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Comparative Effectiveness Research 
on Asian American Mental Health:

Review and Recommendations

Frederick T. L. Leong and Zornitsa Kalibatseva

Abstract
The purpose of this manuscript is to describe the comparative 

effectiveness research (CER) paradigm and its important role in guid-
ing current federal funding of research and examine how this para-
digm can be used to guide Asian American mental health research. 
We will begin with a review of comparative effectiveness research 
and provide several examples of Asian American studies, which fit 
into the paradigm. In discussing how we may map the CER onto 
Asian American mental health research, the problem of differential 
research infrastructure will be introduced and used to frame our 
recommendations for future research. We provide some recommen-
dations for using CER in Asian American mental health research 
by noting the need for multiple approaches due to the problem of 
differential research infrastructure, and expanding the human capi-
tal and data infrastructure. The pros and cons of randomized control 
trials (RCT) are discussed and an example of a study being planned 
by the authors is presented to illustrate how to undertake studies 
on Asian American mental health using the CER paradigm.

Literature Review
Comparative Effectiveness Research

Despite the recent growth of treatment efficacy research in-
dicating whether treatments are efficacious relative to a placebo 
or no treatment, scientists and practitioners still know little about 
the effectiveness of one treatment over an alternative treatment. 
Comparative effectiveness research (CER) attempts to bridge this gap 
by comparing two or more different methods for prevention, diag-
nosis, or treatment. The Institute of Medicine (IOM, 2009) defines 
comparative effectiveness research as 

Resource Paper
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…the generation and synthesis of evidence that compares the 
benefits and harms of alternative methods to prevent, diag-
nose, treat, and monitor a clinical condition or to improve the 
delivery of care. The purpose of CER is to assist consumers, 
clinicians, purchasers, and policy makers to make informed 
decisions that will improve health care at both the individual 
and population levels (p.13). 

Thus, the ultimate goals of CER are to provide scientific evidence 
for the effectiveness of different methods and to establish what 
works for whom, when, and under what conditions, considering 
factors such as the patient’s age, sex, ethnicity, and comorbidities. 
This paper will review the history, background, and current status 
of the CER movement and will present two examples of CER stud-
ies, followed by a discussion of existing comparative paradigms in 
Asian American mental health research. As a final point, the paper 
will provide a series of recommendations for comparative effec-
tiveness research on Asian American mental health research.  

According to the Congressional Budget Office (CBO, 2007), 
federal expenses on Medicare and Medicaid have nearly tripled as 
a share of gross domestic product (GDP), from 1.3 percent in 1975 
to 4 percent in 2007. If this trend continues and costs per enrollee 
increase faster than per capita GDP, federal spending on these 
programs may increase up to 17 percent of GDP by 2050. Higher 
health care costs can create serious difficulties for both the govern-
ment and private payers. In addition, newer and more expensive 
treatments are developed without having adequate information on 
their comparative effectiveness. Furthermore, it is not clear which 
treatments work best for which patients. These issues emphasize 
the urgent need for understanding the costs, risks, and benefits of 
different treatment options (CBO, 2007). The CBO report recom-
mended the promotion of CER as a way to improve outcomes and 
constrain health care costs without compromising health.

Consistent with this recommendation, the American Recov-
ery and Reinvestment Act (ARRA) of 2009 provided $1.1 billion 
over the next two years to start a federal comparative effective-
ness research program (U.S. Department of Health and Human 
Services, 2009; DHHS). The Act allocated $400 million to the Office 
of the Secretary in the DHHS, $400 million to the National Institute 
of Health (NIH), and $300 million to the Agency for Healthcare 
Research and Quality (AHRQ). In addition, the Act established the 
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Federal Coordinating Council for Comparative Effectiveness Re-
search (2009), which developed an initial report and recommenda-
tions for CER.  Furthermore, the IOM (2009) consulted with stake-
holders to identify and categorize priorities for CER. As a result, 
the Council developed a strategic framework that focused on four 
major areas of investments or activities: research (e.g., conduct-
ing comparative trials), human and scientific capital (e.g., training 
researchers and developing methodology), CER data infrastruc-
ture (e.g., developing data networks), and the dissemination and 
translation of CER. These four areas can cut across three themes: 
conditions (e.g., diabetes, depression), patient populations (e.g., el-
derly, ethnic minorities), and types of interventions (e.g., delivery 
system, behavioral change).

