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Abstract
Over the last decade, cultural adaptation has emerged as a promising method to reduce
mental health disparities that exist between White and ethnic minority groups. Although
some research has been done to develop a common language for adapting interventions
for physical health (Davidson et al., 2013) and to culturally adapt mental health
interventions in adult populations (Barrera et al., 201 3), minimal research has evaluated
cultural adaptation in the context of early childhood mental health. Given the promise of
effective early childhood prevention and intervention programs to prevent negative
outcomes and reduce societal costs later in life, understanding cultural adaptation in this
literature is critical. Due to the lack of a common measure to identify and evaluate
cultural adaptation, the first aim of this study was to develop a tool that will provide a
standardized method for researchers to rate the level of cultural adaptation in evidence
based programs that are being considered for use with ethnic minority populations. By
applying this tool to a subset of studies (n=9) from a systematic literature review of early
childhood prevention and intervention studies (Baker, 2014), the second aim focused on
revealing the extent to which cultural adaptation is being implemented within early
prevention and intervention programming. A meta-analysis was conducted using these
nine studies to evaluate the relationships between cultural adaptation, treatment fidelity,
and intervention outcomes. Inclusion criteria for study selection included a large ethnic
minority sample (75% or more of the target population, including children and parents),
externalizing behavioral outcomes for preschoolers (age 3-5), and quantitative, group
level data for the outcome of interest. Descriptive statistics and a random effects meta-

analysis with meta-regression were conducted to evaluate these relationships. The results




of this study indicate that while some features of cultural adaptation are being mentioned
in the literature, there is a lack of explicit use of terminology to readily identify whether
or not cultural adaptation is being implemented within early childhood prevention and
intervention programming. The average effect size was medium (d =.49). Although this
study did not find a relationship between cultural adaptation and intervention
effectiveness, a positive relationship between treatment fidelity and intervention

effectiveness was found.
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Introduction

The U.S. Census Bureau predicts that by the year 2060, 57% percent of the U.S.
population will identify as ethnic minorities (United States Census Bureau, 2012). In
2009, 44% of children in the U.S. identified as ethnic minorities, and this number is
projected to rise to 62% by 2050 (Horn et al., 2009). In the U.S., health disparities along
racial lines continue to threaten the well-being of members of ethnic minority groups
(Barrera, Castro, Stryker, & Toobert, 2013). For example, according to the National
Institute of Allergy and Infectious Diseases, disparities in rates of infectious diseases and
diseases of the immune system are closely related to differences in race/ethnicity,
education, and socioeconomic status (U.S. Department of Health and Human Services,
2013), with ethnic minorities and those with less education and lower socioeconomic
status having the highest rates of illness. African American children born in the United
States are 2.5 times more likely than White children to die before their first birthday
(Satcher & Higginbotham, 2008), and, in the year 2000 alone, 40.5% more deaths
occurred within the African American community than in the White community. This
translates into the loss of 83,570 lives, across all age groups, that would not have
occurred if the mortality gap between Blacks and Whites were eliminated (Satcher et al.,

2005).

Health disparities are not limited to physical health, but extend to mental health as
well. While ethnic minorities report overall lower levels of mental health disorders than
Whites, disparities in mental health care lead to worse mental health outcomes for ethnic
minority group members who experience mental health problems. For example, ethnic

minorities who become ill are more likely to experience symptoms that are more




persistent, severe, and disabling than Whites. Ethnic minorities also report lower levels of
psychological well-being and higher levels of psychological distress than their White
counterparts, despite a lower prevalence of common mental health disorders (McGuire &
Miranda, 2008).

While treatment at all ages is important, it is well documented that early
childhood prevention and intervention efforts are highly effective, altering negative
lifetime trajectories and reducing long-term societal costs in both adolescence and
adulthood (e.g., school removal, juvenile delinquency, adult imprisonment,
underemployment) (Karoly et al., 1998; Wilson, 2014). While there are many evidence-
based programs (EBPs) available to treat mental health concerns in early childhood (e.g.,
Healthy Steps, Fast Track), cultural differences have not typically been considered when
implementing these programs among ethnic minority groups (Forehand & Kotchick,
1996). Historically, mental health research has been conducted in a Euro-American
context. Therefore, the subsequent concepts, theories, and resulting programs and
interventions derived from this research may have limited applicability to other
racial/ethnic groups as they do not take into consideration the unique experiences,
strengths, and needs of those groups (Cardemil, 2010; Lau, 2006; Sue, 2001).

Lack of inclusion of ethnic minorities in research has the potential to result in
programs that lack relevance to ethnic minority groups. For example, the effectiveness of
parent training programs, which have been highly effective in treating externalizing
behaviors in children, is speculated to be reduced for ethnic minority groups due to
mismatches in cultural practices and values between program developers and the target

population (Forehand & Kotchick, 1996). Mismatches may include differences in




opinions regarding certain disciplinary practices (e.g., spanking) or a lack of inclusion of
non-traditional family members (e.g., fictive kin) in the intervention (Forehand &
Kotchick, 1996). Possibly, as a result of mismatches, ethnic minority parents are not as
likely to enroll in parent training programs as their White counterparts (Baker, Arnold, &
Meagher, 2011). Additionally, if program goals are not relevant to members of the target
population, they are not likely to be engaged, which contributes to higher attrition rates
and reduced opportunity for positive outcomes (Castro, Barrera, & Holleran Steiker,
2010).

As the U.S. population continues to diversify, it is increasingly important that the
services provided are designed to address the unique needs of its population by taking
into account the values, norms, traditions, and belief systems of individual groups.
Taking these factors into account will help researchers to develop and implement
prevention and intervention services that are meaningful, relevant, and effective for
ethnic minority groups. In correspondence with the diversifying U.S. population, the
question, “What treatment, by whom, is most effective for this individual with that
specific problem, and under which set of circumstances?” needs to be addressed if we
ever hope to provide the most effective care to all members of our diverse society (Paul,
1967, p. 111). Over the last decade, cultural adaptation of evidence-based practices has
emerged as a promising answer to this question.

