide case-based learning [93], and aide decision support [94]. These 
interventions have been shown to help patients with depression who are managed 
by PCPs receive adequate doses of antidepressants and recover from depression 
[90, 95]; they have relied on TP consultations more for triage, new treatment 
plans, and changes in treatment plans than for diagnosis compared to suburban 
providers [90], allowing more provision of care in the medical clinic without 
delay of waiting for a psychiatric intake appointment [96] and accelerating the 
service delivery [74]. Without interventions by PCPs, patients may not receive 
treatment or have substantial delay in treatment due to wait times to see psychia-
trists in the community [97].

�Discussion

Perhaps the most significant changes in approach to culturally competent care over 
the past three decades are: (1) shifting from knowledge to skills as central to pro-
vider training and patient outcomes, (2) moving away from a specialized clinician 
based on a single culture (e.g., matching his/her own to training that provides flex-
ibility/versatility to help many diverse populations), and (3) team-based collabora-
tion, shaped by many disciplines including cultural anthropology, psychology, 
social work, and other BH/social sciences.

The gold standard for clinical care is linguistic, cultural, and racial concordance. 
The concordance facilitates patient and provider satisfaction, as well as patient 
adherence to treatment [98–101]. Overall, clinical outcomes appear to be excellent 
with cultural competency training [102]. The use of a non-primary, shared language 
(e.g., a third language shared by both patient and clinician when neither’s primary 
language can be used), is advocated in some parts of the world to provide more 
culturally competent care, such as in Europe; however, this is not often available in 
developing countries [103].
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Table 6.5  Baseline assessments help to identify and manage cost outcomes

Value proposition Comparison of clinical and other health service outcomes by overall 
resources allocated
Standardized and reported taxonomy of resources allocated and 
outcomes measured
There is no consensus yet on the best determinations for economic 
evaluations in TMH

Travel direct Direct cost associated with provider and/or patient travel to care site(s)
All direct costs should be identified, operationalized, and reported for 
comparison
Should be included within the broad category of costs. Precise 
definition may not be possible given differing perspectives, but all 
components should be identified, operationalized, and reported

Travel indirect Indirect costs associated with provider and/or patient travel to care site
All indirect costs should be identified, operationalized, and reported for 
comparison
Should be conceptualized as comparison to normal care, e.g., loss of 
work productivity is comparable given 1 hour away regardless of mode 
of delivery. Indirect costs are both inputs to a cost model as well as 
potential positive outcomes of telehealth (reduction). Evaluators should 
determine and report up-front whether indirect costs are inputs to a cost 
model or expected outcomes

Technology direct Direct patient and provider costs associated with the technology 
utilized to deliver telehealth services
All direct costs should be identified, operationalized, and reported for 
comparison
Need to determine upfront whether costs are calculated as a whole, or 
divided between providers and patients. Inputs to consider include 
hardware and depreciation, software and licensing, infrastructure, 
network, and maintenance costs

Technology indirect Indirect patient and provider costs associated with the technology 
utilized to deliver telehealth services
Indirect costs include expenses incurred as a result of technology 
downtimes, specialized licenses, and administration
There is crossover between direct and indirect technology costs. Direct 
costs should focus on tangible assets, while indirect costs are often 
intangible resources allocated based on the need for tangible assets

Public vs. private Payer perspective
Whether a project, program, or system utilizes public or private 
funding.
This is not an outcome measure but rather a perspective. Outcome 
measures should be evaluated based upon the financial perspective 
under which a program operates

Cost avoidance Current or future direct costs avoided due to a specific intervention or 
program
There are currently no industry standards for cost avoidance measures
Consideration should be given to measuring items such as 
hospitalizations, visits, and other costs. These should be operationalized 
and reported as possible

(continued)
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�Policy/Advocacy

National organizations are also making changes, and this progress is building on 
many historical movements (see Table 6.1). The Institute of Medicine (IOM) has 
outlined the steps toward cultural competence including self-assessment, humil-
ity, valuing diversity, vigilance (toward power dynamics), and responsiveness to 
cultural differences. The Liaison Committee of Medical Education (LCME), 
Committee on the Accreditation of Canadian Medical Schools (CACMS), 
American Association of Medical Colleges (AAMC), and others (e.g., Health 
Services Research Association [HRSA]) are moving forward in these steps as 
well. The IOM has recommended that medical school programs “integrate cross-
cultural education into the training of all current and future health professionals” 
and the Liaison Committee on Medical Education updated competencies: 3.3 
(Diversity/Pipeline Programs and Partnerships), 7.5 (Societal Problems), and 7.6 
(Cultural Competence and Health Care Disparities) [104–106], to improve cul-
tural competence.

The movement to skills from knowledge – consistent with the competency-based 
medical education movement – will shape culturally competent care, its implemen-
tation, and attempts to overcome barriers for in-person and TMH care. 
Interdisciplinary collaboration  – enlisting educators into partnering with cultural 
leaders, researchers, and clinicians – will make this movement stronger. There is a 
rich history in the USA from training movements since the 1960s [107] that can be 
drawn from. The first set of telecompetencies – TP in 2015 – provides a replicable 
framework with (1) novice/advanced beginner, competent/proficient, and expert 
levels; (2) domains of patient care, communications, systems-based practice, pro-
fessionalism, practice-based improvement, knowledge, and technology know-how; 
and (3) andragogic methods to teach and evaluate skills (see Table  6.2) [63]. 

Table 6.5  (continued)

Missed obligations Indirect cost: missed obligations
Should be measured as part of overall indirect costs
Where possible a baseline assessment should be conducted against care 
as usual. As an outcome measure, the assumption is that TMH impacts 
indirect costs/burden, thus requiring a comparison
Burden on social network
Societal resources associated with either the provision of or inadequate 
access to TMH services
Burden on social network should include direct burden to support 
resources and broad burden to societal infrastructure. When conducting 
research a positive or negative directional association should be 
identified a priori

Personnel 
(administrative, 
provider, provider 
extender, presenter)

Personnel costs associated with the provision of TMH services

Supplies Direct cost of auxiliary supplies required for TMH services
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Psychology’s strength in identifying and assessing practice competencies during 
graduate training [108, 109] is welcomed.

Limitations of this work include a relatively thin evidence base, aside from indi-
vidual studies cited. Many topics and themes have been adapted from in-person 
care, but primary research may be needed to verify if patients are open to care by 
TMH and if the TMH process has any difference in outcomes from those of in-
person care. Second, while this work is based on the literature, it is not based on a 
consensus process by experts (e.g., Delphi). Third, further discussion, input, and 
analysis by an interdisciplinary process are suggested to flush out nuances. While 
there is established literature on BH and ethnic groups, and how to deliver compe-
tent care to these diverse groups, additional research and evidence is needed on 
culturally competent TP (e.g., the ability of clinicians to engage patients across 
diversity factors) and specifically language-related factors (e.g., individuals using 
sign language; effect of interpreters).

�Conclusion

Rural healthcare systems are challenged to provide timely, evidence-based care, particu-
larly for culturally diverse patients with behavioral disorders. TP and TMH improve 
access to care for underserved populations and leverage scarce resources like specialty 
expertise and language interpreters. Principles and approaches exist to provide cultur-
ally competent care in-person and via TP. Administrative efforts help to overcome bar-
riers, limitations, and other threats to sustainability. Education and training of an 
interdisciplinary team, selection of the best care model(s) of consultation, and efficiency 
with reimbursement help PCPs deliver quality care. More structured, in-depth research 
is required to ascertain to what these healthcare participants go through, which care 
models fit best, and the pros/cons of different system interventions.

�Summary of High-Yield Points

•	 Patient-centered care (PCC) requires carefully planned systems using a bio-
psycho-social-cultural model and providers who are well versed in the patient’s 
cultural background and curious to learn from the patient. This can feasibly be 
done via telemedicine with synchronous video conference or asynchronous 
store-and-forward consultations to allow a more diverse range of patients to be 
seen by highly skilled providers.

•	 Some cultures inherently include stigma surrounding mental illness and require 
increased effort on the part of the provider and the system in order to reach mem-
bers of these cultures to provide excellent mental health care. This stigma can 
extend itself to the telemedicine utilized to reach these patients geographically.

•	 Culturally competent care can be provided in many ways, most frequently 
involving a team model where the mental health specialist works with the 
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primary care provider and their team to improve general knowledge of mental 
health issues and expand access to specialty care.

•	 Efforts are being made to develop core competencies for telemental health look-
ing at interdisciplinary teams and their uses of technologies to treat patients. 
These competencies can then be translated into outcomes and goals for teaching 
new providers to do this work in the future.

•	 Constant evaluation of programs both fiscally and with regard to clinical out-
comes is necessary to sustain a telemental health program provided in a cultur-
ally competent manner.

References

	 1.	American Psychiatric Association, Cultural Formulation Interview Supplementary Modules; 
2013. Website: http://www.multiculturalmentalhealth.ca/wp-content/uploads/2013/10/2013_
CFI_supplementarymodules.pdf. Accessed 30 July 2020.

	 2.	Hilty DM, Feliberti J, Evangelatos G, et  al. Competent cultural telebehavioral health-
care to diverse populations: administration, evaluation, and financing. J Tech Behav Sci. 
2018;4(3):186–200.

	 3.	Hilty DM, Lim RF, Nasatir-Hilty SE, Koike AK, et al. Planning for telepsychiatric consulta-
tion: a needs assessment for cultural and language services at rural sites in California. J Rur 
Ment Health. 2015;39(3–4):153–61. https://doi.org/10.1037/rmh0000035.

	 4.	U.S. Department of Agriculture. What is Rural? 2015. Retrieved from http://ric.nal.usda.gov/
what-is-rural/.

	 5.	Rost K, Williams C, Wherry J, et al. The process and outcomes of care for major depression 
in rural family practice settings. J Rur Health. 1995;11:114–8.

	 6.	Rost K, Zhang M, Fortney J, et al. Rural-urban differences in depression treatment and sui-
cidality. Med Care. 1998;36:1098–107.

	 7.	Geller JM. Rural primary care providers’ perceptions of their roles in the provision of mental 
health services: voices from the plains. J Rur Health. 1999;15(3):326–34.

	 8.	Geller JM, Muus KJ. The role of rural primary care physicians in the provision of mental health 
services: letter to the field,# 5. Frontier Mental Health Services Resources Network; 2002.

	 9.	Lim R, Lu F. Culture and psychiatric education. Acad Psychiat. 2008;32(4):269–71.
	 10.	Hilty DM.  Advancing science, clinical care and education: shall we update Engel’s bio-

psychosocial model to a bio-psycho-socio-cultural model? Psychol Cogn Sci Open 
J. 2016;1(1):e1–6. https://doi.org/10.17140/PCSOJ-1-e001.

	 11.	Kim G, Aguado Loi CX, Chiriboga DA, et al. Limited English proficiency as a barrier to 
mental health service use: a study of Latino and Asian immigrants with psychiatric disorders. 
J Psychiat Resear. 2010;45(1):104–10. https://doi.org/10.1016/j.jpsychires.2010.04.031.

	 12.	Hilty DM, Yellowlees PM, Parish MB, et al. Telepsychiatry: effective, evidence-based and 
at a tipping point in healthcare delivery. Psych Clin N Am. 2015;38(3):559–92. https://doi.
org/10.1016/j.psc.2015.05.006.

	 13.	Shore JH, Manson SM.  A developmental model for rural telepsychiatry. Psychiatr Serv. 
2005;56(8):976–80.

	 14.	Shore JH, Brooks E, Savin D, Orton H, Grigsby J, Manson SM. Acceptability of telepsychia-
try in American Indians. Telemed J e-Health. 2008;14(5):461–6.

	 15.	Hilty DM, Ferrer D, Parish MB, et al. The effectiveness of telemental health: a 2013 review. 
Telemed J E-Health. 2013;19(6):444–54. https://doi.org/10.1089/tmj.2013.007.

	 16.	Engel G.  The need for a new medical model: a challenge for biomedicine. Sci. 
1977;196(4286):129–36.

G. Evangelatos et al.

http://www.multiculturalmentalhealth.ca/wp-content/uploads/2013/10/2013_CFI_supplementarymodules.pdf
http://www.multiculturalmentalhealth.ca/wp-content/uploads/2013/10/2013_CFI_supplementarymodules.pdf
https://doi.org/10.1037/rmh0000035
http://ric.nal.usda.gov/what-is-rural/
http://ric.nal.usda.gov/what-is-rural/
https://doi.org/10.17140/PCSOJ-1-e001
https://doi.org/10.1016/j.jpsychires.2010.04.031
https://doi.org/10.1016/j.psc.2015.05.006
https://doi.org/10.1016/j.psc.2015.05.006
https://doi.org/10.1089/tmj.2013.007


133

	 17.	Hilty DM, Evangelatos G, Valasquez A, et al. Telebehavioral health for rural culturally diverse 
populations: approaches for clinical services, competencies and administration. J Tech Behav 
Sci. 2018;2(3):206–20.

	 18.	Hilty DM, Yellowlees PM, Nasatir SEH, et al. Program evaluation and practical: support-
ing pragmatic data-driven clinical videoconferencing CV services. In: Behavioral telehealth, 
Clinical video conferencing: program development and practice, vol. 1. New York: Springer 
Press; 2014. p. 105–34.

	 19.	Hilty DM, Doarn C, Armstrong A et al. A framework for telemedicine training and e-health: 
competency-based education, evaluation and implications. Short Course, American 
Telemedicine Association, Minneapolis, MN; 2016.

	 20.	Berger JT. Culture and ethnicity in clinical care. Arch Intern Med. 1998;158(19):2085–90.
	 21.	Office of the Surgeon General Center for Mental Health Services and National Institute of 

Mental Health. Mental Health: Culture, Race, and Ethnicity: A Supplement to Mental Health: 
A Report of the Surgeon General; 2001, Rockville. http://www.ncbi.nlm.nih.gov/books/
NBK44242/. Accessed 30 July 2020.

	 22.	American Psychiatric Association. Position statement on the delineation of transcultural psy-
chiatry as a specialized field of study. Am J Psychiatry. 1969;126:453–5.

	 23.	Civil Rights Act of 1964, Public Law 88-352.
	 24.	Cross TL, Bazron BJ, Dennis KW, et  al. Towards a culturally competent system of care, 

vol. 1. Washington, DC: CASSP Technical Assistance Center, Georgetown University Child 
Development Center; 1989.

	 25.	Americans with Disabilities Act, 1990, Public Law 101-336; 1990.
	 26.	New York State Office of Mental Health. Cultural and Linguistic Competency Standards. 

New York: Office of Mental Health; 1997.
	 27.	American Counseling Association: Cross-Cultural Competencies and Objectives; 1992. 

Retrieved from http://www.counseling.org/Publications/
	 28.	United States Center for Mental Health Services. Cultural competence standards in man-

aged care mental health services: four underserved/underrepresented racial/ethnic groups 
(Publication No. SMA00–3457). Washington, DC: Substance Abuse and Mental Health 
Services Administration; 2000. Retrieved from http://mentalhealth.samhsa.gov/publications/
allpubs/sma00–3457/default.asp

	 29.	Association of American Medical Colleges. The AAMC Initiative for Cultural Competence 
in Medical Education; 2000. Retrieved from http://www.aamc.org/meded/tacct/cultural-
comped.pdf.

	 30.	US Department of Health and Human Services. Mental Health: Culture, Race, and Ethnicity. 
A Supplement to Mental Health: A Report of the Surgeon General. Rockville, MD, 
DHHS, 2001.

	 31.	National Association of Social Workers: Standards for Cultural Competence in Social Work 
Practice; 2001. Retrieved from http://www.socialworkers.org/sections/credentials/cultural_
comp.asp

	 32.	American Psychological Association. Guidelines on multicultural education, train-
ing, research, practice, and organizational change for psychologists. Am Psychol. 
2003;58:377–402.

	 33.	Agency for Healthcare Research and Quality: National Healthcare Disparities Report, 2006. 
Rockville, MD, Agency for Healthcare Research and Quality; 2006. Retrieved from http://
www.ahrq.gov/qual/nhdr06/nhdr06.htm

	 34.	Accreditation Council for Graduate Medical Education: Residency Review Committee, 
Guidelines for Psychiatric Residencies; 2007. Available at www.acgme.org/acWebsite/down-
loads/RRC_progReq/400pr07012007.pdf

	 35.	LCME accreditation standards. Washington, DC: Liaison Committee on Medical Education, 
March 12, 2003. Retrieved from www.lcme.org. Accessed 30 July 2020.

	 36.	Greenburg M, Shergill S, Szmukler G, et  al. Narratives in psychiatry. London: Jessica 
Kingsley Publishing; 2002.

6  Telepsychiatry to Rural Populations

http://www.ncbi.nlm.nih.gov/books/NBK44242/
http://www.ncbi.nlm.nih.gov/books/NBK44242/
http://www.counseling.org/Publications/
http://mentalhealth.samhsa.gov/publications/allpubs/sma00–3457/default.asp
http://mentalhealth.samhsa.gov/publications/allpubs/sma00–3457/default.asp
http://www.aamc.org/meded/tacct/culturalcomped.pdf
http://www.aamc.org/meded/tacct/culturalcomped.pdf
http://www.socialworkers.org/sections/credentials/cultural_comp.asp
http://www.socialworkers.org/sections/credentials/cultural_comp.asp
http://www.ahrq.gov/qual/nhdr06/nhdr06.htm
http://www.ahrq.gov/qual/nhdr06/nhdr06.htm
http://www.acgme.org/acWebsite/downloads/RRC_progReq/400pr07012007.pdf
http://www.acgme.org/acWebsite/downloads/RRC_progReq/400pr07012007.pdf
http://www.lcme.org


134

	 37.	Brooks TR.  Pitfalls in communication with Hispanic and African-American patients: do 
translators help or harm? J Nat Med Assoc. 1992;84(11):941–7.

	 38.	Brua C. Role-blurring and ethical grey zones associated with lay interpreters: three case stud-
ies. Comm Med. 2008;5(1):73–9.

	 39.	Yeung A, Chang D, Gresham R. Illness beliefs of depressed Chinese American patients in 
primary care. J Nerv Ment Dis. 2004;192(4):324–7.

	 40.	Hamann J, Leucht S, Kissling W. Shared decision making in psychiatry. Acta Psychiat Scand. 
2003;107(6):403–9.

	 41.	Yellowlees PM, Odor A, Parish MB, et al. A feasibility study of asynchronous telepsychia-
try for psychiatric consultations. Psych Serv. 2010;61(8):838–40. https://doi.org/10.1176/
ps.2010.61.8.838.

	 42.	Yellowlees PM, Shore JH, Roberts L, et al. Practice guidelines for videoconferencing-based 
telemental health. Telemed J e-Health. 2010;16(10):1074–89.

	 43.	Richardson L, McCauley E, Katon W. Collaborative care for adolescent depression: a pilot 
study. Gen Hosp Psychiat. 2009;31:36–45.

	 44.	Shore JH, Mishkind MC, Bernard J, et al. A lexicon of assessment and outcome measures for 
telemental health. Tel e-Health. 2013;20(3):282–92. https://doi.org/10.1089/tmj.2013.0357.

	 45.	Cerda GM, Hilty DM, Hales RE, Nesbitt TS.  Use of telemedicine with ethnic groups. 
Psychiatr Serv. 1999;50(10):1364. https://doi.org/10.1176/ps.50.10.1364.

	 46.	Yellowlees PM, Marks SL, Hilty DM, et al. Using e-health to enable culturally appropriate 
mental health care in rural areas. Telemed J eHealth. 2008;14(5):486–92.

	 47.	Moreno FA, Chong J, Dumbauld J, et al. Use of standard webcam and Internet equipment 
for telepsychiatry treatment of depression among underserved Hispanics. Psychiatr Serv. 
2012;63(12):1213–7. https://doi.org/10.1176/appi.ps.201100274.

	 48.	Beach MC, Price EG, Gary TL, et al. Cultural competence: a systematic review of health care 
provider educational interventions. Med Care. 2005;43(4):356–73.

	 49.	Chong J, Moreno F.  Feasibility and acceptability of clinic-based telepsychiatry for low-
income Hispanic primary care patients. Telemed e-Health. 2012;18(4):297–304. https://doi.
org/10.1089/tmj.2011.0126.

	 50.	Nieves JE, Stack KM. Hispanics and telepsychiatry; 2007.
	 51.	Ye J, Shim R, Lukaszewski T, et al. Telepsychiatry services for Korean immigrants. Telemed 

J eHealth. 2012;18(10):797–802. https://doi.org/10.1089/tmj.2012.0041.
	 52.	Weiner MF, Rossetti HC, Harrah K. Videoconference diagnosis and management of Choctaw 

Indian dementia patients. Alzheim Dem. 2011;7(6):562–6. https://doi.org/10.1016/j.
jalz.2011.02.006.

	 53.	Mucic D.  Transcultural telepsychiatry and its impact on patient satisfaction. J Telemed 
Telecare. 2010;16(5):237–42. https://doi.org/10.1258/jtt.2009.090811.

	 54.	Lopez AM, Cruz M, Lazarus S, Webster P, Jones EG, Weinstein RS.  Case report: 
use of American sign language in telepsychiatry consultation. Telemed J e-Health. 
2004;10(3):389–91.

	 55.	Carlson J. Breaking down language barriers. Hospital interpreters get credentialed with new 
certification programs. Mod Healthcare. 2010;40(46):32–4.

	 56.	Elderkin-Thompson V, Silver RC, Waitzkin H. When nurses double as interpreters: a study of 
Spanish-speaking patients in a US primary care setting. Soc Sci Med. 2001;52(9):1343–58. 
https://doi.org/10.1016/S0277-9536(00)00234-3.

	 57.	Frank JR, Mungroo R, Ahmad Y, et al. Toward a definition of competency-based education 
in medicine: a systematic review of published definitions. Med Teach. 2010;32(8):631–7. 
https://doi.org/10.3109/0142159X.2010.500898.

	 58.	Accreditation of Medical Education Programs Leading to the MD Degree, 2014. At https://
www.lcme.org/publications/2015-16-functions-and-structure-with-appendix.pdf.

	 59.	Royal College of Physicians and Surgeons, CanMEDS Framework; 2005. Retrieved 
from http://www.royalcollege.ca/portal/page/portal/rc/canmeds/framework. Accessed 30 
July 2020.

	 60.	American Association of Medical Colleges, Core Medical Student Competencies; 2015. 
Retrieved from https://www.aamc.org. Accessed 30 July 2020.

G. Evangelatos et al.

https://doi.org/10.1176/ps.2010.61.8.838
https://doi.org/10.1176/ps.2010.61.8.838
https://doi.org/10.1089/tmj.2013.0357
https://doi.org/10.1176/ps.50.10.1364
https://doi.org/10.1176/appi.ps.201100274
https://doi.org/10.1089/tmj.2011.0126
https://doi.org/10.1089/tmj.2011.0126
https://doi.org/10.1089/tmj.2012.0041
https://doi.org/10.1016/j.jalz.2011.02.006
https://doi.org/10.1016/j.jalz.2011.02.006
https://doi.org/10.1258/jtt.2009.090811
https://doi.org/10.1016/S0277-9536(00)00234-3
https://doi.org/10.3109/0142159X.2010.500898
https://www.lcme.org/publications/2015-16-functions-and-structure-with-appendix.pdf
https://www.lcme.org/publications/2015-16-functions-and-structure-with-appendix.pdf
http://www.royalcollege.ca/portal/page/portal/rc/canmeds/framework
https://www.aamc.org


135

	 61.	Accreditation Council on Graduate Medical Education. Common program require-
ments; 2013. Retrieved from https://www.acgme.org/acgmeweb/Portals/0/PFAssets/
ProgramRequirements/CPRs2013.pdf. Accessed 30 July 2020.

	 62.	Frank JR.  The CanMEDS 2005 physician competency framework; 2005. Retrieved from 
http://rcpsc.medical.org/canmeds/CanMEDS2005/CanMEDS2005_e.pdf. Accessed 30 
July 2020.

	 63.	Hilty DM, Crawford A, Teshima J, et  al. A framework for telepsychiatric training and 
e-health: competency-based education, evaluation and implications. Int Rev Psychiat. 
2015;27(6):569–92. https://doi.org/10.3109/09540261.2015.1091292.

	 64.	Hilty DM, Zalpuri I, Stubbe D, et al. Social media/networking as part of e-behavioral health 
and psychiatric education: Competencies, teaching methods, and implications. J Tech Behav 
Sci. 2018;3(4):268–93.

	 65.	Hilty DM, Chan S, Torous J, et al. A framework for competencies for the use of mobile tech-
nologies in psychiatry and medicine. JMIR Uhealth Mob Health. 2020;8(2). http://mhealth.
jmir.org/2020/2/e12229/

	 66.	Cowley D, Dunaway K, Forstein M, Frosch E, Han J, Joseph R, Unutzer J. Teaching psy-
chiatry residents to work at the interface of mental health and primary care. Acad Psychiatry. 
2014;38:398–404.

	 67.	Ratzliff A, Norfleet K, Chan YF, Raney L, Unützer J. Perceived educational needs of the 
integrated care psychiatric consultant. Acad Psychiatry. 2015;39(4):448–56.

	 68.	Sunderji N, Crawford C, Jovanovic M.  Telepsychiatry in graduate medical educa-
tion: a narrative review. Acad Psychiat. 2015;39(1):55–62. https://doi.org/10.1007/
s40596-014-0176-x.

	 69.	Crawford A, Sunderji N, López J, Soklaridis S. Defining competencies for the practice of tele-
psychiatry through an assessment of resident learning needs. BMC Med Educ. 2016;16(1):28.

	 70.	Alicata D, Schroepfer A, Unten T, Agoha R, Helm S, Fukuda M, et al. Telemental health 
training, team building, and workforce development in cultural context: the Hawaii experi-
ence. J Child Adolesc Psychopharmacol. 2016;26(3):260–5.

	 71.	Gifford V, Niles B, Rivkin I, et al. Continuing education training focused on the development 
of behavioral telehealth competencies in behavioral healthcare providers. Rur Remot Health. 
2012;12:2108.

	 72.	Hilty DM, Maheu M, Drude K, et  al. Telebehavioral health, telemental health, e-therapy 
and e-health competencies: the need for an interdisciplinary framework. J Tech Behav Sci. 
2017;2(3–4):171–89.

	 73.	Maheu M, Drude K, Hertlein K, et al. Telemental health, e-therapy and e- health compe-
tencies: an interdisciplinary framework. J Technol Behav Sci. 2018;3(2):108–40; correction 
3(2): 107.

	 74.	Hilty DM, Rabinowitz T, McCarron RM, Katzelnick DJ, Chang T, Bauer AM, Fortney J. An 
update on telepsychiatry and how it can leverage collaborative, stepped, and integrated ser-
vices to primary care. Psychosomatics. 2018;59(3):227–50.

	 75.	Yellowlees PM, Odor A, Losif AM, et al. Transcultural psychiatry made simple—asynchro-
nous telepsychiatry as an approach to providing culturally relevant care. Telemed J e-Health. 
2013;19(4):1–6. https://doi.org/10.1089/tmj.2012.0077.

	 76.	Fortney JC, Pyne JM, Mouden SP, et al. Practice-based versus telemedicine-based collabora-
tive care for depression in rural federally qualified health centers: a pragmatic randomized 
comparative effectiveness trial. Am J Psychiat. 2013;170(4):414–25. https://doi.org/10.1176/
appi.ajp.2012.12050696.

	 77.	Fortney JC, Pyne JM, Turner E, et al. Telemedicine integration of mental health into rural 
primary care settings. Int Rev Psychiat. 2015;27(6):525–39. https://doi.org/10.3109/0954026
1.2015.1085838.

	 78.	López-Cevallos DF, Harvey SM, Warren JT.  Medical mistrust, perceived discrimina-
tion, and satisfaction with health care among young-adult rural Latinos. J Rur Health. 
2014;30(4):344–51.

	 79.	Mucic D, Hilty DM. Key issues in e-mental health. New York: Springer Publishing; 2015.

6  Telepsychiatry to Rural Populations

https://www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramRequirements/CPRs2013.pdf
https://www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramRequirements/CPRs2013.pdf
http://rcpsc.medical.org/canmeds/CanMEDS2005/CanMEDS2005_e.pdf
https://doi.org/10.3109/09540261.2015.1091292
http://mhealth.jmir.org/2020/2/e12229/
http://mhealth.jmir.org/2020/2/e12229/
https://doi.org/10.1007/s40596-014-0176-x
https://doi.org/10.1007/s40596-014-0176-x
https://doi.org/10.1089/tmj.2012.0077
https://doi.org/10.1176/appi.ajp.2012.12050696
https://doi.org/10.1176/appi.ajp.2012.12050696
https://doi.org/10.3109/09540261.2015.1085838
https://doi.org/10.3109/09540261.2015.1085838


136

	 80.	Lauckner C, Whitten PJ.  The state and sustainability of telepsychiatry programs. Behav 
Health Serv Res. 2016;43(2):305–18. https://doi.org/10.1007/s11414-015-9461-z.

	 81.	Hyler SE, Gangure DP.  A review of the costs of telepsychiatry. Psychiatr Serv. 
2003;54(7):976–80. https://doi.org/10.1176/appi.ps.54.7.976.

	 82.	Health Resources and Services Administration. Shortage designation: health professional 
shortage areas & medically underserved areas/populations [Internet]. US Department of 
Health and Human Services: Rockville, MD; 2019. Retrieved from http://www.hrsa.gov/
shortage/. Accessed 30 July 2020.

	 83.	Whitten P, Adams I. Success and failure: a case study of two rural telemedicine projects. J 
Telemed Telecare. 2003;9(3):125–9. https://doi.org/10.1258/135763303767149906.

	 84.	Weinstein MC, Stason WB. Foundations of cost-effectiveness analysis for health and medical 
practices. N Engl J Med. 1977;296:716–21.

	 85.	Hilty DM, Hwang T, Turvey C. Staying abreast of information in the information age: digital 
continuing education and levering technology to stay current for clinical psychiatric practice. 
Curr Psychiatry Rep. 2018;20(3):15. https://doi.org/10.1007/s11920-018-0878-y.

	 86.	Litzelman DK, Stratos GA, Marriott DJ, et al. Factorial validation of a widely disseminated 
educational framework for evaluating clinical teachers. Acad Med. 1998;73(8):688–95.

	 87.	McLean M, Cilliers F, Van Wyk JM. Faculty development: yesterday, today and tomorrow. 
Med Teach. 2008;30:555–84. https://doi.org/10.1080/01421590802109834.

	 88.	Skeff KM, Stratos GA, Mount JFS. Faculty development in medicine: a field in evolution. 
Teach Teach Educ. 2007;23:280–5. https://doi.org/10.1016/j.tate.2006.12.019.

	 89.	Srinivasan M, Li ST, Meyers FJ, et al. Teaching as a competency for medical educators: com-
petencies for medical educators. Acad Med. 2011;86(10):1211–20. https://doi.org/10.1097/
ACM.0b013e31822c5b9a.

	 90.	Hilty DM, Nesbitt TS, Kuenneth TA, et al. Rural versus suburban primary care needs, utiliza-
tion, and satisfaction with telepsychiatric consultation. J Rural Health. 2007;23(2):163–5. 
https://doi.org/10.1111/j.1748-0361.2007.00084.x.

	 91.	Katon W, Von Korff M, Lin E, et al. Collaborative management to achieve treatment guide-
lines. JAMA. 1995;273(13):1026–31.

	 92.	Strathdee G. Primary care-psychiatry interaction: a British perspective. Gen Hospit Psychiat. 
1987;9:102–10.

	 93.	Greenberg WE, Paulsen RH. Moving into the neighborhood: preparing residents to partici-
pate in a primary care environment. Harvard Rev Psychiat. 1996;4(2):107–9.

	 94.	Armstrong IJ, Haston WS. Medical decision support for remote general practitioners using tele-
medicine. J Telemed Telecare. 1997;3(1):27–34. https://doi.org/10.1258/1357633971930166.

	 95.	Simon GE, VonKorff M, Rutter C, et  al. Randomised trial of monitoring, feedback, and 
management of care by telephone to improve treatment of depression in primary care. 
BMJ. 2000;320:550–4.

	 96.	Hilty DM, Yellowlees PM, Nesbitt TS. Evolution of telepsychiatry to rural sites: change over 
time in types of referral and PCP knowledge, skill, and satisfaction. Gen Hosp Psychiat. 
2006;28(5):367–73. https://doi.org/10.1016/j.genhosppsych.2006.05.009.

	 97.	Marcin JP, Nesbitt TS, Struve S, et al. Financial benefits of a pediatric intensive care unit-
based telemedicine program to a rural adult intensive care unit: impact of keeping acutely ill 
and injured children in their local community. Telemed J e-Health. 2004;10 Suppl 2:S1–5.

	 98.	Freeman GK, Rai H, Walker JJ, et al. Non-English speakers consulting with the GP in their 
own language: a cross-sectional survey. Br J Gen Pract. 2002;52(474):36–8.

