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A B S T R A C T

Although often portrayed as “model minorities,” many Asian American adolescents struggle with 
mental health problems. Asian American youth are also less likely to receive school-based mental 
health services (SBMHS) compared with their non-Asian peers. Culturally adapting the Youth 
Mental Health Fist Aid (YMHFA) training program can be an effective way to engage Asian 
American parents to utilize SBMHS. Although many school districts have offered YMHFA train
ings to staff and parents, no controlled studies have evaluated the efficacy of YMHFA in the 
United States. We culturally adapted YMHFA for Asian American parents through collaboration 
with schools and community organizations, and evaluated its efficacy using a blocked random 
assignment study design. We examined if (a) YMHFA impacted parents’ mental health literacy 
(MHL), help-seeking intentions, stigma, attitudes towards professional help, confidence in MHFA 
skills, engagement in first-aid behaviors, and youth mental health (both parent and youth report); 
and (b) whether the improvement was maintained four months after the training. Parents (n = 99, 
Mage = 46.24; SDage = 6.80, 89 % mothers) were randomly assigned to treatment and waitlist 
control groups. They completed measures before the intervention, one month after the inter
vention, and four months after the intervention. Parents in the experimental group showed 
decreased stigma, and improvements in MHL, attitudes towards help seeking, confidence in using 
first aid behavior, and actual engagement in first aid behavior after attending the training as 
compared to parents in the waitlist control group. Participants in waitlist control group also 
showed improvements in all above-mentioned areas after receiving the training. All treatment 
gains were maintained at 4-month follow-up. Findings contributed to the limited literature on 
how to culturally adapt YMHFA for Asian American parents at school, and provided evidence for 
the efficacy of YMHFA among Asian American parents.

Asian American is the fastest-growing racial/ethnic group in the United States (U.S.). By 2060, Asian American children and ad
olescents under the age of 18 are estimated to make up 7.9 % of the entire U.S. youth population (Colby & Ortman, 2015). While Asian 
American youth are often portrayed as “model minorities”, a myth and stereotype stating that Asian American individuals as “highly 
successful, due in large part to their cultural values, hard work, and intelligence” (The Asian American Foundation (TAAF), 2024, p. 6), 
they are also at risk for experiencing greater levels of mental health difficulties. For instance, while suicide is the second leading cause 
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of death for adolescents in the U.S., available data suggest that rates of suicide are rising among Asian American youth, and suicide has 
been the first leading cause of death among Asian American youth ages 15–19 in the U.S. Based on the data of leading causes of death in 
the United States, suicide death rate among Asian American adolescents is 9.3 per 100,000 population, higher than non-Hispanic Black 
(6.1), and Hispanic (6.8) youth in 2016 (Heron, 2018). Similar patterns were identified in the leading causes of death reports from 
2017 to 2019 (Heron, 2019, 2021a, 2021b). Depression is a major risk factor for suicide. Asian American youth also reported higher 
levels of depressive symptoms than White youth (Chen et al., 2011; Song et al., 2011; Young et al., 2010) as well as Latino youth (Lo 
et al., 2017). The COVID-19 pandemic further exacerbated the mental health challenges among Asian American youth who experi
enced high levels of anti-Asian racism (e.g., about 50 % of Asian American youth and parents reported experiencing direct racism), 
which predicted more depression and anxiety (Cheah et al., 2020; Cheah et al., 2023).

Despite these alarming rates of mental health challenges, Asian American youth are less likely to seek mental health services than 
their non-Asian peers in the community settings (Fox & Hanes, 2023; Yeh et al., 2003). Some researchers suggested that students are 
more likely to receive mental health services at school than other settings (Lyon et al., 2013; Duong et al., 2020); however, Asian 
American students are still less likely to seek or receive school-based mental health services (SBMHS) than their non-Asian peers 
(Anyon et al., 2014; Guo et al., 2015; Wang et al., 2019; Wang, Barlis, et al., 2020). The lower rates of Asian American students seeking 
or receiving SBMHS may be due to disparities in teacher referral (Guo et al., 2014) as well as other barriers, such as low mental health 
literacy (MHL), high attitudinal barriers (e.g., stigma), structural/practical barriers (e.g., lack of culturally competent providers), and 
lack of parental support and communication about help seeking (Hirschtritt & Rodgers, 2022; Kazak et al., 2010; Wang et al., 2019). 
The integration of universal, selective, and intensive or individualized intervention at school can be an effective way to reduce barriers 
for youth (especially minoritized youth) to seek and receive SBMHS (Arora et al., 2021). When SBMHS is family-centered and prioritize 
family values and goals, it can promote equity, reduce access barriers, and improve child outcomes (Hails et al., 2023). Numerous 
studies have suggested that parents play an important role in supporting youth mental health (e.g., Wang, Barlis, et al., 2020; Wang & 
Sheikh-Khalil, 2014). However, parents (especially minoritized parents) are often not included in SBMHS, and when parents are 
included, interventions often fail to center on parents’ culture and values (Garbacz et al., 2018). Most Asian American parents are 
immigrants (Pew Research Center, 2021) and they often lack knowledge of, or may have incorrect notions of the American school 
systems, SBMHS, and mental health services in general. For example, one qualitative study with 19 Asian American immigrant parents 
(who had been in the U.S. for an average of 16.8 years; SD = 11.1) showed that some parents (7 out of 19; 36.8 %) worried that when 
students sought SBMHS, this information would be in students’ educational records and negatively impact their college applications, 
which prevented them from seeking SBMHS (Wang et al., 2019). This concern about confidentiality and about how seeking SBMHS 
may appear on students’ educational records (and its potential impact on college applications) may be related to Asian immigrant 
parents’ lack of knowledge or exposure to American school systems (Wang et al., 2019). Furthermore, teachers are less likely to refer 
Asian American students for SBMHS even after controlling for students’ mental health, school bonding, and academic functioning (Guo 
et al., 2014). In addition, Asian American students are significantly underrepresented in risk assessments at school and are less likely to 
receive follow-up mental health services after the school-based suicidal assessment (Kim et al., 2018). The reasons for the disparity are 
complex. Teachers may hold stereotypes of Asian American students and view them as typically over-controlled (being quiet, 
extremely shy), which may make teachers less sensitive to Asian American students’ internalizing symptoms; in turn, they may be less 
likely to refer Asian American students for SBMHS (Chang & Sue, 2003). Relevant to the model minority myth, teachers may also 
assume that Asian American students do not need support, contributing to lower referrals and unmet mental health needs among Asian 
American youth (Miller et al., 2011). Parents’ lack of MHL, stigma towards mental illness, and lack of bicultural and bilingual mental 
health providers also prevent them from seeking SBMHS (Wang et al., 2019). One way to involve Asian American families in SBMHS in 
a culturally sensitive way is for schools to provide culturally informed MHL interventions (such as culturally adapted Youth Mental 
Health First Aid) that address culturally specific risk and protective factors for youth mental health, cultural specific coping, and 
cultural relevance of the intervention (Arora et al., 2021).

