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ABSTRACT OF THE DISSERTATION

Socio-Cultural Determinants of Mental Health Service Utilization Among Latinos in the United

States

Joanna Lizeth Barreras
Doctor of Philosophy in Social Welfare
University of California, Los Angeles, 2019

Professor Todd M. Franke, Chair

This dissertation study contributes to the research on Latino mental health service utilization by
examining the determinants of utilization of mental health services, while considering Latino
socio-cultural factors. Using the Andersen Behavioral Model of Health Service Utilization
(BMHSU) as a theoretical framework, secondary data analysis was conducted using the National
Latino and Asian American Study (NLAAS), a nationally representative household survey,
focusing on mental disorders and mental health service utilization. Results indicate that only 9%
of the Latino population surveyed, including those with a depressive, anxiety, substance use,
and/or behavioral disorder, report having used at least one source of mental health service. The

findings highlight the BMHSU determinants of mental health service utilization and the need for
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research to increase our understanding of the socio-cultural barriers and facilitators to using

mental health services among Latinos in the United States.
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CHAPTER 1: INTRODUCTION

Latinos are a rapidly growing population in the United States (U.S. Census Bureau,
2016), who are at risk for common mental health problems (National Alliance for Hispanic
Health, 2001) and are affected by mental health disparities (Alegria et al., 2008; Wang et al.,
2005), which can impact the utilization of mental health services (Alegria et al., 2002; Steele,
Dewa, & Lee, 2007 ). This dissertation focuses on the utilization of mental health services,
specifically among Latinos. It seeks to explain why underutilization of mental health services is a
social problem for this population. The review of the literature focuses on theoretical and
empirical considerations regarding the utilization and underutilization of mental health services
among Latinos. Using the National Latino Asian American Study (NLAAS), this study explains
the various factors identified in the literature as contributing to the use of mental health services
examined individually and collectively with regard to understanding mental health disparities

and to improving mental health service utilization among Latinos and Latino subgroups.

Background

In a given year, approximately 18.5 percent of adults (43.8 million people) in the United
States experience some type of mental illness (National Institute of Mental Health, 2015).
Specifically, 6.9 percent of adults (16 million people) have had at least one major depressive
episode, 18.1 percent of adults have experienced an anxiety disorder (e.g., posttraumatic stress
disorder, obsessive-compulsive disorder and specific phobias), 20.2 million people have
experienced a substance use disorder, and 10.2 million of those with a substance use disorder
have had a co-occurring mental illness (National Institute of Mental Health, 2015). However,

recent research found that a substantial number of adults with mental illnesses did not receive



treatment (any mental illness, 62%; serious mental illness, 41%) and concluded that there was an
unmet need for treatment (any mental illness, 21%; serious mental illness, 41%) (Walker,
Cummings, Hockenberry, & Druss, 2015). This underutilization of mental health services is
alarming given that mental disorders, such as depression, are major causes of disability
worldwide (World Health Organization, 2008). Moreover, as part of the Global Burden of
Disease project, epidemiologists Murray and Lopez predicted that depression will be one of the
primary causes of disability in the world by the year 2020 (Murray & Lopez, 1996 as cited in
Centers for Disease Control and Prevention, 2012). It is not uncommon for someone with an
anxiety disorder to also suffer from depression or vice versa. Nearly one-half of those diagnosed
with depression are also diagnosed with an anxiety disorder. Also, it is not uncommon for
someone with anxiety or depression to have a substance use disorder. According to the Anxiety
and Depression Association of America (ADAA) about 20 percent of Americans with anxiety or
depression have an alcohol or other substance use disorder, and about 20 percent of those with an

alcohol or substance use disorder also have anxiety or depression (2018).

Problem Statement

Latinos' are no exception to such predictions and rates. Latinos are one of the most
rapidly growing populations in the United States, and the National Alliance for Hispanic Health
(2001) has identified this group as being at high-risk for mental health problems, specifically for
depression, anxiety, and substance use disorders (National Alliance for Hispanic Health, 2001).
Despite Latinos being identified at high risk for mental health problems, research has highlighted

gaps in utilizing mental health services. With regard to depression, a national study found that

' Researchers have used the terms “Latinos” and “Hispanics” interchangeably, however the term “Latinos” is
preferred and used throughout this paper.
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36% of Latinos with depression received care compared to 60% of their White counterparts
(Alegria, et al., 2008). Among Latinos with anxiety and depression, only 24% received
appropriate care (Young, et al., 2001). Literature on substance abuse treatment among Latinos
suggests that Latinos have greater or equal access to treatment compared to their White
counterparts (Daley, 2005; Niv and Hser, 2006); however, substantial literature also documents
that Latinos are less likely to seek treatment and receive fewer services (Jerrell & Wilson, 1997;
Rebach, 1992; Wells, Klap, Koeke, & Sherbourne, 2001). Of even greater concern, fewer than
one in 11 native-born Latinos with a mental disorder initiate contact with a mental health
specialist, and fewer than one in five make contact with a general health care provider for their
symptoms (United States Department of Health and Human Services, 2001). These ratios are
even smaller for Latino immigrants seeking mental health services (United States Department of
Health and Human Services, 2001). These are just a few examples of many mental health
disparities? affecting Latinos in contrast to the U.S. population as a whole.

The consequences of untreated mental disorders are numerous. Research has found that
individuals with mental illnesses experience a loss of financial independence and, have
significantly higher rates of unemployment compared to the general public (Baron & Salzer,
2002). Moreover, the family system may be burdened by loss of wages and by the demands of
caring for the untreated mentally ill individual, affecting immediate family members including
children. In addition, research has demonstrated a positive relationship between mental illness

and other social problems, such as, crime, drug use and homelessness (Draine, Salzer, Culhane,

: Generally speaking, a disparity can be defined as a difference in which disadvantaged social groups (e.g., ethnic
minorities) experience worse mental health or greater health risks than more economically advantaged social groups
(Braveman, 2006).
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& Hadley, 2002; Drake & Brunette, 1998). As a consequence, the social welfare system may be

unduly burdened with the cost to provide for afflicted individuals and/or families.

Purpose of the Study

In order to understand mental health utilization and how to reduce mental health
disparities for this population adequately, literature must also explore possible differences among
Latino subgroups. For instance, although people of Mexican origin are the largest group within
the Latino population in the United States (United States Census Bureau, 2011), relatively little
is known about their utilization of mental health services. The extant evidence largely ignores
cultural variation and heterogeneity across and within Latino subgroups (United States
Department of Health and Human Services, 2001). For example, the incidence of mental illness
and utilization of mental health care services among Mexicans in the United States may differ
from the incidence and utilization of mental health care services among Latinos from Cuban and
Puerto Rican backgrounds. Furthermore, generational and nativity differences within Latino
subgroups may yield different patterns in the prevalence of mental illness and utilization of
mental health care services. For instance, foreign nativity among Latinos may be a protective
factor for depression (Burnam, Hough, Karno, Escobar, & Telles, 1987). Others have reported
that long-term residency in the United States among Mexican immigrants, in particular (as
compared with their immigrant counterparts who have been in the country for shorter periods of
time), is associated with poorer mental health (Horevitz & Organista, 2012). Overall, U.S. born
Mexican-Americans and long-term immigrants (living in the U.S. for 13 years or longer) have
poorer mental health when compared to short-term immigrants (living in the U.S. for less than 13
years) (Vega et al., 1998). The reasons for this so-called “immigrant health paradox” (Burnam, et

al., 1987; Horevitz & Organista, 2012) remain perplexing. Thus, the field lacks a unique
4



understanding of the issues and problems surrounding Latino and Latino subgroups’ mental
health service utilization. Research that focuses on Latino subgroups that takes into account all
the factors impacting mental health service utilization provides knowledge to improve
community outreach, agency policies and practice, service access and utilization, and ultimately,

a reduction in mental health disparities for this at-risk population.

Dissertation Aims

This dissertation examines Latino subgroup differences around the most common mental
health problems and mental health service utilization, while considering socio-cultural factors.
Figure 1 below presents the conceptual framework guided by the Andersen and Newman
Behavioral Model of Health Service Use (Andersen, 1995; Andersen & Newman, 1973), which
has been used to explain the determinants of utilization of health services. These determinants of
health service utilization have been divided into three factors: predisposing (e.g., demographics)
enabling (e.g., accessibility, affordability), and need (e.g., perceived or evaluated need of care).
This model has been used extensively to explain the determinants of utilization of health care
services, including those for mental health needs among Latinos (Bradley, et al., 2002; Gonzalez
et al., 2010; Keyes, et al., 2012; Lumansoc, 2011; Van Beljouw, Verhaak, Cuijpers, Van

Marwijk, Penninx, 2010). This model also guides the research questions presented below.



Conceptual Framework

Figure 1. Conceptual Model Applying the Behavioral Model of Health Service Use to Mental
Health Service Utilization

Enabling Factors

Income

Employment Status
Predisposing Factors Health Insurance Need Factors
Gender 2 Acculturation $ Depressive Disorders
Education Level Family Support (Familism) Anxiety Disorders
Marital Status Family Cohesion Substance Use Disorders
Ethnic Sub-group Family Cultural Conflict Behavioral Disorders
Age Mental Health Stigma

Mental Health Service

Utilization

Based on factors postulated by Andersen’s Behavioral Model of Health Services Use
(BMHSU), Latinos experiencing common mental health problems may generate unique
pathways to utilization of services, given cultural and socioeconomic factors. To examine how
predisposing, enabling, and need factors may affect use of mental health services among Latinos,
this dissertation looks at different pathways informed by the aforementioned theory and
conceptual framework and the prominent mental health services literature to determine
significant predictors of mental health status and use of services that service providers need to
consider when working with Latino patients in mental health care settings. In particular, this
dissertation focuses on common mental health problems: depressive disorders, anxiety disorders,
substance use disorders, and behavioral disorders. Furthermore, it incorporates specific group
characteristics that are known to be important in the Latino culture: familism, family cultural

conflict, and acculturation.



Drawing from the BMHSU, the determinants in the conceptual model consist of
predisposing, enabling, and need factors. Predisposing factors in this dissertation include gender,
education level, marital status, Latino ethnic sub-group, and age, which are conceptualized to
influence service use directly and indirectly via need factors as depicted in the conceptual
framework in Figure 1. Enabling factors are conceptualized to be influenced by predisposing
factors and include household income, employment status, health insurance, acculturation,
family support (familism), family cohesion, family cultural conflict, and mental health stigma
and influence the use of mental health services. Need factors are conceptualized to be influenced
by predisposing and enabling factors, and to influence the use of mental health services. Having
a need, has been documented as the strongest predictor of service utilization (Andersen, 1995),
including mental health service utilization among Latinos (Fortuna, Porche, & Alegria, 2008;

Lee & Matejkowski, 2012).

