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ABSTRACT 

 
ACCESS TO MENTAL HEALTH CARE: CLIENTS PERCEPTION 

OF SERVICES PROVIDED BY AGAPE 

CLINIC AND COMMUNITY 

CARE 

 

Erika Ruiz, M.S.S.W.  

 

The University of Texas at Arlington, 2009 

 

Supervising Professor:  Regina T.P. Aguirre  

 The purpose of this study was to identify whether there is a relationship between 

acculturation and utilization of mental health services among U.S. born and non-U.S. born 

Hispanics in the United States. Furthermore, the purpose of this study was to identify factors, 

which lead U.S. born and non –U.S. born Hispanics to seek and utilize mental health services. 

Findings suggest that there is no relationship between acculturation and the utilization of mental 

health services. A lack of resistance may be due to a need of education on mental health 

illnesses.   
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CHAPTER 1 

INTRODUCTION 

1.1 Rationale for the Study  

The United States Census Bureau estimated that by the year 2030, Hispanics will make 

up 20.1% of the total U.S. population (Ethnicity and Ancestry Branch Population Division U.S. 

Census Bureau, n.d.). As of 2006, Texas had the second largest population of Hispanics 

(8,385,139). With such a rapid increase of Hispanics in the U.S., disparities in access to mental 

health care have become an important concern.  The Surgeon General’s Report on mental health 

recognized the importance of mental health for the prosperity of American families and society as 

a whole (U.S. Department of Health and Human Services [DHHS], 1999).  

It is easy to overlook the value of mental health until problems surface. Yet from early 
childhood until death, mental health is the springboard of thinking and communication 
skills, learning, emotional growth, resilience, and self-esteem. These are the ingredients 
of each individual’s successful contribution to community and society. Americans are 
inundated with messages about success—in school, in a profession, in parenting, in 
relationships—without appreciating that successful performance rests on a foundation 
of mental health(U.S. DHHS, 1999, paragraph 7). 
 

Furthermore, a major finding in the supplement to the Surgeon General’s first mental health report 

stated the following: “Minorities have less access to, and availability of, mental health services” 

(U.S. DHHS, Office of the Surgeon General (OSG), Substance Abuse and Mental Health 

Services Administration (SAMHSA), 2001a, paragraph 16). The report also stated that the lack of 

access to mental health services is often a result of being uninsured or not having the resources 

(e.g. transportation, medication, health insurance, and education on mental health conditions) to 

access treatment for mental health care. The percentage of Hispanics (37%) who are uninsured is 

a little more than double that for all Americans (16%). Furthermore, only 18% of Hispanics are 

covered by public health care programs such as Medicaid Mental health disparities are expected 

to continue without support from public health programs (ex. Medicaid, Medicare) (U.S. DHHS, 

OSG, SAMHSA, 2001b) and non-profit organizations to pay for their mental health treatment. 
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For these reasons, mental health care centers have reported a difficulty in serving this 

particular population. Treatments for the mental health needs of Hispanics are often not taken 

care of by mental health specialists. Vega, Kolody, Aguilar-Gaxiola, and Catalano (1999) used a 

sample of urban and rural Mexican Americans to investigate the utilization of mental health 

services. In order to be eligible for the study participants were asked if they had parents or 

grandparents of Mexican origin. Results indicated 18.4% received care for their mental health 

concern from a general health care provider, with only 8.8% of those receiving mental health 

treatments from a mental health specialist (Vega, Kolody, Aguilar-Gaxiola, & Catalano, 1999).  In 

particular for non-U.S. born Hispanics who visit a general health care provider for mental health 

services, this number is even lower (1 in 10) (U.S. DHHS, OSG, SAMHSA, 2001b). In addition, 

the supplement to the Surgeon General’s report on mental health also indicates that non-U.S. 

born Hispanics access mental health services with even less frequency, with only one out of every 

20 accessing mental health services from a mental health specialist (U.S. DHHS, OSG, 

SAMHSA, 2001b). 

Access to mental health services is complicated by a collective sphere of barriers 

encountered by both U.S. born and non- U.S. born Hispanics. One of the barriers that prevent 

Hispanics from accessing mental health services is language (U.S. DHHS, OSG, SAMHSA, 

2001b). Hakimzadeh and Cohn (2007) found that only 23% of non-U.S. born Hispanics was able 

to hold a conversation in English well. Meaning that 77% of non-U.S. born Hispanics are not able 

to hold a conversation well in English.  Hakimzadeh and Cohn (2007) also reported that it is only 

after the first generation in the United States, that the ability to speak English increases for first 

(88%) and second (94%) generations. Not being able to hold a conversation with a health care 

provider is a detrimental factor preventing Hispanics from trying to access services from their 

mental health concern. To further complicate the situation, there is a definite shortage in the 

number of Hispanic mental health care providers and mental health providers who are able to 

communicate in Spanish with their clients. William and Kohout (1999) collected information from 
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members of the American Association of Psychology, and found that only one percent of the 

random sample identified themselves as Hispanics.  Regrettably, there are only 29 Hispanic 

mental health providers per 100,000 Hispanics (U.S. DHHS, OSG, SAMHSA, 2001b). This clearly 

indicates that there is a shortage in mental health specialist who share the specific characteristics 

requested by Hispanics with mental health concerns. The lack of available therapists that can 

communicate with Hispanics in Spanish is a key factor in failure to access the few existing 

services. 

Consequently, a lack of availability of services which are culturally sensitive to the mental 

health needs of Hispanics can result in a misdiagnosis of a mental health problem, failure to 

diagnose a mental health problem, or lack of understanding of mental health issues within the 

Hispanic community. For example, Hispanics often assign non-clinical names to clinical mental 

health issues. Cultural Bound Syndrome is a term given to a combination of psychiatric and 

somatic symptoms recognized by a particular culture. Among Hispanics, ataque de nervios, 

nervios, and mal de ojo are common misnomers given to mental health illnesses (U.S. DHHS, 

OSG, SAMHSA, 2001b). A lack of understanding these terms or not speaking the language may 

lead to miscommunication between the mental health specialist and the patient, as well as lack of 

utilization of mental health services. 

The concern for the mental health wellbeing of Hispanics living in the United States has 

been made with a discussion of the following:  the difficulty in access mental health services, 

description of those Hispanics who actually seek mental health treatment, and need for mental 

health providers who are able to understand the Hispanic culture. This is the foundation for the 

importance to continue researching Hispanic mental health disparities. The subsequent is a 

description of the purpose of this particular study.  

1.2 Purpose of the Study 
 

The purpose of this study was to identify whether there was a relationship between 

acculturation and utilization of mental health services among U.S. born and non-U.S. born 
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Hispanics in the United States. Furthermore, the purpose of this study was to identify factors, 

which lead U.S. born and non –U.S. born Hispanics to seek and utilize mental health services.    

Definition of Terms 

Acculturation  

Corsini (1987) stated the following: “Acculturation is a process whereby individuals learn 

about the rules for behavior characteristics of a certain group of people” (p. 7-8). 

• Hispanics 

Persons of Hispanic origin, in particular, were those who indicated that their 

origin was Mexican, Puerto Rican, Cuban, Central or South American, or some 

other Hispanic origin. It should be noted that persons of Hispanic origin may be 

of any race (U.S. Census, 1993, paragraph 2.)  

• Access 

“freedom or ability to obtain or make use of something ” (Access, Merriam-Webster, 

2008, paragraph 2). 

 
• Availability 

“the quality or state of being available” (Availability, Merriam-Webster, 2008, paragraph 
2). 
 

• Appropriate Services 
 

Services which are culturally sensitive to the mental health needs of Hispanics. 
  

• U.S. born Hispanics 

Individuals who are born inside the U.S. territory, who define themselves as Hispanics, as 

defined by the U.S. Census (1993).   

• Non-U.S. born Hispanics  

Individuals who are born outside the U.S. territory who define themselves as Hispanics, 

as defined by the U.S. Census (1993). 
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1.3 Objectives 

 
Now that the terms that are of particular importance to the study have been defined, the 

following is a list of the main objectives that have been achieved in this study: 

• Describe the participants on the following variables: 

o Age 

o Sex 

o U.S. Born or Non U.S. Born 

o Resistance to mental health services 

o Family Support 

o Barriers to mental health services 

• To assess the relationship between level of acculturation and the willingness of U.S. born 

and non U.S. born Hispanics to access mental health services. This objective was 

terminated because there was no U.S. born Hispanics participants.  

• To identify the reasons why Hispanics access mental health services from Agape. 

• To identify and compare the similarities and differences among U.S. born Hispanics and 

Hispanics born outside of the U.S. on their willingness to access mental health services. 

This objective was terminated because there was no U.S. born Hispanic participants. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

2.1 Introduction of the Literature 

2.1.1 Bidimensional Acculturation Model 

The bidimensional model is one of the models used to elucidate the cultural construct of 

acculturation. Cabassa (2003) uses Berry and Sam’s (1996) conceptualization of the 

bidimensional model to illustrate the different categories that a person can fall under. The four 

categories include: assimilation, separation, integration, and marginalization. Under 

assimilation, Cabassa (2003) explains that a person for whatever reason does not wish to 

partake in their culture of origin, therefore he or she absorbs the dominant culture and partakes 

intensively with the dominant culture. Cabassa (2003) then explains that unlike assimilation, the 

category of separation rejects the dominant culture and conserves their culture of origin. 

Individuals who fall in this category may choose to avoid interacting with the dominant culture, 

or simply reject it (Cabassa, 2003). The category of integration seems to act as a medium 

between assimilation and separation. An individual does not reject either the dominant culture 

or the culture of origin, and simply embraces both cultures. Lastly, under the marginalization 

category, a person may be cast off by the culture of origin as well as the dominant culture. 

As explained earlier, there are four categories under which a person may fall, but it is 

also important to understand each person’s unique experience, which affects their acculturative 

process.  After a review of the literature, Smart and Smart (1995) identified six factors 

conducive to the unique acculturative process Hispanics in the United States undergo. The six 

factors include: 1. Discrimination due to skin color; 2. emphasis on family and social support; 3. 

immigration status; 4. geographic closeness to country of origin; 5. involuntary minority; and 6. 

decline of physical labor in the United States. Immigration status in particular, helps explicate 

the different experience by someone who enters a foreign country.  A distinction is made 
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between immigrants from Cuba, Central America, and Mexican Americans. Some Central 

American’s and Cubans escape their country due to political persecution and find asylum in the 

United States. Smart and Smart (1995) illustrate the differences by offering the example of the 

experience by people from Mexican origin. A great number of non-U.S. born Mexicans enter the 

U.S. illegally, and are faced with limitations in accessing employment, financial benefits, and live 

in fear of deportation (Smart & Smart, 1995). These factors help explain the differences among 

Hispanic subgroups, which are conducive upon their unique experiences they encounter when 

entering the U.S. 

Now that a brief explanation of the cultural construct of acculturation has been given, it 

is important to note that Lara, Gamboa, Kharanaina, Morales, and Bautista (2005) made the 

observation that the vast majority of the literature has focused on the effects of acculturation on 

people who are originally from Mexico, which leaves other Hispanic subgroups unrepresented. 

