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Introduction 
For decades, researchers and policy makers have acknowledged 

disparities in access to quality children’s mental health services based 
on race/ethnicity and language [1]. While some states may have made 
progress in implementing policy changes aimed at reducing disparities, 
much work remains. Released over 20 years ago, Towards a Culturally 
Competent System of Care provided a roadmap to reform the child 
mental health field [2]. This landmark document laid out principles 
necessary to guide efforts to reduce disparities in service delivery based 
on racial, ethnic and cultural factors. More recently, language access has 
emerged as a key feature in improving mental health care for children 
and youth [3]. This paper presents results from a study of states’ 
adoption of key policy-related strategies designed to reduce disparities 
and increase cultural and linguistic competence in child mental health 
services in the United States. Respondents were child mental health 
leaders with direct knowledge of policies related to cultural and 
linguistic competence. 

Children with behavioral problems are less likely to receive services 
they need. Even when diagnosed with mental health conditions, children 
from diverse racial/ethnic backgrounds are less likely to receive services 
[4] Access to services and its quality can be further compromised for
children and youth with limited English proficiency [5]. Children
from racially and ethnically diverse background are less likely to access
effective treatment and often experience poorer outcomes even with
treatment [1,6-8]. Children and youth with limited English proficiency
are also more likely to drop out from services even if they access care
[9]. Continuing evidence indicates policy changes are needed to address 
disparities in health care access, treatment and outcomes. Research
suggests that the development and implementation of macro-level
policies and more targeted strategies may be more effective, despite
the inherent challenges [10,11]. While research points to specific
policy solutions, disparities have persisted [12-16]. The President’s
New Freedom Commission on Mental Health (The President’s New
Freedom Commission on Mental Health 2003) recommended that
states take initiatives on these policy solutions. The problem has been
how to design culturally and linguistically competent policies that are
also associated with improved outcomes. By looking at the sources of

barriers to health care, researchers identified socio-cultural barriers 
among the factors that contribute to disparities in access and outcomes. 
Specific elements include: a) organizational and workforce related 
obstacles to care; b) structural challenges; and, c) clinical barriers [17]. 
We classified those as system-level and stakeholder (youth service users 
and family members)-level challenges. 

System-level challenges

The system-level challenges include organizational and workforce 
related problems. Survey data and numerous government reports 
documented the shortage of providers and support workers with similar 
racial/ethnic and linguistic backgrounds to the children and youth they 
serve [18]. Research also pointed to the impact of provider-patient 
relationships on health care quality and outcomes. This knowledge 
suggests an avenue to address organizational and workforce related 
challenges in the delivery of child mental health care [19]. 

Stakeholders-level challenges

Barriers to mental health care, such as lack of transportation, long 
waiting lists and lack of insurance are a reality for stakeholders who 
consist of individual youth service users and their family members. 
These barriers are experienced irrespective of race/ethnicity and 
English proficiency [20-22]. Yet, research demonstrates the increased 
impact for individuals without access to culturally and linguistically 
competent materials, or who lack knowledge or belief in the validity of 
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mental health interventions [23]. It also includes clinical barriers such 
as the failure to apply evidence of the impact of cultural and linguistic 
diversity in sustaining engagement in treatment [24]. 

To assess how states currently make operational key principles of 
cultural and linguistic competence and to assess barriers, we conducted 
a web-based survey of state mental health leaders. Based on previous 
research, strategies to address system-level challenges were identified. 
They included: the existence of cultural advisory bodies, implementation 
of a cultural competence plan, workforce development, measurement 
and self-assessments and leadership [17,24-26]. 

Methodology 
Based on factors identified in the literature, the authors queried 

state leaders on their states’ policy-linked strategies to advance cultural 
and linguistic competency and reduce disparities. In 2007, an invitation 
letter and a link to on-line survey were sent to state children’s mental 
health directors and state multicultural directors or their representatives 
with expertise in mental health in 50 states, DC and 4 US territories. 
Two reminders were sent to increase response rates, and it resulted in 
having 55 responses from 40 states in total. Fifteen states had more than 
one respondent [10]. Respondents represented child mental health 
directors (37.5%, 15 of 40 states), multi-cultural coordinators (25%, 
10 of 40 states), lead state policy person for addressing diversity (25%, 
10 of 40 states) and “others” (10%, 4 of 40 states). “Others” included 
mental health content leaders in the State such as a Bureau Chief, 
content experts in cultural and linguistic competence, such as Director 
of Health Disparities Office and the Director of the Title V Children 
with Special Health Needs. Fifteen states and territories did not 
participate in the study. One respondent did not define their position 
(2.5%, 1 of 40 states). Of the 40 participating states, approximately 45% 
percent reported that 50 percent or more of their portfolio was devoted 
to children’s mental health. The study was approved by the Columbia 
University Medical Center Institutional Review Board (45%, 18 of 40 
states). 