Research Questions
Specifically, this dissertation explores the following research questions for mental health
service utilization:
1.) Using the Anderson’s BMHSU, do predisposing, enabling, and need, factors predict
mental health service utilization among Latinos?
a. What predisposing factors are determinants of mental health service utilization
among Latinos?
b. What enabling factors are determinants of mental health service utilization

among Latinos?



c. Using the Anderson’s BMHSU, is having an evaluated mental health need a
determinant of mental health service utilization among Latinos?

d. Using the Anderson’s BMHSU, are predisposing, enabling, and need factors,
when considered together, determinants of mental health service utilization
among Latinos?

2.) In addition, using the Anderson’s BMHSU, do predisposing, enabling, and need, factors
predict the #ype(s) of service provider utilized for mental health by Latinos?
3.) Using the Anderson’s BMHSU, are there interactions between Latino subgroups and the

predisposing, enabling, and need factors that predict mental health service utilization?

Conclusion

In summary, current literature on mental health service utilization does not address
cultural variation and heterogeneity across and within Latino subgroups. This dissertation aims
to fill the gap in knowledge by focusing on the interplay between the internal and external
factors, as guided by the BMHSU, and their impact on mental health service utilization among
Latino subgroups. The next section describes the BMHSU in more detail and presents a review

of the literature available on the determinants of mental health service utilization among Latinos.



CHAPTER 2: LITERATURE REVIEW

This chapter presents a review of the literature guided by theory regarding the
determinants of mental health service utilization. First, the overarching framework which
elucidates reasons for underutilization of mental health services by Latinos is discussed. Then,
the Andersen’s Behavioral Model of Health Services Use (BMHSU) is presented to explain
determinants of utilization of mental health services, followed by the literature on factors that
impact utilization of mental health services among Latinos in the United States. Specifically, this
section reviews the literature on (a) predisposing factors (e.g., gender, education level, marital
status, Latino ethnic subgroup, and age), (b) enabling factors (e.g., household income,
employment status, health insurance, acculturation, Latino cultural factors related to family, and
mental health stigma); and (c) need factors (e.g., experiencing depressive disorders, anxiety
disorders, substance use disorders, and/or behavioral disorders) as they relate to Latinos’

utilization of mental health services.

Overarching Framework

There are many reasons why Latinos underutilize mental health services. A number of
theories have been proposed to explain the factors attributed to the use of mental health services.
The BMHSU has been perceived as the dominant approach to studying health services use.
Furthermore, the literature has focused on external and internal barriers that limit and prevent
mental health care utilization in Latino communities. External barriers to mental health care
utilization include lack of health insurance, language barriers, discrimination from the system,
lack of information about services (Guarnaccia, Martinez, & Acosta, 2005), and cost of services
(Kouyoumdjian, Zamboanga, & Hansen, 2003). Internal barriers include perception of mental

illness, lack of recognition of mental health problems, a self-reliant attitude, the stigma of having
9



a mental illness, and the associated stigma of seeing a mental health specialist in their
community (Guarnaccia et al., 2005; Kouyoumdjian et al., 2003). Cultural factors may also play
a role in the utilization of mental health services (Williams & Jackson, 2005 as cited in Cabassa,
Lester, & Zayas, 2006). These barriers and factors are difficult to separate and can be culturally
specific or not.
Theoretical Considerations

The Andersen and Newman Behavioral Model of Health Service Use (Andersen, 1995;
Andersen & Newman, 1973) has been used to explain the factors that influence utilization of
care. These factors are divided into three categories which impact health service utilization:
predisposing factors (e.g., demographics and mental health beliefs), enabling resources (e.g.,
social support, accessibility and affordability of mental health care services), and need (e.g.,
perceived need or evaluated/actual need for mental health care). The BMHSU has been used for
many years by many researchers to explain the determinants of health care utilization, such as for
untreated anxiety and depression (Van Beljouw et al., 2010), for long-term health care utilization
while considering psychosocial factors (Bradley et al., 2002), and for self-reported mental
disorders (Lumansoc, 2011). Ronald M. Andersen first developed this model in the 1960’s, and it
has been since revisited and revised. The model initially focused on the family as the unit of
analysis but the model was subsequently modified to employ the individual as the unit of
analysis. In the 1970’s, Andersen integrated the external environment (e.g., the health care
system) to the BMHSU to better understand and explain the utilization of health care services
(Andersen & Newman, 1973). This model helps explain determinants that contribute to the

utilization or non-utilization of mental health services among Latinos with a mental health
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problem and provides the ability to disseminate an understanding of factors and barriers

impacting this at-risk growing population.

Literature Review

A review of the literature suggests there are several reasons for the underutilization of
mental health services among Latinos. Those reasons can be broken down into two major
groups: external factors and internal factors. External factors can be described as factors that
come from the outside of the person, such as socioeconomic status, discrimination, and language
barriers. Internal factors can be described as factors that come from within a person, such as
perception, culture, and knowledge. The following sections discuss these factors and the
relationships between them in greater depth using the determinants of health care utilization

outlined in the BMHSU, predisposing, enabling, and need factors.

Predisposing Factors

A variety of predisposing factors contribute to the utilization of mental health services,
gender, age, education level, marital status, generational status, and ethnicity. Females,
regardless of race, utilize mental health care services at higher rates than their male counterparts
(Substance Abuse and Mental Health Services Administration [SAMHSA], 2013). Research has
noted that females are more likely to seek professional mental health services because they have
a help-seeking attitude, measured by using the Inventory of Attitudes toward Seeking Mental
Health Services, which is comprised of a 24-item attitude measure using three subscales: 1)
Psychological Openness, measuring openness to acknowledging mental health problems and the
likelihood of seeking help for them; 2) Help-seeking Propensity, measuring the willingness and

ability to seek help; and 3) Indifference to Stigma, measuring concerns about how others would
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react to them seeking help for mental health problems, compared to males (Mackenzie, Gekoski,
& Knox, 2007).

When taking age into consideration, SAMHSA (2013) reports that there are higher
prevalence rates of mental illness among adults aged 26 to 49, followed by adults 18 to 25 years
of age, and then by those aged 50 or older (SAMHSA, 2013). However, mental health service
utilization varies depending on the mental health problem, in general, adults ages 18 to 25 years
old comprise the group with the greatest likelihood of experiencing a major depressive episode,
compared with those who are 26 to 49 years of age 50 years of age or older. However, adults 50
years or older are more likely to receive mental health care compared to the younger age groups
(SAMHSA, 2013). It has been noted that older adults are more likely to have favorable
intentions to seek help than younger adults (Mackenzie et al., 2007). Overall, age has been
found to influence the use of mental health services. However, research focusing on Latinos has
noted some age differences: some studies have indicated that young Latino adults use more
mental health services (Portes, Kyle, & Eaton, 1992; Vera et al., 1998), while other studies have
found that older Latinos use more services (Alegria et al., 1991; Pescosolido, Wright, Alegria, &
Vera, 1998; Vega, Kolody, Aguilar-Gaxiola, & Catalano, 1999). However, these studies have not
accounted for acculturation or generational differences.

Another predisposing factor is education, with higher education found to be a
determinant of mental health service utilization among Latinos (Gonzalez, Alegria, Prihoda,
Copeland, & Zeber, 2011; Ojeda & McGuire, 2006). Specifically, studies have highlighted that
individuals with lower education levels are more likely to receive mental health care in general
medical settings, compared to professionals in the mental health specialty field (Gonzalez et al.,

2011). With regard to marital status, unmarried individuals in general are more likely to utilize

12



mental health services compared to their married counterparts (Chang, Natsuaki, & Chen, 2013;
Leaf, Livingston-Bruce, Tischler, Freeman, Weissman, & Myers, 1988; Peifer et al., 2000). With
regard to nativity, research has found that third or later generation Latinos (U.S. born and both
parents born in the U.S.) have higher rates of use of mental health care utilization (considering,
contributing enabling factors—e.g., English proficiency and higher education levels) (Abe-Kim,
et al., 2007), highlighting that higher acculturation levels are associated with worse health and
mental health; therefore, a higher need to use services (Alegria et al. 2002; Chen & Vargas-
Bustamante 2011; Lara, Gamboa, Kahramanian, Morales, & Bautista, 2005; Wells, Golding,
Hough, Burnam, & Karno, 1989). Literature has also noted ethnic sub-group differences among
Latinos with regard to mental health care service utilization. When compared with Mexicans,
Puerto Ricans and other Latinos use mental health care services at higher rates and Central and

South Americans use care at similar rates (Harris, Edlund, & Larson, 2005).

Enabling Factors

Enabling factors that impact mental health service utilization among Latinos are income,
employment status, lack of health insurance, language, acculturation, familism, family cultural
conflict, and mental health stigma.
Socioeconomic Status

The majority of Latinos face socioeconomic challenges, being at risk for living in
poverty, having lower educational achievement levels compared to the non-Hispanic White
population, and having high unemployment rates (Kouyoumdjian et al., 2006). Being of lower
socioeconomic status has been associated with being more likely to have a mental illness and
with being less likely to utilize mental health care services. Specifically, in the United States,

those with higher incomes tend to receive mental health care more often than those with lower
13



incomes (Katz, Kessler, Frank, Leaf, & Lin, 1997). Moreover, employment status is an important
predictor of mental health utilization among Latinos. Many Latinos are employed by sectors of
the labor market that are less likely to provide stable employment or insurance coverage
(Bennefield, 1998 as cited in Vega & Lopez, 2001), thereby, reducing their likelihood of having
stable income and the ability to afford health insurance and/or mental health care services.
Health Insurance

Numerous studies have documented lack of health insurance as a significant access and
utilization barrier to mental health care, especially for Latinos (O. Carrasquillo, A. Carrasquillo,
& Shea, 2000; Hargraves & Hadley, 2003; R. Trevifio, F. Trevifio, Medina, Ramirez, & Ramirez,
1996; Vega & Lopez, 2001; Woodward, Dwinell, & Arons, 1992). In 2008, 30.7% of Latinos in
the United States lacked health care insurance (at 14.6 million) (U.S. Office of Minority Health
and Health Disparities, 2010). Unfortunately, the available literature does not specifically
address if mental health care coverage is included in health insurance plans. The majority of the
information on health insurance available focuses on health care services. Even with the
implementation of the Affordable Care Act (ACA) of 2010, Latinos continue to have problems
accessing and utilizing mental health care services (Ortega, Rodriguez, & Vargas Bustamante,
2015).