There are substantial differences among Hispanic subgroups and it is important to take into 

account their sociopolitical differences which affect their experience in trying to access mental 

health care. At this point, a brief example will be given of one of the major differences which 

differentiate a person’s experience of accessing mental health service. Because of their social 

political status, Cubans often reap the benefits that are offered to U.S. born citizens.  Unlike 

Cubans, Mexican Americans and Central American’s often do not have the same benefits 

offered because of their immigration status. Mexican Americans and Central Americans often 

enter the U.S. illegally; therefore they do not qualify for government assistance upon their 

arrival.  

 Despite a persons’ country of origin, a substantial amount of research exists on the 

negative effect of acculturation on both the mental and physical wellbeing of immigrants and in 

particular of Hispanics in the United States (Burnam, Hough, Karno, Escobar, & Telles, 1987; 

Escobar, Nervi, & Gara, 2000; Lara et al., 2005). Acculturation has also been associated with the 

increase of mental health obstacles amongst Hispanics. Research has been conducted since the 

mid 1980’s to document the impact as well as the seriousness of the problem. It is important 
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reiterate that most of the studies regarding mental health amongst Hispanics have mainly focused 

on Mexican Americans (Lara et al., 2005).   

Escobar, Nervi, and Gara (2001) reviewed the literature pertaining to the prevalence of 

mental health disorders amongst US born Hispanics non- US born Hispanics. Their intent was to 

critically review the literature pertaining to the psychopathology of Mexican Americans and assess 

its relationship to immigration.  Five major large scale epidemiological studies were reviewed 

including: The Epidemiological Catchment Area Study (Burnam et al., 1987), National Comorbidity 

Study (Kessler, et al., 1994), Mexican American Prevalence and Services Survey (Vega, Kolody, 

Aguilar-Gaxiola, Alderete, Catalano, & Caraveo-Anduaga, 1998), U.S. Border Study of 

Adolescents (Pumiariega, Swanson, Holzer, Linskey, & Quintero-Salinas, 1988; Swanson, 

Linskey, Quintero-Salinas, Pumariega, & Holzer, 1992), and the University of California – Irvine 

Study of Mexican Disorder and Primary Care (Escobar, Waitzkin, Silver, Gara, & Holman, 1998).  

The succeeding fragment is a brief synopsis of important findings in two of the previously 

mentioned studies. Burnam et al. (1987) compared those individuals born in the United States to 

those born in Mexico, and found that individuals who were born in the United States had higher 

prevalence of depression, dysthymia, phobias, substance abuse and dependence. The 

prevalence of lifetime disorders was found to be lower in Mexicans born outside of the United 

States. Burnam and colleagues (1987) explained that those who were U.S. born participants 

tended to have high acculturation levels. Although Vega et al. (1998) did not study place of birth, 

his findings from the Mexican American Prevalence and Services Survey found that the number of 

years a person lives in the United States increases the probability of the person developing a 

mental health disorder. Individuals who spent more than 13 years in the United States had a 

higher prevalence rate of mental health disorders (Vega et al. 1998). Essentially, place of birth 

and the number of years a person lives in the U.S. server as indicators that a person has a higher 

likelihood of suffering from a mental health illness.  

Comparisons made between U.S. born Hispanics and non U.S. born Hispanics have not 

been limited to the prevalence of mental health disorders amongst each group. Studies have also 



 

 
9

been conducted to compare the prevalence of substance abuse and level of depression and 

distress, between U.S. born and non-U.S. born adolescents. For example, U.S. Border Study of 

Adolescents (Pumiariega et al., 1988; Swanson et al., 1992) as reviewed by Escobar and 

colleagues (2000), explored prevalence of substance use, risk factors associated with substance 

abuse, and level of depression and distress. Adolescents living on either side of the Texas and 

Mexico border were compared and it was concluded that U.S. born teenagers of Mexican descent 

had a higher prevalence of drug use. In addition, National studies like the Youth Risk Behavior 

Surveillance (YRBS) (Center for Disease Control, 2005, 2007) are conducted biannually and 

assess suicide prevalence, suicide ideation, depression, and substance use among all ethnicities 

in the U.S.   

To give a recapitulation, mental health illness affects Hispanic children, youth, and adults; 

with acculturation having a substantial impact on the mental health well being of this specific 

population. As stated earlier, place of birth, the number of years a person lives in the U.S., affect 

the prevalence of depression, distress, and substance abuse. Without profoundly reviewing the 

literature at this point, it is clear that some relationship exists between acculturation and the need 

for mental health services amongst Hispanics.  

2.2 Impact of the Problem 

As stated earlier, the literature clearly supports the impact acculturation has on the mental 

health stability of Hispanics. Research is able to depict what happens when people do not receive 

appropriate treatment for their mental health needs. The literature also mentions a number of 

issues that are faced by Hispanics, which causes them to have a difficult time accessing and 

utilize mental health services (eg. Lack of Spanish speaking mental health providers, lack of 

health care insurance, and mental health education).  Consequently, this has been the case within 

the Hispanic community. Repercussions due to a lack of mental health care as identified by the 

National Council of La Raza (2005) include: suicide, depression, chemical dependency, limitations 

in seeking help for mental health services due to intimate partner violence, which translates to 

Hispanics not being able to function at their preeminent capacity.  
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2.2.1 Suicide and Depression 

Documentation also exists of the adverse physical, social, and mental effects that occur 

when mental health needs are not met. It is estimated that approximately 90% of those who died 

from suicide in the United States also had a mental health concern (Goldsmith, 2002). According 

to the Center for Disease Control (CDC) (2004), Hispanics who died from suicide between 1999 

and 2001, accounted for 5,332 deaths. Of those who died from suicide, 85% were men, 

translating to 4,531 deaths. In 2005 alone, 2,188 Hispanics died from suicide (McIntosh, 2007).  

Suicide is an adverse effect of mental illness that threatens the lives of Hispanic adults and youth 

when mental health needs are not met. Between the year 1999 and 2004, suicide among 

Hispanics in Texas as reported by the CDC and the Texas Department of Health Services, is 

about half (5.6 per 100,000) of the overall suicide rate for Texas (10.7 per 100,000) (Mental Health 

America of Texas, 2008).  The highest percentage of suicides in the United States was among 

Hispanic adults who were older than 85 years of age. Hispanic adults ages 85 years of age and 

older also had the highest percentage of suicides in Texas (Mental Health America of Texas, 

2008). Although the suicide rate for Hispanics was below the national average for the year 2001, 

suicide among young Hispanics ages 10-24 is the 3rd leading cause of death (CDC, 2004).  

According to the 2005 YRBS conducted by the CDC, Hispanic youth have a higher prevalence 

of attempting suicide, feeling sad or hopeless, and having a suicide plan.  The YRBS reported 

that among high school students, 11.3% of Hispanic Americans reported that they had attempted 

suicide, which is 2.7% higher than the national average (CDC, 2004).  More specifically, Hispanic 

females reported as having higher rates of suicide ideation and behavior than non-Hispanic White 

and Black females. The 2005 YRBS also stated that twenty eight percent of America’s youth felt 

sad or felt hopeless thus interrupting their normal activities for more than two weeks.  In 

particular, Hispanic females have the highest prevalence rate of this sadness or hopelessness 

when compared with their Black and White female counterparts, with 46.7% having felt sad or 

hopeless for more than two weeks. (Twenty-six percent of Hispanic males indicated feeling sad 
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or hopeless.) Furthermore, Hispanic females also had the highest prevalence rate of having a 

suicide plan among their White and Black counterparts, with 13% of Hispanic females actually 

stating that they had suicide plans. With particular attention placed on the high prevalence of 

Hispanics females, 14.9% in fact attempted suicide.  

 Hovey and King (1996) studied the influence of acculturation on suicide. Hovey and 

King (1996) examined the relationship between acculturation, depression, and suicidal ideation 

amongst Hispanic adolescents.  High percentages of suicidal ideation and depression 

symptoms were found among participants. Hovey and King (1996) reported that a quarter of 

participants self-reported experiencing critical levels of suicidal ideation, and 23% or 

respondents self-reported critical levels of depression. A relationship was found between 

acculturative stress, depression, and suicidal ideation. Family functioning was a strong predictor 

of acculturative stress, thus having a family who is low functioning is relational to higher 

acculturative stress. Another predictor of acculturative stress is a person’s feelings about the 

future.  Having positive expectations of the future serves as a protective factor against 

acculturative stress. As a final point, it was also recommended that adolescents suffering from 

acculturative stress should be treated with a cultural context in mind, since adolescents may be 

trapped between two cultures (e.g. Mexican culture and U.S. culture). As a consequence, being 

caught between two cultures may be a possible source for depression and suicide ideation.  

Acculturation has also been examined by many researchers as a possible factor 

contributing to suicidal behavior amongst Hispanic adults (Fortuna, Perez, Canino, Sribney, & 

Alegria, 2007; Hovey, 2000). To continue, Hovey (2000) explains the intricate role acculturation 

plays in the lives of foreign born Hispanics suggesting that these individuals may be struggling 

between their culture of origin and their encounter with the new culture’s norms, values, and 

traditions. Hovey (2000) continues by explaining that immigrants’ mental health and wellbeing is 

also affected by their introduction to new factors (e.g. New language, lack of community and 

social support, discrimination).  
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 Similar to findings in previous studies with Mexican Americans, Hovey’s (2000) study on 

Central American immigrants supports the existence of a relationship between acculturation and 

the mental health wellbeing of Hispanics. Elevated levels of stress seems to serve as a 

predictor for being at risk for depression and suicide ideation. Hovey (2000) found a correlation 

between having a high level of depression and the following variables: stress (r=.42, p<.0001), 

low levels of education (r=- .39, p< .001), low levels of income (r=-.28, p<.02), family 

dysfunction (r=.31, p<.005), and ineffective social support (r=-.31, p<.001). Some of these 

factors were mentioned earlier as affecting the mental health stability of Hispanics. In essence, 

Hispanics who have elevated levels of acculturation are at a higher risk for both depression and 

suicide ideation.  

It is important to reiterate that in the U.S., 90% of those who died from suicide, also 

suffered from a mental health illness (Goldsmith, 2002). With 5,332 Hispanics who died from 

suicide between 1999 and 2001 (CDC, 2004), it is essential that efforts are made to find possible 

factors that contribute to this number and to help reduce it as well.   Hovey (2000) has done an 

exceptional effort in investigating the role of acculturation, suicide, and the mental well being of 

Hispanics.  Now that a review of the association between suicide and acculturation has been 

completed, a review of the literature pertaining to association between acculturation and use of 

illicit substances will be reviewed.  

