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Abstract
Behavioral science helping professionals are ethically obligated to achieve
cultural competence in their work with clients. The rapid rise of the minority
population in the United States means that helping professionals can expect to
work with clients from cultural backgrounds different from their own. This
paper examines four cultural groups—African Americans, Hispanics, LGBT,
and military veterans, and specific cultural concerns unique to each group.
The purpose of the paper is to increase therapist awareness and knowledge of
these group-specific cultural issues, thereby contributing to a greater degree of
counselor cultural competence.
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1. Introduction
Cultural issues continue to be a major focus in the behavioral science helping
professions. The dialogue surrounding these issues recognizes the importance of
helping professionals being culturally competent in the delivery of therapy services. Cultural competence, as it relates to the behavioral sciences, refers to
“…the capacity to draw effectively upon cultural knowledge, awareness, sensitivity, and skillful actions in order to relate appropriately to, and work effectively
with, others from different cultural backgrounds” [1].
A primary reason and need for the emphasis on cultural competence is the
critical relationship between cultural competence and ethical behavior. Ethical
standards exist to benefit the client and to prevent harm. Cultural bias and lack
of cultural competency on the part of the helping professional work against any
intended benefit to the client and may even result in harm [2] [3]. The APA,
ACA, and NASW Code of Ethics all acknowledge the significance of cultural
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competence in the delivery of professional services. The ACA Code of Ethics, for
example, states that “…multicultural counseling competency is required across
all counseling specialties…” [4].
Enhancement of therapist competence in the behavioral science field has not
always been the case. In times past, the attitude has existed that there was a style
of therapy (i.e., counseling) called “regular counseling” and a separate, specialized skill area called “multicultural counseling” [5]. The belief was that multicultural counseling was an area of specialty, like addictions or career counseling,
chosen only by a subgroup of therapists who desired to “specialize” in this area.
The rapid rise of the minority population in the U.S. makes it increasingly
impossible, if not unethical, for the helping profession to treat multicultural
counseling as a specialty area. From 2000 to 2010 racial and ethnic minorities
accounted for 92% of the population growth in the United States [6]. Helping
professionals can no longer choose to limit their practice to one specific cultural
group, nor would it be ethical to do so. In the 21st century, multicultural competence is now a given expectation on the part of all helpers, and rightly so, as multicultural competence is necessary for respecting and understanding the differences that exist in our diverse social structure, society, and worldview [7].
As well, the definition and scope of multicultural counseling competence continue to evolve. No longer limited to issues of nationality or country of origin,
multiculturalism now includes ethnicity, race, gender, age, sexual orientation,
religion, socioeconomic status, physical ability, mental ability, geographic region, historical experience, and shared experiences that bind people together [8].
Every minority group must deal with cultural issues inherently unique to that
group. As challenging as it may be, helping professionals must possess cultural
awareness and knowledge specific to the uniqueness of each group to provide a
level of treatment that meets ethical standards.
This paper focuses on a representative cross sample of minority groups based
on Pedersen’s [8] definition (see above). The sampling includes two minority
groups whose identity is based on nationality, African Americans and Hispanics;
one group whose identity is based on sexual orientation—LGBT; and one group
whose identity is based on shared specific experiences—military veterans. The
goal is to enlighten helping professionals to some of the unique cultural-related
issues common to each of these groups, which, in turn, will result in an increased overall awareness and understanding of how cultural issues influence all
minority groups.