	 99.	Perez-Stable EJ.  Language access and Latino health care disparities. Med Care. 
2007;45(11):1009–11.

	100.	Pöchhacker F. Language barriers in Vienna hospitals. Ethn Health. 2000;5:113–9.
	101.	Saha S, Komaromy M, Koepsell TD, et al. Patient-physician racial concordance and the per-

ceived quality and use of health care. Arch Intern Med. 1999;159(9):997–1004.
	102.	Ton H, Koike A, Hales RE, et  al. A qualitative needs assessment for development of 

a cultural consultation service. Transcult Psychiatry. 2005;42:491–504. https://doi.
org/10.1177/1363461505055629.

G. Evangelatos et al.

https://doi.org/10.1007/s11414-015-9461-z
https://doi.org/10.1176/appi.ps.54.7.976
http://www.hrsa.gov/shortage/
http://www.hrsa.gov/shortage/
https://doi.org/10.1258/135763303767149906
https://doi.org/10.1007/s11920-018-0878-y
https://doi.org/10.1080/01421590802109834
https://doi.org/10.1016/j.tate.2006.12.019
https://doi.org/10.1097/ACM.0b013e31822c5b9a
https://doi.org/10.1097/ACM.0b013e31822c5b9a
https://doi.org/10.1111/j.1748-0361.2007.00084.x
https://doi.org/10.1258/1357633971930166
https://doi.org/10.1016/j.genhosppsych.2006.05.009
https://doi.org/10.1177/1363461505055629
https://doi.org/10.1177/1363461505055629


137

	103.	Riddick S. Improving access for limited English-speaking consumers: a review of strategies 
in health care settings. J Health Care Poor Underserved. 1998;9(Supplemental):S40–61.

	104.	 Institute of Medicine committee on understanding and eliminating racial and ethnic dispari-
ties in health care. Unequal treatment: confronting racial and ethnic disparities in health care. 
Washington, DC: National Academy Press; 2002.

	105.	Loue S, Wilson-Defosse A, Limbach K.  Identifying gaps in the cultural competence/sen-
sitivity components of an undergraduate medical school curriculum: a needs assessment. J 
Immigr Min Health. 2015;17(5):1412–9.

	106.	Liaison Committee on Medical Education Competencies Revision, 2015. At: https://www.
lcme.org/publications/2015-16-functions-and-structure-with-appendix.pdf.

	107.	Brown M.  An introduction to the discourse on competency-based training (CBT). In: 
Deakin University Course Development Centre, editor. A collection of readings related to 
competency-based training. Victoria, Australia: Victorian Education Foundation, Deakin 
University; 1994. http://files.eric.ed.gov/fulltext/ED384695.pdf. Accessed 30 July 2020.

	108.	Kaslow NJ, Rubin NJ, Bebeau M, et  al. Guiding principles and recommendations for the 
assessment of competence. Pro Psychol Resear Pract. 2007;38(5):441–51. https://doi.
org/10.1037/0735-7028.38.5.441.

	109.	Rubin NJ, Bebeau MJ, Leigh IW, et  al. The competency movement within psychol-
ogy: an historical perspective. Pro Psychol Resear Pract. 2007;38(5):452–62. https://doi.
org/10.1037/0735-7028.38.5.452.

Suggested Reading

American Association of Medical Colleges. Core Entrustable Professional Activities for Entering 
Residency; 2014. Retrieved from https://www.aamc.org/download/427456/data/spring2015up-
datepptpdf.pdf.

APA Cultural Formulation Interview. Patient Version; 2013. Retrieved from http://www.dsm5.
org/Pages/Feedback-Form.aspx, and Informant Version, at: http://www.multiculturalmental-
health.ca/wp-content/uploads/2013/10/2013_DSM5_CFI_InformantVersion.pdf. Accessed 30 
July 2020.

American Psychiatric Association. Practice Guidelines for the Psychiatric Evaluation of Adults. 
Washington, DC: American Psychiatric Publishing; 1995.

Baranyi A, Meinitzer A, Stepan A, et  al. A biopsychosocial model of interferon-alpha-
induced depression in patients with chronic hepatitis C infection. Psychother Psychosom. 
2013;82(5):332–40. https://doi.org/10.1159/000348587.

Barker V, Gumley A, Schwannauer M, et al. An integrated biopsychosocial model of childhood 
maltreatment and psychosis. Br J Psychiatry. 2015;206(3):177–80. https://doi.org/10.1192/bjp.
bp.113.143578.

California Department of Mental Health. DMH Information Notice No: 02–03. Addendum 
for Implementation Plan for Phase II Consolidation of Medi-Cal Specialty Mental Health 
Services—Cultural Competence Plan Requirements; 2003, superseding (California) DMH 
Information Notice No: 97–14. Addendum for implementation plan for phase II consolidation 
of Medi-Cal specialty mental health services—cultural competence plan requirements; 1997. 
Retrieved from http://www.dmh.cahwnet.gov/DMHDocs/docs/notices02/02–03_Enclosure.
pdf. Accessed 30 July 2020.

Cené CW, Johnson BH, Wells N, et al. A narrative review of patient and family engagement: the 
“foundation” of the medical “home”. Med Care. 2016;54(7):697–705. https://doi.org/10.1097/
MLR.0000000000000548.

Federal Interagency Working Group on Limited English Proficiency, 2003. Overview of Executive 
Order 13166. Retrieved from http://www.lep.gov/

Group for the Advancement of Psychiatry. Cultural Assessment in Clinical Psychiatry. Washington, 
DC: American Psychiatric Publishing; 2002.

Internet World Stats. Internet users in the world-Distribution by world regions; 2011. http://www.
internetworldstats.com/stats.htm. Accessed 30 July 2020.

6  Telepsychiatry to Rural Populations

https://www.lcme.org/publications/2015-16-functions-and-structure-with-appendix.pdf
https://www.lcme.org/publications/2015-16-functions-and-structure-with-appendix.pdf
http://files.eric.ed.gov/fulltext/ED384695.pdf
https://doi.org/10.1037/0735-7028.38.5.441
https://doi.org/10.1037/0735-7028.38.5.441
https://doi.org/10.1037/0735-7028.38.5.452
https://doi.org/10.1037/0735-7028.38.5.452
https://www.aamc.org/download/427456/data/spring2015updatepptpdf.pdf
https://www.aamc.org/download/427456/data/spring2015updatepptpdf.pdf
http://www.dsm5.org/Pages/Feedback-Form.aspx
http://www.dsm5.org/Pages/Feedback-Form.aspx
http://www.multiculturalmentalhealth.ca/wp-content/uploads/2013/10/2013_DSM5_CFI_InformantVersion.pdf
http://www.multiculturalmentalhealth.ca/wp-content/uploads/2013/10/2013_DSM5_CFI_InformantVersion.pdf
https://doi.org/10.1159/000348587
https://doi.org/10.1192/bjp.bp.113.143578
https://doi.org/10.1192/bjp.bp.113.143578
http://www.dmh.cahwnet.gov/DMHDocs/docs/notices02/02–03_Enclosure.pdf
http://www.dmh.cahwnet.gov/DMHDocs/docs/notices02/02–03_Enclosure.pdf
https://doi.org/10.1097/MLR.0000000000000548
https://doi.org/10.1097/MLR.0000000000000548
http://www.lep.gov/
http://www.internetworldstats.com/stats.htm
http://www.internetworldstats.com/stats.htm


138

Lim RF.  Clinical manual of cultural psychiatry. Arlington, VA: American Psychiatric 
Publishing; 2006.

Lim RF, Lu FG, Hilty DM. Impact of socio-cultural factors on health care disparities. In: Behavior 
and medicine. 5th ed. Wedding, Stuber. New York, New York; 2010. p. 289–304.

Lu FG.  Annotated bibliography on cultural psychiatry and related topics. February 2005. 
Retrieved from http://www.nami.org/Template.cfm?Section_Fact_Sheets1&Template_/
ContentManagement/ContentDisplay.cfm&ContentID_22156. Accessed 30 July 2020.

National Standards on Culturally and Linguistically Appropriate Services; 2001. Available at 
http://www.omhrc.gov/templates/browse.aspx?lvl_2&lvlID_15. Accessed 30 July 2020.

New Freedom Commission on Mental Health. Achieving the Promise: Transforming Mental 
Health Care in America. Final Report. DHHS Publication SMA-03–3832. Rockville, MD, 
DHHS, 2003.

PEW Research Center, Internet Survey; 2013. Retrieved from http://www.pewinternet.org/~/
media//Files/Reports/PIP_HealthOnline.pdf. Accessed 30 July 2020.

Rosenthal TC. The medical home: growing evidence to support a new approach to primary care. J 
Am Board Fam Med. 2008;21(5):427–40. https://doi.org/10.3122/jabfm.2008.05.070287.

Shore JH. Telepsychiatry: videoconferencing in the delivery of psychiatric care. Am J Psychiat. 
2013;170(3):256–62. https://doi.org/10.1176/appi.ajp.2012.12081064.

Smedley BD, Stith SY, Nelson AR, editors. Unequal treatment: confronting racial and ethnic dis-
parities in health care. Washington, DC: The National Academies Presses; 2002.

Tseng WS, Strelzer J.  Culture and psychotherapy. Washington, DC: American Psychiatric 
Publishing; 2001.

United States Census Bureau. An older and more diverse nation by midcentury; 2008. Retrieved 
from http://www.census.gov/newsroom/releases/archives/population/cb08-123.html. Accessed 
30 July 2020.

United States Census Bureau. Rural Assistance Cen, crit rural sites (2005) Rural Health Information 
Hub, Grand Forks; 2001. Retrieved from https://www.ruralhealthinfo.org. Accessed 30 
July 2020.

Weissman JS, Betancourt J, Campbell EJ, et  al. Resident physicians’ preparedness to provide 
cross-cultural care. JAMA. 2005;294(9):1058–67. https://doi.org/10.1001/jama.294.9.1058.

World Health Organization. Telemedicine opportunities and developments in member states. 
Results of the second global survey on eHealth. Geneva; 2011.

Yellowlees PM, Hilty DM, Mucic D. Global/World wide telehealth: international perspectives of 
telepsychiatry and the future. In: Mucic D, Hilty DM, editors. Key issues in e-mental health. 
New York: Springer; 2016. p. 233–50.

Zalpuri I, Liu H, Stubbe D, et al. A competency-based framework for social media for trainees, 
faculty and others. Acad Psychiatry. 2018;42(6):808–17.

G. Evangelatos et al.

http://www.nami.org/Template.cfm?Section_Fact_Sheets1&Template_/ContentManagement/ContentDisplay.cfm&ContentID_22156
http://www.nami.org/Template.cfm?Section_Fact_Sheets1&Template_/ContentManagement/ContentDisplay.cfm&ContentID_22156
http://www.omhrc.gov/templates/browse.aspx?lvl_2&lvlID_15
http://www.pewinternet.org/~/media//Files/Reports/PIP_HealthOnline.pdf
http://www.pewinternet.org/~/media//Files/Reports/PIP_HealthOnline.pdf
https://doi.org/10.3122/jabfm.2008.05.070287
https://doi.org/10.1176/appi.ajp.2012.12081064
http://www.census.gov/newsroom/releases/archives/population/cb08-123.html
https://www.ruralhealthinfo.org
https://doi.org/10.1001/jama.294.9.1058


139© The Author(s), under exclusive license to Springer Nature Switzerland AG 2022
S. H. Koh et al. (eds.), Diversity in Action, 
https://doi.org/10.1007/978-3-030-85401-0_7
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�Introduction

The relationship between religion and mental health varies by class, gender, reli-
gious denomination, and other factors. The most accurate predictor of religiosity is 
geography. While religious identification is declining in Western Europe and North 
America, it is growing in other regions. In Pew Research Center telephone surveys 
conducted in 2018 and 2019, 65% of American adults described their religious affil-
iation as Christian, which illustrated a 12% decrease over the past decade [1]. 
Meanwhile, the religiously unaffiliated share of the population, including those who 
selected atheist, agnostic or “nothing in particular,” increased to 26% from 17% in 
2009 [1]. It is important to recognize that those who identify as atheist or agnostic 
might still consider themselves to be spiritual. In addition, those that consider them-
selves to be religious might be “culturally religious,” where they participate in the 
traditions of their religion (e.g., Shabbat dinner on Friday), but may not be tradi-
tional “true” believers. In contrast to Western Europe and North America, 84% of 
the world’s population identifies with a religious group [2]. Members of this demo-
graphic are generally younger and produce more children; thus religious identifica-
tion continues growing worldwide.

Until the early nineteenth century, psychiatric disorders were managed and 
treated by religious leaders. A major change occurred when Charcot and Freud 
associated religion with hysteria and neurosis. This created a divide between reli-
gion and psychiatry, which has only started to change in the past few decades. One 
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sign of change was in 1994 when the Diagnostic and Statistical Manual of Mental 
Disorders, fourth edition (DSM-IV) included the V-code of “religious or spiritual 
problems” with the purpose of helping professionals better understand their patient’s 
beliefs and rituals. The current DSM-5 recommends this V-code “category can be 
used when the focus of clinical attention is a religious or spiritual problem. Examples 
include distressing experiences that involve loss or questioning of faith, problems 
associated with conversion to a new faith, or questioning of other spiritual values 
which may not necessarily be related to an organized church or religious institution” 
[3]. Additionally, religious elements may be a symptom of several diagnoses or 
affect how symptoms are interpreted (e.g., hallucinations may be culturally norma-
tive in some religions).

There is wide acceptance that religiosity plays a role in the presentation and 
treatment of psychiatric diagnoses, but how much of a role, and to what degree, 
remains unclear. Religion provides us parameters for what a religious client may 
need in terms of support. Spirituality is more subjective and has no clear guidelines 
for what a patient believes in, how they view mental health, medications, and the 
level of need necessary for support. While these are separate belief domains, they 
often go hand in hand when understanding support needs. If a patient was not reli-
gious before onset of symptoms, do we chalk up the religiosity as a symptom of 
mental illness or treat the person using religion as a protective factor? When is 
religiosity determined to negatively impact mental health functioning, and when is 
it incorporated into treatment planning and positive coping mechanisms? Also, who 
are mental health experts to decide what is hyper-religiosity or not, and if it is dis-
ordering a patient’s life? Culture is decided by the people within it; if someone’s 
religion or spiritual beliefs no longer fit, is that a disorder? Like with all things, there 
is a spectrum that describes the relevance of spirituality and religion in the context 
of a culture. On this spectrum, the majority of individuals linger close to the median 
and have some faith basis or spirituality structure in their lives. Those who flank the 
ends of the spectrum hold religion as a large cornerstone of their daily functioning 
or do not view religion or spirituality as any part of their life. It is essential to find 
out for each individual person their need and level of support.

Even though religious belief is the majority worldwide, physicians in psychiatry 
are much less likely to believe in God or be affiliated with a specific religious orga-
nization [4]. Compared with other physicians, psychiatrists are more likely to be 
without religious affiliation (17% v. 10%), less likely to believe in God (65% v. 
77%), less likely to attend religious services at least twice monthly (29% v. 47%), 
and less likely to rely on God for strength and support (36% v. 49%) [4]. However, 
it would be a gross mistake for mental health providers, including psychiatrists, to 
disregard religion and spirituality when considering treatment because of their per-
sonal biases in this area, given the prominence within patient populations.

Religious beliefs can be associated with both positive and negative psychological 
effects. A negative psychological effect of religious involvement manifests with 
excessive devotion to religious practice that may result in family discord, particu-
larly in areas of sexuality. Speaking broadly, religion places an emphasis on guilt, 
sin, and a disregard for personal individuality and autonomy. Positive psychological 
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effects of religiosity increase with being active in one’s religious organization. 
Positive outcomes include a greater sense of optimism and hope, self-esteem, mean-
ing and purpose in life, increased social support, a decrease in suicidality, and higher 
marital satisfaction [5].

�Background

Religious affiliation creates a shared culture affecting one’s beliefs, practices, rou-
tines, responsibilities, and attitudes. Paul Tillich, one of the most influential theolo-
gians of the twentieth century, stated:

Religion as ultimate concern is the meaning-giving substance of culture, and culture is the 
totality of forms in which the basic concern of religion expresses itself. In abbreviation: 
religion is the substance of culture; culture is the form of religion. Such a consideration 
prevents the establishment of a dualism of religion and culture. Every religious act, not only 
in organized religion, but also in the most intimate movement of the soul, is culturally 
formed [6].

Religion is specific to different geographical cultures, and it does not easily trans-
late between cultures. Even when missionaries convert different regions of the 
world to a different religion, there is variation in the religious practices between the 
converts and the original.

Throughout human history, many cultures have viewed mental illness as a form 
of religious punishment or demonic possession. During the Neolithic Era, primitive 
humans would chip a hole into the skulls of mentally ill individuals to release the 
evil spirits. Ancient Hindu and Punjabi scriptures attribute anxiety and depression, 
in part, to disrespecting the gods. In ancient Mesopotamia, priest-doctors treated 
mentally ill individuals with rituals to drive out evil spirits. In ancient Egyptian, 
Indian, Greek, and Roman writings, mental illness was characterized as a personal 
or religious dilemma. In ancient China, the mentally ill were concealed by their 
families for fear that the community would believe that the affliction was the result 
of immoral behavior by the individual and/or their relatives.

Hippocrates, a Greek physician who is considered the “father of medicine,” was 
the first to attribute the cause of mental illness to natural occurrences in the human 
body, particularly pathology in the brain, rather than supernatural forces. During the 
Middle Ages, mentally ill individuals were believed to be possessed by a demon. 
Conceptions of madness in the Middle Ages in Europe were a mixture of the divine, 
diabolical, magical, and transcendental. Madness was thought to be a punishment 
for sin or a test of faith and character. Hebrews believed that all illness was inflicted 
upon humans by God as punishment for committing sin, and since Hebrew physi-
cians were also the religious leaders, the treatment did not proceed further. Arab 
historic texts contain discussions of mental disorders, where some thought they 
were caused by possession by a djinn (genie), which could be either good or demon-
like. Christian theology endorsed various therapies, including fasting and prayer for 
those estranged from God and exorcism for those possessed by the devil.
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Throughout history and modern times, religion has been profoundly intertwined 
with mental health. Religious preoccupations in obsessive-compulsive disorder 
(OCD), hyper-religiosity in mania, and delusions of omnipotence are all known 
psychiatric symptoms. The very nature of these religious experiences is considered 
pathological. At the same time, religious beliefs and being part of a religious orga-
nization are considered protective when assessing suicide risk factors. Belief in God 
has shown to be comforting to those struggling with anxiety and depression. This 
complicates things, because it is up to mental health providers to decide when the 
client’s religion is pathological, protective, neither, or both. To address this, clini-
cians are encouraged to do the following:

	1.	 Obtain information about patients’ religious and cultural values.
	2.	 Liaison with one or more well-informed members from the same cultural-

religious background.
	3.	 Consider whether religious functioning is problematic.
	4.	 Consider whether religious functioning has been affected by psychopathology.
	5.	 Consider how religion is being used in coping, attending to contextual factors.

�Vignette 1

George is a 22-year-old Filipino American male with no previous psychiatric his-
tory who was referred to an outpatient clinic after initially presenting to the emer-
gency room for missing several weeks of class. George, along with his family, had 
always been very active in the Catholic Church. Religion is a large part of his 
Filipino culture, so he regularly attended youth group and Sunday Mass and 
served as an acolyte. His family participated in daily devotional prayer, and he 
was encouraged to attend confession. George was baptized as an infant and 
attended confirmation preparatory classes. When George entered his teenage 
years, he would occasionally express desire to skip church with his family Sunday 
mornings, stating he would rather relax or study. During George’s third year in 
college, he started reading the Bible nightly. This progressed from a devotional in 
the evening to several hours every day. His family often noticed him in the back-
yard using his rosary. Eventually, his mother heard from their priest  – George 
attended confessional at the cathedral so often that he was missing classes. By 
then, his grades started dropping and his parents insisted that he seek assessment. 
When he finally presented to clinic, a semi-structured interview with George and 
his parents, as well as the Yale-Brown Obsessive Compulsive Scale was adminis-
tered, and he was given a diagnosis of OCD. George was started on sertraline and 
referred for Exposure and Response Prevention (ERP).

This case highlights several important points – often, nonpathological religious 
practices can precede pathology. Along the continuum, when should a mental health 
provider intervene?
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�Culturally Competent Care

The traditional model of culturally competent care is to ask about religion as a 
check box item and to be cued into any typical alerts. For example, if a patient iden-
tifies as Jehovah’s Witness, this alerts the provider to be aware of certain medical 
restrictions, specifically, in regard to blood transfusions. However, more subtle 
nuances of religious and spiritual beliefs hold just as much importance to culturally 
competent care.

When caring for clients, it is important to consider a “person in environment” 
approach. It would not make sense to treat a person in a silo without considering 
their family and societal systems. Clinicians must ask themselves – what is the norm 
for that person’s environment and what do they view as important? As a clinician, it 
is vital to not only speak with the patient but also their family, if possible. Do their 
religious/spiritual practices look similar or different than their family/friend group? 
When determining pathology, this is an important factor to consider. While some-
thing might seem extreme to one person, viewing it in context provides a clearer 
picture. An example of this is the Hasidic Orthodox Jewish population. If, without 
context, you had a patient from this religious group share that they pray multiple 
times a day, before handwashing, meals, when waking up, and when going to bed; 
that they cannot have certain foods touch or eaten at the same meal time, that they 
even have separate sinks, plates, and silverware; and that they must wear their hair 
in a certain way and cannot go in public if part of their head is not covered, this may 
sound like the beginnings of an OCD diagnosis. When considering this person’s 
behavior in the context of their community, it does not seem strange or pathological. 
Instead, they fall within the normal standards set by their religious beliefs and com-
munity. If this same person presented in your office and all these behaviors were 
new onset, they were not part of the Hasidic community; then considering pathol-
ogy would be indicated, especially if these new behaviors were hindering daily 
functioning. In the Jewish population, none of these behaviors are an issue with how 
their community and society function, but if this were one person in a different com-
munity, it could cause alarm.

When meeting with a patient for the first time, it is valuable to collect a compre-
hensive history of not just pathology but their strengths, support systems, coping 
mechanisms, and their outlets of joy. These are essential to understand how they 
view their life. Also, this information lays the groundwork for helping that person 
successfully reenter their life with appropriate supports and tools. Obtaining a com-
prehensive view of a person’s culture lays the foundation for treatment. If they find 
strength in religion, providers can encourage them to connect with an organization 
that aligns with their belief system or assist them to incorporate the religious or 
spiritual components that bring them solace.

Understanding the versatile language used is also important as there are no set 
parameters for the terms “religion” and “spirituality,” or how individuals refer to 
the practices associated with their beliefs. Important information to collect 
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includes learning what a patient calls their belief system, how they refer to a 
higher power, if they use prayer/meditation, and what religious rituals they engage 
in. One client might refer to sitting on the ground in silence with mandala beads 
as meditation, while another might consider that prayer. In a more literal sense, 
language can be a huge barrier when explaining psychiatric illness, treatment, and 
medications. A barrier that becomes extremely difficult when coupled with a reli-
gious undercurrent. A simple translation usually will not provide complete care. 
When explaining a serious mental illness to a patient and their family, it is impor-
tant to have an in-person interpreter who is able to provide cultural context of the 
religion and belief system of that culture in relation to psychiatric illness. 
Understanding the difference between being culturally religious and practicing 
set religious guidelines is an important concept when treating the patient through 
a culturally competent lens. While traditions are important to the fabric of societ-
ies, people who identify with a religion sometimes only do so in a “culturally 
religious” way. For instance, they might decorate a Christmas tree and hide Easter 
eggs for their children, but they do not use religion as a source of support or guid-
ance. Knowing this distinction can help guide treatment, and a clinician, in this 
instance, would be advised to not place significant emphasis on religion when 
discussing resources in the community.

Not every clinician is expected to be an expert on every religion, subgroup, and 
spiritual practice. Therefore, it is important to use one’s network and resources. 
Knowing one’s limitations, or practicing cultural humility, is vital to providing cul-
turally competent care. For example, a psychiatric team had difficulty communicat-
ing the importance of outpatient treatment for a child to the family. The parents did 
not speak English and were devout in their religion. It was not until they found a 
community clinic specific to Southeast Asian families that the parents began to 
engage more in treatment. This community clinic had clinicians who could speak 
multiple languages native to Southeast Asia and had a shared cultural-religious 
foundation. In regard to treating a patient through the cultural lens of religion or 
spirituality, it is necessary to consider how a patient copes and from where a patient 
draws their strength and resiliency. Even when treating a patient with hyper-
religiosity and grandiose thoughts, it is important to not completely disregard these 
in the treatment. Sometimes a symptom of illness is part of the cure. For example, 
if reading scripture provides a person peace but was previously used as an avoidance 
mechanism or became intrusive in their daily functioning, acknowledging the 
importance of this behavior may be helpful to structuring a more balanced life. The 
patient may benefit from incorporating it into their day, after completing a needed 
task, which can provide the patient assurance that their provider views their values 
and beliefs as important. Consulting with a trained member of the clergy, such as a 
hospital chaplain, can help a patient parse out how their belief system fits. Often, 
after a patient in a manic episode or dealing with OCD receives medical treatment, 
their obsessions or delusional thoughts become less intense. The care and acknowl-
edgement they receive about their beliefs are important to the lifelong sustainability 
with treatment of their illness.
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�Vignette 2

Claire is a 12-year-old girl who presented to the hospital for disorganized behavior, 
hyper-religiosity, and self-injurious behavior. Her injuries were not life threatening, 
and they were not done with intent to die. Prior to admission, Claire had a diagnosis 
of attention-deficit/hyperactivity disorder through her school, but she never received 
psychiatric treatment or medication. She was a typically developing preteen enrolled 
in a public school in an upper middle-class neighborhood. Claire had a group of 
friends at school, performed average academically, and attended a youth group at 
her church. The most recent and pertinent stressor was that her parents separated 
and lived in different homes. Claire was splitting time evenly between the two 
households, but due to proximity to her school, she spent most nights at her father’s 
house. Claire’s parent brought her to the hospital due to her lack of interest in sleep-
ing, eating, or caring for basic activities of daily living (ADLs). At home, she would 
climb onto the roof and shout down to cars and passersby religious statements such 
as “Jesus loves you. Jesus saves.” Her parents shared that while the family attended 
church weekly, they were not extremely religious and never used the phrases the 
patient shouted. Claire made signs with similar messages to give to people in the 
neighborhood and to decorate her room. She would shout from her bedroom win-
dow day and night resulting in neighbors filing multiple police reports. This behav-
ior was consistent across both parental households, and she stopped attending 
school several weeks prior to admission.

While in the hospital psychiatric unit, she continued with her erratic behavior, 
making signs and laying them out in her room in a pattern that could not be dis-
turbed. If the pattern was not “correct,” she claimed “the devil would attack” and 
everyone “would go to hell.” Any disruptions to her drawings, signs, and shouting 
statements caused her distress and concern that the devil would hurt her family and 
that Jesus would be mad at her. The hospital chaplain met with her in an effort to 
provide context and comfort, but she was unable to engage productively. She asked 
insightful questions, but she did not believe the responses if they contradicted her 
own beliefs. Claire continued to sleep poorly, poor food intake, and needed assis-
tance in completing ADLs in the hospital. Due to Claire’s age, staff not only needed 
parents’ permission to medicate but also wanted Claire to assent. Claire’s assent was 
important because without her willingness the likelihood of medication compliance 
outside of the hospital would be low. After initial discussions, the patient agreed and 
was started on fluvoxamine to treat her OCD. With medication, better sleep, and 
ERP therapy, Claire was able to improve her daily functioning and was discharged 
after 10 days. She was still religiously occupied, but it became a source of comfort 
instead of a compulsion causing distress.

This case required family input to obtain background information on religious 
and spiritual needs. The hospital chaplain added the element that the patient is her 
own autonomous person and her beliefs are valued by the medical staff. While reli-
giosity was a symptom of her OCD, it was also used as part of her treatment to 
distinguish between shared beliefs and her own obsessions and compulsions.
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�Training and Education

The first step in evaluating patients is simply obtaining information. As much as 
possible, the practitioner should maintain a neutral and accepting viewpoint. 
Consider starting with questions such as the following:

•	 Are you a member of a religious community?
–– If yes, follow-up questions include:

How active are you?
Do you receive support there?
How does this community feel about your psychiatric treatment?

–– If no, follow-up question:
Do you have any spiritual beliefs that have shaped your experience?

•	 Are there religious or spiritual beliefs in your family (even if this is not your 
personal belief)?

It is important to demonstrate respect for the patient’s religious or spiritual beliefs, 
avoid abrupt transitions from inquiry to support, and adopt a respectful and but 
neutral position. Even bizarre or clearly pathological religious beliefs should be 
handled with respect and providers should attempt to understand them. If beliefs do 
not appear obviously pathological and appear to facilitate coping, then the clinician 
should consider supporting them. It may be necessary to gently challenge beliefs 
that are used defensively to avoid making important life changes or attitudinal 
shifts. If providers assess that certain beliefs should be challenged, a therapeutic 
alliance is critical. Providers should consult the patient’s clergy, if the patient agrees, 
before challenging beliefs, and discuss why certain aspects appear to be pathologic. 
Prayer should only be done if the patient initiates a request for it, the psychiatrist 
feels comfortable doing so, and the religious backgrounds of patient and psychia-
trist are similar.

Problems of religion and mental illness may exist together or separately. There 
are three different types of religious problems that could involve mental health issues:

	1.	 A religious problem with no other psychopathology – for instance, an individual 
who is anxious about their ability to tithe or volunteer at their religious organiza-
tion. In this case, the appropriate intervention would be seeking counsel within 
their religious organization.

	2.	 Parallel religious and mental health problems – for instance, an individual who 
struggles to maintain their faith after a trauma but also meets criteria for post-
traumatic stress disorder (PTSD). In this case, individuals should work concur-
rently with a mental health practitioner and a religious leader.

	3.	 Religious problems stemming from psychopathology  – for example, an indi-
vidual who seeks confession hourly due to compulsive behaviors associated with 
OCD – in these cases, providers should focus predominantly on mental health 
treatment.
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When religious issues originate from a mental illness, providers should use a semi-
structured interview along with the DSM-5 to determine the appropriate diagnosis. It is 
important to assess adaptive functioning (preceding and following the religious experi-
ence), determine whether symptoms are acute or chronic, maintain a level of openness 
to exploring spiritual experiences, compare idiosyncratic behavior and beliefs to norma-
tive practices in religious/spiritual community (e.g., speaking in tongues, hearing the 
voice of God), and recognize that psychopathology is often characterized by greater 
intensity, terror, and decompensation than genuine spiritual experiences. Questions a 
clinician can ask themselves to lead to the appropriate differential include:

	1.	 Do current behaviors/practices exceed religious injunctions?
	2.	 Does client overemphasize certain practices or beliefs and neglect others?
	3.	 Do beliefs and practices promote wholeness, relatedness, and full humanness?

�Disorder Specific Considerations

There are several disorder specific considerations when examining the relationship 
between pathology and religious and/or spiritual beliefs. Studying this topic pres-
ents with many challenges. First, because religious beliefs cannot be randomly 
assigned to people, research studies are primarily observational and correlational 
and cannot assume causality. Additionally, determining the amount of religiosity is 
subjective and self-reported. There are limited quality assessments to measure these 
concepts and lack of standardization across the field. Furthermore, an individual 
often has changes in the strength of their religious beliefs throughout their life and 
periods of increased or decreased involvement within a religious organization and/
or community. Individuals that identify or associate with an organized religion have 
been studied significantly more than those that identify as being spiritual. Therefore, 
while several studies demonstrate an association between religious or spiritual 
beliefs and mental health, there are no causal studies, conclusions may be unreli-
able, findings are nuanced, and studies must be interpreted with these limitations 
in mind.

�Substance Use Disorders

Given that most religions actively discourage the use of substances, it is unsurpris-
ing that studies generally indicate negative associations between substance abuse 
and religious involvement. In a review of 134 studies that examined the relation-
ships between religious involvement and substance abuse, 90% found less substance 
abuse among the more religious [7].

The majority (nearly 75%) of substance abuse treatment centers use a 12-step 
model, which involves a religious component. Alcoholics Anonymous (AA) origi-
nated the idea for the 12-step model in 1938, when founder Bill Wilson wrote out 
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the ideas that developed through his experience with alcoholism and other alcohol-
ics. He wrote about the positive effects experienced when people struggling with 
alcoholism shared their stories with one another. Even though success rates in treat-
ing substance abuse disorders are low, 12-step programs are more successful than 
other models. Within the 12 steps, God or a “power greater than ourselves” is men-
tioned numerous times [8].

Many outpatient and residential substance use treatment programs may incorpo-
rate religious elements, such as required attendance of a 12-step program. It is criti-
cal to first ask in a neutral and direct manner what the patient’s underlying belief 
system is. When a provider encounters someone resistant to the concept of God or 
a higher power (for whatever reason), it is important to underline that “God” is a 
loose term used to represent anything greater than the alcoholic or addict as an indi-
vidual. Additionally, patients should be made aware of other evidence-based nonre-
ligious support groups, such as Self-Management and Recovery Training (SMART 
Recovery). Asking about patient’s religious beliefs can help inform treatment, prime 
patient’s for appropriate expectations, and utilize religion as a source of strength, 
support, and resources.

