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U.S. population demographics are undergoing striking changes that will impact health care and the
research and practice of health psychology. An increase in the number of people who are older; belong
to an ethnic minority group; have disabilities; identify as lesbian, gay, bisexual, or transgendered; or live
in poverty will influence definitions of aging, health, and illness, and will challenge current psychological
and medical treatment models. The authors argue that health psychologists need to become context
competent for the field to be relevant and viable over the course of this new century. Health psychologists
need to become aware of the multiple, overlapping contexts in which people live and apply this
knowledge on a regular basis to research, practice, education and training, and policy in health
psychology.
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As we enter the first decade of the new millennium, the face of
America is undergoing fundamental changes that will seriously
challenge the current health care system (Institute for the Future,
2000) and thereby the field of health psychology. There will
continue to be a substantial increase in the number of older people,
particularly those in the oldest age ranges, who are the greatest
consumers of health care. This change will influence howold and
disabled are defined and what will be characterized ashealthy or
normal aging. There will be greater numbers of people who
self-identify as gay, lesbian, or bisexual; a greater number of
family configurations and living arrangements; and increases in
the number of persons living with chronic conditions and disabil-
ities. Continuing a current trend, there will also be increases in the
number of individuals belonging to minority groups. According to
the 2000 census, approximately 25%–30% of the U.S. population
self-identified as belonging to an ethnic or racial minority group
(U.S. Bureau of the Census, 2001). It is predicted in the U.S.
Census that by 2010, this figure will rise to 32.7%, and by 2050,
to 47.5%, and will continue to grow as birth rates and immigration

for these groups, particularly Latino and Asian populations, con-
tinue to increase (U.S. Bureau of the Census, 2000).

These expansive changes in population demographics will affect
the field of health psychology in many ways. The expected pop-
ulation changes are likely to lead to even greater social and racial
disparities in health. As diversity increases, so will the need for
health psychologists to become culturally sensitive or culturally
competent (D. W. Sue, Bingham, Porche´-Burke, & Vasquez,
1999). In this article, we argue that incorporating cultural compe-
tency, or what we broaden tocontext competency, in research,
practice, education, and policy will become necessary if health
psychology is to remain relevant and viable in the years to come.

Changes in Population Demographics and Greater
Health Disparities

The changes in population demographics described above will
bring with them greater social, economic, religious, and educa-
tional diversity. Given the current levels of social and racial
disparities in health (Smedley, Stith, & Nelson, 2002) and the
likelihood that these disparities will not decrease under the current
health system, we presume that as the American population con-
tinues to change, these disparities will have an even greater impact
on health and mental health. For example, as the gap between the
richest 25% and poorest 25% of the population widens, creating an
ever greater disparity between the haves and the have nots, greater
inequities in insurance coverage and access to health care services
can be expected (Institute for the Future, 2000). Language barriers
and the social exclusion of particular groups also can be expected
to affect who seeks and receives quality care within the traditional
U.S. health care system (e.g., Diamont, Wold, Spritzer, & Gelberg,
2000; Timmins, 2002). Increased longevity, with its unbalanced
gender distribution, also is likely to affect the nature of health
needs and services. Here is one example: There will be a greater
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number of older women with chronic but not life-threatening
illnesses such as arthritis and musculoskeletal diseases. With no
cure for arthritis, psychosocial interventions such as pain and stress
management techniques will become increasingly important
(Keefe et al., 2002).