1. Theories on racism, oppression, and intersectionality

In their theory, “Navigating Marginalization as Asian Americans” Mistry and Kiyama (2021) suggests that Asian American youth 
face three core challenges while trying to negotiate their marginalized identity: salient features of physical and social environments (e. 
g., social stratification by race/ethnicity in the U.S.), master narratives/culturally shared stories rooted in history (e.g., perpetual 
foreigner and “model minority” stereotypes), and the developmental process (dynamic interaction between individual and context). As 
a minoritized group, Asian American individuals have experienced racial oppression (e.g., Chinese and Asian exclusion act) and 
marginalization just like other People of Color (Mistry & Kiyama, 2021), which resulted in racial stratification (Delgado & Stefancic, 
2012). The perpetual foreigner stereotype arose from xenophobia, leading to barring of many Asian subgroups from entering to the U. 
S. (e.g., 1882 Chinese exclusion act, 1907 Asian Exclusion Act) for almost six decades (the Chinese Exclusion Act was finally repealed in 
1943). It also contributed to the internment of Japanese Americans during World War II, leading to devastating health and mental 
health consequences (Hung et al., 2021). The perpetual foreigner stereotype continues to impact Asian American people today. Many 
Asian American youth report being viewed as perpetual foreigners at school (e.g., not American enough, untrustworthy; Hung et al., 
2021), which negatively impacts their mental health (Atwal & Wang, 2019; Greene et al., 2006; Li et al., 2016). Associated with the 
perpetual foreigner stereotype (Hung et al., 2021) is the “yellow peril” narrative (viewing Asian American individuals as foreign 
disease carriers), which resurfaced during COVID-19 pandemic. Politicians (e.g., the former president) blamed Asian American people 
for COVID-19, calling it “Chinese virus” that invoked widespread fear, distrust, racism, and violence towards Asian American people. 
Anti-Asian racism during COVID-19 has resulted in greater depression, anxiety, self-harm, and suicidal ideation among Asian 
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American individuals (Cheah et al., 2020; Cheah et al., 2023; Zhou et al., 2021). On the other hand, “model minority” stereotype 
falsely portraits all Asian American people to be smart, hardworking, and problem-free. Although it may appear to be a strength, model 
minority stereotype leads to increased risk for psychological distress and masks the diversity within Asian American individuals. It also 
weaponizes the Asian American people by pitting them against other People of Color (Hung et al., 2021; Mistry & Kiyama, 2021).

Asian American individuals often experience marginalization in multiple ways. Based on Gendered Racism Model (Essed, 1990), 
the unique combination of gender and race leads to distinct experiences for Asian American men and women. Due to their membership 
in both marginalized gender and racial groups, Asian American women and girls often experienced gendered racism and multiple 
challenges related to intersection of race and gender (Crenshaw, 1991). They are often perceived as exotic, passive, are overtly 
sexualized. They often experience racialized violence and sexual harassment, which contribute to physical and mental health problems 
(Azhar et al., 2021; Forbes et al., 2023). On the other hand, Asian American men and boys are often perceived as less masculine, 
psychologically emasculated, physically inferior, nerdy, untrustworthy, and unsociable, all of these discriminatory stereotypes have a 
deleterious impact on their health and wellbeing (Hung et al., 2021; Liu & Wong, 2018).

Although there has been a long history of oppression for this population, topics such as Asian American history and struggles of 
Asian American people with racism are often invisible in American textbooks and public school curricula (An, 2016a). This invisibility 
and purposeful removal of Asian American history from U.S. history and school curricula prevent Asian American youth to share 
common experiences of racism within the Asian American communities and with other Youth of Color, and continue to reinforce 
racism, racial disparities, and its negative impact on youth mental health (An, 2016a).

2. Youth mental health first aid (YMHFA)

YMHFA training is a standardized public education and prevention program (6.5-h virtual or 8-h in person) designed to educate 
adults on common mental health challenges among youth and how to appropriately intervene using first aid behaviors (ALGEE, 
Assessing for risk of suicide or harm, Listening nonjudgmentally, Giving reassurance and information, Encouraging appropriate 
professional help, and Encouraging self-help and other support strategies). About 3 million people in the U.S. have attended the MHFA 
training and have become a certified Mental Health First Aider. Many school districts in the U.S. have offered YMHFA to staff (and 
sometimes to parents) through the support from Substance Abuse and Mental Health Services Administration (SAMHSA) Project 
Advancing Wellness and Resilience in Education (AWARE); however, research on the efficacy of YMHFA at school is extremely limited. 
For a program widely implemented in schools, it is important to use rigorous data to evaluate its efficacy. Although 31 published 
research articles have evaluated the effectiveness of MHFA in the U.S., most of the studies lack scientific rigor as they failed to include a 
control group. A meta-analysis only identified 18 controlled studies on MHFA (n = 15) or YMHFA (n = 3) worldwide (mainly con
ducted in Australia and Europe) and found that participants had improved mental health knowledge (d = 0.54), beliefs about effective 
treatments (d = 0.19), confidence to help others with a mental health problem (d = 0.46), intentions to provide first aid (d = 0.55), and 
first aid (ALGEE) provided to a person with a mental health problem (d = 0.23), as well as reduced stigma (d = 0.14) up to 6 months 
after the intervention (Morgan et al., 2018). Another meta-analysis reviewed 10 studies specifically on YMHFA (including one RCT and 
one cluster randomized trial conducted in Australia) and found there were consistent improvements in MHL, confidence, and intention 
to help youth in distress; however, findings were less consistent in stigma reduction (Ng et al., 2021). We found only one study that 
used an RCT approach while evaluating the effects of YMHFA. The study was conducted in Australia; participants included 384 parents 
of an adolescent between the ages 12 and 15. Parents were randomized to receive either the 14-h YMHFA training (experimental 
group) or the 15-h Australian Red Cross Provide First Aid course (control group). Parents in the two groups were then compared on 
various outcomes. It was found that parents who received the YMHFA training showed improved MHL (d = 0.43 and 0.26 at the one- 
year and two-year follow up respectively), increased confidence in helping youth (d = 0.26) at the one year follow up, and increased 
intentions to help youth with mental health concerns (d = 0.22), compared to control group participants, at the two-year follow-up 
(Morgan et al., 2019). Morgan et al. (2020) also published findings from this study at the three-year follow-up, and found that parents 
who received the YMHFA training showed significant improvements relative to those in the control group in relation to MHL (d =
0.31). In addition, adolescent perceptions of general social support from their parents (d = 0.35) were also significantly greater for the 
experimental group at the three-year follow-up.

In addition to improvements in mental health knowledge and attitudes, four RCTs did show that compared with the control group, 
participants in MHFA used more first aid skills (ALGEE) skills. For example, in a study by Davies et al. (2018), 45 medical students were 
randomized to receive either access to the 6–8 h MHFA eLearning course (experimental group), or to no access at all (control group). At 
the 6 weeks follow-up, participants in the experimental group showed greater intentions to help, decreased stigmatizing attitudes, 
increased confidence to help, and improved MHL. Similarly, in another study conducted by Jorm et al. (2004), findings showed that 
compared to participants in the waitlist control group (n = 337), those in the experimental group (n = 416) reported increased MHL, 
increased confidence to help, and an increase in actual help/engagement in first aid behaviors four months after the training. Hung 
et al. (2021) conducted a RCT to examine the effectiveness of the MHFA training among 358 undergraduate nursing students in Hong 
Kong. At the 6-month follow-up, participants in the experimental group showed increased MHL, confidence in helping (ηp2 = 0.04; 95 
% CI: 0.11. 0.14), and mental health first aid behaviors (ηp2 = 0.08; 95 % CI: 1.75, 2.90) and mental health (ηp2 = 0.15; 95 % CI: 
− 0.53, − 0.19) compared with the students in the controlled condition. Similarly, in an RCT study conducted by Svensson and Hansson 
(2014) in Sweden, 406 participants were randomized to the experimental group and the waitlist control group. At the two-year follow 
up, participants in the experimental group as compared to the waitlist control group showed improvements in MHL, and in confidence 
in providing help. MHFA training has also been found to lead to improved mental health among participants (ηp2 = 0.15; 95 % CI: 
− 0.53, − 0.19; Hung et al., 2021).
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A few YMHFA studies also showed promising impact of YMHFA on participants’ first aid behaviors (ALGEE). In a cluster ran
domized trial (Jorm et al., 2010), students of the YMHFA-trained teachers reported that they were more likely to receive information 
about mental health problems from their teachers (e.g., a mental health lesson, poster, pamphlet, brochure, book, or website) at the 6- 
month follow-up, suggesting that teachers were using first aid skills. One uncontrolled pre-post study on YMHFA in the U.S. also 
showed that more than 95 % of first aiders (n = 2180) reported using ALGEE skills at the 3-month, 6-month, 9-month, and 12-month 
follow-up when they encountered individuals who experienced a mental health challenge (i.e., Noltemeyer et al., 2019). Another 
recent pre- and post-test only study with 2639 MHFA participants (including 885 who attended YMHFA) in New York City showed that 
most participants (90 %) reported using MHFA skills to support others in the past six months, and many participants continued to use 
many ALGEE skills two or three years after the training, which suggests that MHFA may have the potential to create sustainable impact 
on the first aiders to promote community mental health and reduce mental health stigma in the community. However, these two 
studies did not include any control group, which made it hard to draw firm conclusion about the effectiveness of YMHFA (i.e., Nol
temeyer et al., 2019; Wong et al., 2023). In addition, we only found one RCT on YMHFA, and it showed that adolescents perceived 
more general support from parents who received YMHFA (d = 0.35) at the three-year follow-up (Morgan et al., 2020), suggesting that 
YMHFA can have a sustained impact on parenting behavior over time. However, for adolescents with mental health problems (about 
30 % of the sample), parents in the YMHFA and the control groups did not differ on the mental health first aid they provided, possibly 
due to the small sample size and the lack of power (Morgan et al., 2019, 2020).

