
 
 
 
 

ENGAGEMENT AND RETENTION IN DEPRESSION TREATMENT 
AMONG HISPANICS IN AN INTEGRATED HEALTH CARE 

INTERVENTION: A MIXED METHODS ANALYSIS 
 

 

by 

BRITTANY HERNANDEZ EGHANEYAN 

 

 

 

DISSERTATION 

Submitted in partial fulfillment of the requirements  
for the degree of Doctor of Philosophy at  

The University of Texas at Arlington 
May 2020 

 
 

Arlington, Texas 
 

 
 
Supervising Committee: 
 
 Katherine Sanchez, Supervising Professor 
 Philip Baiden 
 Robert Matthew Brothers 
 Leopoldo Cabassa 
 Diane Mitschke 

 



Copyright by 
Brittany Hernandez Eghaneyan 

2020 



iii 

ABSTRACT 

 
Engagement and Retention in Depression Treatment among Hispanics  

in an Integrated Health Care Intervention:  
A Mixed Methods Analysis 

 

Brittany Hernandez Eghaneyan, Ph.D. 

 

The University of Texas at Arlington, 2020 

 

Supervising Professor: Katherine Sanchez 

 

Disparities in the underutilization of mental health services remain prominent among 

Hispanics in the United States. While integrated health care models can contribute to the 

elimination of mental health care disparities experienced by Hispanics, more research on how 

patient-level factors impact engagement and retention within these models is needed. The current 

study was a secondary data analysis informed by an integrative framework based on Andersen’s 

Behavioral Model of Health Service Use (1968) to examine what factors are associated with 

Hispanics’ depression treatment engagement and retention in an integrated health care 

intervention that took place in a community clinic. Utilizing a convergent mixed methods design, 

quantitative (N = 150) and qualitative (n = 22) data were collected and analyzed separately with 

a merging of results to provide a more in-depth and holistic understanding of treatment 

participation with the Depression Care Manager (DCM) among study participants. Participants 

were highly engaged in treatment with an average number of sessions of 11.90 (SD = 6.97) and 

76% completing treatment. Results of the quantitative analysis demonstrated that greater mental 

health literacy and having a comorbid physical health condition were associated with a higher 
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number of sessions with the DCM. Qualitative results revealed several themes related to 

treatment engagement (recognizing the need for treatment, perceptions of depression, and 

treatment, values, and access) and retention (satisfaction with treatment, support systems, and 

barriers to treatment). Taken together, these results highlight the importance of screening patients 

for depression, educating patients throughout treatment, and providing culturally and 

linguistically competent services to improve access and satisfaction with treatment. Future 

research should continue to examine patient level-factors and experiences to understand how 

integrated health care models can be developed and implemented to address barriers to care, 

leading to increased participation, improved outcomes, and the elimination of mental health 

disparities experienced by Hispanics. 
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CHAPTER 1 

INTRODUCTION & LITERATURE REVIEW 

  
Problem Statement and Rationale 

 Hispanics are the largest minority group in the United States, accounting for 18% of the 

total population, and are projected to make up more than a quarter of the nation’s total 

population by 2060 (Colby & Ortman, 2015). While Hispanics demonstrate lower prevalence of 

mental illnesses compared to those of their non-Hispanic, White counterparts (Hernandez, Plant, 

Sachs-Ericsson, & Joiner, 2005), research has consistently demonstrated disparities in utilization 

and quality of mental health care for Hispanic populations. In a review of epidemiological 

studies over a decade ago, Cabassa, Zayas, and Hansen (2006) found that compared to non-

Hispanic Whites, Hispanics underutilize mental health services, report greater delays in receiving 

mental health care, are less likely to be satisfied with the mental health care they receive, and are 

less likely to use specialty mental health care services. Recent data from the 2017 National 

Survey on Drug Use and Health demonstrate that mental health service utilization disparities 

remain, with only 32.6% of Hispanics with any mental illness reported receiving some type of 

mental health treatment within the past year compared to 48.0% of Whites (National Institute of 

Mental Health, 2019).  

 Mental health and substance use disorders are the leading cause of disability worldwide 

(Whiteford et al., 2013). Depression, specifically, is the leading cause of disability in the United 

States, resulting in growing economic burden due to direct medical costs, workplace costs, and 

suicide-related mortality costs (Greenberg et al., 2003; Greenberg, Fournier, Sisitsky, Pike, & 

Kessler, 2015; Merikangas et al., 2007). Disparities in access to care and quality treatment 



 

2 

among Hispanics lead to a disproportionate burden of disability associated with worse mental 

and physical health outcomes (Cabassa et al., 2006, Hinton & Arean, 2008; Marin, Escobar, & 

Vega, 2006). While integrated health care models offer an opportunity to increase access and 

decrease disparities associated with mental health care utilization  for Hispanics (Arean et al., 

2005; Arean et al., 2008; Bridges et al., 2014), retention in these models remains a challenge 

with as few as 28-52% of Hispanic patients attending sessions beyond their initial visits (Bridges 

et al., 2014; Camacho et al., 2015) and indicates that barriers to treatment remain. 

Specific Aims 

The objective of the current study is to address a gap in the literature by examining what 

factors are associated with Hispanics’ engagement in mental health care and retention in 

integrated health care models. This objective will be accomplished by pursuing the following 

specific aims:  

1) Evaluate the impact of sociodemographic and psychological factors on mental health 

treatment participation among Hispanics with depression enrolled in an integrated health care 

model with the following questions: 

a. What predisposing, enabling, and need factors are associated with treatment engagement 

(i.e., the number of visits with the Depression Care Manager) among participants? 

b. What predisposing, enabling, and need factors are associated with treatment retention 

(i.e., completion of their treatment plan with the Depression Care Manager) among 

participants? 

2) Explore the experience of mental health treatment usage among Hispanics with depression 

enrolled in an integrated health care model with the following questions: 
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a. Why do participants choose to engage in treatment? 

b. Why do participants choose to remain in treatment and what barriers do they encounter 

during their participation? 

3) Compare the quantitative and qualitative results among participants to enhance the 

understanding of treatment participation among Hispanics with depression receiving 

treatment in an integrated health care model. 

Utilizing a convergent mixed methods design, this study will provide a more in-depth 

understanding of factors impacting Hispanics’ treatment uptake within an integrated health care 

model. Results of the study can inform the development and best practices of models to address 

barriers to care, leading to increased participation, improved outcomes, and the elimination of 

mental health disparities experienced by Hispanics. 

Literature Review 

Mental Health Disparities Experienced by Hispanics 

Overview. According to the Centers for Disease Control and Prevention (CDC), health 

disparities are defined as the differences in health outcomes or health determinants between 

populations (Meyer, Yoon, & Kaufman, 2013). When examining health disparities in the United 

States, research often focuses on the differences between the majority population (non-Hispanic 

Whites) compared to minority populations. In 2001, the Surgeon General released a report titled 

Mental Health: Culture, Race, and Ethnicity, A Supplement to Mental Health: A Report of the 

Surgeon General highlighting disparities in mental health services experienced by racial and 

ethnic minorities including less access to available mental health services, less likely to receive 
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needed mental health care, receiving poorer quality of care, and under-representation in mental 

health research. 

The lifetime prevalence of psychiatric disorders among Hispanics has been estimated to 

be 28.1% for men and 30.2% for women (Alegria et al., 2007b), while overall prevalence of 

depression is estimated to be 27.0% (Wassertheil et al., 2014). However, despite these rates of 

mental health problems, significant barriers remain for access and quality of mental health care. 

Using nationally representative data, Alegria et al. (2008) found that Hispanics were significantly 

less likely than non-Hispanic Whites to receive access to any mental health treatment even after 

adjustment for poverty, insurance and education variables. These disparities remain persistent 

with survey data from 2014 showing that despite an increasing rate of mental health treatment 

among those meeting criteria for serious psychological distress in the past year, racial/ethnic 

minority respondents continued to receive treatment at substantially lower rates than Whites 

(Creedon & Le Cook, 2016). Moreover, recent data from the Substance Abuse and Mental 

Health Services Administration (SAMHSA) (2015) reported that compared to White adults, 

Hispanic adults with any mental illness are less likely to use outpatient mental health services 

(25.7% vs. 16.6%) and prescription medications to treat mental illness (41.0% vs. 22.4%). For 

those that do initiate outpatient and antidepressant mental health treatment, Hispanics are more 

likely to discontinue treatment prematurely (Olfson et al., 2009; Olfson, Marcus, Tedeschi, & 

Wan, 2006). 

Factors associated with disparities. Disparities in mental health care treatment for 

Hispanics result from a complex set of sociodemographic, structural, and cultural factors. In 

terms of sociodemographic variables, research utilizing nationally representative samples of 
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Hispanics have found that age, gender, education, marital status, employment, income, insurance 

coverage, and citizenship status are associated with mental health care use (Berdahl & Torres 

Stone, 2009; Cho, Kim, & Velez-Ortiz, 2014, Lee & Matejkowski, 2012). Survey data from 

2008 to 2012 demonstrated that cost and/or inadequate insurance coverage was the most 

frequently cited reason for not using mental health services among Hispanic adults who had an 

unmet need (SAMHSA, 2015). This finding is consistent with research that has shown having 

insurance to be the strongest predictor in the utilization of mental health services by Hispanics in 

the past 6 to 12 months (Chang & Biegel, 2017; Rosales & Calvo, 2017). However, a lack of 

congruence between patterns of insurance coverage and patterns of access to care suggest that 

gains in insurance coverage alone are not enough to create meaningful reductions in mental 

health treatment disparities and unique access barriers remain for Hispanics and other 

racial/ethnic minorities (Creedon & Le Cook, 2016). 

Sociocultural factors (i.e., factors related to a person’s social and cultural group status) 

also play an important role in the use of mental health services among Hispanics. Fewer years in 

the United States, being foreign-born, and being primarily Spanish speaking are associated with 

less mental health service use (Alegria et al., 2007a; Keyes et al., 2012). The effect of these 

cultural factors on service use may be explained by the restricted use of public insurance 

programs, inability to obtain jobs that offer health insurance/complete applications for health 

insurance, and/or the limited availability of linguistic/culturally matched mental health clinicians 

(Alegria et al., 2007a; Keyes et al., 2012). Stronger ethnic identity and lower levels of 

acculturation to Anglo-American culture are also associated with less mental health service use 

(Burnett-Zeigler, Lee, & Bohnert, 2018; Keyes et al., 2012). This relationship may be mediated 
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by a greater identification with traditional ethnic values such as fulfilling family obligations, 

being hard-working, and being able to cope with one’s problems that are seen as conflicting with 

seeking formal mental health services (Mascayano et al., 2016; Yang et al., 2014). 

Stigma is also a significant barrier to mental health care for Hispanic populations. The 

term stigma refers to negative attitudes and beliefs that motivate individuals to fear, reject, avoid, 

and discriminate against people with mental illness (Corrigan & Penn, 1999). While stigma 

affects people’s help-seeking behaviors, ability to recognize the existence of a mental health 

problem, treatment engagement, and premature discontinuation of treatment for society in 

general, these consequences may impact certain groups, including ethnic minorities, 

disproportionately (Alvidrez, Snowden, & Kaiser, 2008; Clement et al., 2015; Corrigan, Druss, 

& Perlick, 2014; Sirey et al. 2001a; Sirey et al. 2001b). Among Hispanics, stigma has been found 

to be negatively associated with the desire to engage in mental health care, disclosure of mental 

illness to family and friends, management of depression symptoms, and adherence to 

antidepressant medications (Interian, Martinez, Guarnaccia, Vega, & Escobar, 2007; Nadeem et 

al., 2007; Vega, Rodriguez, & Ang, 2010). Compared to White and Black Americans, a higher 

percentage of Hispanics report concerns of prejudice and discrimination as reasons for not using 

mental health services (SAMHSA, 2015). 

Finally, the intersection of race/ethnicity and mental illness, each associated with its own 

prejudice and discriminatory experience, can be experienced as living with multiple stigmatized 

identities (Turan et al., 2019). This ‘intersectional stigma’ may increase the burden of mental 

illness as well as the challenges in seeking adequate care (Gary, 2005; Turan et al., 2019). For 

example, Cabassa et al. (2014) found that Hispanics with serious mental illness often had their 
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physical complaints dismissed and ignored by medical providers because of the multiple biases 

and prejudices associated with the patients’ mental health and minority status. Despite these 

intersecting forms of stigma being a common reality, their mechanisms and combined effects 

remain poorly understood (Turan et al., 2019). More research is needed to understand the impact 

of stigma on mental health care use among Hispanics, particularly when considering other salient 

factors including marginalization and discrimination due to ethnic minority status. 

Integrated Health Care Models 

 Overview. Integrated health care models are one way in which people can access mental 

health services and occur when “mental health specialty and general medical care providers work 

together to address both the physical and mental health needs of their patients” (Butler et al., 

2008, p. 1). Rather than referring patients to outpatient mental health services, primary care 

settings implementing these models of care will work with mental health practitioners in the 

same setting to treat patients’ mental illnesses. These models of care can take numerous forms, 

with Doherty, McDaniel, and Baird (1996) providing the first classification of these models 

based on a continuum organized by level of collaboration and integration. In their original 

framework, Doherty et al. (1996) proposed five levels: minimal collaboration, basic 

collaboration from a distance, basic collaboration onsite, close collaboration/partly integrated, 

and fully integrated. Using Doherty et al.’s original framework as well as other proposed 

classifications such as Blount (2003), the standardized framework by Heath, Wise Romero, and 

Reynolds (2013) contains six levels across three main categories: coordinated care, co-located 

care, and integrated care, each with key elements including communication, proximity, and 

practice change. 
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 Integrated health care models to treat common mental disorders, such as anxiety and 

depression, within general medical/primary care settings are largely based on the Chronic Care 

Model (CCM) by Wagner, Austin, and Von Korff (1996). The CCM includes five key elements 

to improve outcomes for chronically ill patients: the use of plans and protocols, the 

reorganization of practice to meet patient needs, patient education based on the patients' needs, 

an expert system to administer provider education and consultation, and supportive information 

systems to assist with outcome monitoring, care planning, reminders, and feedback. True 

implementation of the CCM requires a model of care beyond coordination and co-location. The 

fully integrated model of care, referred to as collaborative care, is the collaboration of primary 

care providers and specialty mental health care providers to develop and adjust treatment plans 

based on the measurement of symptom-related outcomes with the use of care managers, 

proactive follow-up, and systematic tracking of outcomes (Thielke, Vannoy, & Unutzer, 2007; 

Unutzer, Schoenbaum, Druss, & Katon, 2006). 

 An essential element of collaborative care programs is the use of care managers who are 

often trained nurses, social workers or psychologists who serve as the behavioral health provider 

within the model (Unutzer et al., 2006). Care managers work to support effective collaboration 

between patients, primary care providers and consulting psychiatrists while also providing 

intervention specific care including patient education, regular follow-up contacts, brief 

psychotherapy, and participation in team meetings (Thielke et al., 2007, Unutzer et al., 2001). 

Through their systematic tracking of clinical outcomes, care managers work with the care team 

to facilitate treatment changes according to evidence-based treatment guidelines (Thielke et al., 

2007). According to the AIMS (Advancing Integrated Mental Health Solutions) Center (2019), 
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behavioral interventions offered by care managers should be brief, patient-centered, structured, 

relevant to diverse patient populations, and have substantial research evidence base. 

Interventions commonly used among care managers include Problem Solving Therapy-Primary 

Care (PST-PC; Mynors-Wallis, Gath, Lloyd-Thomas, & Tomlinson, 1995), Cognitive Behavioral 

Therapy (CBT; Weisberg & Magidson, 2014), Interpersonal Counseling (IPC; Weissman et al., 

2014), and Behavioral Activation (BA; Hopko, Lejuez, Ruggiero, & Eifert, 2003).  

 Effectiveness. Given the various levels of integrated health care models and wide 

variability of settings in which they are implemented, it is challenging to generalize about their 

effectiveness on patient, cost, and provider outcomes. However, in general, integrating mental 

health into primary care settings has led to significant improvements in symptom severity, 

treatment response, and remission across integration levels (Butler et al., 2008). Collaborative 

care, specifically, has demonstrated the strongest evidence for effectiveness compared to usual 

care (referral to specialist mental health services). A systematic review of 90 randomized 

controlled trials comparing collaborative care to usual care concluded that the model leads to 

significantly greater improvements in depression and anxiety outcomes (Archer et al., 2012). 

Collaborative care also improves many secondary outcomes including medication use and 

adherence, response to treatment, mental health quality of life, and patient satisfaction (Archer et 

al., 2012, Thota et al., 2012). 

 Integrated health care models can contribute to the elimination of mental health 

disparities by being more accessible and less stigmatizing than receiving services from specialty 

mental health care services (Sanchez et al., 2012). Not only are Hispanics more likely to receive 

mental health services in primary care settings (Cabassa et al., 2006), there are many elements of 
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integrated health care models that may lead to increased engagement in care including trusting 

relationships with primary care providers, warm handoffs to behavioral health specialists, and 

culturally competent behavioral health interventions (Manoleas, 2008). In an early review of 

depression treatments for Hispanic adults in primary care settings, Cabassa and Hansen (2007) 

found that treatments were more effective in reducing depression, improving functioning, and 

increasing accessibility to guideline-congruent care when they employed key components of a 

collaborative care model including systematic screening; culturally and/or linguistically adapted 

patient education materials; manualized psychosocial treatments delivered by trained clinicians; 

a collaborative, interdisciplinary approach to treatment decision-making; and the use of 

standardized measures to monitor treatment progress and guide treatment decisions. However, 

while promising, these results represent only a small number of clinical trials which were 

conducted under rigorous study conditions (Cabassa & Hansen, 2007). While the passage of the 

Patient Protection and Affordable Care Act of 2010 and its mandate to integrate services should 

result in increased opportunity to provide mental health care services and eliminate disparities in 

terms of access and quality (Kuramoto, 2014), more research is needed to understand what 

factors lead to increased engagement and retention in real-world treatment settings among the 

Hispanic population.   

Hispanics and Integrated Health Care 

 Efficacy. One of the first and largest trials examining the impact of collaborative care 

was Project IMPACT (Improving Mood: Providing Access to Collaborative Treatment for Late-

Life Depression), which focused on the treatment of depression among older adults through a 

collaborative and stepped care approach (Unutzer et al., 2001). While the IMPACT trial was 
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largely comprised of White participants (77%), analyses comparing ethnic subgroups found that 

the intervention effects found in White participants were of a similar magnitude to those in 

minority participants, with older minorities who received collaborative care demonstrating better 

improvements in depression severity, higher rates of treatment response, and significantly higher 

rates of remission compared to minorities in usual care (Arean et al., 2005). Among Hispanics 

specifically, compared to usual care, those enrolled in collaborative care were significantly more 

likely to use psychotherapy (42% vs. 12%), use antidepressants (68% vs. 44%), and report 

greater satisfaction (72% vs. 45%) (Arean et al., 2005). Another trial examining collaborative 

care treatment in older adults (PROSPECT: Prevention of Suicide in Primary Care Elderly: 

Collaborative Trial) also found that the intervention had comparable effects between minority 

and White patients. However, the researchers found that the intervention ceased to benefit 

minority patients by the 18-month follow up, whereas White patients continued to benefit at 24 

months (Bao et al., 2011).  

 While the IMPACT and PROSPECT trials showed promising results for minority 

patients, including Hispanics, the samples were limited to only English speakers and the 

interventions did not include any cultural adaptations for minority patients (Arean et al., 2005; 

Bao et al., 2011). One early trial implementing components of collaborative care that included 

cultural adaptations was the Partners in Care (PIC) study (Wells et al., 2000). The PIC study 

implemented a practice-initiated quality improvement (QI) intervention to increase access and 

adherence to both therapeutic and medication treatment for depression in diverse managed 

primary care settings. Cultural adaptations for minority patients included materials available in 

both English and Spanish, the presence of minority providers in patient education videos, and 
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training and supervision for providers (Miranda et al., 2003c). Results of the study demonstrated 

that Latino patients receiving care in the clinics that implemented the QI interventions had higher 

rates of appropriate depression care and lower rates of probable depression compared to Latinos 

in the usual care clinics at the 6 and 12 month follow-ups (Miranda et al., 2003c). The 

intervention also demonstrated potential to decrease disparities by markedly improving clinical 

outcomes among minorities relative to Whites at the 12 month and 5 year follow up time points 

(Miranda et al., 2003c; Wells et al., 2004). 

 Like the PIC study, other studies have also compared the effects of integrated health care 

across ethnic groups in more broad samples (compared to the older adult samples previously 

examined in the IMPACT and PROSPECT trials). In a sample of adult and children participants 

receiving integrated health care services within a Federally Qualified Health Center (FQHC), 

Bridges et al. (2014) found that both Hispanic and non-Hispanic Whites demonstrated clinically 

meaningful improvement in depression symptoms. In a large sample of adult patients within a 

multisite clinical practice, Angstman et al. (2015) found that minority patients in collaborative 

care had significantly improved outcomes at 6 months compared to those who received usual 

care (50.3% reaching remission compared to 10.2%). The researchers also found that for patients 

enrolled in usual care, minorities had significantly lower odds of achieving remission status and 

higher odds of having persistent depression symptoms compared to non-Hispanic White patients 

at the 6-month follow-up. However, no significant differences between ethnic groups were found 

at the 6-month follow-up in the group that received collaborative care management, 

demonstrating the intervention’s ability to eliminate outcomes disparities experienced by 

minority groups (Angstman et al., 2015). Both Bridges et al. (2014) and Angstman et al. (2015) 
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utilized retrospective chart review, demonstrating the effectiveness of these interventions 

implemented in real-world clinical settings. 