2.2.2 Substance Abuse 

The relationship between acculturation and the use of illicit substances amongst 

minorities has been documented since the early eighties. In their report on Mental Health, the 

National Council of La Raza (2005) made the following statement: 

One of the most harmful consequences of poor mental health occurs when individuals 

are prone to excessive alcohol and illicit drug use. Cultural dissonance and 

acculturative stress, discrimination, socioeconomic pressure, loss of social support, 

mechanism upon immigration, and exposure to drugs and alcohol often lead to 

chemical use and dependency. (pg.11)  
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Chemical use and dependency among Hispanics born in the U.S. and outside the U.S. 

differ substantially. As Hispanics become more acculturated into western culture, they are more 

likely to consume alcohol and illicit drugs. Data from the 2002 National Survey on Drug Use was 

drawn by Ojeda, Patterson, and Strathdee (2008) to determine whether there was an 

association between “immigration characteristics” and the perception of participants on the 

effect that illicit substances have on health. Ojeda and colleagues (2008) reported that 

participants who answered that substance abuse posed a “great” or “moderate” threat to a 

person’s health, resulted in them being less likely to use “most substances” throughout their life. 

To continue, when comparing non- US born Hispanic to U.S. born Whites, non- US born were 

found to be more likely to perceive marijuana and LSD as a significant risk to health. Hispanic 

immigrants were also found to be less likely to use marijuana, cigarettes, and LSD. Ojeda et al. 

reported and interesting finding, when comparing the perception of marijuana and heroin, non- 

U.S. born Hispanics were more likely to perceive LSD  as harmful but, but less likely to view 

heroin as a harmful than U.S. born Hispanics.  

Vega, Alderete, Kolody and Aguilar-Gaxiola (1998) studied the effects of gender and 

acculturation on the life time prevalence of drug use among U.S. born Hispanics and non- U.S. 

born Hispanics. A multi-stage clustered sample was gathered from Fresno, California.  Vega et 

al. (1998) concluded that acculturation and nativity served as a stronger risk factor for women 

versus men.  Findings illustrate the effect acculturation has on inhalant and other illicit drug use. 

Acculturated women (U.S. born and non U.S. born) who were described as having and 

acculturation level 1 standard deviation above the mean, their odds of using inhalants and other 

illicit substances increased by four times.  Although the effect of acculturation was not as strong 

as their female counterpart, males who had an acculturated level 1 standard deviation above 

the mean increased their odds of using inhalants and other illicit substances by three times. In 

essence, acculturation, participants’ residence (urban vs. rural), and gender are three factors 

which determine the likelihood of a person engaging in the use illicit substances and inhalants.  
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Similar to  Ojeda et al.’s (1998) findings, Warner, Kerbs, and Fishbein (2008) conducted 

a study on the perception of substance use as a risk factor among children also concluded that 

non-US born Hispanic children viewed substances as more risky than U.S. born Hispanic 

children (73% greater than U.S. born respondents). Language used by the child to speak with 

his or her parents was also a factor in the study. Children who spoke English primarily with their 

parents were found to be 34% less likely when compared to those children who spoke Spanish 

with their parents to view using illicit substances as a great risk.   

To recapitulate, the abuse of alcohol and illicit substance is associated with poor mental 

health, and the fusion of acculturative stressors. As the National Council of La Raza mentioned 

(2005), factors such as acculturative stress, lack of social support, socioeconomic pressure, are 

factors which often lead Hispanics to abuse of alcohol and use of illicit substances. It is 

important to keep in mind repercussion of substance abuse and the use of illicit substances due 

to poor mental health, especially when assessing the needs of Hispanics. In the subsequent 

section, a discussion will be made of the critical disparities Hispanic women face when seeking 

mental health care due to intimate partner violence.   

2.2.3 Intimate Partner Violence 

People of all racial, cultural and ethnic backgrounds are described as being equally 

susceptible to being abused by an intimate partner (Denham, Fraiser, Hooten, Belton, Newton, 

Gonzalez, et al. 2007; Grossman & Lundy, 2007; U.S. Department of Agriculture, Safety, 

Health, and Employee Welfare, n.d.) and most often affects women (Grossman & Lundy, 2007). 

Intimate partner violence leaves women vulnerable and with a need to access services for their 

mental health wellbeing. Emotional abuse and verbal abuse, especially in the form of 

intimidation, are tactics used by intimate partners to retain control over an intimate partner. 

Grossman and Lundy (2007) used data from the Illinois Coalition Against Domestic Violence 

and found that the majority (95.7%) of the women from the Hispanic subgroup had been 

verbally abused, 89.9% had been physically abused, and 17.2% sexually abused. An increase 

of 400% of Hispanic women who are victims of intimate partner violence in the United States 
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has occurred between 1990 and 2000 (Denham et al., 2000). Denham et al. (2000) found it 

necessary to identify descriptive characteristics of Hispanics who are victims of intimate partner 

violence in order to aid service providers in developing and implementing culturally sensitive 

treatment. The sample included: Hispanics, non-Hispanic Whites, and non-Latina African 

Americans, which allowed for a comparison of the prevalence differences amongst the three 

groups. Hispanic were characterized as being younger, having a lower education level than 

their counterparts, having children at home, and being less likely to report having health care 

insurance (Denham et al., 2000).  

Brabeck and Guzman (2008) recruited and interviewed seventy-five participants who 

were born in Mexico or were of Mexican descent and had been victims of intimate partner 

violence. The researchers inquired about the barriers as well as their strengths, which facilitated 

or added to their impediment in seeking services. Participants were also given the opportunity to 

inform the researchers of their needs, and how services could be improved. The Hispanic 

respondents indicated that they would like more counseling services that focused on issues like 

self-esteem, decreasing fear and isolation, as well as parenting skills that would help them 

explain domestic violence issues to their children (Brabeck & Guzman, 2008).  Participants 

stated that although counseling was available, limited movement within the shelter was a 

barriers preventing them from seeking counseling services. Brabeck and Guzman (2008) stated 

that even though women escape an abusive relationship, there is a need for mental health 

services in order to help battered women overcome the oppressive state of mind.  

2.3 Access and Utilization of Mental Health Services 

 The need for mental health services has been documented with a discussion of the high 

prevalence substance use, suicide ideation, and intimate partner violence. However, the 

underutilization of mental health services by Hispanics in the United States has been well 

documented, especially after the 1999 mental health report by the Surgeon General. Vega, et 

al. (1999) studied the extent to which Mexican Americans underutilize mental health services. 

The researchers note that the appropriateness, accessibility, and cost-effectiveness of mental 
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health care are key variables in the underutilization of mental health services.   Furthermore, 

Vega and colleagues (1999) note that in extreme cases in which mental health problems 

caused a high level of impairment, the level of utilization of mental health service by immigrant 

participants did not increase. Several theories were offered, including the idea that Mexican 

Americans substitute mental health treatment from mental health providers with emotional 

support systems (e.g. emotional support from family support systems).  Advocacy for future 

research is also mentioned to address five key areas that revolve around reason for which 

Mexican Americans access mental health care for their mental health concern. These key 

issues include, but are not limited to: 1.) cultural beliefs regarding mental health, 2.) 

appropriateness of mental health services, 3.) need for Spanish speaking mental health 

providers.   

A study included patients at San Diego’s County Mental Health Department, a mental 

health department located in a county which was mentioned as being ranked number six in 

terms of its ethnic diversity (Barrio, Yamada, Hough, Hawthorne, Garcia, & Jeste, 2003). Barrio 

et al. compared the use of case management services by patients diagnosed with 

schizophrenia or schizoaffective disorder by European Americans, African Americans, and 

Hispanic’s. A significant difference was found among the utilization of case management, with 

30.2% European Americans utilizing case management services at a disproportionate rate 

versus 19.3% for Hispanic patients, and 17.4% for African Americans. Hispanics were 

described as being more likely to be younger and living with family. Findings suggested that 

those who were living with family members were less likely to utilize case management 

services.  Research findings supported Barrio et al.’s hypothesis that Spanish speaking 

Hispanics would utilize mental health case management at a lower rate. Never the less, findings 

were not anticipated, Barrio and colleagues, the underuse of case management services was 

less than expected when compared to the findings in other research studies. Barrio and 

colleagues explained that the difference may be due to the fact that San Diego has three 

bilingual centers which cater to the needs of non English speaking Hispanics.  
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Aguilera and Lopez (2008) attempted to identify barriers to accessing mental health 

services. The proportion of non- US born citizens in a community served as a predictor of the 

utilization of mental health services. Communities composed of a higher proportion of foreign-

born non-citizens were less likely to utilize mental health services. Furthermore, it was also 

determined that foreign-born non-citizens with higher income were more likely to utilize mental 

health services, despite the fact that services were provided to all residents not considering their 

ability to pay for mental health services in the Los Angeles Community Department of Mental 

Health.  Aguilar and Lopez (2008) recognize that the lack of utilization of mental health services 

by foreign born Hispanics may be related to the lower need of services. There are a number of 

studies that suggest that foreign born Hispanics have a lower prevalence of substance abuse, 

depression, and suicide.  Rawal, Romansky, Jenuwine, and Lyons (2004) attempted to study 

mental health needs and utilization of mental health services among minorities in the juvenile 

detention system. Similar to the findings in other mental health disparities studies in which 

ethnicities are compared, White youth were reported as having higher rates of mental health 

service use, including prior to juvenile detention. Hispanics had the lowest percentage (19.4) of 

reporting having ever been in treatment (White-18.9%, and African American- 36.5%). Rawal 

and colleagues note that despite the evidence of mental health needs amongst the three groups 

compared, the evidence clearly states the needs and disparities amongst ethnicities. The report 

clearly highlighted the needs of Hispanic youth in the detention system due to the fact that 

Hispanic youth are less likely to currently be receiving treatment and having prior treatment. 

Having health care does not guaranty that Hispanics will utilize their mental health benefits. A 

clear example is set by Lagomasino’s et al. (2005) study on mental health disparities by 

Hispanics who suffer from depression and have health care benefits.  Lagomasino and 

colleagues (2005) found that amongst Hispanics who have managed care they are: 1) less 

likely to receive any form of depression care, 2.) less likely than Whites to receive depression 

medication or counseling services (Whites =50% and Hispanics = 30%), and 3) only 19% 

receive depression treatment or counseling when compared to 36% of Whites.  
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2.4 Historical Strategies to Resolve the Issue 

In the past, there have been three significant steps taken by the U.S. government to 

decrease mental health gaps for Hispanics. The first came in 1996 by Donna Shalala, then 

Secretary of the U.S. Department of Health and Human Services, when she initiated the Health 

and Human Services Hispanic Agenda for Action: Improving Services to Hispanic Americans. The 

aim of this initiative was to improve health care delivery for Hispanic in the United States.  A 

second initiative was made in 1998 by President Clinton titled Racial and Ethnic Health Disparities 

Initiative, a challenge which involved an elimination of  racial and ethnic health care disparities by 

the year 2010. After President Clinton’s announcement, the White House hosted the first 

conference dedicated to Mental Health. The third initiative was made by the U.S. Surgeon 

General in 1999 as he reported on mental health issues. Followed by the supplemental report 

titled Mental Health: Culture, Race and Ethnicity, a report that included the needs of racial and 

ethnic minorities and the difficulties they encountered in terms of access and availability. 