Evidence-Based Practices

In 2005, the American Psychological Association (APA) Presidential Task
Force on Evidence-Based Practice defined an Evidence Based Practice (EBP) in

psychology as “the integration of the best available research with clinical expertise in the




context of patient characteristics, culture, and preferences” (APA Presidential Task Force
on Evidence-Based Practice, 2006, p. 273). Rigorous research, clinical experience and
expertise, and documented efficacy trials are all part of the development of an EBP
(Barrera, Castro, & Holleran Steiker, 2011. Some evidence-based mental health programs
for young children have included ethnic minority samples in their development stages
and have produced favorable outcomes among various ethnic groups. For example,
Incredible Years, a Parent Management Training (PMT) intervention designed to teach
parents strategies to reduce child behavioral problems, has been shown to reduce
behavior problems in African Americans, Whites, Asians, and Latinos (Lau, 2006).
However, other PMT intervention programs such as Healthy Steps and Fast Track have
been more effective in treating Whites than ethnic minorities, which demonstrates a need
for improving the effectiveness of EBPs with ethnic minority children (Lau, 2006).
Modifying already existing EBPs for use with minority populations can be less time
consuming, more cost effective, and equally effective in producing favorable outcomes as
developing EBPs specifically for use with ethnic minority populations (Falicov, 2009).
However, because EBPs are developed with the intention of producing reproducible
outcomes through an emphasis on fidelity, there are concerns that they are too inflexible
to accommodate cultural differences (Kendall & Beidas, 2007).
Treatment Fidelity in Evidence-Based Practices

Treatment fidelity refers to the extent to which a program is implemented in the
way it was intended. Research has demonstrated that programs that are implemented with
high treatment fidelity produce better outcomes in comparison to those that are not

(Durlak & DuPre, 2008). Although there is extensive research supporting the relationship




between treatment fidelity and improved outcomes, many researchers do not measure and
report on it (Perepletchikova et al., 2009). Without treatment fidelity information, it
becomes more difficult to interpret outcome data as we are unable to determine how
much of the measured change was due to the program being implemented as designed
versus how much other factors (e.g., adaptations) may have contributed to outcomes. It is
important to note that no published studies have documented 100% fidelity across all
levels of implementation; in fact, positive outcomes have been attained with levels of
treatment fidelity around 60% which leaves room for adaptations to occur without
negatively impacting outcomes (Durlak & Dupre, 2008). In fact, current thinking
suggests that treatment fidelity and adaptation are not mutually exclusive, and that it is
possible that they can both contribute to better outcomes (Durlak & Dupre, 2008; Kendall
& Beidas, 2007). Unfortunately, because the majority of previous research has considered
program adaptation and treatment fidelity as incompatible, there is little research

evaluating the relationship between adaptation and outcomes.
Cultural Adaptation of Evidence-Based Practices

Cultural adaptation is a method used to modify EBPs to better suit the needs of
ethnic minority groups. Although some research has been done to develop a common
language for adapting interventions for physical health (Davidson et al., 2013) and to
culturally adapt mental health interventions in adult populations (Barrera et al., 2013),
minimal research has evaluated cultural adaptation in the context of early childhood
mental health. Cultural adaptation is defined as “the systematic modification of an
evidence-based intervention or intervention protocol to consider language, culture, and

context in such a way that it is compatible with the client’s cultural patterns, meaning,




and values” (Bernal et al., 2009, p. 362). A common example of cultural adaptation is
changing the program materials into the native language of the target population
(Kumpfer et al., 2008). Other examples include changing graphics to depict individuals
from the target population, addressing financial barriers to participation, and making sure
the intervention goals and targeted outcomes match the values of the target population
(Davidson et al., 2013).

Programs that are culturally adapted are not only more appealing, but may
actually improve effectiveness by providing services that are meaningful and relevant to
their target population. When cultural adaptation is carried out effectively, it has been
demonstrated to increase engagement, attendance rates, motivation, and behavior change
(Castro, Barrera, & Martinez, 2004; Griner & Smith, 2006). For example, Griner and
Smith (2006) conducted a meta-analysis of 76 culturally adapted mental health programs
in which they found an overall positive effect in the outcomes of ethnic minority children
for programs that had been culturally adapted. One of the most notable findings was that
programs implemented in the participants’ native language were twice as effective as
those implemented in English. As evidence grows in support of the benefits of culturally
adapted programming, the need to intricately weave adaptation into program
development and implementation while maintaining treatment fidelity, has become
increasingly relevant to the goal of eliminating health disparities (Castro et al., 2004;
Griner & Smith, 2006).

Defining Culture

Culture can be defined as the attitudes, behaviors, beliefs, and values shared by a

group of people (Gonzales, Lau, Pina, & Barrera, 2014). Although characteristics of




culture include a variety of features such as language, religion, cuisine, social habits,
music and other art forms, most previous research on cultural adaptation in the U.S. has
equated culture with race/ethnicity (Gonzales et al., 2014). While all aspects of culture
are important, because health disparities in the U.S. often occur along racial lines and
because race/ethnicity is one of the most salient, well-researched cultural categories in
the U.S., our focus on culturally adapted programming throughout this study will refer to
programming that is modified to address the specific needs of members of ethnic
minority groups. It is important to acknowledge that health disparities are also heavily
influenced by socioeconomic status (SES), but that in the U.S., low SES and ethnic
minority status are heavily intertwined. For example, in 2014, only 13% of White
children lived in poverty, while 38% of Black and 32% of Latino children lived in
poverty (“Kids Count Data Center,” 2014). Thus, cultural adaptation research focused on
meeting the needs of ethnic minority groups in the U.S. often also means meeting the
needs of groups who have less money and education and fewer resources than the
average person in the U.S.