 While the previously described studies were implemented across diverse patient 

populations, several studies have demonstrated the efficacy of integrated health care models that 

are specifically targeted towards racial and ethnic minority populations. Early trials targeting 

impoverished ethnic minority groups tested different culturally adapted integrated health care 

models to improve engagement and depression outcomes. In one trial by Miranda et al. (2003a), 

the researchers found that for Spanish speaking patients (39% of the total sample), adding 

supplemental case management services to CBT significantly improved depression outcomes 

compared to receiving CBT alone. In another trial focusing on low-income minority women 

(50% Latina and 44% Black), Women Entering Care (Miranda et al., 2003b), the intervention 

tested whether offering guideline-congruent care (in the form of antidepressant medication and 

psychotherapy) in the women’s primary locations of care would lead to better improvements in 

depressive symptoms compared to referrals to community mental health services. The 

intervention also consisted of components to specifically engage the target population including 

educational meetings, bilingual providers, materials in Spanish, enhanced outreach, 

transportation to services, and childcare funds. Results of the study showed that women in the 

medication and psychotherapy interventions had significantly lower depressive symptoms 

compared to those referred to community services at the 6 and 12-month follow-ups (Miranda et 

al., 2003b; Miranda et al., 2006). 

More recently, studies with interventions/models of care specifically targeted towards 

Hispanic populations have also provided evidence for the model’s efficacy. Integrated health 
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care models utilizing bilingual depression care managers and other cultural adaptations, 

including a depression education intervention, have led to significant improvements in 

depression symptomology among Hispanic adults (Camacho et al., 2015; Eghaneyan, Sanchez & 

Killian, 2017; Sanchez & Watt, 2018; Sanchez, Killian, Eghaneyan, Cabassa, & Trivedi, 2019). 

When compared to usual care, a culturally-tailored collaborative care intervention for depression 

among low-income Hispanics (PACT: Patients, Providers, and Clinics Together to Improve 

Depression Care) that included bilingual depression care specialists and a manualized, culturally-

adapted Cognitive Behavioral Therapy intervention exhibited significant superiority in 

decreasing depression symptom severity, increasing the number of patients who reached 

remission status, and increasing the odds of receiving patient-preferred care (Dwight-Johnson et 

al., 2010; Lagomasino et al., 2017). 

 Culturally adapted integrated health care models have also been tested for Hispanics with 

depression and comorbid conditions. Adaptations of the IMPACT model have shown to be more 

effective than usual care in reducing depressive symptoms for Hispanic patients diagnosed with 

depression and diabetes or cancer (Ell et al., 2008; Ell et al., 2010). A collaborative care 

intervention that included a socio-culturally adapted health literacy component was also effective 

in clinically significant depression symptom reductions (greater than 50% reductions) for 

Hispanics with heart disease (Ell, Oh, Lee, & Guterman, 2014). For Hispanics with comorbid 

depression and Post-Traumatic Stress Disorder (PTSD) symptoms, collaborative care has proven 

to be effective in the reduction of both depression and PTSD symptoms (Emery-Tiburcio et al., 

2019; Kaltman et al., 2019). Finally, an integrated intervention to address co-occurring mental 

health and substance misuse symptoms among Latinos was shown to be effective in reducing 
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depressive symptoms, reducing PTSD symptoms, and improving overall mental health scores at 

the 6-month follow up (Alegria et al., 2019). 

Engagement and retention. Compared to usual care, integrated health care increases 

Hispanics’ access and participation in mental health treatment (Arean et al., 2005; Arean et al., 

2008; Ell et al., 2008). Studies have reported high initial visit attendance rates with care 

managers, ranging from 74% to 87% (Ell et al., 2010; Ell et al., 2014, Lagomasino et al., 2017). 

However, these attendance rates reflect those of formal studies being implemented within health 

care settings. Other studies utilizing extracted medical record data reported a much lower initial 

visit attendance rates ranging from 36% to 53% (Hochhausen, Le, & Perry, 2011; Horevitz, 

Organista, & Arean, 2015), indicating real-world treatment uptake may still be a barrier for many 

Hispanics. 

Aside from initial engagement with a mental health treatment provider, retention in 

treatment remains a barrier among Hispanics diagnosed with mental illness (Olfson et al., 2006; 

Olfson et al., 2009). Hispanics who receive treatment in integrated health care settings are 

significantly more likely to receive minimally adequate psychotherapy treatment compared to 

enhanced usual care or co-located care (Kaltman et al., 2019; Lagomasino et al., 2017). In the 

Kaltman et al. (2019) study, 48% of patients in the integrated care intervention received 

satisfactory care (compared to 25.4% of patients who were referred to co-located mental health 

services). In the Lagomasino et al. (2017) study, 73% of collaborative care participants attended 

four or more psychotherapy visits compared to 4% of enhanced usual care participants. 

However, other research indicates that retention in these models remains a barrier. In the PIC 

study, only 30% of Hispanics in the intervention clinics were receiving appropriate care (defined 
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as 25 days of antidepressant medication or at least four psychotherapy sessions) six months after 

enrollment (Miranda et al., 2003c). One study utilizing a culturally tailored IMPACT 

intervention with Hispanic adults reported that only 51.8% of patients attended a second visit 

with the depression care manager (Camacho et al., 2015). In another study using extracted 

medical record data to analyze integrated behavioral health service attendance rates of adults and 

children found that only 28% of Hispanics attended their second scheduled appointment with the 

behavioral health provider. The same study reported that the average number of behavioral 

health visits for Hispanic participants was 1.57 (Bridges et al., 2014). Again, these findings 

indicate that retention rates in integrated health care models being implemented as part of formal 

studies may not be indicative of real-world treatment retention in settings lacking the structure of 

manualized study interventions and support of research staff. 

 Factors impacting outcomes. While research has demonstrated the efficacy of 

integrated health care models in reducing symptoms and improving patient satisfaction, less is 

known about what specific mechanisms/components of the model lead to improved outcomes. In 

a systematic review and meta-regression utilizing 34 studies, Bower, Gilbody, Richards, 

Fletcher, and Sutton (2006) found that antidepressant use significantly predicted depressive 

symptoms outcomes. However, these findings were not specific to Hispanic participants. While 

some studies with Hispanic samples have shown an increased use of antidepressant medication 

within integrated health care interventions (Arean et al., 2005; Lagomasino et al., 2017), these 

findings do not suggest causation for improved outcomes. Furthermore, in their study with 

Hispanic participants diagnosed with depression and heart disease, Ell et al. (2014) found no 

significant differences in depression symptom improvements between participants who received 
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antidepressant medication and Problem-Solving Therapy versus the group that received Problem-

Solving Therapy alone. 

 Some research has identified specific features of integrated health care models that may 

be critical in improving outcomes for patients. For example, in the previously mentioned Bowers 

et al. (2006) study, the researchers found three ‘intervention content variables’ that significantly 

predicted improvement in depressive symptoms: systematic identification to recruit patients, the 

use of care managers with a mental health background, and the provision of regular, specialist 

supervision for care managers. However, while these findings may be relevant to patients in 

general, studies focusing on Hispanic participants shed light on other important factors. In a 

secondary analysis of the PRISM-E (Primary Care Research in Substance Abuse and Mental 

Health for the Elderly) study using a subsample of Hispanic participants, Costantino, Malgady 

and Primavera (2009) found that cultural congruence (i.e. the distance between the cultural 

competence of the health care provider organization and the cultural neediness of the clients for 

which they serve) significantly correlated with symptom reduction for depression and suicidality 

at three and six months post-treatment. Given that these findings were specific to an elderly 

Hispanic sample, more research is needed to understand the importance of cultural congruence 

on younger adult and adolescent populations receiving services in integrated health care 

programs. 

 Less research has focused on factors that impact treatment uptake/engagement and 

retention within integrated health care models. Utilizing extracted medical record data for 

Hispanic participants within a federally qualified health center providing integrated mental 

health services, Horevitz et al. (2015) found that neither referral type (in-person “warm handoff” 
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vs. prescribed referral), gender or racial-ethnic match between patients and primary care 

providers or behavioral health providers, nor primary language of patients was associated with 

mental health treatment engagement with the behavioral health provider. However, Hochhausen 

et al. (2011) found that other service-related factors such as time elapsed between since the initial 

referral and the use of case managers significantly impacted the uptake of treatment among 

Latinas referred to integrated mental health services. In their review of medical record data for 

both Hispanic and non-Hispanic White patients in integrated care, Bridges et al. (2014) found 

that neither ethnicity, therapeutic alliance scores, nor global distress scores were significantly 

related to attendance of scheduled second appointment with a behavioral health provider. The 

total number of behavioral health sessions attended by patients was also not significantly related 

to age, gender, ethnicity, or whether patients received a psychiatric diagnosis at their first 

session. In the Alegria et al. (2019) study, participants who were 35 years or older, had at least a 

high school education, and didn’t have any children were more likely to complete treatment. 

Kaltman et al. (2019), found that participants were less likely to be retained in their study that 

included an integrated health care intervention as well as co-located mental health services if 

they were male, never married, employed, and had higher depression scores at enrollment. 

 Results of the preceding studies reflect quantitative findings and provide little insight as 

to what factors impact Hispanics’ engagement and retention in mental health treatment within 

integrated health care models. In order to further elucidate their quantitative findings regarding 

treatment uptake, Horevitz et al. (2015) conducted qualitative interviews with a subsample of 

patients who were referred to the behavioral health provider within an integrated health care 

model. The researchers found that contextual factors in the referral process, such as whether 
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prescribed treatment matched patients’ preferences for treatment based on their perceived causes 

of depression and if primary care physicians were directly involved in the warm handoff referral, 

influenced treatment uptake. Other important factors discussed by participants in their decision 

to attend a behavioral health visit included perceived severity or acuity of depressive symptoms, 

support of family members and/or friends, and everyday barriers such as poverty and low health 

literacy (Horevitz et al., 2015). In a study by Hansen and Cabassa (2012), the researchers 

conducted focus groups and interviews with Hispanic participants of a randomized controlled 

trial examining the effectiveness of a collaborative depression care model for low-income 

Hispanics with diabetes. In their examination of patient experiences, the researchers found that 

help-seeking for depression revolved around three steps of recognition of need, treatment 

initiation, and adherence to care, with each step being impacted by a complex interaction of 

individual, social, and organizational factors (Hansen & Cabassa, 2012). 

Summary of Gaps in the Literature 

 Integrated health care models can contribute to the elimination of mental health care 

disparities experienced by Hispanics by increasing access to care and improving depression and 

satisfaction outcomes (Arean et al., 2005; Arean et al., 2008; Dwight-Johnson et al., 2010; Ell et 

al., 2008; Lagomasino et al., 2017). While research has shed light on important intervention 

context factors that may lead to improvement in outcomes such as systematic identification of 

patients, specialized mental health training of care managers, and cultural congruence  in the 

delivery of services (Bowers et al., 2006; Constantino et al., 2009), there remains a gap in the 

literature about what factors are associated with patients’ engagement in care. Furthermore, 

retention in treatment, particularly in real-world settings without formalized study interventions, 



 

20 

remains a challenge (Bridges et al., 2014; Camacho et al., 2015). More research is needed to 

identify variables that influence treatment retention so that integrated health care models can 

address these factors in order to increase the number of patients receiving minimally adequate 

care, thus improving outcomes for a greater proportion of patients. This study will contribute to 

eliminating this gap in the literature by providing insight as to what factors impact treatment 

engagement and retention past initial visits and why Hispanic participants enrolled in an 

integrated health care model as part of a research study chose to engage and remain in mental 

health treatment. While data utilized for the current study was collected during a research trial, 

findings related to treatment participation can serve as a first step towards understanding this 

phenomenon in real-world settings. 
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CHAPTER 2 

THEORETICAL FRAMEWORK 

 
In order to examine mental health treatment engagement and retention, the current study 

is guided by perspectives from two theoretical frameworks: Andersen’s Behavioral Model of 

Health Service Use (1968, 1995), an evolving and adaptable theoretical framework that has been 

used extensively to understand the broader concept of mental health service utilization, and 

Corrigan et al.’s (2014) framework for understanding the relationship between stigma and care 

seeking. This chapter summarizes each of these theories as they pertain to Hispanics’ use of 

mental health treatment while also exploring their strengths and limitations. The chapter 

concludes with a proposed integrated theoretical model used to inform the current study. 

Andersen’s Model of Health Care Utilization 

History of Model Development 

  In his 1968 dissertation, Ronald Andersen proposed a behavioral model of health 

services use to assist in the understanding of families’ use of health services. This initial model 

was composed of predisposing, enabling, and need factors that contributed to the family unit’s 

use of health services (Andersen, 1968). Predisposing characteristics consist of demographic 

(age, gender), social structure (education, occupation, ethnicity), and health belief (attitudes, 

values, and knowledge) factors. Both community and personal/family enabling resources must 

then be present for health services use to take place. These resources include the availability of 

health personnel and facilities, income, health insurance, transportation, a regular source of care, 

and travel and waiting times. Finally, need factors consist of both perceived and evaluated need 

(Andersen, 1968). 
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 This model of health services use consists of both sociodemographic and psychological 

variables. The psychological constructs present in Andersen’s (1968) model including health 

beliefs and perceived need are similar to those found in various models of psychological 

determinants of health services use such as the Health Belief Model (Janz & Becker, 1984; 

Rosenstock, 1974). However, Andersen argues that in many contexts, enabling and need factors 

will explain more variation in health services use than health belief factors. He also 

acknowledges that the importance of health beliefs in determining specific types of health 

services use may be stronger for some diseases over others (Andersen, 1995). Regardless of the 

importance of health belief factors, Andersen maintains that need factors are the primary 

determinant of health services use, with perceived need being associated with care-seeking and 

adherence to treatment while evaluated need is more closely related to the kind and amount of 

treatment that is provided when care is sought out. However, Andersen points out that need 

factors are not devoid of social context in that perceived need is conceptualized as a social 

phenomenon that is impacted by social structure and health beliefs (Andersen, 1995). 

 After its original inception, Andersen’s model of health care utilization has undergone 

several revisions to include additional determinants and outcomes of health services use. First, 

the model was adapted for individuals to be the primary unit of analysis rather than families 

(Andersen, 1995). The model was also altered to include societal determinants that impacted the 

individual determinants (original predisposing, enabling, and need factors) both directly and 

indirectly through the health services system (Andersen & Newman, 1973). Societal 

determinants consist of both technology and norms while the health services system is comprised 

of both resources and organization factors. The use of health services outcome was also 
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expanded upon to include type, purpose, and unit of analysis measures to reflect the variability in 

determinants based on the type of health care utilized, the purpose of the care (whether to 

prevent or treat a current condition), and volume of care (whether a one-time visit or number of 

services received in a given period of time) (Andersen & Newman, 1973). 

 The model continued to evolve into its final form presented by Andersen (1995) which 

emphasizes the role of health behaviors have in determining health outcomes. In this version of 

the model, the external environment (including physical, political, and economic components), 

health care system, and individual determinants (population characteristics) influence health 

behaviors and, subsequently, health outcomes. The original use of health services outcome was 

broadened to include personal health practices such as diet, exercise, and self-care that interact 

with the use of formal health services to impact health outcomes. The inclusion of health status 

outcomes as perceived by the population (perceived health status and consumer satisfaction 

factors) and evaluated by professionals (evaluated health status factor) emphasize the importance 

of health care utilization outcomes on the health status of the population, which is particularly 

important to health policy and health reform (Andersen, 1995). Finally, the model hypothesizes 

feedback loops in which health behavior and health status outcomes affect subsequent 

predisposing and need factors. 

 Using data on the use of health services by people experiencing homelessness, Gelberg, 

Andersen, and Leake (2000) adapted Andersen’s (1995) revised model of health care utilization 

to create The Behavioral Model for Vulnerable Populations (Figure 1). Focusing on population 

characteristics of predisposing, enabling, and need factors in a recursive model that impact health 

behaviors, and subsequently health outcomes, the model includes additional factors in each 
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domain that should be considered when applying the behavioral model to the vulnerable 

populations of minorities, undocumented immigrants, children and adolescents, mentally ill, 

chronically ill, the elderly, and impoverished and homeless persons (Gelberg et al., 2000). For 

example, the predisposing domain should go beyond the traditional factors of age, gender, health 

beliefs, social structure, etc. to include variables such as acculturation, immigration status, and 

literacy. The health outcomes domain is also expanded to include several consumer satisfaction 

variables including general satisfaction, technical quality, financial aspect, access and 

availability, continuity and comprehensiveness. The authors note that some domains of the 

model will need to be tailored when the model is applied to specific vulnerable populations as 

well as when the model is applied to different types of health services use including mental 

health and substance use services (Gelberg et al., 2000). 
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Application to Hispanics’ Mental Health Care Utilization 

Utility of Andersen’s Model. While developed for general health services use, 

Andersen’s model of health care utilization is particularly relevant when examining the 

utilization of mental health care services. First, the model incorporates both psychological and 

sociodemographic determinants of health services use, both of which are factors that influence 

mental health service use (Henshaw & Freedman-Doan, 2009; Karlin et al., 2008; Wang et al., 

2005). Second, the model’s health services use outcome allows for variability in the determinants 

based on the type, purpose, and volume of care. This is an important factor to consider when 

choosing a theoretical framework for mental health care utilization given the extreme variability 

in outcomes related to this phenomenon (e.g. a one-time visit with a mental health practitioner, 
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engagement in mental health services defined by a set number of visits, and 

completion/adherence to a treatment plan). Finally, the Behavioral Model for Vulnerable 

Populations created by Gelberg and colleagues (2000) with additional individual determinants 

included in the model may be of particular use when examining the mental health care utilization 

of Hispanics who qualify as a vulnerable population in the United States by being members of an 

ethnic minority group and possibly undocumented immigrants depending on the specific 

Hispanic sub-population being studied. 

 Due to its flexible and modifiable framework, Andersen’s model is widely used when 

examining the utilization of mental health care services. Several studies have been conducted 

specifically applying Andersen’s Model of Health Care Utilization to Hispanics’ use of mental 

health services (Chang & Biegel, 2017; Cho et al., 2014; Golding & Wells, 1990; Kim, Jang, 

Chiriboga, Ma, & Schonfeld, 2010; Lee & Held, 2015; Ortega & Alegria, 2002; Rosales & 

Calvo, 2017; Vega, Kolody, & Aguilar-Gaxiola, 2001; Vera et al., 1998; Wells, Golding, Hough, 

Burnam, & Karno, 1989). These studies have primarily examined mental health service use 

within the past year, often defined by at least one visit with a professional regarding a mental 

health issue. Many of them have found support for Andersen’s (1995) hypothesis that need 

factors would be the primary determinant of mental health service use, some demonstrating that 

evaluated need (such as a psychiatric diagnosis or presence of symptoms) to be the strongest 

predictor (Cho et al., 2014; Lee & Held, 2015; Wells et al., 1989) while others have 

demonstrated the importance of perceived need variables such as self-rated mental health and 

self-recognition of perceived need (Kim et al., 2010; Ortega & Alegria, 2002; Vega et al., 2001; 

Vera et al., 1998). Other studies have found that the enabling factor of having health insurance to 
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be the strongest predictor in the utilization of mental health services by Hispanics in the past 6 to 

12 months (Chang & Biegel, 2017; Golding & Wells, 1990; Rosales & Calvo, 2017).  

