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Cultural Sensitivity and Aging
MMaarriioonn  ZZuucckkeerr  GGoollddsstteeiinn,,  MM..DD..
KKiimm  GGrriisswwoolldd,,  MM..DD..,,  MM..PP..HH..

Webster’s Third New Interna-
tional Unabridged Dictionary

defines culture as “the total pattern of
human behavior and its products em-
bodied in thought, speech, action,
and artifacts and dependent upon
man’s capacity for learning and trans-
mitting knowledge to succeeding
generations through the use of tools,
language, and systems of abstract
thought” (1). Culture is increasingly
recognized as a crucial variable in the
delivery of health care services. Diag-
nosis and treatment planning and im-
plementation require special skills
and sensitivities when the health care
practitioner and the patient are from
different cultures. This column dis-
cusses how the range of cultural vari-
ation in North America can impact on
mental health care, particularly for el-
derly persons, and lists resources that
address cross-cultural issues in health
and mental health care.

Psychiatrists, other mental health
professionals, and especially primary
care physicians are often called on to
acquire competence in dealing with
patients from a wide variety of cul-
tures. Such challenges are especially
significant for health care providers in
gateway cities or points of debarka-
tion or in urban communities along
the U.S. border with Mexico or Cana-
da, as well as for those working in rur-
al areas with migrant workers or Na-
tive Americans.

The broad categories used by the
U.S. federal government to define eth-
nic minorities—African Americans,
American Indian and Alaska Natives,
Asian Americans, Pacific Islanders,
and Hispanic Americans—do not cap-
ture the wide array of cultural differ-
ences that can have an effect on defin-
ition of illness and selection of treat-
ment. Examples of groups in the U.S.
with particular health care needs in-
clude Holocaust survivors of different
national origins, Vietnamese, Laotians,
Haitians, Somalis, Hutterites, Ethiopi-
ans, Russians, and people from other
East European countries.

The Refugee Act of 1980 created
the Refugee Resettlement Program,
administered by the Office of Refugee
Resettlement in the Administration
for Children and Families of the De-
partment of Health and Human Ser-
vices. Refugee population profiles and
government appropriations are pub-
lished regularly by this office (2).

It was not until 1995 that the Ac-
creditation Council for Graduate
Medical Education added cross-cul-
tural training as a requirement for
psychiatric residency. Clinical and di-
dactic experiences must now address
such issues as the epidemiology of
mental illness in various cultures, the
process of acculturation and the
stresses it presents, and the potential
for misdiagnosis due to cultural differ-
ences (3). Other topics include the ef-
fectiveness of traditional psychothera-
pies and modifications of those thera-
pies in treating patients from various
cultures and potential ethnic differ-
ences in pharmacokinetics and phar-
macodynamics. To be most useful,
such training should include informa-
tion that is gender and age specific.

However, only occasionally has cul-
turally specific mental health research
addressed the unique issues of per-
sons who have come to the U.S. in late

life, often to join sons and daughters
who previously emigrated or to collect
Supplemental Security Income, now
available to them after five years.
Most observations and research per-
tain to the overall cultural group with-
out focus on late-life issues.

The practice guidelines published
by the American Psychiatric Associa-
tion each have a section on cultural
issues, but they generally do not ad-
dress unique issues of late life (4–10).
The APA guidelines reflect impor-
tant work done in the 1970s and
1980s on cultural sensitivity in gener-
al psychiatric practice as it pertains to
the various diagnostic categories.
The APA guidelines on geriatric psy-
chiatry and delirium are currently in
preparation.

The Curriculum Resource Guide
for Cultural Competence is a joint
project of the committee on minority
elderly of the APA council on aging
and the American Association for
Geriatric Psychiatry (3). The guide
addresses general issues of cultural
variations in mental health and illness
but also deals with the specific con-
cerns of elderly persons and specific
clinical manifestations among elderly
patients. The guide contains a rich list
of resources, including audiovisual
materials and names of facilities
known for their excellence in provid-
ing culturally sensitive mental health
care for elderly persons.

Elderly persons with mental health
problems are more likely to seek help
in primary care facilities than in men-
tal health settings. They are also
more likely to have physical comor-
bidities, compared with younger pa-
tients. The primary care physician
plays a pivotal role as the first health
care contact for an aged population
and should work closely with a geri-
atric psychiatrist to achieve positive
health outcomes.

Dr. Goldstein, the editor of this column, is
associate professor in the department of
psychiatry and director of the division of
geriatric psychiatry at the State University
of New York at Buffalo School of Medicine
and Biomedical Sciences. Dr. Griswold is
clinical assistant professor in the depart-
ment of family medicine at the school. Ad-
dress correspondence to Dr. Goldstein at
the Erie County Medical Center, 462 Grid-
er Street, Buffalo, New York 14215.