Because the development, progression, and management of
chronic illnesses are influenced to a large degree by behavior
(Stanton & Revenson, in press), health services should shift toward
primary prevention and long-term behavior change instead of the
more traditional after-the-fact modes of secondary and tertiary care
(see also Smith, Orleans, & Jenkins, 2004). Psychological services
and health education will need to be delivered in more creative and
population-specific ways. Churches, for example, have been suc-
cessful settings for the implementation of preventive interventions
and health education (Markens, Fox, Taub, & Gilbert, 2002). As
the population grows in ethnic, social, educational, and religious
diversity, health professionals will need to develop partnerships
with community-based organizations to deliver health messages
and for the messages to be perceived as credible (Revenson &
Schiaffino, 2000). Indeed, public health approaches, in general,
may provide a better model of health care than individually based
models as practitioners strive to reach more people, particularly
those in underserved groups (Altman, Winnett, & King, 1991;
Matthews, 2000). Population changes and increased diversity will
have radiating effects on many levels—on limited access to pri-
mary medical care; acceptance of the latest medical advances;
access to and understanding of emergent medical technology, such
as telehealth and Web-based health information (see Saab et al.,
2004); and the continued efficacy of current medical and biopsy-
chosocial paradigms (see Suls & Rothman, 2004).

The Need for Cultural and Contextual Competence
Within Health Psychology

Within American psychology, there has been a clarion call for
psychologists to become culturally competent (e.g., D. W. Sue et
al., 1999). Although multiple definitions exist (see Goode, 2001),
cultural competence refers essentially to

a program’s ability to honor and respect those beliefs, interpersonal
styles, attitudes and behaviors both of families who are clients and the
multicultural staff who are providing services. In doing so, it incor-
porates these values at the levels of policy, administration and prac-
tice. (Roberts, 1990)

A similar call has been made with regard to research, in terms of
using culturally anchored methods (Hughes & Seidman, 2002;
Hughes, Seidman, & Williams, 1993; Rogler, 1999).

For the most part, cultural competence has been incorporated
into research and practice in a very literal and limited fashion, such
as including racial/ethnic minority participants or examining ra-
cial/ethnic (group) differences in the variables of interest. How-
ever, culture includes much more than belonging to a categorical
group. It encompasses a society’s shared values, beliefs, and
experiences, such as individualism, collectivism, equality, histor-
ical events, and schemas for health and illness, which are explicitly
and implicitly learned (Landrine & Klonoff, 1992; Molina, Zam-
brana, & Aguirre-Molina, 1994). Even if one chooses to consider
only a single aspect of culture like ethnic group membership, this

becomes a marker for many nonobservable psychological pro-
cesses, including identity, labeling by others, group pride, and
stigma (Cross & Strauss, 1998) as well as lifelong racism and
discrimination (Clark, Anderson, Clark, & Williams, 1999) and
socioeconomic status and immigration status (Meyerowitz, Rich-
ardson, Hudson, & Leedham, 1998).

Because of the wide variation in culture and its multiple mean-
ings, we propose that health psychologists need to become context
competent.1 This does not minimize or replace the concept of
cultural competence but broadens it. What people think, feel, and
do about their health and the health of their families and commu-
nities is situated in a wider context—one that includes not only
cultural origins and race/ethnicity but also history, family, religion,
politics, economics, community, prejudice, and discrimination
(Clark et al., 1999; Harrison, 1994; Marks, 1996). The concept of
context competence finds its theoretical origins in contextual,
social–ecological approaches to health and health behavior
(Anderson & McNeilly, 1991; Ickovics, Thayaparan, & Ethier,
2001; Revenson, 1990, 2003; Trickett, 1987). To become context
competent, health psychologists must not only become aware of
the multiple, overlapping contexts in which people’s lives are
embedded but also routinely use this knowledge in research, prac-
tice, education, and policy. This is a tall order, to be certain, but
one that is necessary for health psychology to be relevant, useful,
and viable as this century progresses.