Types of Cultural Adaptation

Previous research has identified two distinct forms of cultural adaptation: surface
structure adaptation and deep structure adaptation (Castro, Barrera, & Holleran Steiker,
2010). Surface structure adaptation can be defined as changes in program activities and
materials to address observable or superficial aspects of a culture (Castro et al., 2010;
Barrera et al., 2013). For example, translating intervention materials into Spanish is a
surface structure adaptation. The second form of cultural adaptation is deep structure

adaptation, which can be defined as the integration of culture into program messages and




activities. An example of deep structure adaptation is considering issues and behaviors
unique to the target population and finding ways to meaningfully address them (Davidson
et al., 2013). Because the aspects of culture that need to be identified to make surface
level changes are readily observable, these types of adaptations are more likely to occur
than deep structure adaptations, which require a deep understanding of values, beliefs,
and needs of the target population.

While surface structure and deep structure adaptation has been a useful way to
categorize the features of cultural adaptation, by definition, neither of them accurately
capture logistical program changes that are made to better accommodate potential
participants or clients. To fill this gap, structural adaptation is proposed as a third feature
of adaptation. Structural adaptation can be defined as changes in program logistics which
make programs more accessible and appealing to the target group. Some examples of
adaptations in this category are utilizing incentives relevant to the target population and
addressing physical and financial barriers to participation (e.g., providing transportation
and child care during sessions) (Barrera et al., 2013). Although the features of structural
adaptation have been discussed in previous studies, most often as a form of surface level
adaptation (Barrera et al., 2013), they have not been described as a distinct form of
adaptation. However, features within this category target unique barriers to participation
which are not adequately characterized by the current dichotomy of surface structure and
deep structure adaptations.

Measuring Cultural Adaptation

Currently, no measure of cultural adaptation exists in the literature. Some public

health researchers use stage models, such as Wingood and DiClemente’s (2008) ADAPT-




ITT model, to provide a general guideline or framework to conceptualize the steps
necessary for cultural adaptation. However, this model, used for HIV intervention
adaptation, and other similar existing frameworks do not provide an objective,
quantifiable, or reliable method to measure the level of cultural adaptation in a program.
«“Science cannot study what it cannot measure accurately and cannot measure what it
does not define” (Durlak & Dupre, 2008, p.342), so there remains a need for more
research to be conducted in order to develop a tool which is able to bridge the gap
between the conceptual stages of cultural adaptation and the practical steps of doing it.
Such a tool can be used during intervention adaptation to ensure that all appropriate
aspects of adaptation are considered. For EBPs that have already been adapted,
researchers will be able to evaluate the extent of the adaptation as well as identify areas
that can be adapted to better suit the needs of the target population. This tool would be
distinct from other tools or guidelines that currently exist and fill an important gap in the
cultural adaptation literature.

The Current Study

Given the benefits of culturally adapted programming in addressing the needs and
improving the outcomes of ethnic minorities, we would hope to see at least moderate
amounts of adaptation occurring in prevention/intervention programming. However,
despite the excitement over cultural adaptation, it appears that many programs published
in the literature are a) not being adapted or b) not explicitly mentioning the use of
adaptation in their methods, both of which downplay its importance and benefits. Thus,
the first aim of this study was to develop a tool that will provide a standardized method

for researchers to rate the level of cultural adaptation in EBPs that are being considered
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for use with ethnic minority populations. This tool will help to decide whether or not a
program has been sufficiently adapted and to highlight areas where adaptation might
occur to make the program more suitable. The second aim of this study was to apply the
tool to a set of studies derived from a systematic literature review (Baker, 2014) in order
to reveal the extent to which cultural adaptation is being implemented within early
prevention and intervention programming. Given the potential for cultural adaptation that
maintains high treatment fidelity to improve intervention effectiveness, the second aim of
this study also evaluated the relationship between cultural adaptation and intervention
effectiveness as well as the relationship between treatment fidelity and intervention
effectiveness in early childhood prevention and intervention programs.

Specifically, by applying the tool to studies featuring large ethnic minority group
samples from a systematic literature review of early childhood prevention and
intervention programs (Baker, 2014), I hypothesized the following: 1) cultural adaptation
will rarely be explicitly discussed in the early childhood prevention and intervention
literature; 2) the majority of early childhood behavioral interventions have not been
adapted; and 3) the majority of programs that have been adapted demonstrate only
moderate levels of adaptation, at best. Additionally, I hypothesized that there would be 4)
a positive relationship between level of cultural adaptation and intervention effectiveness
as well as 5) a positive relationship between treatment fidelity and intervention

effectiveness.
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Method

Development of the Cultural Adaptation Checklist

An extensive review of the cultural adaptation literature informed the
development of the Cultural Adaptation Checklist (see Appendix A for the Checklist).
Searches for relevant literature were conducted using the search terms ““cultural
adaptation.” “cultural tailoring,” and “culturally attuned.” Each of these terms was
searched individually, along with being paired with the term “evidence based program.”
In addition, these terms were each paired with the terms “tool,” “toolkit,” “rating scale.”
“model.” “method.” “framework,” and “guideline” in order to identify any previously
existing tools that evaluate cultural adaptation. Searches were conducted using the
PsycINFO, PsycArticles, ERIC, PubMed, and Social Work Abstracts databases. After
extensive pairings, the search terms were narrowed to “cultural adaptation of evidence
based program” which yielded 301 results and “cultural adaptation framework” which
yielded 960 results. Searches were restricted to articles published in peer-reviewed
journals. Abstracts for all articles were reviewed in order to determine whether they were
relevant for inclusion in the development of the Cultural Adaptation Checklist.

Two distinct categories of adaptation were derived from the literature and
included in the Checklist: surface level adaptation and deep structure adaptation (Barrera
et al., 2013; Castro, Barrera, & Holleran Steiker, 2010). A third category of adaptation,
structural adaptation, was added. The features within this category are discussed
throughout the literature (e.g., Cardemil, 2010; Barrera et al., 2013; Davidson et al.,
2013), but they are not adequately captured by the definitions of surface level or deep

structure adaptation. The Checklist includes features derived from numerous sources (see
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Appendix B for explanations/examples of each feature); however, Barrera et al. (2013)
and Davidson et al. (2013) were the primary sources for the features included as both
studies include extensive lists of features of cultural adaptation (see Appendix C for a
complete list of sources). In order to be included on the Checklist, each feature needed to
be discussed in a minimum of one additional article besides the primary sources;
however, most of the features included were referenced in multiple sources. Additionally,
a panel of three experts was asked to review the Checklist and offer feedback and
suggestions before it was finalized.