�Psychotic Disorders

In hospital settings, one of the hallmark questions to screen for psychotic symptoms 
is, “Do you hear or see things that other people don’t?” If a patient reports that they 
hear voices when nobody is present, this may indicate the use of an antipsychotic 
medication. However, certain religious followers pray in order to hear God’s voice 
talking to them. They believe they can hear God, speak directly to God, and this is 
shared with other members of their religious belief system.

Numerous studies have tried differentiating between schizophrenic or delusional 
thoughts and religious beliefs. Studies found that there are specific qualities to the 
visions, voices, and delusions of the psychiatrically ill, even before the onset of the 
illness [9]. Even when the content of their hallucinations may be influenced by reli-
gious ideas or cultural variability, specific qualities including intensity, lack of con-
trollability, and unpleasantness, are more likely to be the result of a psychotic 
process rather than a religious one.

When psychosis follows a religious experience, the psychosis is more likely to 
be associated with a mood disorder (e.g., mania) rather than schizophrenia. 
Moreover, it is likely that the person was a vulnerable individual, with a past history 
of either psychosis or a premorbid personality. Studies that evaluated the themes of 
various religious/spiritual delusions report that the most common themes are of 
persecution by malevolent spirits, being controlled or influenced by spirits, and 
delusions of grandiosity where the individual feels they are a prophet [10]. Studies 
also suggest that religious delusions are held with more conviction and pervasive-
ness than other delusions [9].

Interestingly, the prevalence of religious delusions and hallucinations in patients 
with schizophrenia varies from country to country. One study reported a higher 
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incidence of religious delusions among schizophrenic patients in predominantly 
Christian countries than in other populations [11]. Cross-cultural studies that com-
pared people from different ethnic backgrounds suggest, in case of paranoid delu-
sions, Christian patients more often report persecutors to be supernatural beings, 
compared to Muslim and Buddhist patients [11]. The authors posited this may be 
due to Christianity being more focused on guilt and forgiveness of sins [11].

�Trauma- and Stress or-Related Disorders

Extant literature related to the interaction of religious/spiritual beliefs and trauma- 
and stress or-related disorders is minimal and with mixed findings. Although some 
studies found that religion is positively associated with the ability to cope with 
trauma and may deepen one’s religious experience, other studies found that religion 
has little or negative effects on symptoms of PTSD [12]. One possible explanation 
for this is that a traumatic event can affect a person’s core beliefs and alter their 
relationship to religion. Potentially moral injurious events can cause psychological 
distress and completely restructure a person’s moral framework [13]. This would 
differ from person to person as the criteria of an event qualifying as morally injuri-
ous is determined by a person’s value structure.

�Anxiety Disorders

Some studies have examined the relationships between religiosity and specific anxi-
ety disorders such as OCD and generalized anxiety disorder. Contrary to the views 
of Freud, who saw Western religion as a form of universal obsessional neurosis, 
empirical evidence suggests that religion is associated with higher levels of self-
reported obsessive-compulsive personality traits, but not with higher levels of OCD 
symptomatology compared to the nonreligious [14]. Religion may encourage peo-
ple to be scrupulous, but not to an obsessional extent.

The association between anxiety disorders and religious involvement appears to 
be complex. In a comprehensive review of the relationship between religion and 
generalized anxiety in 7 clinical trials and 69 observational studies, Koenig and col-
leagues found that half of these studies demonstrated lower levels of anxiety among 
more religious people, 17 studies reported no association, 7 reported mixed results, 
and 10 suggested increased anxiety among the more religious [7]. This suggests the 
need for a more individualized approach in assessing the role of religion on a 
patient’s anxiety symptoms.

A number of pathways have been discussed in the literature through which reli-
gion/spirituality may buffer against depressive and anxious symptomatology, 
including decreased substance use/abuse, increased support, and emphasis of posi-
tive emotions, such as altruism, gratitude, and forgiveness [15, 16]. In addition, 
religion generally promotes a positive worldview, answers some of the why ques-
tions, promotes meaning, can discourage maladaptive coping, and promotes 
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thinking outside oneself [16]. On the other hand, those who question their beliefs or 
tend to be more prone to guilt, scrupulosity, and following moral rules might show 
an increase in anxiety symptoms [17].

�Mood Disorders

For individuals that find comfort in their religious belief system, rates of depression 
are often lower. As meta-analysis by Koening and colleagues showed in 93 observa-
tional studies, two-thirds found lower rates of depressive symptomatology and diag-
noses in people who identified as more religious [7]. In 34 studies that did not find 
this inverse relationship, 30 found no association, and 4 reported that being reli-
gious was associated with more depression [7]. Additional longitudinal research 
suggests that greater self-reported religiousness predicts more mild symptoms of 
depression and faster remission at follow-up [7]. Smith and colleagues conducted a 
meta-analysis of 31 studies that provided spiritual and religious adaptations to 
group psychotherapies noting a medium effect size (d  =  0.56) [18]. This meta-
analysis concluded that spiritually oriented psychotherapy may be beneficial to 
individuals with primary diagnosis of depression, anxiety, and adjustment disor-
ders [18].

However, religious beliefs and variables are not always related to better mental 
health outcomes. Some studies have found inverse relationships between depression 
and religious identification [7]. Factors such as denomination, race, sex, and types 
of religious coping may affect the relationship between religion or spirituality and 
depression. Negative religious coping (e.g., being angry with God, feeling let 
down), endorsing negative support from the religious community, and loss of faith 
correlate with higher depression scores [19]. In general, people of Jewish descent, 
Pentecostals, and those with no affiliation report higher rates of depression than 
other religious groups [20]. Higher rates of depression in people of Jewish descent, 
particularly those who are not actively religious, have been documented in both 
cross-sectional and longitudinal studies [20]. A variety of factors may explain why 
people of Jewish descent at least appear to be at higher risk, including that they may 
be more likely to report depressive symptoms and seek help from mental health 
professionals. Depression rates appear highest in Jewish people of Eastern European 
descent, and there has long been speculation that genetic factors may contribute to 
depression among Ashkenazi Jews [20]. Higher rates of depression in Pentecostals 
may be due to people with emotional problems self-selecting themselves into 
Pentecostal groups because of the latter’s strong focus on overcoming emotional 
problems (e.g., many uplifting hymns, strong emphasis on socialization, and posi-
tive content of sermons) [20]. Another reason may be the emphasis placed on evan-
gelism by Pentecostals, leading to drawing of members from lower socioeconomic 
groups that may be at higher risk for depression and other mental illnesses [21].

Depression is important to treat not just because of the emotional distress but 
also because of the increased risk of suicide. Since religious involvement is often 
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associated with less depression, less anger and hostility, lower rates of substance 
abuse, greater social support, and better coping with stress, it should not be surpris-
ing that religion is also related to less suicide [22]. Furthermore, most religions of 
the world condemn suicide. A systematic review of this literature, presented in the 
2001 and 2012 editions of Handbook of Religion and Health, identified 141 studies 
that examined the relationship between religiosity and completed suicides, attempted 
suicides, or attitudes toward suicide [12]. Of those, 106 studies (75%) found an 
inverse relationship between the 2 factors, and only 4 studies (<3%) found more 
suicide attempts, completed suicide, or positive attitudes toward suicide among 
people with more religious or spiritual involvement [12].

�Recommendations

The essential components for mental health practitioners considering religious 
issues in diagnosis and treatment are to:

	1.	 Obtain information about patients’ religious and cultural values.
	2.	 Liaison with one or more well-informed people from the same cultural-religious 

background.
	3.	 Consider whether religious functioning is problematic.
	4.	 Consider whether religious functioning has been affected by other 

psychopathology.
	5.	 Consider how religion is used in coping, with emphasis placed on contextual 

factors.
	6.	 Help patients clarify how their religious beliefs and practices influence the 

course of illness. Refrain from giving religious advice. Whatever one’s religious 
background, the professional’s moral stance should be neutral, with no attempt 
to manipulate the patient’s beliefs. Clinicians must be aware of how their own 
religious beliefs affect the therapy process. Direct religious intervention, such as 
the use of prayer, remains controversial.

	7.	 Remain alert to the need for religious sensitivity and the need to become edu-
cated about specific beliefs and practices. At times, patients’ religious views may 
conflict with medical/psychotherapeutic treatment, and clinicians must endeavor 
to understand the patient’s worldview and, if necessary, consult with clergy or 
religious leaders. It may be appropriate to involve members of the religious com-
munity to provide support and to facilitate rehabilitation.

	8.	 Religion or spirituality may have therapeutic implications for mental health. 
Randomized-controlled trials indicate that religious interventions (e.g., spiritual 
meditation, pastoral services) among religious patients enhance recovery from 
anxiety, substance use, and mood symptoms [23]. Psychoeducational groups 
that focus on spirituality can lead to greater understanding of problems, feelings, 
and spiritual aspects of life [24].
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�Conclusion

In order to treat patients through a culturally competent lens, it is important to 
examine all aspects of their life, including religious and spiritual beliefs. This is 
an individualized and personal experience, so asking background questions, gain-
ing insight into belief systems, and appreciating the role it plays in a patient’s 
world are important. Mental illness is heavily influenced by a person’s under-
standing of how they exist in the world and their relationship to the importance of 
human life. While religion can often provide comfort to those experiencing 
depression and be a protective factor against suicide, it can also cause internal 
turmoil to those who are concerned their actions are sinful or become a preoccu-
pation or part of a delusion. Throughout history mental illness and religion were 
linked, including beliefs that mentally unwell were possessed by demons, dis-
pleased a higher power, or not on the virtuous path. Even now, religious problems 
may present with psychiatric disorders such as psychosis, OCD, and mania or 
independent of them. Treatment historically focused on religious healing. With 
the Western medicine movement, we now look to different methods of treatment, 
including pharmacological approaches. However, within the medical model, it is 
still crucial to address the religious undercurrent. It is often important for mental 
health professionals to consult religious leaders to gain further insight into protec-
tive or maladaptive aspects of religious beliefs and assess functioning and the 
context in which it presents. Even when a religious preoccupation presents as a 
psychiatric symptom, gaining insight into the importance and specific benefits 
may help with treatment planning and coping. It is important to assess adaptive 
functioning so that the clinician can understand when a client is using maladaptive 
coping skills. Obtaining history that determines religious involvement predating 
psychiatric symptoms can provide diagnostic clarification and provide a path 
toward treatment. Distinguishing whether religious focus is symptomatic or pro-
tective (or neither) is essential, but it is also important to remember that even 
when religiosity is attributed to psychopathology, it may be incorporated into 
treatment.

�Summary of High-Yield Points

•	 Throughout human history, many cultures have viewed mental illness as a form 
of religious punishment or demonic possession.

•	 Although religious identification is increasing worldwide, it is declining in 
Western Europe and North America and is lower in psychiatrists than other types 
of physicians [2, 4].

•	 It is important to obtain a religious and spiritual history of each patient, including 
understanding how religion and spirituality fits into their life, if at all, where they 
gain support and strength, the cultural and community context of their environ-
ment, and identified resources and supports in the community.
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•	 Mental health professionals may consider liaising with one or more well-
informed people from the same cultural-religious background, or religious lead-
ers, to better understand and support their patient.

•	 Religious themes are a symptom in many psychiatric disorders. For example, 
loss of faith is common in depression and PTSD, religious preoccupations or 
compulsions may be part of an anxiety disorder, and grandiose or delusional 
religious beliefs may be symptoms of bipolar or psychotic disorders [3].

•	 Overall, most studies have found religious and spiritual identification to be asso-
ciated with positive mental health outcomes including lower rates of suicidal 
behaviors, substance abuse, and depression and greater social support, optimism, 
and meaning and purpose in life [5, 23].

•	 When distinguishing between pathological or nonpathological religious experi-
ences consider adaptive functioning preceding and following the religious expe-
rience, determine whether symptoms are acute or chronic, maintain a level of 
openness to exploring spiritual experiences, compare idiosyncratic behavior and 
beliefs to normative practices in religious/spiritual community (e.g., speaking in 
tongues, hearing the voice of God), and recognize that psychopathology is often 
characterized by greater intensity, terror, and decompensation than genuine spiri-
tual experiences.
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Biculturalism: The Case of Two North 
American Neighbors

Bernardo Ng and Nancy Catherine Colimon-Ardila

I will build a great wall—and nobody builds walls better than me, believe me—and I’ll build 
them very inexpensively. I will build a great, great wall on our southern border, and I will 
make Mexico pay for that wall. Mark my words. Donald J. Trump, President of the United 
States of America, 2016–2020

The closeness between the United States and Mexico is more than just a relationship 
between two governments. Enrique Peña Nieto, President of the United States of Mexico, 
2012–2018

�Introduction

According to the Merriam-Webster dictionary, the noun biculturalism and the adjec-
tive bicultural are defined as relating to, or including, two distinct cultures [1]. The 
cultural aspects of “two neighbors” are presented in this chapter. The neighbors are 
the United States and the United Mexican States, as per their proper political names; 
for purposes of this chapter, they  are referred to as the United States (US)  and 
Mexico, their more commonly used names.
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Territories once occupied by Spain, France, and Great Britain turned into a land 
shared by two countries that have grown next to each other for centuries. Despite 
their differences in geographical extension, population size, official language, and 
economic power, they maintain a vibrant interaction in cultural and commercial 
trade and a bidirectional flow of people and goods. This interaction is so robust that 
the culture of people growing up in either country is greatly influenced by the cul-
ture of the other country. This chapter addresses the concept of biculturalism and 
how it influences the manifestation and prognosis of mental illness, based on mod-
els proposed by Cohen [2] and by Chen and Padilla [3]. Relevant issues such as 
self-esteem, prosocial behavior, religion, socioeconomic status, and region of the 
country are covered [2–4]. The chapter starts with a historical review from the fif-
teenth to the twentieth century focused on events that illustrate the beginning of the 
relationship between these two countries, with differences and similarities, and the 
subsequent impact on their cultural foundations. The next part of the chapter 
recounts specific historical events, where the American and the Mexican cultures 
have interacted, followed by the migration phenomena, and the neighbors’ border 
region. Then, sociocultural models of biculturalism and illuminating clinical 
vignettes are presented. The chapter closes with clinical recommendations, a sum-
mary of high yield points, and comments regarding how biculturalism is likely to 
prevail and flourish in the relationship of these two neighboring countries.

�Background

�Biculturalism in the Context of Culture

Biculturalism embodies the degree to which individuals internalize relationships, 
attitudes, behaviors, and values from two cultural systems and develop the compe-
tence needed to successfully respond to demands from both. It incorporates the 
ability to simultaneously navigate and integrate inherited and host cultural domains, 
and it is therefore expected to be beneficial for behavioral adjustment and mental 
health outcomes [5]. Biculturalism is not only applicable to immigrants and chil-
dren of immigrants but also may apply to individuals who live in a region shared by 
two different cultures.

Biculturalism predates the concepts of multiculturalism, which can be defined as 
ethnic or cultural pluralism. When two or more cultures are prevalent in a region, set-
ting, family, or individual, there is often a combination of contention and balance 
between the two. The relationship between the majority and minority culture plays a 
role in identification and adoption of cultural practices. Acculturation refers to assimi-
lation into a dominant or prevailing culture. Differences in acculturation are often seen 
in first-generation immigrants compared to second-generation immigrants. 
Additionally, specific behaviors can be classified into three categories: monocultural-
ism, blended or fused biculturalism, and alternating biculturalism. Fusion, or blended 
biculturalism, integrates both cultures, while alternating biculturalism describes an 
individual shifting behaviors between the two cultures depending on context.
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�Historical Significance Between the Two Countries

This section is a non-comprehensive description highlighting events and historical 
context that pertains to the relationship between the two countries. The section will 
give some historical and cross-cultural context in working with patients identifying 
as bicultural.

Numerous indigenous civilizations that emigrated from Asia once occupied US 
and Mexico land. These groups were distributed throughout the American conti-
nent, with different forms of societal and governmental organization, until they 
were “discovered” by Christopher Columbus in 1492. Within decades of this news 
reaching Europe, fierce colonization took place with Spain, Netherlands, France, 
Denmark, and Great Britain occupying these territories through the sixteenth cen-
tury. By the early seventeenth century, Spain occupied all of Mexico and most of the 
western half of the United States, while Great Britain, and France occupied the rest 
of the US territory [6, 7].
	I.	 The United States

In 1776 the United States declared its independence from Great Britain, engag-
ing in military combat until the Treaty of Paris was signed in 1783. The new nation 
gained quick recognition of its emancipation throughout the western world. At the 
time, the United States occupied most of the eastern seaboard, up to the Mississippi 
River. The United States had an established economic system that rapidly adapted 
to its new life as a free nation and went through a phase of military strengthening 
and territorial expansionism during the first half of the nineteenth century. Under 
the Monroe doctrine, aiming to avoid additional interventions from Europe, the 
United States expanded in all directions until modern borders with Canada and 
Mexico were defined.

From 1861 to 1865, under the presidency of Abraham Lincoln, the United States 
engaged in the Civil War. During these years, the United States was at risk of sepa-
rating into two nations. Yet, the war kept the Union together and slavery was abol-
ished. During the rest of the nineteenth century, the United States became a key 
player in the Industrial Revolution. The country’s economic strength was repre-
sented by iconic figures such as financier John P.  Morgan, oil magnate John 
D. Rockefeller, and steelmaker Andrew Carnegie. The beginning of the twentieth 
century was one of economic growth until the stock market crashed in 1929. The 
first decades of the century are considered “progressive” movements: women were 
allowed to vote, labor unions grew stronger, the Federal Reserve was created, and 
the Panama Canal was built.

After the recovery from the 1929 economic crash, the United States successfully 
went through the First and Second World Wars and in 1946 was one of the protago-
nists of the Cold War era. The dominant themes at the time were preventing com-
munism throughout the American continent, enhancing civil rights, and the 
technological arms race. By the end of this century, the New York Stock Exchange 
prevailed as the financial leader in the world, and free trade became the name of the 
game [6, 8].
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	II.	 Mexico

In 1810, Mexico declared its independence from Spain and engaged in military 
combat until the Treaty of Cordoba was signed in 1821. Various factors prevented 
Mexico from entering a path of societal and economic growth. Civil unrest contin-
ued with persistent conflict and armed outbreaks between conservatives and liber-
als. Economic progress was hindered by persistent financial demands from the 
Vatican and other European countries. Two foreign interventions occurred during 
this century, one from the United States and one from France. The former came with 
the loss of half its territory, and the latter with the imposition of an Emperor, who 
was defeated in 1867 by Mexican army general Porfirio Diaz.

Diaz was elected president in 1876, and while he allegedly worked to have 
Mexico join the Industrial Revolution, the country started the twentieth century in a 
serious state of poverty and inequality, unable to transition to democracy. Under 
those circumstances, an insurgent military action, known as the Mexican Revolution, 
emerged in 1910 causing Diaz’s resignation and ending in 1922. Despite the newly 
instituted postrevolutionary government, it took decades to transition from a mili-
tary government to a civil government. The dominant themes during this time 
focused on attaining a military loyal to its president, a fair distribution of agricul-
tural land, public education, and the diplomatic relationship with the United States 
and the Vatican. The relationship with the Vatican was so delicate that a war broke 
from 1926 through 1929, known as the “Mexican Crusade” [7].

By 1935 labor unions propagated. In 1938 came the expropriation of power and 
oil and aggressive distribution of farming land, including the distribution of land 
owned by Americans in Mexico. The rest of the twentieth century was controlled by 
political figures of one political party, whose dominance ended in 1994 after the 
assassination of their presidential candidate. Also, in 1994, Mexico joined the North 
American Free Trade Agreement (NAFTA), which is further explained below. 
While the nation’s economic growth varied throughout the years, poverty and socio-
economic inequality persisted [6, 7].

	III.	 Shared Historical Events

	(a)	 Guadalupe-Hidalgo treaty (1848)
Mexico’s economic and political instability during the nineteenth century pre-

vented its government from properly controlling its borders. In 1836, the state of 
Texas separated from Mexico, gained recognition by Great Britain in 1841, and 
soon after joined the United States. In 1845, the United States declared war on 
Mexico under the presidency of James Polk. As a result of this war, the Treaty of 
Guadalupe-Hidalgo was signed in 1848, and the territory from Texas to California, 
up to the Canadian border, became part of the United States [6, 7].

	(b)	 California Gold Rush (1849)

In 1848, there were slightly over 157,000 people in California (31st state of the 
Union), of which 150,000 were Native Americans, 6500 of Spanish and/or 
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Mexican descent known as “Californios,” and fewer than 800 were non-Native 
Americans. By the mid-1850s, there were over 300,000 arrivals due to the Gold 
Rush, including Americans, Mexicans, Chinese, and other Latin Americans. 
Violence against “foreign miners,” including Mexicans, erupted. Beatings, rapes, 
and murders became common, even against Mexican-Americans, due to their phe-
notype [9, 10].

	(c)	 French invasion to Mexico (1861–1865)

In 1861, due to Mexico’s persistent political uncertainty, Spain, France, and 
Great Britain sent troops to secure their existing financial interests. Negotiations 
were successful with Spain and Great Britain followed by the removal of their 
troops, but not with France. In 1862, Napoleon III invaded Mexico, and in 1864 
declared the Austrian Archduke Maximiliano of Hesburgh as the new Emperor of 
Mexico. A year later, US President Andrew Johnson revived the Monroe doctrine, 
and France ceased its military support to continue occupying Mexico. Nonetheless, 
Emperor Maximiliano remained in Mexico to defend his position until he was cap-
tured, judged, and executed in 1867 [6–8].

	(d)	 The 18th Amendment of the US Constitution prohibiting the production, trans-
portation, and sale of intoxicating beverages (1919–1933)

While the 1920s marked a violent and dry period in many regions of the United 
States, it was an era of prosperity in various Mexican cities near the US border. The 
industries of food, beverages, and entertainment flourished, with US celebrities and 
wealthy citizens traveling to spend days to weeks at a time in a country where alco-
hol and gambling were legal [11]. A cultural residue of that bloodstained era in the 
US persists now with the so-called spring breakers, when American college students 
spend their spring break in Mexico, frequently at a beach destination (e.g., Cancún, 
Puerto Vallarta, Los Cabos), where music, alcohol, and drugs are readily available. 
Spring break currently marks the beginning of the high tourist season at many of 
these destinations. In 2018, 39% of all Americans traveling internationally went to 
Mexico [12]. In the border cities, this activity occurs nearly all weekends or holi-
days throughout the year. High school graduates can drink at the age of 18  in 
Mexico, which is three years earlier than the legal drinking age in the United 
States [13].

	(e)	 Mexican Repatriation (1929–1936)

Mass deportation of Mexicans and Mexican-Americans from the United States 
to Mexico, known as the era of Mexican Repatriation, started after the 1929 finan-
cial crash. It has been suggested that an anti-Mexican sentiment began before 1929. 
The sense of despair plaguing the United States during the financial crisis created a 
desire for a convenient scapegoat, and they found it in the Mexican community. It is 
estimated that nearly two million children and adults were deported, of which 60% 
were birthright US citizens. Given that the identification of those to be reported was 
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by their phenotype, some scholars consider this historical event a process of ethnic 
cleansing [14, 15].

	(f)	 Inter-American Conference on Problems of War and Peace (1945)

Soon after WWII, Mexico was the host of an international meeting with 20 
nations, including the United States and most of the Latin American countries. The 
original goal was to develop a unified front toward the upcoming international order. 
It was one of the first manifestations of the United States and Mexico working 
together toward the same goals within the continent. Mexico would take advantage 
of its natural geopolitical position, as a bridge between the Anglo and the Hispanic 
sides of the continent [7].

	(g)	 North American Free Trade Agreement (1994)

The North American Free Trade Agreement (NAFTA) has been in effect since 
1994. It was signed by President George H. W. Bush in 1992, approved by Congress 
in 1993, and implemented into law by President William J. Clinton on December 8, 
1993. While the United States and Canada had a free trade agreement since 1989, 
the uniqueness of this trilateral agreement was that it involved the participation of 
two developed countries and one developing country. Mexican President Carlos 
Salinas de Gortari illustrated this novelty during a conference at Stanford University, 
stating:

We want trade, not aid, to generate more employment-- free trade… We do not want to see 
the century come to an end and find that new (international) arrangements have been made 
without us. [16]

Nationalists with protectionist views on both sides of the border predicted risks of 
each countries’ sovereignty. Nonetheless, US trade with its NAFTA partners has 
more than tripled since the agreement took effect. It has increased more rapidly than 
trade with the rest of the world. Since 1993, US trade with Mexico grew faster than 
trade with Canada or with non-NAFTA countries. In 2011, trilateral trade among 
NAFTA partners reached the $1.0 trillion threshold. In 2016, Canada was the lead-
ing market for US exports, while Mexico ranked second. The two countries 
accounted for 34% of total US exports in 2016. In imports, Canada and Mexico 
ranked second and third, respectively, as suppliers of US imports in 2016. The two 
countries accounted for 26% of US imports. American businesses such as Walmart 
and Ford set shop in Mexico. At the same time, Mexican entrepreneurs acquired or 
started new businesses in the United States and created nearly 3,000,000 US jobs 
(e.g., Bimbo Bakery) by 2018 [17, 18]. NAFTA critics have highlighted that neither 
working conditions in Mexico have improved, nor has the economic gap between 
the United States and Mexico decreased as expected. While the debate continues 
regarding the met and unmet goals of this agreement, NAFTA has promoted bicul-
turalism [18].

B. Ng and N. C. Colimon-Ardila



161

	(h)	 War on drugs (1970–2019)

The war on drugs has been lengthy and bloody; it has both allowed the countries 
to work together, as well as exhibit their corruptible potential. At one point, Mexico 
was identified as the biggest producer, and the United States the biggest consumer, 
of illegal drugs [19]. The turn of the twenty-first century marked one of the bloodi-
est periods in Mexico. A long list of drug cartels fought for the hegemonic control 
of the market that was eventually seized by the Sinaloa Cartel, led by the famous “El 
Chapo Guzman” [19]. During the most violent phase of this era, the US Department 
of State started to “certify” or “decertify” Mexico as a warning for Americans when 
considering travel to Mexico. As reasonable as this measure was for the regular citi-
zen, it was also controversial as most of the cartels illegally purchased their guns 
from the United States. The most painful part of this era has been the number of 
civilian casualties [20–22]. In the last decade, two events brought this war to an 
apparent pause. First, the decriminalization of the recreational use of marijuana in 
California and ten other states decreased the demand for marijuana from Mexico 
[23]. Second is the ultimate incarceration of “El Chapo,” who escaped two out of the 
three times he was captured and held in maximum-security prisons in Mexico. On 
his third apprehension, he was extradited to the United States where he has been 
judged and sentenced to life in prison, plus 30 years at the nation’s most secure 
supermax prison [19]. The latest news of this war is the detention of the former 
Mexican Secretary of Public Security in 2019 for accepting millions of dollars in 
bribes from the Sinaloa Cartel [24].

	(i)	 The United States-Mexico-Canada Agreement (2018)

The United States-Mexico-Canada Agreement (USMCA), an updated and mod-
ernized NAFTA agreement, was signed by presidents Donald Trump from the 
United States, Enrique Peña Nieto from Mexico, and Prime Minister Justin Trudeau 
from Canada between 2018 and 2019 and is expected to be implemented in 2020. 
We have yet to see the agreement’s effects on the economies of the three partners 
and the impact on the biculturalism between Mexicans and Americans [25].

	IV.	 Migration between the United States and Mexico (twentieth to twenty-first 
century)

From 1942 to 1964, a series of bilateral agreements between Mexico and the 
United States, known as the “Bracero Program,” allowed millions of Mexican men 
to travel to and work in 24 of the US states under primarily agricultural labor con-
tracts. Around 4.6 million contracts were signed, with many individuals signing 
multiple contracts, making it the largest US contract labor program in history. 
Outside of this program, Americans and Mexicans have migrated in both directions, 
both legally and illegally, through the rest of the twentieth and the beginning of the 
twenty-first century [26].
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Beyond the Bracero Program, economics continued to be the main driver for 
migrations. Young Mexicans, usually men, migrated to the United States look-
ing for better wages and in an effort to avoid the poor working conditions in 
Mexico. This is mostly represented by unskilled workers in farming and hard 
labor. These migrants typically settled in western US states such as California, 
Arizona, Nevada, Oregon, and New Mexico. Yet, migrants have located as far 
from the border as Ohio, New Jersey, and Illinois. It has been reported that in 
the last two decades, a shift to more skilled workers has occurred [18]. There 
are also very affluent Mexicans who own a “second home” in the United States 
so their children can attend world-renowned schools and enjoy a safer environ-
ment. The main destinations of these migrants include cities like Houston, Los 
Angeles, and Miami [27, 28]. In contrast, most Americans that migrate to 
Mexico are retirees who are on a fixed income and cannot find the appropriate 
conditions to live comfortably in the United States anymore. Those that migrate 
to Mexico find better economic opportunities while enjoying privileged 
weather. Others experience favorable circumstances to start new business 
enterprises in a safe environment. The main settlements are by the Pacific 
Ocean, in the states of Baja California (Ensenada) and Baja California Sur (Los 
Cabos). Other areas chosen by those with better economic conditions are in the 
states of Jalisco (Puerto Vallarta), Nayarit (Nuevo Vallarta), and Guanajuato 
(San Miguel Allende) [29–31]. Migration flow, in both directions, includes 
documented and undocumented residents. According to the 2018 US Census, 
Mexican-Americans defined as being of full or partial Mexican ancestry, made 
up 37.0 million or 11.3% of the entire US population. It is estimated that 4.9 
million are undocumented, which represents 13.2% of all those of Mexican 
descent in the United States. In contrast, Mexico’s INEGI (Instituto Nacional 
de Estadística Geografía e Informática), equivalent to the US Census, reported 
that in 2015 the population in Mexico was made up of 739,168 or 0.6% Anglo-
Americans. The report also presented that 673,866 were undocumented, which 
represents 91.2% of all Anglo-Americans in Mexico [32–34]. These numbers 
are summarized below in Table 8.1.

Table 8.1  Total and percentages of Mexican migrants in the United States and Anglo-American 
migrants in Mexico

United States Mexico
Total population 327,167,439 119,938,473
Total immigrant population from the neighbor country 36,986,661 739,168
% of the host country total population 11.3% 0.6%
Undocumented immigrants from the neighbor country 4,900,000 673,866
% of the total immigrant population from the neighbor country 13.2% 91.2%

Sources: INEGI, US Census
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	V.	 The US-Mexico border region

In 1983, the two neighbors signed The La Paz Agreement to protect, improve, 
and conserve the environment of the border region. The US-Mexico border region 
(USMBR) was then defined as the area of land 100 kilometers (62.5 miles) north 
and south of the international boundary. It stretches approximately 2000 miles from 
the southern tip of Texas to California, defining it as the longest border in the world. 
It has 35 ports of entry for legal transit and large sections with no wall at all. The 
population living on this stretch of land was estimated to be approximately 15.0 
million people in 2010 and is expected to double by 2020 [35]. The USMBR 
includes 2 sovereign nations, 4 states in the United States, and 6 states in Mexico, 
encompassing 44 counties and 80 municipalities, respectively, with a total of 15 
pairs of sister cities and 25 Native American Nations. The combined population of 
the four American border states is 70.9 million, and the combined population of the 
six Mexican border states is 19.9 million [35].

The USMBR is a dynamic region with unique public health, infrastructure, 
educational, and economic challenges. Its interdependence makes it a natural pro-
cess to work together with an efficient and faster border, rather than an impenetra-
ble wall. One of the most interesting demonstrations of regional economic 
development is the CaliBaja Bi-National Mega-Region that concentrates on five 
strategic areas, advanced manufacturing, agriculture, applied biotechnology, 
clean technologies, and logistics, with goods and services moving to both sides of 
the border daily [36]. Another important reason for keeping an open, yet efficient, 
border is the commercial interdependence at the local level. It is not only the lon-
gest but the most frequently crossed border in the world, and hundreds of thou-
sands of workers, students, tourists, and shoppers go to either country on a daily 
basis. Mexican shoppers represent over a third of retail sales, and Mexican stu-
dents represent almost half of the school’s population of US border cities, such as 
McAllen, Laredo, and San Ysidro. By the same token, American shoppers repre-
sent high drugstore and optometrists’ sales in Mexican border cities [37, 38]. The 
authors of this chapter live and practice in a pair of USMBR sister communities 
of Imperial County in California and the Municipality of Mexicali, in Baja 
California. In this community, the most represented ethnicity is formed by people 
of Mexican descent, who have interacted, for over a century, with an economically 
dominant community of Anglo-European American descendants. The population 
of Hispanic origin in Imperial County (80.6%) is more than double the average of 
Hispanics in the entire state (38.1%) [32].