 Within these studies examining Hispanics’ mental health service use within the past year, 

various definitions of predisposing and enabling characteristics are applied. This variability in 

construct operationalization leads to different statistical modeling approaches, and subsequently, 

different findings about what predisposing and enabling factors are significant predictors in 

mental health service use. For example, some studies have found gender to be a significant 

predictor of mental health service use within the past year (Cho et al., 2014; Kim et al., 2010; 

Ortega & Alegria, 2002; Vega et al., 2001) while others have not (Albizu-Garcia, Alegrı́a, 

Freeman, & Vera, 2001; Chang & Biegel, 2017; Hansen & Aranda, 2012; Lee & Held, 2015; 

Rosales & Calvo, 2017). Having insurance is categorized as an enabling factor by Andersen 

(1995) and is often present in studies utilizing versions of Andersen’s model; however, many 

studies include additional enabling factors such as income and poverty status/financial strain 

(Cho et al; 2014, Lee & Held, 2015; Ortega & Alegria, 2002; Vera et al., 1998) and social 

support (Chang & Biegel, 2017; Golding & Wells, 1990; Hansen & Aranda, 2012; Lee & Held, 

2015). In one study of Latina immigrants who had been referred for mental health services, 

Hochhausen and colleagues (2011) re-conceptualized enabling factors to be those specifically 

related to the referral process including time elapsed between referral and evaluation, completion 

of initial evaluation, and use of a case manager. All of the enabling factors were found to be 

significant in the prediction of use of mental health services, while the remaining predisposing 

and need factors entered into the model were not (Hochhausen et al., 2011). 
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 Studies using Hispanic samples have also applied Andersen’s model to different types of 

mental health service use outcomes. Among island Puerto Ricans, Ortega and Alegria (2002) 

found that self-perceived recognition of need to be the strongest predictor of psychotropic 

medication use within the last year with objective need, age, and employment also being 

significant predictors. In a sample of U.S. Hispanics, Gonzalez and colleagues (2009) also found 

need factors, including having a psychiatric diagnosis and having additional medical conditions, 

to be the strongest predictors of antidepressant use within the past year. Other significant 

predictors of antidepressant medication use in this study included predisposing variables of 

Hispanic subgroup and acculturation-nativity and enabling variables of health insurance 

coverage and financial strain (Gonzalez et al., 2009). Few studies have examined retention in 

care as an outcome determined by constructs in Andersen’s model. Ortega and Alegria (2002) 

found that gender, self-reliant attitudes, and objective need were significantly related to retention 

in mental health services among Puerto Ricans while Chang and Biegel (2017) found that 

Hispanics’ drop out of mental health services was significantly related to age, insurance status, 

and family cohesion. 

 Andersen’s model can also accommodate sociocultural factors that are relevant to 

Hispanic populations. The Behavioral Model for Vulnerable Populations (Gelberg et al., 2000) 

identifies country of birth, acculturation, immigration, and literacy variables as predisposing 

characteristics that impact health services use. In one study of Mexican Americans, individuals 

who were less acculturated to Anglo American culture were less likely to utilize mental health 

specialty services in the last six months (Wells et al., 1989). Similarly, Hansen and Aranda 

(2012) found that linguistic acculturation was significantly associated with formal mental health 
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service use within the past 12 months among Hispanic older adults. Higher levels of 

acculturation (defined by being U.S. born or foreign born with U.S. born parents) were also 

associated with increased likelihood of using antidepressants in the past year (Gonzalez et al., 

2009). Immigration-related factors including length of time in the U.S., age at immigration, and 

language proficiency have also been found to be associated with lifetime mental health service 

use among Hispanics (Keyes et al., 2012). 

 Health beliefs, including values concerning health and illness, attitudes towards health 

services, and knowledge about a disease, are considered predisposing factors in Andersen’s 

model, and have been found to be important factors in Hispanics’ use of mental health services 

(Callister, Beckstrand, & Corbett, 2011; Caplan & Whittemore, 2013; Givens, Houston, Van 

Voorhees, Ford, & Cooper, 2007; Moreno & Cardemil, 2013). However, few studies applying 

Andersen’s framework to Hispanics’ mental health service utilization include health belief 

variables. Ortega and Alegria (2002) included predisposing health belief variables regarding 

believing a mental health problem would go away, possessing a positive attitude toward mental 

health care, and self-reliant attitude towards solving an emotional problem on one’s own and 

found self-reliant attitudes to be significantly associated use of formal mental health services in 

the past year, use of psychotropic medications, and retention in care. These findings echo another 

study in which self-reliant attitudes were also found to be significantly related to mental health 

service use among a nationally representative, Hispanic sample (Berdahl & Torres Stone, 2009). 

Rosales and Calvo (2017) modified the Andersen model to include religious-oriented fatalistic 

beliefs about health and found these beliefs to be significantly associated with mental health 

service use within the past year. 
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Limitations of Andersen’s Model. Although the Andersen model of health care 

utilization is appealing in its versatility and flexibility and has been widely used in health 

research, it possesses several limitations that should be acknowledged. First, without formal 

operationalization, the framework is left open to several interpretations and definitions of the 

various constructs present in the model. As demonstrated in the preceding paragraphs, this has 

led to different adaptations and re-conceptualizations of the model, resulting in conflicting and 

inconsistent findings about what factors influence health care utilization among different 

populations. Second, while Andersen (1995) acknowledges there may be significant relationships 

between different individual determinants (such as health beliefs and perceived need), the model 

does not explicitly postulate mediation or interaction effects that may be present among these 

factors. Consequently, few studies that have used Andersen’s model to investigate mental health 

care utilization among Hispanics have examined these relationships. Hansen and Aranda (2012) 

found significant interaction effects between social support and linguistic acculturation on 

Hispanic older adult’s use of mental health services in the past year while Vega et al. (2001) 

found significant interaction effects between nativity and self-rated mental health on the use of a 

general medical provider for mental health problems in the past year. More research on the 

relationship between predisposing, enabling, and need factors within this model are needed. 

 Andersen’s model has also been criticized for its scant attention paid to cultural factors 

that may be particularly relevant to racial and ethnic minority populations (Bradley et al., 2002; 

McField, 2010). Bradley and colleagues (2002) argue that the health beliefs construct in 

Andersen’s model “may not adequately capture the breadth of psychosocial factors germane to 

race/ethnicity variations” (p. 1223) in health care use. This argument is important when 
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examining the mental health care use of Hispanics, who more often endorse causal beliefs about 

mental illness related to interpersonal, situational, and religious/supernatural factors rather than 

biological, genetic, or chemical factors (Cabassa, Lester, & Zayas, 2007; Caplan et al., 2013; 

Givens et al., 2007). These causal beliefs about mental illness are also associated with Hispanics’ 

attitudes and preferences towards mental health treatment (Cabassa et al., 2007; Givens et al., 

2007; Martinez Pincay & Guarnaccia, 2007).  

Stigma and Mental Health Care Utilization 

History of Theoretical Approaches to Mental Health Stigma 

 There are several theoretical frameworks related to the construct of stigma, beginning 

with Goffman (1963), who is widely cited for his work in conceptualizing stigma. A common 

definition of stigma drawn from Goffman (1963) is that of an “attribute that is deeply 

discrediting” (p. 3) that changes the way others perceive a person possessing that attribute “from 

a whole and usual person to a tainted, discounted one” (p. 4). Many of the ideas on stigma 

presented by Goffman (1963) have been used to inform more recent theoretical frameworks such 

as Jones et al. (1984) and Link and Phelan (2001) (Link, Yang, Phelan, & Collins, 2004). 

According to Jones et al. (1984), stigma is process that takes place when people possess an 

undesirable characteristic that discredits them in the eyes of others and is composed of six 

dimensions: concealability (how obvious a characteristic is), course (whether the condition or 

reversible or not), disruptiveness (impact on interpersonal interactions), aesthetics (whether the 

condition elicits disgust), origin (how the condition came into being), and peril (feelings of 

danger induced in others).  
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In response to criticisms of stigma being too vaguely defined and individually focused, 

Link and Phelan (2001) constructed a concept of stigma defined by the co-occurrence of its 

components. First, socially relevant labeling of characteristics takes place. When the labeling is 

linked to undesirable characteristics, stereotyping by other persons or by the labeled person can 

occur. Separation is the process by which labels create a separation of ‘us’ from ‘them,’ and can 

lead to labeled persons accepting stereotypes and believing they are inferior. Finally, because of 

stereotyping and separation, labeled persons can experience status loss and discrimination in a 

variety of ways including individual and structural discrimination. According to Link and Phelan 

(2001), stigma will vary across circumstances depending on the amount of labeling, stereotyping, 

separation, status loss, and discrimination that take place. However, despite the type of 

stigmatization, the process can only occur when differences in social, economic, and political 

power are present. This emphasis on the dependence of power is a unique contribution of Link 

and Phelan’s (2001) conceptualization of stigma and allows for the construct to become narrower 

and more applicable to groups that often experience the process of stigma described by the 

authors (Link et al., 2004). 

Corrigan and Watson (2002) define stigma on two levels (public stigma and self-stigma) 

and apply it specifically to the condition of mental illness. Public stigma refers to when the 

general population endorses stereotypes and discriminates against people labeled mentally ill. 

This process can lead to self-stigma when a person with mental illness internalizes the prejudice 

they experience from the public. Corrigan (2005) then used Link and Phelan’s (2001) 

components of stigma to better understand how the cognitive constructs of stereotypes, prejudice 

and discrimination relate to the different types of stigma they propose. According to this model, 
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public stigma affects care seeking when it leads to label avoidance – i.e., in order to avoid the 

loss of opportunity and discrimination that comes with the label of mental illness, they will not 

seek care from a provider with whom the prejudice is associated. This idea has also been re-

conceptualized as treatment stigma, in which people possess prejudice towards those who 

receive mental health services (Vogel, Wade, & Hackler, 2007).  

Framework for Stigma and Care Seeking 

Corrigan et al. (2014) provide a useful framework for understanding how stigma impacts 

mental health care seeking through person-level barriers (Figure 2). According to the authors, 

person-level barriers include stigma that leads to avoiding mental health treatment, dropping out 

of treatment prematurely, poor mental health literacy, beliefs that treatment is ineffective, lack of 

a support network that encourages care seeking, and perceived incongruence between cultural 

values and treatment options. Drawing from psychological models regarding the decision to seek 

care, Corrigan et al. (2014) suggest that stigma will impact the decision-making process to seek 

care through its influence on perceptions of the problem, label avoidance, and the perceived costs 

and benefits of treatment options. The authors also hypothesize the relationship between stigma 

and care seeking to be moderated by culture, knowledge, and network variables. 
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Application of framework. Given that stigma is a social construction, it is influenced by 

social norms that are specific to different ethnic and cultural groups (Corrigan et al., 2014). More 

specifically, cultural values possessed by different groups can impact the way people view 

mental illness and treatment options (Abdullah & Brown, 2011). For Hispanics, values around 

the importance of fulfilling family obligations, being hard-working, and being able to cope with 

one’s problems can contribute to the understanding of stigma towards mental illness and 

receiving treatment for this population (Mascayano et al., 2016; Yang, Thornicroft, Alvarado, 

Vega & Link, 2014). These values could explain some stigmatizing concerns about mental 



 

35 

illness and treatment often found among Hispanics, who, compared to non-Hispanic whites, 

report greater shame or embarrassment related to having a mental illness and are also more likely 

to endorse negative attitudes towards antidepressant medication (Cabassa et al., 2007; Givens et 

al., 2007; Jimenez, Bartels, Cardenas, & Alegria, 2013). Adding support to this idea, research 

studies have also shown that more acculturation to Anglo-American culture and less 

enculturation with Hispanic culture is associated with lower levels of stigma towards mental 

illness and receiving psychological help (Hirai, Vernon, Popan, & Clum, 2015; Rojas-Vilches, 

Negy, & Reig-Ferrer, 2011). 

According to Corrigan and colleagues’ (2014) framework, knowledge in the form of 

mental health literacy is an important construct that influences stigma and mental health care 

utilization. Mental health literacy includes knowledge and recognition of mental disorders, 

knowledge of where to receive treatment and treatment options, and having ‘mental health first 

aid’ to support others in distress (Corrigan et al., 2014). Research using Hispanic samples have 

found that unawareness of a mental health issue, lack of knowledge of where to receive mental 

health services, and perceptions of the causes and treatments for mental illness are related to 

mental health service use (Cabassa et al., 2007; Caplan & Whittemire, 2013; Ortega & Alegria, 

2002; Ruiz, Aguirre, & Mitschke, 2013; Vega et al., 2001). Other studies using Hispanic samples 

have also found stigma towards mental illness and treatment to be significantly related to 

knowledge of symptoms and treatment options, recognition of need for psychological services, 

and help-seeking efficacy (Keeler & Siegel, 2016; Lopez, Sanchez, Killian, & Eghaneyan, 2018; 

Mendoza, Masuda, & Swartout, 2015). 
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Finally, Corrigan et al. (2014) recognize the importance of a person’s network on stigma 

and mental health care use. A person’s network, in the form of family, friends, and coworkers, 

can encourage or discourage a person with mental illness to seek treatment by providing means 

of support, motivation, or resources. Some studies have shown social support (or lack thereof) to 

be significantly related to the use of mental health services among Hispanics (Golding & Wells, 

1990; Hansen & Aranda, 2012; Ishikawa, Cardemil & Falmagne, 2010; Pieters & Heilemann, 

2010). Additionally, Keeler and Siegel (2016) found that for Spanish-dominant Hispanics, 

greater self-stigma for having a mental disorder was associated with lower levels of family 

functioning, beliefs that family members would offer help, beliefs that family members could 

offer help, and more positive outcome beliefs regarding familial consequences of help-seeking. 

Limitations of framework. While useful in understanding the role that stigma and other 

moderating factors have in the use of mental health services, Corrigan et al. (2014) acknowledge 

the framework’s failure to recognize other important personal, structural, political, and economic 

factors that may also influence this complex behavior. As previously discussed, factors such as 

self-recognition of perceived need, insurance status, financial strain, employment status, 

acculturation, and comorbid medical conditions have shown to be related to mental health care 

utilization among Hispanics (Chang & Biegel, 2017; Gonzalez et al., 2009; Kim et al., 2010, 

Ortega & Alegria, 2002; Rosales & Calvo, 2017). Therefore, integrating Corrigan et al.’s (2014) 

framework with another model that does account for such factors, such as Andersen’s Model of 

Health Care Utilization, may contribute to a greater understanding of mental health care 

utilization among different groups, including Hispanics. While Andersen’s model incorporates 

the constructs of culture, knowledge, and social networks/support as predisposing and enabling 
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determinants of health care use, Corrigan et al.’s (2014) framework adds the multifaceted 

construct of stigma and proposes interrelationships among these factors that are not usually 

explored when utilizing Andersen’s model.  

Integrated Theoretical Framework 

In order to examine the sociodemographic and psychological factors that impact 

Hispanics’ engagement and retention in mental health treatment within an integrated health care 

model, this study utilizes a proposed integrative framework that incorporates elements of the 

most recent version of Andersen’s model (Gelberg et al.’s (2000) Behavioral Model for 

Vulnerable Populations) as well as stigma-related constructs found in Corrigan et al.’s (2014) 

framework (Figure 3). This integrative framework incorporates Andersen’s traditional 

predisposing, enabling, and need factors as well as ‘vulnerable domains’ applicable to Hispanic 

populations seeking mental health treatment including immigration/acculturation status 

(predisposing factor) and competing medical needs (enabling factor). It also includes factors that 

align with both Andersen’s (1995) model and Corrigan et al.’s (2014) framework such as mental 

health literacy and cultural values and beliefs regarding causes of mental illness and treatment 

effectiveness as predisposing factors, and perceived congruence between cultural values and 

treatment options as an enabling factor. Finally, stigma towards being labeled mentally ill and 

receiving treatment is incorporated as an enabling factor. As in Andersen’s (1968, 1995) original 

models, the proposed framework does not postulate mediation or interaction effects that may be 

present among the factors. 
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CHAPTER 3 

METHODOLOGY 

 
Study Design and Data Source 

 The current study is a secondary data analysis of data collected in Project METRIC: 

Measurement, Education and Tracking in Integrated Care: Strategies to Increase Patient 

Engagement and Reduce Mental Health Disparities among Hispanics (Sanchez, Eghaneyan, 

Killian, Cabassa, & Trivedi, 2017). METRIC was a randomized controlled trial to test the 

effectiveness of a culturally-adapted depression education intervention to increase knowledge, 

reduce stigma, and increase uptake in depression treatment, and implement a Measurement-

Based Integrated Care model with multidisciplinary, collaborative treatment to improve 

depression symptoms (clincaltrials.gov NCT02702596). One hundred fifty participants were 

enrolled in the METRIC trial between February 2016 and February 2018. Participants were 

randomized to meet with bilingual research assistants to receive either a standard education 

session using an educational pamphlet from the National Institute of Mental Health or a 

Depression Education Fotonovela (DEF) using a culturally adapted, comic-book style fotonovela 

(Cabassa, Molina, & Barron, 2012). All participants were enrolled in measurement-based 

integrated care that included regular meetings with the Depression Care Manager (DCM), a 

bilingual Licensed Clinical Social Worker (LCSW), after the completion of their education 

sessions. Depending on their treatment plans, participants would meet with the DCM every 1-4 

weeks to complete brief psychotherapy interventions, mental health measures and medication 

adherence measures (when applicable) (Sanchez et al., 2017). The number of sessions with the 

DCM was not limited or standardized by a treatment protocol and varied between participants 
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based on treatment plans. Total participation in the trial was one year and research follow up 

visits were conducted at the following time points: 1 month post education visit, 6 months post 

enrollment and 12 months post enrollment. 

 Utilizing a convergent mixed methods design, the current study uses both quantitative 

and qualitative data collected during METRIC to identify sociodemographic and psychological 

factors and experiences that impacted treatment participation with the DCM. Consistent with the 

convergent design described by Creswell (2015), the quantitative and qualitative data were 

collected and analyzed separately with a merging of results to provide a more complete 

understanding of the phenomenon from multiple angles and perspectives. In Specific Aim 1, 

quantitative data from measures administered at the baseline assessment were examined in their 

relationship with the participation outcomes. Specific Aim 2 utilized qualitative data that was 

gathered as part of a supplemental study led by the researcher, who served as the Project 

Coordinator on METRIC. The purpose of the supplemental qualitative study was to gather 

information about the experiences of participants in METRIC. While the quantitative data 

allowed for the use of the entire METRIC sample (N = 150), the qualitative data collected on a 

subsample of participants (n = 22) provided the opportunity to explore other influencing factors 

hypothesized in Figure 3 that were not captured in the quantitative measures. Finally, after 

analysis of the quantitative and qualitative data and presentation of results, Specific Aim 3 

compared and combined the results to provide a more comprehensive picture of what factors that 

influenced treatment engagement and retention among participants.  
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Specific Aim 1 

Participants 

 METRIC took place in a Federally Qualified Health Center (FQHC) in a large 

metropolitan area in Texas. FQHCs are community-based health care providers that provide 

primary care services in underserved areas and meet stringent set of requirements including 

offering sliding scale fees and operating under a board that includes patients (Health Resources 

& Services Administration, 2018). The FQHC where METRIC took place consists of three 

locations and provides a full range of comprehensive primary and preventive services to adults 

and children including immunizations and physical exams, management of chronic illnesses, 

family planning services, maternity care services, and health education promotion. In 2015, the 

center served a total of 11,895 patients, 90% of whom were Hispanic (Sanchez et al., 2017). 

Prior to the start of the METRIC project, the locations where recruitment took place did not have 

a mental health specialist.  

All adult primary care patients were screened during annual and new/non-acute visits 

using the nine-item Patient Health Questionnaire (PHQ-9; Kroenke & Spitzer, 2002). Patients 

who screened positive for depression (score greater than or equal to 5) were referred to the DCM 

for assessment and possible enrollment in the study. After confirming a diagnosis of depression, 

the DCM offered enrollment into the METRIC study for patients who met the inclusion criteria 

of self-identifying as Hispanic and were not currently receiving treatment for depression. One 

hundred eighty-one patients were referred to the DCM for possible enrollment in the METRIC 

study. Of the 181 patients, 21 did not meet eligibility criteria and 10 declined enrollment in the 

study. The final study sample included 150 Hispanic participants. While the country of 
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origin/Hispanic subgroup for the sample was not collected in this study, 87% of Hispanics in 

Texas are of Mexican origin (Pew Research Center, 2014). Prior to enrollment in the study, all 

participants signed an informed consent document. Once enrolled, participants completed the 

rest of the baseline measures with the DCM. All measures, as well as the informed consent 

documents, were offered in both English and Spanish. The study was approved by the 

Institutional Review Board of the University of Texas at Arlington (Appendix A).  

Measures 

 Dependent variables. The dependent variables of interest for this study were treatment 

engagement and treatment retention. Treatment engagement can be operationalized using both 

behavioral and attitudinal dimensions of patients (Staudt, 2007). For the purposes of this study, 

measurement of treatment engagement focused on the behavioral component, which Staudt 

(2007) defines as “client performance of the tasks that are necessary to implement treatment and 

ultimately achieve outcomes” (p. 185). Given that part of the treatment plan for all participants 

enrolled in METRIC included regular meetings with the DCM, engagement was operationalized 

using the total number of sessions attended. This is a count variable of the number of sessions 

participants attended with the DCM during their 12-month participation in the trial. Number of 

sessions ranged from 0 to 35 (M = 11.90, SD = 6.97). 

 The second dependent variable, treatment retention, was a dichotomous variable 

indicating whether participants completed their treatment plan with the DCM and were formally 

discharged (1 = yes, 0 = no). This variable was collected during the METRIC study based on 

whether the DCM indicated participants had completed a relapse prevention plan, which were 

done during participants’ final discharge visit with the DCM. This operationalization of 
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treatment retention was chosen because METRIC did not include a treatment protocol with a 

specified number of minimum sessions for participants to attend, which is often used for defining 

premature dropout (the opposite of treatment retention) (Swift & Greenberg, 2012). Furthermore, 

unlike examining a minimum number of sessions attended by participants, this definition of 

retention also considers symptom improvement given that the DCM would not have discharged 

patients had not they not seen significant improvements in their depression symptoms.  

 Independent variables. The independent variables used in this study were categorized 

into predisposing, enabling, and need factors based on the proposed integrative framework in 

Chapter 2 (see Figure 3). All variables were demographic and baseline measures gathered during 

participants’ enrollment in the METRIC trial. 