The IOM (2009) released a report that identified broad-based 
priorities for CER, as requested by the Congress. The IOM Com-
mittee on CER Prioritization suggested a portfolio of 100 topics 
after an extensive consultation process with professional organiza-
tions and the public. Half of the recommended priorities empha-
size health care delivery in terms of “how and where services are 
provided, rather than which services are provided” (IOM, 2009). 
Ethnic and racial disparities are addressed in one-third of the pri-
mary research areas. Other important priorities are cardiovascular 
disease, geriatrics, psychiatric disorders, neurologic disorders, and 
pediatrics (Inglehart, 2009). The funding for these priority areas 
has been distributed by the DHHS, the NIH, and the AQRC. Mean-
while, the Congress may consider the establishment of a perma-
nent CER structure that will continue funding CER studies in the 
future (Inglehart, 2009).

Some researchers have argued that comparative effective-
ness research may be particularly important for improving mental 
health care because, despite increased spending, less than a quar-
ter of patients with serious mental disorders receive appropriate 
care (Wang, Ulbricht, and Schoenbaum, 2009). In order to illustrate 
better the implementation of CER in mental health care, we de-
scribe the main CER features and the most common CER methods; 
afterwards, we provide three CER examples. The IOM report from 
2009 listed six defining characteristics of CER: 

1) CER has the objective to inform directly a specific clinical 
decision
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2) CER compares two or more alternative interventions
3) CER reports results at the population and subgroup level
4) CER measures outcomes that are important to patients
5) CER utilizes data and methods appropriate for making a 
decision
6) CER is conducted in settings that are similar to real-world 
settings. 

However, if research is in the early stages of the intervention de-
velopment, not all of these characteristics may be present. These 
characteristics determine what methodology is appropriate to 
use when conducting CER studies. The most common methods 
in CER are experimental studies (e.g., randomized controlled tri-
als, head-to-head trials), observational studies (e.g., prospective 
or retrospective, cohort studies, case series), research syntheses, 
comparative effectiveness systematic reviews, meta-analyses, and 
technology assessments (IOM, 2009). The CER characteristic that 
requires reporting results at the population and subgroup level 
has important implications for the study of Asian Americans and 
Pacific Islanders (AAPIs). In particular, it provides a key justifica-
tion for the disaggregation and oversampling of AAPIs in research 
studies. As a result, researchers will be able to run analyses and 
draw conclusions about particular subgroups, address questions, 
and provide evidence for issues that have been neglected due to 
small numbers of AAPIs in previous studies.

Sample and Proposed Studies
To illustrate the use of CER in mental health research, two con-

ducted studies are described briefly. In addition, we discuss existing 
paradigms in Asian American psychology that are similar to CER 
and propose to carry out a CER psychotherapy study with Asian 
Americans. The first study examined the comparative effectiveness 
of interpersonal psychotherapy for depressed adolescents (IPT-A) 
and treatment as usual (TAU) (Mufson et al., 2004). In a study titled 
“Effectiveness research: Transporting interpersonal psychotherapy 
for depressed adolescents (IPT-A) from the lab to school-based health 
clinics” (2004), Mufson and colleagues adapted and transported IPT-
A from a university setting to school-based health clinics, shifting the 
focus from efficacy to effectiveness research. The participants were 63 
adolescents (84 percent female, 71 percent Hispanic, predominantly 
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low socioeconomic status) diagnosed with a depressive disorder, 
who were randomly assigned to receive IPT-A or TAU. IPT-A was 
a manualized time-limited twelve-session intervention with a fo-
cus on current problems. TAU was the psychotherapy that students 
usually received in the school-based clinic; most often, it resembled 
supportive counseling. The authors found that adolescents treated 
with IPT-A compared to TAU reported fewer depressive symptoms, 
better overall functioning, and greater clinical improvement post-
treatment. Through research from “A randomized effectiveness trial 
of interpersonal psychotherapy with depressed adolescents” (2004), 
Mufson et al. concluded that IPT-A was an effective treatment for 
underserved depressed adolescents.