2. Cultural Competency with African-American Clients
There is a long history of disparity of general health services for African-Americans who represent an underserved vulnerable population in the United States
[9]. This disparity is also true of mental health services, as African-Americans
are less likely to have access to, seek, and receive mental health treatment [10].
To further best practices in cultural competence, helping professionals should be
aware that negative cultural experiences have produced certain negative beliefs
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prejudices, especially towards white social service providers [11].
A hesitancy often exists in the willingness to seek mental health services due
to a lack of trust of health system providers [12]. Many African-Americans
perceive historically marginalized treatment by the mental health system and
inadequately trained providers, largely due to a mental health system that has
not understood the experiential stressors of the African-American community
[13].
In addition, while physical illness and health problems are freely discussed,
thereby generating needed support from family and friends, mental problems
often carry a community stigma [14] [15]. This stigma can result in treatment
being delayed or not sought at all [16].
The culturally competent helper should be aware that African-Americans are
more likely to be misdiagnosed of a mental disorder compared to whites, possibly due to the bias of practitioners who apply different diagnostic rules to African-Americans than they do to white patients [17]. Briggs, et al. [16] make the
case that a cultural assessment of African-American clients should be conducted
before a clinician assigns a DSM diagnosis. One reason for this is that AfricanAmericans may not present distress in a manner readily recognized by therapists
from other cultural backgrounds. Therefore, it becomes essential for counselors
to have a knowledge of culturally relevant factors that “permeate or trigger the
onset of clinical symptoms or disorders” when working with African-Americans
[18].

3. Cultural Competency with Hispanic Clients
The Hispanic people in the United States present the fastest growing cultural
group, making up 17% of the U.S. population [19]. This racial group consists of
several subgroups including Mexican, Central American, South American,
Puerto Rican, Cuban, and Dominican [17].
The Hispanic population presents unique factors for the aspiring culturally
competent helper.
Most obvious are language and idiomatic expression barriers [20]. Before the
potential client can give informed consent several questions must be considered
by the therapist. Is it ethical to enter into a therapy relationship if an English
speaking counselor does not speak fluent Spanish, or a Spanish speaking client
does not speak fluent English? Is it ethical to enter into a counseling relationship
if the client and counselor are just functional in the other’s language, but not
fluent?
To what degree will level of language comprehension and communication affect quality of services and outcome? Language issues must be satisfactorily addressed before counselor and client can consider entering into a professional relationship.
An issue often unique (but not limited) to Hispanic clients is the stress associated with being an undocumented immigrant. Between 11 and 12 million immigrants are living in the United States illegally, with Hispanics composing 52%
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of this number [21]. Undocumented Hispanic immigrants may be subject to significant trauma occurring before, during, and after the migration process into
the United States. This trauma places them at high risk for mental health problems including posttraumatic stress disorder [22]. Even after arriving in their
country of destination there may be continued stress and trauma resulting from
discrimination, fear, isolation, and anti-immigration laws. The culturally competent therapist will see this ongoing immigration-related stress as a context for
viewing both the client and the client’s therapeutic issues [22].
Like African-Americans, Hispanics reportedly underuse mental health services [23]. Reasons for underuse include the fear of being culturally misunderstood,
racism, legal fears, costs, distrust, and perceived discomfort with therapy [24].
Therapists should be aware that these issues may impact the therapy relationship, especially during the intake and therapeutic alliance-building stages of
therapy.