Integrating Contextual Competence Into Research,
Practice, Education, and Policy

How should health psychologists achieve this goal of context
competence? Health psychologists—indeed those in the whole
profession of psychology—must be proactive in preparing them-
selves for these major shifts in population demographics. As
Landrine and Klonoff (1992) pointed out over a decade ago, most
health psychology and behavioral medicine research relies on a
traditional Western view of medicine and mental health. This
ignores the wide cultural variation in meanings of health and
illness and how different cultural groups respond to symptoms and
view traditional medical services. By remaining rooted within this
paradigm, current approaches leave open the possibility that what
health psychology has to offer may be rejected by a large segment
of the U.S. population because it does not fit within their culturally
based conceptions of health and illness (Landrine & Klonoff,
1992). Incorporating contextually sensitive models of health–
behavior relationships will make those in the field more responsive
and flexible in changing times. This in turn will help secure health
psychologists’ place as recognized national and international lead-
ers in health, as set forth as a long-range goal of the American
Psychological Association (APA) Division of Health Psychology
(Division 38; Blumenthal, 2002).

In the remainder of this article, we briefly explore how contex-
tual competence can be incorporated into health psychology re-
search, practice, education, and policy. Many of our observations

1 We thank Robert DeVellis for suggesting this more inclusive term
during our working group meeting at the Division 38 Future of Health
Psychology Conference, Pittsburgh, Pennsylvania, 2000.
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and suggestions are not new. Health psychologists, as well as
scholars with other disciplinary identities, have made similar, and
more detailed, recommendations over the previous decade (e.g.,
Anderson, 1995c; Dumas, Rollock, Prinz, Hops, & Blechman,
1999; Marks, 1996; Pope-Davis, Liu, Toporek, & Brittan-Powell,
2001; D. W. Sue et al., 1999; Whitfield, Weidner, Clark, &
Anderson, 2002; Williams, 1990). Indeed, health psychologists
have a long-standing interest in this topic. However, these recom-
mendations have not been integrated sufficiently into mainstream
psychology to render an article such as this unnecessary. The
decision to include a working group on changing population de-
mographics at Division 38’s Future of Health Psychology Confer-
ence signaled a commitment to the importance of diversity to the
field, but it was not the first time. Division 38 had sponsored a
national conference, Behavioral and Sociocultural Perspectives on
Ethnicity and Health, in September 1992.2 Although a number of
publications came out of this conference (Anderson, 1995a, 1995b,
1995c; Anderson & Eisler, 1997a, 1997b), there was little evidence
of its influence on the field. We hope these recommendations, that
come out of the March 2000 Future of Health Psychology Con-
ference, will have a greater and more lasting impact.

Anchoring Research in Context

Over the past few years, research in health psychology has
started to address contextual variables in more depth, including the
impact of immigration and acculturation, poverty, language, rac-
ism, gender, and cultural beliefs on health beliefs, behaviors, and
outcomes (Borrayo & Jenkins, 2003; Diaz, Ayala, Bein, Henne, &
Marin, 2001; Hovey, 2000; Kamilar, Segal, & Qualls, 2000;
Miller, Guarnaccia, & Fasina, 2002; see also review by Whitfield
et al., 2002). This is certainly encouraging. However, it should be
noted that much of this research appears in journals that were
created specifically to meet the growing need for this information
and the interests of marginalized groups, such as Cultural Diver-
sity and Ethnic Minority Psychology; Culture, Medicine, & Psy-
chiatry; Ethnicity and Disease; Journal of Immigrant Health;
Ethnicity and Health; Journal of Culture, Gender, & Health;
Journal of Lesbian Studies; and Journal of Transcultural Nursing.
We do not mean to trivialize the positive impact of these journals;
their existence signals a need for more outlets for this research.
Nor do we mean to ignore the few mainstream and long-lived
journals that have been addressing these issues for years (e.g.,
American Journal of Public Health, Journal of Social Issues).
However, because the journals in health psychology that are highly
visible and prestigious, including Health Psychology, the official
journal of Division 38 of APA, affirm what is important to the
field, it is imperative that they publish more research that is
contextually anchored and uncovers the mediating mechanisms
behind social and racial disparities in health. Although editors
often feel they are captives of the material submitted to their
journals, they can influence the field at the margins by actively
working for a diversity of submissions (Revenson, 1995). Simple
steps include calls for papers that incorporate culturally, and more
broadly contextually, sensitive models of behavior and health;
special issues focusing on social disparities in health; and mission
statements that welcome such research and stress its value as a
guiding principle of the journal.