The second study explored the cost-utilization and treatment 
outcomes associated with the use of ethnic-specific and mainstream 
services for Asian Americans (Lau and Zane, 2000). Lau and Zane 
explored whether increased utilization of ethnic-specific services 
(ESS) by Asian Americans is related to better outcomes and lower 
use of more intensive and expensive mental health services (e.g., 
crisis intervention). Data from the Los Angeles County Department 
of Mental Health for 3,178 Asian Americans with first episodes of 
care were drawn, in which 1,981 used ESS and 1,197 received main-
stream services. When controlling for functioning at admission, 
diagnosis, primary language, age, and insurance coverage, Asian 
Americans who received ESS showed more favorable treatment 
outcomes than Asian Americans who used mainstream services. As 
might be expected, the cost-utilization at ethnic-specific centers was 
higher than the cost-utilization at mainstream centers. However, 
the authors found a significant relationship between cost-utilization 
and treatment outcome for ESS outpatients, but not for mainstream 
outpatients. In conclusion, this study suggested that ethnic-specific 
mental health care for Asian Americans is more effective than main-
stream care (Lau and Zane, 2000). The reviewed examples provide 
evidence for how CER may help researchers reduce health dispari-
ties and improve mental health care for ethnic and racial minority 
populations. 

Although CER may appear as a new idea in ethnic minority 
research, some of the early paradigms in Asian American mental 
health research are already comparative in nature. In other words, 
researchers in this field have already integrated the concept of CER 
in their studies, but it was framed differently. Previous research that 
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explored Asian American mental health compared effectiveness at 
two levels, groups and treatments. At the group level, the variable 
can be either the therapist or the patient. For instance, Sue and col-
leagues (1991) tested the hypothesis that therapist-client matches 
in ethnicity and language will lead to more favorable outcomes for 
clients than no matching. Ethnic matching was associated to lon-
ger treatment for all groups—Asian American, African American, 
Mexican American, and White clients. Furthermore, for clients who 
did not speak English as a primary language, ethnic match was 
related to more treatment sessions and better outcomes (Sue et al., 
1991). Other similar studies found that Asian Americans who re-
ceived ESS had a higher return rate, better retention (Takeuchi et 
al., 1995), and better participation measured by the number of ses-
sions attended than those in mainstream services (Flaskerud and 
Hu, 1994). In addition to examining the role of the therapist’s eth-
nicity, researchers compared patients at the group level examining 
whether ESS for Asian Americans would create different outcomes 
with White patients and found no differences in service effective-
ness for the two groups (Zane et al., 1994). 

The second level of comparison examines the effectiveness of 
different treatments for the same group. Such evaluations can ei-
ther compare the effectiveness of different treatments for a certain 
population or the effectiveness of a culturally adapted treatment 
to a non-adapted treatment. However, research that compares the 
effectiveness of different treatments with Asian Americans is ex-
tremely scarce. Huey and Pan (2006) conducted a pilot study with 
fifteen Asian Americans with simple phobia that compared three 
different treatments: culturally responsive one-session treatment, 
standard one-session treatment, and manualized self-help treat-
ment.  The authors concluded that the combined scores of the two 
active interventions led to greater reduction in phobic avoidance 
and anxiety than the self-help group. In addition, it was suggested 
that the culturally adapted version showed trends for better out-
comes. Unfortunately, this study was the only experimental effec-
tiveness study with Asian Americans that we could find. 

In order to compare the effectiveness of treatments, knowl-
edge of the theoretical models behind them is needed. Within the 
area of cross-cultural psychotherapy, we would like to discuss and 
compare two models: the Cultural Accommodation Model developed 
by Leong and his colleagues (Leong, 1996; Leong and Lee, 2006) and 
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the Cultural Adaptation Model for psychotherapy. The Cultural Ac-
commodation Model (Leong, 1996) integrates the universal, group, 
and individual dimensions and is superior to both the universal-
ist and cultural assimilation approaches. It recognizes the impor-
tance of specific cultural elements that may be ignored in traditional 
Western models of psychotherapy and fills in the cultural gaps by 
incorporating culturally specific concepts. When Leong and Serafica 
(2001) first proposed the Cultural Accommodation Model, they in-
dicated that we need to determine the model’s incremental validity 
above and beyond culturally unaccommodated theories and models. 
In order to evaluate incremental validity, studies should investigate 
the amounts of variance that are accounted for by culture-specific 
variables (e.g., acculturation, self-construal, individualism/collec-
tivism) in the personality and behavior of racial and ethnic minority 
individuals. Another important parallel development to the Cul-
tural Accommodation Model is the Cultural Adaptation Model that 
seeks to integrate the cultural competence literature with that of the 
Evidence-Based Practice (EBP) in psychology (Hwang, 2006; Lau, 
2006). These models of cultural adaptations are quite similar to the 
Cultural Accommodation Model in identifying important cultural 
variables that need to be incorporated into the treatment, but differ 
in that they concentrate on adapting treatment approaches instead 
of helping the therapist accommodate to the client. However, both 
approaches are essentially advocating the same goal of providing 
culturally relevant and effective psychotherapeutic services.