4. Cultural Competency with LGBT Clients
Cultural competence is not limited to ethnic minorities. As defined by Pederson
[8], cultural competence may include group cultures identified by behavior,
ideals, and alternative lifestyles.
As a historically disenfranchised minority group, the lesbian, gay, bisexual,
transgendered (LGBT) community has been the recipients of discrimination,
oppression, and sometimes violence. This harmful treatment has been found to
be associated with various mental health issues in this population. Perceived
discrimination in this group has been positively associated with both harmful
effects on quality of life and indicators of psychiatric morbidity [25]. Lesbians
and gays have been found to be at high risk for mental disorders such as depression, anxiety, substance abuse, alcoholism, and accompanying comorbidity [26].
LGBT youth have been found to have significantly higher incidence of suicide
ideation/attempts compared to heterosexual peers [27].
Many helping professionals lack training in the awareness, knowledge and
skills needed to effectively help LGBT clients [28]. Because so, attaining competency with this population should begin with the self of the therapist. A heterosexual therapist must ask her or himself about conflicting personal values and
biases with a client who is a member of the LGBT minority-conflicts and biases
that could affect standard of care. If the personal values of the therapist conflict
with the therapist’s professional obligations to LGBT clients the professional
should consult with colleagues and supervisors to ensure a course of action that
best promotes the welfare of the client. The focus should be on addressing the
professional’s own biases, skill, or knowledge deficits that might compromise
optimal treatment [29]. Other issues of the therapist’s “self”, include being able
to recognize countertransference issues and the ability to deal with attractions to
and from same-sex clients [30].
Besides awareness and knowledge, the culturally competent helper needs to
possess a skillset that allows for effective intervention with LGBT clients. These
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skills include the ability to make accurate diagnostic assessment of the client
within the context of the client’s culture [31]. Accurate assessment requires being able to distinguish between symptoms related to intra and interpersonal variables and symptoms related to the pressures of living in a homophobic social
environment.
Other skills needed by the counselor include advocacy skills and various skills
more practical in nature. As Dixon, Tucker & Clark well state, “Socially Just
counseling and advocacy are expectations in contemporary professional counseling practice in the United States” [32]. The competent multicultural helper
must be willing to advocate for the needs and welfare of the LGBT client, just as
they would for heterosexual clients [33]. One area where behavioral science professionals can be especially effective as advocates is the area of LGBT mental
health. Pandya calls for LGBT mental health issues to be an “advocacy priority”,
as LGBT individuals are at an increased risk for mental health problems [34].
Other skills include more practical matters such as being skilled in language use
(e.g., using terms such as “partner” vs. “husband/wife”) in initial phone contacts,
intake materials and early assessment questions [35].

5. Cultural Competency with Military Veteran Clients
The impact of military involvement in Iraq and Afghanistan has had a farreaching influence on many communities in the United States. More than 2.5
million Americans have been deployed approximately 3.5 million times [36],
numbers that increase daily. The likelihood of a helping professional treating a
recent veteran is high and demands competence specific to this particular cultural group.
To effectively work with this group the aspiring culturally competent therapist
should have an awareness and understanding of the different types of difficulties
post-deployment veterans struggle with. These difficulties include reintegration
difficulties, family issues, financial problems, substance abuse, posttraumatic
stress disorder (PTSD), and medical disability [37].
Perhaps the one issue that has received the most attention with this population is Post Traumatic Stress Disorder [38]. Active symptomology has been reported to be as high as one of every five veterans returning from Iraq and Afghanistan [39]. Ramchand, et al. found approximately one of every two veterans
seeking Veterans Administration (VA) treatment tested positive for PTSD [40].
Symptoms of PTSD include re-experiencing the trauma through dreams and
flashbacks, distressing thoughts, memories and/or feelings, negative thoughts
and mood, sleep disturbance and reckless, aggressive behavior [41]. Helpers
must be aware that these symptoms not only adversely affect the veteran but can
cause disturbances in the veteran’s interpersonal and family relationships [42]
[43].
Of great importance, the therapist must be aware of the link between veteran
PTSD and suicide. Post-deployed veterans who screened positive for PTSD were
more than four times as likely to endorse suicidal ideation compared to non117
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PTSD veterans [44]. Veterans screening positive for PTSD along with two or
more comorbid mental disorders were six times to report suicide ideation compared to PTSD-only vets [43]. It is therefore of highest importance that helpers
assess combat veterans for combat-related symptoms, including PTSD and suicide ideation.

6. Conclusion
Helping professionals today face an increasingly diversified society. This society
brings with it an accompanying array of cultural issues specific to each cultural
group. An awareness and understanding of these issues is required if helping
professionals are to meet their ethical obligations to all clients, regardless of
background. This article has discussed cultural issues specific to four minority
groups. The intent is that the cultural issues related to these four groups will
serve as a template to help counselors learn to develop a cultural awareness and
understanding towards all groups of clients.
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