Taken together, these results suggest that MHFA can lead to improvements in participants’ MHL, attitudes towards help seeking, 
and first aid behaviors (Hung et al., 2021; Morgan et al., 2020; Wong et al., 2023). However, fewer studies focused on YMHFA, and 
very few studies included a control group to evaluate YMHFA, making it hard to draw firm conclusions about the effects of YMHFA. 
Furthermore, only one controlled study examined the long-term impact of YMHFA on parents’ actual behavior (e.g., using ALGEE) or 
youth mental health (based on youth self-report, Morgan et al., 2020).

3. Culturally adapting interventions for Asian American individuals

Culturally adapting YMHFA for the Asian American population is important because Asian American people face unique mental 
health challenges and have unique mental health needs. Asian American youth and families often face a number of overlapping risk 
factors, such as pre-migration and migration trauma, limited English proficiency, acculturative stress, limited social support, inter
generational conflict, and negative national immigration policies and attitudes towards Asian American people (Suárez-Orozco et al., 
2018; Yeh et al., 2008; Zou et al., 2021). In order to support Asian American students’ mental health and involve Asian American 
parents in SBMHS, it is important for schools to promote culturally sensitive and culturally informed MHL interventions, such as 
culturally adapted Youth Mental Health First Aid (Arora et al., 2021). School is the ideal place for Asian American parents to receive 
culturally sensitive YMHFA training because Asian American parents highly value education and respect educators and schools. Asian 
American parents also view school-based workshops on youth mental health as more acceptable and less stigmatizing (Wang, Marsico, 
& Do, 2020), compared with individual therapy, possibly due to their values of education.

The majority of the research on YMHFA has focused primarily on White (e.g., 77 % in Haggerty et al., 2019) or Black people (71 % 
in Aakre et al., 2016). Without cultural adaptation, YMHFA may not be acceptable for the Asian American population, as evidenced by 
very few Asian American individuals participating in YMHFA (<0.1 % in Childs et al., 2020; <2 % in Haggerty et al., 2019; 2.7 % in 
Troxel et al., 2021; 3.6 % in Banh et al., 2019). Some research even showed that MHFA training was less effective for Asian American 
participants. For example, a recent longitudinal study of 2639 MHFA trainees (including 885 YMHFA trainees) in New York City (NYC) 
recruited participants by sending survey invitations by email to all NYC MHFA trainees who completed a NYC-sponsored MHFA 
training and provided a valid email address. Results showed that Asian American participants were more likely to report needing 
additional training to apply first aid skills in their communities than non-Hispanic White participants. In addition, Asian American 
participants were less likely to endorse knowledge of mental health resources compared with non-Hispanic White counterparts after 
the MHFA training (Wong et al., 2023). In follow-up interviews with community leaders in NYC (including Asian American leaders), 
leaders expressed a desire of a more “culturally tailored MHFA training” although it was not clear what “culturally tailored” inter
vention should look like (Wong et al., 2023). Participants in Wong et al.’s study were from diverse race/ethnicity backgrounds, 
including 219 Asian (8.31 %), 932 Black (35.38 %), 645 Hispanic (24.49 %), 615 White (23.35 %), 94 multiple races (3.57 %), 129 
another race (4.9 %). It is important to note that although Asian American people constitute 15.5 % of NYC’s population, only 8.31 % 
of the participants were Asian; thus, Asian American individuals appeared to be underrepresented in the MHFA training in NYC (Wong 
et al., 2023).

Wong’s findings suggest that MHFA, if used in its standard form, may be less effective for Asian American families. Asian American 
people (especially immigrants) have lower MHL (Na et al., 2016) and higher levels of cultural stigma towards mental illness than White 
American people (Cheng, 2015; Wong et al., 2016). MHFA may be less effective for Asian American parents because the MHFA 
program originated in Australia and was created from a middle-class Euro-centric framework, which is different from common Asian 
American parenting practices and values (Lam et al., 2010; Lau et al., 2011). Although Asian American people represent a large, 
diverse, and heterogeneous group, there are several cultural values that are salient for many subgroups, such as collectivism, familism, 
conformity to norms, and respect/deference to authority (Choi & Miller, 2014; Han et al., 2017; Kim, 2007). Related to these values, 
Asian American individuals have a strong desire to save face in public, including at school (Han et al., 2017) and tend to view seeking 
mental health services as losing face, a sign of personal weakness, and a threat to one’s reputation in the community, making it hard for 
parents to encourage youth to seek mental health services (Choi & Miller, 2014; Lee et al., 2009). In addition, Asian American parents 
value family hierarchy and parent authority (Fuligni et al., 1999; Lui, 2015; Nguyen, 2010), which makes it hard for parents to listen 
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non-judgmentally to their youth due to concerns about losing parent authority in front of the child. In addition, many Asian cultures 
value emotional restraint (Kim, 2007), making it harder for the family to discuss mental health topics openly (e.g., assess for risk of 
suicide and harm). As a result, cultural adaptation for the ALGEE skills is necessary to ensure its efficacy for Asian American parents.

3.1. Cultural adaptation of YMHFA in our prior work

Our research team has been culturally adapting YMHFA since 2018. Guided by the Participatory Culture-Specific Consultation 
Model (Nastasi et al., 2000), we collaborated with a local school district (e.g., Office of Family Engagement at school, Asian American 
Parent Association) and Asian American community organizations to understand community needs through essay contests in 2018 and 
2020, focus group discussions, and in-depth interviews in 2020 (blinded). Based on more than 50 essays submitted by Asian American 
youth and parents, we identified risk factors for youth mental health including hardships related to immigration, cultural and 
generational gaps, communication difficulties at home, Asian American parenting practices, stigma towards mental illness etc. 
(blinded). Culturally-sensitive parenting workshops were suggested by some parents as a way to promote youth mental health 
(blinded), leading to our initial efforts to culturally adapt YMHFA in 2019 (blinded) and 2020 (blinded).