Next, we will describe a proposed study to compare the rela-
tive effectiveness of Cultural Accommodation Model and the Cul-
tural Adaptation Model. The Cultural Accommodation Model is 
essentially a training model where psychotherapists learn about 
cultural differences that may influence diagnosis and treatment, 
and attempt to accommodate for these differences in the psycho-
therapeutic process. The significant cultural differences to be ac-
commodated for are selected from empirical literature, but the ac-
tual accommodation process is fluid and not pre-determined. The 
Cultural Adaptation Model, on the other hand, is modeled after 
manualized therapy studies, where treatment manuals are pre-
pared according to a particular theoretical orientation (e.g., Cogni-
tive-Behavior Therapy) and therapists apply these treatments in 
strict adherence to the manual in order to assess the effectiveness 
of the approach. For the Cultural Adaptation Model, a manualized 
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treatment model is selected and then adapted for potential cultural 
differences to make it for culturally appropriate for specific racial 
and ethnic minority groups (e.g., for Mexican Americans).  Where-
as the Cultural Accommodation Model is focused on providing 
cultural competence training to the therapist and allowing her or 
him to proceed with the therapy in a dynamic fashion, the Cul-
tural Adaptation Model is focused on modifying existing therapy 
models by adding cultural elements and, hence, is focused on the 
therapy (and not the therapist).

In our proposed comparative trial, we will randomly assign 
Asian American patients in a treatment clinic to three conditions: 

1) Treatment as usual in that clinic with no modifications
2) Cultural Adaptation Model, in which a manualized cultur-
ally adapted form of therapy is provided
3) Cultural Accommodation Model, in which patients are as-
signed to therapists who are trained in and will utilize it as 
outlined above. 

The Asian American patients assigned in these three conditions 
will then be compared in terms of their satisfaction at the end of 
their first, third, and sixth sessions, their ratings of the cultural 
competence of their therapist, their rates of premature termination, 
their GAF scores at every third session, and their final outcome as-
sessment at the end of treatment. As stated earlier, the IOM priori-
tizes conducting CER research, such as comparative trials, which 
suggests that similar studies are highly desirable.   

Problem of Differential Research Infrastructure
In reviewing the CER paradigm and how it may be useful in 

guiding future research on Asian American mental health, we are 
required to shift to a different level of analysis. Whereas traditional 
reviews have tended to examine the status of a particular topic or 
area (e.g., Asian American depression or academic achievements), 
trying to map the CER paradigm onto Asian American mental health 
research requires us to examine the whole field of Asian American 
psychology. This, in turn, brings us to the problem of differential re-
search infrastructure. Different subfields of psychology or psychia-
try progress at different rates, and some are more advanced than 
others. For example, there have been considerably more studies of 
psychiatric epidemiology of White European American samples (as 
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evidenced by the Epidemiological Catchment Area studies) than of 
African Americans. Despite the oversampling of African Americans 
in several of the ECA sites and the funding of the program research-
ing African American mental health spearheaded by James Jackson 
at the University of Michigan, our knowledge base on psychiatric ep-
idemiology for White European Americans is simply more advanced 
and more developed than for African Americans. Similarly, the sub-
field of psychiatric epidemiology for African Americans is more ad-
vanced and more developed than those for Latinos and Asian Ameri-
cans. The dearth of psychiatric epidemiological data for Latinos and 
Asian Americans is what led to the conceptualization and funding of 
the National Latino and Asian American Study (NLAAS).