The study sought to determine specific policies and programmatic 
strategies that states implemented to: increase the level of cultural 
and linguistic competence in child mental health services; reduce 
disparities based on race/ethnicity and language access; and improve 
outcomes for children with mental health conditions. We asked states 
to identify policies that fit within the following framework: strategic 

planning based on assessments of need for culturally and linguistically 
competent services; infrastructure-related support (such as workforce 
development strategies including competency-based training); the 
designation of an individual responsible for undertaking policy-related 
strategies; and stakeholder involvement in policy making. All of these 
factors are recognized as predictors of policy implementation [27]. 

Results 
Strategic planning

As Figure 1 shows, eight states (20%, 8 of 40 states) had up-to-
date (i.e., annual or bi-annual reviews) strategic plans in place to 
improve cultural and linguistic competence. In two states, these plans 
were embedded in their states’ mental health plan (5%, 2 of 40 states). 
One state did not have a strategic plan for cultural and linguistic 
competence but indicated that the benchmarks for cultural and 
linguistic competence were part of the state mental health planning 
process and its overall strategic plan. Five states reported that their state 
mental health plan included benchmarks for cultural and linguistic 
competence (7.5%, 3 of 40 states). Twenty states did not report on the 
status of state mental health and related policies on promoting cultural 
and linguistic competence (50%, 20 of 40 states). 

Needs assessments: In the survey, states were asked whether 
and how frequently, they have implemented statewide assessment of 
its cultural and linguistic competence. Eleven states (27.5%, 11 of 40 
states) reported that they regularly conducted needs assessments, with 
foci ranging from assessing: disparities in access; workforce capacity; 
service provision in non-community based settings; and, disparities 
in outcomes. Only two states, California and Utah, reported that their 
assessments focused on disparities in outcomes, as Table 1 shows. 

Workforce development

Twenty-three states (58%, 23 of 40 states) reported that they 
conducted provider training on cultural and linguistic competence. Of 
these, 19 (83%, 19 of 23 states) reported that training was conducted 
either yearly or ad-hoc. Six states (26%, 6 of 23 states) reported they 
provided competency-based trainings. Only one state, Colorado, 
conducted training that lead to certification in cultural and linguistic 
competence. 

States also reported on other policies that supported the level of 
cultural and linguistic competence among the workforce. For instance, 
14 states (35%, 14 of 40 states) noted that they provided policy support to 
recruit and retain a diverse workforce. But only six (15%, 6 of 40 states) 
states provided fiscal support. Five states (13%, 5 of 40 states) noted 
that their funding support was in collaboration with higher education. 
The most common way states supported workforce development was 
through specific contract language and funding requests (40%, 15 
states of 40). Nine states (23%, 9 of 40 states) reported that they address 
credentialing and licensure in support of workforce development. 

 
Figure 1: Status of implementation of a statewide cultural and linguistic 
competence plan.

Type of assessments States 

Racial/ethnic and linguistic disparity in access/treatment CT, FL, MA, SC, UT, 
WY 

Racial/ethnic and linguistic disparity in outcomes CA, UT 
Workforce capacity to address racial/ethnic disparities AZ, DE, OR 

Disproportional representation of racial/ethnic and 
linguistic children and youth in non-community based 

settings 
MT 

Table 1: Type of state-wide annual or semi-annual assessments of cultural and 
linguistic competence.
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Stakeholder engagement 
The data suggested varying levels of stakeholder responsibility for 

culturally and linguistically competent program and policy. Taskforces, 
committees, and advisory councils provided a formal mechanism for 
stakeholder engagement. Nineteen states (48%, 19 of 40 states) had a 
designated “Multicultural Task Force”. Among those, 52% (10 of 19 
states) reported stakeholder input without responsibility for policy and 
program decision making. 

Legal authority
 Authority for implementation of cultural and linguistic competence 

fell under legislative or regulatory channels, through Executive orders 
or directives, Commissioner’s Directors, agency rules and guidelines. 
Table 2 shows the types of policy and legal mechanisms that states use. 

Designated individual responsible for cultural and linguistic 
competence

Seventeen states (40%, 16 of 40 states), reported that a designated 
individual was responsible for coordinating cultural and linguistic 
competence-related strategies. Overall, the organizational rank of this 
individual was low. As Figure 2 shows, in three states, the person in this 
position reported to an individual at the Commissioner level. 

