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STEVEN REGESER ĹOPEZ

REFLECTIONS ON THE SURGEON GENERAL’S REPORT ON MENTAL
HEALTH, CULTURE, RACE, AND ETHNICITY

ABSTRACT. The main goal of this paper is to evaluate the Supplement to the Surgeon
General’s Report on Mental Health, with an eye toward informing future efforts to pre-
vent and treat mental illness among racial and ethnic minorities. I first briefly discuss the
historical background of the Supplement. I then present its strengths, which include the
authority and visibility of the Office of the Surgeon General, the organization of the re-
port by racial/ethnic group, the examination of the social and historical context of each
of the racial/ethnic groups, and the emphasis on science. Last, I identify three major ten-
sions within the Supplement, focusing on groups versus cultural processes, situating culture
within individuals or social worlds, and examining differences between minority groups
and whites versus examining conceptually informed processes. The Supplement makes a
significant contribution to advancing our understanding of the mental health of racial and
ethnic minority groups. The actions that follow (or don’t follow), however, will determine
the import of this document.
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On August 26, 2001, Dr David Satcher, the United States Surgeon General, pre-
sented to the American Psychological Association’s annual meeting his “Report
on Mental Health: Culture, Race, and Ethnicity.” He stood tall, with consider-
able distinction. His Public Health Corps uniform, his white beard against his dark
skin, and his measured speech added to the authority with which he spoke. Midway
through his talk he uttered the words, “The main message of this Supplement—that
culture counts—should echo through the corridors and communities of the nation.”
At that point, the large overflowing audience became still. They understood the
significance of his words. Our nation’s leading health professional recognized that
the mental health status of our country’s largest “minority” groups is most impor-
tant to the welfare of the nation. Furthermore, the Surgeon General underscored the
importance of culture. According to Dr Satcher, service providers and researchers
must embrace the concept of culture to address the mental health needs of African
Americans, Asian Americans, American Indians, and Hispanic Americans.

In 1975, just after completing my Bachelor of Arts degree in psychology, I
accepted my first job in the mental health field. I was a Rural Community Men-
tal Health Worker at La Frontera, a federally funded Community Mental Health
Center dedicated to serving Mexican Americans in my hometown of Tucson,
Arizona. After two years, I entered a doctoral program at UCLA, where I am
now a professor of psychology. Since 1975, I have dedicated my professional life,
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through research and clinical service, to promote the mental health of Latinos in
particular, and minority communities in general. I feel fortunate to have received
considerable support to pursue my professional goals. However, at each stage I
received messages in various forms that studying ethnicity or culture was not sig-
nificant, did not address general processes, was too political, was too complex—in
other words, that it should not be the focus of my professional endeavors. The
Supplement to the Surgeon General’s Report on Mental Health provides a clear
message that the study of the mental health of ethnic and racial minority groups
is critical to advancing our nation’s welfare. But the Supplemental Report is more
than a governmental document. It is also a celebration of mental health, culture,
race, and ethnicity, especially for the many who have served as advocates for our
respective communities, including consumers, family members, service providers,
researchers, government workers, and politicians.

I am proud to have contributed to the Supplement as one of the five science
editors. Being associated with the Surgeon General and his courageous efforts to
address the mental health needs of our nation and of our minority communities is
a source of considerable pride. I am also pleased to have contributed to a report
that I have heard others describe as one of the best resources on minority mental
health research. It was an honor to work with professionals of the highest caliber,
from my fellow science editors, to representatives of SAMHSA, the Office of the
Surgeon General, and the National Institute of Mental Health. It is particularly
gratifying that our combined efforts have energized an existing dialogue about
what is needed to meet the mental health needs of racial/ethnic minority groups.

It is important not only to applaud and celebrate the Surgeon General’s initiative,
but also to examine critically this effort. The Supplement has and will continue to
have an impact in directing strategies to address the mental health of our culturally
diverse nation. The main goal of this paper, then, is to identify the strengths and
tensions within the Supplement with an eye toward informing future efforts to
prevent and treat mental illness among racial and ethnic minorities.