The problem of differential research infrastructure and the 
associated developmental lag in which some subfields of inquiry 
are more advanced than others is often overlooked or ignored by 
funding agencies, review boards, and even scientists themselves. 
While it is difficult to specify definitively the causes for this differ-
ential research infrastructure across subfields, one clear factor has 
to do with the politics of numbers. Many subfields do not receive 
attention or investment of resources until a critical mass or critical 
number of agents and players are involved, which is sometimes 
referred to as the “tipping point.” The Workforce 2000 report (1987) 
from the Hudson Institute highlighted the impending demograph-
ic shifts in our country and alerted business leaders that we would 
be facing a significantly diverse workforce. This report led to the 
rise of attention to cultural diversity issues and initiatives in orga-
nizations. Similarly, the Supplement to the Surgeon General’s Report 
on Mental Health: Culture, Race and Ethnicity in Mental Health (2001), 
noted the significant ethnic minority mental health disparities and 
the critical knowledge gaps in those subfields. 

It is not difficult to see that the developmental lags across 
subfields are related to the differential research infrastructure. In 
general, the subfields at earlier stages of development tend to have 
fewer investigators, fewer journals, fewer grant-funded research 
projects, and, therefore, less of an empirical base and fewer theo-
retical advances. Just as health disparities research is concerned 
with correcting the differential (poorer) treatment and outcomes 
for different groups, we need to also be concerned with the re-
search disparities created by the current differential research infra-
structure across subfields. 
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To provide a quick index of this differential research infra-
structure and the associated research disparities, we noted that 
for the year 1998-1999, there were 2,103 European Americans en-
rolled in Ph.D. psychology programs in comparison to 187 African 
Americans, 137 Hispanic Americans, and 217 Asian Americans. 
Conversely, for the year 2000, 2,601 European Americans received 
doctorates from graduate departments of psychology compared 
to 193 African Americans, 194 Hispanic Americans, and 149 Asian 
Americans. Granted that not all psychological scientists will con-
duct research related only to their own racial and ethnic groups,  
one can get a sense of the differential research infrastructure related 
to mainstream versus racial and ethnic minority psychology. This 
problem is directly related to some of CER’s major areas, human 
and scientific capital. The training of researchers who will advance 
the specific fields of racial and ethnic minority psychology is an 
important prerequisite for conducting CER research. Similarly, in 
conducting a search in the PsychInfo database, we found 266,797 
entries for the word “depression,” of which only 7,983 studies con-
cerned depression among African Americans and 1,948 studies con-
cerned depression among Asian Americans. Finally, the American 
Psychologist was established in 1946, whereas the Journal of Black 
Psychology was established in 1974 and the Asian American Journal 
of Psychology was established last year (2010). 

While we do not have the space to provide a detailed discus-
sion of the “manpower problems” or the “challenges of capacity 
building” for minority scientists within the NIH, we do want to 
highlight the critical problem of differential research infrastructure 
and the shortage of human capital that serves as a barrier for im-
plementing the CER paradigm within Asian American psychology. 
The contextual factors contributing to these research disparities 
need to be included as important elements in our national plan to 
advance our understanding and improvement of the mental health 
of racial and ethnic minorities, including Asian Americans.

Recommendations
Need for Multiple Approaches in Research 

Given this problem of a differential research infrastructure, it 
would be important for the field of Asian American mental health 
to be strategic in what studies are designed and undertaken in or-
der to provide the foundation for competing for grant-funded proj-
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ects within the CER paradigm. At the same time, there is a need for 
the use of multiple approaches in order to accumulate the neces-
sary knowledge base for us to compare the relative effectiveness 
of different treatment approaches for Asian Americans and Pacific 
Islanders.