The debate over the security and efficiency of the current wall has long existed, 
even before the inflammatory statements made by President Donald J. Trump dur-
ing his electoral campaign:

When Mexico sends its people, they're not sending the best. They're not sending you, 
they're sending people that have lots of problems and they're bringing those problems. 
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They're bringing drugs, they're bringing crime. They're rapists and some, I assume, are good 
people, but I speak to border guards and they're telling us what we're getting.

However, the areas without a wall are often inhabitable deserts or mountainous ter-
rain, which are impossible to cross. This is why a “smart wall” has been suggested 
as a better solution [39].

�Biculturalism in the Context of Art, Business, Science, 
and Entertainment

The twenty-first century has been marked by unprecedented migration. This has 
increased the interaction of people with different cultural backgrounds in schools, 
places of work, entertainment centers, churches, and banks, among other settings 
and scenarios. Consequently, biculturalism and multiculturalism are likely to 
become the rule, rather than the exception, in our society [40]. This has not come 
passively, especially between the United States and Mexico. As reviewed, history 
shows the presence of Mexicans and Americans on both sides of the border for 
centuries. Some have resulted in such close interaction that bicultural and bina-
tional families have originated. In contrast to interracial or interethnic relation-
ships, the descriptor “bicultural families” is used to describe the product of 
bicultural relationships that foster and promote cultural appreciation of both iden-
tities. In addition to shared political and historical events, there are many notable 
figures and celebrities that encompass the growing pool of biculturals in the 
United States and Mexico:

	(a)	 Vikki Carr

This singer has music hits in English and in Spanish. Born in El Paso, Texas, to 
parents with Mexican ancestry. She has earned three Grammy Awards and a Latin 
Grammy Lifetime Achievement Award.

	(b)	 Alfonso Cuarón

Mexican-born film director who earned 13 Academy Awards, 15 BAFTA Awards, 
and three Golden Globe Awards. His films include Children of Men, Gravity, 
and Roma.

	(c)	 Lila Downs

Singer and songwriter. Daughter of Anita Sanchez, singer from Oaxaca, Mexico, 
and Allen Downs, a professor of art and cinematography from Minnesota. She has 
earned one Grammy and five Latin Grammys.
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	(d)	 Tony Garza.

A lawyer who was the US Ambassador to Mexico from 2002 to 2009. Son of 
Antonio Garza Sr., from Reynosa, Tamaulipas, and Isabel Garza from Wilson, 
Texas. Mexico bestowed on him the Águila Azteca award in 2009, which is the 
highest granted to nonnationals. He was married to Mexican millionaire María 
Asunción Aramburuzabala Larregui from 2005 to 2010.

	(e)	 Ha*Ash

Pop music duo formed by Ashley Grace and Hanna Nicole Perez. Born in Lake 
Charles, Louisiana, their music has been a success in Mexico. Their parents are 
American-born Antonio Perez and Mexican-born Mathilda Mosa. They have earned 
the Gaviota de Oro at the Viña del Mar International Song Festival.

	(f)	 Jeff Luhnow

General manager and president of baseball operations for the Major League 
Baseball Houston Astros. He was born in Mexico City and is a graduate of the 
University of Pennsylvania, Kellogg School of Management.

	(g)	 Mario Molina

Mexican-born chemist who won a Nobel Prize in 1995 and was a professor at the 
Massachusetts Institute of Technology and the University of California, San Diego.

	(h)	 Selena Quintanilla-Perez

Tex-Mex diva and Queen of Tejano music. Born to Marcella Ofelia Samora of 
Cherokee ancestry and Mexican-American Abraham Quintanilla Jr. in Freeport, 
Texas. She earned 1 Grammy, 14 Billboard Latin Music Awards, and 5 BMI 
Music Awards.

	(i)	 Alfredo Quiñones-Hinojosa

Mexican-born physician who leads the department of Neurological Surgery at 
Mayo Clinic in Jacksonville, Florida. Born in Mexicali, Baja California to Mexican 
parents. He was once a migrant farm worker in California.

	(j)	 Bill Richardson

30th governor of New Mexico and the ninth US Secretary of Energy, born in 
Pasadena, California. Son of William Blaine Richardson Jr., an American bank 
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executive of Mexican descent from Boston, Massachusetts, and María Luisa López-
Collada, originally from Mexico City, Mexico.

�Culturally Competent Care and Biculturalism

�Interaction Between Psychiatry and Biculturalism

Culture refers to the values, traditions, beliefs, language, and interactions that iden-
tify a society or a group of persons. These cultural factors include art (e.g., music, 
literature), religion, gastronomy, economy, education, and impact the way one inter-
acts with their significant other, family, peers, coworkers, and society in general 
[41]. It has been described extensively that the predominant culture in the United 
States is individualistic and the one in Mexico is collectivistic (i.e., familism), and 
both factors impact behaviors regarding health and illness [42, 43]. As a first 
approach, we compare and contrast the following “dimensions of cultural variabil-
ity” in the United States and Mexico as recommended by Cohen [2].

	 I.	 Religion

The dominant religion since the inception of both countries is Christian, pre-
dominantly Catholicism in Mexico, resulting in a notable difference in the relation-
ship between church, government, and society. Even before its constitution as a free 
nation, the United States insisted on the freedom of religion. It was the engine that 
brought together the first immigrants to this land who became the founders of the 
Union. For centuries, societal and economic growth in the United States has been 
attained regardless of religious differences or surrounding conflicts. On the other 
hand, Mexico has struggled with a domineering Roman Catholic Church and its 
fervent followers which thwarted economic and political growth (e.g., the Vatican 
challenging commerce with Europe after the Independence War), opposed reforma-
tion laws (i.e., conservative vs. liberals), supported the establishment of an Empire 
(i.e., Emperor Maximiliano), sparked an armed conflict (i.e., Mexican Crusade), 
instigated the assassination of a president (i.e., Alvaro Obregon), and discouraged 
the Bracero Program, because it promoted the separation of families [7].

	II.	 Socioeconomic status

There has been a clear economic superiority of the United States over Mexico 
and practically the rest of the world. As highlighted above, both historical and cul-
tural factors delayed economic growth in Mexico. The disparity between the neigh-
bors’ economies has been present since the independence from Europe. Mexicans 
have migrated to the United States looking for better work opportunities, legally or 
illegally. This has had an inevitable impact on how neighbors relate with each other: 
as mere neighbors (i.e., early nineteenth century), as one neighbor being weaker and 
therefore vulnerable to invasions or in need of protection (i.e., Mexican-American 
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War, Franco-Mexican War), one neighbor being the provider of unskilled workers 
for the other (i.e., Bracero Program), one being the consumer of illegal drugs pro-
duced by the other (i.e., war on drugs), one depending on the shoppers coming 
across the border from the other country, and the rich neighbor and the poor neigh-
bor or the trade partners (i.e., NAFTA). Socioeconomic status is a dynamic aspect 
that will not cease to evolve. In the International Monetary Fund’s 2020 report, the 
United States remains as world economy number one and Mexico as number 
15 [44].

	III.	 Region within a country

For purposes of this chapter, following the Cohen model, this section focuses 
on specific regions of the two countries. This region is the USMBR, where the 
biculturalism between these two neighbors originates and thrives. These are two 
countries with different languages, different flags, and different economies that 
have converged in a region that has gradually become economically productive 
and culturally vibrant. While the people share a common indigenous background, 
their histories and societal evolution strayed considerably for centuries. Not until 
the last few decades has trade, culture, technology, and migration brought them 
closer again. One of the most iconic representations of the relationship between 
these two neighbors is the Cross Border Xpress bridge, which connects the cities 
of Tijuana in Mexico and San Diego in the United States. This pedestrian tunnel 
starts at a custom-built station in East San Diego and connects directly into the 
Tijuana International Airport. It is staffed by migration and custom inspectors of 
both countries, with the corresponding security filters, allowing transit from one 
country to the other in a matter of minutes [18].

	IV.	 Psychiatry and biculturalism

Biculturalism has become a subject of study in psychiatry and mental health for 
at least three decades. This stems from studies of cultural identity, acculturation and 
migration, and its impact on mental health, behavior, cognition, substance use, and 
personality development [43–46]. A study on cognitive functioning measured by a 
battery of tests that included the six-item screener (SIS), the Brief-Spanish English 
Verbal Learning Test (B-SEVLT), the Controlled Oral Word Association, and the 
Digit Symbol Substitution Test in Mexican-Americans in California showed an 
association of bicultural engagements (i.e., engaging in activities in both English 
and Spanish languages) and higher cognitive scores [47]. This was a cross-sectional 
study of a subsample of the Hispanic Community Health Study/Study of Latinos, 
limited to adults 45 years of age and older. Other studies have shown that adoles-
cents with higher levels of familism and biculturalism are less likely to internalize 
conflict and develop low self-esteem [48]. A longitudinal study on adolescent 
Hispanic immigrants showed that self-esteem, optimism, prosocial behavior, and 
family relationships were higher in those with greater scores of bicultural identity 
integration [49]. A study on a sample of Mexican-American adults with nicotine 
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addiction receiving cessation treatment discovered longer periods of abstinence by 
those with strong American cultural identity and a strong heritage cultural iden-
tity [33].

In general, these studies suggest that those that identify as bicultural, or fused 
with both cultures, have better mental health than those that subscribe to only one 
culture within the Latin minority. Theorists argue that borrowing values from both 
cultures and applying them judiciously (e.g., alternating) are more conducive to 
mental health than indiscriminately subscribing to either culture alone [50]. 
Furthermore, it demonstrates cognitive and psychological flexibility, an important 
factor in mental health.

The phenomenon of biculturalism naturally plays an important role in the lives 
of mental health providers as well. Providers practicing in the United States, who 
were either born or raised in a different culture, are expected to understand the host 
culture(s) to properly meet the needs of their patients, without unsubscribing to their 
original culture [51].

Patient’s culture and cultural context, in which their symptoms might develop, 
are essential considerations in the clinical setting. Biculturalism, however, has not 
been studied enough to thoroughly understand its impact on patient’s state of health, 
other than the likelihood that it may be associated with better outcomes, better self-
esteem, and prosocial behavior. Regardless of how much is currently understood 
about it, it is undeniable that a segment of the population is bicultural, and research 
suggests it is a favorable feature.

�Vignette 1: Bill

Bill is a 46-year-old medically retired, married, Anglo-American male, who was 
born in rural Oklahoma and relocated to Imperial County, California, right before 
puberty. His father was a farm worker and his mother a full-time homemaker. He 
had difficulties in school likely related to an undiagnosed speech and learning dis-
order. Bill’s parents did not comply with his teachers’ suggestion to have him evalu-
ated, even after he dropped out of high school during his sophomore year.

Bill started working in the fields, as his father did, but realized that he needed a 
better source of income. Eventually, he successfully attained his GED which helped 
him secure a job at the local power company. This was recognized as a great achieve-
ment in his family and neighborhood. In fact, he ended up marrying “the cutest and 
most desired girl” in his social circle. His job included paid vacation, health insur-
ance, and a retirement plan. He worked as a heavy machine operator and was 
involved in setting up new electric lines around the county. Bill worked uninterrupt-
edly for 17 years until he injured his back and became disabled.

He filed a workman’s compensation claim, and while he was getting his injury 
addressed, he was accommodated at a desk job. His issues with reading, focusing, 
and learning new material resurfaced, which generated frustration and fear of 
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getting fired. During the ensuing 3 years, he watched his ability to work diminish, 
his finances deteriorate, and personally worst of all, his marriage disrupted. Bill 
discovered his wife was cheating on him, which marked the start of the depressive 
episode that led him to seek treatment. This event damaged his self-esteem and 
ultimately resulted in him ending the marriage.

As he engaged in services at the outpatient clinic, he was diagnosed with major 
depressive disorder, attention-deficit/hyperactivity disorder, specific learning disor-
der, and a speech disorder. He was offered psychoeducation, psychotherapy, and 
pharmacotherapy. After various medication trials, he responded to a combination of 
bupropion, gabapentin, and trazodone. He also underwent a spinal surgery that con-
sisted of an L1, L2, and L3 level laminectomy and fusion. Additional medical issues 
included hyperlipidemia and class I obesity.

Once Bill’s income was restored, he decided to get married again, but this time, 
he “made sure” to partner with a Mexican woman, as he knew she would “never be 
unfaithful.” He learned this through his cultural exchanges with Mexican classmates 
and coworkers. In fact, he had learned his way around both sides of the border, and 
crossing the border was familiar to him. Bill met a single mother with three chil-
dren, one of them with school problems and substance use. It appears as if he identi-
fied with her son and decided to help him. He improved his Spanish language skills, 
converted to Catholicism, and remarried. Bill adopted all of her children and immi-
grated them to the United States.

�Discussion

Growing up in Imperial County, a primarily Hispanic region, allowed Bill to become 
familiar with some aspects of the Mexican culture. These included exposure to lan-
guage, religion, and marriage values. It became his understanding that a Mexican 
woman, once married, will stay married and will not be unfaithful to her husband, 
whether happy or not. He considered this characteristic extremely  significant to 
him, so he decided to pursue only women of Mexican descent. It would be reason-
able to argue that this marriage was the start of him becoming bicultural, but it is 
unlikely since his growing up in this community allowed him to learn about Mexican 
culture since he was a grade school student.

�Vignette 2: Sebastian

Sebastian is a 20-year-old male,  part-time community college student and 
employed  part-time, who was born in southern California but grew up in Baja 
California, Mexico. His family includes his Mexican-born father, his Anglo-
American-born mother, and two younger siblings.
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During childhood, Sebastian crossed the border every day to attend school. He 
was a top student in his high school and was accepted to a college near San Francisco. 
He joined a fraternity and focused his attention on socializing over academic perfor-
mance. Toward the end of his first year, he began using recreational cannabis almost 
daily. Sebastian was fixated on moving through the ranks among his “brothers.” As 
a result, he skipped classes, failed to turn in assignments, and flunked exams. His 
breaking point occurred when a girl he liked turned him down, and he subsequently 
became increasingly paranoid and disorganized. Soon after, he was expelled from 
his fraternity for erratic behavior.

Sebastian was concerned with a delusional belief that everybody in school sud-
denly “discovered” he was Mexican. Since he carried his father’s surname of 
Mexican origin, his ancestry was no secret. However, he spoke English with hardly 
any Mexican accent, and his phenotype was that of a White Anglo-American male; 
he, therefore, explained that no one had initially suspected he was actually Mexican. 
Additionally, he was convinced that he would become a millionaire with a brand 
new “dot.com” venture.

He was hospitalized, and his psychotic symptoms completely resolved only 
to re-emerge within 6  months when he used cannabis and was hospitalized 
again. After his second hospitalization, he returned to living with his parents, 
and after 1 year he was able to return to the local community college and work 
part-time. His outpatient treatment plan included a combination of quetiapine 
and divalproex, an outpatient substance abuse program, and a work training 
program.

�Discussion

Sebastian has lived in a bicultural environment since birth. He divided his days, 
partly in Mexico and partly in the United States. He managed very well across 
cultures; he was bilingual, enjoyed the cuisine of both countries, and would 
watch Mexican and American television shows and movies. However, the con-
text where he became ill was different than the one where he grew up. This new 
social setting and eagerness to fit in may have contributed to his desire to hide 
his Mexican heritage. Furthermore, this case raises the discussion about the 
effects, consequences, and availability of cannabis, in particular, social factors 
determining a greater availability to minorities and potential genetic factors 
determining a greater biological proclivity of Mexicans and Latinos to become 
addicted [52, 53].

The clinical vignettes presented here underscore how the encounter of two cul-
tures impacts the manifestation of disease, help-seeking behavior, and treatment 
response. There are different degrees to which people identify as bicultural, and this 
usually changes over time (as illustrated in case one) and across contexts (as illus-
trated in case two). In the clinical field, the phenomenology of disease is an intricate 
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and personal experience where psychological and sociological research findings 
have to be carefully considered.

�Training and Education in Biculturalism

The seminal paper on biculturalism by LaFromboise and colleagues in 1993 defined 
biculturalism within various sociological models [54]. The models included accul-
turation, alternation, fusion, and multiculturalism, which gave the basis to under-
stand bicultural competence and adjustment to biculturalism without suffering 
negative psychological outcomes. This was certainly a breakthrough as earlier soci-
ological theorists proposed that being bicultural, or being of “mixed race,” would 
lead individuals to suffer psychological conflict and identity confusion. This novel 
perspective proposed that an individual could demonstrate a high level of cultural 
competence in a second culture while keeping ties with the culture of origin. This 
required six skills:

	1.	 Knowledge of cultural believes and values in each culture.
	2.	 Positive attitudes toward both cultural groups.
	3.	 Bicultural efficacy.
	4.	 Communication ability.
	5.	 Role repertoire.
	6.	 Sense of being grounded in both cultures [54].

These skills are associated with better psychological and sociological outcomes 
when compared to individuals that choose to maintain competence in only one cul-
ture. Chen and Padilla propose the GEAR model, a theoretical framework to under-
stand and see future development of biculturalism and bilingualism [3]. This model 
consists of:

	1.	 Psychological Growth: a complex, multilayered, multidimensional network of 
interrelated self-beliefs.

	2.	 Cognitive Exploration: flexibility and creativity related to language and higher 
order processing.

	3.	 Linguistic Awareness: bilingual speakers demonstrate greater sensitivity to dif-
ferent linguistic and cultural contexts.

	4.	 Social Reinforcement: improved social awareness and appreciation within and 
between cultural groups.

The GEAR model attempts to provide the basis to study and understand the assets 
of biculturalism and bilingualism and the common and differential effects of the 
two features on human behavior. In particular, the model allows for a framework to 
understand the complex psychological phenomenon of biculturalism, which has 
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evolved from a past negative perspective to a more recent focus on its individual 
social and psychological advantages.

 Researchers have expanded the study of bicultural competence to evaluate its 
prospective associations with mental health, including internalizing (e.g., depres-
sion) and externalizing (e.g., conduct disorder) symptoms. Two components of 
bicultural competence have been proposed: comfort (or affective bicultural compe-
tence, such as comfort with language switching) and facility (or behavioral bicul-
tural competence, such as ability to switch languages), which span multiple cultural 
domains (e.g., affiliations, attitudes, behaviors, knowledge, values) [55, 56]. While 
findings are mixed, studies have suggested that individuals with greater bicultural 
competence may achieve higher levels of life satisfaction, self-efficacy, prosocial 
tendencies, and self-esteem and present lower levels of anxiety and depressive 
symptoms [56, 57, 58]. 

Consideration of a patient’s comfort and facility with biculturalism, as well as 
their identity integration and flexibility, will likely be relevant to case conceptual-
ization and treatment. A mental health clinician may benefit from improving their 
ability to identify, address, and utilize aspects of biculturalism to improve health 
outcomes [3, 59]. Training clinicians in cultural competence has shown to improve 
care and health outcomes. The question at this point is if biculturalism trainings 
will be categorized separately or will be an extension of existing cultural compe-
tency trainings [60].

�Recommendations

The evolution of the understanding of biculturalism from the last three decades sug-
gests that bicultural competence in individuals has a positive impact on the ability 
to enjoy life and draw social support. It is likely to have an impact on an individual’s 
resilience and the manifestation of mental illness. The impact on treatment out-
comes and the clinician’s competency to diagnose and treat bicultural individuals is 
less known. As an initial approach in clinical settings, it is recommended to adopt 
the use of the Mexican American Biculturalism Scale (MABS) [55], which consists 
of three domains with nine items each:

	1.	 Comfort, explores the individual’s degree of comfort in each culture.
	2.	 Facility, explores the individual’s perception as to his/her ability to navigate the 

demands of each culture.
	3.	 Advantages, explores the advantages and disadvantages the individual finds in 

each culture in specific situations, such as traditions, group work, and 
problem-solving.

Additional recommendations for mental health clinicians are to obtain an 
understanding of the historical context in both countries, seek exposure and 
experience working with diverse populations, and increase cultural compe-
tence broadly. Furthermore, clinicians who provide care for minority and/or 
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bicultural patients should not rush through establishing if the patient belongs 
to one culture or another but, instead, observe how patients navigate through 
both cultures and realize that American and Mexican biculturalism is common 
in both countries.

�Conclusion

It is foreseeable that sooner than later, the economic gap between these neighbors 
will shrink. The International Monetary Fund’s 2020 report places the three mem-
bers of the USMCA trade agreement as follows: the United States as the first econ-
omy of the world with a GDP of $20.5 trillion, Canada in tenth place with a GDP of 
$1.7 trillion, and Mexico as the 15th economy in the world with a GDP of $1.2 
trillion [44]. The gap between Canada and Mexico is much smaller than the one 
between either one of the countries and the United States. Once economic differ-
ences are less of an issue, it is conceivable that the bicultural exchanges will be 
rather scientific, artistic, social, and technological; and traveling between countries 
will be easier.

It is also expected that the border will be more efficient in stopping drug and 
human traffickers entering the United States and illegal weapons entering Mexico. 
Hopefully, the border will become a symbol of two good neighbors, with bicultural 
members in both societies. In regard to the healthcare field, it is feasible that provid-
ers in both countries will continue to enhance their understanding of the “other” 
culture. In fact, during the writing of this chapter, an agreement was established for 
the exchange of psychiatry residents from a training program in California, United 
States, and one in Guadalajara, Mexico, to rotate in the other country as part of their 
training.

In the meantime, the Day of the Dead will continue to be celebrated in Los 
Angeles, while Halloween will be celebrated in Mexico City. Mexican cinematog-
raphers may win the Academy award again, as they did for three consecutive years. 
American athletes will be the stars in the Liga Mexicana del Pacífico baseball teams 
like Águilas de Mexicali, while Mexican athletes will be the stars of Major League 
Soccer teams like LA Galaxy. National Football League and Major League Baseball 
teams will continue to play in Mexico City and Monterrey, respectively, during their 
regular seasons.

Furthermore, bicultural exchanges will continue on the individual, daily, and 
small scale. Thousands of Mexicans will continue shopping at one of the many 
Walmart branches in Mexican territory, while thousands of Americans will continue 
working for Bimbo Bakery in American territories. The Mexican company Alsea 
will continue to run Starbucks in Mexico, Latin America, and Europe; and Americans 
will continue dining at El Pollo Loco. Chips and guacamole will continue to be the 
most popular snack during the Super Bowl, margaritas will the most popular mixed 
drink, hotdogs will be served with jalapenos, quesadillas will be served with root 
beer, hamburgers will be served with horchata, and breakfast burritos will help us 
start the day. As we prepare to host the 2026 FIFA World Cup that will take place in 
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16 cities of Canada, United States, and Mexico, we continue witnessing a fusion of 
both cultures sprinkled in daily choices.

Clinicians practicing in the United States should be aware that moving forward 
there will be more bicultural patients requiring care. With that in mind, clinicians 
should be prepared to conduct a thorough assessment to improve diagnosis, treat-
ment, and compliance. It is also important to be cognizant that research in bicultural 
competence is ongoing and assessment tools are already available. Experience with 
theoretical models, assessment scales, and associated psychological sequelae with 
bicultural patients can enhance clinical practice.

�Summary of High-Yield Points

•	 The United States and Mexico have been neighbors for centuries. In spite of the 
commonalities in their origins, the United States and Mexico have departed in 
language, economy, population, and culture.

•	 There is an incessant social, economic, commercial, scientific, and cultural inter-
action between the two countries. Individuals growing up in either country are 
likely to be exposed to the culture of the other country.

•	 The US-Mexico border region (USMBR) is the longest border in the world and 
is a dynamic region with unique public health, infrastructure, educational, and 
economic challenges.

•	 Biculturalism is defined as the ability to demonstrate a high level of cultural 
competence in a second culture while keeping ties with the culture of origin.

•	 Biculturalism is often associated with better psychological and sociological out-
comes for individuals, particularly when an individual develops (1) knowledge 
of cultural believes and values in each culture, (2) positive attitudes toward both 
cultural groups, (3) bicultural efficacy, (4) communication ability, (5) role reper-
toire, and (6) a sense of being grounded in both cultures [54].

•	 The Mexican American Biculturalism Scale [55] is a self-administered scale that 
can assist in measuring the level of biculturalism of Mexican-American adoles-
cents and adults by examining the primary domains of bicultural comfort, facil-
ity, and advantages.

•	 The cultural exchange between the United States and Mexico is expected to con-
tinue growing.
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�Vignette

Mr. A, a 28-year-old single Black male, with a history of depression with psychotic 
features and posttraumatic stress disorder, was sentenced to 6 months in jail for a 
misdemeanor drug conviction. Upon admission, Mr. A was evaluated by a staff psy-
chiatrist. Mr. A reported persistent low mood and irritability that was previously 
partially controlled with SSRI treatment and intermittent therapy. Mr. A did not 
endorse current symptoms of psychosis, suicidality, or homicidality. He reported 
that he recreationally uses fentanyl a few times per year and that his last use was 
2 weeks ago, at the time of his arrest. The evaluating psychiatrist found that his drug 
screen was positive for opiates. Given persistent depressive symptoms, she increased 
Mr. A’s SSRI dose and scheduled follow-up in 1 month.

Due to speculation that Mr. A is the target of a local gang, custodial staff housed 
him in a single-occupant cell in solitary confinement, also referred to as protective 
custody or segregation. One week later, Mr. A began to experience panic attacks 
several times per day. At night, these were accompanied by nightmares and waking 
up in a cold sweat. Mr. A asked the correctional officer on his block to move him 
back to the general population because he “can’t take it anymore.” Suspecting that 
Mr. A was overstating his symptoms, the correctional officer walked away with the 
time-honored phrase, “If you can’t do the time, don’t do the crime.” Feeling helpless 

S. Kumar (*) 
Department of Psychiatry and Behavioral Sciences, George Washington University School of 
Medicine and Health Sciences, Washington, DC, USA
e-mail: sanazk@gwu.edu 

P. J. Candilis 
Department of Psychiatry and Behavioral Sciences, George Washington University School of 
Medicine and Health Sciences, Washington, DC, USA 

Saint Elizabeths Hospital, Washington, DC, USA
e-mail: philip.candilis@dc.gov

9

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-85401-0_9&domain=pdf
https://doi.org/10.1007/978-3-030-85401-0_9#DOI
mailto:sanazk@gwu.edu
mailto:philip.candilis@dc.gov


182

and frustrated, Mr. A threw his food tray against the wall. Another officer approached 
the cell and encouraged Mr. A to talk to him. Mr. A shouted back, “You can’t help 
me! Just leave me alone!”

During the next several days, Mr. A refused most of his food trays and commu-
nication with staff tapered off. Officers observed him quietly sitting on the end of 
his bed for hours at a time. One evening during unit rounds, an officer observed 
blood smeared on Mr. A’s cell’s floor. She asked Mr. A to tell her what happened, but 
he remained quiet. After calling for assistance, the officers opened the cell door and 
realized that Mr. A had been cutting his arm with a plastic fork. Staff immediately 
transported him to the infirmary for evaluation by medical and mental health 
providers.

�Mass Incarceration and Cultural Implications

�Introduction

In US correctional facilities, nondominant populations are disproportionately repre-
sented. These groups can include people of color, persons diagnosed with mental 
illness, and those from backgrounds of social and economic disadvantage [1]. Social 
inequities from the community are amplified in jails and prisons where resources 
are limited, autonomy is restricted, and security is the primary objective. These fac-
tors coalesce into a unique cultural context within correctional settings. Psychiatrists 
working there may consequently find themselves navigating an environment that 
runs counter to their usual clinical expectations.

�The Problem of Mass Incarceration

US incarceration rates are the highest in the world. Although the USA accounts for 
less than 5% of the world’s population, it houses almost 25% of the world’s prison-
ers [1]. According to the US Department of Justice’s Bureau of Justice Statistics 
(BJS), about 2.2 million people were incarcerated in state prisons, federal prisons, 
and local jails on a given day in 2018 [2, 3]. To put this in perspective, this would be 
equivalent to incarcerating every resident of North Dakota, Alaska, and Wyoming [4].

Of these 2.2 million people, 1.47 million were confined in state and federal cor-
rectional facilities, where sentences are longer [2]. State and federal prisons incar-
cerate individuals who have been convicted of felony charges and are serving 
sentences of more than 1 year. Around the same time, 738,400 individuals were 
housed in county and city jails [3]. Jails house individuals who are awaiting trial or 
have already been convicted of misdemeanor charges. Because the incarceration 
data only represent snapshots in time, they grossly underestimate the total number 
of individuals incarcerated, particularly those in local jails where stays are briefer. 
During 2018, local jails admitted 10.7 million individuals total – nearly 15 times 
their average daily population [3].
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These high incarceration rates raise the question of whether mass incarceration 
is an American cultural phenomenon. The US rate, at about 700 per 100,000 people, 
is seven times the average incarceration rate of Western European countries [1]. 
What accounts for this incongruence among democratic nations?

One hypothesis is that American values, which drive public policy decisions, con-
tribute to this pronounced disparity. In their examination of German and Dutch prison 
practices, the Vera Institute of Justice, a US nonprofit research and policy organiza-
tion, concluded that while German and Dutch criminal justice systems emphasize 
“resocialization and rehabilitation,” the US system emphasizes “incapacitation and 
retribution” [5]. Because the German and Dutch systems focus on offenders’ reinte-
gration into society, they use prison sparingly and, instead, address crime through 
noncustodial sanctions and diversion [5]. Meanwhile, the US cultural emphasis on 
punishment and accountability favors a more extensive use of confinement [5].

Despite falling crime rates, US incarceration rates continue to rise: there has 
been a 500% increase in the number of incarcerated individuals in the last 40 years 
[6]. Experts attribute these changes to several factors. Crime rates may be falling 
because of demographic changes (e.g., an aging population), economic improve-
ments (e.g., rising income and falling unemployment), and changes in policing tac-
tics (e.g., the advent of community policing) [7]. It is not the case that crime rates 
are falling because more criminals are behind bars [8]. Rather, experts believe that 
social policy, such as regulations favoring lengthier sentences, stricter enforcement 
of laws, and changes in arresting patterns are driving the rise in incarceration [7]. 
These politically popular practices have led to the creation of what some experts 
have called a “carceral state” [9].

�Cost of Mass Incarceration

The human cost of mass incarceration cannot be overstated. The economic, social, 
and personal costs of this approach can be seen in government and household bud-
gets, in community and family relationships, and in the actual conditions of confine-
ment. Understanding how this system serves as a stressor on prisoners, families, and 
communities may assist correctional psychiatrists in appreciating the powerful con-
text of their patients’ experiences.

The USA spends more than $80 billion annually incarcerating people [7]. 
Housing inmates in state prisons costs anywhere from $14,780 to $69,355 annually 
per person [10]. Consider that in New York, where incarceration costs are high, the 
cost to house an inmate could cover an annual salary for a teacher or firefighter [11]. 
Communities pick up the tab for mass incarceration in other ways too. Individuals 
who are incarcerated are unable to provide financial support for their families, and 
when fathers are incarcerated, families are 40% more likely to live in poverty [7]. 
Costs accrue even after one’s release from confinement: individuals with criminal 
histories have more trouble finding employment and earn 10–40% less than those 
without criminal histories [7]. Prisoners themselves are effectively removed from 
the work force and are unavailable to pay taxes in their communities.
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Social costs of mass incarceration are found in communities across the country. 
Incarceration affects family relationships: most American prisoners are parents to 
minor children [12], and these children inevitably pay the price. The President’s 
Executive Office report Economic Perspectives on Incarceration and the Criminal 
Justice System indicates that “Parental incarceration is a strong risk factor for a 
number of adverse outcomes, including antisocial and violent behavior, mental 
health problems, school dropout, and unemployment” [7]. Individuals who have 
been incarcerated are less likely to be engaged in civic and political matters [1]. This 
holds for their families as well.

Finally, mass incarceration imposes real health and human costs upon indi-
viduals within the walls of correctional facilities. As correctional institutions 
have swelled with inmates, overcrowding has led to unsafe practices in some 
jurisdictions. In 2011, the US Supreme Court ruled that California’s prisons fell 
short in providing inmates’ basic health needs: at a time when these prisons 
were operating at 200% capacity, overcrowding had strained the capacity of 
medical and mental health services [13]. Under those circumstances, an inmate 
died every 6–7 days because of inadequate medical care [13]. Suicidal inmates 
were confined to telephone-booth-sized cages without toilets, and wait times to 
see mental health providers were as long as 1  year [13]. As a remedy, the 
Supreme Court ordered California to immediately reduce the number of incar-
cerated individuals [13].

Psychiatrists may consequently come to believe that mass incarceration is a dys-
functional social approach that deserves closer scrutiny. Mass incarceration is costly 
for everyone. Indeed, because they are overrepresented in correctional settings, 
mentally ill individuals and people of color pay more than their share. Psychiatrists 
working in corrections must come to appreciate the entire range of cultural and 
institutional influences on those in US correctional systems and the irreparable costs 
of these systems.