The final Checklist includes three categories of adaptation. Each of the three
categories of adaptation includes a list of features that are representative of that category.
There are 10 features of surface level adaptation, 5 features of structural adaptation, and
10 features of deep structure adaptation. The Checklist should be applied separately to
individual research articles that report intervention results. Each item on the Checklist is
marked as “yes” or “no” indicating the presence or absence of that feature in the study.
Studies receive 1 point for each feature listed as “yes” in the Checklist. For example, if
the study was translated into Spanish using back-translation, the study received a point
for the surface level feature “translation/back-translation of materials (linguistic
strategies).” The maximum score possible is 25.

A review of gold-standard culturally adapted programs informed the qualitative
interpretation of the numerical score. These programs included the PARTNERS youth
violence prevention program (Leff et al., 2010), the PLAYS program (Leff et al., 2004),
and the Dream Project (Islam et al., 2014). These programs were selected due to the high

levels of cultural and contextual variables that were considered in the development and
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implementation phases of these programs. The review of these gold-standard programs
revealed that most programs that have been extensively adapted only include 10-15 of the
25 proposed features of adaptation. Additionally, this review indicated that at least 3 of
the adaptation features included in the gold-standard programs were deep structure
adaptations.

Thus, the qualitative meaning associated with a given numerical score on the
Checklist is based on the adaptation information garnered from these gold-standard
programs. Specifically, a minimum number of deep structure adaptations must be
included in order to receive the highest ranking of “optimally adapted.” A score of 0
indicates that a program is not culturally adapted. A score of 1-3 indicates that a program
includes minimal elements of cultural adaptation. A score of 4-6 suggests that a program
is moderately adapted and likely to appeal to the target population. A score of 7-9
indicates that a program includes several elements of cultural adaptation and is likely to
engage target population. A score of 10 or more indicates that a program is optimally
adapted and is likely to be embraced or accepted by target population. See Appendix A
for complete qualitative and quantitative scoring information.

Application of the Checklist

The Checklist, developed in Aim 1, was applied to a subset of studies included in
a systematic review of the literature of early childhood prevention and intervention
programming in order to evaluate Aim 2 hypotheses. Aim 2 hypotheses included
evaluating the extent to which cultural adaptation is being implemented within early
childhood prevention and intervention programs and the relationships between the degree

of cultural adaptation, treatment fidelity, and intervention effectiveness (effect size).
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Systematic literature review of early childhood prevention and intervention
programming. A systematic literature review of prevention and intervention programs
targeting socioemotional development in preschoolers was conducted as part of larger
study (Baker, 2014). Search criteria were refined based on a series of comprehensive
Boolean queries, developed in tandem with a librarian. The focused-upon terms included
“socioemotional,” “preschool,” “intervention,” and “treatment integrity.” There were no
date restrictions imposed, both peer-review and non-peer-reviewed articles were
obtained, and only English-language articles were included. The completed search
included all relevant articles published through 2012. Out of 1693 unique articles found
through the comprehensive search, 342 were selected for abstraction and data analysis
based on inclusion/exclusion criteria. The inclusion criteria were as follows: a focus on
social, emotional, or behavioral outcomes; the use of a prevention or intervention
program; and the inclusion of at Jeast some preschoolers, their caregivers, teachers, or
healthcare providers.

Six trained research assistants abstracted the articles to obtain the qualitative
study data. All research assistants underwent extensive training to ensure that their
independent abstraction of articles was completed correctly. The training process
included abstracting a number of training articles — studies for which there was already
a gold-standard abstraction — and comparing their responses to the correct ones. When
there were discrepancies, they were discussed until the research assistant understood the
correct response. Following this training period, a percentage of journals reviewed by
research assistants were abstracted by both the trainer and trainee and compared for the

first few weeks. If no discrepancies occurred after this stage of the training, the research
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assistant was permitted to abstract articles independently. If there were discrepancies,

the training process continued until they were resolved. During the inclusion, abstraction,
and coding processes, group discussions were held as necessary to resolve questions until
a consensus was reached. Following the abstraction process, ten percent of all abstracted
articles were independently abstracted to ensure interrater reliability (IRR).

Following the completion of the initial abstraction, these qualitative study data
were then coded by four research assistants. If the information provided from the
abstraction was insufficient to definitively determine the correct code, the research
assistant referenced the original article and added clarifying information to the
abstraction columns. If a decision still could not be reached, the article was discussed in
a team meeting until a coding consensus was reached. Two graduate students in
psychology reviewed the initial coding of qualitative data and brought any discrepancies
to the attention of the group at the weekly meeting, where the final coding decision was
either affirmed or corrected.

Information abstracted included 25 variables, including demographic data (subject
age, gender, socioeconomic status, location, and ethnicity); study data (design, measures
used, and target population); intervention data (type, target, and outcomes); and, if
appropriate, treatment integrity data. IRR was 89% across all study variables.

Variables of interest abstracted from the systematic literature review. The
variables of interest for the current study include 1) race/ethnicity 2) treatment
integﬁty, and 3) effect size. See Table 1 for a summary of characteristics of included
studies, including variables of interest. Race/ethnicity information was abstracted for

study participants in each study. A treatment fidelity score (0-3) was determined by the
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presence or absence of an operational definition of the study methods, and the presence
or absence of any form of treatment fidelity information (qualitative or quantitative). The
effect size was determined by identifying the point estimate, Cohen’s d, for each study. If
Cohen’s d was not provided by the study authors, it was calculated by the primary
researcher with the assistance of two web-based effect size calculators (Lenhard &
Lenhard, 2015; Wilson, n.d.)