Before critiquing the Supplement, I will first discuss its historical background,
with particular attention to how the Supplement came to be. Knowing the context
may shed light on what was accomplished and how it was accomplished. I should
note that I had limited access to the events that shaped the direction of this report.
Nevertheless, what I did learn may be useful in evaluating the Supplement and
directing future initiatives.

AN HISTORICAL NOTE

The idea of developing a report to address the mental health of minorities was
originally conceived prior to the December 1999 release of the first Surgeon
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General’s Report on Mental Health. I learned that for governmental documents
of this nature, a particular federal agency usually takes the lead in oversee-
ing its development. According to the prefaces of both the original Surgeon
General’s Report on Mental Health and the Supplemental Report, the Sub-
stance Abuse and Mental Health Services Administration (SAMHSA) was as-
signed the lead for both documents. The National Institute of Mental Health
(NIMH) partnered with SAMHSA to develop the reports. Representatives from
SAMHSA were critical of the first Surgeon General’s Report on Mental Health
for the limited attention devoted to minority communities. In fact, Dr Nelba
Chavez, the Administrator of SAMHSA at the time, told me that she refused
to sign off on the report because of the inadequate consideration of the men-
tal health of racial and ethnic minority groups. In an effort to move the origi-
nal report forward, the Surgeon General and the participating agencies agreed
to develop a supplemental report focusing on the mental health of the four
major racial/ethnic minority groups. Thus, my understanding is that the Sup-
plement came about largely because of SAMHSA’s critique of the earlier re-
port.

It is also worth noting that in June of 1997, President Clinton announced his
“Initiative on Race” (Edley 2001). Among its activities was the holding of a na-
tional conversation on race. Some of our nation’s civil rights leaders and scholars
led town hall meetings at a handful of locations throughout the country, includ-
ing one held in Boston regarding health care (Kong 1998: A1). In addition, the
National Research Council was charged with examining the available evidence
of the role of race in broad areas, such as labor, housing and health (Smelser
et al. 2001). Also, as the cornerstone to the Department of Health and Human
Services’ (DHHS) response to the President’s Initiative, Secretary Donna Sha-
lala launched a program of action to eliminate health disparities (Garnett 2000).
There was growing concern that racial and ethnic minority groups had higher
rates of illness conditions (e.g., cancer and diabetes) and lower rates of health
care than White Americans (Kington and Nickens 2001; Williams 2001). In fact,
Clinton asked Dr Satcher to lead the campaign of eliminating health dispari-
ties in six areas, from infant mortality to HIV/AIDS (Associated Press 1998:
A10). Dr Satcher was well positioned to do so as the nation’s health leader
and given his prior contributions to promoting the health of minority commu-
nities at institutions such as Meharry Medical College, UCLA King-Drew Med-
ical Center, and the Centers for Disease Control and Prevention. The President’s
Race Initiative, DHHS’s attention to health disparities, and the Surgeon Gen-
eral’s commitment to minority communities provided the political and organiza-
tional context for a Supplement on mental health, culture, race, and ethnicity to
emerge.
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STRENGTHS

There are many strengths to the Supplement, both in terms of how it was developed
and in terms of its content. I focus on four aspects that I consider among the Report’s
strongest points.

“The Surgeon General said it”
At a recent symposium devoted to the Supplement, one of the panelists, who is an
ethnic minority psychiatrist noted, “There really isn’t anything new in the Report.
What matters is that the Surgeon General said it.” This captures one of the most
important strengths of the Report—it is from the Office of the Surgeon General.
The Office of the Surgeon General is viewed as an authoritative and credible source.
This reputation is in part historical. Most people know of the Surgeon General’s
successful initiatives to inform the nation of the adverse health consequences of
tobacco use, for example. Dr David Satcher’s prior record as an advocate for
the health of minority communities contributed further to the authority of the
Supplement’s message.