 Predisposing factors. This category of variables included age, gender, marital status, 

education level, language, and mental health literacy. 

1) Age: continuous variable representing age at time of enrollment. 

2) Gender: dichotomous variable coded as 0 = male, 1 = female. 

3) Marital status: dichotomous variable with 0 = not married, 1 = married. 

4) Education level: categorical variable coded as: 1 = 8h grade or less, 2 = some high 

school/high school, and 3 = more than high school. 

5) Language: since an acculturation measure was not used in the METRIC study, a proxy 

measure of primary language was used (dichotomous variable coded as 0 = English, 1 = 

Spanish). 

6) Mental health literacy: continuous variable assessed using the Depression Knowledge 

Measure (DKM) (Unger, Cabassa, Molina, Contreras, & Baron, 2013), a 17-item 
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measure developed to assess knowledge of depression symptoms and treatment in a 

research sample composed of Hispanic participants. First, the measure assesses 

depression symptom recognition by presenting a list of 10 symptoms including five 

Diagnostic and Statistical Manual of Mental Disorders (DSM) depression symptoms 

(sleeping too little, eating too much, feeling agitated, feeling guilty, and loss of interest) 

and five non-depressive symptoms (hearing voices, being full of energy, being violent, 

having hallucinations, and feeling confident), with participants being asked to identify 

which symptoms are symptoms of depression. The second half of the measure presents 

seven true-false questions adapted from Griffiths, Christensen, Jorm, Evans and Groves 

(2004) to assess treatment knowledge, with patients choosing “true,” “false,” or “I don’t 

know” to questions such as “People with depression should stop taking antidepressants as 

soon as they feel better.” One point is allocated for reach correct response, with total 

scores ranging from 0 (all incorrect) to 17 (all correct). 

 Enabling factors. This category of variables included mental health treatment stigma and 

competing medical needs. 

1) Mental health treatment stigma: continuous variable measured using the Stigma Concerns 

about Mental Health Care (SCMHC) scale (Interian et al., 2010), which assesses stigma 

related to depression treatment using three items in which participants are asked if they 

agree (1) or disagree (0) with statements such as “I would not want to receive treatment 

for depression because of being afraid of what others might think.” Response options 

include disagree (0), agree (1), and don’t know/refuse (7). The items are added up 

excluding responses of “don’t know or refuse” to generate the total score ranging from 0 
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to 3. The measure was translated and validated in Spanish by the developers and 

demonstrated internal consistency reliability and construct validity among a sample of 

adult, Hispanic primary care patients (Interian et al., 2010). Cronbach’s alpha for the 

study sample is .71. 

2) Competing medical needs: dichotomous variable coded as 0 (no) or 1 (yes) if participants 

had one or more of the following chronic physical health conditions: diabetes, heart 

disease, and/or high blood pressure. 

 Need factors. Evaluated need variables included both depression and anxiety severity at 

time of enrollment.  

1) Depression severity: continuous variable measured using the PHQ-9 (Kroenke & Spitzer, 

2002), a self-report measure that assesses the frequency of the nine DSM-IV (American 

Psychiatric Association, 1994) depression symptoms within the last two weeks. 

Responses for each item range from 0 for “not at all” to 3 for “nearly every day,” with 

total possible scores ranging from 0 to 27. Interpretation of total scores are as follows: 

mild depression for scores ranging from 5 – 9, moderate depression for scores ranging 

from 10 – 14, moderately severe depression for scores ranging from 15 – 19, and severe 

depression for scores greater than or equal to 20. The PHQ-9 has proven to be a reliable 

and valid measure of depression severity in racially and ethnically diverse primary care 

samples (Huang, Chung, Kroenke, Delucchi, & Spitzer, 2006; Kroenke, Spitzer, & 

Williams, 2000). Both the English and Spanish versions of the PHQ-9 have demonstrated 

strong internal consistency and similar factor structures in Hispanic samples (Huang et 
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al., 2006; Merz, Malcarne, Roesch, Riley, & Sadler, 2011). Cronbach’s alpha for the 

study sample is .69. 

2) Anxiety severity: continuous variable measured using the Generalized Anxiety Disorder 

7-item scale (GAD-7; Spitzer, Kroenke, Williams, & Lowe, 2006), a 7-item self-report 

scale for identifying the presence of generalized anxiety disorder. The items of the GAD-

7 assess frequency of symptoms over the last two weeks based on the diagnostic criteria 

for generalized anxiety disorder in the DSM-IV, with responses ranging from 0 for “not 

at all” to 3 for “nearly every day.” Scores of 5, 10, and 15 represent cut points for mild, 

moderate, and severe levels of anxiety. The GAD-7 has been found to be a reliable and 

valid measure for use with Hispanic Americans and has demonstrated strong internal 

consistency reliability for both the English and Spanish versions (Mills et al., 2014). 

Cronbach’s alpha for the study sample is .82. 

Analysis 

All analyses for Specific Aim 1 were performed in SPSS version 25 statistical software. 

First, descriptive statistics were produced for each independent variable and dependent variable 

to assess the characteristics of the sample and provide a general understanding of the distribution 

of the variables to be included in the analysis. Continuous variables were examined to see if they 

meet the required statistical assumption of normality. Next, bivariate associations between each 

independent variable and the dependent variables were examined with a series of correlations, 

chi-squares, t-tests, and analysis of variance (ANOVA). Bivariate analyses examining the impact 

of the educational intervention on the dependent variables were also performed to see if there is 

the need to control for education intervention in the multivariate analyses. 
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 To examine the impact of the independent variables on the two treatment participation 

dependent variables, multivariate analyses were performed using sequential (hierarchical) 

multiple regressions. Based on the proposed conceptual model in Chapter 2, variables were 

entered in three blocks: predisposing factors, predisposing + enabling factors, and predisposing + 

enabling + need factors. For the total number of sessions dependent variable, the first step of this 

process was to determine whether to use a Poisson model or negative binomial regression model. 

While both are used for dependent variables that are count data, a key assumption of the Poisson 

model is equidispersion in which the mean of the data equals the variance (Hilbe, 2011). For the 

total number of sessions variable, the mean was 11.90 and variance was 48.57, clearly violating 

the equidispersion assumption. A variance greater than the mean indicates overdispersion, in 

which a negative binomial regression model is more appropriate than a Poisson model, where the 

latter may inflate statistical significance of certain factors (Hilbe, 2011). Therefore, for the total 

number of sessions variable, negative binomial regression models were used in which the 

dispersion parameters were estimated from the data. Issues of multicollinearity were also 

assessed using variance inflation factors (VIF) and Tolerance statistics. Binary logistic regression 

models were conducted for the treatment completion dependent variable. Goodness of fit 

measures were examined at each step to determine if the addition of predisposing, enabling, and 

need factors improved prediction for each dependent variable. These included the Log 

likelihood, Akaike Information Criterion (AIC), and the Bayesian Information Criterion (BIC) 

for the negative binomial models and the -2 Log likelihood and Nagelkerke pseudo R2 for the 

binary logistic regression models. Participants with missing values for any of the variables were 

excluded using listwise deletion method. 
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Specific Aim 2 

Approach: Qualitative Content Analysis 

 This study utilized a qualitative content analysis approach to examine the experiences of 

METRIC participants’ engagement and retention in treatment with the DCM in relation to the 

proposed integrative framework in Figure 3. Qualitative content analysis can be defined as “a 

research method for the subjective interpretation of the content of text data through the 

systematic classification process of coding and identifying themes or patterns” (Hsieh & 

Shannon, 2005, p. 1278). According to Schreier (2013), qualitative content analysis is a concept-

driven and data-driven technique with a focus on providing a detailed description of the material 

under analysis. Qualitative content analysis can often refer to a range of analytic approaches 

including conventional, directed, and summative (Hsieh & Shannon, 2005). For the proposed 

study, a directed content analysis approach was utilized because of its ability to validate or 

extend a theoretical framework or theory (Hsieh & Shannon, 2005). Specifically, this study 

utilized individual interview data that was collected from a subsample of METRIC participants 

to validate or extend the proposed integrative framework in Figure 3 based on Andersen’s Model 

of Health Care Utilization.  

Participants 

 Purposive sampling was used to recruit participants who had completed their 12-month 

participation in the METRIC project. Enrollment for the study took place between March 2018 

and November 2018. Nineteen women and three men took part in the study (N = 22). Ages of the 

participants ranged from 33 to 51 and a majority (n = 20) of the participants spoke Spanish. The 
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study was approved by the Institutional Review Board of the University of Texas at Arlington 

(see Appendix B). 

Procedures 

So as not to interfere with original data collection for the METRIC trial, participants were 

offered the opportunity to participate in the qualitative study when they met with the research 

assistant and had completed their 12-month follow up (final) research visit. Participants could 

complete the interview the same day as their final METRIC research visit or schedule to return 

another time. Participants were informed that participation in the supplemental study was NOT 

required as part of the original METRIC study. For those that wished to participate, they were 

guided through the informed consent process by the bilingual/bicultural research assistant. The 

research assistant conducted the interviews in both English and Spanish, based on participant 

preference. All interviews were audio recorded and took place in a private office in the same 

clinic where participants were enrolled. The length of interviews varied between 15 minutes and 

one hour. Participants were compensated with a $20 Walmart gift card for their time. 

 Instrumentation. A semi-structured interview guide developed by the researcher was 

used to conduct the interviews (see Appendix C). Open-ended questions regarding participants’ 

experiences of depression and depression treatment while in the METRIC project were created. 

The open-ended questions were accompanied by prompt questions the research assistant could 

use to facilitate further discussion with participants. Throughout the course of the study, the 

researcher met with the research assistant a total of five times for debriefing meetings. During 

the meetings, the researcher would listen to a participant interview with the research assistant 

and would discuss how the questions on the interview guide could be improved and modified 
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based on participant responses. All interviews were translated/transcribed verbatim by the 

research assistant. 

 Per IRB approval, demographic information, baseline measures, and participation 

information including total number of visits attended and treatment retention were extracted for 

each participant from the METRIC database. 

Analysis 

 First, descriptive statistics using data extracted from the METRIC databases for the were 

produced to assess the characteristics of the sample. In order to analyze the interview transcripts, 

a directed content analysis approach was utilized following the steps outlined by Schreier (2013): 

building a coding frame, segmentation, trial coding, evaluating a modifying the coding frame, 

main analysis, presenting and interpreting the findings. All coding was done using the Atlas.ti 

software. 

 The first step, building the coding frame, includes creating main categories and 

subcategories for which the data can be organized. According to Schreier (2013), main 

categories are the aspects for which the researcher would like more information. For the current 

study, the main categories were based on the research questions for Specific Aim 2 and included 

“factors influencing treatment engagement” and “factors influencing treatment retention.” Next, 

subcategories were generated that were both concept-driven and data-driven. Concept-driven 

subcategories included factors presented in Figure 3 based on the proposed theoretical 

framework, while data-driven subcategories included any factors that were discussed by the 

participants that were not captured by the concept-driven subcategories. Data-driven 

subcategories were created by reading through the interview transcripts until a saturation point 
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had been reached. Once all sub-categories had been generated, the researcher created definitions 

for each sub-category by consulting the literature and Supervising Professor (an expert on the 

topic) and recorded these within the Atlas.ti software. 

 The next step in the analysis process was segmenting the interviews. According to 

Schreier (2013), segmentation involves “dividing the material into units in such a way that each 

unit fits into exactly one (sub)category of the coding frame” (p. 178). Dividing the material into 

units of coding can be based on formal (drawn on the inherent structure of the material) and 

thematic (looking for topic changes based on themes) criteria. Because the interview transcripts 

were based on a semi-structured interview guide, formal criteria of response to certain questions 

was to identify units of coding for main categories (e.g. responses to the question “Why did you 

participate in the METRIC project for treatment for your depression?” fell under the main 

category of “factors influencing treatment engagement”). However, due to the broad nature of 

questions, thematic criteria were also used to create units for subcategory coding – meaning 

responses by participants were segmented and coded in parallel.  

 Next, the coding frame was used for trial coding the interview transcripts. Once the 

initial coding had been completed, the coding frame was evaluated for consistency and validity. 

The researcher consulted with the Supervising Professor regarding the organization of the 

concept-driven and data-driven subcategories and made final modifications to reach an agreed-

upon finalized coding frame.  The finalized coding frame was then used to for the main analysis 

of the interview transcripts, which tied together both concept-driven themes and sub-themes as 

well as data-driven themes and subthemes from participants. Presentation and interpretation of 

the findings are presented in the results and discussion sections. 
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 Strategies to enhance the trustworthiness of the data analysis process and reduce 

systematic bias included three methods of triangulation described by Patton (1999). First, 

triangulation of theory/perspectives was achieved in the building of the coding frame process, 

which was derived from both the integrative framework in Chapter 2 (Figure 3) based on 

theoretical perspectives from Andersen (1968, 1995) and Corrigan et al. (2014) and participant 

responses/perspectives. Triangulation of investigators took place throughout the collection and 

analysis of the interviews by consulting with both the Supervising Professor and graduate 

research assistant who conducted the interviews. Finally, methods triangulation occurred through 

the comparison of the qualitative data to the quantitative data for Specific Aim 3 which is further 

discussed in the Results section. 
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CHAPTER 4 

RESULTS 

 
Specific Aim 1 

Descriptive Statistics 

 Baseline characteristics of the sample (N = 150) are displayed in Table 1. Participants 

were primarily female (88.7%) with an average age of 39.36 (SD = 9.08, range 18 to 63 years). 

Most of the participants spoke Spanish as their primary language (90.7%) and were married 

(70.7%). Educational attainment was low among the sample, with 37.3% of the participants 

having an eighth-grade education or less, 50% having some high school or a high school 

diploma, and 10.7% having more than high school education. About one third (32.0%) of 

participants reported having a comorbid chronic physical health condition. In terms of mental 

health literacy and stigma, the average score on the DKM was 11.75 (SD = 1.89, on a scale of 0 

to 17) and the average score on the SCMHC was 0.44 (SD = 0.83, on a scale of 0 to 3). The 

average PHQ-9 score among participants was 15.32 (SD = 4.15) (moderately severe depression) 

and the average GAD-7 score was 12.52 (SD = 4.56) (moderate anxiety). The average number of 

sessions attended with the DCM was 11.90 (SD = 6.97, range 0 to 35) and 76.0% of participants 

completed treatment. 
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Table 1 
Descriptive Statistics for Sample (N = 150) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Bivariate Analyses 

 Total number of sessions. Results of the bivariate analyses examining the relationships 

between the independent variables and the total number of sessions participants attended with the 

DCM are displayed in Table 2 and Table 3. Total number of sessions attended was not 

significantly associated with age (r = .122, p = .136), gender (t(148) = 0.416, p = .678), language 

spoken (t(148) = 0.659, p = .511), marital status (t(145) = 1.222, p = .224), education level F(2, 

144) = 0.963, p = .384), mental health treatment stigma (r = -.084, p = .307), depression severity 

(r = .001, p = .987) or anxiety severity (r = .033, p = .686). Participants who had a comorbid 

physical health condition attended significantly more sessions with DCM compared to 

participants who did not (M = 13.92 vs. M = 10.95, t(148) = 2.472, p = .015). There was also a 

Participant Characteristic M (SD) or n (%) 

Age  39.36 (9.08) 

Gender, female 133 (88.7%) 

Spanish Speaking, yes 136 (90.7%) 

Marital Status, married 106 (70.7%) 

Education Level  

8th grade or less 56 (37.3%) 

Some high school/high school 75 (50.0%) 

More than high school 16 (10.7%) 

Depression Knowledge Measure (DKM) 11.75 (1.89)  

Stigma Concerns about Mental Health Care (SCMHC)  0.44 (0.83) 

Comorbid Condition, yes 48 (32.0%) 

Patient Health Questionnaire (PHQ-9) 15.32 (4.15) 

Generalized Anxiety Disorder Scale (GAD-7) 12.52 (4.56) 

Number of sessions attended 11.90 (6.97) 

Completed treatment, yes 114 (76.0%) 
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weak, significant positive correlation between increased mental health literacy and total number 

of sessions attended (r = .163, p = .046).  

Table 2 
Bivariate Analyses for Total Number of Sessions (N = 150)  

Participant Characteristic 
Number of Sessions  
M (SD) Test p-value 

Gender  t = 0.416 .678 
Female 11.98 (7.15)   
Male 11.24 (5.45)   

Language Spoken  t = 0.659 .511 
Spanish 11.78 (7.01)   
English 13.07 (6.68)   

Marital Status  t = 1.222 .224 
Married  11.58 (7.28)   
Not married 13.15 (5.99)   

Education Level  F = 0.963 .384 
8th grade or less 12.30 (7.29)   
Some high school/high school 11.55 (6.90)   
More than high school 14.13 (4.82)   

Comorbid Condition  t = 2.472 .015 
Yes 13.92 (7.78)   
No 10.95 (6.38)   

Education Intervention  t = 1.232 .220 
Standard education 11.20 (7.28)   
Fotonovela 12.60 (6.62)   

 

Table 3 
Correlations for Total Number of Sessions (N = 150)  
Participant Characteristic r p-value 
Age .122 .136 
DKM Score .163 .046 
SCMHC Score -.084 .307 
PHQ-9 Score .001 .987 
GAD-7 Score .033 .686 

 

 Treatment retention. Results of the bivariate analyses examining the relationships 

between the independent variables and treatment retention are displayed in Table 4. Treatment 

retention was not significantly related to gender (𝜒²(1,1) = 0.002, p = .962), marital status 
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(𝜒²(1,1) = 0.011, p = .918), education level (𝜒²(1,2) = 1.302, p = .522), mental health literacy 

(t(148) = 1.022, p = .308), mental health treatment stigma (t(147) = 0.756, p = .451), competing 

medical needs (𝜒²(1,1) = 2.081, p = .149), depression severity (t(148) = 0.024, p = .981) or 

anxiety severity (t(148) = 0.114, p = .910). The mean age for participants that completed 

treatment (M = 40.10, SD = 8.53) was slightly higher than those who did not complete treatment 

(M = 37.03, SD = 10.42), although the difference was not statistically significant (t(148) = 1.781, 

p = .077). Finally, a higher percentage of participants that completed treatment were Spanish 

speaking compared to those that did not complete treatment (93.0% vs. 83.3%), although this 

difference was not statistically significant (𝜒²(1,1) = 3.010, p = .083).  
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Table 4 
Bivariate Analyses for Treatment Retention (N = 150) 

Participant Characteristic 

Completed 
treatment  
(n = 114) 

Did not complete 
treatment  
(n = 36) Test 

p-
value 

Age, M (SD) 40.10 (8.53) 37.03 (10.42) t = 1.781 .077 
Gender, n (%)   𝜒² = 0.002 .962 

Female 101 (88.6%) 32 (88.9%)   
Male 13 (11.4%) 4 (11.1%)   

Language Spoken, n (%)   𝜒² = 3.010 .083 
Spanish 106 (93.0%) 30 (83.3%)   
English 8 (7.0%) 6 (16.7%)   

Marital Status, n (%)   𝜒² = 0.011 .918 
Married  81 (72.3%) 25 (71.4%)   
Not married 31 (27.7%) 10 (28.6%)   

Education Level, n (%)   𝜒² = 1.302 .522 
8th grade or less 44 (38.6%) 12 (36.4%)   
Some high school/high school 56 (49.1%) 19 (57.6%)   
More than high school 14 (12.3%) 2 (6.1%)   

DKM Scores, M (SD) 11.84 (1.84) 11.47 (2.05) t = 1.022 .308 
SCMHC Scores, M (SD) 0.41 (0.82) 0.53 (0.88) t = 0.756 .451 
Comorbid Condition, n (%)   𝜒² = 2.081 .149 

Yes 40 (35.1%) 8 (22.2%)   
No 74 (64.9%) 28 (77.8%)   

PHQ-9 Scores, M (SD) 15.32 (4.09) 15.31 (4.40) t = 0.024 .981 
GAD-7 Scores, M (SD) 12.54 (4.48) 12.44 (4.89) t = 0.114 .910 
Educational Intervention, n (%)   𝜒² = 0.146 .702 

Standard education 58 (50.9%) 17 (47.2%)   
Fotonovela 56 (49.1%) 19 (52.8%)   

 

Intervention effects. Results of the bivariate analyses examining the relationship 

between the educational intervention received by participants and dependent variables are 

displayed in Table 2 and Table 4. The average number of sessions attended by participants who 

received the fotonovela education session (M = 12.60, SD = 6.62) was not significantly different 

than the average number of sessions attended by participants who received the standard 

education session (M = 11.20, SD = 7.28) (t(148) = 1.232, p = .220). The educational 

intervention received was also not significantly related to whether participants completed 
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treatment with the DCM (𝜒²(1,1) = 0.146, p = .702). Since the educational intervention received 

was not significantly related to the dependent variables, this variable was not controlled for in the 

multivariate analyses. 