Applying the checklist to relevant articles from the systematic literature
review. First, inclusion criteria were defined for the present study. These included the
following: a large ethnic minority sample (75% or more of the target population,
including children and parents), externalizing behavioral outcomes for preschoolers (age
3-5), and pre-post data for the intervention group or outcome data for both the
intervention and control group. Externalizing behaviors were the focus of this study as
many ethnic minority children, particularly African American boys, are rated high in
externalizing behaviors which often results in harsh disciplinary action, including
suspensions and school removal. So, while there were studies in the larger systematic
literature review that focused on other outcomes (e.g., social skills), externalizing
behaviors were chosen as the outcome of interest as they are commonly reported for
ethnic minority children and frequently lead to negative school outcomes, juvenile
delinquency, and adult imprisonment (Wilson, 2014). Nine studies from the larger
systematic literature review of early childhood prevention and intervention programs
(Baker, 2014) fit these inclusion criteria.

Second, the Checklist was applied to each of these nine studies by the first author.

A cultural adaptation score (0-25) was calculated for each study. After a trained research
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assistant rescored all nine of the studies independently, intraclass correlation coefficients
(ICCs) were calculated to evaluate IRR. IRR for the application of the Checklist was 84%
across all studies included. The IRR of 84% is above the acceptable standard for IRR in
the field of psychology which is 80% (Bock, Brennan, & Muraki, 2002).
Analytic Approach

The creation of the Checklist was the goal of Aim 1 of this study. The qualitative
meaning associated with the numerical scores produced by the application of the
Checklist was used to evaluate Aim 2 hypotheses. First, the hypothesis that cultural
adaptation would rarely be explicitly discussed in the early childhood prevention
intervention literature (in less than <25% of the studies included) was evaluated by
reviewing each of the studies for the explicit use of the term cultural adaptation, or other
synonymous terms (e.g., cultural tailoring). Percentages were determined by dividing the
number of studies explicitly discussing the use of cultural adaptation by the total number
of studies included. Second, the hypothesis that the majority of early childhood
behavioral prevention and intervention programs have not been adapted (>50% of the
studies included) was evaluated by carefully reviewing each study using the Checklist as
a guide to identify whether any features of adaptation were included and marking “yes”
or “no” in the appropriate column of the checklist. Programs that were not adapted were
scored zero on the Checklist. The total number of studies that were not adapted was
divided by the total number of studies included (n=9) to yield a percentage. Third, the
hypothesis that the majority of programs that have been adapted (>50%) demonstrate
only moderate levels of adaptation at best (i.e., less than seven points on the Checklist)

was evaluated by giving one point for each feature of cultural adaptation marked “yes.”
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The total number of studies including fewer than seven features of adaptation was
divided by the total number of studies including one or more features of adaptation (i.e.,
the total number of programs that have been adapted) to yield a percentage. Fourth, meta-
regression was used to test the relationships between level of cultural adaptation and
intervention effectiveness, represented by study effect size. Fifth, the same analysis was
used to evaluate the relationship between level of treatment fidelity and intervention
effectiveness. Analyses for hypotheses four and five were conducted using
Comprehensive Meta-Analysis Software (CMA, 2014).
Results

Descriptive Statistics

The overall level of cultural adaptation for the studies included was moderate
(M = 6.3, SD=.63), with a range of 2-9, out of a possible range of 0-25. Overall treatment
fidelity scores were average (M=1.76, SD=.34), with a range of 1-3, out of a theoretical
range of 0-3. The treatment effect sizes reported in the individual studies ranged from
(d=.03-1.03, SD=2.52).
Prevalence of Cultural Adaptation

The first hypothesis, that cultural adaptation will rarely be discussed in the early
childhood prevention intervention literature (<25% of the studies included) was
supported. Only one out of the nine studies included, 11.1%, explicitly mentioned the
term “cultural adaptation” or a synonymous term. Contrary to the second hypothesis, that
the majority (>50%) of early childhood prevention and intervention programs would not
have been adapted, all nine studies evaluated included at least one feature of adaptation.

Hypothesis three, that majority of studies (>50%) that were culturally adapted, were only
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moderately adapted at best, was supported as the majority of programs, 55.6%, that were
adapted received less than seven points on the checklist. An analysis of the features
included across all of the studies revealed that 33.3% of the adaptations were surface
structure, 36.84% were structural (logistical), and 28.1% were deep structure. In this
study, scores on the Cultural Adaptation Checklist ranged from 2-9. None of the studies
included had enough features (10+) to be quantitatively described as “optimally adapted.”
Quantitative Analyses

Meta-analysis and meta-regression were used to evaluate hypotheses four and
five. First, a meta-analysis was conducted in order to determine the overall effectiveness
(effect size) for the studies included. This analysis was conducted using a random effects
model and produced a medium effect size (¢=.49, p<.01, se=0.10). This indicates that,
overall, the studies produced positive outcomes, on average reducing child externalizing
behaviors by half a standard deviation (see Figure 1).

Second, meta-regression was used to evaluate the relationship between cultural
adaptation and intervention effectiveness (effect size), and the relationship between
treatment fidelity and intervention effectiveness. The fourth hypothesis, that there would
be a positive relationship between cultural adaptation and effect size, was not supported.
The results of the meta-regression were not significant (p=-0.05,df=1, p=0.30, se=
0.14). These results suggest that changes in effect size related to cultural adaptation are
no greater than those we would expect to see by chance (see Table 3 and Figure 2).
Hypothesis five, that there was a positive relationship between treatment fidelity and
effect size was supported (8= 0.31,df=1,p= 0.03, se=.05). In this study, increased

treatment fidelity was related to improved outcomes (see Table 4 and Figure 3), which
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means that for each point increase in treatment fidelity, we would expect to see a 1/3

standard deviation increase in outcomes.