�Overrepresentation of People of Color

People of color comprise a large segment of the incarcerated population. Black and 
Latinx persons make up more than half of those incarcerated in state and federal 
prisons, even though they represent less than one-third of the US population [7]. A 
report by the Sentencing Project, a US advocacy group, found that in state prisons 
people who are Black are incarcerated at 5.1 times the rate of people who are White 
[14]. The National Research Council report on the growth of incarceration con-
cluded that Black people were incarcerated at six times the rate for White people, 
with Latinx people incarcerated at three times the rate for non-Latinx White people 
in 2010 [1]. These findings highlight a grim reality: nondominant cultural groups 
are more vulnerable to the idiosyncrasies of the judicial system.

Multiple factors, including arresting and sentencing practices, drive racial dis-
parities in correctional settings. Implicit racial biases in law enforcement have been 
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identified in a number of federal oversight reports [15, 16]. These biases influence 
who police stop, search, arrest, and detain. The Bureau of Justice Statistics report on 
contacts between the police and public found that although Black, Latinx, and 
White drivers were stopped by police at similar rates, Black drivers were about three 
times as likely as White drivers and two times as likely as Latinx drivers to be 
searched during a traffic stop [17]. Although evidence indicates that people who are 
Black and people who are White use street drugs at similar rates [14], drug arrests 
since the 1970s have been higher for Black people [1]. Similarly, despite equivalent 
rates of cannabis use among Black and White people, Black individuals are 3.73 
times more likely to be arrested for possession [18]. Even after arrest and convic-
tion, harsher sentences for drug crimes disproportionately affect people who are 
Black [19]. Psychiatrists should be aware of these problematic influences that create 
racial disparities within the US criminal justice system.

Increasingly, courts are acknowledging that structural racism affects the legal 
system as it does every other facet of American society, contributing to inequality of 
opportunity and race disparities in mass incarceration. In June 2020, in the wake of 
George Floyd’s death and subsequent mass protests, Washington Supreme Court 
Justices acknowledged the judicial system’s role in “devaluing Black lives” and 
enabling “racist court decisions” [20]. In an open letter to the legal community, the 
Justices wrote, “The devaluation and degradation of Black lives is not a recent 
event. It is a persistent and systemic injustice that predates this nation’s founding. 
But recent events have brought to the forefront of our collective consciousness a 
painful fact that is, for too many of our citizens, common knowledge: the injustices 
faced by Black Americans are not relics of the past. We continue to see racialized 
policing and the overrepresentation of Black Americans in every stage of our crimi-
nal and juvenile justice systems” [20].

Also in June 2020, Bernette Joshua Johnson, Chief Justice of the Louisiana 
Supreme Court, remarked on the injustices she observes in the criminal legal sys-
tem. She reflected, “We need only look at the glaring disparities between the rate of 
arrests, severity of prosecutions and lengths of sentences for drug offenses in poor 
and African American communities in comparison to those in wealthier White com-
munities, to see how we are part of the problem” [20]. Similarly, the California 
Supreme Court acknowledged “that the legacy of past injustices inflicted on African 
Americans persists powerfully and tragically to this day.” This court added, “We 
must acknowledge that, in addition to overt bigotry, inattention and complacency 
have allowed tacit toleration of the intolerable. These are burdens particularly borne 
by African Americans as well as Indigenous Peoples singled out for disparate treat-
ment in the United States Constitution when it was ratified [20].”

These sobering remarks echo sentiments sweeping across the nation as many 
Americans come to terms with an uncomfortable reality: despite progress following 
the 1960s civil rights movement, the legacy of slavery endures and racism against 
Black Americans persists  – interpersonally, in institutions, and systemically. 
Psychiatrists working in correctional settings invariably hold these unpleasant truths 
in mind when assessing and treating patients.
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�Overrepresentation of People with Mental Illness

Psychiatrists new to the field of correctional mental health may be surprised to learn 
how many inmates entering correctional facilities are afflicted with mental illness. 
Such individuals comprise another group that is disproportionately represented in 
correctional facilities.

For many experts, correctional facilities have become de facto psychiatric hospi-
tals. According to the Treatment Advocacy Center, in 2012, about 356,268 prisoners 
with serious mental illness (SMI) – defined as illness that results in serious func-
tional impairment – were incarcerated [21]. During that same time, less than 10% as 
many people with SMI, or approximately 35,000 individuals, were in state hospitals 
[21]. Three jails, the Los Angeles County Jail (CA), Rikers Island (NY), and the 
Cook County Jail (IL), are consequently the three largest inpatient psychiatric facil-
ities in the country [22]. Although correctional facilities are not designed to care for 
individuals with SMI, the reality is that correctional facilities have become a com-
mon repository for them.

Some experts fault the deinstitutionalization of the state mental health systems 
for the relocation of individuals with SMI to correctional facilities [23]. When 
patients diagnosed with mental illness were released from psychiatric hospitals, 
many relocated to communities that lacked adequate mental health infrastructure. 
Limited psychiatric resources in the community – inpatient, outpatient, and residen-
tial treatment services – contributed to the large number of incarcerated individu-
als [24].

The Bureau of Justice Statistics (BJS) report Mental Health Problems of 
Prison and Jail Inmates underscores the pervasive nature of mental illness behind 
bars. This study found that 50% of inmates had a mental health problem as 
defined by current mental health symptoms or symptoms within the past 
12 months [25]. By contrast, the National Institute of Mental Health reports that 
18.9% of individuals in the USA suffered from any mental illness in 2017 [26]. 
Further review of BJS data revealed that 15% of state prisoners and 24% of jail 
inmates  reported symptoms consistent with psychosis, 23% of state  prisoners 
and 30% of jail inmates  reported symptoms of major depression, and 43% of 
state prisoners and 54% of jail inmates reported symptoms consistent with mania 
[25]. Moreover, about three-fourths of individuals incarcerated in jails met crite-
ria for substance use disorders [25]. Inmates with mental illness constitute a 
significant portion of correctional populations, and their presence clearly affects 
the culture of these institutions.

�Right to Treatment in Correctional Institutions

Prisoners are the only group in the USA with a constitutional right to medical treat-
ment. Because of the inability of prisoners to obtain their own medical care in a total 
institution (an institution that controls all of their behavior), the Supreme Court in 
1976 held that “deliberate indifference to serious medical needs of prisoners” 
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violated the Constitution’s Eighth Amendment, the prohibition against cruel and 
unusual punishment [27]. Through this ruling, inmates who are post-conviction 
have a protected constitutional right to medical treatment, albeit at a standard below 
general malpractice (i.e., “deliberate indifference” falls below the negligence 
required of a malpractice case). The Constitution also guarantees pre-trial detainees 
medical treatment through the 14th Amendment’s due process clause  – the 
Constitutional passage that assures citizens in the individual states substantive and 
procedural rights. Prisoners’ right to mental health treatment was supported in a 
subsequent federal ruling. In 1977, in the landmark case of Bowring v. Godwin, the 
federal court ruled that there was “no underlying distinction between the right to 
medical care for physical ills and its psychological or psychiatric counterpart” [28]. 
Together, these cases provide the foundation for incarcerated individuals’ protected 
right to medical and mental health care.

Currently, the American Psychiatric Association (APA) expects that clinicians 
provide “the same quality of mental health services to each patient in the criminal 
justice system that should be available in the community [emphasis in original]” 
[29]. The APA intentionally sets a higher standard for prisoner mental health treat-
ment than community mental health treatment because adequate services are not 
always available in open society [29]. This means that psychiatrists working in cor-
rectional settings are expected to provide optimal care despite sub-optimal settings 
and resource limitations [30]. When resource limitations interfere with appropriate 
service delivery, providers have, at a minimum, the responsibility to voice their 
concerns to administrative staff.

�Challenges of Practicing in Correctional Settings

Although there are many parallels between correctional and community psychiatry, 
the unique nature of correctional systems creates specific challenges. The culture 
clash of healthcare and security, the restriction of formularies and other resources, 
and the implicit social bias that creates this unique population all contribute to an 
environment that may be unfamiliar to many clinicians.

�Typical Responsibilities

Most psychiatrists working in correctional settings provide direct psychiatric care. 
In this context, common responsibilities include the routine diagnosis of mental ill-
ness, medication management, and performance of risk assessments.

Some facilities offer psychiatrists administrative positions or other leadership 
roles; for example, psychiatrists may serve as directors of mental health services for 
facilities or groups of facilities within a system. The APA encourages psychiatrists 
to undertake these positions because they provide opportunities to advocate for 
patients, improve the quality of mental health service delivery, and prepare patients 
for community transition [29]. In leadership roles, psychiatrists will have a voice at 
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the table with custodial leadership. In those cases, psychiatrists may communicate 
resource needs more effectively, improve psychiatric care within agencies, and 
facilitate productive relationships between providers and correctional staff. 
Providers and patients all benefit when psychiatrists assume leadership positions in 
correctional settings.

�Cultural Differences: Penal System Versus Mental Health System

The mental health paradigm is inherently at odds with the penal system. A 2015 
Human Rights Watch report detailing the use of force on inmates with mental illness 
asserts that “The institutional culture within many corrections facilities is antitheti-
cal to—indeed hostile to—accommodating the needs of prisoners with mental dis-
abilities” [31]. Whereas the US criminal justice system may be seen primarily as 
punitive rather than rehabilitative, psychiatrists are fundamentally healers who treat 
patients with compassion, regardless of their offenses. The disparate roles of cor-
rectional staff and clinical staff may consequently give rise to disparate professional 
cultures and attitudes.

In understanding the correctional paradigm, consider that correctional facilities 
exist first and foremost to house individuals who violate the law. Custodial staff is 
responsible for maintaining security and order, enforcing institutional regulations, 
and facilitating daily operations. Correctional officers are front line staff; they inter-
act directly and consistently with inmates. Their jobs are challenging, particularly 
given common staffing shortages and problems with prison crowding. If correc-
tional officers fail to detect security threats, the costs could be high – incarcerated 
individuals or other staff members could be seriously harmed. For this reason, cor-
rectional officers are trained to be vigilant in observing and attending to suspicious 
behavior. Keeping a security-first mindset helps them maintain safety as they per-
form professional duties.

Psychiatrists, as medical professionals, are trained to treat illness and alleviate 
suffering. Although psychiatrists, like correctional officers, also observe behavior 
closely, they are not usually looking for evidence of rule-breaking. Typically, psy-
chiatrists seek behavioral clues that reflect their patients’ emotional distress, irratio-
nal thinking, or cognitive impairment. Psychiatrists and correctional officers 
therefore observe individuals for different reasons, and their observations may lead 
them to different conclusions.

Such differences in institutional culture may pave the way for misunderstand-
ings, frustrations, and tensions between custodial staff and mental health providers. 
Correctional officers, for example, may think that clinicians are coddling prisoners 
when they carefully draw out mental health symptoms and develop multifaceted 
treatment plans. Psychiatrists’ emphasis on treatment to affect behavioral change 
may seem naive and misguided to custodial staff who suspect prisoners are manipu-
lating the system. At the same time, psychiatrists may believe that correctional staff 
are impatient or unduly suspicious. These differences in perspective can lead to 
miscommunications that themselves undermine security and healthcare.
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When possible, mental health providers can partner with custodial staff to pro-
mote mutual interests. The psychiatrist’s job to communicate with patients, collect 
collateral information, and make psychiatrically sound judgments can successfully 
intersect the mission of custodial staff. Listening to reports from correctional offi-
cers, who spend considerable time with inmates, may be helpful in clarifying diag-
noses or assessing treatment interventions. In weighing this data, clinicians may 
appropriately err on the side of patient health and safety. When mental health needs 
are effectively addressed, individuals are more likely to demonstrate adaptive, pro-
social behavior. This is in the interest of all parties involved.

�Ethical Considerations of Professional Practice

Given the security-first mindset that predominates prison culture, custodial staff 
may occasionally pressure clinicians to depart from their traditional role as medical 
providers. Physicians may find that requests to breach confidentiality, search 
patients, or clear inmates for segregation compromise professional medical ethics. 
Although uncommon, facilities may even ask physicians to collect urine for security 
evaluations or force-feed patients [32]. Participating in tasks like these that are 
designed to advance penological interests corrupts the role of treaters, who are pri-
marily responsible for promoting physical and mental health. National and interna-
tional organizations recognize that although psychiatrists work within correctional 
settings, their role is not to enforce or advance institutional interests. The APA cau-
tions, “Treating psychiatrists must not participate in making decisions about disci-
pline, because this crosses ethical boundaries” [29]. At the same time, some 
respected commentators believe that psychiatrists can at least contribute to discus-
sions of whether inmates understand the disciplinary proceedings themselves or 
whether their mental illness is a mitigating factor [33]. Nonetheless, the 2015 United 
Nations Standard Minimum Rules for the Treatment of Prisoners states, “Health-
care personnel shall not have any role in the imposition of disciplinary sanctions or 
other restrictive measures” [34]. Professional medical ethics governing physician 
behavior in the community also apply behind bars.

There are other instances where psychiatrists in correctional organizations may 
be asked to practice outside a direct clinical role. For example, psychiatrists may be 
called upon to perform court-ordered forensic assessments (e.g., competency to 
stand trial, criminal responsibility). The APA recommends that psychiatrists avoid 
performing these types of evaluations on patients they treat or have treated because 
of the inevitable conflicts between the obligations to the patient and the court [29]. 
This is the problem of dual, or multiple agency, in which professionals are torn by 
various allegiances: the patient, the employer, public safety, and the profession 
itself. Moral philosophers and forensic psychiatrists alike wonder whether any indi-
vidual can withstand the balancing of their rights against the daunting counter-
weight of institutional obligations [35].

Professional organizations, including the APA and the National Commission on 
Correctional Health Care (NCCHC), offer guidance to providers who practice in 
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correctional institutions. NCCHC, for example, prioritizes the health and wellness 
of individual patients, leaving solitary confinement to the administrative process 
[36]. Reviewing such standards may help psychiatrists clarify their professional 
obligations and effectively respond to ethical dilemmas.

�Boundary Challenges

In correctional settings, prisoners, custodial staff, and clinical providers are all vul-
nerable to adopting an “us vs. them” mentality. When psychiatrists take sides, their 
neutrality is compromised, and they risk falling short in delivering the standard of 
care. Custodial and clinical staff can express strong emotional reactions or personal 
judgments about prisoners who have committed violent crimes, particularly those 
who have committed sex crimes or harmed children. Participating in derogatory 
conversations, however, biases providers against their patients and clouds clinical 
judgment. Further, therapeutic alliances can be jeopardized if prisoners detect pro-
viders’ and officers’ negative feelings.

Conversely, there are risks when psychiatrists overidentify with patients. Some 
clinicians view prisoners as victims of an unjust judicial system and may wish to 
rescue them from unfortunate circumstances [37]. Individuals who are incarcerated 
in turn may perceive these qualities in their providers and exploit them for personal 
gain. These prisoners may make inappropriate requests (e.g., permission for per-
sonal calls, assistance with legal defense, requests for outside items) that providers 
or other custodial staff members feel compelled to honor. In one famous case, a 
prison tailor in New York brought tools to two inmates, who then used them to 
escape. The tailor poignantly described how she became involved in the prisoner’s 
scheme stating, “I believe I helped … [them] escape because I was caught up in the 
fantasy. I enjoyed the attention, the feeling both of them gave me, and the thought 
of a different life” [38]. Psychiatrists should be cautious if they feel inclined to 
depart from traditional clinical responsibilities. In these cases, immediate self-
reflection and consultation with colleagues is critical in clarifying appropriate 
boundaries. Otherwise, repercussions for staff and patients can be serious.

�Resource Limitations

Mental health resources, including providers and psychotropic medications, may be 
more limited in correctional facilities than in community settings. Some jails and 
prisons do not meet professional mental health staffing recommendations [24]. For 
example, in 2016, The Boston Globe reported that 7 of 15 prisons in Massachusetts 
were classified as federally designated health professional shortage areas in mental 
health. These facilities employed less than 1 psychiatrist per 2000 inmates [39]. A 
2018 study from the University of Michigan School of Public Health surveyed 20 
correctional facilities from 6 states and found that 80% of the reporting facilities 
lacked adequate behavioral health staff to meet inmate needs [40]. Eighty-five 
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percent of facilities reported difficulty filling open behavioral health positions, and 
70% reported difficulty retaining competent behavioral health staff [40].

For staffing in prisons, the APA recommends one full-time equivalent psychiatrist 
for every 150–200 patients with serious mental illness (SMI) on psychotropic medica-
tions [29]. In jails, where the turnaround is shorter and the acuity greater, the recom-
mendation is 1 full-time psychiatrist for every 75–100 patients [29]. When facilities 
are clinically understaffed, psychiatrists experience pressure to accept large caseloads 
and compress treatment sessions. But resource limitations do not justify inadequate 
mental health treatment. Consequently, clinicians have a responsibility to communi-
cate staffing needs to supervisors, facility administrators, and even legislators.

In addition to feeling the crunch of clinical understaffing, providers may feel 
constrained by prison pharmaceutical formularies. In correctional facilities, cost 
may limit the availability of psychotropic medication. Pharmaceuticals are expen-
sive; in some states, they average 14% of prison healthcare spending [41]. A large 
portion of pharmaceutical spending may fund antipsychotic medications: in 2012, 
California spent 20% of its $144.5 million pharmaceutical budget on antipsychotic 
medications [42]. To cut these costs, correctional facilities may strictly limit medi-
cation choices. In some facilities, they do so by limiting the psychiatric formulary 
to a few first-generation antipsychotic medications and other older agents [43]. This 
practice, which dramatically restricts treatment options, may be why some experts 
have concluded that psychiatric treatments in correctional standards deviate from 
the accepted standard of care [30]. Because requesting non-formulary medications 
is a tedious process by design, providers may be reluctant to make such requests. 
Advocating to administrators about appropriate medication access, like concerns 
about understaffing, remains important.

�Security Restrictions

Correctional treatment settings differ from community treatment settings in their 
security protocols, which can interfere with the reliable delivery of mental health 
services. Escorting patients to providers’ offices can be time and labor  intensive, 
particularly when prisoners are in restrictive housing units and require handcuffs 
and shackles prior to transport. Facilities may limit the number of individuals in a 
patient waiting area, and waiting for patients may interrupt clinical workflow. 
Further, providers may be unable to make scheduled appointments for stretches of 
time secondary to movement restrictions, especially unit head counts. Given the 
importance of institutional security, providers have limited work-arounds to improve 
service delivery and consistency.

Security limitations extend to practitioner relationships with the prisoners them-
selves. There are occasions when providers may learn about potentially dangerous 
behavior (e.g., plans to riot, escape, assault others) and must legitimately report to 
the authorities. This is best done in the context of clear communication with patients 
about the limits of confidentiality and a robust informed consent process prior to 
starting treatment.
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Concerns about security and drug diversion may also drive clinicians’ prescrib-
ing practices. In correctional facilities, medications are a form of currency. 
Medications can be sold for money, bartered for items of interest, or traded for 
sexual favors. Given elevated rates of substance misuse among inmates, medica-
tions with mind-altering properties like benzodiazepines, stimulants, opiates, and 
even antipsychotics have great diversion potential. As a result, some clinicians may 
be reluctant to prescribe these medications even when they are clinically indicated.

�Threats to Confidentiality

Psychiatrists appreciate that patient expectations of confidentiality are essential to 
the development of strong therapeutic alliances. Because security constraints in cor-
rectional settings can compromise privacy (i.e., officers within earshot of doctor-
patient conversations), psychiatrists may find themselves making extra efforts to 
maintain confidential communication with patients. They may avoid “cell-side” or 
“cell-door” encounters, insisting that patients be evaluated in private examination 
rooms whenever possible. When examination room doors must be open for security 
purposes, providers may speak softly to limit others overhearing confidential com-
munications. As in the community, confidentiality limits do include obligations to 
report suicidality and homicidality. However, psychiatrists working in correctional 
settings may indeed break confidentiality in cases of security threats like plans to 
riot or escape.

�Mental Health Stigma

Social stigma associated with mental health treatment may be more prevalent in 
correctional settings than in all of community mental health. As the Boston Globe’s 
Spotlight team describes, “The prison environment itself is a major obstacle to treat-
ment: In a culture ruled by aggression and fear, the trust and openness required for 
therapy are exponentially harder to achieve” [39]. Prisoners with mental illness may 
therefore be less likely to seek treatment because other prisoners may view them as 
weak or vulnerable. They may be intimidated, robbed, or sexually assaulted because 
of their status. Liberal psychiatric screening practices, specialized mental health 
units, mental health rounds, and public education about mental illness are all strate-
gies that may facilitate access to treatment for those who are reluctant to seek it 
themselves.

�Implicit Racial Bias

Psychiatrists working in correctional settings must also be mindful of how implicit 
racial biases within the profession may affect provision of mental health services. In 
2020, American Psychiatric Association (APA) President Jeffrey Geller 
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acknowledged the impact of these biases within psychiatry’s largest and most prom-
inent organization, the APA [44]. Dr. Geller asserted, “The history of the APA, 
going back to its very roots in the 1700s, is scarred with structural racism and racist 
ideas. While efforts have occurred over the years to rectify this problem, particu-
larly by Black psychiatrists, as a field and organization we still have a very long way 
to go” [44]. To bring awareness to systemic racism within the profession, Dr. Geller 
formed the APA Presidential Task Force to Address Structural Racism Throughout 
Psychiatry. This task force was charged with the mission to study the profession’s 
history of structural racism, communicate its impact on mental health, and develop 
actionable recommendations for change [44].

Implicit clinician bias is not benign and can have serious consequences for 
patients of color. Studies have found that Black patients are more likely to be diag-
nosed with schizophrenia than affective disorders when compared to White patients 
[45]. One recent study of more than 1600 patients in an outpatient mental health 
center found that clinicians underemphasize the relevance of mood symptoms 
among Black individuals compared with other racial-ethnic groups [46]. These find-
ings are concerning given that schizophrenia carries a poorer prognosis than affec-
tive disorders. Further, treatment of psychotic illnesses may not address affective 
symptoms, and antipsychotic medications are associated with potentially irrevers-
ible metabolic and movement side effects.

Psychiatrists may take some well-established steps to reduce the effects of 
implicit bias. They should practice self-awareness and challenge internalized 
assumptions about people of color. Slowing down during clinical evaluations and 
consciously taking the time to assess each patient as an individual – rather than a 
member of a stereotyped group – are essential. Maintaining a reflective mindset, as 
opposed to a reactive one, should be the goal. In addition, psychiatrists may take 
implicit association tests, attend race equity trainings, and consult frequently with 
colleagues.

�Special Considerations When Working with Patients 
in Correctional Settings

Individuals with mental illness, a population that is disproportionately represented 
in correctional institutions, face unique challenges in confinement. Compared to 
individuals without mental illness, individuals with mental illness are more likely to 
commit suicide, experience victimization, and be confined to solitary. Consequently, 
psychiatrists often find that trauma-informed approaches and emphasis on individ-
ual safety are essential when working with these patients.

�Suicide Risk

As a population, incarcerated individuals are at increased risk for suicide. In jails, 
suicide has been the leading cause of death since 2006: suicide accounted for 
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roughly one-third of all jail deaths in 2016 [47]. In prisons, suicide accounted for 
6.8% of all deaths in 2016 [48]. By contrast, national suicide rates in the population 
at large are considerably less; in 2016, suicide accounted for 1.6% of all deaths [49]. 
Correctional organizations are increasingly recognizing that suicide in prisons and 
jails is a public health crisis and that suicide prevention programs are integral com-
ponents of their mental health delivery systems.

Individuals who are incarcerated encounter many stressors that contribute to sui-
cidality. They may be particularly vulnerable to feelings of hopelessness, helpless-
ness, and anxiety as their cases make their way through court. The APA cautions 
that individuals who are incarcerated are at higher risk for suicidality at certain 
times: upon admission, when facing new legal problems, after receiving bad news, 
following trauma, after experiencing rejection, as mental illness is exacerbated, and 
when housed in administrative segregation [29]. Given the dynamic and unpredict-
able experience of incarceration, mental health clinicians should screen for suicidal-
ity and associated risk factors at every clinical encounter. Researchers have identified 
associated risk factors including mental illness, substance use disorders, psychoso-
cial stressors associated with incarceration, problems with support networks, and 
conditions of confinement [50].

�Trauma and Victimization

Not only are individuals with mental illness more likely to harm themselves when 
incarcerated, but  they also are more likely to be harmed. According to BJS data, 
prisoners with mental health problems are already more than twice as likely to 
report a history of past physical or sexual abuse [25]. About 6.3% of individuals 
identified with serious psychological distress in prisons reported sexual abuse by 
another inmate; by contrast, this rate is only 0.7% among those without mental ill-
ness [51]. The well-known National Prison Rape Elimination Commission Report 
confirmed that mental illness increased inmates’ risk for sexual abuse by other pris-
oners [52]. Authors of a 6-month survey that examined 13 prisons in a mid-Atlantic 
state prison system concluded that 1  in 12 male prisoners with mental illness 
reported sexual victimization, compared to 1 in 33 male prisoners without mental 
illness [53]. Given these findings, screening for trauma and victimization is a neces-
sary component of mental health evaluations and, like suicide screening, should 
occur at every clinical encounter.

In recent years, there has been compelling data suggesting that LGBTQIA pris-
oners are particularly vulnerable to sexual victimization. BJS data found that 39.9% 
of transgender adult individuals in prisons and 26.8% in jails reported sexual vic-
timization between 2011 and 2012 [51]. By contrast, 4.0% of cisgender individuals 
in prisons and 3.2% of those in jails reported sexual victimization [51]. Further, 
among prisoners who identified as nonheterosexual, 12.2% reported sexual victim-
ization by another inmate compared to 1.2% of those who identified as heterosex-
ual [51].
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�Behavioral Challenges

Incarcerated individuals with mental illness are more likely to be charged with vio-
lating prison rules than their nonmentally ill counterparts [25]. They are more likely 
to engage in certain disruptive behaviors like property destruction, fire setting, and 
fecal smearing [54]. They are also more likely to be charged with physical or verbal 
assault on staff members or other inmates [25]. A report by Human Rights Watch 
(HRW) explains, “Prison is challenging for everyone, but prisoners with mental dis-
abilities may struggle more than others to adjust to the extraordinary stresses of 
incarceration, to follow the rules governing every aspect of life, and to respond 
promptly to staff orders” [31]. The implications of this disruptive behavior are pro-
found: they may result in disciplinary solitary confinement or use of force. Advocacy 
for more mental health resources may counter one particular HRW report that con-
cluded that misuse of force against prisoners with mental health problems is wide-
spread [31].

�Solitary Confinement

�Background

Solitary confinement, or segregation, is a prison within a prison: individuals’ auton-
omy, physical movement, and opportunities for social contact are even more 
restricted than in the general population. Social inequities are also more pronounced. 
BJS data demonstrate that individuals who are younger, without high school diplo-
mas, and members of the LGBTQIA community are more likely to spend time in 
solitary confinement than their counterparts [55]. Individuals with mental illness are 
also disproportionately affected by segregation practices [55].

In correctional settings, segregation technically refers to the practice of remov-
ing individuals from the general population and confining them to dedicated cells 
for 22–24 hours a day. Placement may occur for a variety of reasons, including 
disciplinary and protective purposes. Administrators may wish to discipline prison-
ers from the general population or protect members of a minority gang or incarcer-
ated former police officers. Individuals in segregation reside in special housing units 
(SHUs or “shoes”) within correctional facilities. The most violent and disruptive 
offenders may be confined to supermaximum security prisons (supermax), highly 
secure institutions in which prisoners are “single-celled” for an indefinite period of 
time with minimal human contact [56]. Other names for segregation include restric-
tive, segregated, or secure housing; colloquially, segregation may be called “the 
box” or “the hole.”

Segregation may be classified by its intended purpose: protective custody, admin-
istrative segregation, and disciplinary segregation. Protective custody is intended to 
protect individuals who are vulnerable to abuse or harm and often include transgen-
der persons or prisoners who have committed sexual offenses. Administrative 
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segregation is designed to isolate individuals who pose a risk to others or the secu-
rity of the facility (e.g., gang members). Finally, disciplinary segregation punishes 
prisoners who violate institution rules by possessing contraband or assaulting cor-
rectional officers.

In the Federal Bureau of Prisons, a segregated housing unit cell is typically 60 to 
80 square feet and contains a bed platform, toilet, sink, and a narrow window [57]. 
In other facilities, cells may be as small as 50 square feet, smaller than a standard 
parking space [58]. Some SHU cells lack windows and are illuminated with artifi-
cial light all day and night [54]. In those settings, environmental stimuli are abnor-
mal [59]. Furnishings tend to be sparse, and personal items, such as reading materials 
and toiletries, are restricted and subject to search.

Even more crucially, meaningful human contact and social activities are lim-
ited. In some jurisdictions, inmates are only permitted one phone call or social 
visit per month [60]. Contact visits and congregate activity (e.g., dining, religious 
services) are typically prohibited [54]. In fact, in some cases, visits may only 
occur by closed-circuit television [54]. Direct contact with security staff is mini-
mal and may consist only of the brief conversation when food trays are delivered 
through slots in the cell door. Contact with other inmates is also restricted but 
might occur during the 1 hour recreational break each day. Prisoners may develop 
creative ways to communicate between cells. Using the doors or vents, prisoners 
may “fly a kite,” surreptitiously casting handwritten notes along a string across the 
cell block. Because opportunities to participate in educational, vocational, and 
therapeutic programming are uncommon, inmate activity in segregation is 
uniquely limited.

�By the Numbers

Precise numbers of individuals in restrictive housing are hard to come by due to 
differences in definitions and lack of systematic tracking [57, 61]. Based on data 
collected from 43 prison systems, the Association of State Correctional 
Administrators (ASCA)-Liman 2018 nationwide survey on restrictive housing esti-
mated that approximately 61,000 prisoners were in restrictive housing across the 
USA in the fall of 2017 [62]. These numbers do not account for individuals in jails, 
juvenile facilities, military, and immigration detention centers. This study also 
found that among survey respondents, on average 4.6% of prisoners were in restric-
tive housing. Further, Black prisoners comprised a greater percentage of the popula-
tion in segregation than they did in the total custodial population [62].

The Government Accountability Office calculated that the Bureau of Prisons 
confines about 7% of inmates in segregated housing units [63]. BJS data estimates 
that on an average day in 2011–2012, up to 4.4% of state and federal inmates and 
2.7% of jail inmates were held in restrictive housing [55]. This report also con-
cluded that nearly 20% of prison inmates and 18% of jail inmates spent time in 
restrictive housing in the previous 12 months or since incarceration at their current 
facility.
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The 2018 ASCA-Liman survey also collected data on lengths of stay in segrega-
tion: 54.4% were in segregation under 3 months, 26.9% from 3 months to 1 year, 
and 19.1% for more than 1 year [62]. The Federal Bureau of Prisons, which houses 
129,430 inmates in custody, reported that 8.3% of all prisoners were in restricted 
housing as of July 2020 [64]. Around 30% of this group, or 3413 inmates, were in 
restricted housing for more than 90 days [64].

Perhaps because of the stresses on inmates and institutions, there has been a 
trend in recent years to decrease the number of segregated inmates. In 2016, the 
Federal Bureau of Prisons reported a 25% reduction of restricted housing popula-
tion since 2012 [57].

�Mental Illness and Segregation

It is not uncommon for individuals with mental illness to be confined in segregation. 
BJS data demonstrate that solitary confinement is closely associated with mental 
health problems: among those experiencing psychological distress, 29% of indi-
viduals in prisons and 22% of those in jails were housed in segregation at some 
point during the previous 12 months [55]. Further, about a quarter – 26% of prison 
inmates and 23% of individuals in jails – who had been told they had mental illness 
also reported a history of time in restrictive housing. By contrast, around 15% of 
individuals incarcerated in prisons and jails with no symptoms of mental health 
problems were in restrictive housing units during the same period [55].

These findings have been replicated in other studies. In one study, Cloyes et al. 
(2006) assessed 87 male supermax security unit prisoners and found that 29% of 
them showed evidence of mental illness [65]. A significant number met the study’s 
criteria for “serious psychosocial impairment.” A Danish study that compared 133 
inmates in solitary confinement to 95 non-solitary inmates found that the incidence 
of psychiatric illness was 28% in those who were segregated as opposed to 15% in 
those who were not [66].

Individuals with serious mental illness may struggle to follow institutional rules 
and may be confined to segregation as punishment [67, 68]. As previously described, 
they may have difficulty managing their emotions, leading to altercations with cus-
todial staff and disruptive behaviors [67, 68]. Providers who work in correctional 
medicine appreciate how mental health symptoms can prolong segregation stays; in 
its position statement on solitary confinement, the National Commission on 
Correctional Health Care (NCCHC) asserts, “Continued misconduct related to 
[prisoners’] underlying mental health issues, which is often exacerbated by their 
isolation, can result in their being held in solitary confinement indefinitely” [36].

In facilities where mental health resources are limited, disciplinary segregation 
may become the default placement for individuals with mental illness who are dis-
ruptive and inconvenient [67, 69]. This is part of the incentive for systems to develop 
specialized mental health units or residential treatment programs which specialize 
in the treatment and support of mentally ill prisoners who have problems function-
ing in the general population.
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�Psychological Impact of Segregation

Conditions of segregated housing may exacerbate mental illness or contribute to the 
development of new psychopathology. A growing body of literature details potential 
adverse psychological effects associated with solitary confinement [67, 70]. 
Although some of these studies and reports have been criticized for their methodo-
logic limitations [61, 71], this literature contributes to the increasing objections to 
segregation practices, particularly when applied to individuals with serious mental 
illness. At the same time, one well-known but counterintuitive study with stronger 
methodology did not substantiate the connection between psychological decline 
and administrative segregation [72].