Multivariate Analyses 

 Total number of sessions. No issues of multicollinearity were detected among the 

independent variables with Tolerance statistics ranging from .33 to .93 and VIF statistics ranging 

from 1.07 to 3.06. Results of the negative binomial regression analyses (including regression 

coefficients and incidence rate ratios (IRR) for total number of sessions are displayed in Table 5 

with Model 1 including predisposing factors (χ2 (7) = 10.60, p = .16), Model 2 including 

predisposing + enabling factors (χ2 (9) = 15.04, p = .09), and Model 3 including predisposing + 

enabling + need factors (χ2 (11) = 15.41, p = .16). None of the models were statistically 

significant in predicting the total number of sessions attended by participants. Model 2 that 

included age, gender, language spoken, marital status, education level, mental health literacy, 

competing medical needs and mental health treatment stigma was the closest to achieving 

statistical significance in predicting total number of sessions and produced lower AIC and BIC 

statistics compared to Model 1 and Model 3, indicating it was the best fit for the data among all 

three models. 

 Treatment retention. Results of the binary logistic regression analyses, including 

regression coefficients and odds ratios (OR), for treatment retention are displayed in Table 6. 

Model 1, which included the predisposing factors of age, gender, language spoken, marital 

status, education level, and mental health literacy was not statistically significant in predicting 

treatment retention (χ2 (7) = 10.17, p = .18). The -2 Log likelihood for the model was 144.85 and 
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the Nagelkerke pseudo R2 was .10, indicating that the independent variables explained 10% of 

the variance in treatment retention. Adding the enabling factors of competing medical needs and 

mental health treatment stigma in Model 2 increased model fit and percent of variance explained 

by the independent variables (Nagelkerke pseudo R2 = .15), but was still not statistically 

significant in predicting treatment retention (χ2 (9) = 14.97, p = .09; -2 Log likelihood = 140.05). 

Finally, the final model (Model 3) that included the need factors of depression severity and 

anxiety severity yielded minimal improvement to model fit indices and still did not provide a 

statistically significant model (χ2 (11) = 15.66, p = .15; -2 Log likelihood = 139.36, Nagelkerke 

pseudo R2 = .16). In each model, none of the independent variables were significantly associated 

with treatment retention. 
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Table 5 
Negative Binomial Regression Analysis for Total Number of Sessions 

 Model 1 (N = 145) Model 2 (N = 144) 

 B SE IRR 95% CI B SE IRR 95% CI 
Age 0.01 0.01 1.01 1.00, 1.03 0.01 0.01 1.01 0.99, 1.02 
Gender (ref = male)         
     Female 0.18 0.17 1.20 0.86, 1.67 0.15 0.17 1.16 0.83, 1.62 
Language Spoken (ref = English)         
     Spanish -0.22 0.21 0.81 0.54, 1.21 -0.10 0.21 0.90 0.60, 1.38 
Marital Status (ref = not married)         
     Married -0.09 0.12 0.92 0.72, 1.17 -0.09 0.12 0.92 0.72, 1.16 
Education Level (ref = more than HS)         
     8th grade or less -0.12 0.18 0.89 0.62, 1.26 -0.12 0.18 0.88 0.62, 1.26 
     Some HS or HS -0.17 0.17 0.84 0.60, 1.19 -0.22 0.17 0.80 0.57, 1.13 
DKM Score 0.04 0.03 1.04 0.98, 1.10 0.05 0.03 1.05 0.99, 1.11 
Comorbid Condition (ref = no)         
     Yes     0.23 0.12 1.26 0.99, 1.61 
SCMHC Score     -0.06 0.07 0.94 0.82, 1.08 
PHQ-9 Score         
GAD-7 Score         
Log likelihood -483.36    -477.98    
χ2 (df = 7, df = 9, df = 11) 10.60    15.04    
p-value .16    .09    
Akaike Information Criterion (AIC) 984.71    977.95    
Bayesian Information Criterion (BIC) 1011.50    1010.62    
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Table 5 
Negative Binomial Regression Analysis for Total Number of Sessions (cont.) 

 Model 3 (N = 144) 
 B SE IRR 95% CI 

Age 0.01 0.01 1.01 0.99, 1.02 
Gender (ref = male)     
     Female 0.14 0.17 1.15 0.82, 1.61 
Language Spoken (ref = English)     
     Spanish -0.06 0.22 0.94 0.61, 1.44 
Marital Status (ref = not married)     
     Married -0.09 0.12 0.91 0.72, 1.16 
Education Level (ref = more than HS)     
     8th grade or less -0.12 0.18 0.89 0.62, 1.26 
     Some HS or HS -0.22 0.18 0.80 0.57, 1.13 
DKM Score 0.04 0.03 1.05 0.99, 1.11 
Comorbid Condition (ref = no)     
     Yes 0.25 0.13 1.28 1.00, 1.65 
SCMHC Score -0.06 0.07 0.95 0.83, 1.08 
PHQ-9 Score -0.01 0.02 0.99 0.96, 1.02 
GAD-7 Score 0.01 0.01 1.01 0.98, 1.04 
Log likelihood -477.79    
χ2 (df = 7, df = 9, df = 11) 15.41    
p-value .16    
Akaike Information Criterion (AIC) 981.58    
Bayesian Information Criterion (BIC) 1020.19    
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Table 6 
Binary Logistic Regression Analysis for Treatment Retention (N = 144) 

 Model 1 Model 2 

 B SE OR 95% CI B SE OR 95% CI 
Age 0.05 0.03 1.05 1.00, 1.11 0.02 0.03 1.02 0.96, 1.09 
Gender (ref = male)         
     Female 0.08 0.68 1.09 0.28, 4.17 -0.08 0.70 0.93 0.23, 3.69 
Language Spoken (ref = English)         
     Spanish 0.85 0.76 2.34 0.52, 10.48 1.40 0.84 4.06 0.78, 21.20 
Marital Status (ref = not married)         
     Married -0.23 0.53 0.79 0.28, 2.24 -0.14 0.54 0.87 0.30, 2.51 
Education Level (ref = more than HS)         
     8th grade or less -0.99 0.92 0.37 0.06, 2.26 -0.96 0.95 0.38 0.06, 2.49 
     Some HS or HS -0.91 0.88 0.40 0.07, 2.25 -1.06 0.90 0.35 0.06, 2.04 
DKM Score 0.11 0.11 1.12 0.90, 1.39 0.12 0.11 1.12 0.90, 1.40 
Comorbid Condition (ref = no)         
     Yes     0.96 0.60 2.60 0.80, 8.50 
SCMHC Score     -0.38 0.25 0.68 0.42, 1.11 
PHQ-9 Score         
GAD-7 Score         
-2 Log likelihood 144.85    140.05    
χ2 (df = 7, df = 9, df = 11) 10.17    14.97    
p-value .18    .09    
Nagelkerke R2 .10    .15    
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Table 6 
Binary Logistic Regression Analysis for Treatment Retention (cont.) 

 Model 3 

 B SE OR 95% CI 
Age 0.02 0.03 1.02 0.96, 1.09 
Gender (ref = male)     
     Female -0.07 0.72 0.93 0.23, 3.80 
Language Spoken (ref = English)     
     Spanish 1.52 0.86 4.58 0.85, 24.63 
Marital Status (ref = not married)     
     Married -0.17 0.55 0.84 0.29, 2.46 
Education Level (ref = more than HS)     
     8th grade or less -0.94 0.96 0.39 0.60, 2.54 
     Some HS or HS -1.08 0.91 0.34 0.06, 2.02 
DKM Score 0.11 0.11 1.11 0.89, 1.39 
Comorbid Condition (ref = no)     
     Yes 1.01 0.60 2.78 0.85, 8.96 
SCMHC Score -0.37 0.25 0.69 0.42, 1.13 
PHQ-9 Score -0.05 0.06 0.95 0.84, 1.08 
GAD-7 Score 0.04 0.06 1.04 0.93, 1.17 
-2 Log likelihood 139.36    
χ2 (df = 7, df = 9, df = 11) 15.66    
p-value .15    
Nagelkerke R2 .16    
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Specific Aim 2 

Description of Sample 

 Descriptive characteristics of METRIC participants who completed the interview process 

(N = 22) are displayed in Table 7. The interview subsample closely resembled the full METRIC 

sample, with a majority being female (86.4%) and Spanish-speaking (90.9%). Most of the 

subsample participants were married (63.6%) and only four participants (18.2%) reported having 

more than a high school education. Stigma towards mental health care treatment was slightly 

lower among the subsample (average SCMHC score = 0.27) and mental health literacy was very 

similar to that of the full METRIC sample (DKM scores: M = 12.09, SD = 1.97). Half of the 

subsample participants (n = 11) had a comorbid physical health condition. The average PHQ-9 

score at time of enrollment among subsample participants was 14.36 (moderate/moderately 

severe depression) and the average GAD-7 score at time of enrollment was 12.14 (moderate 

anxiety). The subsample was highly engaged in treatment – all participants had completed 

treatment with the DCM and the average number of sessions was 15.41 (SD = 5.77, range 7 to 

29). 
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Table 7 
Descriptive Statistics for Interview Sample (N = 22) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Factors Influencing Treatment Engagement 

 Four main sub-categories, or themes, emerged as factors that influenced treatment 

engagement (Table 8). These themes were both concept-driven from the integrative framework 

in Chapter 2, as well as data-driven based on participant responses. What follows is a detailed 

description of each theme, then illustrated through participant quotes. Aliases are used for each 

participant. 

 
 
 
 
 
 
 
 

Participant Characteristic M (SD) or n (%) 

Age  42.18 (5.81) 

Gender, female 19 (86.4%) 

Spanish Speaking, yes 20 (90.9%) 

Marital Status, married 14 (63.6%) 

Education Level  

8th grade or less 7 (31.8%) 

Some high school/high school 11 (50.0%) 

More than high school 4 (18.2%) 

Depression Knowledge Measure (DKM) 12.09 (1.97)  

Stigma Concerns about Mental Health Care (SCMHC)  0.27 (0.70) 

Comorbid Condition, yes 11 (50.0%) 

Patient Health Questionnaire (PHQ-9) 14.36 (3.82) 

Generalized Anxiety Disorder Scale (GAD-7) 12.14 (4.71) 

Number of sessions attended 15.41 (5.77) 

Completed treatment, yes 22 (100.0%) 
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Table 8 
Factors Influencing Treatment Engagement (N = 22) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Recognizing the need for treatment. Participants discussed the recognition of their 

depression diagnosis and the necessity to receive treatment as the first step in engaging in mental 

health treatment through the METRIC project. This recognition process can be further broken 

down into two subthemes: identification through screening and self-recognized need for 

treatment. 

Identification through screening. Universal screening for depression during primary 

care clinic visits was a component of the METRIC project and almost all the participants (n = 

17) discussed the role the screening process had in identifying that they had depression and the 

subsequent referral to the DCM to participate in METRIC. When asked whether they knew they 

were depressed, sixteen participants (73%) stated that they did not know they had depression 

prior to coming to the clinic and being evaluated. For example, Andrea stated: 

The first time they told me I had symptoms was when I came here to the clinic and they 

made a questionnaire and that’s when they started telling me and I started… I went with 

the counselor here and she started explaining to me, I started seeing things that were in 

Themes & Subthemes n (%) 

Recognizing the need for treatment   

Identification through screening  17 (77.3%) 

Self-recognized need for treatment  16 (72.7%) 

Perceptions of depression and treatment   

Negative perceptions 17 (77.3%) 

Positive Perceptions 8 (36.3%) 

Values  

Family 11 (50.0%) 

Helping others 5 (22.7%)  

Availability of services/cost  9 (40.9%) 
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me that were part of depression and that’s when I started seeing what it was and that I 

had spent years suffering from depression without realizing it [emphasis added]. 

Seven of the 16 participants stated they came to the clinic for physical complaints they were 

experiencing which later proved to be related to depression. These participants described feeling 

tired, back pain, stomach pain, and a general feeling of being physically ill. In describing how 

she realized she had depression, Isabel said:  

Honestly, I couldn’t tell… simply my body… couldn’t handle it anymore… so I told 

myself, what is happening to me, the pain was too much, the back pain, the exhaustion… 

I felt tired, really tired, so I came to the doctor, and so they asked me various questions 

and all, they did several exams and they realized that I didn’t really have a disease… a 

physical disease… but rather, well… they made me fill out a survey, and that’s when the 

doctor figured out that… that at that moment she thought that what I had was depression. 

 Self-recognized need for treatment. After their initial diagnosis, or being informed they 

screened positive for depression, participants were referred to the DCM for enrollment in 

METRIC. At that point, many participants recognized their need for treatment because of their 

perceived burden of symptoms. Sixteen participants (73%) discussed the severity of their 

symptoms and being motivated to engage in treatment because of the impact the symptoms had 

on their functioning and daily lives. When asked what his main motivation to engage in 

treatment was, Andrew responded: “Be happy again….Start living life, doing things for myself, 

get out and do things instead of staying home in my room all the time.” In response to the same 

question, Carla stated: 
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My motivation was wanting to feel better - getting out of that. I felt like I was in a dark 

world, and wanting to get out of there, because I’ve always liked fighting, moving ahead, 

and showing myself that I can do it but at that moment I felt so bad that I couldn’t see it 

that way, but I said “no, I have to see for myself.” 

A small group of participants (n = 4) discussed their motivation to receive treatment was 

the fear of consequences that could result if they did not receive treatment. One participant was 

afraid she might harm her child and the others described fears of hurting themselves, like Monica 

who stated: 

… the time that I came, I came in in really bad shape, I needed a yearly checkup, and they 

did the little paper again, and this time I said that I did need help, because I did feel it, I 

felt that if I didn’t get out of it, something was going to happen, and it wasn’t very good, 

because my intentions were about ending the pain that I had. 

 In discussing the process of accepting their diagnosis and recognizing their need for 

treatment, seven participants (32%) acknowledged the role their providers (primary care 

physicians and/or DCM) had in educating and encouraging them to receive treatment. In 

explaining her decision to start treatment, Paula stated: 

…because of everything that the doctor was saying to me. It was true that every time I 

answered something I would cry, and that wasn’t good in me and if a doctor was telling it 

to me, it meant it was real. If any other person would have said it to me, a neighbor, etc., I 

wouldn’t have given it the same importance as if a professional was telling it to me. 

 Perceptions of depression and treatment. In discussing their decision-making process 

to engage in treatment and their experiences in METRIC, participants described the perceptions 
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they had towards depression and depression treatment prior to enrolling in the program. These 

perceptions included beliefs about depression itself and attitudes towards depression treatment 

and were further sub-categorized as negative and positive. 

Negative perceptions. Most participants (n = 17) endorsed negative perceptions towards 

depression and depression treatment prior to enrolling in METRIC. Five participants mentioned 

they thought depression was for ‘crazy’ people, like Victor who stated “Well, firstly I thought 

that depression was for people who were completely crazy and I thought that… I couldn’t have 

depression.” Others also had trouble in accepting their diagnosis because of their beliefs about 

depression. When asked what her reaction was to being told she had depression, Paula stated, 

“The reaction that everyone has, I don’t believe it, it’s because of the situation, because of what 

I’m going through right now. We always try to… you don’t accept it easily that you need help.” 

Participants also discussed the negative perceptions they had towards receiving 

depression treatment. Some participants felt that they should be able ‘solve their own problems’ 

and discussed the difficulty they had in discussing their issues or problems with a stranger. For 

example, Ana stated: 

I mean… I didn’t think that my situation was… so important that someone could help me 

control it or help me with my depression. I mean I thought that I could do it on my own 

or that it was a situation that I could get over or that I could… help myself… or that I 

could overcome it on my own… 

Other participants (n = 4) felt ashamed and were concerned of possible consequences of 

receiving treatment such as having their children taken away from them. In describing why she 

was afraid to seek treatment, Lucia said “you know that you come here to a clinic, and 
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sometimes the information they give it to the police or something, and I was afraid you 

understand? That they would say that I couldn’t keep the children…” [emphasis added]. 

 Some negative perceptions participants had towards receiving mental health treatment 

stemmed from feelings they had towards taking psychiatric medications. Four participants 

mentioned that a concern they had before enrolling in METRIC was that they would feel 

pressured to take antidepressant medication. Other participants discussed the negative attitudes 

and stigma they had towards people who took antidepressant medications. In describing how she 

felt prior to receiving depression treatment through METRIC, Clara said “before I would see 

people, that they would take the medication for depression, I would see them as people that 

didn’t want to. …like people who didn’t want to move forward from their problems.” 

 Four participants attributed their negative perceptions of depression treatment to their 

cultural background and the belief system in which they were raised in. For example, Alejandra 

explained “… because one comes in with a culture where you get better or you get better but 

there’s no treatment, no psychologist, or anything, it’s your own problems.” Five participants 

also discussed their negative perceptions towards mental health treatment related to knowing 

other people who received treatment or having their own personal negative experience. While 

talking about her sister who received mental health treatment, Daniela stated: 

…she has a lot of years taking medications and all. That’s why I say that I think one 

cannot depend on something for your whole life. I mean it can help you, but you can’t be 

like, “the pill the pill because if I don’t buy it, if I don’t take it, I’m going to feel bad.” 

Because no, you can’t depend on something, or someone. You have to move forward, get 

up, and do it. 
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Positive perceptions. Only eight participants (36%) discussed positive perceptions they 

had towards treatment prior to enrolling in the program. Four participants mentioned that their 

decision to engage in treatment was positively influenced by other people (family, friends, etc.) 

who were receiving mental health treatment. When Alejandra was asked why she decided to 

participate in treatment, she explained: 

My husband went to talk to his doctor, and his doctor told him that he needed to go to a 

counselor to talk about his emotional problems that he had, and so…. He even gave him 

medication. I went with him to a talk that he had and I listened to some words that the 

counselor said and so I said… those words are clues for me that something is telling me 

that I need help. 

Other participants stated that they decided to participate in METRIC because they believed 

treatment could help them, like Gabriela who stated, “because I really believed that this was 

going to be my salvation.” Some participants also looked forward to the therapeutic process and 

being able to understand their feelings and talk about with lives with someone who was a 

stranger and had an outsider perspective. 

A small number of participants (n = 3) discussed their religious beliefs in God as 

something that influenced their positive perceptions towards treatment. These participants 

discussed their beliefs that God would want people to receive help, or treatment, if they were 

struggling with mental health. For example, when asked if she had any concerns with starting 

treatment, Vanessa stated, “… the Bible itself recommends that we seek out help with the 

doctors and so it didn’t seem bad, I understood that I needed help.” Similarly, Alejandra said, 
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“…if God has allowed for you all to prepare to help human beings it is because that is what God 

wanted.” 

 Values. Participant values were another theme that emerged as factors that influenced 

treatment engagement. The values brought up by participants included family and helping others. 

 Family. Half of the participants (n = 11), all of whom were female, discussed the impact 

their depressive symptoms were having on their loved ones as a motivation to engage in 

treatment. Many of the women were concerned about the impact of the depression on their 

children. For example, when asked what her main motivation to receive treatment was, Ana 

explained: 

My family, my son… because I worried a lot, based on how I was feeling, that I could 

affect him, or how I was already affecting him, because of my mood changes or coming 

back to the same thing… I’ve always been a very strong person and at that moment I 

wasn’t, it wasn’t what I was showing to him, that he should be or that we should be… so 

I said no, I need help, I don’t want to feel bad and affect him, for example my son or my 

husband either one of them. 

Other women explained that they wanted to get better for their loved ones so that they could be 

there for them and fulfill their roles as a wife and/or mother. In explaining her decision to 

participate in METRIC, Isabel stated: 

… because I don’t have problems with my husband, I have 3 children, and I couldn’t be 

at a 100% with them, I didn’t feel good, maybe I would go work but when I got back I 

only wanted to sleep, I didn’t feel like… and so that became a priority over my family 

and so I told myself, “I need to feel good, I had to”… so I told myself, what you offered 
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me, whatever you would have offered, this or something else I would have done it… 

because I wanted to feel good for my children and my husband. 

 Helping others. Five participants (23%) mentioned that one of the reasons they chose to 

participate in METRIC was for the potential to help other people. They believed that by 

participating in a research study, while also receiving some benefit, they could help others 

suffering from depression, like Vanessa who stated, “… by participating I might help other 

people that feel the same as I do or worse than I do.” Three of the five participants also 

acknowledged that participating in the project was helpful to the research team as well. In 

describing her decision to participate in METRIC, Ana said:  

Honestly, I decided to be in this because I felt  like the duty to help, I mean I felt at that 

moment so supported… so supported that I said “If what is happening to me right now is 

going to help someone else or will help you all in some way, I want to help”, that’s why I 

decided to take this. To do this. 

 Availability of services/cost. The final factor influencing their decision to engage in 

treatment discussed by nearly half of the participants (n = 9) was the accessibility of treatment. 

Being able to receive mental health treatment at the clinic where they already received medical 

services was convenient for participants. Some participants viewed METRIC as a good 

opportunity or an opportunity worth trying with little associated risk or cost. Carla explained: 

Well because it seemed like a very good option, a very good help, and well as a Hispanic, 

one doesn’t always have the possibilities of seeing someone, to pay, and you all were 

offering me a very good opportunity and I didn’t want to let it go to waste. 
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Accessibility for participants was also increased by not charging them for visits with the DCM. 