In addition to the authority of both the Office and Dr Satcher, both also attract
considerable attention in the national media. Our nation’s leading newspapers
ran front-page articles about the Supplement the day following its release. Among
them were theNew York Times(Goode 2001: A1) and theSan Francisco Chronicle
(Davidson 2001: A1). Also, interviews with Dr Satcher were broadcast on national
radio soon afterwards (e.g., National Public Radio, Morning Edition, August 28,
2001). When it comes to the nation’s health, there are very few agencies or people
who can capture the attention of the national media as the Surgeon General can.

The Supplement’s content
National visibility and the authority of the Office of the Surgeon General are help-
ful, but the content must be clearly presented and well documented for the report
to have an impact. In my view, the Supplement’s overall content is a considerable
strength. Three aspects of the content that stand out include the Report’s organiza-
tion by racial and ethnic group, the discussion of the social and historical context
of each group, and the reliance on state-of-the-art science.

The report is organized into seven chapters. The first two serve as introductory
chapters. The following four chapters address the mental health of the four main
minority groups: African Americans, American Indians and Alaska Natives, Asian
Americans and Pacific Islanders, and Hispanic Americans. The seventh chapter
contains a brief summary and conclusion. The Supplement’s organization around
the four groups has contributed significantly to its successful reception. From a
political standpoint, each of the main ethnic/racial minority groups is well repre-
sented. In the many meetings I have attended since the Supplement was released,
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I have heard members of the respective groups taking pride in being included. By
organizing the report by racial and ethnic group, the Supplement was successful
in connecting with each of the four minority groups.

The racial/ethnic group chapters each begin with a brief historical and social
demographic background section. The value of this small but most significant
section is that the mental health status of the particular group is situated within
the group’s social and historical world. In doing this the Supplement reduces the
likelihood that the mental health findings will be interpreted solely as part of the
groups’ presumed “culture.” Instead, some aspects of the group’s social and his-
torical context, although briefly summarized, are available to readers to consider
in their interpretations of the available findings. For example, there is evidence
that the forced separation of Eskimo children from their parents so the youth could
attend boarding schools is related to negative mental health outcomes (Kleinfeld
and Bloom 1977). Another advantage in presenting aspects of the group’s histori-
cal and social context is that attention is given to the rich heterogeneity within each
racial/ethnic group. For instance, as noted in the Report, the context of immigration
is quite different for each of the major Latino ethnic groups and likely contributes
to important aspects of their adjustment to the United States. Many Cubans im-
migrated to the United States to flee the Communist government of Fidel Castro.
Because of this political factor, the U.S. government provided considerable support
to this Latino immigrant group through work permits and refugee or entrant status.
In contrast, many immigrants from Mexico and Central America arrive without
documentation and live in fear of deportation. As U.S. citizens, Puerto Ricans do
not immigrate to this country. The different immigration context is an important
factor in understanding the diversity of mental health outcomes among Latinos
(Falicov 1998; Gil and Vega 1996).

An important strength of the document’s content is that it is based largely on
science. Although approaches to science vary by discipline, and to some extent by
investigator, the overall focus on science for many readers adds to the credibility
of the Supplement. In fact, with our initial charge as science editors, the Office
of the Surgeon General distributed guidelines regarding the type of research that
could and could not be included. The key message that I took from the guidelines
was to use the best available research, although the definition of “best research”
was left largely up to the editors. One way that I interpreted this message was
to be selective in the research I chose to include. For example, there is a rather
large body of research concerning the preferences that people have for the eth-
nicity and race of their therapist/counselor (e.g., Coleman et al. 1995). I did not
make reference to this important literature, in part because studies are oftentimes
based on convenience samples of college students for which, in many cases, no
data are reported as to whether the research participants even used mental health
services.
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The potential risk in advocating for the best science is that the biases of the
Surgeon General’s Office and the science editors may lead to emphasizing some
research over other research. For example, much more quantitative research was
cited in the Supplement than qualitative research, although selective qualitative
research was represented throughout (e.g., Jenkins 1991; Koss-Chioino 1992).
The fact that the Surgeon General selected as science editors four academic
clinical psychologists working in departments in which quantitative research is
highly valued is likely one of many factors that contributed to this bias. Only
one of the science editors, Spero Manson, is an academic anthropologist. De-
spite the risks of excluding or limiting the attention to important lines of inquiry,
the efforts to include the best research, I believe, contributed to the content’s
strength.

