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Abstract: Previous findings on the relation between acculturation and depression have
been mixed, such that acculturation has been demonstrated as a protective factor, risk
factor, and neutral factor in depressive symptomology (e.g., Lara et al., 2005). The
current study sought to clarify this relation by examining three conceptual models of
acculturation utilized in previous research: 1) unidimensional models, 2) bidimensional
models, and 3) multidimensional models. This study utilized archived data from a
randomized clinical trial evaluating the effectiveness of SafeCare+, a home-based child
maltreatment prevention model that was culturally adapted for a Midwestern Latino
community. Results from the study indicated that the multidimensional model
demonstrated the best fit for depression scores when compared to the unidimensional and
bidimensional models. Within the multidimensional model, neither acculturation nor
enculturation were significantly related to depression, however, increased family
resources and social support were related to decreased depressive symptomology.
Findings offer clarity to the complex relation between acculturation and depression in
Latina women and inform future research in the conceptualization and measurement of
acculturation.
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CHAPTER I

INTRODUCTION

Background

In conjunction with the growth of minority populations, research has been increasingly
devoted towards understanding racial disparities in disorder prevalence and presentation. This
area of research has yielded findings of differential disorder prevalence rates amongst various
minority populations, suggesting that Latino populations are at an increased risk for mental health
difficulties when compared to White and African American populations (Grant et al., 2004;
Ortega, Rosenheck, Alegria, & Desai, 2000). Within these studies, Latinos reported higher
prevalence rates of mood, anxiety, and substance use disorders (Grant et al., 2004; Myers et al.,
2002). Further, Latino immigrants residing in the United States have an increased risk for
depression when compared to other ethnic minority groups (Alegria, Sribney, Woo, Torres, &
Guarnaccia, 2007¢c; Bromberger, Harlow, Avis, Kravitz, & Cordal, 2004; Frerichs, Aneshensel, &

Clark, 1981; Myers et al., 2002).

To better understand higher rates of depression in Latinos, the influence of acculturation,
or the acquisition of key elements in a host culture, has been examined (Lara, Gamboa,
Kahramanian, Morales, & Hayes Bautista, 2005). The process of adopting a host culture has been
measured in a variety of ways such as English language proficiency (Ortega, et al., 2000), time in
the U.S. (Salgado de Snyder, 1987), and via formalized measures such as the Acculturating

Rating Scale for Mexican Americans-II (ARSMA-II; Cuellar, Arnold, & Maldonado, 1995)



and the Bidimensional Acculturation Scale for Hispanics (BAS; Marin & Gamba, 1996). Within
acculturative research, it is suggested that there is an immigrant paradox, in which increased
length of time in the United States is associated with increased mental health difficulties (e.g.,
Caplan, 2007). It is theorized that, like many minority groups, acculturating Latinos experience
added pressures of navigating and adapting to a new culture, which leads to higher distress
(Salgado de Snyder, 1987). These added pressures can contribute to the immigrant paradox and
consist of communication barriers (e.g., learning a new language), strained interpersonal
relationships (e.g., leaving family and friends in their country of origin), socioeconomic stressors

(e.g., employment), and role changes (e.g., adapting to Western gender roles).

Attempts to understand the impact of acculturation on mental health have linked higher
levels of acculturation and acculturative stress to higher rates of depression, alcohol use disorders,
and suicidal ideation (Grant et a., 2004; Hovey, 2000a/2000b; Ortega et al., 2000; Salgado de
Snyder, 1987). Specifically, acculturative stress, or stressors surrounding immigration
experiences, has been linked to increase depressive symptomology amongst Latina women
(Hovey, 2000a/2000b; Ortega et al., 2000; Salgado de Snyder, 1987). While numerous studies
have cited acculturation as a risk factor for depression (e.g., Alegria et al., 2007a; Grant et al.,
2004; Torres, 2010), several studies have found contradictory findings, such that higher
acculturation is a protective factor, resulting in decreased depressive symptomology (Cuellar,
Nyberg, Maldonado, & Roberts, 1997; Gonzalez, Haan, & Hinton, 2001). Further, some studies
have noted that despite finding a relation between acculturation and depression, any significance
dissipates upon controlling for demographic and socioeconomic variables (Burnam, Hough,
Karno, Escobar, & Telles, 1987; Cuellar et al., 1997). Thus, the current role of acculturation as a
protective or a risk factor for depression is unclear. These discrepant findings highlight a need to

better understand the relation between acculturation and depression in Latino populations.