Several experts have posited a psychiatric profile for prisoners in solitary con-
finement. In A Sourcebook on Solitary Confinement, criminologist Sharon Shalev 
hypothesizes that “three main factors are inherent in solitary confinement – social 
isolation, reduced environmental stimulation, and loss of control over almost all 
aspects of daily life” [73]. These factors all contribute to the distress associated 
with segregation. Stuart Grassian, a psychiatrist who studied solitary confinement 
early on, hypothesizes that limited environmental stimulation and social isolation, 
two hallmark features of solitary confinement, together exert a synergistic and 
toxic effect on mental health [74]. Based on his evaluation of hundreds of prison-
ers, Grassian posits that segregation is associated with a specific psychiatric syn-
drome – often referred to as “SHU syndrome” – characterized by hyper-responsivity 
to external stimuli, perceptual distortions, panic attacks, paranoia, poor impulse 
control, obsessional thinking, and other thinking problems. Craig Haney, a social 
psychology professor, reached similar conclusions during his study of 100 prison-
ers at California’s notorious Pelican Bay State Prison, a supermax facility [67]. 
Haney found that almost all prisoners suffered from nervousness/anxiety, chronic 
lethargy, ruminations or intrusive thoughts, oversensitivity to external stimuli, 
irrational anger and irritability, confused thought processes, difficulties with 
attention/memory, and a tendency to withdraw socially. Among this group, 70% 
felt that they were on the verge of an emotional breakdown [67]. Haney theorized 
that prisoners with mental illness were particularly vulnerable and “at greater risk 
of having this suffering deepen into something more permanent and dis-
abling” [67].

Other surveys and studies demonstrate the potential psychological impact of 
solitary confinement. One multi-site study found that among individuals who were 
recently released from incarceration, those from solitary confinement were more 
than two and a half times as likely as those who were not in segregation to report 
PTSD symptoms [75]. Another study in Denmark found that the incidence of adjust-
ment disorders among prisoners in solitary confinement was double that of other 
prisoners [66]. In his work, psychiatrist Terry Kupers asserts that almost all indi-
viduals in supermax facilities report problems with anxiety, sleep, focus, and mem-
ory [68]. Findings like these have led the NCCHC to conclude that even individuals 
without a history of mental illness may experience a “deterioration of mental health” 
in solitary confinement [36].
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These vulnerabilities can turn out to be life-threatening. Suicide and self-injury 
occur disproportionately in segregated housing units. In a large study of the 
New York jail system, Kaba and colleagues found that self-harm was associated 
significantly with being in solitary confinement at least once [76]. This seminal 
study examined more than 240,000 incarcerations and 2000 acts of self-harm. The 
authors calculated that although “7.3% of admissions included solitary confine-
ment, 53.3% of acts of self-harm and 45.9% of acts of potentially fatal self-harm 
occurred within this group” [76].

Supporting data from a Texas study similarly suggests that individuals in solitary 
confinement are five times more likely to commit suicide than those in the general 
population [77]. Further, in 2013, experts concluded that prisoners housed in 
California’s segregation units were 33 times more likely to kill themselves [78]. 
Raymond Patterson, who served as a psychiatric expert for this case, calculated that 
47% of the 15 completed suicides that occurred in the first 6 months of 2012 took 
place in secured housing units [79].

Youth who are confined and isolated are even more vulnerable. The US Attorney 
General’s Task Force on Children Exposed to Violence concluded that “Confined 
youth who spend extended periods isolated are among the most likely to attempt or 
actually commit suicide” [80]. One study, which examined juvenile suicides in con-
finement (e.g., juvenile detention centers, reception centers, training schools, 
ranches, camps, and farms), concluded that half the victims were on room confine-
ment at the time of the death [81].

The psychological impact of segregation may persist after release from incar-
ceration. One study that followed 230,000 individuals released from incarceration 
in North Carolina revealed devastating effects associated with a history of solitary 
confinement [82]. The authors found that when comparing individuals who spent 
any time in restrictive housing with those who had not, individuals in the former 
group were 24% more likely to die in the first year after release, especially from 
suicide (78% more likely) and homicide (54% more likely) [82]. This solitary con-
finement group was also 127% more likely to die of an opioid overdose within the 
first 2 weeks after release [82].

�Mental Health Screening and Monitoring in Segregation

Given the prevalence of mental illness, self-harm, and suicide in solitary confine-
ment, correctional systems are developing protocols that provide improved access 
to mental health services. To facilitate greater access, the APA recommends that 
institutions conduct mental health screening prior to placing individuals in segrega-
tion; this evaluation may include a suicide risk assessment and an assessment of 
whether an individual’s psychiatric illness could worsen in segregation [29]. There 
is, however, controversy about how involved physicians should be in this process. 
The NCCHC asserts, “Health staff must not be involved in determining whether 
adults or juveniles are physically or psychologically able to be placed in isolation” 
[36]. Similarly, the World Health Organization (WHO) states that “doctors should 
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not collude in moves to segregate or restrict the movement of prisoners except on 
purely medical grounds, and they should not certify a prisoner as being fit for disci-
plinary isolation or any other form of punishment” [83]. It is not yet clear how 
professional roles can avoid the conflict between facilitating the use of segregation 
and protecting inmates from its effects.

After individuals are moved to solitary confinement, frequent mental health 
rounds may promote early detection of psychiatric decompensation or the emer-
gence of symptomatology. Individuals at risk, or with early symptoms, may then be 
referred to psychiatrists for more comprehensive assessments and treatment plan-
ning. Inmates without histories of mental illness are also vulnerable to psychologi-
cal distress. Regular screening in restrictive housing units can be useful for anyone 
entering that highly controlled environment.

�Barriers to Treatment in Restricted Housing Units

Individuals in solitary confinement confront many other kinds of barriers that 
impede the efficient delivery of mental health services. From a staffing standpoint, 
transporting inmates from segregation is time and labor intensive. Before inmates 
can meet with clinical providers, they are often searched and shackled. Escorts are 
first required to transport individuals to infirmaries and then to supervise them as 
they await their appointments.

Physical barriers may also impair the quality of a therapeutic relationship 
between healthcare providers and prisoners in solitary confinement. In some 
facilities, providers evaluate patients through a glass partition or while inmates 
are confined to a metal cage. In other facilities, evaluations are conducted “cell-
side” via slots on the door or by telephone or speakers. Consequently, prisoners 
are reluctant to speak openly about mental health symptoms due to their all too 
reasonable concerns that officers and others may overhear information that can 
make them a target.

Security regulations and resource limitations also restrict access to therapeutic 
activities like individual therapy, group therapy, and life skills development [59, 
69]. In segregated housing units, it is not uncommon for mental health treatment to 
consist primarily of psychotropic medication management without therapy [69]. In 
some facilities, clinicians deliver therapeutic services despite security restrictions. 
For example, groups may be conducted while individuals are separated in “thera-
peutic modules” [57], which resemble large phone booths [84]. These are rolled into 
position and arranged in a semicircle or classroom lineup that does little to facilitate 
group interaction.

Skepticism of prisoner requests for mental health services may prevent or delay 
access to treatment. Kristin Cloyes, a researcher who studies correctional health 
programs, puts it this way, “Doubts about the authenticity of symptoms and con-
cerns of manipulation and malingering are a central focus for SMU [special man-
agement units] staff, who may interpret decompensation as a strategic manipulation 
for softer conditions” [65]. In a culture where corrections officers are the 
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gatekeepers of clinical access, privileges, and contact with the outside world, this 
can be a significant hurdle for prisoners to overcome.

�Movement Away from Segregation

Given the psychological impact of segregation, national and international organiza-
tions have been increasingly critical of segregation practices; in some cases, they 
have called for an end to the practice.

In the USA, psychiatric and correctional health organizations have advocated 
for limited use of solitary confinement. In 2012, the APA contended that 
“Prolonged segregation of adult inmates with serious mental illness, with rare 
exceptions, should be avoided due to the potential harm to such inmates” [85]. 
Similarly, in 2016, the NCCHC issued a position statement criticizing both pro-
longed use and application to vulnerable populations [36]. In unequivocal terms, 
the organization asserted, “Prolonged (greater than 15 consecutive days) solitary 
confinement is cruel, inhumane, and degrading treatment, and harmful to an indi-
vidual’s health.” The NCCHC also recommended that mentally ill individuals, 
juveniles, and pregnant women “be excluded from solitary confinement of any 
duration” [36].

Perhaps reacting to such strong sentiments, the US government has steered away 
from segregation. From 2012 to 2016, the Federal Bureau of Prisons decreased the 
number of prisoners in restrictive housing by almost one quarter [57]. In 2016, 
President Obama vowed to adopt the US Department of Justice (DOJ) recommen-
dations to further reduce the use of segregation [86]. He prohibited use of solitary 
confinement as punishment for prisoners who commit low-level infractions and 
banned its use for juvenile offenders in the federal prison system. Demonstrating an 
appreciation for the vulnerabilities of those with serious mental illness (SMI), the 
DOJ had already recommended that inmates with SMI not be segregated unless they 
posed an immediate and serious danger and no reasonable alternative existed [57]. 
Further, the DOJ asserted that suicidality and active psychosis are contraindications 
to segregation.

Internationally, proposals calling for the near elimination of solitary confinement 
are ubiquitous. In 2013, Physicians for Human Rights (PHR) recommended that 
solitary confinement be used “only in very exceptional cases, for as short a time as 
possible, and only as a last resort” [87]. Barring “exceptional circumstances,” 
United Nations (UN) Special Rapporteur on Torture, Juan Méndez, called for coun-
tries to prohibit solitary confinement [88]. He asserted that in some cases solitary 
confinement may “amount to torture or cruel, inhuman or degrading treatment or 
punishment” [88]. In the United Nations Standard Minimum Rules for the Treatment 
of Prisoners, the UN prohibits solitary confinement when prisoners have mental or 
physical disabilities that would worsen if placed in solitary [34]. Further, the orga-
nization continues to prohibit use of solitary confinement for women and children. 
This movement to reduce the use of solitary confinement appears to be gaining 
momentum.
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�Vignette Discussion

Taking these themes into consideration, a discussion of Mr. A’s case can raise some 
critical issues. Mr. A presents to the infirmary following self-injurious behavior. 
Staff may be skeptical of his behavior, but clinicians must not make assumptions 
and should consider a number of themes. Mr. A has experienced changes in mood 
and appetite, panic attacks, and nightmares, all of which may have been exacerbated 
by his stay in solitary. Psychiatric evaluation therefore begins with a thorough sui-
cide risk assessment followed by assessment for symptoms of depression, anxiety, 
posttraumatic stress disorder, psychosis, and mania. Because the clinician knows 
that illicit substances are available in jail and that Mr. A has a history of opiate use, 
she will rule out any ingested substances that could contribute to his presentation. 
To obtain collateral information, she speaks with the correctional officers who 
report that Mr. A has appeared more quiet and socially withdrawn during the past 
few days. He has not been receiving communication through the informal “kite-
flying” process on the block.

During the risk assessment, Mr. A reports to the psychiatrist that he does not care 
if he dies. He says, “What’s the point of living? Whether I live a clean life or mess 
up it feels like the system is against me anyway.” He tells the psychiatrist about the 
many times he has been stopped and searched as a pedestrian because he was “in a 
high crime area” or because the police thought he “did not belong” in the neighbor-
hood. Acknowledging that Black men are disproportionately targeted by law 
enforcement, the psychiatrist validates Mr. A’s experiences. Using a trauma-
informed approach, the psychiatrist listens empathically, while Mr. A describes the 
frequent violence he witnesses in his neighborhood, his struggles to make ends 
meet, and his guilt about letting down his kids. He describes vivid nightmares and 
flashbacks during this incarceration along with feelings of numbness. Mr. A also 
reports frustration that he was placed in protective custody when he doesn’t feel 
targeted at all.

The psychiatrist and Mr. A collaboratively develop a comprehensive treatment 
plan. Both agree that his depression, anxiety, and PTSD have been exacerbated in 
jail. Mr. A agrees to suicide monitoring on the mental health unit. The psychiatrist 
optimizes Mr. A’s antidepressant given his report that it helped in the past. She 
schedules him for weekly appointments with a cognitive behavioral therapist. Mr. A 
declines the psychiatrist’s recommendation that he also join the men’s trauma group 
but says he will alert the doctor if he changes his mind. Meanwhile, the psychiatrist 
asks that a housing supervisor meet again with Mr. A to determine whether general 
population is more appropriate than protective custody.

During the next 48 hours, while Mr. A remains on suicide monitoring, the psy-
chiatrist sees him daily. Mr. A denies suicidal ideation during that period. He is 
released to the general population. During the next 2 months, Mr. A’s visits with the 
psychiatrist are tapered from weekly to monthly. Meanwhile, he continues to meet 
with his therapist weekly and improves his understanding of the connection between 
his thoughts and feelings. Mr. A increases contact with his family via phone and 
letters and reports that he feels less isolated. During the subsequent 2 months, Mr. 
A reports improved mood, less anxiety, and fewer panic attacks. As his sentence 
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comes to an end, he and the unit social worker begin discharge planning, including 
transition to community mental health services.

�Conclusion

When setting foot inside prisons and jails, psychiatrists may feel like they have 
entered uncharted territory. They may be surprised by the amplification of the com-
munity’s inequities, especially the overrepresentation of individuals with mental 
illness and nondominant populations. They may be uncomfortable with the seem-
ingly harsh “security-first” mindset of custodial staff. They may be frustrated by 
resource limitations like staff shortages and restrictive formularies. Moreover, psy-
chiatrists may be uncomfortable with the realization that many of their patients are 
in segregated housing, a setting where human contact is limited, mental health 
symptoms may be exacerbated, and facilitating access to treatment is cumbersome.

Cultural competence in correctional psychiatry requires an understanding of all 
the social forces driving social and racial disparities in the judicial system. Alongside 
this is the recognition of the distinct roles of officers and clinicians and the apprecia-
tion for how resource limitations and security profoundly shape day-to-day experi-
ences for both inmates and providers. Segregation in particular is the setting where 
all these influences converge to create a unique vulnerability for prisoners.

Despite the many challenges of working in correctional psychiatry (summa-
rized in Table 9.1), providers may rest assured that the psychiatric standard of 

Table 9.1  Challenges and interventions of practicing psychiatry in correctional facilities 

Challenges of 
practicing psychiatry in 
correctional facilities Interventions
Risk of boundary 
crossings

Practice self-reflection
Avoid rescue fantasies and overidentification with patients
Seek supervision from colleagues

Resource limitations 
(e.g., staffing, restricted 
formularies)

Apply for positions that provide direct access to custodial leadership, 
these offer opportunities to advocate for patients’ needs

Threats to 
confidentiality

Inform and remind patients of these risks at each encounter
Avoid “cell-side” assessments
Use private examination rooms
Speak softly, and be mindful of surroundings

Mental health stigma Implement liberal screening practices
Offer public education to improve awareness about mental illness 
(e.g., informational trainings, groups, posters)

Implicit racial bias Practice self-awareness and challenge internalized assumptions
Slow down when assessing patients from nondominant cultures to 
avoid risk of reflexive judgments
Make an effort to see each patient as an individual, rather than a 
member of a stereotyped group
Take implicit association tests, attend bias, culture, and race equity 
trainings
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care does not change when they enter correctional facilities. Practicing in accor-
dance with professional ethics is an expectation, not a choice. Comprehensive 
diagnostic evaluations and targeted treatment plans serve patients well. And 
when providers observe system weaknesses, dangerous practices, or inadequate 
services, they can practice a well-informed advocacy that supports patients and 
systems alike.

�Summary of High-Yield Points

•	 Despite falling crime rates, US incarceration rates continue to rise and are among 
the highest in the world.

•	 Mass incarceration disproportionately affects people of color and people with 
mental illness. Its effects cannot be overstated and include significant economic, 
social, health, and human costs on individual, family, community, and 
national scales.

•	 Prisoners have a right to medical treatment including psychiatric care. However, 
there are challenges to delivery and implementation of treatment, including 
resource limitations, mental health stigma, and security restrictions.

•	 Psychiatrists working in jails and prisons are confronted with the challenges of a 
penal system where punishment and security, rather than treatment and rehabili-
tation, are primary objectives.

•	 Segregation, or solitary confinement, may exacerbate mental illness or contribute 
to the development of new psychopathology. National and international organi-
zations have been increasingly critical of segregation practices; in some cases, 
they have called for an end to the practice.

•	 Individuals in correctional organizations, particularly those with mental illness, 
are at increased risk of victimization including physical and sexual assault, as 
well as self-harm and suicide.
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of healthcare. The array of factors impacting the culture of primary care mirror the 
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complex ways in the life experience and identity of any one individual” [35]. Sir 
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care, a shift from physician-centric to patient-centered practice, and the organiza-
tional structure of practice in primary care. This is by no means an exhaustive list 
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culture and the relationship between interprofessional education, interprofessional 
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One does not have to look far to get a sense of the common perceptions of medi-
cine. Physicians in popular culture are often depicted as lone geniuses equipped 
with powers of detection and knowledge which solve complex patient presentations, 
as seen in popular television. These pictorials sometimes accurately reflect the his-
tory of medicine and the structure of medical education. Traditionally, medical 
schools focused on the development and education of the medical student in direct 
competition with their colleagues – often an isolating experience. Student doctors 
acquire knowledge and develop the ability to distill patient reports into meaningful 
clinical narratives, something patients do not participate in, with the goal of alleviat-
ing suffering. This is an inherently one-sided approach which medical schools have 
sought to change over the years through advances in curriculum [35]. These changes 
are reflected in the evolution of patient care models leading to revisions in the busi-
ness and structure of medical practice and transforming the culture of primary care 
and medicine.

Historically, it was common for the physician, the focal point of medical service, 
to be the sole owner of and care provider in their practice. Providers and institutions 
worked against each other to obtain their shares of the population served. Clinicians 
took call far more frequently, and their office staff were seen as a necessary tool for 
the functioning of the business. Naturally, a volume-based reimbursement model 
was the cornerstone of business, and office visits were scheduled reactively due to 
patient need or physician request. The success of a practice was typically measured 
by revenue and net collections [15]. The unintended consequences of this physician-
centric model included soaring medical costs, increased wait times, limited access 
to care, provider burn out, and low patient satisfaction leading to a push for reform 
and a transition to patient-centric culture.

The Institute of Medicine (IOM) defines patient-centered care as “providing care 
that is respectful of and responsive to individual patient preferences, needs, and 
values, ensuring that patient values guide all clinical decisions” [18]. The patient-
centered care model posits the primary care provider as the lead in an interdisciplin-
ary care team that encourages cooperation and collaboration between patients and 
providers. It has been adopted as a standard of how primary care is organized and 
delivered [15]. The patient-centered medical home was first conceptualized by the 
American Academy of Pediatrics in 1967 denoting a central location of archiving a 
patient’s medical record. This was then expanded and adapted to the primary care 
setting in the early 2000s with the following core principles: (1) each patient has an 
ongoing relationship with their personal primary care provider, who leads an inter-
disciplinary team that cares for the patient, (2) care is delivered with a “whole per-
son orientation” throughout the stages of a patient’s life, (3) care is coordinated and 
integrated across the healthcare system; and (4) mechanisms are put in place for 
monitoring of performance as well as continuous quality improvement [14].

An overhaul of primary care practice requires change at all levels within an orga-
nization and creates opportunity for conflict. In many settings, these changes were 
met with initial resistance. Doctors value their autonomy and were previously 
trained in a long-ingrained culture where they were the center focus. With the 
patient-centered medical home model, physicians were asked to relinquish some of 
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this independence in favor of a more population and team-based approach to care. 
This new model emphasized performance evaluation of the system itself [16, 29]. 
The resulting tension can be explored in the competing values model of culture 
types for organizations, which was introduced by Cameron and Freeman in 1991. In 
this model, organizations can be described in terms of two categories with contrast-
ing factors – organizations with an internal vs. external focus and with mechanistic 
vs. relationship-based processes. Internally focused organizations prioritize internal 
smoothing and integration, whereas externally focused organizations focus on com-
petition and differentiation. Organizations with relationship-based processes value 
flexibility, individuality, and spontaneity, whereas mechanistic-type organizations 
value control, order, and stability [29].

As patient-centered care focuses on collaboration and innovation, there is a need 
to change to a practice with an external focus with relationship-based processes, 
known as a “developmental culture.” Close coordination between directive manage-
ment styles, facilitative styles, and staff is imperative to the success of this shift [29]. 
The push to deliver rapid systemic change may lead managers to adopt an authori-
tarian style, which is thought to produce fast but short-term change. This style can 
lead to conflict with physicians and their autonomy, which in turn may impact qual-
ity of care, patient satisfaction, and provider job satisfaction. Several studies high-
light the positive outcomes associated with the transition in practice, such as those 
that propose team-based approaches as instrumental to decreased burn out, greater 
provider and patient satisfaction, and improved health outcomes [38].

As the culture of primary care changes, so does the relationship between primary 
care and other systems, notably mental health. The culture of primary care encom-
passes systematic differences that enhance team-based communication and collabo-
ration. For example, primary care emphasizes team-based workflow, panel 
management, health promotion, and disease prevention for population-based care, 
which are elements not usually addressed in mental health care practices [30]. 
Additionally, there has been a push to include more novel psychiatric treatment ele-
ments into primary care practices, such as measurement-based care, screening, and 
treatment algorithms based on essential elements of the collaborative care model: 
team-driven, population-focused, measurement-guided, and evidence-based [3].

Beyond the cultural shift from “solo practitioner” to team-driven care, the shift 
toward population-focused and measurement-guided care brings in traditional 
aspects from the discipline of population health [23, 24]. Population health focuses 
care on health outcomes and resource distribution within the primary care popula-
tion by using data to identify determinants of health and thus guides application of 
system-wide interventions to improve advocacy, as well as policy. In order to apply 
these elements of population-focused care, effective systems, teams, and clinicians 
(including psychiatry) need to utilize methods of regular data collection and out-
come monitoring. Measurement-based care has been long encouraged in tracking of 
mental health outcomes but was rarely done in practice [25, 26]. However, in pri-
mary care, measuring physical health outcomes has long been the standard, such as 
tracking for management of hypertension and diabetes. Most standard monitoring 
methods include tools built into the primary care workflow, including screening 
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measures, symptom measures completed at regular intervals, and chart reviews that 
assess access and utilization of resources. This type of measurement-based care 
drives evidence-based care.

�Interprofessional Education and Practice

As the culture of healthcare has shifted from individual practitioners caring for their 
patients toward teams composed of members from various professions working col-
laboratively with patients, the concept of “interprofessionality” has been introduced 
into the language of healthcare. D’Amour and Oandasan defined interprofessional-
ity as “the development of a cohesive practice between professionals from different 
disciplines,” involving “continuous interaction and knowledge sharing between pro-
fessionals, organized to solve or explore a variety of education and care issues all 
while seeking to optimize the patient’s participation. Interprofessionality requires a 
paradigm shift, since interprofessional practice has unique characteristics in terms 
of values, codes of conduct, and ways of working” [11]. Although, interprofessional 
and multidisciplinary approaches share some similarities, there are key differences. 
The use of the suffix “-professional” over “-disciplinary” clarifies the distinction 
between the inclusion of different professions (e.g., physicians, nurses, pharmacists, 
psychologists) with the inclusion of different disciplines (e.g., internal medicine, 
psychiatry, family medicine), whereas the use of the prefix “inter” over the prefix 
“multi” emphasizes the importance of collaboration toward a common purpose [31].

In 2011, the Interprofessional Education Collaborative – an organization spon-
sored by the American Association of Colleges of Nursing, the American Association 
of Colleges of Osteopathic Medicine, the American Association of Colleges of 
Pharmacy, the American Dental Education Association, the Association of American 
Medical Colleges, and the Association of Schools and Programs of Public Health – 
released its report on the Core Competencies for Interprofessional Collaborative 
Practice [19]. This report delineates core competencies within four interprofes-
sional collaborative practice domains:

	1.	 Values/Ethics for Interprofessional Practice
	2.	 Roles/Responsibilities
	3.	 Interprofessional Communication
	4.	 Teams and Teamwork

These interprofessional competencies were intended to complement the individ-
ual professional competencies and to guide efforts in providing interprofessional 
education. Since 2011, 15 additional national associations have joined the Academy 
of Nutrition and Dietetics, the American Association of Colleges of Podiatric 
Medicine, the American Association for Respiratory Care, the American Council of 
Academic Physical Therapy, the American Occupational Therapy Association, the 
American Psychological Association, the American Speech-Language-Hearing 
Association, the Association of Academic Health Sciences Libraries, the Association 
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of American Veterinary Medical Colleges, the Association of Chiropractic Colleges, 
the Association of Schools and Colleges of Optometry, the Association of Schools 
of Allied Health Professions, the Council on Social Work Education, the National 
League for Nursing, and the Physician Assistant Education Association. Large 
healthcare systems have implemented these recommendations and provided inter-
professional education to healthcare students and trainees [9]. However, knowledge 
of the benefits of collaborative interprofessional clinical training in psychiatry is 
sparse [28], despite proven benefits for improving students’ readiness for interpro-
fessional collaboration [28], attitudes toward interprofessional collaboration [10], 
and attitudes toward mental illness stigma [27].

By nature, the care of patients with chronic, complex needs requires a col-
laborative approach. Wagner emphasized the benefit of including nurse care 
managers and clinical pharmacists [37]. These professionals, with clinical and 
behavioral skills, work collaboratively with primary care physicians assisting 
with population-based care, treatment planning, evidence-based management, 
group consultations, self-management support, and sustained follow-up. 
Bodenheimer and Grumbach argued that the traditional system of healthcare 
was designed to address acute illness and was poorly suited for chronic disease 
management and lacked “a division of labor that would allow non-physician 
personnel to take greater responsibility in chronic care management. Too often, 
caring for chronic illness features an uninformed passive patient interacting 
with an unprepared practice team, resulting in frustrating, inadequate encoun-
ters” [6]. They outlined a new model of care termed the Chronic Care Model 
with six essential elements: (1) community resources and policies, (2) health-
care organization, (3) self-management support, (4) delivery system design, (5) 
decision support, and (6) clinical information systems. Through the Chronic 
Care Model, primary care practices would reorganize their processes to provide 
care in a collaborative and interprofessional manner.

Primary care has increasingly embraced this model. Joining with the American 
Academy of Pediatrics, which conceptualized the earliest form of the model, in 
2007 the American Academy of Family Physicians, the American College of 
Physicians, and the American Osteopathic Association announced the patient-
centered medical home (PC-MH), “an approach to providing comprehensive pri-
mary care for children, youth and adults. The PC-MH is a healthcare setting that 
facilitates partnerships between individual patients, and their personal physicians, 
and when appropriate, the patient’s family.” Characteristics of a PC-MH included a 
patient-centered, physician-led, team-based approach, providing care throughout 
the patient’s lifetime, including acute, chronic, preventive, and end-of-life care, 
coordinated and integrated across all elements of the health system [22]. Table 10.1 
defines many of the key elements critical to the culture of primary care.
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�The Collaborative Care Model

The collaborative care (CC) model was introduced by Jurgen Unutzer, Wayne 
Katon, and their collaborators via the IMPACT trial [36]. They demonstrated that 
their collaborative care model for treatment of late-life depression was feasible and 
significantly more effective than usual care in a wide range of primary care prac-
tices. Since the IMPACT trial, CC interventions have been shown to be effective in 
a wide range of psychiatric conditions (e.g., major depressive disorder, panic and 
generalized anxiety disorder, posttraumatic stress disorder, bipolar disorder) in a 
variety of clinics (e.g., primary care, oncology, HIV/infectious disease), medical 
settings (e.g., academic, VA, community-based centers), and populations (e.g., 
underserved, minority, geriatric, adolescent) with an array of comorbid medical 
conditions (e.g., diabetes, coronary artery disease, cancers, pain/fibromyalgia, HIV) 
[17]. In some cases, such as Katon’s TEAMcare trial, a CC intervention was dem-
onstrated to improve outcomes not only for depression but also for other health 
outcomes such as blood pressure, cholesterol, and glycemic control [40].

Like the patient-centered medical home, the collaborative care model is based on 
the Chronic Care Model pioneered by Katon [20]. It emphasizes a team-driven, 
population-focused approach using a measurement-guided, evidence-based method 
to stepped care [3]. By utilizing standardized and validated measures such as the 
Patient Questionnaire-9 (PHQ-9) for depression, a team of professionals can pro-
vide treatment-to-target with regular monitoring and stepwise intensification of 
care. Collaborative care systems acknowledge the underlying premise that most 
patients receive mental health care from nonmental health providers. A recent 

Table 10.1  Key terms in primary care models of care

Key Term Definition Example
Patient-centered care 
model

A model of care that integrates patient 
preferences, needs, and values into all 
clinical decisions

Patient-centered medical 
home

Team-based 
approaches

The provision of health services to 
individuals, families, and/or 
communities by at least two healthcare 
providers who work collaboratively with 
patients and their caregivers

Primary care and mental 
health work collaboratively to 
ensure that well-rounded care 
is delivered to patients

Population-focused 
care

The system established to improve the 
health outcomes of a group of 
individuals, including distribution of 
such outcomes within the group

Use of databases to track 
outcomes for a specific clinic 
or provider

Measurement-
guided care

Using valid and reliable screening 
instruments of mental and behavioral 
health concerns into primary care 
appointments

Care managers routinely 
administer measures that are 
followed over time

Interprofessionality The development of a cohesive practice 
between professionals from different 
disciplines

A healthcare professional 
seeks advice from a 
healthcare professional in a 
different field

T. Pan et al.



215

analysis of Medical Expenditure Panel Survey demonstrated that while the percent-
age of US adults receiving outpatient mental health services increased from 19.08% 
in 2004–2005 to 23% in 2014–2015, over three-quarters received their care from 
general medical professionals only [32]. Previous research demonstrated that treat-
ment of mental health disorders in primary care is often inadequate, with only 
25–50% of patients with depressive disorders accurately diagnosed and only 50% of 
those diagnosed receiving “minimally adequate pharmacologic treatment” [20]. 
The CC model provides primary care providers with the knowledge-base, frame-
work, and support necessary to provide effective mental health care to their patients.

The primary medical provider provides the majority of care to patients within the 
primary care setting. The CC model adds a behavioral health (BH) care manager 
and a psychiatric consultant, as well as some form of electronic registry to enable 
tracking and review of standard measures (e.g., PHQ-9 scores) to assist with clinical 
decision-making. Additionally, the patient’s role in their own care is emphasized by 
placing them at the center of the CC team [1]. Figure 10.1 depicts the team structure 
in traditional primary care models compared to collaborative care models.

The role of the BH care manager can be performed by a variety of professions, 
including registered nurses, psychologists, clinical social workers, or master’s level 
counselors, and duties include coordinating treatment, referral management, and 
supporting medication management through periodic telephone follow-up and use 

Frequent contact

Infrequent contact

PatientPrimary Care Provider

Psychiatrist Registry

Behavioral Health
Care Manager

Psychologist

Collaborative Care Team

Traditional Primary Care

Fig. 10.1  Team structure in traditional primary care compared with collaborative care team
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of standard measures. The care manager facilitates communication with the psychi-
atric consultant and provides brief counseling including motivational interviewing, 
behavioral activation, and/or problem-solving treatment [2].

The role of the psychiatrist in the CC model includes some responsibilities that 
differ from traditional psychiatric practice. One of the key distinctions is that direct 
or formal consultation, in which the psychiatrist assesses a patient face-to-face, is 
relatively infrequent. In the IMPACT trial, only 5–7% of patients required direct 
evaluation by the psychiatrist [36], and the overall care of the patient remains with 
the primary care provider [34]. Psychiatrists practicing in the CC model need to be 
comfortable providing indirect or curbside consultations and providing recommen-
dations either verbally or via chart note despite not having evaluated the patient. 
Psychiatrists are also responsible for providing caseload-focused registry review in 
collaboration with the BH care manager. Together they make decisions based on 
PHQ-9 or GAD-7 scores and other information to recommend medication adjust-
ments, changes in behavioral approaches, scheduling face-to-face visits, or referral 
to higher level of specialty mental health care [34]. Psychiatrists also provide educa-
tion to members of both the primary care and collaborative care team, both formally 
via presentations or lectures as well as informally. These responsibilities require a 
psychiatrist to be proficient in interprofessional practice, with a strong understand-
ing of the roles and responsibilities of the other team members and ability to com-
municate effectively with them.