In two states (12%, 2 of 17 states), individuals in this position had 
budget-making authority (results not shown). Most states also reported 
that this individual, usually with the title, “multicultural coordinator”, 
was engaged in policymaking (n=14 of 17, 82%, results not shown). 

Explaining the gaps in access
A critical component for both assessment and planning is to 

identify the factors that lead to gaps in access to care experienced by 
major racial/ethnic groups. States reported on the top three factors that 
contributed to gaps, shown in Table 3. 

Across all racial/ethnic groups, poor provider cultural competence 
was identified as a major barrier. For African Americans, stigma was 
the top barrier, whereas for Asians and Hispanic/Latinos lack of English 
language proficient was the most significant. For Native Americans, 
structural barriers such as transportation, cost, and service location 
were identified barriers. State leaders identified immigration status as 
a major obstacle for Latinos. 

Discussion 
Twenty years after Towards a Culturally Competent System of 

Care was published, some states appeared engaged in policy efforts 
to improve cultural and linguistic competence in service delivery. 
However, these states remained in the minority. Even states with very 
diverse populations lacked basic elements of a systematic approach to 
cultural competency. They remained largely void of support for strategic 
planning, infrastructure, funding, and accountability mechanisms 
to effect meaningful policy change. The last 25 years have seen many 
lawsuits involving disparities in access to mental health services, yet 
disparities still persist [2,28-30]. The failure of governments to leverage 
public policies to address the needs of children and families suggests a 
lack of adherence to the guiding principle of health care over the last 
two decades: “to improve quality”. For many children and youth from 
diverse racial/ethnic and language backgrounds and their families, 
appropriate mental health care remains elusive. The lack of cultural and 
linguistic competence in mental health service delivery for children 
and youth in the United States takes on added significance in light of 
the Affordable Care Act (ACA) and its emphasis on advancing health 
equality for racially and ethnically diverse populations [31]. The ACA 
has many provisions related to cultural and linguistic competency, 
and additionally the enhanced National Standards for culturally and 
Linguistically Appropriate Services (CLAS) in Health and Health 
Care was released by the Office of Minority Health in May 2013 as 
a resource for the ACA. There are three most important domains of 
the ACA provisions that are relevant to this study’s findings: (1) data 
collection and reporting by race, ethnicity and language; (2) workforce 
diversity; and (3) cultural competence education and organizational 
support. For example, our survey results showed that less than 35% 
of states included regular statewide assessments of need for cultural 
and linguistic competence and fewer focused on outcomes. This 
poor emphasis on planning and system guidance through the use of 
empirical data suggested an ad-hoc approach to addressing cultural and 
linguistic competence. As part of the ACA, collection and reporting 
data on race, ethnicity and primary language and other demographic 
information are now becoming required for all federally-funded 
health programs and population surveys. Additionally, the Secretary 
of Health and Human Services (HHS) is authorized to increase efforts 
to monitor health disparity trends in federally-funded programs and 
widely disseminate the findings [31]. The strong emphasis on planning 

Policy Mechanisms # states reporting 
cultural competence 

# states reporting 
linguistic competence 

State legislation and 
regulations 15 11 

Governor's executive orders or 
directives 7 2 

Commissioner directives 13 8 
Agency rules or regulations 22 18 
Guidelines and standards 20 22 

Table 2: Type of state mental health and related policies that promote cultural 
and linguistic competence and/or elimination of racial, ethnic, cultural or linguistic 
disparities.

 
Figure 2: Rankings of designated cultural competence coordinator/similar 
designated person.

African-American Asian American Hispanic/Latino 
American Native American 

Stigma (19) Language 
barriers (17) 

Language barriers 
(20) 

Poor provider 
cultural competence 

(14) 
Poor provider 

cultural competence 
(13) 

Stigma (16) Immigration Status 
(20) 

Inadequate provider 
capacity (14) 

Lack of MH literacy 
(13) 

Poor provider 
cultural

competence (14) 

Poor provider 
cultural 

competence (13) 

Structural barriers 
(12)

Table 3: Top Three gaps in access to mental health services by major racial/ethnic 
group (parentheses are the number of states).
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and assessment on cultural and linguistic competence would be a key to 
plan for new services or emerging disorders. 