3.2. Cultural adaptation of YMHFA in the current study

Cultural adaptation is an iterative process. In the midst of increased anti-Asian sentiment during the COVID-19 pandemic, we 
conducted in-depth interviews with Asian American parents to understand their unique experiences with discrimination and perceived 
risk (e.g., negative media coverage, political climate, lack of diversity at school) and protective factors (e.g., positive school climate, 
peer friendship, diverse neighborhood) for discrimination and youth mental health (blinded). We also sought feedback from parents 
(through surveys and focus groups) after YMFHA trainings between 2019 and 2020 to inform this current iteration of the cultural 
adaptation. For example, to make the YMHFA training more culturally relevant, parents suggested including stories of Asian celebrities 
or youth who have overcome mental health challenges and to provide more relevant data about the effectiveness of mental health 
interventions for Asian American youth. Parents also shared difficulties in using ALGEE. For example, some found it difficult to listen 
non-judgmentally while trying to maintain parental authority, which was valued in their culture. Some parents found it hard to ask 
about suicide directly and openly discuss emotions in general, which was related to their cultural value of emotional restraint 
(blinded).

In this study, we used results from the previous essay contests, interviews, focus groups and feedback from participants who 
attended YMHFA to further culturally adapt YMHFA. Guided by Bernal et al.’s (1995) culturally sensitive intervention framework, we 
modified language, persons, metaphors, content, concepts, goals, methods, and context of YMHFA to systematically adapt YMHFA. 
Specifically, regarding language, during the icebreaker activity, we invited parents to share the meaning of their name and/or their 
children’s name in their home language to build rapport among Asian American parents. Regarding content and goals, we invited 
parents to share their concerns related to raising Asian American youth in the U.S. and their goals for attending the training. Regarding 
the context, we discussed culture-specific risk and protective factors for youth mental health and perceived cultural differences in 
Eastern vs. Western parenting. In addition, we shared quotes from other Asian American adolescents and parents from the previous 
essay contests and used Asian metaphors to help raise awareness and normalize youth mental health challenges in Asian American 
families and instill hope for recovery. We also used examples from Asian celebrities to show mental health challenges are common 
among youth. We specifically discussed how culture impacts each of the ALGEE steps (Assessing for risk of suicide or harm, Listening 
nonjudgmentally, Giving reassurance and information, Encouraging appropriate professional help, and Encouraging self help and 
other support strategies), specifically as it relates to listening nonjudgmentally and seeking appropriate professional help, and 
assessing for risk of suicide or harm. Because many parents typically feel uncomfortable asking direct questions to assess the risk for 
suicide, we provided empirical evidence (e.g., Gould et al., 2005) to argue against the myth that asking about suicide leads to suicidal 
ideation among youth.

4. Current study

This study sought to examine the efficacy of the culturally-adapted YMHFA training among Asian American parents with youth 
between the ages 8–18 using a blocked random assignment study design. Specifically, we examined if (1) participants in the exper
imental group, as compared to those in the waitlist control group showed improvements in parent-reported MHL, help-seeking in
tentions, mental health stigma, attitudes towards professional help, help seeking intentions, confidence in using first aid skills, and 
actual first aid behaviors (ALGEE), as well as parent- and youth-reported youth mental health. We also examined if the training 
impacted (2a) waitlist control group parents’ MHL, help-seeking intentions, mental health stigma, attitudes towards professional help, 
help seeking intentions, confidence in using first aid skills, and actual first aid behaviors (ALGEE) based on parent report one month 
after the training; (2b) parent- and youth-reported youth mental health one month after the training of those participants in the waitlist 
control group; and (3) whether the improvements were maintained at the 4-month follow-up for both experimental and waitlist control 
groups. We hypothesized that (1) compared to the participants in the waitlist control group, participants in the experimental group 
would show improvements in parent-reported MHL, help-seeking intentions, mental health stigma, attitudes towards professional 
help, help seeking intentions, confidence in using first aid skills, and actual first aid behaviors (ALGEE), and parent- and youth- 
reported youth mental health one month after receiving the training. We also predicted that (2a) waitlist control group parents’ 
MHL, help-seeking intentions, mental health stigma, attitudes towards professional help, help seeking intentions, confidence in using 
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first aid skills, and actual first aid behaviors (ALGEE) would improve one month after they receive the training; (2b) parent- and youth- 
reported youth mental health would improve one month after the training for the waitlist control group participants; and (3) the 
improvements would be maintained at the 4-month follow-up for both groups.

5. Method

5.1. Study design

The study flyers were distributed through our networks of local school districts and Asian American community organizations, and 
posted on social media (e.g., Facebook, WeChat). Individuals were eligible for the study if they self- identified as Asian American, were 
a parent of a child between ages 8–18 attending elementary, middle or high schools, and were fluent in English (because YMHFA was 
taught in English). Participants were assigned to either the experimental group or the waitlist control group based on a blocked random 
assignment study design considering their gender, country of origin (China vs. another Asian country), generation status, and if they or 
any of their children were diagnosed with/suspected of having a mental health disorder. This ensured balanced representation across 
these demographic factors in both groups, enhancing the internal validity of the study. Participants in both groups (experimental group 
and the waitlist control group) completed the measures approximately a week before the experimental group received the YMHFA 
training (T1), one month after the experimental group received their YMHFA intervention (T2). After T2 data collection, the waitlist 
control group received their YMHFA training and completed the post-survey one month after their training (T3). Around the same 
time-frame the experimental group completed the 4-month follow-up survey (T3). Similarly, the waitlist control group also completed 
the 4- month follow-up survey 4 months after receiving their training (T4). Once participants were enrolled in the course, prior to 
attending the live training as a group, each participant completed a 2-h self-paced training by watching a video through a secure online 
portal (provided by MHFA USA) at their own pace. The participants had approximately a week’s time to complete the self-paced 
portion of the course. The live group trainings were then provided virtually (via Zoom) across 5.5 h over one day (Saturday or 
Sunday) by two accredited Asian American YMHFA instructors (authors) to groups of parents. Following the guidelines provided by 
YMHFA, the training started at 10 a.m. U.S. Eastern Time. Segments 1 and half of segment two were covered in the morning session. 
Participants broke for lunch from around 12:15 pm to 1 pm. Reminder of segment 2, and segments 3, 4 and 5 were delivered in the 
post-lunch session. The sessions concluded by 4:15 pm. The recommended group size by the National Council of Mental Wellbeing is 
6–30; the size of the groups in our study ranged from 17 to 26. Parents in the experimental group received $20 and their youth received 
$15 for completing the surveys at all three time points, and parents in the control group received $30 and their youth received $20 for 
completing the surveys at all four time points. We conducted a power analysis using G*Power to determine the sample size needed for 
this study. Power analysis results suggested that for a 2*2 design using repeated measure ANOVA with 5 outcome measurements, a 
total sample size of 98 is enough to detect a moderate effect size (f = 0.25), with power of 0.8, and alpha = 0.05. We had 99 parents in 
our study. Therefore, the sample size was sufficient.

6. YMHFA intervention delivery and treatment fidelity

National Council for Behavioral Health (2013) provides YMHFA instructors with slides and detailed teaching notes listing all the 
key points the instructor needs to cover for each slide (a total of 87 slides for YMHFA). It also established Tenets of Fidelity for all 
instructors (2022): content (the MHFA curriculum to be taught in its entirety), audience (the curriculum to be presented to adult 
learners 18 years of age and older only), presentation (the course to be facilitated by certified instructors), schedule (courses to be 
scheduled as described in the Instructor Policy Handbook), delivery (the course content to be delivered in the in-person format or 
Blended format), class size (recommended size is 5 to 30 participants), safety (ensuring safety of participants), required safety pro
tocols (following all safety protocols such as collecting emergency contact information of each participant, providing national crisis 
resources, etc.), and spirit (emphasizing recovery and hope, and presenting the material in a relaxed and comfortable manner). Two 
instructors followed all tenets of fidelity and adhered to them 100 % of the time. Instructors closely followed the teaching notes during 
each training. Two instructors were present at each training session. They reminded each other to follow the teaching notes and the 
culturally adapted materials to ensure all content was covered. The two instructors took turns presenting the topics. For instance, 
instructor #1 presented segments 1 (Welcome to Youth Mental Health First Aid), 2 (YMHFA Self-paced introduction recap), and 4 
(YMHFA in Crisis Situations); instructor #2 presented segments 3 (YMHFA in Non-crisis Situations and 5 (Self care for the Youth 
Mental Health First Aider). While one instructor was leading/presenting the materials, the other instructor served as the observer and 
completed a fidelity checklist (specifically about the content dimension of treatment fidelity, referred to adherence). All the infor
mation and activities in the teaching notes (slides, exercises, and program videos) and the culturally-adapted materials were presented, 
and all the tenets of fidelity (Mental Health First Aid, 2022) were followed, resulting in an adherence level of 100 % in this study (100 
% of required materials were covered, and the trainers followed each tenets of fidelity as required).