2.5 Current Attempt to Address the Issue 

 Since the 1999 Surgeon General’s report on mental health, a number of initiatives were 

taken in order to meet mental health care needs of Hispanics. The Center for Mental Health 

Services (CMHS) has taken measures to decrease the disparities in mental health services 

provided to Hispanics. Such measures include a partnership with the Center for Substance Abuse 

Prevention and the Center for Substance Abuse Treatment.  Through this partnership 17 

Community Action Grants were funded with the purpose of applying exceptional mental health 

treatment modules and offering substance abuse prevention programs for Hispanics (U.S. DHHS, 

n.d).  

 According to the National Congress of Hispanics Mental Health, in 2000 SAMSHA will 

continue to support the needs of Hispanic adults and children with emotional disturbances, by 

continuing to sustain the community action programs. Mental health services for Hispanic children 

and their families have also been aided through 65 five-year grants offered though the 

Comprehensive Community Mental Health Services Program for children and their families. More 
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than 10,000 Hispanic children with severe emotional disturbances have been helped since it first 

began in 1993 (U.S. DHHS, OSG, n.d., a). 

An additional initiative by SAMHSA included a Community Disparities Program whose 

central concern was to decrease health care disparities for ethnic minorities (U.S. DHHS, OSG, 

n.d., a). The goal of the program was to increase access to mental health services and substance 

abuse prevention programs. Hispanic women and adolescents living in the U.S. and Mexico were 

included in the program. Mental health services and substance abuse services were provided 

using culturally appropriate, gender specific service providers.  

Furthermore, the goals of the President’s New Freedom Commission (2003) included the 

elimination of barriers that prevented minorities such as Hispanics from access mental health 

services. This goal would be accomplished by incorporating professionals in the mental health 

field that were diverse in terms of ethnicity, culture, and language. Therefore, meeting the needs 

of patients who have a distinct cultural background, including Hispanics. Other initiatives include 

the efforts from American Psychiatric Association (2005) and the National Alliance on Mental 

Health (2009) whose initiatives are aimed at reducing the barriers which prevent them from 

reviewing the mental health care they need. In efforts to eliminated barriers to mental health for 

minority communities (including Hispanics), NAMI created NAMI’S Multicultural Action Center. 

As for the American Psychiatric Association (2005) celebrated “Hispanic Heritage Month” by 

developing a new initiative which focused on educating Hispanics about mental health. This was 

done by providing resources and information about common mental health concerns.  Even so, 

researchers have also offered suggestions that may be beneficial in the fight to reduce mental 

health disparities among Hispanics. 

2.6 Proposed Solutions 

Researchers like Ruiz (2002) and Logomasimo et al. (2005) have suggested tactics to 

improve access and utilization of mental health services by Hispanics. Some possible ways in 

which disparities could be improved include: providing patients with education that is culturally 

appropriate, allowing adequately diagnosing Hispanics with depression (Lagomasino et al., 
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2005).  Ruiz (2002) offers an extensive list of recommendation that may aid in the effort to help 

Hispanics have an opportunity to seek mental health services. The following are a few solutions 

to the health/mental health disparities among Hispanics offered by Ruiz include, but are not 

limited to (2002): 

1. Encouragement of equal professional representation of the different cultural, racial, 

and ethnic clients served and who represent the population composure of the United 

States 

2. Encouragement of bilingualism amongst providers of mental health services 

3. Advocate for governmental financial support of mental health research that includes 

Hispanics and other minorities in the United States 

Ruiz (2002) recognizes the need and also encourages the representation of Hispanic 

mental health professionals in the mental health arena. In addition, having mental health 

providers who speak the client’s primary language prevents misdiagnosis of a health or mental 

health problem and the underutilization.  
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CHAPTER 3 

DESCRIPTION OF METHODOLOGY 

3.1 Methods 

The purpose of this study was to identify whether there is a relationship between 

acculturation and utilization of mental health services among U.S. born and non-U.S. born 

Hispanics in the United States. Furthermore, the purpose of this study was to identify factors 

which lead U.S. born and non –U.S. born Hispanics to seek and utilize mental health services. 

Support to collect data from the Agape clinic was provided by Leslie Kemp, the executive 

director of the clinic. (See Appendix A for a copy of the letter of support from Agape.) The study 

was approved by the University of Texas at Arlington’s Institutional Review Board (IRB approval 

#: 2008-658f, Appendix B).  

3.1.1 Sample 

 The necessary sample size (n = 34) was determined a priori based on a desired power 

level of .80, desired effect size of .50 (medium), and an alpha of .05 (Hinkle, Oliver, & Hinkle, 

1985). However, as this was an exploratory study, although it is customary in social work to use 

an alpha of .05, an alpha of .10 was used as it is deemed more appropriate to detect differences 

in an exploratory study (Black, 1999).  

The sample used for this study was gathered from the Agape Clinic and Community 

Care. Sixty-five participants were selected who met the following criteria: 1.) 18 years or older; 2.) 

had been referred to or were currently being seen by the Agape psychiatrist, or 3.) were being 

treated for a mental health disorder by the clinic’s physician. The sample was not a random 

sample because participants had to meet the criteria mentioned above, and the investigator was 

only at the clinic four days out of the week, limiting the opportunity for every person treated at 

Agape for mental health services to participate in the study. For those who visited the clinic on 
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days the researcher was not present, English and Spanish flyers were posted with contact 

information inviting participants to join the study (Appendices C and D). 

3.1.2 Description of Instruments 

Questionnaire 

A questionnaire was created to inquire about participants’ willingness to access mental 

health services, the barriers they encountered, and about family support in accessing mental 

health services. The questionnaire is available in English and Spanish (Appendices E and F). 

Bidimensional Acculturation Scale for Hispanics 

In order to measure the level of acculturation, an instrument created by Marin and Gamba 

(1996) was chosen. The Bidimensional Acculturation Scale for Hispanics (BAS) was used to 

measure the construct of acculturation for those who participated in the study. The BAS is a 24-

item questionnaire composed of three sections: linguistic proficiency, language use, and electronic 

media. The BAS was available in English and Spanish for participants to chose, depending on 

their language preference. (See Appendices G and H). The BAS was created in order to correct 

the assumption made by previous measurements of acculturation, that acculturation was a 

unidimensional construct. This instrument has been found to measure acculturation well in both 

Mexican Americans and Central Americans (Fisher & Corcoran, 2007).  

The BAS was appropriate because, as stated before, it is available in both English and 

Spanish. Many immigrants from Mexico, Central, and South America may be unfamiliar with the 

English language (Fisher & Corcoran, 2007). In order to be culturally sensitive, it was important to 

find an instrument that had good validity, reliability, and was available in Spanish and English. 

Cabassa (2003) explained that the BAS has corrected the zero-sum assumptions made by 

previous measurements of acculturation. Gordon (1995) stated that unidimensional proponents 

believed that acculturation could be measured along a continuum, which ranged from complete 

immersion to ones culture of origin to complete emersion into the host culture (as cited by 

Cabassa, 2003). Furthermore, Cabassa continues by explaining that the BAS scale provides 

independent measures for preservation of the culture of origin and the observance to the 
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dominant culture (Fisher & Corcoran, 2007). The BAS measures acculturation levels for the 

Hispanic population, which is the construct and population being studied. As stated before, a large 

portion of the Hispanic population does not speak English, thus the researcher had to be sensitive 

to the participants’ needs. Finally, due to the fact that the Hispanic population is quite diverse, an 

instrument that has good validity and reliability with a number of Hispanic subgroups was chosen.    

The reliability for the BAS subscales ranges from an alpha of .81 to .97. The non-Hispanic 

domain had an alpha of .96 and the domain for Hispanic had an alpha of .90, after all the scores 

for the subscales had been combined. Overall, the BAS’s internal consistency ranges from good 

to excellent. The BAS has been shown to have good concurrent validity. It also has good validity 

with Mexican Americans and Central Americans. The scale was validated by correlation of the 

subscales of the BAS with other measurements that are used to measure acculturation (Fisher & 

Corcoran, 2007).  

The Patient Health Questionnaire 9 

The Patient Health Questionnaire 9 (PHQ-9) is a 10-item questionnaire used to assess 

depression in patients. The instrument inquires about whether a patient has experienced a 

number of symptoms associated with the DSM-IV criteria for depression. Scores include 0-4 

(minimal), 5-9 (mild), 10-14 (moderate), 15-20(moderately severe), 21-27 (severe). Kroenke, 

Spitzer, and Williams (2001) reported that the PHQ-9 had a excellent internal  and test re-test 

reliability, a Cronbach’s alpha of 0.89 (Primary Care Study) and 0.86 (Obstetrics and 

Gynecology study). Kroenke and colleagues also reported that the PHQ-9 has a sensitivity of 

84% and specificity of 72% when compared to nine other instruments (Appendices I and J).  

Mood Questionnaire 

The Mood Questionnaire is a questionnaire available in Spanish and English, used to 

assess Bipolar disorder. It is composed of 13 questions which inquire whether a patient 

experiences symptoms associated with Bipolar I and Bipolar II. Hirchfield et al. (2003) found a 

sensitivity and specificity of .281 and .972. (Appendices K and L).  
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3.1.3 Data Collection 

The principal investigator collected data weekly, Wednesday through Saturday, during 

clinic hours for ten weeks. The principal investigator informed Agape’s personnel of the study 

and the eligibility requirements. Recruitment was conducted by posting flyers with information 

about the study. Health care providers were also given information about the study and they 

informed patients who qualified. Participants contacted the principal investigator if they were 

interested in the study. If participants were interested, they were asked about their preference in 

language. Participants were given a consent form (Appendices M and N), which contained 

information about the study and their rights as participants in the study. Consent forms were 

available in English and Spanish. At the time of the consenting process, participants were also 

given the Health Insurance Portability and Accountability Act (HIPAA) authorization form to read 

and sign (Appendices O and P). HIPAA forms were given so that the principal investigator could 

have access to the participants’ medical records to: 1. Verify that they were receiving treatment, 

and 2. Place a copy of the Mood and PHQ-9 questionnaire in their charts. Once the informed 

consent and HIPPA authorization processes had been completed, the investigator conducted 

the demographic questionnaire, BAS, PHQ-9, and Mood questionnaires in the participants 

preferred language, in an interview format. After the interview was concluded, the participant 

received a copy of the consent form, HIPPA authorization form, and a packet with a list of 

relevant resources (Appendices Q, R, S, and T). 

3.1.4 Recording Scheme 

 The researcher personally administered the demographic questionnaire, BAS 

acculturation scale, the PHQ-9, and the Mood questionnaire to the participants. As the participant 

answered the questions, the researcher documented the participant’s answers. The data was then 

entered into SPSS for analysis.   
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3.1.5 Threats to Internal Validity 

There are a number of factors that question whether the findings of this study are true. 