Not having to pay for additional services was mentioned by four participants like Victor, who 

stated “I told myself, if there’s an opportunity and it’s free… I need it.” 

Factors Influencing Treatment Retention  

Three main sub-categories, or themes, emerged as factors that influenced treatment 

retention (Table 9). As with the themes in the previous section, these themes were both 

participant-driven and concept-driven from the integrative theoretical framework presented in 

Chapter 2. A description of each theme, including participant quotes with aliases, are provided. 

Table 9 
Factors Influencing Treatment Retention (N = 22) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Satisfaction with treatment. All participants had completed treatment with the DCM at 

the time of the interview. When asked why they continued coming to appointments and 

maintaining their treatment plan with the DCM, the most endorsed reasons were around their 

Themes & Subthemes n (%) 

Satisfaction with treatment  

Treatment effectiveness 22 (100%) 

Therapeutic alliance 17 (77.3%) 

Availability/flexibility of the DCM 9 (40.9%) 

Social support  

Felt supported 11 (50.0%) 

Lack of support 10 (45.4%) 

Barriers to treatment  

Work 6 (27.3%) 

Symptoms of depression 5 (22.7%)  

Competing medical needs 5 (22.7%) 

Responsibilities with children 4 (18.2%) 

Traveling to Mexico 2 (9.1%) 
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satisfaction with treatment. This theme is further sub-categorized into treatment effectiveness, 

therapeutic alliance, and availability/flexibility of the DCM.  

Treatment effectiveness. All participants (N = 22) believed that meeting with the DCM 

was helpful in the treatment of their depression. Many participants discussed feeling better after 

meeting with the DCM and how these noticeable changes in their mood were a motivating factor 

to continue to come to sessions. When Susie was asked what helped her come to her 

appointments, she said “my mood, every time that I came in I would leave really good, even 

when I came in feeling really bad I would leave feeling really good, smiling and happy.” Some 

participants described the progress they believed they had made in treatment and not wanting to 

lose that progress if they didn’t see treatment through to the end. For example, Andrew stated: 

I didn’t want to lose the… I didn’t want to lose everything I was working for… and knew 

that it was good for me to talk to her and see her and I just needed to make sure that I 

kept coming. 

Other participants also described the commitment they had made to treatment and believing they 

should see that commitment through for both themselves and the DCM. Paula explained: 

I always told [the DCM] that it was important what I was doing, and because I truly felt 

like it was helping me. And if they are helping you and the services are not costing, then 

there is no reason why you should be so irresponsible about your life and this 

commitment. Because it is a commitment that you made when you signed and agreed to 

come to the appointments, and honestly I’m a very responsible person, if I make a 

commitment, it is my responsibility to go through with it. 
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 Along with their mood, participants also discussed the impact treatment was having on 

their daily lives and relationships with others. When asked what pushed her to complete 

treatment with the DCM, Julia stated: 

Because I felt like it was helping me a lot, and I wanted to feel okay, I thought before that 

I was feeling okay, but as time went by and I came to therapy they helped me a lot, and 

that’s why, because they helped me a lot and it changed my relationship, a little, the 

relationship of my children with me, my way of seeing things, I liked it a lot. 

Nearly all the participants (n = 19) mentioned learning things from the DCM and practicing 

those tools/exercises that they found helpful in their daily lives. When asked why she continued 

therapy, Michelle stated:  

It was because I was learning things, and it became very interesting to me, like oh you 

know, and just kind of practicing what she told me outside of here at home and stuff. And 

I was like okay, I need to keep coming. So that’s what kept me motivated to come to her. 

 Therapeutic alliance. While participants were not specifically asked about their 

therapeutic relationship with the DCM, when asked about their sessions and experiences in 

METRIC, many (n = 17) discussed the strong, positive connection they had with her. These 

strong relationships were evident by participants describing the positive, personal qualities of the 

DCM including being patient, professional, inspirational, and understanding. In talking about her 

sessions with the DCM, Carla stated: 

…she is an excellent professional. She changed my way of looking at life, from the first 

time I came here with her, she had so much patience with me, because I’m not a person 

that… I wasn’t a very open person and so she tried to… to carry out the therapy… she 



 

77 

taught me a lot, to raise my self-esteem, to feel confident about myself, in the difficult 

moments that will come up, how to stay calm and know that there is a solution… 

 Half of the participants (n = 11) mentioned the importance of the DCM listening to them. 

Feeling like the DCM listened to them during their sessions made the participants feel validated 

and supported without judgement. For some participants, like Daniel, the listening provided by 

the DCM stood out the most during sessions. He stated, “And she, more than anything else, 

would listen to me….” In describing the therapeutic techniques utilized by the DCM during 

sessions, Clara, who had previous experience in mental health treatment, stated “I had never 

worked with a person, a psychologist, that behaves more like you behave, that listens. It’s very 

difficult to do that type of thing. …She has a good technique.” 

 Availability/flexibility of the DCM. Nine participants (41%) mentioned the availability 

and flexibility of the DCM in scheduling appointments. Being able to schedule appointments 

around their work schedules and the ease of rescheduling when they had to miss an appointment 

increased satisfaction and made it easier for participants to remain in treatment. When asked if 

she had any barriers coming to her appointments, Monica explained the importance of the 

DCM’s flexibility around her schedule. She stated:  

Not really, I didn’t have any problem because I would come in at work at 10am, and I 

would tell [the DCM] give me as early as you could meet me, so I could come in, not lose 

my job, and not lose the appointment. 

Flexibility implemented by the DCM around missed appointments was not standard practice in 

the clinic for other medical appointments. If patients reached a certain threshold of missed or 

rescheduled appointments, the clinic would impose a stricter policy on scheduling for the patient. 
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However, some participants noted that this was not the case in rescheduling with the DCM. 

When personal issues arose, such as a crisis with her children, and Clara could not make it to her 

appointments, she stated:  

…but [the DCM] told me “it’s not like the ones from over there that if you don’t come in 

later you have to come in in-person to make your next appointment here.” And she told 

me, “it’s not a problem, no worries,” but we would always move it, she would try to fit 

me in at another time. So, it was always perfect with the appointments. 

 Social support. Many participants discussed their perceived support in receiving 

depression treatment through METRIC. They described both their positive support systems as 

well as any negative feedback they received as a result of engaging in treatment; therefore, this 

theme was further sub-categorized into felt supported and lack of support.  

Felt supported. Half of the participants (n = 11) stated that they had support and/or 

received encouragement from loved ones when it came to engaging in treatment for depression. 

The participants who described having strong support systems were all female and emphasized 

the importance of having the support of their husbands and/or children. When talking about the 

support she received from her husband, Lucia said: 

…he always told me, “I will be with you in the good and the bad, whatever they tell you, 

I will always be with you, I won’t leave you alone.” …It’s when you feel supported by 

your family as well, if I had felt that way and they had judged me because of my 

thoughts, I really would have felt bad, I really would have felt bad but no, thanks to God 

that my problem was only that. 
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Participants most often said that their family supported them receiving treatment because 

they recognized their need for treatment, like Elena who said, “they supported me because they 

knew I needed it.” Other participants stated that their family members were supportive because 

they noticed positive changes in the participants. For example, Ana stated: 

Well… I… since the beginning they were happy that I was starting to receive treatment 

and… especially, they saw my changes, and so I was always supported, they supported 

me a lot. … My support was my husband and my son, I mean the fact that… even my 

son, many times he would tell me ‘mommy, you’re someone else, I’m very glad you’re 

doing well.’ 

Lack of support. On the other hand, several participants (n = 10) also described the lack 

of support and judgement they received from friends and family for receiving treatment for 

depression. Two participants mentioned that they chose not to disclose their engagement in 

mental health treatment to their family. Other participants acknowledged that while they had the 

support of some people, they received criticism from others. For example, Andrea stated:  

My close family, husband and children, they supported me. The family on my husband’s 

side I did have a little bit of problems, because they told me it was foolish that it was a 

waste of time, that how could I be… that [depression] wasn’t an illness. 

However, despite receiving negative comments from some people, participants were not deterred 

from continuing treatment, as evident by the fact that they all completed treatment. Even though 

she received judgement and criticism from her ex-partner and sister, Paula explained: 

…so I don’t really care what he thinks, now I care more about what my daughter thinks 

and what my mom thinks, and I don’t care what my sister thinks either. I only care about 
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the people that are close to me, my daughter and my mom, that are my family, that have 

always been there. 

 Barriers to treatment. In general, barriers to treatment were relatively low among the 

interview subsample, likely because all participants were able to complete treatment with the 

DCM and average attendance of sessions was higher than that of the full METRIC sample. 

Nevertheless, participants were asked about any barriers that may have prevented them from 

making or keeping appointments at any time. The barriers endorsed by participants included 

work (n = 6), symptoms of depression (n = 5), competing medical needs (n = 5), responsibilities 

with children (n = 4), and traveling to Mexico (n = 2). Work barriers included having 

inconsistent work schedules or work schedules that were incompatible with clinic hours of 

operation. For participants with young children, they sometimes had issues with acquiring 

childcare or needing to be at their children’s school for meetings, pickups, etc. The competing 

medical needs endorsed by participants included cancer treatment, bedrest for pregnancy, side 

effects from new medications, and having to attend other appointments. For some, symptoms of 

depression prevented participants from attending appointments which included sleeping a lot, 

feeling down, and not wanting/lacking the motivation to get out of bed or leave the house. When 

asked if there was anything that affected her ability to come to appointments, Clara explained: 

Yes, there was, at the beginning there were many days, not the family, it was the 

depression itself, because I wouldn’t wake up and I tried to do things and I would say “I 

have an appointment, I have an appointment” and the next day I was sleeping. …that was 

one of the things that resulted from depression, I slept a lot. 
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Finally, two participants explained that they were unable to make appointments with the DCM 

when they had to take extended trips to Mexico for family matters. 

Specific Aim 3 

 In order to compare the quantitative and qualitative results of a convergent design mixed 

methods study and gain a deeper understanding of the phenomenon, results from each phase 

must be merged, or integrated (Creswell, 2015). Doyle, Brady, and Byrne (2016) describe this 

integration process as “the point(s) where quantitative and qualitative phases intersect” or the 

“‘mixing’ in a mixed methods study” (p. 630). For the current study, the integration phase 

utilized two techniques: joint display and the development of meta-inferences in the 

interpretation and discussion of the results. Integration through joint display brings the 

quantitative and qualitative results together through a visual means so that a comparison of the 

results can be easily made (Creswell, 2015; Fetters, Curry, & Creswell, 2013), while meta-

inferences are derived from both results to create integrated understandings of the phenomenon 

(Doyle et al., 2016). A joint display summarizing the quantitative and qualitative data findings in 

relation to the integrative framework (Figure 3) can be found in Table 10. Next, using the 

findings derived from comparing the quantitative and qualitative results, the researcher 

developed meta-inferences to provide a sense of the overall findings. These meta-inferences are 

described in the following chapter as part of the summary of findings. 
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Table 10 
Comparison of Quantitative and Qualitative Results  
Theoretical Construct Quantitative Results Qualitative Results 
Predisposing Factors   

Demographic Total number of sessions attended and treatment retention 
were not significantly related to age, gender, or marital 
status. 

Responsibilities with children were a 
barrier reported by 18% of participants. 

Social Structure Total number of sessions attended and treatment retention 
were not significantly related to education level or 
language spoken. 

Participants were motivated to engage in 
treatment because of the value they put on 
family (50%) and helping others (23%). 
 
Traveling to Mexico for family matters 
was a barrier reported by 9% of 
participants. 

Health Beliefs Average score on the DKM at baseline was 11.75 (out of 
17). 
 
Scores on the DKM were significantly, yet weakly 
correlated with total number of sessions attended (r = .16) 
but were not related to treatment retention. 

73% of participants did not know they had 
depression prior to enrolling. 
 
77% of participants had negative 
perceptions about depression and 
depression treatment prior to enrollment 
while 36% had positive perceptions. 

Enabling Factors   
Personal/Family Baseline stigma towards treatment was low (average 

SCMHC score 0.44 out of 3) and not significantly related 
to total number of sessions attended or treatment retention. 
 
 
 
 
 

Participants reported initially thinking 
depression was for crazy people, being 
concerned about the consequences of 
receiving treatment, and concerns about 
medication treatment. 
 
50% of participants reported having 
support for engaging in treatment while 
45% of participants felt a lack of support. 
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Participants who had a comorbid condition attended more 
sessions than participants who didn’t; however, having a 
comorbid condition was not relayed to treatment retention. 

 
Competing medical needs were reported 
as barriers to attending appointments by 
23% of participants. 
 
Work was a barrier to appointments for 
27% of participants.  

Community/Setting Not measured. 41% of participants engaged in treatment 
because of the availability and low cost of 
services. 
 
Treatment satisfaction was present among 
all participants in the form of treatment 
effectiveness, therapeutic alliance, and/or 
the availability of the DCM. 

Need Factors   
Perceived Need Not measured. 73% of participants self-recognized the 

need for treatment. 
Evaluated Need Total number of sessions attended and treatment retention 

were not related to baseline depression severity or baseline 
anxiety severity. 

77% of participants were identified as 
needing treatment through screening. 
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CHAPTER 5 

DISUCSSION 

 
Summary of Findings and Meta-Inferences 

 This study was informed by an integrated theoretical framework based on Andersen’s 

Model of Health Care Utilization modified to include other stigma-related constructs found in 

Corrigan et al.’s (2014) framework for stigma and care-seeking. Variations of Andersen’s model 

have contributed to our understanding of the use of mental health services among Hispanics, 

particularly in examining mental health service use within the past year, defined as at least one 

visit with a mental health professional (Chang & Biegel, 2017; Cho et al., 2014; Kim et al., 2010; 

Lee & Held, 2015; Ortega & Alegria, 2002; Rosales & Calvo, 2017; Vega et al., 2001; Vera et 

al., 1998). However, few studies have been conducted to understand how constructs of 

Andersen’s model are related to long-term engagement and retention in mental health care 

treatment. This study provides evidence for the impact that predisposing, enabling, and need 

factors have on participation in mental health treatment beyond an initial visit as well as the 

complex relationships that may be present among these factors.  

Need Factors 

Findings from this study highlight the importance of both evaluated and perceived need 

in the initiation of depression treatment. First, the importance of evaluated need in the form of 

screening was apparent in its role of depression recognition and referral for treatment. Per the 

study protocol, in order to be referred for potential participation in METRIC, participants had to 

screen positive for depression through routine primary care PHQ-9 screening (Sanchez et al., 

2017). Many participants enrolled in METRIC were not initially seeking mental health services 
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and were identified by their primary care providers as needing treatment as a result of depression 

screening with the PHQ-9, illustrating the necessity of accurate identification of depression 

among patients in primary care settings where depression is more frequently diagnosed and 

treated than in specialty mental health care (Harman, Veazier, & Lyness, 2006; Uebelacker, 

Wang, Berglund, & Kessler, 2006; Wang et al., 2006).  

While provider recognition of depression was an important first step in referral for 

treatment, uptake in treatment was ultimately up to patients’ individual decision making. For 

participants of the current study, this decision was impacted by their relationship with their 

primary care provider/referring physician and self-recognition of need for treatment. Research on 

Hispanic patients within primary care settings has highlighted the importance of relationships 

and communication with primary care providers in the intention to seek and uptake of depression 

treatment (Cabassa & Zayas, 2007; Ishikawa et al., 2010; Ishikawa et al., 2014). For example, 

Ishikawa and colleagues (2014) found that Hispanic patients’ working alliance with their primary 

care providers (as rated by the patients) was positively associated with intention to follow up on 

depression treatment recommendations. However, the researchers also found that working 

alliance was not significantly associated with actual uptake of treatment recommendations, 

which may have been due to difficulty in accessing treatment (Ishikawa et al., 2014). In 

integrated care settings where barriers to accessing treatment are decreased, qualitative research 

has highlighted the importance of the interpersonal relationships with referring providers in 

patients’ engagement in depression treatment including feeling like providers listened to them, 

showed trust and respect, and took the time to explain and engage in the referral process 

(Cabassa, Hansen, Palinkas, & Ell, 2008; Hansen & Cabassa, 2012; Horevitz et al., 2015). 
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 Self-perceived need for services and self-rated mental health have been shown to be 

significant predictors of mental health service use among Hispanics (Chang & Biegel, 2017; Kim 

et al., 2010; Ortega & Alegria, 2002; Villatoro, Morales, & Mays, 2014). Likewise, in the current 

study, self-recognition of depression and perceived need for treatment influenced participants’ 

willingness to engage with the DCM and enroll in the METRIC project for treatment of 

depression. Some participants perceived the need for treatment prior to coming to the clinic due 

to the severity of the symptoms they were experiencing and the impact it was having on their 

daily lives, consistent with other research in which severity of depressive symptoms and 

functional impairment were associated with self-recognition (Caplan & Buyske, 2015; Hansen & 

Cabassa, 2012). However, other participants did not perceive a need for treatment until they were 

assessed for depression through the PHQ-9 and were recommended to treatment by their primary 

care provider. The effect of primary care providers on patients’ decision to engage in depression 

treatment was also found by Hansen and Cabassa (2012) in their qualitative study on Hispanics 

with diabetes and depression in an integrated health care intervention and suggest that the 

screening process itself as well as provider identification may play a crucial role in patient self-

recognition of depression and perceived need for treatment.  

When examining treatment participation beyond the initial engagement with the DCM, 

symptom severity for both depression and anxiety at time of enrollment was not associated with 

the number of sessions attended nor with whether participants were retained in treatment through 

discharge. While self-perceived need for services was not measured among METRIC 

participants, other research studies examining mental health service utilization among Hispanics 

did not find significant associations between self-perceived need for services and retention in 
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services (Chang & Biegel, 2017; Ortega & Alegria, 2002). This suggests the importance of other 

factors beyond perceived and evaluated need in the long-term engagement and retention of 

Hispanics in mental health treatment. 

Enabling Factors 

Personal/family. Several enabling factors present in the integrative framework were 

impactful on treatment participation among METRIC participants. First, while not measured 

quantitatively in the full METRIC sample, social support from family members was described by 

many participants as an important factor contributing to participation in treatment among the 

interview sample. Research has highlighted the significant role of family support and family 

cohesion in mental health help-seeking, service utilization, and drop out of services among 

Hispanics (Chang & Biegel, 2017; Eghaneyan & Murphy, 2019a; Hansen & Aranda, 2012; 

Hansen & Cabassa, 2012). Other research has specifically examined the effect of social 

perceptions of need for services on Hispanics’ use of formal mental health services and found 

that being told by others that they had a mental health problem or that they should see a mental 

health professional was significantly associated with participants’ use of mental health services 

(Caplan & Buyske, 2015; Villatoro et al., 2014).  

In their qualitative study, Hansen and Cabassa (2012) found that Hispanic participants 

referred for depression treatment in an integrated health care setting were motivated to initiate 

treatment when they received family support and encouragement. Similarly, in the current study, 

participants were positively influenced by family encouragement to participate in treatment; 

however, family encouragement seemed to be more influential in long-term engagement and 
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retention in care than in initial decision making to engage in treatment due to family members’ 

perception of the positive impact treatment was having on patients.  

Also noteworthy in the current study is that all participants completed treatment despite 

half of them receiving negative feedback and discouragement from others. These seemingly 

contradictory findings may have been due to the fact that the negative feedback received was not 

from those that were closest to the participants, and thus not as impactful as the positive support 

received from close loved ones, a point brought up by some participants. Another explanation 

which has been demonstrated in the literature is that perceived need for mental health services 

has a stronger effect on one’s use of services than the others’ perception of one’s needs for 

services (Villatoro et al., 2014). In other words, negative feedback and lack of encouragement 

from others may not have been impactful on participants’ participation in treatment because it 

was outweighed by participants’ perceived need for treatment. 

Another enabling factor that impacted depression treatment participation in the current 

study was the presence of comorbid physical health conditions among participants. The impact 

of chronic comorbid physical and mental health conditions on the use of mental health services is 

complex. There is evidence for both the ‘crowd-out effect’ in which patients with comorbid 

physical health conditions are less likely to use mental health services than those without due to 

competing demands and limited time in primary care visits (Jolles, Haynes-Maslow, Roberts, & 

Dusetzina, 2015) and for the ‘exposure effect’ in which patients with comorbid conditions are 

more likely to use mental health services than those without due to more frequent visits with 

doctors and increased probability of recognition and treatment of mental illness (Le Cook, 
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McGuire, Alegria, & Normand, 2011). This mixed evidence is likely due to variations in 

methodology and service context (Menear et al., 2015).  

In the current study, having one or more comorbid physical health conditions was 

associated with increased number of mental health treatment visits with the DCM. However, the 

reason for this association remains unclear. One explanation is that participants with comorbid 

conditions had increased need for services due to poorer perceived health and functioning 

(Moussavi et al., 2007). Another explanation is that providing integrated services made it 

convenient for participants to schedule appointments with the DCM since they were already 

attending regular follow-up appointments for their medical conditions. Alternatively, increased 

presence in the clinic likely made it easier for the DCM and research team to follow up with 

participants when they missed appointments or were unable to be reached by phone. It should be 

noted that results from participant interviews suggest that competing medical needs may also 

pose as barriers to mental health treatment in integrated care settings, especially when those 

medical needs impact access to treatment (i.e., bedrest for pregnancy) or require receipt of 

services in other specialty settings (i.e., cancer treatment). 