6.1. Participants

A total of 234 adults initially expressed interest for the study, of which 175 were found eligible. They signed the consent forms and 
were randomly assigned to the experimental and waitlist-control groups. Of those, 109 parents (Mage = 46.24; SDage = 6.80) completed 
the measures at T1, including 45 in the experimental group (Mage = 48.29, SDage = 5.68), and 64 in the waitlist control group (Mage =

44.80, SDage = 7.19). Please see Table 1. Majority of the participants were mothers (89 %). Of these Asian American parents, most of 
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them were immigrants (91.7 %, n = 101) and nine (8.3 %) were born in the U.S. Most of them identified as Chinese American (66.1 %). 
Countries of origin for other parents included: India (16.5 %), the United States of America (6.4 %), Taiwan (3.7 %), Indonesia (1.8 %), 
South Korea (1.8 %), Malaysia (0.9 %), Pakistan (0.9 %), and Philippines (0.9 %). Of the 109 parents, 99 parents (39 experimental 
group; 60 waitlist control group) completed the measures at T2 (See Fig. 1). The experimental and the waitlist control groups were 
similar in sociodemographic characteristics, suggesting the random assignment resulted in comparable groups except for participants’ 
age. Parents in the experimental group were slightly older than parents in the waitlist control groups so we controlled for parent age in 
the analysis (see Table 1).

For each parent who attended the training, they also gave consent for one of their children (between ages 8–18) to participate in the 
youth surveys (youth did not receive any intervention). Since we were interested in comparing parent and child reports on some of the 
outcome variables, we asked parents to pick a child who they thought would be most likely to complete the youth measures. We 
decided to only recruit one child per family because we want to ensure that the individuals and their measures are independent (avoid 
children nested within one parent). This is important for optimizing power and maintaining a type I error of 0.05 in our analysis. A 
total of 89 youth (Mage = 13.32, SDage = 3.07, 50 % male; see Table 1) also completed the measures at T1 (39 experimental group; 50 
waitlist control group).

6.2. Measures

We used the following measures to evaluate the efficacy of YMHFA.

6.2.1. Mental health literacy scale (MHLS)
The MHLS (O’Connor & Casey, 2015) is a 35-item measure that assesses the components of mental health knowledge and attitudes 

that promote appropriate help-seeking behavior on a Likert-scale. Participants were asked to respond to a variety of questions on 
Likert-scales, including anchors ranging from “very unlikely” to “very likely” (1–4), “very unhelpful to very helpful” (1–4), “strongly 
disagree” to “strongly agree” (1–5), and “definitely unwilling” to “definitely willing” (1–5). The total score was used, with higher overall 
scores indicating higher levels of MHL. The MHLS had shown good reliability in previous studies (Cronbach’s α ranging from 0.85 to 
0.89, Marsico et al., 2022; O’Connor & Casey, 2015; Wang et al., 2022b; Ross et al., 2023) as well as the current study (α = 0.81, 0.76, 
0.84 and 0.83 at T1, T2, T3 and T4 respectively). MHLA also demonstrated good test-retest reliability, r = 0.80, p < .001, structural 
validity, and construct validity (O’Connor & Casey, 2015). For example, MHLS score significantly correlated with help seeking 
intention, r = 0.23, p < .001 (O’Connor & Casey, 2015). The MHLS score also significantly correlated with the youth mental health 
knowledge quiz score (a measure developed by the National Council for Behavioral Health, 2013), r = 0.54, p < .01, suggesting that 
MHLS has good criterion validity (Havewala et al., 2023).

6.2.2. Parental attitudes towards psychological services inventory (PATPSI)
The PATPSI (Turner, 2012) is a 21-item measure of adult help-seeking attitudes towards child mental health services. It consists of 

three subscales: help-seeking intentions, stigmatization, and help-seeking attitudes. Respondents were asked to rate the degree to 
which they agreed with items on a zero to five Likert scale (1 = strongly disagree to 5 = strongly agree). Sample items include, “If I 
believed my child were having a mental breakdown, my first decision would be to get professional help” (help-seeking intentions), “I 
would not want to take my child to a professional because of what people might think” (stigmatization), and “Strong willed parents can 
handle problems without professional help” (help-seeking attitudes). The scale has demonstrated acceptable internal consistency, 
ranging from 0.69 to 0.89 (Marsico et al., 2022; Turner, 2012). In the current study, all subscales showed acceptable internal con
sistency (Help seeking intentions: α = 0.70, 0.74, 0.71, and 0.79; Stigmatization: α = 0.80, 0.84, 0.75, and 0.88; Help seeking attitudes: 
α = 0.76, 0.79, 0.69 and 0.78 at T1, T2, T3 and T4 respectively). Prior research showed that help seeking intentions and attitudes 
significantly and positively correlated with MHL (r = 0.48, 0.34, ps < 0.01, respectively), while stigmatization significantly and 
negatively correlated with MHL (r = − 0.43, p < .01), an indication of construct validity of the measure (Marsico, 2021).

Table 1 
Baseline Participant Characteristics.

Experimental Group (n = 45) Wait-list Control Group (n = 64) p

Parent
Age (M, SD) 48.29 (5.68) 44.80 (7.19) 0.01
Gender (Women %) 84.4 90.3 0.11
Generation Status (First %) 93.3 90.6 0.68
Country of Origin (China %) 68.9 63.5 0.56
Education (Masters and up %) 71.2 82.9 0.40
Suspected or diagnosed with mental health issues (%) 11.1 12.5 0.47
Number of Children (Mean, SD) 1.87 (0.59) 1.98 (0.60) 0.31
Child suspected or diagnosed with mental health issues (%) 42.2 31.3 0.46

Child
Age (M, SD) 14.05 (3.01) 12.73 (3.01) 0.45
Gender (Girls %) 43.58 55.10 0.28
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6.2.3. Engagement in mental health first aid behaviors
Engagement in actual MHFA behaviors was assessed using an existing measure of engagement in helping behaviors (Ross et al., 

2023). The measure was originally developed by Kelly et al. (2011). Ross et al. (2023) modified it to evaluate YMHFA among edu
cators. Parents were asked whether their child experienced any mental health difficulties in the past month. If parents said “Yes,” they 
were asked to rate how often they engaged in each ALGEE behavior in the past month to support their child on a 5-point Likert scale (1 
= Never to 5 = Very Often). Parents also had the option of choosing the option “Not applicable”; those responses were not included in 
the analysis. The measures consisted of a total of 9 items; sample items include, “Spent time listening to the problem,” and “Rec
ommended self-help strategies.” Internal consistency of this measure was good in past research (Ross et al., 2023) and in the current 
study (α = 0.79, 84, and 0.82 at T1, T2, and T3). Prior research also showed MHFA action significantly correlated with MHL, r = 0.21, 
p < .05, an indication of convergent validity of this measure (Marsico, 2021).