�Measurement-Based Care in Primary Care 
and Collaborative Care

As primary care has shifted toward integrated, collaborative care that emphasizes 
the importance of mental and behavioral health, health outcomes such as depres-
sion, alcohol use, suicidality, smoking cessation, and other psychosocial risk factors 
have been included in regular screening measures and outcomes tracking. Screening 
of behavioral health and substance concerns within primary care promotes early 
identification of mental health conditions, opportunity to initiate timely interven-
tions, and triage for appropriate referrals [4, 12]. Additionally, measurement-based 
care enhances clinic outcomes, fosters patient-centered communication and patient 
involvement in care, as well as increases use of evidence-based treatments [13, 
26, 39].

Beyond screening and measurement-based care, practice of psychiatry within 
the primary care setting may also involve panel management and team-based review 
of patient outcomes, as noted above. For example, a nurse care manager may employ 
measurement-based monitoring of patient outcomes within a patient registry to 
identify lack of symptom improvement or patient concerns that are subsequently 
relayed to the primary care provider and psychiatrist to inform treatment plan 
adjustments. Use of panel management for mental health treatment within primary 
care has demonstrated improvements in patient outcomes, quality of treatment, and 
evidence-based treatment utilization [7, 8, 33].
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Practicing psychiatry in primary care thus requires a shift from traditional psy-
chiatric training to flexibly adapt to the primary care culture of collaborative work-
flows, infrastructure, shared panel management, and effective use of data through 
measurement-based care to communicate with patients and other providers. There 
are many elements to consider in effective implementation of measurement-based 
care in integrated primary care, such as selection of conditions for screening, 
population-based screening, selective screening, stepped care screening and assess-
ment, and triage to stepped care interventions [21]. Table 10.2 highlights these key 
differences between traditional psychiatric models of care and the CC model.

�Vignette 1

To illustrate the differences in culture between practicing psychiatry within the tra-
ditional medical model and a collaborative care model within primary care, a case 
contrasting the two approaches is presented.

Mr. S is a married 30-year-old Caucasian male with past medical history signifi-
cant for obesity, hyperlipidemia, and hypertension. He established care with his 
primary care physician in 2011. In 2019, he presents for routine follow-up and 
states that he has been having a difficult time with his emotions as his young daugh-
ter had a failing liver transplant. He worries about the loss of another child as he and 
his wife previously lost a 7-month-old. A chart review also shows history of mood 
disorder and posttraumatic stress disorder. He denies any substance use with the 
exception of minimal alcohol intake, which is not above the weekly recommended 
limits for males. He finds himself suddenly feeling tearful on various occasions and 
requests to speak with a mental health care provider.

�Traditional Model of Care

The primary care physician provides Mr. S with a list of several psychiatrists and 
psychiatric clinics in the community and recommends he make an appointment to 
treat his depressive symptoms. The PCP then returns to addressing Mr. S’s other 

Table 10.2  Key differences between a traditional medical model and a collaborative care model

Traditional medical 
model Collaborative care model

Patient’s role Passive Active participant
Interaction style More authoritarian Shared decision-making
Focus of care Disease centered/

biomedical
Whole health and quality of life/biopsychosocial

Point of contact MD Care manager
Outcome 
measurement

Variable Measures assessing symptom severity and 
response to treatment

Relationships MD to patient Patient ↔ team, team to population, team to 
hospital system
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comorbid conditions, as he remains obese with uncontrolled hyperlipidemia and 
hypertension despite being prescribed appropriate doses of medications for these 
conditions.

Following his visit, Mr. S begins contacting the psychiatrists and psychiatric 
clinics on the list provided by his PCP. The first two psychiatrists he contacts are not 
on his insurance panel, and the third is not accepting new patients. He contacts one 
of the psychiatric clinics and can secure an intake appointment in 2 months. Over 
the next 2 months, he continues to feel very depressed and begins isolating himself, 
withdrawing from his wife, engaging in binge eating episodes, oversleeping, and 
paying less attention to his hygiene. His work performance begins to suffer, and he 
takes sick days with increasing frequency. He presents to his intake appointment 
with the psychiatrist at the clinic, where he is diagnosed with major depressive dis-
order, recurrent, severe without psychotic symptoms, and a rule-out of posttrau-
matic stress disorder. He reports having tried sertraline in the past, but does not 
recall the dose or the response. The psychiatrist prescribes sertraline 50 mg daily. 
He is given a follow-up appointment in 1 month and a referral to a CBT psycho-
therapist. Mr. S calls to schedule the CBT appointment but is told that there will be 
a 2-month wait for an appointment, and he declines to schedule.

Mr. S returns to see the psychiatrist in 1 month with unchanged symptoms for a 
15-min medication management visit and reveals he had stopped sertraline due to 
nausea. He is switched to escitalopram 5 mg daily. After about 2 weeks on the new 
medication, he begins feeling somewhat more energetic and has slightly more moti-
vation, but does not experience any functional improvement. At his next 1 month 
follow-up, Mr. S’s escitalopram dose is further up-titrated to 10 mg, and the psy-
chiatrist counsels him about behavioral activation. He experiences further improve-
ments in energy, mood, and motivation; around this time his daughter’s condition 
has stabilized, and he begins spending more time around his family and engaging in 
various activities. At his next follow-up, 5 months after initially presenting to his 
primary care provider, he experiences remission from depressive symptoms. When 
he next sees his primary care doctor 7 months later, he is still being prescribed esci-
talopram 10 mg, but his hypertension and hyperlipidemia remain uncontrolled.

�Collaborative, Interprofessional Model of Care

The primary care physician sends out an instant message to the primary care mental 
health integration (PCMHI) team requesting additional services for Mr. S toward 
the end of his office visit. The patient is seen within 15 min by the behavioral health 
care manager who screens the patient and gathers more information. The patient 
reveals that trauma-related symptoms have been getting worse for the past year and 
he has lost interest in daily activities. The care manager inquires about his treatment 
preferences; he is interested in both pharmacologic and therapeutic interventions. 
His depression and anxiety screening scores are elevated: PHQ-9 is 17 and GAD-7 
is 14. Noting that the patient has a mental health history and has been on medica-
tions in the past, the care manager asks the PCMHI psychiatrist via instant messag-
ing to review the patient’s chart and provide medication recommendations. The 
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PCMHI psychiatrist reviews chart notes and finds that the patient was previously 
prescribed sertraline by his primary care provider but had discontinued it due to 
nausea. However, at that time the patient had reported improvement in his symp-
toms, so no further treatment was pursued. The psychiatrist writes a brief note in the 
chart summarizing the case as she understands it and recommends – with a caveat 
that she has not evaluated the patient herself – that a trial of escitalopram 5 mg daily 
would be appropriate. She knows the patient’s primary care physician well, collabo-
rated with him frequently in the past, and is confident that this physician will be 
willing to order this medication at her recommendation. The care manager also 
sends a request for the PCMHI psychologist to connect with the patient for brief 
psychotherapeutic intervention.

Mr. S is seen by the PCMHI psychologist within the next week. Psychotherapeutic 
interventions initiated include aspects of acceptance and commitment therapy and 
supportive therapy with an emphasis on behavioral activation. At telephone follow-
up with the care manager in 1 month, the patient’s PHQ-9 and GAD-7 scores are 
essentially unchanged, and on the medication adherence questionnaire, Mr. S 
acknowledges that he is less than 50% adherent to escitalopram. On further ques-
tioning, he admits to taking his statin and antihypertensive less than 50% of the 
time. The care manager provides psychoeducation regarding the importance of 
daily adherence, and the patient reveals that he does not have a system for ensuring 
he takes his medications. The care manager arranges for a pill box to be sent to him 
and assists him with setting up smart phone alarms to remind him to fill his pill box 
weekly and to take his medications daily. The care manager also alerts both the 
patient’s primary care physician as well as the PCMHI regarding his findings, and 
they agree on a plan for him to contact the patient again in 1 month for telephone 
follow-up.

Two weeks later, the PCMHI psychologist meets again with the patient, who 
reports that he is feeling somewhat more energetic since adhering to escitalopram 
daily. They work together on a plan for him to take advantage of the increased 
energy to take part in valued activities with his family and to begin a light exercise 
program. After another 2 weeks, he is contacted by the care manager. His PHQ-9 
rating has dropped to 7 and GAD-7 to 5. He feels satisfied with the effect of escita-
lopram, does not report any side effects, and has been increasingly active and exer-
cising. He has been able to be present and doting to his daughter, whose condition 
fortunately stabilizes. Mr. S is also adhering to his statin and antihypertensive on a 
daily basis. At his next routine follow-up 10 months later with his primary care 
provider, he has lost 10 pounds, and his cholesterol and blood pressure are within 
normal limits.

�Vignette 2

To further illustrate the differences in culture between practicing psychiatry within 
the traditional medical model vs. a collaborative care model within primary care, 
the following case will describe the practice of a psychiatrist in the traditional model 
and her transition to practice in the collaborative care model.
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�Traditional Model of Care

Dr. T is an outpatient psychiatrist working full-time in an outpatient clinic. She 
works 8–4:30 p.m., Mondays through Thursdays, and spends the majority of each 
day in her private office seeing patients. She has two 60-min intake slots per day: 
one in the morning at 8 a.m. and one in the afternoon at 1 p.m. The rest of her slots 
are 30-min follow-ups, but the standard practice in her clinic is that if she has back-
to-back 30-min follow-up slots open, they can be used to book an intake. She is 
expected to maintain 70% of her time seeing patients, with the remaining 30% for 
administration, note writing, telephone calls, completing patient forms, her own 
education, and completing required training.

Though she is part of a clinic, in practice Dr. T is solely responsible for the care 
of her patients. Her schedule is usually booked out for 2–3 months into the future, 
so if a 1-month follow-up is indicated, she needs to have the schedulers either create 
a slot during her administrative time or double book the patient. Patients generally 
call her directly with questions about their medications, requests for forms to be 
filled out, or the status of their psychotherapy referrals. The psychologists are physi-
cally located on the other side of the clinic, and since they are also generally fully 
booked, they rarely communicate directly about shared patients. When Dr. T needs 
to communicate with the patient’s primary care providers, she has the ability to 
forward them her note along with her question or comment in a message.

Dr. T is responsible for a patient panel of around 400 patients, though she has not 
had any contact with some of them in over a year. For several months she had tried 
keeping track of her patient panel using a password-protected Excel spreadsheet, 
but this process quickly became too burdensome. Her leadership has been phasing 
in requirements to use measurement-based care, but Dr. T – along with all of the 
other psychiatrists and psychologists in the clinic – has been very resistant to the 
idea, arguing that they obtain the same information in the course of their usual clini-
cal practice and can reference their own notes to get a sense of their patients’ 
trajectories.

�Transition to Collaborative, Interprofessional Model of Care

Dr. T, interested in the collaborative model of care, completes the American 
Psychiatric Association training online. Not long afterward, an opening for a col-
laborative care psychiatrist is announced for a collaborative care program currently 
staffed by two care managers and a psychologist. The primary care clinic consists 
of eight primary care teams, which are comprised of a primary care provider, a reg-
istered nurse, a licensed vocational nurse, and a medical assistant. Each primary 
care team shares one of the two care managers with three other teams and cares for 
about 1000 patients. After a series of interviews, Dr. T is selected for the position.

Dr. T is excited but nervous about the transition, since she had never practiced in 
this type of setting before. During her orientation week, she is introduced to a slew 
of individuals from all different professional backgrounds. Being unfamiliar with 
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the roles of the various team members, she requests and is allowed to shadow a team 
member from each of the professions in the primary care teams, including primary 
care mental health, primary care provider, pharmacist, nursing, and administrative 
staff. Through observing their routines and asking questions about their various 
tasks, she gains an understanding of how each team member sees their roles and 
how these roles complement the roles of other team members.

Dr. T learns that there are several staff meetings each month, including an all-
staff meeting once per month in primary care, a primary care provider meeting once 
per month, and a weekly collaborative care team meeting. In her first collaborative 
care team meeting, she introduces herself describing her training and background, 
acknowledging that this is her first experience working in collaborative care. Her 
team describes to her their usual practice; up until now the care managers have been 
able to do brief targeted assessments of how symptoms affect functioning, brief 
psychosocial interventions such as problem-solving therapy or behavioral activa-
tion, psychoeducation regarding depression/anxiety, and how the primary care pro-
viders prescribe medications. The psychologist has typically been seeing patients 
who need somewhat more involvement such as a brief course of CBT (four to six 
sessions) for depression, anxiety, or insomnia. The psychologist also provides safety 
assessments for patients who report suicidal ideation.

Prior to Dr. T’s arrival, when a patient needed a medication, the psychologist and 
care manager offered the primary care provider pharmacologic suggestions, with 
variable success. They are excited about what Dr. T will be able to bring to the team 
in terms of being able to provide more specific medication recommendations, edu-
cation for the primary care providers, as well as both indirect and direct consulta-
tions. At her team’s suggestion, she coordinates with the primary care clinic 
leadership to present in both the all-staff and primary care provider meetings to 
describe her role, highlighting what she will be able to add to the ability of the entire 
clinic to care for the mental health needs of their patients. She emphasizes that as a 
single psychiatrist, she cannot possibly see every single patient with a mental health 
need, but by working as a team, they can meet the needs of the entire clinic 
population.

At first, Dr. T receives many requests for in-person consultations and encounters 
some resistance from some of the primary care team members to allow her to pro-
vide indirect consultations. She discusses this with the collaborative care team at 
one of their weekly meetings, and they describe to her the comfort level of each of 
the primary care providers in the clinic. At their suggestion, she arranges to meet 
with Dr. C – one of the PCPs, who is most comfortable treating his patient’s mental 
health concerns – and with Dr. L, one of the primary care providers, who is least 
comfortable. Dr. T learns from Dr. C that his training is in family practice and he 
had substantial experience working in a rural area with little to no psychiatric care 
available. He attended several workshops at conferences that increased his familiar-
ity with various psychotropic medications. He has found the collaborative care team 
a tremendously helpful extension of his ability to provide more detailed assessment 
and follow-up for his patients. He planned to mostly utilize Dr. T for curbside con-
sultation in a more informal manner and to continue alerting his care manager to 
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follow-up on the treatment plans for his patients. Dr. L, on the other hand, trained in 
internal medicine at a busy academic center. The center had a prominent department 
of psychiatry with a sterling reputation but was one in which the traditional psychi-
atric practice model was emphasized. As a result, Dr. L was taught to refer all his 
patients with any mental health need to psychiatry and since transitioning to this 
primary care clinic about a year ago had become increasingly frustrated with the 
long wait times for the mental health clinics in the system. He had been excited to 
learn that a psychiatrist was going to be embedded in the clinic and saw this as an 
opportunity to connect all his patients with a psychiatrist. Dr. T thanked him for his 
enthusiasm for getting his patients the mental health care they needed and, with his 
permission, described for him the collaborative care model and the importance of 
providing stepped care, which meant that in order to meet all of his patients’ needs, 
Dr. L would need to be able to care for the milder presentations. Dr. L expressed a 
willingness to try but felt a lot of discomfort since his own training included very 
little psychiatry. Dr. T suggested that they collaborate on creating a brief curriculum 
that could be delivered at the monthly primary care meeting for the first 5–10 min 
with the goal of helping Dr. L and his colleagues gain familiarity with psychiatric 
diagnosis and treatment. Dr. L enthusiastically agreed. Dr. T also reassured Dr. L 
that she was willing to talk through cases with him, to provide detailed chart review 
with recommendations whenever he needed, and if she identified a case that was 
more complex, she would schedule the patient to see her for a consultation.

After about a year adjusting to her new practice, Dr. T has settled into a routine. 
Each day, she arrives at the clinic and is greeted by chart notifications from the vari-
ous team members. These typically consist of requests from either the CM or a PCP 
to review a patient’s chart for antidepressant recommendations, notes from the CM 
reporting on a patient’s response to treatment that including measurement-based 
scales (e.g., PHQ-9 and GAD-7 scores), requests from the PCP or CM to see a 
patient for consultation, or questions about how to manage a difficult patient. 
Sometimes, the PCPs contact her directly on instant messaging with their questions, 
or drop by her office (she usually keeps the door open unless she is seeing a patient). 
About 50% of Dr. T’s time is unscheduled to allow her to be available in real time 
to her colleagues.

Dr. T does not keep her own panel of patients; rather, she views the entire popula-
tion of the primary care clinic as the patients her team is responsible for treating. As 
such, she generally limits the number of times she sees any single patient to two or 
three visits and most commonly sees a patient only once. Generally, she reserves 
in-person consultations to patients who are more complex – these can be patients 
who have had several medication trials in the past, patients who may have more 
severe forms of mental illness, or patients with multiple comorbidities. Dr. T also 
takes into account the resources of the greater healthcare system she is part of; when 
she identifies a patient who can be managed in primary care, she assists the PCPs in 
treating them and reserves the referrals to the mental health clinic for patients who 
have more severe or treatment-resistant illnesses.

Dr. T and the collaborative care team continue to meet weekly to discuss how 
their team functions within primary care and to identify any areas for 
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improvement. She also meets weekly with each of the care managers individually 
to review their patient panels. Using the care management software, they can 
search and sort patients by PHQ-9 and GAD-7 scores to identify patients who are 
not improving, who have severe symptoms, or who would benefit from additional 
services. She and the team psychologist communicate regularly throughout the 
week about patients they have both seen to ensure they are on the same page about 
the treatment plan.

�Conclusion

As depicted in the case vignettes, the collaborative model of primary care offers a 
shifting perspective to allow for more shared decision-making with patients, inter-
professional team-based care, and real-time consultation across providers. While 
there may be some barriers to adopting this model and limitations in practice, these 
can be overcome through consultation and education. This practice allows for 
clinic-wide changes to treatment targets and utilizes the entire team to improve the 
quality and timeliness of care for better patient and population outcomes.

�Summary of High-Yield Points

•	 Practicing psychiatry in the primary care setting requires a shift from a culture of 
“solo practitioners” to a team-based, collaborative culture.

•	 The care of patients with complex, chronic care needs requires a collaborative 
and interprofessional approach.

•	 Interprofessional practice competencies are specific and can be taught.
•	 Interprofessional, team-based care models have been created for the care of 

patients with complex, chronic care needs, including the patient-centered medi-
cal home for primary care, and the collaborative care model for the practice of 
psychiatry within primary care.

•	 The use of measurement-based care allows for collaborative workflows, infra-
structure, shared panel management, and effective use of data enable a team-
based approach to treatment and communication between patients and other 
providers.
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Psychiatric Care in Residential Care 
Environments

Omar Ghosn, Steven Huege, and Daniel D. Sewell

�Introduction

In the USA, 4.2% of individuals 65 years old and older live in nursing homes (NHs) 
[1]. This estimate does not include older adults living in other proprietary residential 
environments. Over the past several decades, a spectrum of terms have been coined 
to describe the various levels of care provided by, and the configurations of, these 
residential care facilities for older adults including independent living, assisted liv-
ing, subacute care hospitals, rehabilitative facilities, and retirement communities. In 
addition to these terms, other terms describing housing options for older adults 
include senior community, 55 and up community, senior retirement community, 
senior living community, multilevel senior community, and continuing care retire-
ment community (CCRC). In this manuscript, the term “proprietary residential care 
environment” is used when referring to all of the above housing options for older 
adults. If something is unique to a specific housing option, this will be noted. As the 
older adult population increases, improved understanding of proprietary residential 
care setting’s unique cultural environments will be critical to implementing success-
ful transitions and promoting the health and well-being of older adult patients.

�Background

One of the most important distinctions between different proprietary residential 
care environments is the level of care or support provided. The term retirement com-
munity (RT) is an umbrella term which describes a variety of housing options for 
predominantly independent seniors. An RT is a residential or housing complex that 
is designed for older adults and is generally age-restricted (e.g., age 55 and older). 
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Residents are usually partially or fully retired and able to care for themselves with-
out regular nursing or other routine medical assistance; however, assistance from 
home care agencies is allowed in some communities. RTs offer shared services, 
amenities, activities, and socialization opportunities [2].

As defined by the American Association of Homes and Services for the Aging 
(AAHSA), a CCRC is “an organization that offers a full range of housing, residen-
tial services, and healthcare in order to serve its older residents as their needs change 
over time” [3]. CCRCs are communities that attempt to promote a sense of indepen-
dence in older adults throughout their later years. Another term used to describe a 
CCRC is multilevel senior community.

Older adults who cannot or choose not to live independently, may reside in an 
assisted living facility (ALF). It is important to note, however, that there is no stan-
dard definition for the term. In some states where assisted living is not licensed or 
regulated, the term may be used quite loosely. Facilities in these states may not 
provide the services and care usually associated with assisted living. In other states, 
the term is used to describe a specific type of housing option that is licensed and 
regulated by the state government. There are also specialized ALFs that cater to 
those living with a dementia illness. Synonyms for ALF include board and care 
home and, if dementia care is provided, special care unit or memory care unit.

The exact number of older adults living in each type of senior housing across the 
USA is not available due to the heterogeneity of labels and defining features, as well 
as the lack of central data collection. In 2017, the not-for-profit senior living orga-
nization National Senior Campuses reported over 19,000 senior living units across 
the USA, up from the 15,500 estimate provided in 1998 by the American Senior 
Housing Association (ASHA) [4]. Currently, it is estimated that one million 
Americans live in some type of senior living community, and that number is 
expected to double by the year 2030 [5].

With advancements in life expectancy, all studies predict an increase in both the 
number of older adults and in the complexity of their needs. In fact, the fastest-
growing segment of the US population is the group of individuals older than 
85 years. The 85-and-older age group is expected to increase from about three mil-
lion in 2009 to more than 18 million in 2050 [6]. What’s more, projections for the 
year 2050 predict that approximately 40% of the older population will belong to 
racial or ethnic minorities [7].

�Psychiatric Illness in Residential Care Environments

In the early 1980s, work by the National Citizens’ Coalition for Nursing Home 
Reform, a consumer advocacy group concerned about substandard care in NHs, 
emphasized residents’ rights and the importance of implementing resident assess-
ments. Its Consumer Statement of Principles for the Nursing Home Regulatory 
System, released in 1983, was endorsed by more than sixty national organizations, 
presented to the US Department of Health and Human Services, and distributed to 
all congressional offices [8]. Several of the major issues raised about the quality of 
NH care were related to its psychiatric aspects; physical and chemical restraints 
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were inappropriately used to control residents’ behavior, and psychiatric disorders, 
primarily depression, were undertreated [6]. In fact, epidemiological studies 
between 1986 and 1993 uniformly reported high prevalence rates for psychiatric 
disorders among NH residents [9]. The prevalence of psychiatric disorders among 
persons newly admitted to a proprietary chain of NHs was found to be 80.2%. In all 
studies, the most common psychiatric disorder was dementia, with prevalence rates 
of 50–75% and up to 30% of residents exhibiting behavioral problems [9]. To date, 
ALFs have not been studied as extensively as NHs, and as described above ALF, 
licensing or regulation varies by jurisdiction.

Despite the difficulties associated with methods and measurement, evidence to 
date suggests that quality of life in residential care community environments for 
older adults is largely determined by the presence of mental health problems and 
one’s subjective sense of well-being [10]. Research also suggests that both the indi-
vidual’s cultural identity, the sensitivity of the treating team toward this identity 
[11], and the culture of the residential care environment [12] can significantly 
impact the mental health and perceived quality of life of older adults living in a resi-
dential care home. As a result, geriatric psychiatrists play an integral part in the care 
of older adults residing in NHs and other proprietary residential care environments. 
The role of geriatric psychiatrists includes advocating for the patient to ensure that 
they receive optimal care, including appropriate psychiatric treatment. Each resi-
dent/patient needs a clinically comprehensive, culturally sensitive, and individual-
ized assessment and treatment plan which addresses medical as well as social and 
environmental factors as potential contributors to mental health problems. Close 
monitoring to assess treatment responses and to prevent unwanted side effects is 
also essential. The 1980’s alarm bells warning about NH’s low quality of care 
inspired a series of reforms, public policies, individual initiatives, and innovations 
which aimed to create and improve the existing practices and standards of care. The 
movement toward person-centered care has been slowly gaining ground in these 
settings ever since. Still, more needs to be done to improve the health and well-
being of older adults living in various residential living environments.

In addition to ensuring comprehensive and individualized care, geriatric psychia-
trists and others involved in caring for older adults in proprietary residential living 
environments are strategically positioned to advocate at various levels of healthcare 
and community systems. Specifically, advocacy efforts are important within insur-
ance companies, organizations involved in providing housing to older adults, sys-
tems of healthcare, government programs, and policy and regulations. Issues include 
improved architecture which reflects universal design concepts, implementation of 
new and innovative psychosocial programs, formulation of institutional policies and 
procedures for assessment, care delivery, training and educating care providers, and 
monitoring the quality of care being provided in various settings [6, 9]. The educa-
tion and training that is needed by those who help provide care to older adults living 
in residential care environments includes knowledge, understanding, humility 
regarding the cultural identities and characteristics of the individuals for whom they 
care, awareness of the culture and atmosphere of the residential living environment, 
and appreciation for the complex intersections of the two. This becomes especially 
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important when addressing situations where conflict arises and may diminish the 
patient’s quality of life.

Some of the cultural aspects and challenges in care are similar across the various 
housing options for older adults, and some are unique to the specific type of living 
environment. The case vignette and ensuing discussion are intended to depict the 
current landscape and challenges a geriatric psychiatrist may face when caring for 
older adults in proprietary senior living environments.

�Vignette

Mr. X is a single 84-year-old Asian male who has been residing in an ALF. He 
moved to an ALF after careful consideration and with the support of his nephews. 
He was feeling very lonely at home and struggled to care for himself with limited 
support and social interactions, other than occasional visits from his nephews. His 
medical history is notable for hypertension, diabetes, and an old stroke with mini-
mal residual symptoms. He had no past history of psychiatric illness.

Upon arrival to the ALF, Mr. X’s mood improved. Staff members described him as 
socializing well with other residents and, overall, being a positive addition to the com-
munity. A few weeks after he moved in, however, Mr. X’s nephews contacted the facility 
director in distress following a visit with their uncle. They requested an urgent psychiat-
ric consultation due to concerns after observing their uncle’s unusual disinhibited sexual 
behaviors and aggression toward other residents. The medical director of the ALF, who 
was also the patient’s primary care provider (PCP), prescribed Mr. X clonazepam to 
control these problem behaviors while awaiting the psychiatry consultation.

–– A – Is clonazepam a good choice in this case? Are benzodiazepines commonly 
prescribed for older adults living in a residential care environment? What does 
the law say about benzodiazepines and antipsychotic prescriptions for 
older adults?

Shortly after, Mr. X suffered from a fall overnight and was sent to the emergency 
department (ED). Imaging revealed no fractures, but his urine analysis indicated a 
urinary tract infection (UTI). The patient was diagnosed with delirium secondary to 
his UTI. After Mr. X had spent 12 hours in the ED, he returned to his ALF with an 
oral antibiotic prescription, and clonazepam was discontinued. Mr. X’s nephews 
could not help asking themselves if this time-consuming and costly visit could have 
been prevented.

–– B – What personal characteristics make Mr. X more prone to an ED visit?

Mr. X’s nephews were furious about the incident and its subsequent conse-
quences. They blamed the ALF for the delay in diagnosis of the UTI and the associ-
ated delay in medical management. Without consulting Mr. X, who was still 
recovering from delirium, the nephews decided to transfer him to a NH.
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–– C – What are the advantages and disadvantages of this decision? What differen-
tiates a NH from an assisted living community?

Mr. X remained slightly confused and his recovery proceeded slowly in his 
new environment. He had trouble adapting to his windowless room and smaller 
bathroom. His mood was low and he did not engage with other residents or staff 
members. He was often verbally abusive toward staff. At times, he remained dis-
oriented and forgetful of recent events and names. He also developed new-onset 
urinary incontinence. Staff members accused him of being purposefully inconti-
nent of urine.

–– D – How can we explain Mr. X’s behavior? Could his incontinence be an act of 
protest instead of the symptom of a medical problem like benign prostatic 
hypertrophy?

A neuropsychology referral took place and psychometric tests revealed cognitive 
impairments consistent with the diagnosis of major neurocognitive impairment due 
to Alzheimer’s disease. Donepezil was suggested to slow the progression of his 
symptoms. Mr. X rejected the diagnosis and showed no insight into his deficits and 
limitations. His nephews also had trouble coming to terms with the patient’s demen-
tia diagnosis, and they did not wish to start medication for what they believed was a 
normal process of aging.

–– E – Was there a common cultural belief behind Mr. X’s and his nephews’ reluc-
tance to accept the recommendation for treatment with donepezil?

Mr. X was uncooperative whenever assistance with activities of daily living was 
needed. Up to four staff members were required to assist him with personal hygiene 
and toileting except when J, a nursing assistant, was on duty. Mr. X had slowly 
begun to trust J and was less distressed and agitated in his presence. J is from 
Portugal and he enjoyed talking to Mr. X about his travels in Asia. He once brought 
him traditional Thai food for lunch, and Mr. X was overjoyed.

–– F – What made J different than the other staff members? Could J’s approach be 
adopted by others?

The NH director noticed J was more successful than other staff members at 
engaging with different residents in the ALF, including Mr. X. With the director’s 
approval, J tried to provide his co-workers some pointers about how to approach 
residents with different racial, ethnic, or cultural backgrounds. Initially, J faced a lot 
of resistance, especially from registered nurses.

–– G – What could be behind the resistance of the RNs, the low attendance at J’s 
presentations, and the limited engagement of some of the staff members during 
J’s workshops?
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One day while assisting Mr. X with personal care, Mr. X made inappropriate 
sexual comments. He described his desire for intimacy and his yearning for human 
contact. J set boundaries with Mr. X who apologetically noted he had been lonely 
and isolated for a long time.

–– H – Do NH residents maintain their libido and interest in intimacy?

When queried, Mr. X revealed his preference for men and that he identified as 
homosexual all his life. According to him, no staff member at the different residen-
tial placements had bothered to ask him about his sexual orientation. As a result, he 
did not mention this to others due to his concerns that he would experience homopho-
bia, feel judged, be rejected and not receive the same quality of care as others.

–– I – What made Mr. X so reluctant to share his sexual orientation? How can we 
address his fear of stigma and discrimination on an institutional level?

Despite receiving better medical care at the NH, Mr. X insisted on returning to 
the ALF where he had originally moved and where he was allowed to have his own 
furniture and personal belongings. At first, his nephews were shocked by this deci-
sion. They were concerned about his care and always thought of the ALF as a “pro-
gressive crazy house for the elderly,” remembering an older woman wandering 
around barefoot in nightwear, carrying purses and dolls, and talking to herself. Mr. 
X explained he felt much more at home there, more respected, and more heard. Mr. 
X’s nephews eventually agreed and respected his wishes.

–– J – What makes the person-centered care philosophy and approach so successful?

�Case Discussion and Recommendations for Optimal Treatment

–– A – Pharmacological treatment of behavioral disturbances experienced by older 
adults living in residential care environments: undertreating or overtreating?

National concerns about inadequate and inappropriate care for older adults liv-
ing in residential environments have focused on the overuse of psychotropic drugs 
in NH residents, especially the misuse of these medications as “chemical 
restraints” to control patient behaviors [6, 8]. Studies in the 1970s and 1980s 
reported that approximately 50% of residents had orders for psychotropic medica-
tions, with 20–40% being given antipsychotic drugs, 10–40% given anxiolytics or 
hypnotics, and 5–10% given antidepressants [9]. These prescribing habits were 
deemed dangerous due to the multiple adverse effects associated with these 
medications.

In 1987, Congress mandated stricter regulations to reduce unnecessary drug 
use as part of the Omnibus Budget Reconciliation Act. The first set of regula-
tions, implemented in 1990, focused on antipsychotic drugs, which often were 
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used to control the behavior of NH residents despite concerns about adverse 
effects (e.g., anticholinergic effects, orthostatic hypotension, extrapyramidal 
symptoms, and ventricular arrhythmias) and lack of efficacy [13]. The second 
set of regulations, implemented in 1992, focused on benzodiazepines, which 
were used routinely despite their association with hip fractures, confusion, and 
other serious adverse effects [14]. These changes in regulations and policies did 
inspire some improvements in prescribing practices moderated by medication 
type and setting. A study evaluating NHs responses to those regulations revealed 
a marked reduction in antipsychotic drug use but little change in the benzodiaz-
epine prescription trends despite the 1992 regulations. Adoption of the new 
regulations was found to be significantly greater in facilities with a high score 
on “resident-centered care philosophy” than in those with a low score. The term 
“resident-centered care philosophy” describes beliefs and norms that emphasize 
individualized assessment and psychosocial care, avoidance of restraints, and 
multidisciplinary collaboration. Reduction in psychotropic drug use was greater 
in communities that had an organizational culture that was compatible with this 
philosophy [12, 15, 16].

Despite the federal regulations, unique NH settings and practices played a role in 
medication prescribing trends. Psychiatric medication overprescribing was not 
found in all NHs. Some studies found that rural nursing homes were consistently 
under-prescribing psychotropics, which led to suboptimal treatment of depressive, 
psychotic, and disruptive behaviors. Under-prescribing was associated with the 
commonly found limitations encountered in rural long-term care settings, such as 
reduced availability and accessibility of health professionals and services [17]. 
Tribal NHs are a commonly referenced example as they are mostly located in rural 
areas, often have challenges in access and identification, and therefore reduced 
pharmacotherapy [18, 19].