PPrraaccttiiccaall  GGeerriiaattrriiccss



PSYCHIATRIC SERVICES ♦ June 1998   Vol. 49   No. 6777700

Cultural assessment
To complete a cultural assessment,
the practitioner may require the assis-
tance of a competent interpreter. In-
terpreters need both didactic and on-
the-job training. The triangle rela-
tionship between the patient, the in-
terpreter, and the clinician, including
task definition for each and mutual
dependence and appreciation, re-
quires special skills (11). In crisis situ-
ations and in situations in which an
appropriately trained interpreter is
not available, a language service pro-
vided by AT & T can be consulted 24
hours a day at 800-528-5888. Fees for
the language service include a sign-up
fee, a monthly charge, and a fee per
minute of each call.

The assessment should address the
patient’s and family’s expectations of
the health care system, perceptions of
physical and mental health and aging,
use of health practices unique to pa-
tient’s culture, food preferences, and
spiritual beliefs or lack thereof. The
practitioner should also ask about the
structure of the patient’s family and
family members’ expectations of each
other, as well as the patient’s and fam-
ily’s level of assimilation, accultura-
tion stresses, and resettlement issues,
including financial concerns (12).

Barriers to identification
of mental illness
The clinician’s interest, understanding,
and empathy with the cultural identity
of the patient will enhance a working
alliance. However, many barriers re-
main to identifying and treating men-
tal illness among patients from cultur-
al minority groups (13).

These barriers may originate with
the patient or with the health care
provider. They include language dif-
ferences and symptom presentations
that are unique to a particular culture.
Lack of insurance may prevent access
to care; for example, Russian immi-
grants may neglect to obtain insurance
because they are accustomed to the
government’s providing health care
and other necessities. Patients’ poor
physical health or health-related dis-
abilities may mask mental health prob-
lems. Patients may be preoccupied
with resettlement issues such as learn-
ing about a new currency, finding
housing, and obtaining training and

employment. Cultural beliefs—for ex-
ample, the belief among some Asian
cultures that suffering is inevitable—
may hinder help seeking.

Some recent immigrants, such as
Afghans, Bosnians, and Somalis, may
be suffering from overlooked posttrau-
matic stress disorder resulting from
war, torture, or ethnic conflict. Elder
abuse in family or institutional settings
may also result in posttraumatic stress
disorder. Resistance to forming any re-
lationships outside of one’s own culture
may present obstacles to consulting
mental health professionals. Health
care providers may be unable to distin-
guish culturally determined behaviors
from psychopathology and may lack
appropriate cross-cultural measures or
scales for assessing mental health im-
pairments. Both practitioners and pa-
tients may be unaware of the culturally
sensitive resources that may exist in
their community. Cultural differences
in help seeking may also create barriers
to identification of mental illness.

Because elderly persons’ first con-
tact for health care is usually in a pri-
mary care setting, the primary care
physician should work closely with a
geriatric psychiatrist to overcome
barriers to identification and treat-
ment of mental illness (14).

Resources for health
and mental health care
Griswold and colleagues (15) ob-
served that the needs and demands of
recent immigrants and refugees seen
at a primary care clinic differ from
those of more culturally assimilated
immigrants. For example, VIVE La
Casa in Buffalo, New York, an 80-bed
shelter, harbors refugees en route to
Canada. Most are from Asia, Africa
(Somalia and Ethiopia), and South
America. Their length of stay at the
shelter can range from days to weeks
and even months. Their health prob-
lems include chronic conditions such
as diabetes and hypertension and
acute conditions such as pneumonia.
Depression, anxiety, and psychosis are
not unusual. These conditions require
immediate and skilled attention to
help the recent immigrants function in
their rapidly changing environment
and to prevent complications and
chronicity. Refugees who have experi-
enced torture may be referred from

the shelter to the specialized center in
Toronto for victims of torture.

The National Health and Education
Consortium has published a resource
guide New American: New Needs (16).
The guide is intended to assist health
care providers and educators in help-
ing immigrants and refugees better
utilize the U.S. health and education
systems.

A branch of the Substance Abuse
and Mental Health Services Adminis-
tration (SAMHSA) is dedicated to
refugee mental health (17). Resettle-
ment organizations supported by the
federal government have a coordina-
tor in each state (2). Such organiza-
tions provide refugees with cash, med-
ical assistance, and a broad range of so-
cial services, including English lan-
guage training, employment counsel-
ing, vocational training, job placement,
transportation, and day care.