Most health psychology research on marginalized populations
has been dominated by traditional methodologies that may not ask
or answer the important questions. Many studies address issues of
race/ethnicity by comparing a minority with a majority group (e.g.,
women vs. men, Blacks vs. Whites) and attribute health differ-
ences to cultural differences. A few health psychologists have
called for the implementation of diverse and multiple methods to
adequately understand issues of culture and context (Anderson,
1995b; Landrine & Klonoff, 1992; Macera, Armstead, & Ander-
son, 2001; Whitfield et al., 2002). The Council of National Psy-
chological Associations for the Advancement of Ethnic Minority
Interests has issued guidelines for implementing such methods
(APA, Office of Ethnic Minority Affairs, 2000). However, main-
stream publications in health psychology have been slow to show
much evidence of this implementation taking place (Klonoff,
Landrine, & Lang, 1997), and when they do, the focus is usually
on ethnic-group differences.

How does one implement a culturally anchored methodology?
The most important principle is that contextual issues intersect
every phase of the research enterprise: problem formulation, con-
ceptualization, measurement, research design, data analysis, and
interpretation (Hughes & Seidman, 2002; Hughes et al., 1993).
Researchers frame their questions through lenses that are shaped
by the researchers’ own interests and experiences as well as by an
existing research literature that also is embedded in a particular
(usually Western) perspective. To the extent that majority group
researchers’ cultural lenses differ from those of the nonmajority
group under study, they are more likely to utilize theories and
variables that reflect their own or the majority group’s experiences.
Many leading theories of health–behavior relationships were de-
veloped within a biased perspective, one that is largely Euro-
American, middle class, and androcentric. Systematic biases can
emerge from this ethnocentrism, resulting in distortions or misin-
terpretations of the nonmajority group’s experiences and in the
formulation of the wrong problem (Hughes et al., 1993). Distor-
tions in how the research problem is framed may lead to erroneous
research design choices and, consequently, flawed conclusions
(see also S. Sue, 1999). In light of changing population demo-
graphics, health psychologists must question whether current the-
ories and design choices are equally relevant across cultures and
contexts. If not, they must generate theories and design research
that are more culturally anchored, and in some cases, unique to
particular cultures or contexts.

As we stated earlier, there is a tendency to use simple demo-
graphic markers (e.g., self-reported ethnicity or nationality) to
define nonmainstream groups (Marin & Marin, 1991; Vega, 1992).
These broad demographic markers are insufficient to uncover the
mediating processes in health–behavior relationships. A fre-
quently observed example is the assumption that Latinos compose
a single homogenous group. Historical, cultural, and regional
influences among Latinos and Latinas may account for differences

2 Cosponsors were APA’s Division 45; the National Institute of Mental
Health; Duke University Medical Center; Howard University School of
Medicine; the National Heart, Lung, and Blood Institute; the Upjohn
Corporation; and the Office of Minority Health, U.S. Department of Health
and Human Services.
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in health behaviors, health services utilization, or compliance with
medical regimens, depending on whether one identifies, for exam-
ple, as Mexican, Dominican, Puerto Rican, or Venezuelan.

Of similar note, individuals are embedded in multiple cultural
contexts at the same time. The synergistic influences of multiple
contextual variables, examined through moderational models, tell
health psychologists more about health behavior or access to
health care than demographic membership alone. For example,
African Latinas experience the world from a perspective that
combines race, ethnicity, gender, and all of the complexities en-
compassed by those factors (Comas-Dias, 1996). African Latinas
who also are lesbian cope with the societal strains associated with
being a sexual minority as well as an ethnic minority (Greene,
1997). Examining the interactions among multiple contextual fac-
tors will paint a more accurate picture of health–behavior pro-
cesses and lead to more appropriate and effective interventions.3