As part of the APA Advanced Training Institute (ATI) directed 
by the first author at Michigan State University, a session taught by 
Leong covered methodological approaches to psychotherapy out-
come assessment with culturally diverse populations. In this session, 
a variety of methods were discussed in terms of their potential use in 
psychotherapy outcome research, which includes clinical case stud-
ies, analog and simulation studies, comparative studies of treatment 
models, randomized control trials, archival research and secondary 
analysis of datasets, and meta-analyses. There are advantages and 
disadvantages to each of these methods, but the point of Leong’s 
session was that the field needs a variety of data generated by these 
multiple approaches in order to build the convergent knowledge 
base for the field. For example, the clinically rich and experience-
near data generated by the case study approach can generate hy-
potheses to be tested with analog and simulation studies in the lab. 
The results from these analog and simulation studies can help us 
construct culturally relevant treatment models, which can then be 
compared with regards to their relative effectiveness either through 
a comparative treatment design or a RCT design (in which one treat-
ment is tested at a time). As these treatment studies accumulate, we 
can then conduct meta-analysis to provide a more generalizable set 
of findings and principles to guide practice and interventions.

Of the multiple approaches mentioned above, we would like 
to comment on two of them. First, whereas the RCT method is the 
gold standard in the medical field as well as in treatment and in-
tervention studies, there are both pros and cons to the use of this 
method with Asian American mental health research. Second, we 
would like to recommend the use of the comparative treatment 
design and specifically discuss a study in which we are planning 
to compare and contrast the cultural adaptation approach to the 
cultural accommodation to cross-cultural psychotherapy.  

Pros and Cons of RCT
In the field of medical research, Randomized Controlled Tri-

als (RCT) are considered the most rigorous methods for evaluating 
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the effects of various treatments. This is because the treatments are 
(a) randomly applied to patients to reduce confounding variables, 
(b) controlled by using single, double, or triple-blind procedures, 
and (c) administered to various control groups. 

While RCTs are methodologically powerful tools, they are also 
limited by ethical and practical concerns. Exposing patients to an 
intervention or treatment believed to be inferior to current treatment 
or one that is suspected not to work is often considered unethical. 
An example would be the early effective treatment of angina, which 
initially contained of foxglove (digitalis) and a mixture of more than 
twenty other plants (Huxtable, 2001). It was eventually discovered 
that the foxglove was the active ingredient, but would anyone vol-
unteer herself/himself or their family members for an RCT study to 
determine which of the components is the active ingredient?

Even when RCTs can be conducted ethically, there are some-
times circumstances where they are not feasible, such as when 
physicians and therapists refuse to randomly subject their patients 
and clients to interventions that include placebos. Relatedly, an-
other limiting factor is that RCTs are generally more costly and 
time consuming than other studies to conduct. Therefore, careful 
consideration needs to be given to their use and timing. 

Experimental field studies are very costly and difficult to con-
duct, and they disrupt normal clinical services in treatment agen-
cies; hence, there is great resistance among these agencies to permit 
such studies. In the field of psychotherapy, the approach of using 
RCTs or experimental field studies began as Empirically Validated 
Treatments (EVT). In 1993, a Division 12 Task Force examining Em-
pirically Validated Treatments recommended that the field system-
atically review and classify psychotherapeutic interventions as ei-
ther (a) well-established treatments or (b) probably efficacious treat-
ments, with the latter grouping being labeled as experimental.

In reaction to the criticisms about the arbitrariness of criteria 
as to when a treatment has been sufficiently validated, the field 
moved to the more relativistic concept of Empirically Supported 
Therapies (EST) with varying levels of support for different thera-
pies. According to Chambless and Hollon (1998), ESTs are those 
that have been demonstrated to be superior in efficacy to a pla-
cebo or another treatment. In anticipating criticisms regarding EST, 
Chambless and Hollon (1998) noted that: “In particular, we recog-
nize that not all would agree that randomized controlled clinical 
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trials or their logical equivalents (e.g., single case experiments) rep-
resent the best (although not the only) means of detecting causal 
agency or that efficacy takes priority over effectiveness” (16). 

Even this concept of EST came under fire as being too narrow. 
The field then moved to the broader concept of Evidence-Based 
Practice (EBP), which was borrowed from medicine. The EBP 
movement can be traced back to Archie Cochrane’s paper (1979), 
calling for the field to assemble a critical summary, adapted peri-
odically, of all scientific evidence related to treatment approaches 
that have proven to be effective using randomized clinical trials. 
This seminal idea soon gave rise to the Oxford Database of Peri-
natal Trials in the 1980s, which culminated in the Cochrane Col-
laboration in 1993, which has served as the exemplar of Evidence-
Based Practice in Medicine. Over the last two decades, psychology 
has begun to follow medicine in recognizing the importance of 
Evidence-Based Practice. 