It is evident through numerous studies that the Latino population underutilizes mental
health care services when compared to the White population (Alegria et al., 2002; Berdahl &
Torres Stone, 2009; Harris et al., 2005; Hough, et al., 1987; Vega, Kolody, Aguilar-Gaxiola, &
Catalano, 1998, Wells et al., 2001). Ronald Andersen et al. (1981) found that health insurance
coverage among Latinos is significantly impacted by socioeconomic status. Specifically among

Mexican-Americans, research has documented that the deciding factor for utilizing health care
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was insurance coverage (Trevino et al, 1996). Overall, studies report that Latinos without health
insurance are less likely than insured Latinos to utilize health services (Andersen, Lewis,
Giachello, Aday, & Chiu, 1981; Berdahl & Torres Stone, 2009; Trevino, Moyer, Burciaga
Valdez, & Stroup-Benham, 1992 as cited in Kouyoumdjian et al., 2003; Vega et al., 1998).
Hargraves and Hadley (2003) believe that lack of health insurance is specifically the most
important factor in Latino and White differences in health care access and utilization. Several
researchers believe that if Latinos were able to have equal levels of insurance coverage with their
White counterparts, a significant portion of the disparities in access to care would be reduced
(Hargraves and Hadley, 2003; Zuvekas & Taliaferro, 2003). Moreover, differences have been
found within the Latino population. Specifically, among Latino subgroups, Mexicans are the
most disadvantaged group with only 59% of Latinos of Mexican origin having health insurance
coverage compared with 72 percent of non-Mexican Latinos (Puerto Ricans, Cubans, Other
Latino subgroups) (Vargas Bustamante, Fang, Rizzo, & Ortega, 2009).
Language

Scholars have consistently identified limited English proficiency as a barrier to health
care and mental health care access and utilization (Fiscella, Franks, Doescher, & Saver, 2002;
Guarnaccia et al., 2007; Kouyoumdjian et al., 2003; Sentell, Shumway, & Snowden, 2007;
Timmins, 2002; Wilson Chen, Grumbach, Wang, & Fernandez, 2005). Language, in particular,
the ability to communicate, understand, and or feel understood by health practitioners is a key
factor in mental health care (Flores, 2006, Kouyoumdjian et al., 2003; Sentell, Shumway, &
Snowden, 2007). Most mental health treatments involve a dialogue between the practitioner and
the client. Limited English proficiency affects care, medicinal use, diagnosis, and other health
related aspects (Flores, 2006). Often, Spanish-only speaking patients rely upon others such as
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children, non-fluent professionals, or non-clinical employees to interpret; as a result, the trust,
rapport, and understanding between the provider and the patient is negatively impacted
(Ginsberg et al. 1995 & Schmidt, Ahart, and Schur 1995 as cited in Jacobs, Chen, Karliner,
Agger-Gupta, & Mutha, 2006 ).

Communication between health care providers and patients is hindered when the provider
and the client do not speak the same language (Fernandez, et al., 2004; Kouyoumdjian et al.,
2003). Latinos who communicate primarily in Spanish are more dissatisfied with care when the
care provider is non-Spanish-speaking (Alegria et al., 2008; Fernandez et al., 2004; Morales,
Cunningham, Brown, Liu, & Hays, 1999). Research demonstrates that there is a significant need
to improve access and utilization of care among populations who encounter language barriers.
Furthermore, researchers suggest that providing language assistance services can reduce
language barriers (Kim et al., 2011).

Cultural Factors

In order to understand the enabling factors that are present among Latinos, it is important
to understand the known values and characteristics of the Latino culture. Furthermore, it is
important to recognize that many Latinos come from other countries and go through an
acculturation process as they reside in the United States that may influence their values and
behaviors.

It is known for Latinos to share a collectivist culture, wherein they define their identity in
“family, ancestors, community, ethnicity, spirituality, environment and other collective contexts”
(Comas-Diaz, 2006, p. 437). Due to this collectivist culture, it is possible for Latinos to seek
help from their family or from spiritual leaders instead of professional mental health services.

Some Latinos share unique group values and norms such as a familism and fatalism. This culture
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often clashes with the mainstream individualist culture, which emphasizes independence.
According to Comas-Diaz (2006), the clash between the two cultures arises during the
acculturation process of Latinos to the United States. Below the impact of acculturation on the
mental health use of Latinos is discussed. Also discussed is the influence of family cultural
conflict within the family, familism, and stigma.
Acculturation

Acculturation has been found to impact general health among Latinos (Buscemi,
Williams, Tappen, & Blais, 2012; Jimenez et al., 2012; Johnson, Carroll, Fulda, Cardarelli, &
Cardarelli, 2010). Acculturation is described as the process of cultural, psychological and
subsequent behavioral change experienced by individuals as a result of two or more cultural
groups coming into contact (Berry, 2005; Redfield, Linton, Herskovits, 1936). The growth of
Latino immigrants in the United States has precipitated many studies examining the relationship
between acculturation and health among this ethnic group. Although evidence suggests that
acculturation leads to negative overall health behaviors (e.g. substance abuse and poor mental
health), it has been found to lead to a greater use of health services and a more positive self-
perception of health among Latinos (Lara et al., 2005). The health literature suggests that level of
acculturation can introduce health risk factors (Ebin, Sneed, Morisky, Rotheraam-Borus,
Magnusson, & Malotte, 2000; Farrelly, Cordova, Huang, Estrada, & Prado, 2013; Schwartz et
al., 2011) as well as protective health factors (Mainous, et al., 2006; Schwartz, et al., 2011)
depending on the health outcome examined (Lara et al., 2005).

During the last two decades, research has found that as the acculturation level of Latinos
in the United States increases, physical health and mental health status decline (Acevedo-Garcia,
Soobader, & Berkman., 2007; Adler & Rehkopf, 2008; Carter-Pokras et al. 2008; Lara et al.,
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2005; Waldstein, 2008). This phenomenon of health deterioration has been labeled as the
acculturation paradox and is explained as health deteriorating (instead of improving) due to the
adaptation and adjustment to an American culture and lifestyle (given that, recent Latinos
immigrants with lower socio-economic status have been found to have better health than their
non-Latino White counterparts) (Ceballos & Palloni, 2010). For instance, research suggests that
Mexican immigrants who have recently migrated to the U.S. have better mental health than that
of U.S. born citizens (Burnam et al., 1987; Vega, et al., 1998). U.S. born and long-term Latino
residents have higher rates of mental disorders (affective disorders, anxiety disorders, and
chemical use and dependency) when compared to Latino immigrants who have fewer years in
the U.S. (National Council of La Raza, 2005). Furthermore, compared to Mexican immigrants,
U.S. born Mexican Americans had higher lifetime prevalence rates across five mental disorders:
major depression, dysthymia, phobia, alcohol, and drug dependency (National Council of La
Raza, 2005). Differences have been attributed to structural and cultural factors such as familism,
traditions, and perceptions of health (Agbayani-Siewert, Takeuchi, & Pangan, 1999).

With regard to mental health service utilization, a study focusing on Mexican-Americans
found that Mexican Americans who were less acculturated had lower probabilities of utilizing
care than those who were more acculturated; this was true for physical and mental problems
(Wells, et al., 2001). The acculturation paradox appears to impact both physical and mental
health and utilization of mental health services. However, it should be noted that this
acculturation process might be different across other Latino subgroups (e.g., Cubans, Puerto
Ricans, other Latinos).

Family Cultural Conflict

Since American culture is strongly characterized by the Western values of individualism
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and independence (Raeff, Greenfield, & Quiroz, 2000), among multi-generation Latino families,
conflict may arise between members who are raised in the United States—and, thus more
acculturated to American culture—and those raised in their country of origin with stronger
Latino/collectivistic values. According to Comas-Diaz (2006), the clash between the two cultures
arises during the acculturation process of Latinos to the United States. The acculturation process
of Latinos can be described as the adaptation and adjustment to an American culture and lifestyle
(Ceballos & Palloni, 2010). This conflict may be very present in Latino families, as many
families are made up of different generations.
Familism

One of the most important culture-specific values of Latinos is familism (Sabogal et al,
1987 as cited in Kouyoumdjian et al., 2003, Zinn, 1982). Familism refers to having a strong
identification and attachment with family (immediate and extended), and strong feelings of
loyalty to family (Hovey & King, 1996; Triandis et al., 1982). As mentioned, Latinos may seek
support for mental health problems from family instead of mental health professionals; thereby,
influencing the underutilization of mental health services (Kouyoumdjian et al., 2003). However,
not all Latinos share this value of familism. Other Latinos in the United States share values that
are more aligned with American culture, which tends to have Western values (“individualistic”).
For example, Latino immigrants who have lived in the United States for many years and those
who migrated at a very young age might have values that aligned closer to Western values (i.e.,
more “individualistic” and less “collectivistic”) (Viruell-Fuentes, Miranda, & Abdulrahim,
2012).
Mental Health Stigma

Stigma related to mental health includes negative perceptions, attitudes (e.g., disgust and
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shame), and behaviors (such as discrimination) towards people with mental health problems.
Mental health stigma is a significant barrier to seeking mental health treatment (Vega et al.,
2009). The attitudes towards having a mental illness have become a national and international
concern. It has been well documented that many individuals who are in need and would benefit
from mental health service utilization opt not to receive care due to stigma, mainly to avoid the
label of mental illness (Corrigan, 2004). Aside from being labeled as “mentally il1”, there is also
stigma related to treatment. A qualitative study of Latinos with depression found that stigma was
not only related to having a mental illness (i.e., depression), but also to utilizing medications
(Interian et al., 2008). The study found that Latinos did not adhere to treatment with
antidepressants due to the stigma of having social deficiencies, such as, being weak, unable to
cope with stressors, and perceived as having a severe mental disorder (Interian, Martinez,
Guarnaccia, Vega, & Escobar, 2008). Furthermore, utilizing antidepressants was perceived as
equivalent to using illicit drugs and being addicted (Interian et al., 2008). The Surgeon General’s
2001 report on mental health emphasized the need to end mental health stigma in order to reduce
the burden of mental illness (United States Department of Health and Human Services, 2001).
The World Health Organization (2001) has proposed that stigma is one of the greatest barriers to
utilizing mental health care (Patel, et al, 2007 as cited in Ahmedani, 2011). Stigma is a barrier to

mental health utilization not only for Latinos, but also for everyone in need of mental health care.