It is difficult to conclude if other personal enabling factors from the integrative 

framework including employment status, insurance status, and income impacted treatment 

participation with the DCM since these variables were not captured in the quantitative data 

collection for METRIC. While lack of insurance and cost of services is often a barrier to 

receiving mental health services among low-income, Hispanic populations (Bridges, Andrews, & 

Deen, 2012; Chang & Biegel, 2017; Rosales & Calvo, 2017) such as the participants of this 

study, these factors may not have been applicable to the current study given the setting and 
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project set-up. The setting for the current study was an FQHC where costs of services are 

determined on a sliding fee scale based on ability to pay (Health Resources & Services 

Administration, 2018). In other studies examining mental health care utilization within these 

settings, insurance status and income were either not significantly associated with treatment 

participation outcomes (Horevitz et al., 2015) or not controlled for in analyses due to 

hypothesized low impact on outcomes (Bridges et al., 2014; Hochhausen et al., 2011).  

Furthermore, as part of their participation in METRIC, participants were not charged for 

any visits with the DCM. Not having to pay for sessions was specifically mentioned by interview 

participants as an enabling factor for engaging in treatment. Another barrier to mental health 

services for low-income Hispanics is limited availability of time to seek services, especially for 

those that are employed and unable to take time off work (Kouyoumdjian, Zamboanga, & 

Hansen, 2003). In the current study, some participants described work as barrier to scheduling 

and keeping appointments; however, employment status was not collected in the METRIC study 

and, thus, unable to be accounted for in the quantitative analysis.  

Finally, stigma towards mental health treatment, a factor not traditionally incorporated in 

Andersen’s model, was conceptualized as an enabling factor in the integrative theoretical 

framework. Stigma towards mental health treatment as measured by the SCMHC was notably 

lower among participants in METRIC compared to Hispanics in other studies within community 

health center settings (see Interian et al. (2010) and Hernandez and Organista (2013)). The low 

scores on the SCMHC among METRIC participants could be due to differences in samples and 

measure administration. First, unlike the participants in the Interian et al. (2010) and Hernandez 

and Organista (2013) studies, METRIC participants met diagnostic criteria for depression and 
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were treatment-seeking in that they had already met with the DCM and agreed to participate in 

the project  prior to completing the SCMHC measure (Sanchez et al., 2017). Thus, it is not 

surprising that participants who had agreed to participate in treatment exhibited fewer 

stigmatizing concerns about treatment. Second, because METRIC researchers were concerned 

about literacy levels and comprehension of some of the measures (an issue also observed in the 

Hernandez and Organista (2013) study), the SCMHC was read aloud to participants by research 

staff rather than self-administered. This method of administration may have led to increased 

social desirability bias in participant responses (Krumpal, 2013), leading to less endorsement of 

stigmatizing concerns about mental health treatment to the DCM who administered the baseline 

measures.  

Despite stigma scores being relatively low among the METRIC sample and even lower 

for those who were interviewed, a majority of interview participants endorsed having negative 

views towards depression and depression treatment prior to receiving treatment which included 

thinking depression was only for crazy people and being ashamed/concerned of the 

consequences for receiving treatment. Stigmatizing concerns were also specifically related to 

views towards antidepressant medications, a phenomenon commonly observed in the qualitative 

literature on Hispanic patients with depression (Cabassa et al., 2008; Caplan & Whittemore, 

2013; Hansen & Cabassa, 2012; Interian et al., 2007). The discrepancy between the quantitative 

and qualitative results regarding stigma could, again, be due to the administration of the stigma 

measure in the quantitative data collection.  

One issue with the stigma measure may have been the timepoint the measure was 

administered, which occurred with all baseline measures after participants agreed to participate 
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in METRIC. During the interviews, some participants described having stigmatizing concerns 

prior to their enrollment in METRIC but explained that discussions with their primary care 

providers and/or DCM alleviated many of their concerns. Therefore, it is not clear whether any 

initial discussions prior to participants’ agreement to participate in the study and completion of 

baseline measures had a significant impact on stigma scores. An alternative explanation is that 

the stigma measure utilized (SCMHC) did not adequately capture participants’ stigma towards 

treatment. There are several unique constructs of stigma with different associated measurement 

tools, few of which have been validated for use in Hispanic populations (Eghaneyan & Murphy, 

2019b). Therefore, the use of a different stigma measurement tool, such as a depression stigma 

checklist for Hispanic primary care patients developed by Vega et al. (2010) that includes 

questions around several aspects of stigma (stigma towards treatment in general, medication, 

others with depression, etc.), may have yielded different results.  

Taking into consideration the potential confounding issues with the administration of the 

SCMHC and the overall low scores for the measure among participants, it is not surprising that 

SCMHC scores were not significantly related to the treatment participation outcome variables in 

the current study. Furthermore, previous studies using the SCMHC found that scores were not 

significantly related to currently being in treatment among low-income women with depression 

or low-income Hispanics in primary care (Interian et al., 2010; Nadeem et al., 2007). However, 

Interian et al. (2010) also found that higher scores on the SCMHC (more stigma towards 

treatment) were associated with decreased odds of having ever been in treatment. Therefore, if 

currently being in treatment is not significantly associated with stigma towards treatment but 

previously being in treatment is, there is a possibility that having been in mental health treatment 
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can decrease a person’s stigma towards treatment. This hypothesis is supported by other research 

that found receiving therapy decreased mental health stigma over time for depressed Hispanics 

(Collado, Zvolensky, Lejuez, & MacPherson, 2019). In the current study, many participants 

discussed how their views towards mental health treatment had changed as a result of 

participating in the project and receiving treatment. Therefore, the lack of association between 

stigma scores and treatment participation outcomes may have also been because the act of 

actually receiving treatment was constantly changing participants’ views towards treatment.  

Community/setting. The availability of services was endorsed by some participants as 

an enabling factor for engaging in treatment. Participants viewed receiving mental health 

treatment through their primary care clinic as a ‘good opportunity,’ especially because of the low 

associated cost with attending appointments. Additional access variables, including the 

availability of transportation and childcare, were not examined in this study but may have been 

relevant for participants, especially considering that the sample was primarily women and other 

studies with low-income, minority female samples have found logistical barriers such as not 

having childcare and transportation to be prominent and significantly associated with the use of 

depression treatment (Alvidrez & Azocar, 1999; Nadeem et al., 2007). In general, participants 

did not report many community or clinic-level barriers to participating in treatment. The 

perceived low barriers to care among those interviewed and high level of participation among 

participants overall could reflect the increased access to mental health treatment by offering 

services where they would normally receive care. This hypothesis would be consistent with a 

study by Arean et al. (2008) in which Hispanics with depression in primary care settings who 



 

94 

were assigned to receive integrated care had greater access to care (attendance of initial mental 

health visit and total number of visits) than those that were referred to outside services.  

Another enabling factor related to the treatment setting for continued use of services was 

treatment satisfaction among participants. While not included in the integrative theoretical 

framework for this study, Andersen (1995) hypothesized that outcomes of health service use, 

including consumer satisfaction, would subsequently influence other predisposing and enabling 

factors through feedback loops. As evident in the qualitative findings of this study, the positive 

experiences participants had in treatment, including believing treatment was effective, and their 

strong connection/relationship with the DCM, influenced their continued participation in 

treatment. These results are consistent with the research by Hansen and Cabassa (2012), which 

also found that a trusting relationship with their provider as well as noticing improvements in 

symptoms and functioning reinforced Hispanic patients’ adherence to depression treatment in an 

integrated health care intervention.  

Although not directly assessed in this study, participant experiences captured in the 

interview process regarding formation of a trusting and close connection with the DCM suggest 

the presence of a strong therapeutic relationship, or high therapeutic alliance. While no single 

definition of therapeutic alliance exists, it often refers to the quality and strength of the 

collaborative relationship between a client and their therapist (Horvath, 2001). In a meta-analysis 

conducted by Sharf, Primavera, and Diener (2010), researchers found a moderately strong 

relationship between psychotherapy dropout and therapeutic alliance, with weaker therapeutic 

alliance scores associated with being more likely to drop out of psychotherapy treatment.  
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Satisfaction with treatment and therapeutic alliance between participants and the DCM 

may be related to another factor present in the integrated theoretical framework: cultural 

congruence or match of the cultural and linguistic needs of patients. Along with being integrated 

into a community health center that serves a primarily low-income, minority population, 

METRIC included several culturally congruent elements of treatment including providing all 

materials and services in Spanish and the use of a bilingual, ethnically matched DCM. Research 

with clients with severe and persistent mental illness has shown that those who were ethnically 

matched with their clinicians reported higher therapeutic alliance than those who were not (Chao, 

Steffen, & Heiby, 2012). Furthermore, satisfaction with counseling among racial and ethnic 

minority college students has been significantly associated with ratings of their counselors’ 

multicultural counseling competence (Constantine, 2002). Other qualitative studies using 

Hispanic samples have emphasized the importance of language and cultural match between 

therapists and clients, with participants expressing the challenges of not having a Spanish-

speaking therapist even when an interpreter is used and the comfort and ease of disclosure when 

they felt they shared common cultural experiences with their therapists (Ishikawa et al., 2010; 

Uebelacker et al., 2012). 

Predisposing Factors 

The evidence for the impact of predisposing factors such as age, gender, and marital 

status on Hispanics’ mental health service use is mixed (see utility of Andersen’s model section 

of Chapter 2). In the current study, none of the demographic variables were associated with 

treatment engagement or retention. It should also be noted that the METRIC sample consisted 

primarily of Spanish-speaking women, aligning with previous research demonstrating that 
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Hispanic women are more likely to utilize mental health services than Hispanic men (Cho et al., 

2014; Hahm, Le Cook, Ault-Brutus, & Alegria, 2015; Kim et al., 2010; Vega et al., 2001). 

However, it remains unclear if the sample being primarily female was due to Hispanic men’s 

lower use of primary care services (Manuel, 2018), lower perceived need for mental health 

treatment (Villatoro, Mays, Ponce, & Aneshensel, 2018), or some other unknown factor.  

While lower linguistic acculturation (i.e. not speaking English) has been found to be 

associated with less use of mental health services (Hansen & Aranda, 2012; Keyes et al., 2012), 

the lack of evidence for that association in the current study may be attributed to the project’s 

ability to meet the linguistic needs of patients as discussed in the previous section. In the 

Horevitz et al. (2013) study, language of participants was also not associated with Hispanics’ 

uptake of depression treatment, although it is unclear if depression treatment services were 

offered in Spanish. Alternatively, the little variance reported among participants’ gender (88.7% 

female) and primary language spoken (90.7% Spanish speaking) along with the sample size may 

have limited the power to detect significant relationships between these variables and the 

treatment participation outcome variables. 

Part of the adaptation of the integrative framework for the current study was to include 

sociocultural predisposing factors that have been shown to impact Hispanics’ utilization of 

mental health treatment such as acculturation and immigration status (Alegria et al., 2007a; 

Keyes et al., 2012). While other measures of acculturation, including immigration status, were 

not measured/collected in the METRIC study, results of the qualitative analysis indicated that 

these variables may play a role in mental health treatment participation in integrated care models. 

Two participants in the interview sample mentioned traveling to Mexico as a barrier to attending 



 

97 

appointments, suggesting a theme that may have been more prominent among the full METRIC 

sample, although this is purely speculative given it us unknown how many METRIC participants 

were immigrants or had ties to Mexico. Furthermore, while the community health center served 

clients regardless of their immigration status, increased immigration-related arrests and 

deportations that were taking place throughout the course of the study may have impacted 

attendance to appointments at the community health center in general, particularly for the 

participants that were undocumented (Kline, 2017; Martinez et al., 2015).  

Finally, cultural values common in Hispanic populations can also serve as barriers to 

seeking mental health services (Abdullah & Brown, 2011; Caplan & Whittemore, 2013). While 

cultural values were not specifically assessed among participants, interview participants’ values 

of family and helping others can be seen as closely related to the concept of familismo, which 

Andres-Hyman and colleagues (2006) defines as “an allocentric cultural value that stresses 

attachments, reciprocity, and loyalty to family members beyond the boundaries of the nuclear 

family” (p. 696). In this instance, the importance of family and being motivated to engage in 

treatment for the well-being of others led to increased participation in depression treatment 

rather than serving as a barrier to treatment. These findings contribute to the literature that argues 

for the impact of certain cultural values on mental health help-seeking and treatment engagement 

as dependent on individual enactment of that particular value (Ishikawa et al., 2010). 

The final category of predisposing factors in Andersen’s model, health beliefs, were 

included in the integrative framework in the form of mental health literacy and beliefs about 

causes and treatment effectiveness. In quantitative analysis, mental health literacy was 

operationalized as knowledge of depression and depression treatment as measured by the DKM. 
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DKM baseline scores were only weakly correlated to the number of sessions with the DCM 

(with this relationship becoming nonsignificant in the multivariate model) and not significantly 

related to treatment retention. There are a few factors that should be considered in the 

interpretation of these findings. First, there are a variety of constructs related to health beliefs, 

which Andersen (1995) defines as “attitudes, values, and knowledge that people have about 

health and health services” (p. 2), only a few of which were captured by the DKM. Self-reliant 

attitudes in solving problems and attitudes towards treatment, neither of which were assessed in 

the current study, have been found to be significantly related to Hispanics’ use of mental health 

services (Berdahl & Torres Stone, 2009; Ortega & Alegria, 2002).  

Second, intervention effects could have also influenced the relationship between the 

DKM and the outcome variables. One of the goals of the METRIC project was to increase 

depression disease literacy, specifically through the implementation of an educational 

intervention session (Sanchez et al., 2017). While the effects of the educational intervention have 

not yet been published, other studies have demonstrated that both the fotonovela and standard 

education pamphlet used in METRIC lead to significant improvements in DKM scores among 

Hispanic adults (Sanchez et al., 2019; Unger et al., 2013). Similar to stigma towards treatment, 

knowledge of depression and depression treatment among participants could have been 

influenced by the experience of receiving treatment (Mnich, Makowski, Lambert, Angermeyer, 

& Knesebeck, 2014). This would be consistent with the qualitative results of the study, in which 

the participants discussed the influence that both their referring provider and DCM had on their 

attitudes and knowledge about depression and depression treatment options during the referral, 

enrollment, and treatment process. 
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Relationships between factors. Finally, this study highlighted the complex relationship 

that exists between individual determinants that impact mental health treatment participation. 

While the integrative theoretical framework displayed in Figure 3 did not postulate any 

mediation or moderations effects between factors, results from the qualitative analysis indicate 

that these relationships should be further explored. Among the interview participants, perceived 

need for depression treatment was impacted by their beliefs about the illness itself as well as 

treatment options. These findings are consistent with Andersen’s original hypothesis and other 

research demonstrating that perceived need for services is related to social context factors 

including health beliefs and social structure variables (Andersen, 1995, Breslau et al., 2017; 

Mendoza et al., 2015; Villatoro et al., 2018). The current study also revealed a link between 

participants’ beliefs and knowledge about depression treatment and the stigma they had towards 

treatment and those receiving treatment, a relationship hypothesized in Corrigan et al.’s (2014) 

framework for stigma and care seeking and confirmed in other research studies using Hispanics 

samples (Keeler & Siegel, 2016; Lopez et al., 2018; Mendoza et al., 2015). Modification and 

testing of Andersen’s model that includes relationships among predisposing, enabling, and need 

factors should continue to be conducted to further elucidate the complex relationships present 

among factors impacting the utilization of mental health services. 

Implications 

Implications for Integrated Health Care Systems 

 Understanding the role of integrated health care in reducing mental health disparities 

among minority populations requires identification of critical components of successful 

integrated models of care and elimination of barriers at the provider, systems, and patient levels 
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(Sanchez, Ybarra, Chapa, & Martinez, 2016, Caplan & Munet-Vilaro, 2016). This study 

highlights several key strategies that should be considered when implementing integrated health 

care models aimed at increasing engagement and improving outcomes for Hispanic patients.  

Screening for depression. Among these strategies, a crucial first step is the 

implementation of universal and linguistically accurate screening among primary care patients. 

As evident in the findings of the current study, screening during primary care visits can lead to 

increased communication between providers and patients on identification of symptomology and 

treatment options, and increased patient recognition of diagnosis and need for treatment. Other 

qualitative research has emphasized the role of regular depression screening within primary care 

settings in increasing provider awareness of depression, increasing provider comfort in 

addressing and treating depression, and normalizing depression among the patient population 

(Kahalnik et al., 2019). While the American College of Preventive Medicine and US Preventive 

Services Task Force recommend screening for depression among the general adult population 

(Nimalasuriya, Compton, & Guillory, 2009), many primary care settings implement selective 

screening based on patients’ presenting symptoms, contributing to high rates of unidentified and 

untreated depression in primary care settings (Samples, Stuart, Saloner, Barry, & Mojtabai, 

2020). Certain populations are also less likely to be screened for depression in primary care 

settings, with Hispanics being significantly less likely to receive a depression screening 

compared to non-Hispanic Whites even after controlling for other sociodemographic 

characteristics including education, poverty status, and insurance coverage (Kato, Borsky, 

Zuvekas, Soni, & Ngo-Metzger, 2018). Furthermore, Hispanic patients with depression present 
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with disproportionately more somatic symptoms, making a depression diagnosis ever harder to 

identify (Chong, Reinschmidt, & Moreno, 2010; Trivedi, 2004).  

Several tools exist for the screening of depression in primary care and selection of tool(s) 

to be used by individual practices should be based on the psychometric properties of tools, 

prevalence of behavioral health conditions among the patient population, staffing resources, 

reimbursement, quality measurement, availability of follow-up from behavioral health clinicians, 

and primary care provider’s familiarity with behavioral health conditions (Mulvaney-Day et al., 

2017). The screening tool used for the current study, the PHQ-9, is the mostly commonly used 

depression screener in primary care and demonstrates high sensitivity and specificity for major 

depression, is endorsed by the National Quality Forum, and its administration is eligible for 

reimbursement by Medicare, Medicaid, and some commercial insurances (Caplan & Munet-

Vilaro, 2016; Mulvaney-Day et al., 2017).  

A shortened version of the PHQ-9, the PHQ-2, uses the first two questions of the PHQ-9 

as a first step in the screening process, followed by the administration of the full PHQ-9 when 

there is a positive screen (Kroenke, Spitzer, & Williams, 2003). While both the Spanish and 

English versions of the PHQ-9 have proven to be reliable and valid in Hispanic samples (Huang 

et al., 2006; Merz et al., 2011), issues with the administration of the PHQ-2 may include the 

overidentification of depression among Spanish-speaking Hispanics (Bridges, Dueweke, 

Anastasia, & Rodriguez, 2018) and inadequate identification of suicidal patients (Dueweke, 

Marin, Sparkman, & Bridges, 2018) in primary care settings. Therefore, the administration of the 

full PHQ-9 to all patients, rather than the PHQ-2, may be warranted in integrated health care 

settings serving at-risk Hispanic populations.   
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 Addressing mental health literacy and stigma. Previous studies have indicated that 

compared to non-Hispanic Whites, Hispanics have lower levels of depression disease literacy 

and higher levels of stigma towards treatment (Benuto, Gonzalez, Reinosa-Segovia, & 

Duckworth, 2019; Nadeem et al., 2007). Low levels of knowledge of symptoms and treatment 

options as well as stigma towards treatment are associated with lower intentions to seek formal 

mental health treatment and less utilization of mental health services among Hispanics (Benuto 

et al., 2019; Cabassa & Zayas, 2007; Interian et al., 2010; Ruiz et al., 2013), indicating the need 

for patient education that focuses on the identification of depression symptoms and addresses 

misconceptions and stigmatizing concerns about depression treatment. Similar to the study by 

Hernandez and Organista (2013), METRIC implemented an educational session for primary care 

patients (testing two different depression education tools including the fotonovela) who had met 

diagnostic criteria for depression. Hernandez and Organista (2013) found that while the use of 

the fotonovela increased participants’ knowledge of depression and self-efficacy to identify the 

need for treatment, there were no significant differences in the experimental group and control 

group in the intent to seek treatment outcome.  

While the purposes of the current study did not include the assessment of the educational 

intervention, the quantitative and qualitative results indicate that the education session did not 

have a significant impact on treatment engagement and retention with the DCM. Instead, patients 

discussed the importance of the education provided by their primary care providers and the DCM 

during the initial screening process, referral for treatment, and throughout the course of therapy. 

These results are consistent with other qualitative research emphasizing the importance of 

provider-patient interaction that include psychoeducational aspects to increase Hispanics’ mental 
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health treatment engagement within integrated health care models (Cabassa et al., 2008; Hansen 

& Cabassa, 2012). 

 Along with provider-based education, other methods may prove to be useful in increasing 

mental health literacy and decreasing stigma among Hispanic populations. For example, 

community health workers, or promotoras, who understand local cultural and health needs of the 

patient population and work as part of the integrated health care system, can be trained to 

provide psychoeducational sessions to increase disease literacy, minimize stigma, and enhance 

self-care management strategies among patients (Ell et al., 2017; Hernandez & Organista, 2013). 