Discussion

The purpose of this study was to develop a concrete method to evaluate the level
of cultural adaptation in intervention programming, since existing frameworks,
guidelines, and models do not provide an objective, reliable, or quantifiable method to do
so. After establishing this method, the next aim was to apply this tool to the existing
literature to evaluate the extent to which cultural adaptation is being referenced and
implemented in the early childhood prevention and intervention literature and to explore
the relationships between cultural adaption, treatment fidelity, and intervention
effectiveness as previous research has noted improved outcomes in relation to both
cultural adaptation and treatment fidelity (Castro et al., 2004, Durlak & Dupre, 2008,
Griner & Smith, 2006). The need for a tool to help evaluate cultural adaptation is
evidenced by the fact that in the most comprehensive meta-analysis to date, which
included 76 studies and was conducted by Griner and Smith (2006), the only requirement
was that the studies explicitly mentioned the use of cultural adaptation. In other words,
Griner and Smith (2006) did not require the studies to identify the number or type of
adaptations they made. The obvious next step in this literature is to recommend that this
information be included when conducting research and to create a standardized method to
researchers to evaluate and report it.

To address Aim 1 of the study, a standardized tool to measure the level of cultural
adaptation, the Cultural Adaptation Checklist, was developed. The high level of interrater

reliability, 84%, between the primary researcher and a trained research assistant in
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applying the Checklist to the included studies revealed that the Checklist is a reliable
method for identifying features of cultural adaptation. Additionally, a review of the
Checklist by a panel of experts in cultural adaptation, support the face validity and
content validity of the Checklist. This tool is the first of its kind, and it can be used by
researchers to evaluate how much a program has already been adapted or utilized to guide
adaptation of EBPs in the future. In addition, it provides researchers a standardized
method to identify and communicate the methods of cultural adaptations with one another
and, over time, to better evaluate the impact that certain forms or features of cultural
adaptation may have on intervention outcomes.

To address Aim 2, the Cultural Adaptation Checklist was applied to a set of nine
studies from a larger systematic literature (Baker, 2014) that met inclusion criteria. In line
with the first hypothesis, only one study explicitly mentioned the use of cultural
adaptation. However, contrary to the second hypothesis, the application of the Checklist
to these studies revealed that the majority of the studies include did mention at least one
feature of cultural adaptation. Because listing one feature of adaptation was the criteria to
be considered culturally adapted, this bar may have been set too low, as the intentionality
of the adaptation or the form of adaptation was not taken into consideration. Because of a
lack of research in this area, it is difficult to determine what amount or form cultural
adaptation is needed to improve outcomes (Baumann et al., 2015). More research needs
to be conducted to gather additional documentation and rigorously test culturally adapted
programs to build the evidence base for both the process and outcomes of these efforts

(Lewin et al., 2015).
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In line with the third hypothesis, the majority of the studies were minimally to
moderately adapted at best (i.e., less than seven features of adaptation included).
Furthermore, none of the studies met the criteria to be considered optimally adapted (i.e.,
ten or more features of adaptation included). It appears that many researchers make at
least some adaptations to their program; however, the limited use of a common language
to describe cultural adaptation methods, and the rarity of explicitly using the term cultural
adaptation, limits the ability of researchers to gain knowledge from each other regarding
successful methods of cultural adaptation (Baumann et al., 2015: Lewin et al., 2015). In
addition, the majority of the cultural adaptations identified in the Checklist were
structural, 36.84%, followed by surface structure adaptations, 33.33% of the adaptations
identified. Deep structure adaptations occurred the least often, 28.10% of the adaptations
identified, which is unsurprising as they are more challenging to accomplish than other
forms of adaptation. This would be an interesting direction to take this research in the
future by evaluating how different forms of adaptation might impact outcomes
differently.

Since the overall amount of adaptation that is being conducted is less than ideal,
the ability to evaluate its impact on treatment effectiveness is limited. Although a meta-
regression analysis did not support the hypothesis that there increasing cultural adaptation
is associated with improved outcomes, the lack of variability in cultural adaptation scores
may have impacted the results. The range of scores was truncated, spanning between 2
and 9 out of a theoretical possible range of 0 and 25, and none of the studies included ten
or more features of adaptation. It is possible that the inclusion of studies with ten or more

features of adaptation (i.e., optimally adapted studies) may have changed the direction or
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magnitude of the relationship between cultural adaptation and effect size, and the results
of this study may have been more in line with previous research that support the benefits
of cultural adaptation in improving outcomes in adolescent and adult populations
(Barrera et al., 2013; Durlak & Dupre, 2008; Griner & Smith, 2006).

Despite the outcome of this study, culture still remains an important factor to
consider as even minimal gains or improvement (e.g., attending one more session; paying
attention for a few extra minutes), as a result of cultural adaptation, could potentially
have important impacts on treatment outcome. It is also possible that the impact of
cultural adaptation on effect size would be greater if the study inclusion criteria were
different. For example, if we included a broader array of outcomes (e.g., internalizing and
externalizing behaviors, social skills, etc.) or if the sample populations were more
ethnically homogenous (e.g., 95% or more ethnic minority). Finally, there is a possibility
that the Cultural Adaptation Checklist simply may not work; however, because it has
both face and construct validity, it is likely that some of the deficiencies (e.g., error)
revealed by the application of the tool to already existing studies is due to a lack of the
inclusion of cultural adaptation as an important concept which is clearly discussed and
readily defined. The apparent lack of criterion-related validity as well as the next steps
for improving criterion-related validity is further addressed in the limitations and future
directions.

This is the first study in which a meta-analysis was conducted in order to address
the relationship between treatment fidelity and effect size for a set of studies focused
specifically on early childhood prevention and intervention programs. In line with

previous research, the relationship between treatment fidelity and treatment effectiveness
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(i.e., effect size) was supported as an analysis of these variables demonstrated a positive
relationship them, suggesting that treatment fidelity has a positive impact on treatment
effectiveness. This relationship confirms previous findings that treatment fidelity is
associated with larger effect sizes (Durlak & Dupre, 2008; Kendall & Beidas, 2007). The
study also revealed that although studies typically mention the importance of treatment
fidelity and mention using at least one measure of treatment fidelity (e.g., a treatment
manual), they often do not report on this information quantitatively. In this study, only
two of the nine studies measured treatment fidelity quantitatively. However, if
quantitative information was provided, it would allow for researchers to more precisely
capture the relationship between treatment fidelity and intervention effectiveness as
simply monitoring treatment fidelity does not necessarily mean that fidelity was high.
Limitations