Attempts to explain the conflicting results often defer to methodological, measurement,
or sample characteristic differences. However, upon review, there is no clear pattern across tudies
utilizing similar or different measures of acculturation. Additionally, there are various
demographic and interpersonal variables that are being measured in inconsistent ways across
studies, making study comparison difficult. Such factors include socioeconomic and relationship
status, education level, familial support, coping style, and familial conflict and burden (Alegria et
al., 2007a; Cuellar et al., 1997; Gonzalez et al., 2001; Myers et al., 2002; Rivera, 2007; Torres &
Rollock, 2007). In conjunction with these inconsistencies, the use of proxies as measures of
acculturation (i.e., years in the United States, primary language) and different models of
conceptualizing acculturation have increased the difficulty in drawing consistent conclusions

regarding acculturation.

Specific Aims

The present study aims to clarify the impact of acculturation on depression within a
Latina sample and to fill the gap in the current literature by examining how acculturation models
impact the understanding of this relation. It is hypothesized that when determining the most
appropriate model for this relation, the models incorporating contextual variables will
demonstrate the best fit. These hypotheses will be evaluated using archival data from participants
at baseline enrolled in a randomized clinical trial (RCT) of a home-based child maltreatment
prevention model in a Midwestern Latino community. The sample included 342 Latina women
with the majority originating from Mexico (80%), speaking Spanish as their primary language

(95%), and residing in the U.S. between 0-35 years (M=9.88, SD=5.62).



CHAPTER II

LITERATURE REVIEW

Overview

To better understand depression in a Latina sample, the current review will examine
extant literature regarding depression in the general population and compare current findings to
those within Latino populations. Additionally, the review will examine the Latino culture and its
impact on depressive symptomology as well as the role of acculturation in immigrant mental
health. To aid in a comprehensive review, it will include information on current and historic
models utilized to examine acculturation and depression and identify discrepant findings on this
relation. This review will explore explanations for current discrepancies such as model usage and
acculturation measurement. Finally, the review will propose two key factors to include when

examining acculturation and depression: social support and family resources.

Depression

Depression is defined as “the presence of sad, empty, or irritable mood, accompanied by
somatic and cognitive changes that significantly affect an individual’s capacity to function”
(American Psychiatric Association, 2013). According to the Center for Disease Control (CDC;
2013) and the World Health Organization (WHO; 2008), approximately 1 in every 20 Americans
report experiencing depression in a year. More specifically, the Center for Disease Control
reported roughly 8% of individuals over the age of 12 experienced depression between 2009 and

2012 (CDC, 2015). To further the understanding of the epidemiology of depression, Kessler and



colleagues (2003) conducted face-to-face surveys with 9,090 Americans over the age of 18 and
found 16.2% of individuals had a lifetime prevalence of Major Depressive Disorder (MDD) and
6.6% of individuals experienced MDD for a 12-month period. It has thus been established that

depression is a commonly occurring disease.

In conjunction with a high prevalence rate, depression has also been linked to comorbid
physical and mental health difficulties that are deleterious to individuals, resulting in low health-
related quality of life (Alonso et al., 2004; Strine, Chapman, Kobau, Balluz, & Mokdad, 2004).
These comorbid mental health deficits included anxiety disorders (Avenevoli, Stolar, Li, Dierker,
& Merikangas, 2001; di Marco et al., 2010; Starr, Hammen, Connolly, & Brennan, 2013),
substance use disorders (Burns & Teesson, 2002; Kessler et al., 2003), impulse control disorders
(Kessler et al., 2003; Lejoyeux, Arbaretaz, McLoughlin, & Ades, 2002) and suicide risk (Miret,
Ayuso-Mateos, Sanchez-Moreno, & Vieta, 2013; Oquendo et al., 2001; Walker, Wingate, Obasi,
& Joiner, 2008). Such comorbidity should be taken seriously, as the CDC reports an estimated 41,

149 suicides were in direct relation to depression (CDC, 2015).