6.2.4. Confidence in using ALGEE
We used Confidence in Helping Behavior (Haggerty et al., 2019), which is a five-item scale to measure adults’ confidence in using 

the ALGEE steps. This measure has been used in prior studies to measure parents’ and educators’ confidence in using the ALGEE steps 
before and after the YMHFA training (Marsico et al., 2022; Ross et al., 2023). Sample item includes, “I have the skills necessary to 
patiently listen and not judge school-aged youth when they talk about their mental health problems.” Parents were asked to read each 
statement and indicate the extent to which they agreed or disagreed with it on a 5-point Likert scale (1 = Strongly Disagree to 5 =
Strongly agree). The tool has demonstrated good psychometric properties in previous studies (Marsico et al., 2022; Ross et al., 2023), 
and in this study (α of 0.82, 0.88, 0.87 and 0.91 at T1, T2, T3 and T4 respectively). Prior research also showed MHFA action 
significantly correlated with MHL, r = 0.26, p < .01, an indication of convergent validity of the measure (Marsico, 2021).

Fig. 1. Participants Flow from Randomization through Post-test Assessments.
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6.2.5. Mental health difficulties
Parents and youth both completed the Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) to measure youth inter

nalizing and externalizing problems. This measure is widely used to measure youth mental health and has showed good test-retest 
reliability (r = 0.56–0.88), and validity (e.g., Bergström & Baviskar, 2021; Goodman et al., 1998; Goodman & Scott, 1999). For 
example, as an indicator of criterion validity, SDQ significantly correlated with other measures of mental health (e.g., CBCL, The
unissen et al., 2019) and clinical interviews (Goodman & Scott, 1999). It also demonstrated strong discriminant validity in its ability to 
distinguish psychiatric population from non-psychiatric population (Bergström & Baviskar, 2021; Goodman & Scott, 1999). Parents 
and youth rated 20 items assessing internalizing (subscales: emotional problems and peer relationships) and externalizing (subscales: 
hyperactivity and conduct problems) difficulties on a 3-point scale ranging from “not true” to “certainly true”. In the current study, the 
scale showed good internal consistency at each of the four time points for parents (α = 0.85, 0.87. 87, and 0.88, respectively) and for 
youth (α = 0.77, 0.73. 77, and 0.68, respectively).

6.2.6. Acceptability scale
Overall satisfaction of YMHFA training was assessed using a five-item scale on intervention acceptability (Fabrizio et al., 2013). The 

measure used a five-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). Cronbach’s alpha was desirable (α = 0.85) 
in prior research (Fabrizio et al., 2013) and in this study (0.94).

7. Data analytic plan

Research question (1) asked if participants in the experimental group, as compared to those in the waitlist control group showed 
improvements in the variables being assessed. In order to answer research question (1), we conducted a repeated measures ANCOVA in 
SPSS 26.0 using the first two waves of parent data across experiment and control groups, and controlled for parents’ age because 
parents in the experimental group were significantly older than the parents in the waitlist control group. We chose to conduct a 
repeated measures ANCOVA because we wanted to evaluate whether there were significant differences between the experimental and 
waitlist control groups over time, while also controlling for the potential confounding variable (parents’ age). In other words, we 
wanted to ensure that any change that we saw was indeed due to the YMHFA intervention and not just other factors. We ran separate 
models for each variable of interest (e.g., MHL, stigmatization, etc.). For each model, the repeated measures factor was time with the 
two levels, T1 (baseline) and T2 (one month after the experimental group received the YMHFA training). The between-subjects factor 
was the group (i.e., parent participants in the experimental group vs. those in the waitlist control group).

Since there were no significant differences between youth in the two groups, we conducted repeated measures ANOVA with youth 
data (similar to what we did for the parent data). We chose to conduct a repeated measures ANOVA because we wished to evaluate 
whether there were significant differences in the dependent variables between the youth whose parents participated in the experi
mental and waitlist control groups. Partial eta-squared values were used as estimates of effect-sizes for ANOVA, with 0.01, 0.06, and 
0.14 being interpreted as small, medium and large effect sizes respectively (Cohen, 1988; Miles & Shevlin, 2001).

Research questions 2(a) and 2(b) asked if participants in the waitlist control group saw improvements in the outcome variables 
after they had received the intervention. In order to answer research questions (2a) and (2b), paired-samples t-tests were conducted to 
examine changes in outcome variables between T2 and T3 for the waitlist control group. Research question (3) asked if the im
provements were maintained at the 4-month follow-up. In order to answer research question (3), we conducted paired samples t-tests 
to examine changes in outcomes between 1-month and the 4-month follow-up for both groups. We decided to use paired-samples t-test 
given our specific research questions which focused on changes within the same group over two time points. Additionally, most prior 
work utilizing a pre-post design, examining the effectiveness of YMHFA have indeed used a paired samples t-test to evaluate change in 
the outcomes of interest (e.g., Aakre et al., 2016; Havewala et al., 2023). Cohen’s d was calculated as an estimate of effect sizes for t- 
test, with 0.2, 0.5, and 0.8 as the cut-off for small, moderate, and large effect sizes (Cohen, 1988).

8. Results

8.1. Parent data

Repeated-measures ANCOVA suggested that compared to the waitlist control group, parents in the experimental group reported 
significant improvements (treatment * time) in MHL, F(1,96) = 33.822, p < .001, Ƞ2 = 0.26, stigmatization, F(1,96) = 12.45, p = .001, 
Ƞ2 = 0.12, confidence in working with youth, F(1,95) = 27.45, p = .001, Ƞ2 = 0.22, parent-reported child’s mental health difficulties, F 
(1,95) = 3.45, p = .07, Ƞ2 = 0.04, specifically emotional difficulties, F(1,95) = 4.63, p = .03, Ƞ2 = 0.05, and conduct difficulties, F 
(1,95) = 4.15, p = .04, Ƞ2 = 0.04, and non-significant improvements in help-seeking attitudes, F(1,96) = 3.14, p = .08, Ƞ2 = 0.03. In 
addition, at the baseline and 1-month follow up, some parents (n = 22) reported that their adolescents experienced mental illness in the 
past month. Among these parents, parents in YMHFA group provided slightly more first aid behavior (not significant) to support their 
adolescents with mental illness, F(1, 19) = 3.25, p = .87, Ƞ2 = 0.15 (See Table 2). Using a blocked random assignment design, our 
results indicated that these improvements in knowledge, attitudes, and youth mental health can be attributed to the YMHFA training.

Similarly, the waitlist control group showed significant improvements in the following outcome variables one month after they 
completed YMHFA (T3 compared with T2): MHL, t(32) = − 5.04, p < .001, d = 0.877, help-seeking intentions, t(32) = − 2.98, p = .005, 
d = 0.52, stigmatization, t(32) = 2.59, p = .01, d = 0.45, help-seeking attitudes, t(32) = − 2.37, p = .02, d = 0.41, confidence in working 
with youth, t(32) = − 9.46, p < .001, d = 0.65, and child emotional difficulties, t(32) = 2.06, p = .048, d = 0.36. All changes were also 
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Table 2 
Parent and Youth Outcomes at the different time points.