Given the high cost of conducting RCT in mental health in-
tervention studies with Asian Americans, such studies will tend to 
require major grant funding in order to be undertaken. However, 
owing to the differential research infrastructure mentioned above, 
the chances of proposals for RCT studies on Asian Americans com-
peting successfully with others are somewhat limited. For example, 
using a quick and crude comparison, a search was conducted in the 
NIH Reporter database, which tracks funded studies. Selecting all 
years and the “Biobehavioral and Behavioral Processes Study” sec-
tion, a total of 6,310 studies were found. Typing in the search term 
“African Americans” within this set of studies, thirty-eight studies 
were found. When replacing the “African American” search term 
with “Asians,” only three studies were found. Therefore, the field 
cannot wait for these Asian American RCT studies to accumulate, 
since it will likely take a very long time given the problems with 
limited human capital and data infrastructure.

Expanding Human Capital and Building of Data Infrastructure
The problem of differential research infrastructure is hamper-

ing the progress of racial and ethnic minority psychology, in gen-
eral, and Asian American psychology, in particular, as witnessed 
by the low rates of NIH-funded grants for Asian American RCT 
studies. In order to address this issue, we recommend the re-in-
stitutionalization of funding for research and clinical training of 
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ethnic and racial minority members (e.g., Career Opportunity Re-
search Program, Minority Fellowship Program). Because the Sur-
geon General’s Report on Mental Health (1999) and the President’s New 
Freedom Commission on Mental Health (2003) recommended training 
more specialists in areas related to racial and ethnic minority men-
tal health research and services, more funds need to be provided 
for the establishment and maintenance of such training initiatives. 
Ideally, the funding opportunities for promising doctoral students 
should be available for an unlimited time until the gap between 
mainstream and racial and ethnic minority psychology is closed. 

Additionally, the establishment and expansion of data in-
frastructure will help the field of Asian American psychology to 
advance more quickly. One of the recommendations previously 
discussed is to use multiple methods and approaches in research 
(e.g., clinical case studies, comparative studies of treatment mod-
els, RCTs, archival research and secondary analysis of datasets) 
that can provide rich information and contribute to the knowl-
edge base. Moreover, the CER’s characteristic to report results at 
the population and subgroup levels should encourage attention to 
racial and ethnic minorities and initiate more studies, such as the 
National Latino and Asian American Study and National Survey 
of American Life. In fact, to address this problem, the National In-
stitute of Health has instituted a policy requiring the sampling of 
racial and ethnic minority groups in their extramural grant fund-
ing program (unless a reasonable justification can be provided) in 
order to enrich our knowledge base about cultural diversity and 
health (Leong, 2007). To sum up, from a policy point of view, ex-
panding human capital and data infrastructure will enable Asian 
American psychology to catch up and provide the foundation for 
conducting comparative effectiveness research. 

Dissemination and Translation
In its essence, the goal of CER is to help consumers and pro-

viders choose the best methods for prevention, diagnosis, treat-
ment, and monitoring of various health conditions. While research 
is an integral part of CER, dissemination and translation of the 
findings to health providers and community organizations are 
necessary in order to complete the cycle. Some important tasks for 
community organizations will be continuing to increase awareness 
of mental disorders and overcoming stigma among Asian Ameri-
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cans. In addition, the active involvement of community organiza-
tions in the comparative effectiveness research process will help 
improve public awareness of effective treatments. 

Conclusion
In this article, we have argued for the field of Asian Ameri-

can mental health to move to the comparative effectiveness research 
(CER) paradigm being advanced by various federal funding agen-
cies (including the NIMH) in order to stay current and relevant to 
developments within the field. In support of that argument, we 
have provided a brief review of comparative effectiveness research, 
followed by several examples of Asian American studies. We then 
provided some recommendations for using CER in Asian American 
mental health research by proposing the use of multiple approaches 
in addition to the gold standard of Randomized Control Trials (RCT).  
Consistent with the proposal to move our field forward by adopting 
the CER paradigm, we advocated for conducting studies to compare 
different treatment approaches within both Cultural Accommoda-
tion Models and Cultural Adaptation Models that have developed 
in recent years, ending with an example of one such study.
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