Need Factors

Research has identified need as one of the most consistent determinants of mental health
care utilization for Latinos (Cabassa, et al., 2006); however, despite need being a determinant of
utilization, research highlights that utilization of mental health services is low (Alegria, et al.,

2008; Alegria, et al., 2015; Lagomasino, et al., 2005; Wells et al., 2001). For example, use of
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mental health services remains low among Latinos who have similar depression rates relative to
their White counterparts (Mendelson, Rehkopf, & Kubzansky, 2008). With regard to anxiety,
research has found that Latinos are less likely to meet the criteria for an anxiety disorder
compared to their White counterparts (Asnaani, et al., 2010); however, Latinos are more likely to
have comorbid anxiety disorders compared to their White counterparts (Lagomasino, et al.,
2005). With regard to substance use disorders, the prevalence rates for Latinos are similar to the
general U.S. population; however, research has found that Latinos have poorer outcomes in
substance abuse treatment programs and are less likely to seek help (Alvarez, Jason, Olson,

Ferrari, & Davis., 2007).

Conclusion

In summary, although there is an existing body of literature on mental health service
utilization among Latinos, the current literature does not address cultural variation and
heterogeneity across and within Latino subgroups. The next section describes the methods used

to answer the aforementioned research questions using the BMHSU.

21



CHAPTER 3: METHODS
This chapter describes the use of secondary data analysis from the National Latino and
Asian American Study (NLAAS) to answer the aforementioned research questions using the
Andersen’s Behavioral Model of Health Services Use (BMHSU). The research design, the
population and sample, and the procedures of the NLAAS are discussed. Then the
instrumentation and operationalization of the dependent and independent variables are presented.

Finally, the data analysis to answer the aforementioned research questions is described.

Research Design

The NLAAS used a stratified area probability sampling design fielded by the University
of Michigan Survey Research Center (Alegria et al., 2004; Heeringa et al., 2004). The survey of
populations for the NLASS included all Latino and Asians adults, 18 years of age or older, living
in the non-institutionalized population of the United States. The survey population was stratified
based on eligible adults’ ancestry or national origin self-reported by household members during
screening. Latinos were divided into four strata of interest: Puerto Rican, Cuban, Mexican, Other
Latinos, and Asians into: Chinese, Vietnamese, Filipino, and Other Asians (Heeringa et al.,
2004). The NLAAS Core sample was designed to provide a nationally representative sample of
Latinos and Asian Americans without regard to geographic residential patterns. Since this
approach was too costly, due to the low densities of the populations of interest, the supplemental
NLAAS-High Density (HD) sample components were also implemented. The NLAAS-HD
oversamples geographic areas with moderate to high densities (>5%) of the target populations of
Latino and Asian households. The NLAAS-HD supplemental samples were developed for Puerto

Rican, Cuban, Chinese, Filipino, and Vietnamese due to their low prevalence as a group.
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Weighting reflects the joint probability of selection from the NLAAS Core and HD samples

(Heeringa et al., 2004).

Population and Sample

The University of Michigan’s Institute for Social Research (ISR) collected the data from
May 2002 to November 2003 by having professional lay interviewers conduct face-to-face
interviews with Latino and Asian American adults. To be included in the Latino sample, the
eligibility criteria included: being 18 years of age or older; being Cuban, Puerto Rican, Mexican,
or from other Latino origins; and being able to speak English or Spanish. Interviewers engaged
in screening procedures, scheduling, and interviewing individuals who met the eligibility criteria.
Informed consent was obtained, and the interviews were conducted in the respondents’ preferred
language (English, Spanish, Chinese, Vietnamese, or Tagalog) averaging about 2.6 hours. As a
measure of quality control and to verify that the interviews were completed, a 10% random
sample of each of the interviewer’s completed interviews was contacted again (Heeringa et al.,

2004, Pennell et al., 2004).

Procedures

Field staff prepared an enumerative housing unit list for each of the area segments in the
NLASS Core; each selected housing unit was screened for persons belonging to the Latino or
Asian categories. Initially, only one respondent was randomly chosen from each household that
had more than one eligible adult, but due to the need to control final sample sizes for the
Mexican and other Latino and other Asian subpopulations, it was only in a subsample of the
NLAAS Core households that a designated respondent was randomly chosen. Due to the field

cost and the projects’ budget, a second eligible adult was selected for an interview. Overall,
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27,026 sample housing units were screened for eligible adults for the NLAAS Core and HD
samples, and 4,649 eligible respondents completed the interviews. The final sample consisted of
2,554 Latinos and 2,095 Asian Americans (Heeringa et al., 2004). This study is restricted to the
Latino sample, 868 Mexicans, 577 Cubans, 495 Puerto Ricans, and 614 Other Latinos. Among
the Latino sample, the weighted response rate for the combined NLAAS samples of primary and

secondary adult respondents was 75.5% (Heeringa et al., 2004).

Instrumentation

Dependent Variable

Mental Health Service Utilization

Mental health service utilization is defined as receiving care/aid from any service
provider for any “problems with emotions, nerves, or substance use/dependence”. Mental health
service utilization was operationalized dichotomously (yes, no) using the following question: “In
the past 12 months, did you go to see [provider list] (Appendix 1) for problems with your

emotions, nerves, or your use of alcohol or drugs?”.
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Appendix 1.

Provider List:

Psychiatrist

General practitioner or family doctor

Any other medical doctor like a cardiologist or urologist/gynecologist

Psychologist

Social worker

Counselor

Any other mental health professional, such as a psychotherapist or mental health

nurse

A nurse, occupational therapist, or other health professional

e A religious or spiritual advisor like a minister, priest, pastor, or rabbi

e Any other healer, like an herbalist, chiropractor, doctor of oriental medicine, or
spiritualist

e Other (specify)

The respondents were asked separately which specific providers they used. Three
separate provider categories were created: mental health specialty field, general medical care
field, and other professional providers. The mental health specialty field includes: psychiatrist,
psychologist, social worker, psychotherapist, mental health nurse, and other mental health
professional. The general medical care field includes general practitioner, family doctor, and any
other medical doctor like a cardiologist or a gynecologist/urologist. Lastly, the other professional
providers category includes chiropractor, homeopath, priest, minister, rabbi, counselor, and
nurse, any other healer like an herbalist, chiropractor, doctor of oriental medicine, or spiritualist.
To uniquely identify what type of service provider Latinos sought for “any problems with
emotions, nerves, or substance use/dependence”, three combinations of who the participants
sought out included: 1.) only a professional in the mental health specialty field; 2.) only a
professional not in mental health specialty field; and 3.) used more than one professional in any

field.
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Independent Variables

Predisposing

Gender was measured using male or female. Education was measured as years of
education based on the following categories; 0-11 years, 12 years, 13-15 years, and 16 years or
more; marital status includes married/cohabitating, divorced/separated/widowed, and never
married; ethnic subgroup includes Mexican, Cuban, Puerto Rican, All Other Latinos; and age
was measured continuously; however, the age categories (18 to 24; 25 to 34; 35 to 44; 45 to 54;

55 to 64; and 65 years old or more) were created for descriptive purposes.

Enabling

Household income was measured by reported annual household income continuously in
U.S. dollars and using the 2001 Census poverty index (household income/needs ratio, range = 0-
17); employment status was measured with three categories: employed, unemployed, and not in
the labor force. Of note, descriptive statistics using Health insurance was dichotomously coded,
with respondent had “no health insurance” or respondent had some form of health insurance
assessed by a positive response to any of the following questions:

The next questions are about health insurance obtained through jobs, purchased directly,
or obtained from government programs. In answering, do not include medical plans that
only supplement your income if you are in the hospital or that only pay for one type of
service, such as dental care or eye glasses, or nursing home care, or accidents.; Are you
covered by a) health insurance plan obtained through a current or past employer or union
— either your own employer or union or the employer or union of someone else? Are
you currently covered by some type of military health insurance, such as CHAMPUS,
CHAMP- VA, TRICARE, or VA care? Are you covered by a health insurance plan
purchased directly from an insurance company? Are you covered by Medicare, the health
insurance plan for people 65 years old and older or persons with certain disabilities? Are
you covered by a Medicare supplemental or Medigap policy to cover the costs of health
care that are not covered by Medicare? Are you covered by (STATE NAME FOR
MEDICAID), the government assistance program for people in need? Are you covered
by (STATE NAME FOR STATE PLAN), the state health insurance plan for uninsured
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people? Are your covered by any other type of health insurance that I have not

mentioned?
Acculturation

A range of measures of language use and ability, birthplace and migration were used to
measure acculturation. Specifically, language proficiency in English was assessed using the
following three items “How well do you speak English? How well do you read English? and
How well do you write in English? using a summary score of the responses ranging from 3 to 12
(response options ranged from poor, fair, good, to excellent) , with higher scores indicating
higher English language proficiency. Language spoken at home while growing up which
originally had six response options (Spanish only; mostly Spanish, some English; Spanish and
English; mostly English, some Spanish; English only; and other) was recoded to only three
response categories (Spanish only, both Spanish and English, and English only). Nativity
originally included five categories ranging from being born in the U.S. to living in the U.S. for
less than 5 years, 5 to 10 years, 11 to 20 years, and 20 years or more to only four categories (10
years or less, 11 to 20 years, 20 years or more, and U.S. born). These variables have emerged as
key indicators of acculturation in other studies (Guarnaccia et al., 2007; Ortega, Resenheck,
Alegria, & Desai, 2000).
Familism

Familism was measured using family support variables. More specifically, family support
was measured as the level of emotional support the respondent perceived to receive from family
or relatives outside the home. Three family support items were used 1) the frequency of
communication and interactions with family or relatives (“How often do you talk on phone or get

together with relatives?”) (responses ranged from “less than once a month” to “most every day”);
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2) the dependability on family or relatives for help with serious problems (“How much can you
rely on relatives who do not live with you for help if you have a serious problem—a lot, some, a
little, or not at all?”” ) (responses ranged from “not at all” to “a lot™); and 3) the ability to open up
to family or relatives about worries (“How much can you open up to relatives who do not live
with you if you need to talk about your worries?”’) (the response rangea are similar to the
previous item). The responses were summed, creating a summary score ranging from 3 to 12,
with higher scores indicating higher family support.
Family Cohesion

Family cohesion was measured using the following with ten statements: “Family
members respect one another.” “We share similar values and beliefs as a family.” “Things work
well for us as a family.” “We really do trust and confide in each other.” “Family members feel
loyal to the family.” “We are proud of our family.” “We can express our feelings with our
family.” “Family members like to spend free time with each other.” “Family members feel very
close to each other.” and “Family togetherness is very important.” There were four response
categories ranging from strongly agree to strongly disagree. The responses were summed,
creating a summary score ranging from 10 to 40 with higher scores indicating higher family
cohesion.
Family Cultural Conflict