Facilities that are known for their
excellence in culturally sensitive men-
tal health care for elderly persons cur-
rently exist in various parts of the
country. An outstanding example is the
range of ethnic-minority psychiatric
inpatient programs in the department
of psychiatry at San Francisco General
Hospital (18). The department offers
different inpatient programs focused
for Hispanic, Asian and Pacific Is-
lander, African-American patients, as
well as programs for women, HIV-pos-
itive patients, lesbian and gay patients,
and forensic patients.

Elder abuse has been studied in
Australia, Finland, Greece, Hong
Kong, Israel, India, Ireland, Norway,
Poland, and South Africa (19). In oth-
er countries such as Great Britain,
Canada, and the U.S., ongoing stud-
ies are examining the epidemiology of
elder abuse, neglect, and exploitation
and are identifying resources for as-
sessment and intervention (20).

Culture and treatment
The APA practice guideline for treat-
ment of patients with Alzheimer’s dis-
ease and other dementias of late life
highlights ethnic background as af-
fecting symptom presentation, accep-
tance of the behavioral disorder, and
caregiving style (4). The practice
guideline for treatment of patients
with schizophrenia notes studies
demonstrating that African-American
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patients with affective disorder or or-
ganic brain disorders are more likely to
be misdiagnosed with schizophrenia
than are Caucasian patients (5). In ad-
dition, Asian-American patients gen-
erally have higher blood levels of
haloperidol compared with Caucasian
patients given the same oral dose. Pa-
tients of Jewish descent have been
found to be at higher risk for cloza-
pine-induced agranulocytosis, com-
pared with those of non-Jewish de-
scent. Native Americans with a diag-
nosis of schizophrenia are at higher
risk for coexisting alcoholism than are
non-Native American patients with
schizophrenia. Economically deprived
African-American and Hispanic pa-
tients with schizophrenia have a high
incidence of substance dependence.

Attention to cross-cultural issues is
especially important in treatment of
patients with bipolar disorder be-
cause of the association of psychoso-
cial stressors and precipitation of ma-
nia. Some ethnic groups, notably His-
panics, have been found to differ
from other groups in their response
to antidepressant agents (6). These
ethnic variations must be attended to
in the treatment of patients with ma-
jor depressive disorder (7).

Hispanic women often use somati-
zation as a help-seeking behavior. Al-
though somatization among Hispanic
women early after their arrival in the
U.S. tends not to be an equivalent of
depression, somatization is more like-
ly to be a manifestation of depression
among Hispanic women who have
become more assimilated (21). Stud-
ies have shown that African Ameri-
cans are more likely to seek help in
medical than mental health facilities.
In these primary care settings, they
report more severe somatic symp-
toms and a higher prevalence of pan-
ic disorder than Caucasians (10). In
general, migrant groups have been
found to have higher rates of psychi-
atric disorders than nonmigrants.

Cross-culturally-validated scales
Developing and using appropriate
survey instruments and rating scales
for depression, dementia, and care-
giver burden among culturally differ-
ent elderly patients and populations is
a challenge for the cross-cultural re-
search methodologist. Use of assess-

ment scales that are validated, reli-
able, specific, and sensitive and that
can be used cross-culturally would al-
low early detection of mental illness
and facilitate early intervention
among various cultural groups in the
community and institutional settings.

Practitioners’ attitudes toward vari-
ous levels of dementia, ranging from
early memory loss to agitated and dis-
inhibited behaviors, as well as infor-
mal caregiver attitudes have been
studied cross-culturally. Reviews of
selected cross-cultural perspectives
among Argentinian, Indian, Carib-
bean, and Native American groups
have been published (22). Variations
in attitudes toward dementia among
African Americans and Caucasians
have been studied both in nursing
homes and in other institutional set-
tings (22). The Geriatric Depression
Scale (GDS) has been studied as a
screening instrument for use among
elderly Chinese immigrants in the
community (23). The translated GDS
has been found to be culturally appro-
priate, reliable, and valid for this pop-
ulation, but so far these findings can-
not be generalized to Chinese persons
who are being assessed in clinics or
living in institutional settings.

Summary
Cultural sensitivity should be taught
in residency and continuing medical
education programs, and age- and
gender-specific aspects of cultural
identity should be addressed. Addi-
tional attention to cultural sensitivity
in research is needed to facilitate pos-
itive health outcomes. Collaboration
between medical disciplines is vital to
prevent misdiagnosis and foster cul-
turally sensitive interventions. ♦
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