Contemporary history or events that may have an impact on this particular population (Rubin & 

Babbie, 2007) include: immigrant raids, passage of legislation which may affect their legal status 

in the United States, and legislation that demands obligatory deportation of immigrants. The 

investigator will attempt to control this threat by collecting data for a period of four months, and 

only interviewing the participant one time for an hour. An additional threat to the internal validity of 

this study is the factor of maturation. With time, people may increase their level of acculturation. In 

order to control this threat, data will be collected for a period of four months so that the threat of 

maturation is decreased. Instrumentation also affects whether the findings of this study are true. If 

the investigator chooses to change the measurement instrument in the middle of the study, or if 

there is a change in observers or a change in scorers, this may affect the interpretation of the 

outcomes (Rubin & Babbie, 2007). The plan is to use the one observer, rater, and the same 

measurements throughout the study in order to eliminate instrumentation as a risk to the internal 

validity of this study. Attrition and mortality may come into play if participants decide to not 

continue with the interviewing process once it has begun. This can be reduced by reporting any 

participant mortality that occurs. Statistical regression may affect the interpretation of the 

outcomes if there are scores at either extreme (high above the mean, or far below the mean) 

(Rubin & Babbie, 2007). This threat is difficult to control without the use of a random sample. 

Selection is another possible threat, due to the fact that services are being provided in a faith-

based institution, this may create a biased sample that may feel more comfortable receiving 

services from a religious institution than another facility. Selection as a threat is also difficult to 

control without the use of a random sample.  

3.1.6 Threats to External Validity 

There are also a number of factors that threaten the extent to which the findings in this 

study can be generalized to the entire Hispanic population. The external validity of the study may 

be affected by the reactive effects of the experimental arrangements.  Participants in the study 
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may be affected by the Hawthorn Effect: the mere fact that they are participating in a study may 

cause them to act in a different manner from their normal behavior (Campbell & Stanley, 1963).  

This threat is difficult to control or reduce due to the necessity of informed consent. Another 

possible reactive effect of the experimental arrangement is that participants may feel compelled to 

participate in the study so that they will continue to receive services. This threat will be controlled 

with the use of the informed consent letter, which will explain to participant that they have no 

obligation of participating in the study, that they may refuse to participate in the study, and that 

they will continue to receive the services at Agape Clinic and Community Care they are entitled to 

even if they do not agree to participate in the study.  Another threat to the external validity of the 

study is the Experimenter Effect, which is caused by cues or signals offered by the investigator, 

possibly altering the responses provided by the participants (Campbell & Stanley, 1963). This 

threat will be controlled by monitoring and reporting observations of the experimenter effect.  

3.1.7 Data Analysis 

Each objective was measured with an appropriate statistical measure, depending on the 

level of measurement of each objective.  Since this is an exploratory study, an alpha of .10 will be 

used to interpret the findings as this is considered acceptable (Black, 1999).  The following is a list 

of the main objectives in this study: 

• To describe the participants on the following variables: 

o Age 

o Sex 

o U.S. Born or Non U.S. Born 

o Resistance to mental health services 

o Family Support 

o Barriers to mental health services 

• To assess the relationship between level of acculturation and the willingness of U.S. born 

and non U.S. born Hispanics to access mental health services. 

• To identify the reasons why Hispanics access mental health services from Agape. 
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• To identify and compare the similarities and differences among U.S. born Hispanics and 

Hispanics born outside of the U.S. on their willingness to access mental health services. 

  Objective one is a demographic description of the study participants which includes: age, 

sex, country of birth, U.S. born non-U.S born, marital status, and frequency of speaking English 

and or Spanish. Frequency was the statistical procedure to measure sex, country of birth, U.S. 

born or foreign born, and frequency of speaking Spanish or English. The variable of age is an 

interval ratio variable, and was calculated by using the mean and standard deviation. Point-biserial 

correlation was to be used to determine objective two, which was to assess whether there is a 

relationship between acculturation and the utilization of mental health services among Hispanic 

immigrants and U.S. born immigrants. Objective three, “Why Hispanics access mental health 

services from Agape?” was measured by using qualitative analysis. Objective four, to identify and 

compare the similarities and differences among U.S. born Hispanics and Hispanics born outside 

of the U.S. on their willingness to access mental health services, was to be completed using a chi-

square test of independence. Objectives two and four were aborted since there were no U.S. born 

immigrants in the study.
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CHAPTER 4 

PRESENTATION OF RESULTS AND FINDINGS 

4.1 Results and Findings  

There were two main purposes why this study was conducted: to identify whether there 

was a relationship between acculturation and utilization of mental health services among U.S. 

born and non-U.S. born Hispanics in the United States; and to identify factors, which lead U.S. 

born and non –U.S. born Hispanics to seek and utilize mental health services.   Before initiating a 

discussion of the results, it is important to note that objectives 2 and 4 were aborted due to the 

fact that there were no U.S. born participants in the study. Additional objectives were added to 

make up for the deletions.  

4.1.1 Objective 1 

Objective one was to describe the participants on the following variables: 

o Age; 

o Gender; 

o Place of Birth; 

o Resistance to mental health services; 

o Family Support; and 

o Barriers to mental health services. 

Age 

The first variable used to describe the participants in the study was the variable age as 

reported by respondents.  The mean age of those who participated in the study was 40.6 (SD = 

10.6) with a range from 23 to 67 years of age.   

Gender 
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The second variable used to describe those who participated in the study was gender. 

The majority of the participants in the study were females (n= 41, 63.1%). According to the data 

collected, males accounted for 36.9% (n= 24).  

Place of Birth  
 

The third variable used to describe those who participated was their place of birth. All of 

the participants were born outside of the United States. The majority of the participants in the 

study were born in Mexico (n= 47, 72.3%), followed by participants from Honduras (n=8, 12.3%), 

and El Salvador (n=1, 1.5%). Some participants did not disclose their nationality (13.8%). 

Resistance to Mental Health Services 

The fourth variable to describe the participants was their resistance to mental health 

treatment.  The majority of the participants indicated that they were not resistant to mental health 

services (n= 49, 75.4%).  Twenty-four percent of the participants indicated that they were resistant 

to mental health services (n= 16, 24.6%) 

Family Support  

 The fifth variable used to describe participants was their families support in accessing 

mental health assistance.  Half of the participants indicated that their family members were 

supportive in finding mental health assistance (n= 33, 50.8%).  Table 1.1 illustrates the range of 

responses.   

Table 1.1 Family Members Support 

 Frequency 

(n = ) 

Percent 

(%) 

Yes, my family members were supportive 33 50.8 

Not at all 20 30.8 

Some of my family members were supportive 9 13.8 

At the beginning 3 4.6  

Total 65 100 
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Barriers to Mental Health Services 
 
 The final variable used to describe the participants in the study was the barriers they 

encountered in finding mental health services. The majority of participants (n=32, 49.2%) 

indicated “Other” as their response when asked “What are the barriers you encountered when 

searching for mental health services?” Table 1.2 illustrates the range of responses.  

Table 1.2 Barriers to Mental Health Services 

 Frequency 

(n=) 

Percent                         

(%) 

Unaware of Mental Health Concerna 23 35.4 

Unaware of where to access mental  
health services 

21 32.3 

No health insurance               12 18.5 

No health insurance and unaware of 
where to access mental health 
servicesa 

              4 6.2 

No Problem Accessing  Mental Healtha               3 4.6 

Transportationa               1 1.5 

Languagea               1 1.5 

Total  65 100 

a Results of “Other” category 

4.1.2 Objective 2 

This objective was to assess the relationship between level of acculturation and the 

willingness of U.S. born and non U.S. born Hispanics to access mental health services. Objective 

2 was aborted due to the fact that no U.S. born Hispanics participated in the study.  
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4.1.3 Objective 3 

Objective three was to identify the reasons why Hispanics access mental health services 

from Agape. To answer this objective, the variable “reasons for visiting Agape” was used to 

identify the reasons why Hispanics accessed mental health services from Agape. When asked, 

“What about Agape has made you return for mental health services?”, the majority (n=34, 52.3%) 

of participants chose “other” as their response. Table 1.3 illustrates the range of responses. 

Table 1.3 Reasons for Returning to Agape  

 Frequency 

(n=) 

Percent                        

(%) 

Staff 13 20.0 

Doctors 12 18.5 

Psychiatrists 3 4.6 

No Charge for Services 3 4.6 

Felt Bettera 12 18.5 

All of the Abovea, b 6 9.2 

First Time at Agapea 5 7.6 

Medicationa 3 4.6 

Inexpensivea 4 6.2 

Hope of Feeling  Bettera 4 6.2 

Total 65 100.0 

a Results of “Other” category 
b Includes doctors, psychiatrists, inexpensive, and staff 
 
4.1.4 Objective 4 

Objective four was to identify and compare the similarities and differences among U.S. 

born Hispanics and Hispanics born outside of the U.S. on their willingness to access mental 
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health services. This objective was aborted due to the fact that no U.S. born Hispanics 

participated in the study.  

The following are the additional objective chosen to replace those that were aborted: 

4.1.5 Objective 5 

Objective five was to assess whether a relationship exists between resistance to mental 

health services and the following variables: 

o Patient Health Questionnaire 9 (PHQ-9) Scores  

o Suicidal Ideation  

o Self-worth  

o Gender 

o Number of Years in the U.S. 

Patient Health Questionnaire 9 (PHQ-9) Scores  

The first variables examined under objective 5 included Patient Health Questionnaire 9 

(PHQ-9) scores and resistance. In order to assess the relationship between scores on the PHQ-

9 and patient’s resistance to mental health services, Pearson’s Correlation was used. Originally, 

a point-biserial had been assigned to assess this relationship between the continuous PHQ-9 

score and the dichotomous variable of resistance. However, SPSS lacks the capability of 

assessing the strength of a relationship between variables using a point-biserial correlation. 

Therefore, Pearson’s Correlation coefficient was used.  At the .10 level of significance, there 

was not a statistically significant relationship between PHQ-9 scores and resistance to mental 

health services (r= .180, p= .152).  

Suicidal Ideation  

 Suicidal ideation and resistance to mental health services was the second pair of 

variables under objective 5.  The statistical procedure Cramer’s V was used to assess the 

strength of the relationship between the ordinal variable of suicidal ideation and the nominal 

variable of patient’s resistance to mental health services.  Both variables were treated as 

nominal because SPSS does not support a rank biserial correlation, which is used to assess the 
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strength of a relationship between a nominal dichotomous and an ordinal variable.  At the .10 

level of significance there was not a statistically significant relationship between suicide ideation 

and resistance (V=.221, p= .365). 

Self-worth 

The third pair of variables under objective 5 was resistance to mental health services 

and self-worth. Cramer’s V was used to assess the relationship between self-worth and the 

patients resistance to mental health services. Again, both variables were treated as nominal 

because SPSS does not support a rank biserial correlation, which is used to assess the 

strength of a relationship between a nominal dichotomous and an ordinal variable. At the .10 

level of significance there was not a statistically significant relationship between self-worth and 

resistance (V=.235, p= .308).  

Gender 

The fourth pair of variables under objective 5 was resistance and gender. To assess the  

relationship between gender and resistance, the Phi correlation coefficient was used because 

both variables are nominal dichotomous. There was not a statistically significant relationship 

between gender and resistance to mental health services at the .10 level of significance (φ = 

.141, p= .255). 

Number of Years in the U.S. 