As mentioned, family cultural conflict refers to conflict between family members (e.g.,
parents and children) where in cultural differences in values exist between generations (Lee &
Liu, 2000, as cited in Miranda, Bilot, Peluso, Berman, & Van Meek, 2006). To assess family
cultural conflict, many researchers have used a subscale from the Hispanic Stress Inventory
(HSI) operationalizing family cultural conflict (Alegria et al., 2004; Guarnaccia et al., 2007;
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Mulvaney-Day, Alegria, & Sribney, 2007). The HSI was developed in 1991 to measure the
psychosocial stress experienced by Latinos in a culturally relevant approach (Cervantes, Padilla,
& Salgado de Snyder, 1991). Here, the family cultural conflict scale was operationalized with a
five-item subscale from the HSI assessing the respondent’s cultural and intergenerational conflict
with family over values and goals. The five-items asked respondents to answer how frequently
the following situations occurred to them: 1) “You have felt that being too close to your family
interfered with your own goals”; 2) “Because you have different customs, you have had
arguments with other members of your family”; 3) “Because of the lack of family unity, you
have felt lonely and isolated”; 4) “You have felt that family relations are becoming less
important for people that you are close to”; and 5) “Your personal goals have been in conflict
with your family”. With the response options on a Likert scale from 1 to 3 (from “hardly ever or
never”, “sometimes”, to “often”), the responses were summed, creating a summary score ranging
from 5 to 15, with higher scores indicating higher family cultural conflict.
Mental Health Stigma

Mental health stigma was assessed by the question, “How embarrassed would you be if
your friends knew you were getting professional help for an emotional problem?”” The four
responses ranged from “not at all embarrassed, not very embarrassed, somewhat embarrassed, to

very embarrassed” and were recoded to the following three categories: 1) not at all embarrassed

(n=1,548), 2) not very embarrassed (n=554), and 3) somewhat or very embarrassed (n=437).

Need
The NLAAS collected data with the Composite International Diagnostic Interview
(WMH-CIDI), which generates diagnoses based on the Diagnostic and Statistical Manual of

Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR) criteria. To assess mental health
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need, past-year and lifetime prevalence of DSM-IV disorders for 4 composite diagnostic
categories covering the following disorders: depressive disorders (dysthymia, major depressive
disorder), anxiety disorders (agoraphobia, social phobia, generalized anxiety disorder,
posttraumatic stress disorder, panic disorder), substance use disorders (drug abuse, drug
dependence, alcohol abuse, alcohol dependence), and behavioral disorders (intermittent

explosive disorder and conduct disorder®) were used.

Data Analysis

The data analysis was conducted using STATA Statistical Software, version 15 (Stata
Corporation, 2017). Descriptive and correlational analyses are presented. Since one of the
outcome variables used is dichotomous (“In the past 12 months, did you go to see [provider list]
for problems with your emotions, nerves, or your use of alcohol or drugs?”’; yes or no) and the
explanatory variables are continuous and categorical, logistic regression was employed to test the
association of predisposing factors and mental health service utilization; enabling factors and
mental health service utilization; need factors and mental health service utilization; and
predisposing, enabling, and need factors and mental health service utilization. Multinomial
logistic regression was also employed to further examine if predisposing, enabling, and need
factors predict type of service provider. The type of service provider variable was combined (as
mentioned above); it is categorial with the following three combinations: using only a mental
health specialty field provider, using only a general medical care field provider, and using more
than one provider (mental health specialty field, general medical care field, and other

professional providers). To examine if there were any interactions between Latino subgroups and

* Conduct disorder was only assessed for participants under the age of 45. Also, endorsing having a conduct disorder
is only included in lifetime prevalence, not in the past year.
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the predisposing, enabling, and need factors that predict mental health service utilization, two-
way interactions were assessed.

The following assumptions required for logistic regression were met: there are no
assumptions of normality or linearity, and homogeneity of variance for the independent
variables; for the binary logistic regression, the dependent variable is dichotomous, use of mental
health services, yes=1 or no=0; for the multinomial logistic regression, the dependent variable is
nominal (including three unique combinations of type of service provider sought; there is more
than one independent variable (both continuous and categorical); there is independence of
observations and the outcome variable has mutually exclusive and exhaustive categories; and
goodness of fit is determined with only meaningful variables included; each observation is
independent, and the outcome variable has mutually exclusive and exhaustive categories. Since

there should be no high multicollinearity, both collinearity and multicollinearity are addressed.

Conclusion
In summary, secondary data analysis using the NLAAS data was used to answer the
aforementioned research questions using the BMHSU. The next chapter presents descriptive

information about the sample and the research questions’ results.
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CHAPTER 4: RESULTS

Demographics

The demographic characteristics of the Latino sample are presented in Table 1. Based on
the weighted proportion, more than half of the population is Mexican (57%). This is consistent
with the previous and more current Latino representation in the United States, with the majority
being of Mexican descent (United States Census Bureau, 2011). Moreover, the weighted sample
is reflective of the 2000 Census in the following demographic characteristics: gender, age, and
education level and different in household income (Guarnaccia et al., 2007). With regard to
gender, the sample included approximately an even number of males and females. The sample
included a range of ages, from 18 to 97 years old. On average the sample is comprised of young
to middle-aged adults with the average age being around 40 years (M=38 years). Furthermore,
the majority (69%) of the sample completed high school or less; however, about 10% completed
a college degree. Household income ranged from zero to over $200,000, with 4% of the sample
reporting no income. On average, the unweighted and weighted sample of Latinos made a little
over $43,000 but less than $45,000 (M=$43,042), respectively. More than half of the sample is
married or cohabitating, employed, and reported having some type of health insurance.

English language proficiency, language spoken at home while growing up, and nativity
served as a proxy to measure acculturation. Given the range (3 to 12), on average respondents
scored fairly proficient in English (M=7.38). The majority of respondents also reported speaking
only Spanish while growing up (66%), with a quarter of the sample speaking both English and
Spanish (25%), and only a minority speaking only English while growing up (8%). The sample

included a similar representation across nativity, which includes being in the U.S. for 10 years or
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less (19%), between 11 to 20 years (16%), for more than 20 years (28%), and being born in the
U.S. (36%).

With regard to family variables, on average respondents scored fairly high on the
familism (family support) scale (M=9.36, range 3 to 12) and on the family cohesion scale
(M=36.23, range 10-40), and fairly low on the family cultural conflict subscale (M=6.35, range
5-15)—meaning they report having little cultural conflict with family and having a close family
network.

When asked about mental health stigma, a little more than half of the respondents
reported not being embarrassed at all if their friends knew they were getting professional help for
a mental health problem. On average, the majority of the sample (>75%) did not meet criteria
for a mental health problem. A little more than 20% of the sample met criteria for having
experience an anxiety disorder (23%) and experiencing a behavioral disorder (21%), while a
little less than 20% reported having experienced a depressive disorder (16%) or a substance use
disorder (11%). Only a minority of the sample (8%) reported having utilized at least one service
provider for help with their mental health problems.

Table 1. Summary of Descriptive Characteristics for Latinos in the NLAAS 2002-2003 Sample.

Unweighted Weighted
Characteristic N Proportion Proportion
/Mean (SD) /Mean (SE)
PREDISPOSING FACTORS
Gender
Male 1,125 44.13 51.47
Female 1,424 55.87 48.53
Education Level
0-11 years 991 38.88 44.12
12 years 632 24.79 24.46
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Unweighted Weighted
Characteristic N Proportion Proportion
/Mean (SD) /Mean (SE)
13-15 years 567 22.24 21.16
16 years or more 359 14.08 10.27
Marital Status
Married/Cohabitating 1,595 62.57 64.20
Divorced/Separated/Widowed 479 18.79 14.47
Never Married 475 18.63 21.34
Ethnic Subgroup
Mexican 866 33.97 56.51
Cuban 577 22.64 4.64
Puerto Rican 492 19.30 10.02
Other 614 24.09 28.74
Age 2,549 40.61 (0.31) 38.03 (0.53)
18 to 24 403 15.78 20.68
25 to 34 665 26.04 28.28
35t0 44 594 23.26 22.27
45 to 54 394 15.42 14.92
54 to 64 267 10.45 6.29
65 + 231 9.04 7.56
ENABLING FACTORS
Household Income 2,549 45,338 (914.71) 43,042 (1791.32)
Poverty Index 2,549 3.51 (0.07) 3.21 (0.15)
Employment Status
Employed 1,563 61.32 63.11
Unemployed 182 7.14 7.49
Not in Labor Force 804 31.54 29.40
Health Insurance
Yes 1,782 69.94 65.39
No 766 30.06 34.61
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Unweighted Weighted
Characteristic N Proportion Proportion
/Mean (SD) /Mean (SE)
Acculturation
English Proficiency 2,540 7.38 (0.07) 7.49 (0.20)
Language Spoken as a Child
Spanish Only 1,670 66.16 61.93
Spanish and English 641 25.40 27.11
English Only 213 8.44 10.96
Nativity
10 years or Less 494 19.43 18.51
11 to 20 years 409 16.09 17.84
20+ years 716 28.17 20.71
US Born 923 36.31 42.94
Familism (Family Support) 2,535 9.56 (0.49) 9.39 (0.74)
Family Cohesion 2,538 36.23 (0.10) 36.09 (0.14)
Family Cultural Conflict 2,536 6.34 (0.04) 6.35 (0.04)
Mental Health Stigma
Not at all embarrassed 1548 60.97 57.56
Not very embarrassed 554 21.82 22.48
Somewhat or very embarrassed 437 17.21 19.96
NEED FACTORS
Depressive Disorder Lifetime
Yes 464 18.20 15.61
No 2,085 81.80 84.39
Depressive Disorder 12 months
Yes 257 10.06 8.84
No 2,297 89.94 91.16

Anxiety Disorder Lifetime
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Unweighted Weighted

Characteristic N Proportion Proportion
/Mean (SD) /Mean (SE)

Yes 644 25.26 23.12

No 1,905 74.74 76.88
Anxiety Disorder 12 months

Yes 377 14.76 12.76

No 2,177 85.76 87.24
Substance Use Disorder Lifetime

Yes 247 9.69 11.48

No 2,302 90.31 88.52
Substance Use Disorder 12 months

Yes 65 2.55 2.95

No 2,489 97.45 97.05
Behavioral Disorder Lifetime

Yes 479 18.75 20.95

No 2,075 81.25 79.05
Behavioral Disorder 12 months

Yes 108 4.23 4.24

No 2.446 95.77 95.76

Mental Health Service Utilization
Yes 227 8.91 7.94
No 2,322 91.09° 92.06

Type of Provider for Mental Health
Used Only a Professional in

Mental Health Specialty Field 50 22.03 22.48
Only a Professional Not in Mental

Health Specialty Field >3 24.23 28.62
Used More than One Professional 122 5374 48.90

in Any Field

Table 2 presents the bivariate associations between predisposing, enabling, and need
factors and mental health service utilization among Latinos. Gender, marital status, health

insurance, all of the variables that make up the acculturation proxy (English proficiency,
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language spoken at home while growing up, and nativity), family cohesion and family cultural
conflict, along with all of the mental health disorders considered (anxiety, depressive, substance
use, and behavioral) are statistically significant factors associated with the use of mental health
service services.