Variables T1 T2 T3 T4

Ex Group WC group Ex group WC group Ex group WC group WC group

n M SD n M SD n M SD n M SD n M SD n M SD n M SD

Parent- reported 
Measures 
MHL 39 105.28*** 10.17 60 105.97 10.26 39 114.81*** 8.72 60 105.02 10.93 31 113.39 11.01 33 115.27 10.74 32 113.91 11.34

HSI 39 19.41 3.21 60 18.33 4.39 39 20.38 4.13 60 19.20 3.94 31 21.29 3.29 33 19.27 3.10 32 20.56 4.67
Stig 39 13.69** 7.11 60 12.32 5.51 39 9.56** 6.66 60 12.48 6.57 31 10.07 6.04 33 10.21 5.97 32 10.09 7.77
HSA 39 29.03** 5.85 60 29.48 5.63 39 31.62** 5.82 60 30.05 6.15 31 31.90 5.72 33 31.67 4.42 32 30.69 6.98
ALGEE 8 3.33+ 0.66 14 3.23 0.72 8 3.63+ 1.06 14 3.11 0.57 6 4.06 0.59 7 3.27 0.75 5 3.86 0.64
Con 38 15.29*** 3.76 60 14.82 4.17 38 20.50*** 2.33 60 15.72 4.16 31 20.71 2.76 33 21.37 2.83 32 20.75 3.48
ED 38 2.45*** 2.10 60 3.02+ 2.42 38 1.55*** 1.55 60 2.88+ 2.80 31 1.61 2.01 33 2.97 2.82 32 2.47 2.80
CD 38 1.71*** 1.71 60 1.72 1.68 38 1.08*** 1.36 60 1.70 1.88 31 1.35 1.89 33 1.42 1.58 32 1.25 1.51
Hyp 38 2.84** 2.21 60 4.00 2.62 38 2.63** 2.29 60 3.55 2.58 31 2.00 2.16 33 4.03 2.99 32 3.69 2.81
Peer 38 2.32* 1.42 60 2.22 1.83 38 1.79* 1.63 60 2.13 1.92 31 2.00 1.61 33 1.72 1.65 32 1.72 1.49
Pro 38 7.24 1.88 60 7.32 2.53 38 7.69 1.71 60 7.15 2.50 31 7.55 1.73 33 7.55 2.77 32 8.00 2.14
SDQ 38 9.32*** 5.35 60 10.95 6.75 38 7.05*** 4.76 60 10.27 7.37 31 6.97 6.03 33 9.45 6.90 32 9.13 6.68
Dep 36 2.69 2.55 57 4.75 5.66 36 2.17 2.58 57 4.09 4.94 31 1.61 2.50 33 2.67 4.28 32 3.00 3.57
Youth reported 

Measures
ED 33 3.24 2.28 45 3.73 2.59 33 3.24 2.03 45 4.00 2.58 26 2.96 2.24 26 3.81 2.70 25 3.64 2.90
CD 33 1.76 1.50 45 2.09 1.79 33 1.79 1.19 45 2.38 1.72 26 1.42 0.99 26 2.12 1.61 25 1.48 1.59
Hyp 33 4.15 2.29 45 4.36 2.69 33 4.06 2.45 45 4.18 2.52 26 3.70 2.35 26 4.66 2.49 25 4.44 2.29
Peer 33 2.12* 1.82 45 1.62** 1.28 33 2.21* 1.47 45 2.42** 2.01 26 2.19 1.67 26 1.92 1.79 25 1.84 1.55
SDQ 33 11.27 4.74 45 11.80+ 5.38 33 11.30 4.31 45 12.98+ 5.85 26 10.27 4.23 26 12.50 5.64 25 11.40 4.65

Note. Significant changes from T1 to T2 for the experimental group (Ex group) and the Waitlist Control group (WC group) are demonstrated via the superscript. +p < .10, *p < .05, **p < .01, ***p < .001. 
MHL = Mental Health Literacy; HSI=Help Seeking Intentions; Stig = stigmatization; HSA = Help Seeking Attitudes; ALGEE = actual engagement in first aid behaviors (ALGEE steps); Con = Confidence in 
using ALGEE; ED = Emotional difficulties; CD=Conduct difficulties; Hyp = Hyperactivity symptoms; Peer = Peer problems; Pro = Prosocial behavior; SDQ = total difficulties based on SDQ; T3 is the 4- 
month follow up for the Ex group as well as the 1-month follow-up for the WC group; T4 is the 4-month follow-up for the WC group.
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maintained 4 months after the training for both groups, suggesting the sustained impact of YMHFA (see Table 2).

8.2. Child/youth data

Repeated measures ANOVA suggested that there was a significant difference on youth-reported peer problems between T1 and T2, 
F(1,76) = 4.09, p = .047, Ƞ2 = 0.05, for participants in the experimental group compared with the waitlist control group. The 
improvement also continued over time. The youth in the experimental group also showed significant reductions in conduct problems 
from T2 to T3, t(26) = 2.09, p = .047, d = 0.41. The youth in the waitlist control group showed significant reductions in conduct 
problems four months after their parents attended YMHFA from T3 to T4, t(25) = 3.07, p = .005, d = 0.61, and non-significant re
ductions in youth total mental health difficulties (SDQ total) from T3 to T4, t(26) = 1.94, p = .06, d = 0.39.

8.3. Acceptability

Data suggested that parents were highly satisfied with the culturally-adapted YMHFA, and viewed this intervention highly 
acceptable, M = 4.73, SD = 0.49 (on a 5-point Likert scale, Table 3). t-tests showed no significant differences on key demographic 
variables (e.g., gender, parent education, and parent generation status) with regard to the acceptability of the intervention.

9. Discussion

This is one of the first studies to culturally adapt YMHFA for Asian American parents through collaboration with schools and 
community organizations. This is also the first blocked random assignment study to evaluate YMHFA using data from both parents and 
youth over four time points. Results suggest that the culturally-adapted YMHFA was efficacious in promoting parents’ MHL (a large 
effect size), reducing stigma (a medium effect size), and improving their confidence in using YMHFA (a large effect size). These effect 
sizes were generally larger than the effect sizes reported in previous meta-analysis studies on MHFA (effect size d ranged from 0.14 to 
0.54 in Morgan et al., 2018; Ng et al., 2021). Both parents and youth also reported some improvements in youth mental health (small to 
medium effect sizes). Some parents reported that their adolescents experienced emotional/mental health difficulties in the past month. 
Among this subgroup, parents in the experimental group reported a non-significant improvement in actual engagement in MHFA 
behaviors/ALGEE (a large effect size) to support their youth, relative to parents in the waitlist control group. All of the improvements 
were maintained at the 4-month follow up. Our results provided evidence of the benefits of YMHFA for Asian American parents. Some 
improvements in youth self-reported mental health were also noted between the 1-month follow up and the 4-month follow up. These 
positive long-term outcomes for youth may be due to parents using more first aid behaviors and providing more support to youth (e.g., 
listen non-judgmentally) over time. For example, Morgan et al. (2020) found that for parents who attended YMHFA training, ado
lescents reported more general support from their parents at the 3-year follow-up.

While MHFA training has been consistently linked to improved knowledge and attitudes, very few prior studies examined changes 
in actual behavior (e.g., use of MHFA skills) or youth mental health (e.g., Jorm et al., 2010; Morgan et al., 2019, 2020). It is very 
encouraging to see significant improvements above and beyond commonly studied outcomes for YMHFA such as knowledge and 
attitudes. Based on our knowledge, no published YMHFA studies have demonstrated any significant improvement in youth mental 
health. Some researchers speculated that mental health may be too “far downstream to be a realistic outcome to measure” for YMHFA 
(Morgan et al., 2019, 2020). Our study showed some significant improvements in youth mental health (small to medium effect sizes) 
based on parent or youth self-report. Our findings provide support for the long-term downstream benefits of YMHFA. It is important to 
note that there were discrepancies between parent- and youth-report of youth mental health issues. This is not surprising given that 
several research studies have shown that parents and youth may interpret and rate youth mental health symptoms differently (e.g., De 
Los Reyes & Kazdin, 2005). In addition, given the stigma attached to mental health illnesses, 1st generation parents may feel un
comfortable disclosing their youth’s mental health difficulties. Thus, the findings of the improvement in youth mental health should be 
interpreted with caution keeping these factors in mind.

These larger impacts in knowledge, attitudes, behavior, and youth mental health in our study as compared to the prior studies (e.g., 
Morgan et al., 2018; Morgan et al., 2019; Morgan et al., 2020; Ng et al., 2021) are possibly because we culturally adapted YMHFA for 
Asian American parents to improve its cultural relevance and efficacy. It is important to culturally adapt YMHFA for Asian American 
parents because YMHFA was developed in Australia, and the skills taught in YMHFA were originally created from a middle-class Euro- 

Table 3 
Intervention Satisfaction Ratings.