The mental and physical health difficulties associated with depression has resulted in
significant impairment at work and interpersonal functioning (Lepine & Briley, 2011; Pratt &
Brody, 2008; Whooley et al., 2002). According to Pratt and Brody (2014), nearly 90% of
individuals with severe depressive symptoms reported impairment in work, home, or school
activities related to their symptomology. Depression is estimated to result in a loss of $36.6
billion every year in the United States due to inhibited productivity or absences from work
(Lepine & Briley, 2011). Additionally, Kessler and colleagues (2003) found that nearly all
individuals (96%) with depression experience impairment in at least one area of their life (work,
household, relationship, and social roles), with impairment of social domain being most

prevalent.



The WHO (2008) considers depression to be a leading cause of disability in the general
population. As such, research has been dedicated to identifying demographic and psychosocial
risk factors that increase the likelihood of adulthood depression. These identified risk factors
include female gender (Cespedes & Huey, 2008; Cuellar et al., 1997; Pratt & Brody, 2014;
Roberts & Roberts, 1982), middle-age (Ellermann & Reed, 2001; Hasin, Goodwin, Stinson, &
Grant, 2005; Kessler et al., 2005; Pratt & Brody, 2014), single marital status (e.g., Kiernan &
Picket, 2006), unemployed work status (e.g., Caetano, Vaeth, Mills, & Canino, 2016), low
income (Zimmerman & Katon, 2005), pregnancy status (e.g., Haas et al., 2004), lower education
(Ross & Mirowsky, 2006), and childhood traumatic events, such as child maltreatment (Springer,

Sheridan, Kuo, & Carnes, 2007).

Depressive symptoms have also been shown to vary across cultures and ethnic groups
(Howell, Mora, Horowitz, & Leventhal, 2005; Kessler & Bromet, 2013; Parker, Gladstone, &
Chee, 2001; Pratt & Brody, 2014; Pratt & Brody, 2008; Simon, Goldberg, Von Korff & Ustun,
2002), with ethnic minorities reporting higher prevalence rates for depression than non-Hispanic
whites (Breslau, Kendler, Su, Gaxiola-Aguilar, & Kessler, 2005; Bromberger et al., 2004;
Dunlop, Song, Lyons, Manheim, & Chang, 2003; Fisher, Chesla, Mullan, Shaff, & Kanter, 2001;
Myers et al., 2002; Plant & Sachs-Ericsson, 2004). Latinos in particular have been shown to be at
the highest risk for depression when compared to individuals who are African American, non-
Hispanic White, Chinese, and Japanese (Bay-Cheng, Zucker, Stewart, & Pomerleau, 2002;

Bromberger et al., 2004; Frerichs et al., 1981; Jackson-Triche et al., 1999).

While research consistently places Latinos at an increased prevalence for depression, the
exact nature of this vulnerability is unclear. Previous research has identified Latinos as a
heterogeneous population frequently grouped and examined together. Thus recent research has
recognized the unique subgroups within this heterogeneous ethnic group and attempted to further

understand the heightened risk by examining smaller, more homogenous subgroups. Studies have



created these groups by examining individuals based upon country of origin (Arcia, Skinner,
Bailey, & Correa, 2001; Falcon & Tucker, 2000; Oquendo et al., 2001) and immigration status
(Burnam et al., 1987; Cordero & Kurz, 2006; Gonzalez et al., 2001; Lara et al., 2005). For
example, Alegria and colleagues (2007a) found that depression rates differ by country of origin,
with Mexican individuals exhibiting more depressive symptoms than Cuban individuals. Utilizing
such subgroups may offer insight to discrepant prevalence statistics when examining Latino
populations. Given the high prevalence rates of depression and their substantial effects,
researchers have been motivated to understand depression and its heightened prevalence in
minority populations. Therefore, a better understanding of factors contributing to depression in

Latino individuals is necessary to inform clinical treatment and prevention programs.