Table 2. Bivariate Association Between Predisposing, Enabling, and Need Factor and Mental
Health Service Utilization (Unweighted)

Utilization of Mental No Utilization of Mental
Health Services Health Services
Characteristic Proportion Proportion /Mean
N /Mean (sd) N (se)

PREDISPOSING FACTORS
Gender*

Male 84 37.00 1041 44.83

Female 143 63.00 1281 55.17
Education Level

0-11 years 79 34.80 912 39.28

12 years 55 24.23 577 24.85

13-15 years 52 22.91 515 22.18

16 years or more 41 18.06 318 13.70
Marital Status™

Married/Cohabitating 127 55.95 1468 63.22

Divorced/Separated/Widowed | 59 25.99 420 18.09

Never Married 41 18.06 434 18.69
Ethnic Subgroup

Mexican 69 30.40 797 34.32

Cuban 52 2291 525 22.61

Puerto Rican 53 23.35 439 18.91

Other 53 23.35 561 24.16
Age 227 40.81 (13.83) 2322 40.60 (15.82)

18 to 24 31 13.66 371 15.98

25to0 34 45 19.82 618 26.61

35to 44 73 32.16 521 22.44

45 to 54 38 16.74 354 15.25
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Utilization of Mental
Health Services

No Utilization of Mental
Health Services

Characteristic Proportion Proportion /Mean
N /Mean (sd) N (se)
54 to 64 25 11.01 242 10.42
65 + 15 6.61 216 9.30
ENABLING FACTORS
Household Income 227 46580.53 (46182) | 2322 | 45216.12 (46161)
Poverty Index 227 3.70 (4.03) 2322 3.49 (3.73)
Employment Status
Employed 124 54.63 1439 61.97
Unemployed 21 9.25 161 6.93
Not in Labor Force 82 36.12 722 31.09
Health Insurance*
Yes 171 75.77 1610 69.37
No 55 24.23 711 30.63
Acculturation
English Proficiency * 226 8.35(3.44) 2314 7.29 (3.58)
Language Spoken as a Child*
Spanish Only 122 54.46 1,548 67.30
Spanish and English 68 30.36 573 2491
English Only 34 15.18 179 7.78
Nativity*
10 years or Less 28 12.33 466 20.13
11 to 20 years 30 13.22 379 16.37
20+ years 60 26.43 656 28.43
US Born 109 48.02 814 35.16
Familism (Family Support) 225 9.45 (2.48) 2,310 9.57 (2.48)
Family Cohesion* 226 35.04 (5.94) 2312 36.35 (5.10)
Family Cultural Conflict* 225 6.76 (2.28) 2311 6.30 (2.27)
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Utilization of Mental

Health Services

No Utilization of Mental
Health Services

Characteristic Proportion Proportion /Mean
N /Mean (sd) N (se)
Mental Health Stigma
Not at all embarrassed 136 5991 1412 61.07
Not very embarrassed 47 20.70 507 21.93
Somewhat or very embarrassed | 44 19.38 393 17.00
NEED FACTORS
Depressive Disorder Lifetime*
Yes 73 32.16 391 16.84
No 154 67.84 1931 83.16
Depressive Disorder last 12
months*
Yes 43 18.94 213 9.17
No 184 81.06 2109 90.83
Anxiety Disorder Lifetime*
Yes 110 48.46 534 23.00
No 117 51.54 1788 77.00
Anxiety Disorder last 12 months*
Yes 67 29.52 309 13.31
No 160 70.84 2013 86.69
Substance Use Disorder Lifetime*
Yes 49 21.59 198 8.53
No 178 78.41 2124 91.47
Substance Use Disorder last 12
months*
Yes 16 7.05 49 2.11
No 211 92.95 2273 97.89
Behavioral Disorder Lifetime*
Yes 73 32.16 405 17.44
No 154 67.84 1,917 82.56
Behavioral Disorder last 12
months*
Yes 19 8.37 89 3.83
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Utilization of Mental No Utilization of Mental
Health Services Health Services
Characteristic Proportion Proportion /Mean
N /Mean (sd) N (se)
No 208 91.63 2233 96.17

Note: * p<0.05; unweighted sample=2,549 and weighted sample=21,619,294

Utilization of Mental Health Services and BMHSU Factors

The following four tables address the first research question and sub-questions. Table 3
presents the association between predisposing factors and mental health service utilization
among Latinos, using logistic regression. The overall model was statistically significant (F=5.28;
df=10, 44; p=0.01); that is, predisposing factors and mental health service utilization were found
to be associated. With regard to gender, females are 1.42 times more likely to use mental health
services compared to males (p= 0.02). Divorced, separated, or widowed Latinos are 2.11 times
more likely to use mental health services compared to married or cohabitating Latinos (p=0.01).
The likelihood of using mental health services did not statistically significantly differ among
never married and married individuals. Furthermore, Latino subgroup, educational level, and age
are not statistically significant predictors of mental health service utilization net of the other
variables in the model.

Table 3. Predisposing Factors and Mental Health Service Utilization using Logistic Regression
(Weighted)

Mental Health Service Utilization

Predisposing Factors Odds Ratio 95% CI
Gender
Female 1.42* 1.06-1.91

Marital Status
Divorced/Separated/Widowed 2.11%* 1.243-3.58
Never Married 0.94 0.546-1.63
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Mental Health Service Utilization

Predisposing Factors Odds Ratio 95% CI
Education Level
12 years 1.50 0.93-2.41
13-15 years 1.48 0.97-2.26
16 years or more 2.01 1.07-3.80

Latino Subgroup

Cuban 1.14 0.64-1.99
Puerto Rican 1.24 0.75-2.05
All Other Latinos 1.03 0.75-1.43
Age 1.00 0.99-1.01

Note: *p<0.05; Reference Categories= Gender: Male; Marital Status: Married; Education: 0-
11 Years, Latino Subgroup: Mexican

In Table 4, the association between enabling factors and mental health service utilization
among Latinos is also assessed with a logistic regression. Although the model is statistically
significant (£=3.60; df=20, 33; p=0.01), the association between enabling factors and mental
health service utilization was not found to be statistically significant for any of the variables in
the model, holding other variables constant.

Table 4. Enabling Factors and Mental Health Service Utilization using Logistic Regression
(Weighted)

Mental Health Service Utilization

Enabling Factors Odds Ratio 95% CI
Work Status

Unemployed 1.65 0.83-3.28

Not in Labor Force 1.09 0.76-1.56
Insurance

No Insurance 0.85 0.58-1.27
Acculturation
English Proficiency 1.05 0.98-1.11
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Mental Health Service Utilization

Enabling Factors Odds Ratio 95% CI
Language Spoken as a Child
Spanish and English 1.29 0.68-2.46
English Only 1.81 0.90-3.68
Years in the US
10 years or Less 0.58 0.27-1.29
11-20 years 1.19 0.62-2.27
More than 20 years 1.15 0.70-1.89

Mental Health Stigma

Not Very Embarrassed 0.83 0.48-1.42
Somewhat or Very Embarrassed 0.84 0.55-1.27
Familism (Family Support) 1.03 0.95-1.11
Family Cohesion 0.97 0.94-1.00
Family Cultural Conflict 1.06 0.98-1.15
Household Income 1.00 0.99-1.00

Note: *p<0.05; Reference Categories= Work Status, Employed, Insurance: Yes Insured;
Language Spoken as a Child: Spanish Only; Years in The Us: US Born; Mental Health Stigma:
Not at All Embarrassed

In Table 5, the association between need factors (that is, having experience a depressive,
anxiety, substance use, and/or a behavioral disorder) and mental health service utilization among
Latinos is assessed with a logistic regression. The results were statistically significant (F=19.45;
df=4, 50; p=0.01), that is, having a mental health need and using mental health services were
found to be associated. With regard to anxiety disorders, Latinos who experience an anxiety
disorder are 2.3 times more likely to use mental health services compared to those who do not
experience an anxiety disorder (p=0.001). Latinos who have experienced a substance use
disorder are 1.62 times more likely to use mental health services compared to Latinos not having

experienced a substance use disorder (p=0.029). Further, Latinos having experienced a

behavioral disorder are 1.72 times more likely to use mental health services compared to Latinos
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not having experienced a behavioral disorder (p=0.008). However, the likelihood of using mental
health services do not differ among Latinos having experienced a depressive disorder and not
having experienced a depressive disorder (p=0.170).

Table 5. Need Factors and Mental Health Service Utilization using Logistic Regression
(Weighted)

Mental Health Service Utilization

Need Factors Odds Ratio 95% CI
Anxiety Disorder
Yes 2.31* 1.56-3.43

Depressive Disorder
Yes 1.37 0.87-2.16

Substance Use Disorder
Yes 1.62* 1.05-2.49

Behavioral Disorder

Yes 1.72%* 1.16-2.56
Note: *p<0.05; Lifetime prevalence was used for Need Factors; Reference Categories: Anxiety
Disorder: No Anxiety Disorder, Depressive Disorder: No Depressive Disorder, Substance Use
Disorder: No Substance Use Disorder, Behavioral Disorder: No Behavioral Disorder

Table 6 presents the association of all predisposing, enabling, and need factors and
mental health service utilization among Latinos with a logistic regression. The overall model is
statistically significant (F=20.14; df=34, 19; p=0.01). With regard to gender, females are 1.71
times more likely than males to use mental health services (p= 0.046). Latinos having
experienced an anxiety disorder are 2.21 times more likely to use mental health services
compared to Latinos not having experienced an anxiety disorder (»p=0.001). Latinos having
experienced a substance use disorder are 1.87 times more likely to use mental health services
compared to Latinos not having experience a substance use disorder (p=0.026). Latinos having
experienced a behavioral disorder are 1.67 times more likely to use mental health services
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compared to Latinos not having experience a behavioral disorder (p=0.037). Marital status,
education, Latino subgroup, age, work status, insurance, acculturation variables considered,
family variables considered, and having experienced a depressive disorder are not significant
predictors of mental health service utilization net of the other variables in the model.