Over half of residents in senior communities have a diagnosis of dementia, and 
many have associated behavioral disturbances [9]. There are a number of published 
sources that outline the proper assessment and treatment of behavioral symptoms in 
patients living with dementia. Clinicians working with older adults in residential 
care environments should be very familiar with at least one of these (e.g., the 
Physician Guidelines for the Screening, Evaluation, and Management of Alzheimer’s 
Disease and Related Dementias; http://championsforhealth.org/alzheimers). Of 
note, recently the FDA approved the second-generation antipsychotic medication, 
pimavanserin (Nuplazid), for use with patients living with Parkinson’s disease and 
psychosis. Pimavanserin, is the only antipsychotic to have FDA approval for use in 
patients with a form of dementia [20]. In general, the important steps when evaluat-
ing behavioral symptoms in an older adult living with dementia are:

	1.	 Rule out underlying medical illness as the cause of the behavioral problems.
	2.	 Identify and remove any environmental triggers.
	3.	 Implement behavioral interventions.
	4.	 Use psychiatric medications only when behavioral interventions fail or when the 

behaviors are so serious that imminent harm is likely to occur.
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	5.	 Combine pharmacological, behavioral, and psychological interventions to 
achieve potentially quicker, safer, and more long-lasting results.

–– B – Are there resident characteristics associated with bad outcomes and more 
frequent ED transfers from senior residential care environments?

Residents of senior living communities, and especially NHs, may have complex 
comorbidities that often challenge the busy ED provider who is trying to differenti-
ate between acute and chronic illness during a time-limited encounter. Likewise, the 
often chaotic ED environments can be difficult for any patient with a health crisis 
but are especially challenging for older adults living with a dementia illness. Many 
transfers from the NH to the ED are believed to be either unnecessary or preventable 
and may result in more harm than benefit. According to one study, 47 percent of all 
long-stay NH residents experienced at least one transfer to the ED over the course 
of a year. At the time of their first ED transfer, 36.4% of the participants were admit-
ted to the hospital, whereas 63.1% of those who visited the ED were not. The median 
time to first ED visit for the participants with dementia was significantly higher than 
for the participants with no dementia [21]. Due to the high costs and poor quality of 
care involved in unnecessary transfers, they have become a target of policymakers 
and a focus of a Centers for Medicare and Medicaid Services demonstration proj-
ect [22].

–– C – Nursing homes versus assisted living

NHs have been the primary source of institutional care for older adults since the 
inception of Medicare and Medicaid in 1987 [23]; however, the combined impact of 
a growing number of older adults, a shortage of NH beds, the increasing costs of 
nursing care, the better health of new cohorts of older adults, and dissatisfaction with 
NH care have increased focus on other care settings [24]. Specifically, awareness has 
increased regarding the gap in the “continuum” of care between independent senior 
housing options (that cater to the older adult population with no functional impair-
ments) and nursing facilities (that provide care to the chronically ill and disabled) 
[24]. As a result, CCRCs and larger NHs have broadened their range of care to bridge 
this gap, resulting in the stand-alone ALFs, which have increased dramatically since 
the 2000s. The original ALFs were modeled after Dutch residential settings and 
aimed to provide an “invisible support system” in a residential setting [25]. ALFs, 
however, are not subject to the same licensing restrictions and guidelines expressly 
encouraging aging in place [24]. Furthermore, although the ALF’s professional orga-
nizations endorse providing a homelike environment, independence, autonomy, and 
privacy to their residents, facilities that do not subscribe to this philosophy are free to 
use the same term. In addition, the term ALF is not always used by facilities that do 
aspire to the type of environment described above [26].

Differences in the culture of the various residential care environment options 
available to seniors are evident from studies that compared their admissions thresh-
olds. NHs were more likely than ALFs to admit impaired residents, both overall and 
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specific to those with activities of daily living (ADL) impairments. Within ALF 
facility types, smaller facilities consistently housed the most impaired residents, and 
traditional facilities consistently housed the least impaired. Adults with ADL, cog-
nitive, and behavioral impairments are most prevalent in younger facilities (less 
than 5 years old) and those that are for-profit. Facilities with higher rates of resident 
impairment have more lenient admission policies, provide less privacy, and less 
resident control—all areas seemingly consistent with the realities of a more impaired 
population [27]. Given that newer NHs do not differ from traditional and newer 
model ALFs in the provision of social and recreational services (e.g., exercise, out-
side entertainment, groups), policy clarity (e.g., holding orientations and staff meet-
ings, distributing newsletters) and resident control (e.g., conducting resident 
meetings, involving residents in plans regarding activities and room changes) may 
be indicative of improvements that have been made in the philosophy of NH care. 
Perhaps because of regulations or an evolution in response to consumer demand and 
the growth of ALFs, there may be increasingly blurred distinctions between NHs 
and ALFs [27]. Whether a community is for-profit or not-for-profit also plays a role 
in the culture and philosophy of the community. For-profit ALFs may face an inher-
ent conflict between optimal resident care and financial constraints/pressures that 
might be less overt in a not-for-profit facility. In contrast, not-for-profit ALFs some-
times have charitable sources to subsidize residents who cannot afford to pay for 
their care [28].

The number of choices may make selecting the best option for residential care 
difficult. There are many guidance sources available for older adults who need help 
determining what option may be best. In many communities, for-profit businesses 
that specialize in helping older adults and/or their family members make these deci-
sions now exist. If the decision to move to residential care is made near the end of 
an inpatient hospitalization, then a hospital social worker may be able to provide 
guidance. In addition, there are several not-for-profit organizations, such as the local 
chapter of an Alzheimer’s Association, that are also able to help. Lastly, there are a 
growing number of reliable online sources of information, including information 
provided by the federal government and by a number of state and local govern-
ments, to aid in the decision-making process.

–– D – Impaired residents and nonverbal communication: Can agitation and incon-
tinence be used as communication tools?

The need-driven dementia-compromised behavior model conceptualizes prob-
lem behaviors as attempts to communicate unmet needs that, if responded to appro-
priately, will enhance the individual’s overall quality of life [29]. An unmet need can 
trigger increased levels of frustration, which, in turn, may lead to further dissatisfac-
tion, agitation, and eventually disruptive and dangerous behaviors. In fact, abuse in 
nursing facilities occurs bidirectionally. It is a “double-edged sword,” with staff 
mistreatment of residents being the most visible edge. However, resident abuse of 
staff also occurs, but continues basically unnoticed as outsiders primarily focus on 
the quality of resident care [30].
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Furthermore, incontinence is very common in nursing homes and affects approx-
imately 40–75 percent of residents. It is often a major factor in decisions to institu-
tionalize [11]. Incontinence is typically associated with shame and loss of 
self-esteem. Unfortunately, for restrained or severely debilitated residents, inconti-
nence provides one of the few remaining possibilities for protest. Its most immedi-
ate impact is a significant workload increase for staff members which may lead to 
job dissatisfaction or burnout [31].

–– E – How do different cultural beliefs among various minority groups affect atti-
tudes toward mental health disorders and access to treatments?

The changing age profile of populations in all western countries means that demen-
tia will become a more significant issue and demands for various supportive services 
will be greater in the future. A report regarding individuals living with dementia noted 
less use of services among individuals and their caregivers who belong to certain eth-
nic minorities when compared to members of other ethnic groups. The authors of this 
report argued that the needs of this subset of individuals may be unidentified, under-
represented, or unmet [32]. The reasons mentioned in the literature for these observed 
variations in levels of resource utilization include [33, 34]:

	(a)	 Differences in prevalence rates between the ethnic groups
	(b)	 Cultural deficiencies in the instruments used to assess cognitive function
	(c)	 Differing cultural interpretation of the signs and symptoms of dementia
	(d)	 Different age stratification found in minorities in various countries
	(e)	 The stigma revolving around mental illnesses
	(f)	 A lack of knowledge and understanding of available resources and services
	(g)	 A general reluctance to use health and social resources and services which 

some members of ethnic minorities may perceive as culturally inappropriate, or 
even racist

	(h)	 Language barriers, particularly when it comes to first-generation immigrants 
living with dementia

By 2050, it has been projected that approximately 40% of the older adult popula-
tion will belong to a racial or ethnic minority [7]. The broad categories used by the 
US federal government to define ethnic minorities—African Americans, American 
Indian and Alaska Natives, Asian Americans, Pacific Islanders, and Hispanic 
Americans—do not capture the broad range of cultural differences that can play a 
role in defining illness and selecting treatment. Examples of groups in the USA with 
particular healthcare needs include Ethiopians, Haitians, Holocaust survivors of dif-
ferent nationalities, Hutterites, Laotians, Mexicans, Somalis, Russians, Vietnamese, 
and people from Eastern Europe and from countries in Central America. Examples 
of culturally based behaviors in various ethnic and cultural groups include: [1] 
Russian immigrants may neglect to obtain insurance because they are accustomed 
to the government’s providing healthcare and other necessities by default; Afghans, 
Bosnians, and Somalis, may be suffering from overlooked posttraumatic stress 
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disorder (PTSD) resulting from war, torture, or ethnic conflict [36]; and immigrants 
from Central America and Mexican-Americans may also be at risk for PTSD result-
ing from violence experienced in their home country, during their journey to the 
USA, or as a result of experiences associated with attempts to immigrate [37]. San 
Francisco General Hospital provides a model outlining how to address the range of 
ethnic minorities represented in their psychiatric inpatients [38]. The department 
offers different inpatient programs for Hispanic, Asian and Pacific Islander, African-
American patients, as well as programs for women, HIV-positive patients, lesbian 
and gay patients, and forensic patients.

The Cultural Influences on Mental Health (CIMH) framework is a useful 
approach when characterizing cultural factors that develop in a relationship between 
the patient and the mental healthcare system. This model suggests that various cul-
tural influences contribute to the etiology and development of mental illness and 
affect how one personally defines symptoms and illness. For example, cultural dif-
ferences may contribute to the prevalence of mental disorders, influence beliefs 
about the causes of mental illness, and subsequently impact treatments and inter-
ventions [7]. The goal of describing the various cultural influences is not to stereo-
type groups— as groups are composed of unique individuals— rather, the goal is to 
sensitize practitioners of various disciplines to ethnocultural issues, values, and 
needs. Table 11.1 summarizes cultural differences regarding family members serv-
ing as caregivers in four different ethnic or cultural groups.

–– F – Do cultural competence trainings work?

Cultural characteristics represent an integral aspect of all parts of life and play a 
major role in defining one’s self-identity. The degree to which healthcare providers 
are culturally aware can shape the patient’s ability to receive and apply information 
regarding their own healthcare, which consequently affects their overall health and 
health outcomes [39]. Educational programs that are sensitive to cultural diversity 

Table 11.1  Cultural differences regarding family members serving as caregivers [33, 35]

Ethnic or racial 
group

Caregiving as a family 
obligation Possible reasons for not seeking services

Hispanic 
Americans

Yes Stigma about mental illness
Illness seen as punishment for past sins

Asian/Pacific 
Islanders 
Americans

Yes, mainly oldest son and 
wife, followed by rest of 
children if needed

Strong shame and stigma leading to 
frequent somatic presentations
Symptoms seen as natural and untreatable 
consequence of aging

American Indians Not typically Poor services in native regions
Symptoms seen as a normal process of 
aging
Little stigma and shame from behavioral 
problems and confusion in older adults

African Americans Yes, informal support from 
extended family, kin, and 
religious community

Lack of knowledge or awareness of 
resources
Illness caused by various life stressors
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have the potential to produce culturally responsive healthcare assessments that yield 
optimal healthcare interventions and practices. For example, the APA practice 
guideline for treatment of patients with Alzheimer’s dementia recently highlighted 
several cultural characteristics that affect care including symptom presentation, 
familial acceptance of the behavioral disorder, caregiving style, and size of and sup-
port from social networks [7]. Cultural sensitivity trainings for providers have dem-
onstrated increased open-mindedness and cultural awareness, improved 
understanding of multiculturalism, and enhanced communication quality with 
members of ethnic and racial minorities. A study on the effectiveness of cultural 
sensitivity training of foreign-trained medical graduate students found that those 
who received cultural sensitivity training were more open and resilient, had 
increased self-confidence and tolerance, were nonjudgmental, were able to deal 
with ambiguity, and were capable of better understanding others [39]. Those who 
were trained also exhibited improved skills in assessing verbal and nonverbal cues 
communicated to them by people who were from different backgrounds than them-
selves [39].

–– G – Work environment hierarchy in nursing homes: Is a change needed?

Just as in homes and communities, organizations create their own unique and 
dynamic cultural environments. It is not uncommon for residential care settings to 
have tension and conflict between staff members, which may have a significant 
impact on the residents and the care provided there. For example, in the USA, some 
NHs struggle with tension between different clinical professions and hierarchies. 
Nursing aides or certified nursing assistants (CNAs) typically tend to the basic 
bodily needs of residents, including elimination and incontinence care. Given their 
frequent contact with blood, feces, sputum, vomit, and urine, aides are very much at 
risk of becoming ostracized as “polluted people” or “dirty workers,” whose sole job 
is to clean up a mess. Unlike aides, professional nurses in nursing homes are, for the 
most part, able to evade elimination care, which sometimes creates conflict between 
CNAs and RNs. Nursing assistants, it seems, are reluctant to accept the postulate 
that a nursing license exempts its bearer from elimination care or that their lack of 
license exempts them from being more useful to the residents [38]. Spending con-
sistent time with residents helps CNAs become familiar with residents’ patterns of 
health and behavior and their likes and dislikes. Familiarity with their residents 
promotes the development of relationships, as well as the CNAs’ expertise in mak-
ing day-to-day care decisions on the residents’ behalf. Further, research shows 
second-career CNAs tend to have altruistic intentions and are more influenced by 
relationships and the desire to make a difference than by money [40]. More so, they 
expressed their values and ideals through their work and sought to transform nurs-
ing home care. Yet, difficulty retaining these long-term care workers continues to 
plague nursing homes, as turnover rates approach 100% [41]. Researchers have 
documented that these CNAs’ decisions to leave their jobs were influenced less by 
hard work and low pay and more by feeling devalued by administration and other 
staff [40].
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The work environment hierarchy may have played a role in the poor response 
that J received when he was asked to share his approach with other staff members at 
Mr. X’s NH.  In a naturalistic survey, one CNA described their experience in the 
workplace as:

Transitioning between two worlds: In one world, the institution provides care to numerous 
frail older adults, while meeting state and federal regulations. In this world, CNAs are 
replaceable workers. In the other world, the home offers a sense of community and a home-
like environment where the residents’ individual needs and preferences are attended to. In 
this world, CNAs are considered valued members of the team and the community. [42]

Successful nursing home communities have demonstrated that they value CNAs by 
seeking their input in resident care planning, providing mentoring activities, and 
respecting their work. Important, then, is the adoption of policies and practices that 
create an atmosphere of valuing and appreciating CNAs’ contributions [43]. Whether 
it is tension between nurses and nursing assistants or conflict between other groups 
of staff or individuals, these conflicts impact the culture of the residential care envi-
ronment and need to be identified and resolved to optimize the resident’s experience.

–– H – Sexual behaviors in residential care environments. Given the spectrum of 
possible causes, what is the optimal outcome?

Sexual expressions remain important for a significant proportion of older people. 
Despite this, within healthcare systems, the sexual needs of the older adults are 
often unrecognized and unmet. Frequently, this occurs as a result of negative atti-
tudes and beliefs surrounding sexuality, sex, and sexual desires, especially in older 
adults [5]. A majority of older adults, even those residing in long-term care environ-
ments, maintain some level of sexual interest, albeit at decreased levels. Future 
cohorts of older adults are expected to have even greater sustained interest in sex, as 
well as higher frequency of participation in sexual acts, as generational acceptance 
and perception that sexuality is normal for older individuals increase [44]. Evidence 
suggests, however, that sexual desire is mediated not only by age but also by psy-
chosocial factors including partner availability, frequency of contact, and genera-
tional perceptions of the appropriateness of sexual activity in later life [45], as well 
as biological factors, including the presence of chronic diseases and the medications 
used to treat them [46]. For residents living in long-term care settings such as 
assisted living, these factors are likely to be highly relevant.

Historically, the culture of most residential care environments for older adults has 
not supported the sexual needs of the residents. Physical aspects of life in a residential 
care environment are one of the most common and significant barriers to sexual inti-
macy, such as living in a shared room with only a curtain between the beds for privacy. 
The cultural beliefs and attitudes of personal and professional caregivers, however, are 
another common obstacle for sexual expression. Studies have shown that nursing 
home staff members’ attitudes toward sexual behaviors in older adults –which are 
primarily negative– present another barrier to residents fulfilling their sexual needs 
[47]. Such attitudes often lead clinical and support staff, including housekeeping and 
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food service team members, and members of the management team to perceive any 
attempt at sexual expression as inappropriate, even by residents without cognitive 
impairment. Preferred forms of sexual expression vary widely. Sexuality and intimacy 
are manifested in various ways, including intercourse, but findings overwhelmingly 
reveal that intimate touch, hand holding, and other less physically intense expressions 
are common and valued just as significantly as younger individuals might enjoy more 
vigorous physical expressions of sexuality [48].

Assisted living policies regarding sexuality were found to be sometimes infor-
mal and vague. For example, some assisted living directors instruct their staff to 
leave quietly when they observe sexual activity in residents’ apartments. Facilities’ 
responses to sex and intimacy are context related. Assisted living settings’ 
responses to sex and intimacy are couched in the social context of the situation. 
Directors and staff rely on the family members’ and powers’ of attorney wishes 
and directives. They can be permissive if the family is supportive of relationships 
but can reinforce limit setting if the family is not accepting the behaviors. If an 
assisted living setting has a low census of patients, policies may become more 
flexible. Problematic sexual behavior may be discouraged but impulsive patients 
will not be banned [48]. Advance directives are generally used to give guidance 
concerning medical care, not sexual relationships. As directives become more 
widely used, however, they may also be used to specify other aspects of care the 
patient wishes to receive when incompetent, including sexual behavior. In fact, 
“some individuals may feel so strongly about loyalty to a spouse or religious 
belief that they may include directives concerning future sexual relationships” 
[49]. Cultural training around the healthy expression of sexual behaviors in older 
adults may be needed to ensure that older adults who want to remain sexually 
active receive proper acceptance, education, understanding, and support, even 
after moving to a residential care community.

–– I – LGBT discrimination exists in residential care environments and nursing homes

According to the National Gay and Lesbian Task Force, there are currently 
between 1.4 and 3.8  million lesbian, gay, bisexual, and transgender (LGBT) 
Americans over the age of 65 [50]. They remain particularly at risk of both homopho-
bia and heterosexism. Homophobia is defined as the unreasonable hatred, prejudice, 
and fear of LGB people. Transphobia is the term to describe hatred, prejudice, and 
fear of transgender individuals. Heterosexism and cisgender status function as 
default assumptions; it is a bias where the heterosexuality and cisgender of most 
people are presumed. Institutional heterosexism relies on the assumption of hetero-
sexuality as the norm when health services are provided resulting in the needs of 
LGBT people being neglected [51]. The LGBT Cultural Competency Project is an 
example of a collaborative initiative between multiple partnerships with a primary 
goal of providing education and awareness of the unique needs and concerns of 
LGBT older adults who are aging into long-term care communities [51]. Many 
LGBT older adults are concerned about entering nursing homes due to fears that 
they will be forced into the closet to avoid being shunned by other nursing home 
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residents for being openly lesbian, gay, bisexual, or transgender. Others fear mis-
treatment by administrative staff, care staff, and peers [52]. In fact, “invisible” is a 
recurring description of older LGBT individuals. Although “passing” is used as a 
survival tactic to protect against discrimination, the trauma for those who have lived 
their lives openly and honestly but find themselves going back into hiding when 
“they become ill, vulnerable and dependent on others” should not be minimized 
[53]. Transgender persons are at particular risk of avoiding institutions and situa-
tions where they would be forced to rely on assistance from insensitive and trans-
phobic providers, for example, in vulnerable situations such as bathing [53].

Until June 26, 2015, when the US Supreme Court legalized same-sex marriage 
in all fifty states, the absence of federal recognition of same-sex unions made same-
sex couples ineligible to receive financial and other benefits offered to couples in 
opposite-sex marriages. As LGBT people age and become more dependent on fed-
eral benefits, such as Social Security, Medicare, and Medicaid (none of which were 
previously extended to same-sex partners), and become more enmeshed in health-
care systems that do not grant their partners the same rights as legal spouses, they 
experience the effects of a lifetime of inequality. These effects can follow a lesbian 
or gay person into the nursing home setting [54]. Furthermore, for a long time, most 
retirement communities in the US were faith-based; this meant they could discrimi-
nate without bounds because of their exemption from most nondiscrimination stat-
utes. As an alternative to faith-based homes, several retirement communities catering 
to the LGBT community have now opened around the country. The most well-
known of these is called RainbowVision, the first US retirement village designed 
specifically for gay men and lesbians in Santa Fe, New Mexico [52]. Similar com-
munities now exist in a number of major American cities.

Some nursing homes, including those that do not specifically cater to the LGBT 
community, have endorsed the HEALE curriculum [53]. The HEALE curriculum 
sets a standard for best practices in nursing management and for LGBT cultural 
competency in geriatric education. The nurses’ HEALE training has significantly 
increased knowledge and, as a result, nurses’ confidence in providing culturally 
sensitive care to older LGBT individuals [53]. However, a nationally representative 
mail-in survey of nursing home social service directors revealed that LGBT cultural 
trainings are still not the norm. More than 75% of responders reported not receiving 
any training during the previous 5 years [55]. If the nursing home where Mr. X was 
living had asked about his sexual orientation and provided him with appropriate 
options for the expression of his sexuality, it may have reduced the likelihood of 
inappropriate behavior with J.

–– - J – Person-centered care: What works?

In the early 1980s, the National Citizens’ Coalition for Nursing Home Reform 
conducted focus groups to learn directly from the nursing home residents their defi-
nition of quality. Subsequently, the Institute of Medicine committee on nursing 
regulation published Improving the Quality of Care in Nursing Homes. This was 
followed by a sweeping set of nursing home reforms, known as the Nursing Home 
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Reform Act, which was incorporated into the Omnibus Budget Reconciliation Act 
of 1987. The law made nursing homes the only sector of the entire healthcare indus-
try with an explicit statutory requirement for providing what is now called “person-
centered care” [8]. This culture change movement is a broad-based effort to 
transform nursing homes from impersonal healthcare institutions into true person-
centered environments offering long-term care services. The culture change move-
ment represents a fundamental shift in thinking about nursing homes. Facilities are 
viewed not as healthcare institutions but as person-centered homes offering long-
term care services. Table 11.2 summarizes the principles of person-centered care 
which include not only resident care practices, such as elimination of physical 
restraints but also organizational and human resource practices and the design of the 
physical environment.

The culture change to patient-centered care should be recognized as far more than 
offering amenities or making superficial changes. Rather, it should be treated as an 
ongoing process affecting overall performance and leading to specific, measurable 
outcomes. For example, older adults may be well cared for in terms of their health-
care, hygiene, nutritional needs, and housekeeping (quality of care) but still be 
unhappy. Some of the possible reasons for this unhappiness include consuming unap-
pealing food, being required to bathe in the morning when they prefer an evening 
shower, awakening to vacuuming in the middle of the night because that is when there 
is the least amount of foot traffic, and feeling lonely for companionship [56]. Making 
an effort to keep shower rooms warm can make bathing a more pleasurable experience 
for residents, reduce staff stress, save time, and avoid agitation [8].

Table 11.2  The principles of patient-centered care

Patient-centered care principles Description and examples
1. Resident direction
   �Care and all resident related 

activities are directed as much as 
possible by the resident

Residents are offered choices and encouraged to make 
their own decisions, such as what to wear, when to go to 
bed, and what time to wake up

2. �Homelike atmosphere
   �Practices and structures are 

designed to be less institutional 
and more homelike

Small “households” of 10 to 15 residents in the 
organizational unit. Meals are prepared on the units, and 
residents have access to refrigerators for snacks

3. Close relationships
   �Relationships between residents, 

family members, staff, and the 
community are close

For example, the same group of nurse aides consistently 
care for a resident (a practice known as consistent 
assignment), in order to increase mutual familiarity and 
caring

4. Staff empowerment
   �Work is organized to support and 

empower all staff to respond to 
residents’ needs and desires

Teamwork is encouraged, and additional staff training is 
provided to enhance efficiency and effectiveness

5. Collaborative decision-making
   �Management enables 

collaborative and decentralized 
decision-making

Flattening of the typical nursing home hierarchy and 
participatory management systems is encouraged. Aides 
should be given some decision-making authority

6. Quality improvement processes Systematic quality improvements that are comprehensive 
and measurement-based should exist
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Material objects can be used to help people with dementia maintain connections to 
past social identities and roles and provide a sense of comfort and security. Handbags, 
for example, imbued with social and personal meaning, can serve many different 
functions for women living in care homes. First, the tangibility and accessibility of a 
handbag can itself provide reassurance, particularly when the owner feels vulnerable. 
The act of rummaging or sorting through a handbag also provides women in care 
homes with a “distraction”—a means of looking busy or purposeful when sitting 
alone in a public space, disguising a sense of discomfort. More so, handbags also 
provide a “prop” for managing the lack of privacy in care home settings [57]. In the 
same spirit of using physical materials, a growing body of evidence is showing that 
dolls provide comfort and companionship for some residents with advanced 
Alzheimer’s disease in their care homes [58]. Felt dolls provide sensory stimulation 
and seem to promote purposeful activity. Dolls were noted to promote positive 
changes in behavior, reducing aggression and agitation. They also increase interac-
tions between staff and residents as their interactions expand to discussions and activi-
ties relating to the doll, such as folding the doll’s clothes together [58]. When 
integrating the use of a doll into the care of a patient, it is recommended that family 
members and friends of the patient be educated about the value and purpose of the doll.

Despite widespread recognition of the culture change movement, the discovery 
of deep and enduring cultural change is relatively rare. Several aspects of the nurs-
ing home industry, including its workforce, regulation, and reimbursement, have 
conspired to limit the initiation of culture change practices [8]. The Commonwealth 
Fund’s 2007 National Survey of Nursing Homes found that only 5% of nursing 
directors said that their facilities completely met the description of a nursing home 
transformed through culture change. Only 10% reported that they had initiated at 
least seven or more culture change practices. Altogether, about one-third reported 
adoption of some culture change practices, and another third said that they were 
planning to follow suit. But the remaining 40% of the respondents said that they 
were neither practicing nor planning to commence culture change [8].

On the other hand, Green House (GH) NH models, which strive to fully express 
the tenets of culture change, are gaining in popularity and have elicited great interest 
among policy, provider, and research stakeholders, in large part because they offer 
a true alternative to traditional models of nursing home care by focusing on person-
centered care and deinstitutionalizing the NH. Between 2011 and 2014, the Robert 
Wood Johnson Foundation funded an independent evaluation of Green House NHs 
by four project teams, which were organized under the umbrella of The Research 
Initiative Valuing Eldercare (THRIVE). The collaborative interrelated research 
projects of these teams examined GH care processes and outcomes. THRIVE con-
cluded that implementation of the GH model is inconsistent in different homes, 
sometimes differing from design [59]. Among many recommendations, THRIVE 
research established the importance of communication and collaboration between 
and among direct care staff and medical care providers to effect good-quality 
care [59].

In GH homes, consistent assignment of a universal worker who directs care staff, 
and small homes built around a central living area allow familiarity with residents 
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and provide opportunities for frequent interactions among staff. If used in an optima 
manner, increased multidisciplinary collaboration might lead to early identification 
and intervention in response to a resident’s change of medical condition, a vital step 
in quality care. Some GH homes were found to take advantage of these opportuni-
ties to improve quality; others did not [59]. Consequently, GH leadership and others 
promoting culture change to improve care should identify and overcome barriers to 
communication and collaboration. The THRIVE studies suggest that scheduling 
physician, nurse, and other professional staff visits should be more purposeful, and 
congregate areas should be used to promote interaction [59].

�Conclusion and Recommendations

Be it in traditional NHs, in progressive person-centered nursing homes, or assisted 
living communities, cultural challenges in care provision are common. An impor-
tant role of the geriatric psychiatrist on both clinical and institutional levels is to 
help address these challenges. Practicing cultural competence in long-term facilities 
requires education about and sensitivity toward different cultural identities includ-
ing race, gender identity, and sexual orientations. In addition, awareness of the 
impact of staff hierarchies in residential care environments, implementation of 
patient-centered approaches, and the removal of common barriers to their adoption 
are also essential. We conclude with a number of recommendations to help clini-
cians navigate the potentially challenging yet rewarding task of integrating the cul-
tural identity of an older adult with the culture of the residential care environment:

	(a)	 Be mindful of the location (urban vs rural) and culture, e.g., (traditional vs 
person-centered) of the residential care environment and the available services 
and prescribing trends.

	(b)	 Obtain a good history of the nursing home resident and their behavior, which 
may help avoid costly and unnecessary trips to the ED that are especially diffi-
cult for many older adults, especially those living with dementia.

	(c)	 Use your knowledge of the patient and the complexity of their comorbidities to 
guide the choice of placement in an ALF vs NH. Other factors to be taken into 
consideration include the size and age of the institutions, their philosophy, and 
financial sustainability.

	(d)	 Keep an inquisitive mind about interpreting reported disruptive behaviors like 
agitation or incontinence. Sometimes these behaviors are inspired by unmet 
needs or unaddressed frustrations.

	(e)	 Be mindful of various religious or cultural beliefs, family traditions and involve-
ment, possible sources of shame or stigma, and culturally influenced interpreta-
tions of symptoms— any and all of which can play a major role in explaining 
the medical diagnoses, prescribed treatments, and recommended supportive 
services and in establishing reciprocally supportive and rewarding relationships 
with family members and friends of the resident.

	(f)	 Attend a cultural competency training. These have shown efficacy in increasing 
humility and tolerance but also reducing judgments and frustrations. 
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Psychiatrists aiming to ensure a culturally sensitive practice in their facility 
ought to implement them as part of their pre-employment trainings.

	(g)	 Empower nursing assistants, and recognizing that these team members are a 
valuable, yet often under-recognized, part of the treatment framework. Ensuring 
they are heard and given room for creative interventions can play an important 
role in person-centered care culture.

	(h)	 Remember that sexual behaviors in a nursing home are common and not neces-
sarily a sign of disinhibition, or malintent. A discussion incorporating family 
preferences, home philosophy, and the residents’ values and wishes should 
guide approaches toward the sexual expression of residents, especially those 
with a diagnosis of dementia.

	(i)	 Arrange LGBT competency trainings for nursing home staff members to pro-
mote culturally sensitive practices and avoid institutional heterosexism and cis-
generism, which have been shown to directly impact the mental health of 
residents.

	(j)	 Promote a person-centered approach in NHs and proprietary residential care 
environments for older adults. To do this, the psychiatrist must be well-versed 
in non-pharmacological interventions and take initiative with all parties 
involved to ensure effective communication and the delivery of holistic care.

�Summary of High Yield Points

•	 In the USA, 4.2% of individuals 65 years old and older live in nursing homes [1], 
and the need continues to grow as the population of older adults increases.

•	 There are numerous residential care options for older adults other than nursing 
homes including independent living, assisted living, subacute care hospitals, 
rehabilitative facilities, retirement communities, and continuing care retirement 
communities.

•	 Psychiatric disorders in older adults living in residential care communities are 
common. The most common diagnosis is dementia, with prevalence rates of 
50–75% [9]. Combining pharmacological, behavioral, and psychological inter-
ventions will achieve potentially quicker, safer, and more long-lasting results.

•	 Many transfers from nursing homes to the emergency departments are believed 
to be either unnecessary or preventable and may result in more harm than benefit.

•	 Agitation, incontinence, and aggressive or disruptive behaviors may be forms of 
communication by impaired and/or nonverbal residents.

•	 Individuals living with dementia who belong to certain ethnic minorities do not 
use services to the same degree as members of other ethnic groups. This suggests 
that the needs of this subset of individuals may be unidentified, underrepresented, 
or unmet [32].

•	 Lesbian, gay, bisexual, and transgender individuals have historically avoided 
proprietary residential care environments due to fears about mistreatment by 
administrative staff, care staff, and peers [51]. The HEALE curriculum is a six-
hour LGBTQ cultural competency continuing education training for nurses and 
heathcare professionals and is provided to nurses and social workers for free care.

11  Psychiatric Care in Residential Care Environments



246

•	 After a series of publications, policies, and laws passed in the 1980s, nursing 
homes are the only sector of the entire healthcare industry with an explicit statu-
tory requirement for providing what is now called person-centered care [8]. 
However, despite widespread recognition of the culture change movement, the 
transition to deep and enduring cultural change in proprietary residential care 
environments, including nursing homes, has been relatively rare.

•	 The geriatric psychiatrist has the important role of ensuring comprehensive and 
individualized care, addressing clinical and organizational cultural issues, and 
promoting advocacy and policy recommendations.
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