Although this study had several strengths, such as the development of a unique
tool to evaluate cultural adaptation and bringing awareness to the potential benefits of
cultural adaptation and treatment fidelity, the study had some limitations as well. First, in
this study, culture was defined as race/ethnicity; however, race/ethnicity is just one of
several features that can be used to describe or define culture which may be just as
important as the consideration of race/ethnicity when adapting evidence-based programs
depending on which aspects of an individual’s culture is most salient to them (e.g.,
gender identity, religion, age, etc.). As culture is a dynamic and ever changing concept,
exploring other types of cultural adaptation would be an interesting area for future
research (Marsiglia & Booth, 2015). Second, the gold-standard studies that were used to

develop the scoring system for the Cultural Adaptation Checklist were studies conducted
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with adolescent and adult populations (Leff et al., 2010; Leff et al., 2004; Islam et al.,
2014). It is important to recognize that these studies may consider factors that are
different from those typically addressed in early childhood prevention and intervention
studies. However, these studies were chosen because there were not any extensively
adapted programs in the published early childhood prevention and intervention literature.
This demonstrates the need for more work utilizing cultural adaptation in early
intervention programs as it appears that these factors have largely been ignored in work
with young children.

Third, the meta-regression analysis produced a lot of error, and the application of
the Checklist in this study did not demonstrate a significant relationship between cultural
adaptation and intervention effectiveness, but there are a number of reasons why this may
have occurred. It is possible that the Checklist simply does not work and is not actually
tapping into what it is intended to measure. However, extensive measures were taken to
ehsure that all of the existing literature on cultural adaptation was thoroughly reviewed
and that all possible methods of cultural adaptation were considered (i.e., expert panel
review). However, even if the Checklist demonstrates reliability and validity, it is
possible that some studies included cultural adaptation features but simply did not
mention these adaptations in the study, limiting the ability to accurately capture the
relationship between cultural adaptation and treatment effectiveness. Unlike treatment
fidelity, cultural adaptation is rarely explicitly mentioned in the literature, so it is difficult
to determine whether or not cultural factors were intentionally addressed. However, like
treatment fidelity, which gained recognition over the last couple of decades, cultural

adaptation is slowly gaining the recognition it deserves. Perhaps, as more attention is
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given to cultural adaptation, it will become easier for researchers to accurately capture the
relationship between cultural adaptation and treatment effectiveness as cultural
adaptation will begin to be explicitly mentioned in the research.

Implications and Future Directions

One important implication of this study is that treatment fidelity matters in early
childhood prevention and intervention programs, and that intentionally implementing a
program with careful attention that the key components and core ingredients of the
program are fully employed during program implementation can contribute to more
robﬁst outcomes. Furthermore, the presence or absence of monitoring treatment fidelity is
one indicator of the successful outcome of a program. However, due to a lack of
quantitative information provided, this study only looked at the presence or absence of
treatment fidelity measures. It did not look at any of the quantitative data produced from
these measures, so future researchers may find it fruitful to measure treatment fidelity
quantitatively and explore what level of treatment fidelity is needed to improve
outcomes.

The Cultural Adaptation Checklist, developed from this study, can be used as a
blueprint to help researchers to develop and evaluate culturally sensitive and culturally
relevant programming that will improve mental health outcomes for ethnic minority
children. Although a relationship between cultural adaptation and treatment effectiveness
was not found in this study, the need for cultural considerations in prevention and
intervention programming remains as programs that are culturally adapted have been
demonstrated to increase intervention effectiveness in previous research (Castro et al.,

2004; Griner & Smith, 2006). Culturally relevant programming has been shown to
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increase attendance rates and engagement, both of which contribute to increased
treatment fidelity and therefore indirectly impact treatment effectiveness. Using the
Cultural Adaptation Checklist as a guide, future early childhood prevention and
intervention studies can directly compare the effect size of culturally adapted and non-
adapted programs. Researchers can also intentionally manipulate the number and types of
and features of adaptation included in a study to help further explore the relationship
between cultural adaptation and treatment effectiveness, and to better hone in on how to
best implement cultural adaptation in practice to ensure that all children are able to

benefit from EBPs.
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Study
Brotman et al., 2011

Lakes et al., 2009

Lakes et al., 2011

Raver et al., 2009

Voetal., 2012

Race/ethnicity

Treatment Fidelity

39% Black
24% Hispanic/Latino
13% White
12% Asian
12% Other

69% Latino
16.6% Black
12.4% White
2% Other

58% Mexican American
13% White

12% Black

10% Other Hispanic/Latino
8% Other

65% Black
28% Hispanic/Latino

82% Black
12% White
6% Asian/Pacific Islander

*Brotman et al., 2005 61% Black

Brotman et al., 2003

Serna et al., 2000

Conroy et al., 2014

24% Hispanic/Latino
15% Other

67% Black
33% Hispanic/Latino

71% Hispanic/Latino
11.9% Black

9.5% White

7.1% Native American

74% Black
11% White
5% Asian/Pacific Islander

2

Effect Size
0.56

0.33

0.30

0.78

1.03

0.23

0.78

0.03

1.01

Note. All studies provided race/ethnicity information for children except those marked
with an asterisk. Effect size information provided in Cohen’s d. The weighted average
was used to calculate Cohen’s d for studies with multiple relevant outcomes.