Second, through reauthorization and expansion of Title VII 
programs, the ACA can potentially improve workforce diversity in 
health care with appropriations. Title VII was amended to authorize 
$25 million in grants to mental and health professionals with preference 
to historically lack higher education and institutions that serve diverse 
populations [31]. The striking finding of this study was the low rate 
of states that provided or supported workforce development through 
competency-based cultural and linguistic competence. While states 
reported that they had policies to support the creation of a diverse 
workforce one measure of such commitment would be through policies 
on recruitment and retention, yet only 35% of states reported they 
had such a policy and even fewer (15%) backed up those policies with 
fiscal support. Third, the other domain that ACA promotes is cultural 
competence education and organizational support. The ACA provides 
five year of support for developing and disseminating model cultural 
competence (CC) training and education curricula, to be disseminated 
through online clearing house [31]. This study showed that most states 
do not support competency-based training for cultural and linguistic 
competence even though among other domains of health care such 
as clinical or other health care quality control training the proficiency 
of the workforce being trained is measured. Thus, this recent federal 
initiative should guide state governments to increase their capacity 
in promoting cultural and linguistic competence in the area of child 
mental health. 

Additionally, leadership is a key for policy advancement. In the 
enhanced CLAS, a new standard 2 “advance and sustain governance 
and leadership that promotes CLAS and health equity” is added 
[32]. This new standard is developed to emphasize the importance 
of permeating CLAS at all aspect of organizations from top-down to 
bottom-up. While culturally and linguistic competency was historically 
a grassroots strategy. As also shown in the findings of this study, 
states are the weakest in terms of leadership. Only two-fifths of states 
designated an individual who is responsible for ensuring cultural and 
linguistic competence in child mental health at a state level and in only 
two stated does this person have any budgetary authority. The study 
also shows that while many states formally engaged stakeholders those 
processes appear can with no accountability for decision-making or 
holding states accountable. Indeed the results pointed to the lack of 
accountability for system-wide cultural and linguistic competency by 
not attaching ways of measuring what states do in the name of cultural 
competence and by not assuring an empirically-based approach. States 
seemed to provide vocal support for cultural and linguistic competence 
and give the appearance of “doing things’ in the area of cultural and 
linguistic competence but these actions did not appear to be tied to 
systematic ways to embed policies so they inform sustainable practices. 
For example, if there were no benchmarks for planning then any actions 
constitute progress. If trainings are not assessed for effectiveness and 
the workforce is not required to be competent, then states will remain 
focused on outputs and the outcomes will not change. While all groups 
identified poor provider cultural and linguistic competence as a barrier, 
other barriers differed among different groups and have implications 
for service delivery. Stigma, language access and logistic and structural 
barriers pertain for African-Americans, Asians and Hispanic/Latinos 
and Native American respectively suggests the need for a multi-faceted 
approach to policy implementation. 

Conclusions 
Based on our findings and in light of federal efforts to be responsive 

to issues of equity in treatment and quality, we suggest the following 
policy recommendations. First, include incentives for all states to draft 
an up-to-date annual strategic plan to improve cultural and linguistic 
competence and show them how to contract through new provider 
mechanisms to ensure these plans are enacted. At the time of our study, 
less than one-fifth of states had the plan in place. Without appropriate 
planning, states are likely to duplicate and will be at a disadvantage 
in implementing the services that children and families need in the 
most effective and efficient manner. Secondly, states should regularly 
assess the needs of their populations and available resources. Less 
than one-third of states in this study reported that they conducted 
needs assessments. With the ACA requirement of data collection 
and reporting, states should be increasing efforts to establish baseline 
data and data on outcomes for children based on race/ethnicity and 
language. States should annually report - state-by-state and county-by-
county on efforts to address disparities using national benchmarks. 

Third, it is important to involve stakeholders like youth and family 
members for policy and program decision making in promoting 
cultural and linguistic competency in mental health services. Research 
shows the importance of families and youth service users in their own 
care management [33]. Therefore, it is important to incorporate youth 
and family perspectives of diverse background on what kind of service 
settings would help them access and continue mental health services. 

Fourth, states should take advantage of the ACA’s effort in cultural 
competence education and organizational support, provide annual 
provider training on cultural and linguistic competence, and make these 
competency-based with adequate funding. While more than half of the 
states in this study already conducted provider training, only 6 states 
had competency-based training and one state had training that was tied 
to certification in cultural and linguistic competence. Further, it is also 
important to consider different elements of cultural competencies such 
as communication competencies (e.g. accepted terms of address), staff 
in culturally acceptable roles, stigma reduction, and friendly milieus for 
ensuring the quality of culturally and linguistically competence services 
[32,34-38] in addition to the certification training. 

Finally, states should develop and embed anti-stigma strategies in 
settings that individuals from diverse backgrounds frequent since states 
report stigma as one of the top gaps in access to mental health services 
and research shows that stigma reduction is one of the important 
deterrents to seeking care. 
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