Table 6. Predisposing, Enabling, and Need Factors and Mental Health Service Utilization using
Logistic Regression (Weighted)

Mental Health Service Utilization

BMHSU Factors Odds Ratio 95% CI
PREDISPOSING FACTORS
Gender

Female 1.71% 1.14-2.58

Marital Status
Divorced/Separated/Widowed 1.73 0.91-3.30
Never Married 0.81 0.45-1.44

Education Level

12 years 1.16 0.72-1.86
13-15 years 1.01 0.62-1.66
16 years or more 1.70 0.98-2.97

Latino Subgroup

Cuban 1.47 0.86-2.52
Puerto Rican 0.93 0.59-1.47
All Other Latinos 0.99 0.68-1.44
Age 1.01 0.99-1.03
ENABLING FACTORS
Work Status
Unemployed 1.64 0.77-3.48
Not in Labor Force 0.87 0.56-1.34
Insurance
No Insurance 0.91 0.58-1.42
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Mental Health Service Utilization

BMHSU Factors Odds Ratio 95% CI
Acculturation
English Proficiency 1.03 0.95-1.12

Language Spoken as a Child

Spanish and English 1.24 0.62-2.46

English Only 1.79 0.78-4.10
Years in the US

10 years or Less 0.80 0.32-2.02

11-20 years 1.63 0.74-3.57

More than 20 years 1.11 0.62-1.97

Mental Health Stigma

Not Very Embarrassed 0.83 0.48-1.42

Somewhat or Very Embarrassed 0.83 0.52-1.34
Familism (Family Support) 1.02 0.95-1.11
Family Cohesion 0.98 0.94-1.01
Family Cultural Conflict 0.99 0.90-1.08
Household Income 1.00 0.99-1.00
NEED FACTORS
Anxiety Disorder

Yes 2.21* 1.48-3.3

Depressive Disorder
Yes 1.14 0.71-1.84

Substance Use Disorder
Yes 1.94* 1.15-3.29

Behavioral Disorder

Yes 1.83* 1.14-2.93
Note: *p<0.05; the model is using lifetime prevalence for Need Factors; Reference Categories:
Gender: Male; Marital Status: Married; Education: 0-11 Years, Latino Subgroup: Mexican;
Work Status; Employed; Insurance: Yes Insured; Language Spoken as a Child: Spanish Only,
Years in The Us: US Born; Mental Health Stigma: Not at All Embarrassed; Anxiety Disorder:
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No Anxiety Disorder; Depressive Disorder: No Depressive Disorder; Substance Use Disorder:
No Substance Use Disorder, Behavioral Disorder: No Behavioral Disorder

Type of Mental Health Service Used and BMHSU Factors

The second research question was assessed using a multinomial logistic regression,
focusing on predisposing, enabling, and need factors predicting the type(s) of service provider
Latinos use for mental health problems. In Table 7, only the predisposing, enabling, and need
factors with a statistically significant bivariate association with type of service provider less than
p<0.05 were selected to be in the full model (i.e., marital status, education level, language
spoken as a child, years in the U.S., family cultural conflict, having experienced an anxiety
disorder, and having experienced a depressive disorder). The overall model was statistically
significant (F=11.39; df=26, 8 p=0.01). Divorced/separated/widowed Latinos compared to
married Latinos, are significantly less likely (RRR= 0.14, 95% CI: 0.03-0.67) to use only a
professional in the mental health specialty field compared to using more than one type of
professional and less likely (RRR=0.21, 95% CI: 0.06-0.67) to use only a professional not in
the mental health specialty field compared to using more than one type of professional, given the
other variables in the model are held constant. Latinos with 13 to 15 years of education
compared to Latinos with less than 11 years of education are more likely (RRR= 2.63, 95% CI:
1.29-5.35) to use only a professional in the mental health specialty field compared to using more
than one type of professional, given the variables in the model are held constant. Latinos
growing up speaking both English and Spanish compared to Latinos who spoke only Spanish
growing up are significantly less likely (RRR=0.33, 95% CI: 0.13-0.86) to use only a
professional in the mental health specialty field compared to using more than one type of
professional, given the variables in the model are held constant. Latinos having experienced an

anxiety disorder compared to not having experienced an anxiety disorder are significantly less
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likely (RRR=0.25, 95% CI: 0.11-0.59) to use only a professional in the mental health specialty
field compared to using more than one type of professional, given the variables in the model are
held constant. Furthermore, years in the U.S., family cultural conflict, and having experienced a
depressive disorder are not significant predictors of the type of service(s) used for mental health
net of the other variables in the model.

Table 7. Type of Mental Health Service Used and BMHSU Factors using Multinomial Logistic
Regression

Used Only a Used Only a
Base Category: Using More Than One | Professional in MH Professional Not in
Type of Professional Specialty Field MH Specialty Field
RRR CI 95% RRR CI 95%
PREDISPOSING FACTORS
Marital Status
Divorced/Separated/Widowed 0.14%* 0.03-0.67 0.21* 0.06-0.67
Never Married 0.99 0.44-2.21 0.39 0.10-1.51
Education Level
12 years 0.70 0.18-2.66 0.38 0.11-1.33
13 15 years 2.63* 1.29-5.35 0.54 0.18-1.61
16 years or more 0.83 0.20-3.52 0.42 0.18-0.98
ENABLING FACTORS
Acculturation
Language Spoken as a Child
Spanish and English 0.33* 0.13-0.86 0.90 0.38-2.17
English Only 1.02 0.24-4.37 1.99 0.45-8.84
Years in the US
10 years or Less 0.42 0.07-2.43 1.18 0.19-7.39
11-20 years 0.90 0.25-3.33 1.57 0.51-4.81
More than 20 years 0.43 0.12-1.48 0.52 0.13-2.06
Family Cultural Conflict 0.98 0.81-1.18 0.92 0.77-1.09
NEED FACTORS
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Used Only a Used Only a

Base Category: Using More Than One | Professional in MH Professional Not in
Type of Professional Specialty Field MH Specialty Field

RRR CI 95% RRR CI 95%
Anxiety Disorder
Yes 0.26* 0.11-0.59 0.77 0.36-1.66
Depressive Disorder
Yes 0.93 0.32-2.72 0.40 0.14-1.17

Note: *p<0.05; Lifetime prevalence was used for Need Factors; Reference Categories: Gender:
Marital Status: Married; Education: 0-11 years, Language Spoke as a Child: Spanish Only,
Years In the US: US Born,; Anxiety Disorder: No Anxiety Disorder; Depressive Disorder: No
Depressive Disorder

Latino Subgroups and Predictors of Mental Health Service Utilization

The last research question focused on assessing if there are any interactions between
Latino subgroups and the predisposing, enabling, and need factors that predict mental health
service utilization. As noted previously in Table 6, the overall model was significant (F=20.14;
df=34, 19; p=0.01); however, there were no significant two-way interactions between Latino
subgroups and the predisposing, enabling, and need factors predicting mental health service
utilization (see Appendix 2 for table).

Appendix 2. Mental Health Service Utilization and Two-way Interactions between BMHSU
Factors and Latino Subgroups

Characteristic p-value
PREDISPOSING FACTORS
Gender 0.0547
Education Level 0.6046
Marital Status 0.2847
Age 0.2314
ENABLING FACTORS
Household Income 0.8730
Employment Status 0.0951
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Characteristic p-value
Health Insurance 0.9245
Acculturation
English Proficiency Scale 0.8970
Language Spoken as a Child 0.2062
Nativity 0.0897
Familism (Family Support) 0.3163
Family Cohesion 0.7557
Family Cultural Conflict 0.8288
Mental Health Stigma 0.3394
NEED FACTORS
Depressive Disorder 0.6306
Anxiety Disorder 0.2360
Substance Use Disorder 0.5140
Behavioral Disorder 0.2168
Conclusion

The results are further discussed in the following chapter, including the strengths and

limitations of this study, and the future directions as a result of this work.
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CHAPTER 5: DISCUSSION

Summary

In effort to better understand Latinos’ utilization of mental health services, this study
used the BMHSU to examine the effects of predisposing, enabling, and need factors on the use of
mental health services among Latinos. The study used the most recent national dataset available
with information on the mental health of Latinos and their service utilization. This research
considered socio-cultural determinants of mental health service utilization along with evaluated
mental health, that is, having experienced a depressive, anxiety, substance use, and/or behavioral
disorder.

Confirming previous research, this study found that there is an association between
gender, marital status, health insurance, acculturation (English proficiency, language spoken at
home while growing up, and nativity), family cohesion and family cultural conflict, along with
all of the mental health disorders considered (anxiety, depressive, substance use, and behavioral)
and the use of mental health services.

As mentioned, the BMHSU has been used to describe the factors that are important to
health service utilization. When examining only predisposing factors and mental health service
utilization, this study found females are more likely than males to use mental health services,
which supports prior research that gender has implications for mental health service utilization
(Mojtabai, Olfson, & Mechanic, 2002; Peifer, Hu, & Vega, 2000; Vega et al., 1999; Vega,
Kolody, & Aguilar-Gaxiola, 2001). Although research has documented the need to further
consider the reasons why males utilize mental health services less often than females (Ojeda &
Bergstresser, 2008), other research has identified potential factors (e.g., stigma [Wang et al.

2005]) contributing to this disparity. Specifically, stigma related to mental health problems may
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be impacting males’ decision to utilize needed mental health services. One study found that
males experience higher levels of mental health stigma related to mental health problems and
help seeking, compared to females (Judd, Komiti, & Jackson, 2008). Also, it is important to note
existing gender stereotypes (e.g., men have to be strong) as they relate to mental health stigma
(e.g., having a mental health problem implies weakness), and how these perceptions impact
utilization of services. Due to the documented hardworking ethic among Latinos, it may be
common for males to seek treatment for physical and mental health problems only after a
crisis/emergency due to their commitment to their work and family. Studies have addressed
machismo as an aspect related to men in the Latino culture. Although often discussed as a
negative attribute, machismo has been defined by Latinos as being hardworking and maintaining
a strong image; therefore, Latino males who have such beliefs may withstand pain and hardships
before seeking support for their needs (Hawkins, et al., 2017). In this sample of Latinos, only 8%
reported utilizing mental health services, and of those who utilized services, 63% were female—
a finding that supports prior research highlighting the lower rates of mental health service
utilization among Latino males when compared to their female counterparts (Ortega & Alegria,
2002; Vega et al., 2001; Wells et al., 1989). It is important to consider how gender specific
perceptions may contribute to the notable trend for females to be more likely to seek and use
health and mental health services. Further, it is important to consider gender and the prevalence
of specific mental health problems and the burden of mental health problems on an individual
level when examining use of services— for example depressive and anxiety disorders are much
higher in females and substance use disorders and behavioral disorders are higher in males
(United States Department of Health and Human Services, 2001). Further, depressive disorders

are predicted to soon be one of the leading causes of disability in the world; therefore, females
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may be seeking out and using more mental health services than males, given that depressive
disorders are lower for males and its symptoms impact one’s ability to function (e.g., high risk
for disability), compared to other mental health disorders. Further, when examining predisposing
factors, this study also found that divorced, widowed, and/or separated Latinos are more likely to
use mental health services compared to married Latinos. This may be expected given the marital
status reported. For instance, individuals may use mental health services to cope with a troubled
relationship or marriage and for bereavement compared to Latinos in a marriage. Married or
cohabitating couples may have each other for support; they may use the support of their partner
in relation to experiencing any mental health problems and may not have the need to seek
professional support outside of marriage/relationship.