Table 2
Scale Used to Rate Treatment Fidelity for Studies Included in the Meta-Analysis
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0= no mention or measure of fidelity
1= fidelity mentioned, but not measured quantitatively
2= fidelity mentioned and measured quantitatively

Note. Study receives an additional point (+1) for the inclusion of an operational
definition. Range of scores is 0-3.
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Table 3

Random Effects Model- Regression of Effect Size (Cohen’s d) on Cultural Adaptation

Covariate Coefficient Standard Error 95% 95% Z-value 2-sided
Lower Upper p-value

Intercept 0.82 0.33 0.16 148 245 0.01

Cultural Adaptation -0.05 0.05 -0.14 0.04 -1.03 0.30

Note. Results are not significant.
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Table 4

Random Effects Model - Regression of Effect Size (Cohen’s d) on Treatment Fidelity

Covariate Coefficient Standard Error 95% 95% Z-value 2-sided
Lower Upper p-value

Intercept -0.02 0.25 -0.51 046 -0.1 0.92

Treatment Fidelity  -0.31 0.14 0.03 060 2.1 0.03*

Note. *Results are significant, p<.05.
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Figure 1. Random effects model for all studies included.
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Regression of Point estimate on Cultural Adaptation
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Figure 2. Relationship between cultural adaptation and effect size.
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Appendices
Appendix A

Cultural Adaptation Checklist

Cultural Adaptation Checklist

Bilingual Staff

Included

Translation & back translation of materials/Material reflects target populations language use

Materials matched to grade or literacy level(s)

Material depicts individuals from target population

Material depicts culturally appropriate graphics and scenarios

Inclusion of elements central to culture

Inclusion of community organizers, health workers (physical and mental), educators, etc.

Inclusion of ethnically/ culturally matched facilitators and peer role models

Intervention delivered in a format preferred by target population (indluding method of communication)

Incorporation of culturally appropriate, familiar activities

Considers target population's employment situations

Utilizes incentives relevant to the target population

Addresses physical/financial barriers to participation

Intervention conducted in a safe location, familiar to participants

Addresses barriers to participation such as discrimination and mis

Exploratory phase with target population

Exploratory phase with community leaders

Incorporation of cultural values in intervention design or implementations

Ongoing collaboration/feedback sessions with community members

Materials created or influenced by members of target population

Intervention considers issues/behaviors unique to the target population's context

Intervention goals and outcomes are relevant to the target population

Inclusion of relevant social support networks in the intervention (friends, family, etc.)

Purposefully maintains an exclusive or open intervention environment as preferred by target population

Cross-cultural training for all study personnel

Levels of Adaptation Features Included
Surface Structure Adaptation (0-10)
Structural Adaptation (0-5)
Deep Structure Adaptation (0-10)
Quantitative Value (0-25)
Qualitative Meaning Value
Program is not culturally adapted 0
Program includes minimal elements of cultural adaptation (13)
Program is moderately adapted (4-6)
Program includes several elements of cultural adaptation (7-9)
Program i optimally adapted (and is likely to be embraced/accepted by target population) (104)
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Appendix B

Explanations/Examples for Each Feature Included in the Checklist

Cultural Adaptation Rating
Scales

SURFACE STRUCTURE
FEATURES or "presentation
strategies''

EXPLANATION/EXAMPLE

Bilingual staff

Program implemented by staff who are fluent in all
languages spoken by target population.

Translation & back translation of
materials/Material reflects target
populations language use

Materials translated into the target population's
native language, and then translated back into
original language to ensure equivalence of meaning

Materials matched to grade or
literacy level

Materials presented at appropriate reading level

Material depicts individuals from
target population

Materials include illustrations or photographs of
people who have phenotypic similarities to the target
population, and also takes into account phenotypic
diversity within any particular racial/ethnic group.

Material depicts culturally
appropriate graphics and
scenarios

Materials depict activities and scenarios which are
common or familiar to the target population, but are
careful not to reflect stereotypical events that do not

represent the target population.

Inclusion of elements central to
culture

Themes and traditions relevant to the culture such as
foods, music, and dance are incorporated.

Inclusion of community health
workers (physical and mental),
educators, etc.

Trusted community members are placed in
leadership roles.

Inclusion of ethnically/ culturally
matched facilitators and peer role
models

Ethnically/culturally similar (non-community
members) are placed in leadership roles. Similarities
based on country of origin, language, self-
identification, etc.

Intervention delivered in a format
preferred by target population
(including method of
communication)

Storytelling, poetry, interactive learning,
testimonials, etc...

Incorporation of culturally
appropriate, familiar activities

Common cultural practices are incorporated into the
program,

STRUCTURAL FEATURES or

"logistics''

Considers target population's
employment situations

Consideration of how being a caretaker, night-shift
worker, taxi driver, etc. might impact availability;
scheduling meetings to accommodate schedules

Utilizes incentives relevant to the
target population

Tokens of appreciation that are useful to members of
the target population are provided
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Addresses physical/financial
barriers to participation

Sessions are held at a location within walking
distance to target population; transportation is
provided; child-care and full meals are provided
during meeting times

Siting the intervention in safe
locations familiar to participants

Sessions are held at a location frequently utilized by
community members

Addresses barriers to participation
such as discrimination and

Various barriers to participation in order to create a
safe, worry-free environment are openly and

mistrust intentionally discussed.
DEEP STRUCTURE
FEATURES or "content
strategies''
Exploratory phase with target Adaptations based on recommendations from
population community members

Exploratory phase with
community leaders

Adaptations based on recommendations from
community leaders

Incorporation of cultural values in
intervention design or
implementations

Adaptations based on prior relevant research and/or
focus groups

Ongoing collaboration/feedback
sessions with community
members

Regular check-ins with community members to
discuss program effectiveness with the possibility of
making adjustments based on this feedback

Materials created by members of
target population/Utilizes
resources from target population

Utilizes resources within the community (e.g.,
materials that have proven to be effective in the past)

Intervention considers
issues/behaviors unique to the
target population's context

Addresses issues/concerns that are relevant to the
target population. (e.g., community violence,
domestic abuse, drugs)

Intervention goals and outcomes
are relevant to the target
population

Program's goals seek to make meaningful
differences in the lives of the target population/Goals
are identified by target population

Inclusion of relevant social
support networks in the
intervention, considered relevant
for the target goals of the
intervention (friends, family, etc.)

Joint or family counseling; family and/or friends are
invited to sessions. Consideration should be given to
creating a balance between fidelity and adaptation.

Purposefully maintains an
exclusive or open intervention
environment as preferred by
target population

Individual, small group, large group sessions as
preferred by target population. Consideration should
be given to creating a balance between fidelity and
adaptation.

Cross-cultural training for all
study personnel

All personnel have been trained appropriately and
are able to address all matters in a culturally
appropriate manner
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