Peer review
A peer review process was established to guard against omissions, biases and
errors. Over one hundred reviewers from both within and outside of the federal
government are listed in the Supplement as having participated. One example of
how the peer review process contributed to the quality of the Report pertained to
the discussion of the key finding that Mexican-born immigrants and Puerto Rican
Islanders (Canino et al. 1987) have lower prevalence rates of mental disorders than
U.S.-born Mexican Americans (Vega et al. 1998) and Puerto Ricans residing on the
mainland (Moscicki et al. 1987). One reviewer insisted that we not overinterpret
these findings as being due to acculturation, which was not measured directly.
Other factors could have equally contributed to these observations. Given this
feedback, the final version reflected appropriate caution: “Before acculturation can
be accepted as an explanation for this observed pattern of findings, it is important
that direct tests of specific acculturation processes be carried out and that alternative
explanations for these findings be ruled out” (USDHHS 2001: 135).

The review process also generated support for the document. Reviewers are more
likely to approve of a document and its messages if they are given an opportunity
to provide feedback, particularly if the feedback is then incorporated into the final
document. I served as one of the reviewers of the first Report on Mental Health and
recommended that a paragraph be added. After this minimal level of participation,
I closely followed the Report’s developments. Immediately after its release, I recall
making a special effort to hear Dr Satcher’s interview on National Public Radio.
Also, when I received my copy of the Report, I quickly went to the section I had
worked on and was pleased to see that my paragraph had been included without
alteration. I felt as though there was a part of me, albeit quite small, in that first
Report. With this minimal intervention, the editors gained a supporter. About two
years later, the roles reversed and I was one of the recipients of reviewers’ input.
At times responding to a great deal of feedback was trying, and appeared to be
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a never-ending task. Nevertheless, the review process was essential and led to an
improved document with a large support base.

TENSIONS

Despite the many strengths of the Surgeon General’s Report on Mental Health,
Culture, Race, and Ethnicity, there are also tensions within the document that de-
tract from its important contribution. I use the word tension rather than weak-
ness or limitation because the tensions I identify are not strictly weaknesses.
These particular features of the document contain both positive and negative
aspects.

Organization by minority group
As noted earlier, the report was organized around individual chapters for each of
the major ethnic and racial minority groups. I pointed out the advantage of this
strategy; members of the four ethnic and racial groups have connected well with
the report because of their groups’ significant representation within the report.
There are several disadvantages with this approach, however. One disadvantage is
that this organization gives the impression that culture is packaged within distinct
ethnic and racial boundaries. There are supposedly an Asian American culture
and an American Indian culture, for example, that are both unique and separate
from each other. There is less consideration of culture as a set of processes that
cross ethnic and racial lines and that can be shared regardless of one’s ethnicity
or race (Garro 2001). Within each chapter, many studies were cited that compared
different ethnic/racial groups. However, the task at hand for each science editor was
to point out what those findings meant for the one specific group. The goal was not
to use comparative methodology to identify more general processes regarding how
the social and cultural world shapes psychopathology or treatment. As a result, the
chapter pulls for what is different for the specific group. (See Jenkins and Karno
[1992] for an excellent example of using comparative methodology to identify
more general social and cultural processes.)

To be sure, the introductory chapters and the final chapter identify key themes
that cut across groups. For example, the culture of the clinician and the culture of
the patient are discussed at some length. In addition, at one point the Supplement
indicates that culture is a fluid process that is not constrained by ethnic and racial
boundaries.

People who are placed, either by census categories or through self-identification, into the
same racial or ethnic group are often assumed to share the same culture. Yet this assumption
is an overgeneralization because not all members grouped together in a given category will
share the same culture. (USDHHS 2001: 9)
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The discussion of more general social and cultural processes and the point that
ethnicity or race is not necessarily associated with culture provide counterpoints
to the impressions given by the Supplement’s organization.