          The fifth and final pair of variables under objective 5 was the number of years a person 

has lived in the U.S. and a person’s resistance to mental health services. Pearson’s Correlation 

was used to estimate the strength between the number of years a person lives in the U.S. and 

resistance to mental health services. Originally, a point-biserial had been the assigned statistic 

to assess this relationship between the continuous score and the dichotomous variable of 

resistance. However, SPSS lacks the capability of assessing the strength of a relationship 

between variables using a point-biserial correlation. Therefore, Pearson’s Correlation was used.  

There was not a statistically significant relationship between the number of years a person lived 
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in the U.S. and resistance to mental health services at the .10 level of significance (r = .124, p= 

.325). 

4.1.6 Objective 6 

Objective six was to assess the relationship between PHQ-9 scores and the following 

variables: 

o Family Level of Support  

o Hispanic Dimension of the BAS 

o Non-Hispanic Dimension of the BAS 

Family Level of Support  

The first pair of variables used under objective 6 was PHQ-9 scores and Family’s Level 

of Support. Kendall’s Tau was used to assess the relationship between scores and the level of 

support by family members because both variables are ordinal with tied ranks. Scores on the 

PHQ-9 were converted into ordinal categories as follows: 0-4 None, 5-9 Mild, 10-14 Moderate, 

15-19 Moderately Severe, 20-27 (Kroenke, Spitzer, & Williams, 2001). There was not a 

statistically significant relationship between families level of support and PHQ-9 scores (τ=-.168, 

p= .111). However, it should be noted that this weak relationship approaches the .10 level of 

significance which is acceptable for exploratory studies (Black, 1999). 

Hispanic Dimension of the  BAS  

 The second pair of variables under objective 6 used was the PHQ-9 scores and the 

Hispanic Dimension scores on the BAS. Pearson’s Correlation was used to assess the 

relationship between scores. There was not a significant relationship between BAS scores on 

the Hispanic dimension and PHQ-9 scores (r=-.142, p= .258). 

Non-Hispanic Dimension of the BAS 

The third pair of variables under objective 7 used was the PHQ-9 scores and the Non-

Hispanic Dimension scores on the BAS. Pearson’s Correlation was used to estimate the 

strength of the relationship between scores. There was not a significant relationship between 

BAS scores on the Non-Hispanic dimension and PHQ-9 scores (r=.007, p= .541). 
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4.1.7 Objective 7 

Objective seven was to assess gender differences on the following variables:  

o Level of Family Support 

o Hispanic Dimension on the BAS 

o Non- Hispanic Dimension on the BAS 

o PHQ-9 Scores 

Level of family support 

The first pair of variables compared under objective 7 was gender and level of family 

support. Assessing the relationship between these variables required a rank biserial correlation 

coefficient since gender was measured as nominal dichotomous and family support was 

ordinally measured. However, SPSS does not support this function. Both variables were treated 

as nominal, using Cramer’s V correlation coefficient. There was not a statistically significant 

relationship between gender and level of family supportiveness (Cramer’s V= .521, p= .223). 

Hispanic Dimension of the BAS 

The second pair of variables under objective 7 was gender and BAS scores on the 

Hispanic Dimension. To assess if there were differences in the BAS scores on the Hispanic 

Dimension due to gender, a t-test was conducted.  At the .10 level of significance, there was not 

a statistically significant difference in Hispanic dimension scores on the BAS between male and 

female participants (t= 1.198, p=.238). 

Non- Hispanic Dimension of the BAS 

The third pair of variables compared under objective 7 was gender and BAS scores on 

the Non-Hispanic Dimension. To assess if gender differences existed in the BAS scores on the 

Non-Hispanic dimension, a t-test was conducted. At the .10 level of significance, there was not 

a statistically significant difference in the non-Hispanic dimension scores on the BAS between 

male and female participants (t= -1.192, p=.239). 
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PHQ-9 Scores  

The fourth pair of variables compared under objective 7 was gender and PHQ-9 scores. 

To assess gender differences among PHQ-9 scores, a t-test was conducted.  At the .10 level of 

significance, there is not a statistically significant difference in PHQ-9 scores between male and 

female participants (t= -.154, p= .878). 

4.1.8 Objective 8 
 

Objective 8 was to determine if a model exists to predict the likelihood of a person being 

resistant to mental health services depending on the following variables: 

o English Dimension of the BAS 

o Spanish Dimension of the BAS 

o PHQ-9 Scores 

o Gender  

The four variables under objective 8 were assessed using a Binary Logistic Regression 

analysis. The constant only module indicated that the dependent variable was statistically 

significant (Wald= 15.109, p<.001). Therefore, it was appropriate to run a regression with the 

four predictor variables. The Omnibus test of the model coefficients was significant at the .10 

level (χ2
4=8.056, p=.090) indicating that inclusion of the four predictor variables is appropriate. 

The inclusion of the four variables explains 17.3% of the variance (Nagelkerke R2=.173). 

However, the Hosmer and Lemeshow Goodness-of-fit Test (χ2
4

= 17.039, p=.017) indicates that 

the model is not a good fit at the .10 significance level. Looking at each of the four variables, 

none are good predictors of resistance, either by themselves or together. Tables 1.4 shows the 

significance of each variable. 
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Table 1.4 Predictor Variables 

 Wald df Significance (p= ) 

English 2.101 1 .147 

Spanish .615 1 .433 

Gender .404 1 .525 

PHQ9 1.604 1 .205 

 

4.1.9 Objective 9 

Objective nine was to qualitatively assess patients on the following variables: 

o Barriers to Mental Health Care 

o Perceived Causes of Mental Health Dilemma 

o Reasons for Accessing Mental Health Services from Agape 

The participants in the study shared a fraction of their lives with the principal 

investigator, thus offering insight to the complex collective sphere of mental health issues 

amongst non-U.S. born Hispanics. The following are the qualitative analysis results gathered 

from the information participants shared with the principal investigator.  Participants shared 

about the barriers they encounter when attempting to access metal health services, the reasons 

which led participants to seek out mental health services, and their perception of the source of 

their mental health problems. The principal investigator also will share her observations of 

Agape Clinic and Community Care, and their role in providing a safe environment in which 

patients are able to disclose their personal stories.  

Barriers to Mental Health Care 

Apart from the barriers identified in the 18 item questionnaire, a large percentage of 

participants indicated that the leading barrier to accessing mental health services was lack of 

knowledge on issues like anxiety and depression.  Participants stated that the only reason they 

were taking medication to keep their mental health issue under control was due to the fact that 
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Agape personnel administered a PHQ-9 questionnaire or the doctor asked about depression 

and anxiety symptoms.   

Perceived Causes of Mental Health Dilemma 

 One of the primary factors which participants associated with their mental health 

concern was disputes within the nuclear and extended family. A number of patients spoke about 

marriage disputes, arguments due to the inability to provide for the family, and family members 

not speaking to each other.  Another cause was their financial crisis due to the freeze in 

construction projects, in which participants were employed. Participants stated the difficulty they 

had in finding employment and the stress it has caused them as they struggle to make ends 

meet.  Not being able to provide for their families caused a number of men to lose their identity 

as the main provider of the household, resulting in depression.  Other causes of mental health 

concerns included their diagnosis with high blood pressure and diabetes. Both males and 

females stated that after these diagnoses, their self-worth decreased.  

Reasons for Accessing Mental Health Services from Agape 

Agape is composed of, in the primary investigator’s opinion, a culturally sensitive 

environment which properly attends to the mental health and physical needs of Hispanics who 

seek their services. The clinic is well aware of the needs of the population they serve and 

accommodates the needs of predominantly Spanish speakers.  Patients at the clinic are greeted 

by a Spanish speaking intake specialist who conducts the initial assessment in Spanish.  

Questionnaires, medication directions, and health information are available in Spanish and 

English, depending on the patient’s language preference.  A translator is paired with health care 

providers who do not speak Spanish.  Although not fluent, most health care providers are able 

to speak some Spanish with the patients.  Especially during this economic crisis, some patients 

are unable to contribute a donation, despite this fact; Agape does not turn patients away.   
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CHAPTER 5 
 

SUMMARY OF FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS 
 

5.1 Summary of Purpose and Objectives 
 

There were two main purposes why this study was conducted: to identify whether there 

was a relationship between acculturation and utilization of mental health services among U.S. 

born and non-U.S. born Hispanics in the United States; and to identify factors, which lead U.S. 

born and non-U.S. born Hispanics to seek and utilize mental health services.   Before initiating a 

discussion of the results, it is important to note that objectives 2 and 4 were aborted due to the 

fact that there was no U.S. born participants in the study. Additional objectives were added to 

make up for the deletions.  

5.1.1 Summary of Objective 1 

The majority of the participants were females (n= 41, 63.1%). The mean age of 

participants was 40.6 years (SD= 10.6 years) and ages ranged from 23 to 67. All participants 

were non-U.S. born Hispanics with the greater part indicating that they were born in Mexico. 

The preponderance of the participants indicated that they were not resistant to mental health 

services (n= 49, 75.4%).  Half of participants also indicated that their family members were 

supportive in finding mental health assistance (n= 33, 50.8%).  Figure 1.1 illustrates the range of 

responses.   

Barriers to Mental Health Services 

 Under objective one, the barriers to mental health services were also assessed. When 

asked “What are the barriers you encountered when searching for mental health services?”, the 

majority of participants noted that the main barrier encountered was being unaware of a mental 

health concern (n=32, 72%). The second most common barrier was being unaware of where to 

access mental health services (n=21, 32.3%). 
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Other common barriers included: the combination response of no health insurance and did not 

know where to find mental health services (n=32, 13%); the need for transportation (n=32, 3%); 

and language difficulties (n=32, 3%). Figure 1.2 illustrates the full range of responses. 

Implication 

  Women continue to access mental health services at a greater rate than males. 

Unfortunately, males are four times more likely to die from suicide and less likely to seek help for 

depression (National Alliance on Mental Health Illness, 2003). Research has indicated that males 

are less likely to seek mental health services for their mental health problem (Grant & Potenza, 

2006).  Similar to the literature, the results support that Hispanics lack information about mental 

health concerns; do not have health insurance to cover the cost; and do not know where to find 

mental health services. Bierman, Magari, Jette, Splain, and Watson (1998) have written about 

how the lack of health care insurance prevents Hispanics from seeking health care service, but 

when a person does not know that he or she is suffering from a mental health concern, this 

becomes yet another barrier(As cited by the National Council of La Raza).  Even though it is 

commonly thought that Hispanics are resistant to mental health services, the findings of this study 

do not support it. The lack of resistance may be attributed to the lack of understanding that he or 

she has a mental health problem.  