Recruiting more diverse samples requires different strategies,
including community-level work to develop partnerships and fos-
ter trust between researchers and potential participants. Develop-
ing research ideas and designs in collaboration with community
members does much to ensure that the researchers are sensitive to
the priorities of the community and that existing institutional
structures are involved (Altman & Goodman, 2001; Altman et al.,
1991; Revenson & Schiaffino, 2000). Collaborative or participa-
tory action research (Fine et al., 2003) requires a different type of
investment on the part of the investigator. Despite this, community
collaboration is an important step for ensuring that scientific
research is welcomed in diverse communities and will have a
lasting impact once the researchers have left.

The ways health psychologists collect and analyze data also
must be sensitive to context. The conceptual meaning of particular
measurement instruments to specific cultural groups, the ways of
asking questions, familiarity with testing, or the translated lan-
guage used to convey an idea within an interview protocol or
survey instrument may not be equivalent if cultural or contextual
groups are being compared (see Rogler, 1999). Different research
designs, for example, between-groups versus within-group de-
signs, may lead to different conclusions. Between-groups studies
may encourage a deficit orientation, whereby one group is com-
pared with a normative, “well-adjusted” group (e.g., Bernal &
Enchautegui-de-Jesus, 1994). If group differences are found, it is
important to understand the contextual factors that contribute to
these differences. For example, one study of men who have sex
with men found that the HIV prevalence rate for Latinos was twice
that of Whites and for African Americans was six times that of
Whites, but this information does not help health psychologists
understand what individual, interpersonal, or structural factors
might account for these differences (Valleroy et al., 2000). It also
may be helpful to move away from a null-hypothesis model that
posits there are no differences between cultural groups and chal-
lenges researchers to find evidence of differences. It may be more
fruitful to adopt within-group approaches that focus on the medi-
ating and moderating mechanisms that lead to specific health
outcomes.

Health psychologists seeking to contextually anchor their re-
search may want to consider using qualitative methods to a greater
degree. Qualitative methods, including focus groups, ethnography,
participatory action research, and discourse analysis, can be ex-

tremely useful for identifying salient issues, framing research
questions, and uncovering unexpected phenomena that are outside
of the researcher’s cultural or contextual lens (Fine, Weis, Weseen,
& Wong, 2000). For example, physical disability may take on
different meanings depending on contextual factors such as age,
religion, or ethnicity (Zhang & Bennett, 2001). Mixed methods—
that is, combining qualitative and quantitative methods in a single
study—often provide additional richness, not only enabling re-
searchers to frame research questions through the culture’s lens but
also providing for more rigorous, scientific hypothesis testing. In
the area of HIV research, for example, participatory research led to
many important answers and helped to frame new questions
(Revenson & Schiaffino, 2000).

Practice and Intervention

Similar principles of cultural competence apply to clinical prac-
tice, health interventions, and prevention. Clinical health psychol-
ogists need to be aware of their own assumptions and values and
understand that their clients’ behaviors may be shaped by a world-
view that includes very different assumptions and values. Contex-
tual factors may influence what types of therapy, health prevention
behaviors, and interventions will be acceptable to and effective for
the client (see Nicassio, Meyerowitz, & Kerns, 2004, and Smith et
al., 2004).

Use of a contextually anchored approach should help ensure that
evidence-based interventions respect the values and traditions of
the people receiving the interventions. This requires fluency in the
ways that age, race/ethnicity, culture of origin, religion, immigra-
tion status, language, socioeconomic status, and sexual orientation
affect health beliefs and behaviors. To that end, APA has adopted
guidelines for providers of psychological services to culturally
diverse populations (APA, 2003a) and for psychotherapy with
lesbian, gay, and bisexual clients (APA 2003b). These guidelines
specify the importance of understanding the impact of contextual
variables in the lives of clients with differing ethnic status, lan-
guage abilities, and sexual orientations (APA, 2003a, 2003b). For
instance, one cannot assume that lesbian, gay, or bisexual individ-
uals would not have (or not want) a religious or spiritual identity
(e.g., Rosario, Yali, Hunter, & Gwadz, in press). This misassump-
tion could be harmful when psychologists are counseling lesbian,
gay, or bisexual clients who were raised in a religious or spiritual
context and are struggling with dissonant construals of self (Ma-
haffy, 1996; Rodriguez & Ouellette, 2000). The integration of
sexual and religious identities may play a particularly important
role in the mental and physical well-being of gay and lesbian
clients (Lynch, 1996; Perlstein, 1996). This is but one example of
how having an understanding of the multiple contexts in which
clients live can increase the effectiveness of psychosocial
interventions.