A second limitation of the Supplement’s group focus is that many people are left
out, in particular European Americans. One might argue that focusing on minority
groups is justified. As it is, most mental health research is based on white research
participants. This is well documented in the Supplement with regard to clinical
trials. For example, in clinical trials research of depression from 1983 to 1994, the
participants across all studies were primarily white (N = 1571, 85%) (USDHHS
2001). The predominance of white research participants is evident in a wide range
of published research in psychiatry and psychology (Bell and Willliamson 2002;
Graham 1992). In fact, the emphasis of research on white samples was the primary
rationale for the development of the second report. The first report was criticized
as inadequately addressing issues of culture, race and ethnicity. Thus, the focus on
“minorities” is warranted; however, there are problems with leaving out European
Americans.

One problem is that the messages of the Surgeon General’s Supplemental Report
appear to apply only to the four ethnic minority groups. The subtext of the Sup-
plement could be interpreted as, “Culture counts only if you are Asian American,
Pacific Islander, American Indian, Alaska Native, African American, or Hispanic
American.” The implications of this mistaken impression are several. It tends to
separate “minorities” from “most people” and give those of us who fit into these
ethnic and racial minority categories an exotic twist. After all, don’t our groups
have culture-bound syndromes, use folk healers, have culturally normative hallu-
cinations and delusions, and adhere to “old world” ways that get in the way of
how mental health services are delivered today? In reality, the noted cultural pro-
cesses apply to all groups, “minority” and “majority.” The important point is that
the cultural fit between the current mental health delivery system and people of
color is oftentimes poor. Therefore, culturally specific processes are more salient
for ethnic and racial minority group members than for members of the “majority”
group. By practically excluding white folks from our analyses, the considerable
diversity within their group and their commonalities with minority groups are not
available for consideration.

In fact, there is no discussion of the cultural basis of white Americans’ mental
health related behavior, except as a backdrop to understanding minorities. The
Report has little to say to researchers and clinicians who work with European
Americans and to European Americans themselves about the cultural basis of their
behavior and its implications for prevention and treatment efforts. If the largest
ethnic group in our country is excluded from a cultural analysis, then cultural
incongruities and the cultural basis of mishaps in the delivery of mental health
care to this group may go unnoticed. Moreover, if culture is seen as irrelevant to
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the care of European Americans, then it may be harder for European American
researchers and service providers to see why culture matters for other groups and
why thoughtful plans regarding culture should be an integral part of our research
and delivery systems for all.

It should be noted that the Supplement does state “Culture is as applicable to
groups of whites, such as Irish Americans or German Americans, as it is to racial
and ethnic minorities” (USDHHS 2001: 9). However, other than this and occasional
references to whites, Anglo Americans, European Americans, or Caucasians as
comparative groups, there is little mention of cultural processes associated with
the “majority” group.

Definition of culture
Culture is defined in the Supplement as “a common heritage or set of beliefs, norms
and values. It refers to the shared, and largely learned, attributions of a group of
people. Anthropologists often describe culture as a system of shared meaning”
(USDHHS 2001: 9). The focus on beliefs, norms, values and shared meaning
situates culture within the individual. With this definition, little attention is given
to the social world. Current models of culture within anthropology acknowledge
the importance of the social world in shaping what is at stake in people’s daily
lives (e.g., Kleinman 1995). Accordingly, culture is as much a part of the social
world as it is part of the individual (L´opez and Guarnaccia 2000). Not including
the social world within the Report’s definition of culture is limiting.