Recommendation  

 Amongst Latino males, it is recommended that the health care provider build a trusting 

relationship with the male patients before discussing mental health services to prevent resistance 

to mental health treatment. Agape uses a collocation model of integrated health care, in which 

both general health care providers and mental health providers are located at the same 

premises (Hogg Foundation, 2007). With this kind of model the trusting relationship between the 

health care provider and the patient has already been established. Therefore, this makes it 

much easier for patients to access mental health services, without having to be referred 

somewhere else.  It is also recommended that male patients be asked whether they would prefer 
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to see a female or male mental health provider. To guide this process, Kilmartin (2005) offers 

some pointers on how to communicate with males about depression, without being intrusive with 

their sense of masculinity. Kilmartin (2005) suggests using terms like: courage, assertiveness, 

facing a challenge to describe the actions taken by the patient to seek help for their mental health 

problem. It is also advised to steer away from “feminine-defined” terms and use language that 

males would associate better with.  Clinics like Agape could design classes in which information 

about depression, suicide, and anxiety could be discussed by health care providers, social 

workers, or psychiatrists. Education about mental health illnesses is necessary for this particular 

population. General information such as: what is depression, what types of depression exist, 

symptoms of depression, treatment options, and specific community resources with eligibility 

requirements will help them understand what changes are taking place in their bodies and how to 

address those. NIMH (2009) has created pamphlets with this information catered to women. 

Although the information is beneficial, it is recommended that more information is provided aside 

from offering pamphlets. Education about mental health services could also be broadcasted on 

public service announcements on Spanish radio stations and Spanish television channels. This is 

of particular importance, since all participants chose to be interviewed in Spanish.  

5.1.2 Summary of Objective 3 

When participants were asked why they returned for mental health services, slightly more 

than half (n=34, 52.3%) of participants chose “Other” as their response. Responses for “Other” 

included: All of the above (n=34,17.6%,) (includes: doctors, psychiatrist, inexpensive fee for 

services, and staff), felt better (n=34, 35.3%) inexpensive (n=34,11.76%,), first time at Agape 

(n=34,14.7%,), medication included with services (n=34, 8.8%,), and having hope of feeling better 

(n=34, 11.7%). Figure 1.4 illustrates the range of responses. 

Implications  

It seems that patients seek services from Agape because of its diverse range of services 

provided, which meet their unique and individual needs. A third seem to indicate that they return to 
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Agape because they felt better. This implies that the patient is taking the medication and feels 

better and continues coming back for services.  Responses also imply that respondents (n=34, 

17.6%) benefit from all the services provided by Agape personnel (doctors, psychiatrist, 

inexpensive fee for services, and staff) and the affordability of services. It is important to take 

this information into account since Aguilar-Gaxiola (2005) noted the issue of recidivism, with 

70% of Hispanic patients who seek mental health services not continuing treatment after their 

initial visit (As cited by the National Council of La Raza, 2005). Unfortunately, there is little 

information on why there is such a high recidivism among Hispanics. The reasons participants 

gave may offer insight to finding strategies to reduce the high percentage of recidivism.  

Recommendations 

One of the goals that the National Congress for Hispanic Mental Health expressed in their 

national agenda in 2000, was the development of an information and referral system which 

included the core values known as FUERSA which stand for: focus on cultural competence, 

utilizing the community, every domain specific, reinforce cultural values, strength-based, across 

ages (U.S. DHHS, n.d., b). FUERSA is an acronym used to summarize the core values of the 

(NCHMH); this translates to “strength” in English.  Social Workers, psychiatrists, and general 

health care providers should be aware of the community resources available in their area. This is 

especially important for areas with a high proportion of Hispanics who are often living in poverty, 

undocumented, and/or uninsured. This study found that over 95% of the participants were not 

insured and were not offered insurance by their employer. Agencies like Agape which are 

affordable and provide a wide range of services (e.g. General health care, psychiatry, 

dermatology) should be kept in mind. It also important for social workers and other health and 

mental health care providers to know eligibility criteria of existing community services for non-U.S. 

born residents.  
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5.1.3 Summary of Objective 5 

There was not a statistically significant relationship found between resistance to mental 

health services and the following variables: PHQ-9 scores (r= .180, p= .152), suicidal ideation 

(V=.221, p= .365), self-worth (V=.235, p= .308), gender (φ = .141, p= .255) and number of years 

a person lived in the U.S. (r = .124, p= .325). 

Implications  

The following implications are made from the findings: 1.) high scores on the PHQ-9 do 

not increase or decrease the likelihood of being resistant to mental health services; 2.) having 

suicidal ideation does not increase or decrease the likelihood of being resistant to mental health 

services; 3.) a having low self-worth does not increase or decrease the likelihood of a person 

being resistant to mental health services; 4.) there are no gender differences in resistance to 

mental health services.; and 5.)the number of years a person lives in the U.S. does not increase 

or decrease the likelihood of being resistant to mental health services. 

Recommendations 

The results imply that mental health providers should not put emphasis on depression 

scores, suicide ideation, self-worth, gender, and the number of years a person lives in the U.S., 

as factors that contribute to the likelihood of a patient being resistant to mental health services. 

One of the factors contributing to the lack of resistance to mental health services may be due to 

the strong relationship that is formed between the patient and the health care provider at the 

Agape clinic. This relationship is built on the trust gained from the health care provider’s actions. 

The actions include: following through, seeking the most affordable follow-up services, 

accommodating to the patient’s native language, and continuity of care (i.e. receiving services 

from the same health care provider). The Agape health care providers are concerned about the 

physical, mental, and financial wellbeing of the client. Resistance to mental health services may 

be combated with building a trusting relationship with the patient.  
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5.1.4 Summary of Objective 6 

There was not a statistically significant relationship between PHQ-9 scores and BAS 

scores on the Hispanic dimension (r=-.142, p= .258), and the Non-Hispanic dimension (r=.007, 

p= .541). However, the weak inverse relationship between PHQ-9 scores and family support 

(τ=-.168, p= .111) are nearly significant at the .10 level appropriate for exploratory studies 

(Black, 1999). 

Implication 

The literature in the past has cited the negative effects of acculturation on the mental 

health wellbeing of Hispanics (Hovey, 2000; Smart & Smart 1995; Vega et al., 1998). With that 

being said, a relationship between acculturation and depression was expected. However, 

surprisingly, the findings showed no significant relationship between high score of depression 

and acculturation. Interestingly, though the findings imply that there is a weak inverse 

relationship between family support and having high scores of depression on the PHQ-9 

meaning that as depression increases, family support may decrease. 

Recommendations 

The findings indicate that there needs to be a re-evaluation of acculturation as a 

contributing factor to negative mental health repercussions.  It should be noted that being highly 

acculturated with the host country does not necessarily indicate higher levels of depression. 

Researchers should continue conducting studies on the relationship between acculturation and 

mental health amongst the Hispanic population to identify whether there has been a change in 

the nature of this population, and whether acculturation continues to have negative mental 

health effects. It is recommended that this study be replicated with a larger sample size. 

5.1.5 Summary of Objective 7 

There was not a statistically significant relationship between gender and level of family 

supportiveness (Cramer’s V= .521, p= .223). Additionally, there was no difference between 
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males and females on their scores on the Hispanic (t= 1.198, p=.238) and non-Hispanic (t= -

1.192, p=.239) dimensions of the BAS nor on their scores on the PHQ-9 (t= -.154, p= .878). 

Implication 

The findings suggest that acculturation and PHQ-9 scores do not differ between males 

and females. Therefore, this implies that males and females have similar levels of family 

support and acculturation levels.  Being a male or a female does not imply that a person will 

have more or less support from family members.  As well, being a male or a female has no 

implication on whether a person will be more or less acculturated.  

Recommendation 

The findings are different from expected based on the literature. It was expected that 

there would be a gender difference on the levels of family support, acculturation and 

depression. More research should be conducted on this emerging phenomenon in which gender 

differences in the sufferance of certain mental health issues seem to be disappearing. In the 

past women were more likely to suffer from depression and males were more likely to die from 

suicide, this may no longer be the case.  Research on suicidality among youth is following a 

similar trend: the gender gap seems to be closing amongst youth, with females and males being 

equally susceptible to suicidality, especially among Hispanic youth(YRBS,2007).  Researchers 

should re-assess the relationship between gender  and mental health illnesses.  

5.1.6 Summary of Objective 8 

Objective 8 was to determine if a model exists to predict the likelihood of a person being 

resistant to mental health services depending on the following variables: English Dimension of 

the BAS, Spanish Dimension of the BAS, PHQ-9 Scores, and Gender. A Binary Logistic 

Regression analysis was conducted and indicated that the model was not a good fit based on 

the Hosmer and Lemeshow Goodness-of-fit Test (χ2= 17.039,p=.017). Focusing on each of the 

four variables, none were good predictors of resistance, either by themselves or together. Table 

1.4 shows the significance of each variable. 
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Implications 

The results indicate that, contrary to previous studies, acculturation, depression, and 

gender were not good predictors of resistance to mental health services.  

Recommendations  

Mental health providers should be aware that acculturation, depression levels, and 

gender were not found to be predictors of resistance to mental health services. It is important to 

reiterate that a high percentage of participants were not aware that they were suffering from a 

mental health problem. Before focusing on the issue of resistance, it is important to educate the 

Hispanic population about their mental health well being. 

5.1.7 Summary of Objective 9 

Objective nine was to qualitatively assess patients on the following variables: 

o Barriers faced when attempting to access mental health service 

o Patient’s perception of the causation of their mental health problem 

o Reasons for accessing mental health services from Agape 

The participants in the study shared a fraction of their lives with the principal 

investigator, thus offering insight to the complex collective sphere of mental health issues 

amongst non-U.S. born Hispanics. Participants shared about the barriers they encounter when 

attempting to access metal health services, the reasons which led participants to seek out 

mental health services, and their perception of the source of their mental health problems. The 

following is a summary of the findings: 

• The leading barrier to mental health service is lack of understanding of mental  health 

problems 

• The major perceived causes of mental health issues by Hispanics include: disputes with 

nuclear and extended families, inability to financially provide for family.  
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• The main reason Hispanics access mental health services from Agape include: 1.) 

Provides a culturally sensitive environment, 2.) Agape’s staff being aware of the needs 

of Hispanics and accommodating to those needs. 

• Diagnosis of high blood pressure and diabetes seemed to have an intense impact on a 

small number of participants. 

Recommendations 

Due to the fact that a number of patients indicated that they were unaware of the 

symptoms associated with depression, it is important to educate mental health professionals of 

this fact.  It is also important to educate patients of the symptoms associated with depression 

and anxiety so that patients do not have to suffer in silence. Administration of instruments like 

the PHQ-9 should continue to form part of the initial intake process for all Hispanic patients. 

With Hispanics having such a high rate of high blood pressure, heart disease (Rugulies, 2002) 

and diabetes (DeGoot, Anderson, Freedland, Clouse, & Lustman, 2001), it is important to 

monitor their depression once diagnosed.  

Conclusions  

In view of the fact that there is a shortage of mental health providers who speak 

Spanish (Williams & Kohout, 1999), Agape has demonstrated a number of strategies which 

could be implemented in clinics as well as mental health settings which allow patients to feel 

comfortable asking for and receiving help. Strategies mentioned included:   

• Providing patients with questionnaires, medication directions, and health information in 

Spanish and English, depending on the patient’s language preference. 

• Having an interpreter paired with health care providers who do not speak Spanish is 

also beneficial to patients being able to receive appropriate treatment regardless of 

there being a mental health provider who speaks the patient’s native language.   

• Nature and tolerance of the staff is another key factor which contributes to patients 

feeling comfortable in asking for help. Staffs at Agape assess the physical, mental, and 



 

 48

financial wellbeing of patients. Staff is well informed of the available resources that 

patients are eligible for (e.g. Free eye clinic, dentist, community health programs, and 

food pantries).  