Peer support specialists can also serve as part of integrated health care teams and can draw on 

both community life-based and lived experiences with behavioral health conditions to support 

engagement, recovery, and improved health activation (Daniels, Bergeson, & Myrick, 2017). In 

one study, a peer-delivered intervention was implemented to increase identification of low-

income mothers at high risk for depression and enhance engagement in mental health services 

(Acri, Olin, Burton, Herman, & Hoagwood, 2014). Finally, integrated health care systems can 

partner with community organizations to provide community-based outreach to increase 

community awareness of depression and treatment options and increase help-seeking behaviors 

(Cabassa et al., 2007; Martinez Pincay & Guarnaccia, 2007; Uebelacker et al., 2012). One 

example is by Caplan and Cordero (2015), who utilized a community-based participatory 

research approach to partner with local churches and create a faith-based literacy intervention to 

address mental health stigma in a Caribbean Latino community.  

 Educational efforts to increase depression treatment engagement among Hispanics should 

be tailored to address common concerns and misconceptions about antidepressant medications. 
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Participants in the current study, along with Hispanics in previous research studies (Cabassa et 

al., 2008; Caplan & Whittemore, 2013; Hansen & Cabassa, 2012; Interian et al., 2007) primarily 

possessed stigmatizing concerns about mental health treatment related to the use of 

antidepressant medications which included fears of addictive and harmful properties of 

medications. Stigma towards antidepressant medications is associated with lower antidepressant 

treatment adherence (Fawzi, Mohsen, Hashem, & Moussa, 2012; Hunot, Horne, Leese, & 

Churchill, 2007; Sirey et al., 2001a), which is then associated with increased risk of relapse and 

poorer reduction of depressive symptoms (Melartin et al., 2005; Melfi et al., 1998). Interventions 

aimed at addressing concerns about antidepressant medications in Hispanic patients can be 

effective in increasing adherence and improving depression outcomes (Interian, Lewis-

Fernandez, Gara, & Escobar, 2013). 

 Treating depression in people with chronic comorbid conditions. Within integrated 

health care models, systems should be put in place to specifically address depression that is 

comorbid with other chronic diseases including diabetes and heart disease. Multiple studies have 

found increased symptom burden, functional impairment, medical costs, and impairment of self-

care and adherence to be effects of major depression on chronic disease (Katon & Ciechanowski, 

2002). In a systematic review examining the effects of anxiety and depression comorbidity in 

patients with chronic medical illnesses, Katon, Lin, and Kroenke (2007) found that patients with 

comorbid depression or anxiety and chronic medical illnesses reported more medical symptoms 

than patients with chronic medical illnesses alone when controlling for severity of the medical 

disorder.  
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While little research has focused on the specific impact of comorbidities on Hispanics, 

Chong and colleagues (2010) found that in a sample of Hispanics in primary care, those with 

chronic medical illnesses and depression reported significantly more somatic symptoms and 

psychopathology than patients with chronic medical illnesses or depression alone. Furthermore, 

comorbid depression and chronic conditions may be particularly prevalent among Hispanics. 

One national survey of Hispanics found that those with cardiovascular diseases are 77% more 

likely to have depression than those without cardiovascular disease (Wassertheil-Smoller et al., 

2014). A national survey of American adults with diabetes found that on average, 15% of the 

population was depressed, with Hispanics having a slightly higher average at 18% (Li, Ford, 

Strine, & Mokdad, 2008). However, another study consisting of predominantly low-income, 

Hispanic females found the rates of comorbid depression and diabetes to be as high as 29% (Ell, 

Katon, Lee, Guterman, & Wu, 2015). In the current study, one third of the sample had at least 

one comorbid chronic condition and this group demonstrated higher utilization (number of 

sessions) of mental health treatment with the DCM.  

Within primary care settings, patients with comorbid depression and chronic physical 

conditions are routinely encountered (Gili et al., 2010); however, management of these patients 

can present many challenges including greater difficulties in recognizing and treating depression, 

prioritization of physical health care needs over mental health care needs, and complex 

pharmacologic regimens and concerns for drug-drug interactions (Kravitz & Ford, 2008). 

Evidence for the quality of depression treatment in primary care among those with comorbid 

physical health conditions is mixed – with quality of care varying based on the specific chronic 
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conditions (or combination of conditions) examined and operationalization of variables such as 

disease burden and quality of care (Menear et al., 2015).  

Collaborative care interventions within integrated settings have demonstrated significant 

improvements in depression outcomes for patients with comorbid diabetes and heart disease 

compared to usual care (Huang, Wei, Wu, Chen, & Guo, 2013; Tully & Baumeister, 2015). 

Integrated health care interventions specifically adapted for Hispanics with comorbid chronic 

illnesses have included psychoeducational sessions led by bilingual promotoras, patient 

navigation assistance, patient materials (homework, educational brochures, etc.) adapted for low 

health literacy, disease-focused depression care management specialists, tailored PST to enhance 

self-management of chronic diseases, and telephone intervention options (Ell et al., 2010; Ell et 

al., 2014; Ell et al., 2017). 

 Meeting the cultural and linguistic needs of patients. The above recommended 

strategies can be viewed as falling within the broader strategy of implementing ‘culturally and 

linguistically competent’ services for racial and ethnic minority populations. While cultural 

competence has various definitions, a foundational definition developed through Georgetown 

University Child Development Center in 1989 is “having the capacity to function effectively as 

an individual and an organization within the context of the cultural beliefs, behaviors, and needs 

presented by consumers and their communities” (Cross, Bazron, Dennis, & Issacs, 1989). Along 

with linguistically appropriate screening tools and services, Sanchez and colleagues (2016) argue 

that culturally competent models of integrated health care should include a diverse workforce 

and patient-centered communication approaches. Key aspects of patient-centered communication 



 

107 

include understanding patients’ perspectives of illnesses and expressing empathy (Hashim, 

2017).  

For Hispanics diagnosed with depression, provider attention to individual explanatory 

models of depression (patients’ beliefs about what causes depression) and matching treatment 

with patient preferences result in improved patient-provider communication, treatment 

engagement, and quality of care (Cabassa et al., 2008; Fernandez Y Garcia, Franks, Jerant, Bell, 

& Kravitz, 2011; Horevitz et al., 2015). Caplan and Munet-Vilaro (2016) recommend specific 

assessment questions from Kleinman (1980) designed to understand the sociocultural context of 

patients’ health care needs as a means to engage in a conversation about depression treatment 

that aims to help clarify treatment expectations for both the provider and patient. Examples of the 

questions include “what do you call the problem?,” “what do you think has caused the 

problem?,” and “what kind of treatment do you think the patient (you) should receive?”.  

Culturally competent delivery of care for racial/ethnic minority populations should also 

consider the sociodemographic characteristics of these groups that increase the likelihood of 

disparities, such as low socioeconomic status and immigration status (Butler et al., 2016). 

Therefore, as demonstrated by the findings of this study and other research (Kaltman, Pauk, & 

Alter, 2011; Miranda et al., 2003b; Miranda et al., 2003c; Uebelacker et al., 2012), adaptations 

within integrated healthcare systems designed to decrease barriers for racial and ethnic minority 

populations may also include extended and/or weekend operational hours, childcare services, 

transportation services, reduced costs of behavioral health visits, telephone visits, more relaxed 

policies around missed and cancelled appointments, and expansion of services to meet social 

service or support needs. The incorporation of case managers, specifically, can help patients 
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address the social stressors associated with living in poverty and/or being immigrants and can 

lead to increased engagement and retention in mental health treatment in outpatient/integrated 

settings (Hochhausen et al., 2011; Miranda et al., 2003a). 

Implications for Social Work 

 Social workers in integrated health care settings. With a growing demand to integrate 

mental health treatment into primary care services through the development of patient centered 

medical homes (PCMHs) (Kuramoto, 2014; Roy-Byrne, 2013) and increased opportunities for 

financing integrated services through the creation of new billing codes (Carlo, Unutzer, Ratzliff, 

& Cerimele, 2018), there is an expanding need for professionals who can work to provide mental 

health services within these settings. Social workers’ training and expertise in behavioral health 

assessment and use of evidence-based interventions, person-in-environment perspective, and 

diverse clinical skills makes them uniquely qualified to work in integrated health settings 

(Andrews, Darnell, McBride, & Gehlert, 2013; Held et al., 2019; Stanhope, Videka, Thorning, & 

McKay, 2015). Furthermore, although there are new fee-for-service billing codes specifically for 

collaborative care management (including services such as psychiatric consultation, entering 

patients into a registry and tracking them, and ongoing collaboration and coordination with 

treating providers), payer adoption and clinical uptake have been slow (Carlo et al., 2018).  

As a result of financing challenges, settings offering integrated mental health care are 

more likely to prioritize hiring of professionals (such as LCSWs) who can also be reimbursed for 

non-collaborative care management services such as traditional psychotherapy and mental health 

evaluations. The prioritization of hiring clinical professionals who can bill fee-for-services codes 

may be even higher in FQHCs and settings serving primarily uninsured populations due to the 
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lack of collaborative care financing options (Carlo et al., 2018). In the current study, the hiring of 

an LCSW (rather than a social worker without clinical licensure) to serve as the DCM was 

imperative to clinic administrative staff so that they could bill for mental health treatment offered 

by the LCSW at the conclusion of the study. 

Although social workers are ideal candidates for working in integrated health care 

settings, working as behavioral health specialists within these models requires training to address 

the diverse needs of patients within the fast pace and interdisciplinary setting of primary care 

(Blount & Miller, 2009). In a survey of social workers working in integrated behavioral health 

settings, Horevitz and Manoleas (2013) identified the most commonly endorsed competencies 

used on the job to be knowledge of psychotropic medications, cultural competence, knowledge 

of family systems, psychoeducation, motivational interviewing, relaxation training, and team-

based care. Interviews with social workers in integrated health care settings also highlighted the 

importance of self-advocating among an interdisciplinary team, understanding the interrelated 

nature of physical and behavioral health conditions, providing brief and targeted therapeutic 

interventions, and strong communication and collaboration skills (Held et al., 2019). In previous 

research examining the implementation of integrated mental health care within a setting similar 

to that of the current study, clinic staff emphasized the importance of the care manager’s  

communication skills in building relationships with providers and creating awareness of her role 

and expertise (Eghaneyan, Sanchez, & Mitschke, 2014). 

 In addition to the skills described above, social workers in integrated health care settings 

serving primarily racial and ethnic minority populations may require additional training and 

competencies. While the results of Horevitz and Manoleas (2013) study indicate social workers’ 
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awareness for the need of cultural competency in working in integrated health care settings, 

specific skills and practices associated with this competency are not identified. Employing their 

Culturally Centered Model of Behavioral Health Care, Holden and colleagues (2014) make the 

following recommendations for mental health practitioners working in primary care settings with 

ethnically and culturally diverse patients: establish strong partnerships with primary care 

physicians and clinical case managers to improve care coordination, assess cultural biases and 

stereotypes when establishing rapport with patients to promote a nonjudgmental position, use 

culturally sensitive methods for assessment and treatment including recognizing culturally 

derived practices and norms, and acknowledge the role of faith-based initiatives to increase 

access and utilization of health services. Additionally, mental health practitioners should utilize 

specific communication strategies with racial and ethnic minority patients including framing 

discussions based on patient models of illness, tailoring communication to patient preferences, 

and addressing concerns about confidentiality (Aggarwal et al., 2016). As emphasized in the 

current study and other research (Hansen & Cabassa, 2012; Ishikawa et al., 2010; Martinez 

Pincay & Guranaccia, 2007), the ability to build strong therapeutic alliances with Hispanic 

patients is key to engaging this population in treatment.   

 Educating the future workforce. In order for social workers to remain competitive 

among other professionals seeking positions in integrated health care settings, educational and 

training needs must be met by social work educators and programs (Held, Mallory, & 

Cummings, 2017). In the Horevitz and Manoleas (2013) study, participants felt that they learned 

a majority of the skills and competencies necessary to work in integrated health care settings on 

the job rather than through their Master of Social Work (MSW) training. While they endorsed 
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that MSW training provided a foundation for their practice, the social workers commented that 

additional training would be helpful, especially training that focused on psychopharmacology, 

chronic disease management, and working as a member of an interdisciplinary medical team 

(Horevitz & Manoleas, 2013). However, since that study, advances have been made in social 

work education to enhance the capacity of programs to train future social workers to work in 

integrated health care settings including an initiative launched by the Council on Social Work 

Education (CSWE) in 2012 to incorporate integrated health care into the core MSW curriculum 

(Council on Social Work Education, n.d.). In 2014, almost all the MSW programs who 

participated in a national survey indicated that they were already delivering some degree of 

integrated health care curriculum to students or were planning to (Held et al., 2017). 

 For schools not already offering integrated health care within their curriculum, several 

challenges to implementation can arise including limited field placement options, few faculty 

members with integrated health expertise, and lack of integrated health organizations within their 

communities (Held et al., 2017). Several schools have had the opportunity to increase their 

capacity to train social workers to work in integrated care settings through federal funding from 

the Health Resources and Services Administration (HRSA) and SAMHSA. In 2014, 62 social 

work programs across the country were awarded more than a combined total of $26 million as 

part of the Behavioral Health Workforce Education and Training (BHWET) Program to prepare 

social workers to work in integrated health care settings with a focus on the treatment of at-risk 

children, adolescents, and transitional-age youth within rural and other community-based settings 

(U.S. Department of Health & Human Services, 2014). Between 2014 and 2018, the BHWET 
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Program trained over 5,000 new social workers to enter the behavioral health workforce (Health 

Resources & Services Administration, n.d.).  

Social work programs that received funding for the BHWET Program have documented 

strategies to increase the capacity to train social workers in integrated health care. For example, 

the UNC-PrimeCare Program is a three-pronged approach that involves curricula, field 

education, and interprofessional (IP) educational activities to infuse content on the integrated 

behavioral health care approach into the existing systems within the school’s MSW program 

(Zerden, Jones, Brigham, Kanfer, & Zomorodi, 2017). Other programs included similar 

approaches with varying components such as the creation of integrated health learning 

communities (Mattison, Weaver, Zebrack, Fischer, & Dubin, 2017) and certificate programs in 

integrated mental and behavioral health (Rishel & Hartnett, 2017).  

While programs have been successful in increasing students’ preparedness in working in 

integrated health care settings, their implementation has not been without challenges (Zerden et 

al., 2017; Mattison et al., 2017, Rishel & Hartnett, 2017). Social work programs looking to 

implement changes to address the growing demand to train social workers in integrated health 

care should consider content balance within the curriculum, instructor workload in the 

development of new courses, methods for increasing the number of field placements and trained 

field instructors, and logistical constraints with IP education (Zerden et al., 2017; Mattison et al., 

2017). In the current study, an established relationship with the clinic through research led by the 

Principal Investigator of METRIC created the opportunity for field placements for social work 

students with the DCM serving as their field instructor.  
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Implications for Future Research 

 Several directions for future research have been identified by the current study. First, 

research examining individuals’ characteristics in relation to mental health treatment engagement 

and retention should consider variables beyond sociodemographic variables that are commonly 

assessed in health research. For example, this study highlighted the importance of social support 

and family values while other research has demonstrated the importance of family cohesion, self-

reliant attitudes, and religious-fatalistic beliefs in Hispanics’ mental health services utilization 

(Chang & Biegel, 2017; Ortega & Alegria, 2002; Rosales & Calvo, 2017). Moreover, findings 

from this study and the research by Hansen and Cabassa (2012) demonstrate the need for 

examining interventions aimed at enhancing social support to improve continuity in mental 

health treatment for Hispanics. Researchers should also further explore the role that patient 

experience variables within integrated health care systems such as the referral process, wait times 

for evaluations, patient’s perception of match of prescribed treatment to patient preference, and 

therapeutic alliance with mental health practitioners have on treatment participation (Fernandez 

Y Garcia et al., 2011, Hansen & Cabassa, 2012; Hochhausen et al., 2011; Horevitz et al., 2015). 

 Along with examining patient factors, more research on integrated health care models is 

needed to identify the key ingredients that are necessary to provide effective mental health 

treatment to minority populations in these settings (Cabassa & Hansen, 2007; Sanchez et al., 

2016). Several approaches can be taken in this endeavor; however, it is crucial that future 

research in this area implement more qualitative and mixed methods designs. While quantitative 

research dominates the field of health research, qualitative research can allow for a deeper 

examination of critical intervention-content variables and processes present within integrated 
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health care interventions by eliciting patient perspectives, accounting for real-world contextual 

conditions, and contributing insights from new concepts that may help to explain patient 

behavior and thinking (Yin, 2016).  

Mixed methods designs have become increasingly popular in health-related research and 

possess many strengths including providing a broader and deeper understanding of complex 

human phenomena, providing context and explanation to quantitative results, conducting 

analyses guided by results (both quantitative and qualitative), analysis and presentation of 

complementary aspects of the same phenomenon, and enhancing implementation of 

interventions (Doyle et al., 2016; Stewart, Makwarimba, Barnfather, Letourneau, & Neufeld, 

2008). As seen in both the current study and Horevitz et al. (2015) study, mixed methods 

research on treatment participation within integrated health care settings was more beneficial to 

understanding the phenomenon than if the researchers were to examine the quantitative results 

alone. 

 Finally, implementation science research should continue to be conducted to better 

understand how real-world settings can successfully adapt and implement integrated health care 

models that are effective at engaging and treating minority populations. While intervention 

research examines the development, efficacy, and effectiveness of interventions, implementation 

science examines how interventions that have been established as effective can be adopted into 

practice in community settings (Cabassa, 2016). Systematic reviews have been conducted 

examining the barriers and facilitators to implementing integrated health care into primary care 

settings (Overbeck, Davidsen, Kousgaard, 2016; Wood, Ohlsen, Ricketts, 2017); however, these 

reviews did not focus on the implementation of these models of care for racial and ethnic 
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minority populations. Cabassa (2016) suggests that implementation science can contribute to the 

reduction of mental health care disparities for racial and ethnic minority communities by 

facilitating the implementation of empirically-supported interventions shown to be effective for 

these groups, designing and selecting interventions with implementation in mind, and blending 

the cultural adaptations of interventions with implementation science.  

Limitations 

 Several limitations in the current study design and sample should be noted. First, the use 

of secondary data limited the variables that could be analyzed for the quantitative analysis, 

leaving out key constructs of interest from the integrative theoretical model such as immigration 

status, employment status, and social support. Furthermore, Hispanic subgroups of participants 

were not identified in this study, a variable that has been shown could impact mental health care 

utilization (Alegria et al., 2007a; Keyes et al., 2012). The use of secondary data analysis also 

limited the methodology of the mixed methods convergent design. Integration of the qualitative 

and quantitative components of a mixed methods study can occur at the data collection, data 

analysis, and interpretation phases (Creswell, 2015). However, since METRIC was not originally 

intended to be a mixed methods study, the integration only occurred at the interpretation phase 

instead of using parallel measures or assessments to facilitate data comparisons (Creswell, 2015).  

 The results of the study are also limited by the study sample for METRIC and the 

supplemental qualitative study. Both studies used convenience sampling, which led to fairly 

homogeneous samples. In METRIC, the participants were mainly Spanish-speaking females who 

had agreed to participate in treatment/the project after receiving a depression diagnosis. 

Therefore, results from this relatively small (N=150) sample may not be generalizable to other 
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Hispanic populations including men, English-speakers, and patients who have not yet received a 

depression diagnosis. Convenience sampling within the qualitative study of participants who 

completed their participation in METRIC led to recruitment of only participants who completed 

treatment with the DCM. This limited the ability to draw conclusions about why participants 

may have prematurely dropped out of treatment. Finally, participants in the study were part of a 

robust research intervention that included the supervision and assistance of a research team while 

also allowing for participants to attend sessions with the DCM free of charge. Therefore, the 

results of this study may not be generalizable to other real-world settings that are implementing 

integrated health care models without the infrastructure and support of a research team and 

external funding. 

Conclusion 

 Improving mental health treatment engagement among Hispanic populations is an 

important step towards reducing mental health disparities experienced by these groups (Interian, 

Lewis-Fernandez, & Dixon, 2013). Integrated health care models can increase access and 

engagement in mental health treatment for Hispanics (Arean et al., 2005; Arean et al., 2008; Ell 

et al., 2008; Interian et al., 2013); however, more research is needed to understand what patient-

level variables affect participation in treatment. The current study utilized an integrative 

theoretical framework to increase the understanding of how predisposing, enabling, and need 

factors impact engagement and retention in treatment for depression among a Hispanic 

population receiving services in a community health center. Results of this mixed methods study 

highlight the importance of universal screening for patients, patient education throughout 

treatment, and offering culturally and linguistically competent services to increase patient 
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satisfaction. Future research should continue to investigate patient experiences within these 

models to better understand critical intervention-level factors that impact patient engagement in 

treatment. Social work educators and health care systems can increase the effectiveness of 

integrated health care models in serving Hispanics and other racial and ethnic minority 

populations by ensuring adequate training to future providers and engaging in implementation 

science research.  
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