Although the Report’s definition largely excludes the social world, its content
doesattend to the social world of consumers, families, and to some extent service
providers. Beginning with the section of Chapter 2 entitled “Culture, Society and
Mental Health Services,” the Supplement points out social factors that affect peo-
ple’s lives, which in turn have implications for their mental health, from aspects of
mental health care systems to prejudice and discrimination. This discussion, along
with several references to the social world in the primary chapters, points out the
importance of the social world. The limitation, though, is not with the coverage of
social factors, but in the labeling of what is cultural and what is social. The risk in
conceiving of culture as values, beliefs and practices is that the intimate connection
between social and cultural factors tends to be overlooked. As a result, culture takes
on essentializing features or presumed group characteristics that fail to capture the
richness of cultural process in people’s daily lives. For example, the spiritual nature
of some members of a given group may be viewed as a set of values and beliefs
with little consideration of how spirituality may serve as an adaptive process to
specific social and historical processes. The Report thoughtfully acknowledges this
tension between cultural and social worlds. “Where cultural influences end and
larger societal influences begin, there are contours not easily demarcated by social
scientists. This chapter takes a broad view about the importance of both culture and
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society, yet recognizes that they overlap in ways that are difficult to disentangle
through research” (USDHHS 2001: 25). Rather than simply acknowledging the
difficulties in disentangling cultural and social processes, future efforts would do
well to begin with a broader definition of culture and push the analysis to spell out
these important interrelations. Doing so will serve to enrich the cultural analysis.

Disparities
At the heart of this report is the notion of disparities, particularly with regard to
services. The Supplement finds that compared to whites, racial, and ethnic minority
group members are less likely to receive mental health services, and when they
receive services, they are of a poorer quality. The available “evidence suggests that
the disability burden from unmet mental health needs is disproportionately high
for racial and ethnic minorities relative to whites” (USDHHS 2001: 3). Disability
burden from not receiving adequate mental health care then is the central disparity
identified in this report.

The notion of racial and ethnic disparities in illness and delivery of care has
energized the study of culture, race and ethnicity in the context of health and mental
health. In addition toMental Health: Culture, Race and Ethnicity—A Supplement
to Mental Health: A Report of the Surgeon General, there is a growing interest
in studying disparities (e.g., Smedley et al. 2002). In fact, federal legislation was
recently enacted (U.S. Congress 2000) to establish the National Center on Minority
Health and Health Disparities. The mission of the Center is “to promote minority
health and to lead, coordinate, support, and assess the NIH effort to reduce and
ultimately eliminate health disparities” (NIH 2003). As suggested by the mission
statement, the study of disparities is intricately related to efforts to reduce and
eliminate disparities. This development is both exciting and hopeful.

The Supplement to the Surgeon General’s Report on Mental Health could be
considered the best document to date that identifies multiple mental health dispar-
ities. For example, in a study of American Indian Vietnam veterans, the lifetime
rates of PTSD for Northern Plains and Southwestern Indians were higher than the
rates for whites and other ethnic/racial groups (Beals et al. 2002). Also, Asian
Americans were found to use mental health services less than whites (Zhang et al.
1998). Another noted disparity is that compared to whites, African Americans are
less likely to receive an antidepressant when their depression is first diagnosed
(Melfi et al. 2000). Together these studies represent some of the specific dispari-
ties noted in the literature—that is, more illness and less care for minority groups
than for whites. Despite the valuable contribution of documenting disparities, it is
important to recognize some of the limitations of disparities research.