3 A good example is the National Survey of American Life directed by
James S. Jackson. This National Institute of Mental Health–funded study
examines the health problems of African American, Afro-Caribbean, and
non-Hispanic White adolescents and adults within the context of psycho-
logical resources, religion, ethnicity, personal identity, employment, eco-
nomic circumstances, and the structure of family and neighborhood (Car-
penter, 2002).
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Education and Training

In light of future research and practice needs we have described,
education and training in health psychology also need to be context
competent. Training should not be limited to predoctoral education
but should include all rungs of the academic ladder: pre- and
postdoctoral students, interns, and more senior researchers, schol-
ars, and practitioners.

To be context competent, psychologists must be grounded in a
broad interdisciplinary orientation from the first day of training.
Health psychologists should be fluent in theory and paradigms
from many subdisciplines within psychology, particularly cultural
psychology and community psychology, as well as other social
sciences (e.g., medical sociology or medical anthropology), epi-
demiology, and public health. Training in multiple methods is
another essential ingredient, although encouraging respect for mul-
tiple methods is as (or more) important as the acquisition of that
knowledge. Professors, journal editors, and reviewers are impor-
tant gatekeepers in this respect. Rather than elucidate specific
goals for training at different levels, we choose instead to focus on
settings that can promote a contextually competent health
psychology.

Professional meetings. Although cultural competence cannot
be taught at a conference or in a single course, professional
meetings, workshops, and intensive courses are one way to create
a conversation around it. For example, Divisions 17 (Society of
Counseling Psychology), 35 (Society for the Psychology of
Women), 44 (Society for the Psychological Study of Lesbian, Gay,
and Bisexual Issues), and 45 (Society for the Psychological Study
of Ethnic Minority Issues) of the APA cosponsor the National
Multicultural Conference and Summit, held biennially. Although
health has not been a predominant focus of the summit to date, the
goal of this meeting has been to promote a broad definition of
multiculturalism and to increase multicultural awareness, respect,
and competence in education, training, practice, and research
(Bingham, Porché-Burke, James, Sue, & Vasquez, 2002; McGuire,
1999). We suggest that Division 38 become a player in this
summit. Not only could health psychologists help define the issues
surrounding social and racial disparities in health, but the summit
could provide a setting for Division 38 members to become more
grounded in multicultural theories and engage in dialogue with
other scholars who have been working on these issues for years. Of
similar note, conferences organized by the Society for the Psycho-
logical Study of Social Issues (Division 9 of APA) and the Society
for Community Research and Action: Division of Community
Psychology (Division 27 of APA) hold biennial conferences that
raise these issues, often around health-related topics of stress,
support, coping, and access to health care; partnering with these
divisions will only enhance the work of Division 38.

Curriculum development. The implications of changing pop-
ulation demographics for health and health care need to be inte-
grated into existing core curricula, instead of relegating these
topics to specialized elective courses (e.g., women’s health and
ethnic minority health). It is crucial that this knowledge base
becomes part of the central health psychology canon. Some psy-
chology departments offer graduate courses in multiculturism,
specifically designed to promote and enhance cultural awareness

and competence (Sleek, 1998). Although this is a good first step,
there is no national standard or requirement for students to take
such courses; as a result, these courses are likely to be taken by a
highly self-selected group of students who hold those interests.
Division 38 should consider devising a guideline for incorporating
contextual competency into health psychology training.