Satisfaction questionnaire item Mean SD

I liked this program. 4.72 0.54
This program was useful to me. 4.76 0.49
I was satisfied with this program. 4.72 0.54
The program met my expectations. 4.69 0.60
I would recommend this program to my relatives and friends. 4.75 0.55

Note. Mean scores reflect the extent to which participants agreed with the item on a 5-point scale (1 = strongly disagree; 5 =
strongly agree).
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centric framework (Lam et al., 2010). Some of the skills taught in YMHFA may contradict Asian American parenting beliefs and 
childrearing practices, such as collectivism, family hierarchy, stigma towards mental illness, and emotional restraint (Lau et al., 2011; 
Wang, Barlis, et al., 2020). Without cultural adaptation, MHFA and YMHFA trainings were found to be less effective for Asian 
American adults (Wong et al., 2023). Although there has been increasing evidence of the effectiveness of psychological interventions, 
“the research literature remains mostly focused on testing interventions with European Americans [White people], and little to no 
progress has been made in testing the effects of interventions with Asian American or Native American youth.” (Pina et al., 2019, 
p.179). Our study filled this gap in the literature by adding empirical evidence on how to culturally adapt the YMHFA for Asian 
American parents through collaboration with school and community organizations.

Youth from minoritized groups are more likely to receive mental health services at school due to reduced barriers to seek services at 
school (Arora et al., 2020). However, evidence suggests that Asian American youth are less likely to receive SBMHS compared with 
their non-Asian peers (Guo et al., 2014; Kim et al., 2018; Wang et al., 2019) possibly due to different barriers (e.g., low MHL, stigma), 
including the lack of parental support. Indeed, research indicates that Asian American youth experience significant resistance from 
their parents, which may prevent them from seeking SBMHS (Arora & Algios, 2019). Involving Asian American parents in SBMHS can 
be an effective way to promote youth mental health (Wang et al., 2019). Research has suggested that when SBMHS centers on parents’ 
culture and values (Garbacz et al., 2018), it can promote equity, reduce access barriers, and improve child outcomes (Hails et al., 
2023). Our paper demonstrated how we culturally adapted YMHFA and involved Asian American families in SBMHS. Specifically, we 
took an iterative process to culturally adapt YMHFA for Asian American parents by collaborating with schools and community or
ganizations, incorporating feedback from our pilot studies, essay contests, in-depth interviews, and focus groups (blinded). This 
process can be replicated when culturally adapting YMHFA for other ethnic groups in schools and in the communities.

Providing culturally-sensitive education to parents regarding youth mental health challenges in the form of workshops such as 
YMHFA at school is less stigmatizing and more acceptable to Asian American parents as evidenced by parents’ high satisfaction with 
the training in our study. In addition, given that our study showed that the culturally-adapted version of the YMHFA was indeed 
efficacious in improving parents’ knowledge, attitudes, and behaviors, as well as in improving youth mental health, school psy
chologists and other mental health providers can use our adapted YMHFA to support Asian American youth and families. Moreover, 
using the culturally-adapted YMHFA may also help build a better relationship between the school staff and the families from 
minoritized backgrounds, as the cultural adaptation may make parents feel that their culture was valued and respected. When parents 
believe the content is applicable to them, they may be more willing to participate in YMHFA and actually put the ALGEE steps into 
practice.

There are several benefits of providing the YMHFA to parents at school. School is the ideal place to reach parents who otherwise 
would not use mental health services. Parents are often one of the first ones to notice any signs or symptoms of mental health distress in 
their child. Thus, educating parents regarding common adolescent mental health challenges and how they could respond when youth 
experience distress/crises may prevent youths’ symptoms from deteriorating and promote better youth adjustment. This may be 
especially important given the national shortage of specialized youth mental health providers, and high caseloads of school psy
chologists; for instance, the recommended rate for school psychologist to students is 1:500, however, according to data collected by the 
National Center for Educational Statistics, in the 2022–2023 school year, the estimated ratio was 1:1119 (Affrunti & Naser, 2024). 
Thus, the YMHFA may serve as an evidence-based Tier 2 support due to its targeted intervention approach for students showing early 
signs of mental health challenges. As a Tier 2 level support, YMHFA could equip parents and educators with the skills to recognize and 
respond to youths’ mental health issues before they worsen. In addition, by ensuring early identification and provision of necessary 
timely supports, utilizing ALGEE first aid skills may also reduce the need for more intensive mental health interventions (Tier 3) at 
school, and ultimately promote youth mental health.

9.1. Limitations

A few limitations need to be considered when interpreting the results. First, the attrition was higher in the experimental group as 
compared with the waitlist control group, resulting in different sample sizes for these two groups. Although similar number of par
ticipants were assigned into the experimental and control conditions initially (87 vs. 88), more parents in the experimental condition 
did not complete the T1 surveys. In our study, parents were randomly assigned into treatment vs. control conditions. After the 
assignment, parents in the experimental group were given the choice of two training dates and were asked to complete the pre-training 
survey. Some parents in the experimental group dropped out of this study because the time of the intervention did not work for them 
and they did not complete the pretest at T1. Future studies should provide more training dates for participants to choose from to avoid 
early drop out. Secondly, the relatively short duration of this longitudinal design (4-month) prevented us from drawing stronger 
conclusions about the long-term impact of YMHFA. Thirdly, we only collected data on parents’ engagement in mental health first aid 
behaviors (using ALGEE) among a subsample of the participants when they reported that their adolescents experienced mental health 
difficulties in the past month/past three months (n = 22). Future studies should collect data on ALGEE from all participants because the 
use of ALGEE (e.g., listen non-judgmentally) can be helpful for all adolescents. In addition, parents who attended this training were 
highly educated. Most of the participants were from China and the sample size of participants from other countries were very small. So, 
our sample did not represent all Asian American countries. The group, Asian American is very diverse with different countries of origin, 
language, immigration history, etc. Readers need to be very cautious when generalizing the findings to other Asian subgroups. Re
searchers in the future need to recruit participants from more diverse backgrounds (e.g., different Asian American ethnic groups, 
different SES levels). Furthermore, most parents were first-generation immigrants, and our results may not be generalizable to second- 
or third- generation Asian American parents. Future studies should also gather follow-up qualitative data on parents’ experience with 
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providing first aid and challenges in using ALGEE in real life situations. Lastly, we used paired-samples t-test to evaluate change in 
outcomes for the waitlist control group participants, and if the improvements were maintained (for experimental and waitlist control 
group participants) at the 4-month follow up. While paired-samples t-tests are appropriate for the focused comparisons in our research 
questions, they do not account for potential covariates or more complex interaction effects that could be examined using more 
advanced statistical techniques such as mixed-effects models or repeated measures ANOVA. Future research could employ these more 
robust methods to further validate our findings and explore additional factors influencing the outcomes.

10. Conclusion

Notwithstanding our limitations, our study made several important contributions. This is the first blocked random assignment 
study culturally adapting YMHFA and examining the effects of YMHFA for Asian American parents in the United States. Our findings 
were promising. Participants in the experimental group as compared to those in the waitlist control group showed increased MHL, 
confidence in using YMHFA, and reductions in stigma. There were also improvements in parent and youth-reported youth mental 
health. Participants in the waitlist group also showed significant improvements in MHL, help-seeking intentions, stigmatization, help- 
seeking attitudes, confidence in working with youth after receiving the training. All improvements were maintained at the 4-month 
follow-up for both groups. Our findings suggest that using the culturally- adapted YMHFA training would be beneficial for Asian 
American families. School psychologists and other mental health professionals may use the culturally-adapted YMHFA training with 
Asian American families as one of the ways to promote Asian American youth mental health.
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