One limitation is that studies of disparities focus almost exclusively on findings
of ethnic and racial differences. Investigations that find no evidence of disparities
can also make important contributions. In one line of research, the relapse rate
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of patients with schizophrenia was found to be similar for a sample of Mexican
Americans (39%; Karno et al. 1987) and Anglo Americans (43%; Vaughn et al.
1984) in southern California. This suggests no disparity in illness or mental health
care. However, when examining family correlates of relapse, further inquiry found
that family criticism predicted relapse for Anglo Americans and low family warmth
predicted relapse for Mexican Americans (L´opez et al. n.d.). In other words, Anglo
American patients returning to households characterized as high in criticism were
more likely to relapse than those returning to households characterized as low
in criticism. Criticism was not significantly associated to relapse for Mexican
Americans. Instead, Mexican American patients returning to families with low
warmth were more likely to relapse than Mexican American patients returning to
families with high warmth. These different patterns of associations were uncov-
ered as a result of testing a conceptual model (attribution theory [Hooley 1987;
Weiner 1995]) of how family factors might be related to the course of illness.
Moreover, these ethnic differences in underlying processes may prove useful in
adapting family treatments for diverse groups (L´opez et al. 2002). Family treat-
ment models largely aim to reduce family conflict (e.g., Falloon et al. 1984). If
the findings regarding family warmth prove to be reliable, they would suggest the
need for family treatment models that strive to augment prosocial family factors
(warmth). Approaches to reduce family negativity may not be as relevant for some
families (Telles et al. 1995). Although this line of research found no evidence of
a “disparity,” it did uncover a significant set of relations that have implications for
treatment. As we study culture, race and ethnicity in mental health, it is important
that we consider multiple avenues to uncover the ways in which our social and cul-
tural worlds relate to mental illness and its care. With disparity research focused on
mean differences between whites and racial and ethnic minorities, researchers may
overlook important associations that lie just under the surface of “no differences.”

Another limitation of disparity research is that it emphasizes negative aspects of
the lives of racial and ethnic minorities. Why is there more illness? Why is there less
use of services? The higher rates of PTSD among American Indians, for example,
appear to be a function of exposure to more wartime trauma. Some aspect of the
delivery system or clinician may contribute to African Americans receiving less
antidepressant medication. In our laudable efforts to identify, explain and remove
disparities, it is important that we as researchers not overlook the strength and
resilience of ethnic and racial minority groups, a factor given some attention in
the Supplement. A finding of no racial or ethnic difference in terms of illness may
actually reflect a pattern of resilience on the part of the minority group that enables
them to maintain a level of mental health similar to whites. Also, let us not overlook
what mental health service providers are doing to meet the needs of minority
communities. An examination of services that donot reflect underutilization, for
example, could serve to identify the contextual and organizational factors that
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contribute to making services accessible to specific ethnic groups (Alegria et al.
1991; López 1981).

Finally, it is important to note that minority-group–white comparisons are lim-
ited in their understanding of the social and cultural worlds associated with mental
health and mental illness. One of the reasons is that within-group variability is
restricted by the reduced statistical power needed to compare two groups. On the
other hand, studies of single groups that examine within-group variability may
have little to say about minority-majority group difference or disparity, but they
may be most informative about the role of cultural processes in mental health and
illness and the delivery of services.

A number of tensions emerge in considering research approaches to the study
of disparities, from a focus on mean differences versus an examination of patterns
of associations, to the study of positive versus negative group and institutional
factors. The Supplement strongly recommends that future research on disparities
be carried out. There is no question that this is needed. However, multiple research
strategies that are conceptually informed, that include groups’ and institutional
strengths and deficits, and that examine within- and between-group variability
will provide the strongest foundation from which to enhance the mental health of
minority communities.

CONCLSUION

There is much we can learn from the Surgeon General’s reportMental Health:
Culture, Race and Ethnicity. In terms of content, it offers important recommenda-
tions for improving the mental health status of the main racial and ethnic minority
groups in the United States. With regard to its development, there were a number
of factors that contributed to its success, the collaborative efforts of multiple in-
stitutions, high caliber professionals, a supportive political climate, science, and
a strong peer review process. Future efforts can benefit from the Supplement’s
strengths and can strive to address the noted tensions in ways that best reflect the
complexities of culture, race, and ethnicity.

However, reports are limited in reaching the lofty goals of preventing mental
disorders and providing quality care to racial and ethnic minority groups. It is the
actions of people, organizations, and governments that follow (or don’t follow) that
will determine the import of this document. The hard work of multiple stakeholders
in collaborative endeavors over many years is needed. The Supplement to the
Surgeon General’s Report reminds us of the long road ahead. Thanks to the Office
of the Surgeon General, SAMHSA, the NIMH, the white House, DHHS, and
all those professionals who contributed to the report, we are one step closer to
providing treatment and prevention services to all in need, regardless of culture,
race, or ethnicity.
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