Continuing education. Continuing education programs serve
as a mechanism for ongoing and updated training. Courses such as
Providing Culturally Competent Health Care and Diversity in
Clinical Practice were offered for continuing education at the 2002
APA convention (APA, 2002). However, clinical practice is only
one area in which psychologists need increased training in cultural
and context competence. Workshops for building context compe-
tence in research methods and design also should be offered.

Mentoring. We think it is essential for scholars of diverse
backgrounds to serve as mentors and role models for students and
junior faculty. This should include not only more formalized
structures for mentoring, such as student–professor relationships
and postdoctoral fellowships, but also sharing one’s own career
struggles and successes with others and framing professional so-
cialization within this context. There are a few APA initiatives that
foster such mentoring. The APA Graduate Students’ committee on
ethnic minority affairs created the Kenneth and Mamie Clark
Award for an outstanding contribution by ethnic minority psychol-
ogists to the academic and professional development of ethnic
minority graduate students.4 APA’s Minority Fellowship Program,
admirably led by James Jones, has been successful for 28 years not
only in providing students of color with educational and disserta-
tion funding but also in providing an ongoing and lifetime context
for mentoring, professional socialization, and belonging.5

Division 38 needs to develop its own programs to recognize and
foster mentoring of students and junior faculty through the use of
a broader definition of diversity to include those with varying ages,
languages, orientations, socioeconomic backgrounds, and physical
disabilities. A small but shining example is the initiative of Divi-
sion 38’s Research Committee (chaired at the time by Charles
Emery) to designate one of the four annual student research awards
for support of a research project addressing ethnic minority health.
In 2002, three of the four student research awards supported
studies addressing ethnic minority health. This is one way to

4 The Society for Community Research and Action: Division of Com-
munity Psychology (Division 27), and the Society for the Psychological
Study of Ethnic Minority Issues (Division 45) have similar awards. Section
IV of Division 12, the Society of Clinical Psychology, has an award for
those who mentor female students and colleagues, and the Society for the
Psychological Study of Lesbian, Gay, and Bisexual Issues (Division 44)
has awards for distinguished contributions to both education and training as
well as to ethnic minority issues.

5 Other mentorship programs are in the early stages of development. The
APA Graduate Students’ committee on lesbian, gay, bisexual, and trans-
gender concerns is developing a national mentoring program, and the
Society for Personality and Social Psychology (Division 8) specifically
connects underrepresented college students with faculty mentors. Division
38 has a women’s mentoring program (coordinated by the Interest Group
on Women’s Health), and the student council has initiated a general
mentoring program.
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communicate that research on the needs of varied populations is a
priority.

Building an infrastructure. Providing an infrastructure for
health psychologists to more easily accommodate the needs of a
changing population will be a critical element for sustained
change. A sign that this is possible comes from large-scale recent
initiatives; for example, the Graduate Psychology Education Pro-
grams support the training of health service psychologists to work
with underserved populations including older persons, rural com-
munities, and people with disabilities (Murray, 2002). The Public
Interest Directorate of the APA has an ongoing grant program to
support ethnic minority recruitment, retention, and training in
psychology. Through this mechanism, divisions and individuals
may apply for funds for training and professional development,
math and science research and training, faculty and professional
development, student grants, and leadership development for eth-
nic minorities. Individual members as well as the governing board
of health psychologists and Division 38 should use this resource to
foster meeting the goals set forth in this article.