When only examining enabling factors related to using mental health services, this study
did not find any statistically significant associations. This is an interesting finding, given the
abundance of literature focusing on the considered internal and external enabling factors related
to mental health service utilization (e.g., income, works status, insurance, acculturation, mental
health stigma). Specifically, research has highlighted that among Latinos in the U.S., having
higher income and higher levels of education predicts mental health service utilization (Alegria
et al., 2002). In addition, work status, specifically being unemployed, has been found be
positively related to using mental health services (Ortega & Alegria, 2002; Peifer et al., 2000).
With regard to acculturation, research has found that some Latinos (i.e., Mexican-Americans)
who had higher levels of acculturation were more likely to use mental health services compared
to Latinos who had lower levels of acculturation (Vega et al., 1999). Given the findings in this
study, it is important to consider that association might have not been statistically significant

given all the predictors included in the logistic regression, with such a small percentage (8%) of
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the sample utilizing mental health services. Further, culture specific enabling factors that were
included in the analysis may contribute indirectly to some extent. For example, given that
Latinos in the sample on average scored high on the familism and family cohesion scales and
low on the family cultural conflict scale; hence, mental health needs may not be present or may
be addressed within the family, instead of seeking support from a professional. In addition,
mental health stigma in this study was assessed using only one item (“How embarrassed would
you be if your friends knew you were getting professional help for an emotional problem?”),
which may be limiting, regarding its applicability in terms of Latino culture and mental health
service utilization. Other studies have used more applicable questionnaires, such as, the Stigma
Checklist Questionnaire (SCQ; Vega, Rodriguez, & Ang, 2010), consisting of seven questions
focused on assessing mental health stigma related to depression treatment among Latinos.

It is important to further examine the interaction of the aforementioned predictors and
mental health service utilization among Latinos. For instance, research has highlighted that
people with higher incomes tend to receive mental health care services more than those with
lower incomes (Katz et al., 1997). Specifically, household income may impact the mental health
of multi-generational households, considering Latino specific cultural values. For example, if
some family members in a shared household have collectivist Latino values, other family
members may be expected to share their income and conflict may arise among family members
who have individualistic values that do not align with collectivistic values. This conflict may
then lead to the need for mental health care services and income may influence the decision to
use or not use mental health services. For example, the cost of mental health services may impact
the overall financial contribution an individual makes to the family. However, in this sample,

Latinos on average had a positive familial connection (i.e., familism and family cohesion) and
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low conflict (i.e., family cultural conflict); hence, seeking support outside of the family unit
might have not been considered necessary—which may be reflected in the low use of services.
Overall, having a positive familial connection has been identified as a protective factor against
mental health problems (Ayon, Marsiglia, & Bermudez-Parsai, 2010; Rivera et al., 2008;
Snowden, 2007). In contrast, Latinos with a mental health need have been found to report lower
levels of familism (Villatoro, Morales, & Mays, 2014).

When examining only need factors and mental health service utilization, anxiety,
substance use, and behavioral disorders were statistically significant predictors of use. All mental
health disorders considered, with the exception of depressive disorders, were strong predictors of
mental health service utilization. This could be due to the stigma related to depressive disorders
as opposed to the stigma around anxiety, substance use, and behavioral disorders. Research has
documented that Latinos with higher levels of perceived mental health stigma due to Latino
cultural expectations (e.g., being resilient with life’s problems—coping without antidepressants
or without seeing a professional [Interian et al., 2010]), are less likely to share their depressive
symptoms and diagnosis with their family and support system, less likely to use medication, less
likely to adhere to medication to treat their depressive disorders, and more likely to not be
consistent with using mental health services (Interian et al., 2010, Vega et al., 2010). Further, this
study did not account for attitudes and beliefs around mental health problems, which have been
found to affect the utilization of mental health care services among Latinos. For example, some
Latinos believe that depression is inherited or caused by forces out of the individual’s control,
such as, God’s will, God’s punishment, or spiritual practices like witchcraft (Barrera, Gonzalez,
& Jordan, 2013). Beliefs of this kind may lead to the assumption that depressive disorders are

inevitable and unalterable. Consequently, it is expected that attitudes and beliefs about mental
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health service utilization depend on the perceived causes of depressive disorders. Further, as
mentioned, this sample of Latinos reported having strong familial connections and low family
cultural conflict (as noted in the descriptive statistics). Therefore, if they are having depressive
symptoms, Latinos may be less likely to use professional services and instead seek support from
their family.

Anxiety, substance use, and behavioral disorders may be perceived as less stigmatizing
among Latinos. This may explain why they were found to be statistically significant predictors of
mental health service utilization in this study. For example, some studies have found that Latinos
discuss symptoms of anxiety as “nervios,” and thereby related to somatic distress (Baer et al.
2003; Guarnaccia et al. 1989, 1992, 1993). This allows the individual to avoid the stigma related
to having a mental health problem. Further, substance use and conduct disorders may be
perceived as less stigmatizing due to symptoms more likely being observed externally versus
internally (e.g., depressive symptoms).

Despite the aforementioned associations, it is important to note that when applying the
BMHSU to mental health service use, the results in this study suggested that not all predisposing,
enabling, and need factors are significant predictors of mental health service utilization among
Latinos. Specifically, when using logistic regression to examine the factors predicting use of
services, gender, having experienced an anxiety disorder, substance use disorder, and/or
behavioral disorder were associated with mental health service utilization when all other
covariates were considered. There was no difference between Latino subgroups (Cubans, Puerto
Ricans, Mexican, and other Latinos), even though, Latinos as a group are heterogeneous.
Furthermore, in contrast with the peer-reviewed literature, enabling factors (e.g., household

income, education level, work status, acculturation, mental health stigma, and Latino culture
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specific family factors) were not statistically significant predictors of using mental health
services.

Further, this study found no statistically significant differences among Latino subgroups
with regard to BMHSU factors. These findings could be a result of the small percentage (8%) of

Latinos reporting the use of mental health services.

Limitations and Strengths

There are several limitations to this study. As with all self-report data, it is unknown
whether these data accurately present the respondents’ experiences or if respondents preferred
not to discuss mental health and family issues, and report use of mental health services. Some
research indicates that Latinos feel uncomfortable speaking about their mental health due to
stigma, which could apply to disclosing problems with their emotions, such as feeling depressed
(Barrera et al., 2013). Furthermore, research reports that Latinos underutilize mental health
services; hence, it is difficult to study Latinos’ utilization when they are not using mental health
services. Another limitation is the use of a cross-sectional survey, which cannot establish
causality due to the difficulty in establishing the time sequence of events.

However, this study highlights socio-cultural determinants of mental health service
utilization among Latinos, a relationship that has been not been fully explored using national
representative Latino samples. It also addresses sensitive and important topics among the Latino
population, mental health and generated diagnoses based on the DSM-IV criteria for depressive,
anxiety, substance use, and behavioral disorders, along with cultural values. Despite the
mentioned limitations, the findings of this study contribute to the knowledge base of Latino

mental health service utilization. Furthermore, this study uses a nationally representative sample,

56



which includes Latino subgroups and examines the interaction of multiple determinants of

service utilization.

Social Work Practice and Policy Implications

Social workers and other mental health service providers should consider the role of
cultural values (e.g., is there cohesion or conflict among their family, if so, how is this affecting
their mental health and/or their treatment adherence) when providing treatment to Latinos,
especially since one of the most important culture-specific values of Latinos is familism.
Moreover, it is important to better understand the role of family, values, and mental health
stigma in the lives of Latinos, as such may be influencing decision-making and behavior to seek
care for mental health problems, and by doing so we may be able to better serve this population.
For example, the role/influence of family could be incorporated into cultural competency and
cultural sensitivity trainings, and mental health stigma can be assessed prior to developing a
treatment plan (i.e., accounting for potential internal and external barriers to effective care).

Further, the current shifting policy environment affecting Latinos needs to be taken into
consideration. Specifically, how is the current political climate affecting Latino mental health
and further exacerbating access to services due to fear or concerns related to U.S. Citizenship
and Immigration Service polices? For example, undocumented Latino immigrants might have
fears of being considered a public charge if using government funded programs for mental health
or substance use. Also, they may be afraid of being perceived by immigration officials as not of
good moral character when applying to change their legal status, due to their own negative
perception of mental health problems.

In addition, with the current political climate, there is uncertainty around the future of

mental health care coverage by health care insurances. The 2008 Mental Health Parity and
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Addiction Equity Act (MHPAEA) laws require most health plans to cover mental health
services. However, the uncertainty lies within the future of the Affordable Care Act (ACA,
enacted in 2010) and its alternative, the American Health Care Act (AHCA, first introduced in
the House of Representatives in March 2017), which places mental health and substance abuse
care in jeopardy. For example, the recent discussions have highlighted that with the enactment of
the AHCA States could exempt themselves from the ACA provision that require insurers to offer
a minimum set of essential health benefits— meaning, insurers can decide if they want to cover

mental health and substance abuse services.

Future Research Directions

Overall, findings highlight the need for research to expand work on the influence of
socio-cultural determinants and cultural values among Latinos’ mental health and mental health
service utilization. Although there are benefits to using quantitative secondary data analysis and
complex national data sets, future qualitative research is imperative when examining Latino
culture specific factors and mental health care. Qualitative research could help examine the
factors that influence use of mental health services among Latinos, such as, conducting in-depth
qualitative interviews (e.g., what factors influenced your decision to use services, how did your
family play a role in your decision to utilize services) with Latinos receiving mental health care.
It is important to better understand the role of family and values in the lives of Latinos, as such
may be influencing stigma, decision-making related to care, and behavior to seek care for mental
health problems. It is imperative that we further examine the socio-cultural determinants of
mental health and mental health service utilization of Latinos, as this population continues to
grow and their rates of using services remain low. Future research should also examine what

contributes to gender differences in mental health service utilization. We need to better
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understand factors attributed to increased help-seeking behavior for both males and females and

encourage interventions that consider the aforementioned factors along culture specific analyses.
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