• Agape provides services to patients at an affordable price. Patients are asked for a 

donation, which is then used to buy medications for the clinic. With the donation 

provided, a patient is able to see a health care provider and receive the medications 

prescribed.  

• It is also important to reiterate the model used by Agape (integrated model) (Hogg 

Foundation, 2007), in which both general health care providers and mental health 

providers are located under the same premises. This is crucial to reduce resistance to 

mental health services, recommended by a trusted health care provider.   
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English Version  
 
1.Sex 
A. Female 
B. Male 
 
2. Age 
______ 
 
3. Where were you born? 

A. In the U.S. Of America 
B. Outside the United States of America 
 

4. How many years have you been in the USA? 
_______ Years 
_______ Months 
 
5. Were you resistant to getting mental health services? 

A. Yes 
B. No 

 
6. If you answered  “Yes” on # 5, when did you feel resistant? 

A. Before the session 
B. At the beginning 
C. In the middle of session 
D. Other 

 
7. How did you hear about mental health services at Agape? 

A. Friend(s) 
B. Family member(s) 
C. Doctor Referral 
D. Television 
E. Radio 
F. Other 

 
8. Did you come to Agape for physical or mental health care services? 
 A. Mental health care 
 B. Physical health care 
 C. Other  
 
9. Have you received mental health care at other places? 
A. Yes  
B. No 
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10. If you answered “Yes” on # 9, where did you receive mental health care? 
 
 
11. Do your family members know that you are receiving mental health care? 

A. All of my family knows 
B. Some of my family knows 
C. None of my family knows 
D. Other 

 
 
12. Were your family members supportive of you getting mental health care? 

A. Not at all 
B. Some of my family members were supportive 
C. At first they were not supportive but were supportive later 
D. Yes, my family members were supportive 
E. Other 

 
 
13. What are some barriers you encountered in accessing mental health care? 

A. No health care insurance 
B. Unaware of where to access mental health care 
C. Other 
 

 
14.  What about Agape services have kept you coming back for mental health services? 

A. The doctor 
B. The psychiatrist 
C. No charge for services 
D. The staff 
E. Other 

 
 
15. Who was the first person you spoke with about your mental health problem? 

A. Family member 
B. Friend 
C. Doctor 
D. Other  

 
16.  Do you have health insurance? 

A. Yes 
B. No 
C. Other 
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17. Has your place of employment offered you health insurance? 
A. Yes 
B. No 
C. Other 
 
 
18. If you answered “Yes”  on question 15, Did you accept it? 

A. Yes 
B. No 
C. Other 
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SPANISH QUESTIONNAIRE 
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Spanish Version  
 
1. Sexo 
A. Mujer 
B. Varón 
 
2. Edad 
________ 
 
3. ¿Donde nació? 
A. En Los Estados Unidos  
B. Fuera de Los Estados Unidos 
 
4. ¿Cuántos años ha vivido Usted en Los Estados Unidos? 
_______ Años 
_______ Meses  
 
5. ¿Se resistió Usted a recibir servicios de salud mental?  
A. Sí 
B. No 
 
6. ¿Si usted respondió “Si” en la pregunta #5, cuando se sintió resistente? 
A. Antes de la sesión 
B. Al principio de la sesión 
C. A la mitad de la sesión 
D. Algo mas 
 
7. ¿Cómo se enteró Usted de los servicios de salud mental en Ágape? 
A. Un Amigo 
B. Un miembro de su familia 
C. Referencia del médico 
D. Anuncio de televisión 
E. Radio 
F. Algo más 
 
8. ¿Usted fue a Agape para servicio de salud física o salud mental? 
 A. Salud mental 
 B. Salud física 
 C. Algo más 
 
9. ¿Ha recibido usted servicio para la salud mental en otro lugar? 
A. Si 
B. No 
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10. ¿Si usted respondió “Si” en la pregutna #8, en donde recibió cuidado para su salud 
mental? 
 
11. ¿Saben sus miembros de familia que usted recibe asistencia de salud mental? 
A. Sí, todos saben 
B. Algunos saben 
C. Ningún miembro de la familia sabe 
D. Algo más 

 
12. ¿Su familia le apoyó en su decisión de buscar asistencia de salud mental? 

A. Para nada 
B. Algunos miembros de la familia me apoyan 
C. Al principio no me apoyaron pero después si me apoyaron 
D. Sí, me apoyaron 
E. Algo más 

 
13. ¿Cuáles fueron las barreras con las que se encontró en búsqueda de asistencia de salud 
mental? 
A. Falta de Seguro de Enfermedad  
B. No sabía donde conseguir asistencia de salud mental 
C. Algo más 

 
13. ¿Que de Ágape lo hizo  regresar para los servicios de salud mental? 
A. El médico (no el psiquiatra) 
B. El psiquiatra 
C. Los servicios son gratis 
D. El personal 
E. Algo más 
 
15. ¿Quien fue la primera persona a quien Usted reveló sus problemas de salud mental? 

 

A. Un miembro de la familia 
B. Un amigo/a 
C. El médico  
D. Algo más 
 
16. ¿Tiene usted  seguro de enfermedad?  
A. Sí 
B. No 
C. Algo más 
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17. ¿Le han ofrecido seguro de enfermedad en su empleo? 
A. Sí 
B. No 
C. Algo más 
 
18. ¿Si  usted respondió “Si” en la pregunta #15, Lo acepto? 
A.  Si 
B. No 
C. Algo más 
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ENGLISH BIDIMENSIONAL ACCULTURATION SCALE  
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English Version 
Circle a number between 4 and 1 that best applies for each item. 
 
Language Use Subscale 
 
 Almost   Often   Sometimes  
 Almost 
 Always        
 Never 
4       3     2     1 

 
      
  

1. How often do you speak English? 4  3  2  1 
 
2. How often do you speak in English 

 with your friends?    4  3  2  1 
  

3. How often do you think in English?  4  3  2  1 
 
4. How often do you speak in Spanish? 4  3  2  1 
       
5. How often do you speak in Spanish 

 with your friends?    4  3  2  1 
 
6. How often do you think in Spanish?  4  3  2  1 
 

 
Linguistic Proficiency Subscale 
 
 Very    Well   Poorly    Very  
 Well         
 Poorly 
4    3   2   1  
 

7. How well do you speak English?  4  3  2  1 
        
8. How well do you read in English?  4  3  2  1 
        
9. How well do you understand 

television programs in English?  4  3  2  1 
 

10. How well do you understand  
radio programs in English?   4  3  2  1 
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11. How well do you write in English?  4  3  2  1 
 
12. How well do you understand music 

in English?        4  3  2  1 
 
 

13. How well do you speak Spanish? 4  3  2  1
        

14. How well do you read in Spanish?  4  3  2  1 
       
15. How well do you understand television 4  3  2  1 

programs in Spanish? 
 

16. How well do you understand radio  
programs in Spanish?   4  3  2  1 
       

17. How well do you write in Spanish? 4  3  2  1 
 
18. How well do you understand music 

 in Spanish?    4  3  2  1
  

 
Electronic Media Subscale 
 

Almost   Often   Sometimes  
 Almost 

Always        
 Never 
4      3     2     1 
 

19. How often do you watch television 
 programs in English?   4  3  2  1 

 
20. How often do you listen to radio 

programs in English?   4  3  2  1 
 

21. How often do you listen to music 
in English?     4  3  2  1 
   

22. How often do you watch television  
programs in Spanish?   4  3  2  1 
 
 



 

 69

23. How often do you listen to radio  
programs in Spanish?   4  3  2  1 
 
 

24. How often do you listen to music  
in Spanish?     4  3  2  1 
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SPANISH BIDIMENSIONAL ACCULTURATION SCALE  
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Spanish Version 
 

Marque  con un círculo el número entre 4 y 1 a la respuesta que  sea más adecuada para 
usted.  
 
Language Use Subscale 
 
 Casi  Frecuentemente  Algunas  Casi 
 Siempre         
         Veces  
 Nunca 
 4           3    2   1 
 
 
1.¿Con qué  frecuencia habla usted inglés?   4 3 2 1 
 
2. ¿Con qué  frecuencia habla usted en inglés   
       con sus amigos?        4 3 2 1 
 
3. ¿Con qué  frecuencia piensa usted en inglés?  4 3 2 1 
 
4. ¿Con qué  frecuencia habla usted español?   4 3 2 1 
  
5. ¿Con qué  frecuencia habla usted en español  
       con sus amigos?      4 3 2 1 
 
6. ¿Con qué  frecuencia piensa usted en español?  4 3 2 1 
 
Linguistic Proficiency Subscale  
 

Muy bien  Bien  No muy bien  Muy mal 
4   3  2   1  

 
7. ¿Qué tan bien habla usted inglés?    4 3 2 1 
 
8. ¿Qué tan bien lee usted en inglés?    4 3 2 1 
 
9. ¿Qué tan bien entiende usted los programas 
 de televisión en inglés?      4 3 2 1 
 
10. ¿Qué tan bien entiende usted los programas 
 de radio en inglés?      4 3 2 1 
 
11. ¿Qué tan bien escribe usted en inglés?   4 3 2 1 
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12. ¿Qué  tan bien entiende usted música en inglés?  4 3 2 1 
 
13. ¿ Qué tan bien habla usted español ?   4 3 2 1 
 
14. ¿ Qué tan bien lee usted español?    4 3 2 1 
 
15. ¿ Qué tan bien entiende usted los programas  
de televisión en español ?     4 3 2 1 
 
16.  ¿ Qué tan bien entiende usted los programas  
de radio en español ?      4 3 2 1
     
17. ¿ Qué tan bien escribe usted en español ?   4 3 2 1 
 
18. ¿ Qué tan bien entiende usted música en español ? 4 3 2 1 
 
Electronic media Subscale  
 

Casi  Frecuentemente  Algunas  Casi 
Siempre     Veces   Nunca 
4           3    2   1 

 
 
19.¿Con qué  frecuencia ve usted programas    
 de televisión en inglés?     4 3 2 1 
 
20. ¿Con qué  frecuencia escucha usted programas    
de radio en inglés ?        4 3 2 1 
 
21. ¿Con qué  frecuencia escucha usted música en inglés? 4 3 2 1
  
22. ¿Con qué  frecuencia ve usted programas     

de televisión en español ?     4 3 2 1
   
23. ¿Con qué  frecuencia escucha usted programas 
 de radio en español ?      4 3 2 1     
   
24. ¿Con qué  frecuencia escucha usted música en español? 4 3 2 1 
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SPANISH PATIENT HEALTH QUESTIONNAIR 9 
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ENGLISH MOOD QUESTIONNAIRE 
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APPENDIX L 
 
 

SPANISH MOOD QUESTIONNAIRE  
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ENGLISH CONSENT FORM 
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SPANISH CONSENT FORM 
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ENGLISH HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT FORM 
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SPANISH HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT FORM 
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ENGLISH MENTAL HEALTH FLYER 
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SPANISH MENTAL HEALTH FLYER 
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