Creating a home for diversity within Division 38. A necessary
condition for the changes in education and training we propose is
having a social climate in which those who come from differing
cultures and contexts feel welcomed and respected. Division 38
needs to attract scholars from different backgrounds to participate
in the organization and assume leadership roles. Although there
has been progress in the division with respect to women holding
leadership roles, the same cannot be said for any other cultural
group. We acknowledge the fact that the pool of potential leaders
is small; for example, within the APA only 6% of the membership
represents minority groups (Election Committee, 2001). However,
APA divisions that focus specifically on diversity issues (e.g.,
Divisions 9, 35, 44, and 45) do quite well at maximizing the
representation of underserved groups in leadership and gover-
nance. Is it that there is a more diverse pool of members in those
divisions to assume leadership roles, or does the clear expression
that diversity is valued attract more diverse people to actively
participate in those divisions? This is one conundrum that Division
38 leadership should explore.

Influencing Public Policy

This is an area in which health psychologists could make a
bigger impact. In addition to their roles as researchers, practitio-
ners, and educators, psychologists have a responsibility to be
social advocates who use their expertise to change policy on the
local and national levels (Revenson & Seidman, 2002). To accom-
plish this, health psychologists need to work with advocacy
groups, policymakers, and community-based organizations to ad-
dress the health issues that will emanate from changes in popula-
tion demographics.

There are many ways health psychologists can influence public
health policy. One is for Division 38 leadership to establish more
formal linkages with the APA Public Policy Office and the Public
Interest Directorate. The Public Policy Office has been recognized
for its contribution to the federal legislation addressing racial and
ethnic health disparities that was signed into law by former Pres-
ident Clinton (Waters, 2001). Together the Public Policy Office
and the Public Interest Directorate hold congressional briefings to

provide scientific knowledge on which to base policy. For exam-
ple, Karen Matthews, a past president of Division 38 and former
editor of Health Psychology, and David Abrams, the President of
the Society for Behavioral Medicine, delivered a briefing on stress
management to the Senate Appropriations Subcommittee on La-
bor, Health and Human Services (Dittmann, 2002).

Being involved in policy change does not have to involve
governmental legislation or national committees. Weick (1984)
described a process of “small wins” or incremental social change.
Health psychologists can advocate for social change on the local
level, that is, in their communities, universities, or APA divisions.
Work, school, and religious settings are natural environments for
the implementation of health promotion programs, such as no-
smoking areas, the availability of nutritious foods in cafeterias and
vending machines, or on-site exercise facilities. Keys to successful
policy change are its implementation in partnership with commu-
nity members and turning over ownership to the community when
the initial project has ended (Altman & Goodman, 2001). For
example, one intervention component in Pawtucket, Rhode Is-
land’s Know Your Cholesterol campaign that had a lasting effect
involved marking the heart-healthy items on menus (Lebefvre et
al., 1986); we now see this type of change in many restaurants.

Conclusion

The far-reaching changes in population demographics that are
expected to occur over the next decade will have important impli-
cations for the future of health psychology. Although those in the
field of health psychology have started to address these issues in
the past few years, they have to shift their work into hyperspeed to
keep pace with the expected changes and the widening social
disparities in health. There is still much to be learned about the
contextual factors that affect health-related phenomena. Ignoring
the historic, economic, and sociocultural contexts in which indi-
viduals are situated limits health psychologists’ knowledge and
ability to create effective, culturally anchored research, interven-
tions, training, and policy.

We have outlined a few specific steps and more general guide-
lines that can be taken in health psychology to help realize the goal
of cultural and context competence. The next generations of health
psychologists clearly need to be trained to incorporate cultural and
contextual diversity into rigorous research paradigms and practice
guidelines from the first day of graduate school, but perhaps the
most important component of attracting and retaining diversity in
an organization is to inherently value diversity at all levels. Val-
uing diversity is then expressed in the ways research and practice
are conducted; by who is hired, promoted, trained, and supported;
and more broadly in the implementation of social policies.

The challenge of implementing a model of context competence
in health psychology research, education and training, practice,
and public policy cannot rest solely on the shoulders of the few
ethnic minority health psychologists, lesbian psychologists, or
activist psychologists. For health psychology to be relevant and
viable over the course of this century and to be a leading player in
eliminating social disparities in health, the challenge is one that all
health psychologists must embrace.
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