Latino Culture

The 2010 U.S. Census defines Latino or Hispanic as “a person of Cuban, Mexican,
Puerto Rican, South or Central American, or other Spanish culture or origin, regardless of race”
(U.S. Census Bureau, 2010). Despite society utilizing the terms Latino and Hispanic
interchangeably, there is much controversy and political affiliation related to the definition and
use of these terms (Alcoff, 2005). Traditionally, the term, “Latino” refers to individuals from
countries in Latin America, such as Puerto Rico, Mexico, and Cuba, while “Hispanic” refers to
individuals from countries related to or affiliated with Spain (Calderon, 1992). While there is
substantial overlap between these two terms, there are groups of individuals that may identify as
one but not the other (e.g., Brazil). The present study will utilize the term, “Latinos” when
referring to individuals from Latin America as this term has demonstrated the capacity for
panethnic unity, representing communalities across diverse subgroups of this ethnic group

(Calderon, 1992).

In 2013, there were approximately 54 million Latinos living in the United States,

comprising about 17% of the total population and becoming the largest ethnic minority group in



America (CDC, 2013). Among Latinos in the United States, approximately 64% identify as
Mexican, 9.4% identify as Puerto Rican, 3.8% as Salvadoran, 3.7% as Cuban, 3.1% as
Dominican, 2.3% as Guatemalan, and 13.7% identified as from “other Hispanic or Latino origin
(CDC; 2013). The Latino population in the U.S. is rapidly increasing, as this ethnic groups’
growth accounted for more than half of the U.S.’s overall growth between 2000 and 2013. In
2013, 46% of all immigrants residing in the U.S., equating to approximately 19 million people,
self-identified as having either Hispanic or Latino origins (Zong & Batalova, 2015). Additionally,
35% of Latinos living in the U.S. have immigrated from native countries. This large number of
immigrating Latinos has motivated research to examine physical and mental health outcomes

associated with immigrating and acculturating to a new society.

Acculturation

In order to better understand physical and mental health disparities amongst Latino
populations, researchers have begun to examine the role of acculturation, a term referring to the
“assuming of values, language, and cultural practices of a new culture” (Chapman & Perreira,
2005). This concept is commonly understood as acquiring cultural elements of a host or dominant
society, including language, food choice, music, sports, etc. (Lara et al., 2005). According to
Graves (1967), acculturation can be separated into two classifications, collective and
psychological acculturation. Collective acculturation refers to a group phenomenon, in which the
culture of an immigrating group changes, while psychological acculturation is focused on
changes at an individual level. This separation between group and individual acculturation is
important because it allows a greater understanding of the variations in acculturation level

amongst individuals within a larger immigrating group (Berry, 1997).

The term, “acculturation,” is often used in reference to a change in values. To better
understand how acculturative changes occurs, Marin (1998) proposed three levels of change that

describe the extent to which individuals adopt a host culture; superficial, intermediate, and

8



significant. These three levels represent the degree an individual identifies to a host culture.
Superficial levels indicate the least commitment to a dominant culture and can include shallow
behavioral changes such as liking similar food preferences or television programs. Intermediate
acculturation would suggest moderate behavioral and social changes such as utilizing the same
language as a dominant culture. This change may represent a way to better communicate with
others; however, it does not imply the full adoption of societal views. Finally, significant
acculturation represents the deepest sense of acculturation in which an individual or group
changes their fundamental values and attitudes to align with a host culture. This is considered the
most involved form of acculturation. These levels of acculturation attempt to represent the degree
to which immigrating individuals accept and identify with the host culture; however, it neglects to
acknowledge the reality of biculturism, or accepting the values of two or more cultures (Thomson

& Hoffman-Goetz, 2009).

It was once believed that immigrants inherently desire to acculturate to a host society and
that it is not only desired, but also necessary for upward societal mobility (Gans, 2007). While
acculturation in Latino populations has been linked to some positive outcomes, such as increases
in exercise (Abraido-Lanza, Chao, & Florez, 2005) and health care utilization (e.g., Lara et al.,
2005), there is an overwhelming body of evidence that suggests acculturation is a risk factor for a
host of maladaptive physical and psychological outcomes (e.g., Klevens, 2007; Khan, Sobal, &
Martorell, 1997; Ortega et al., 2000; Salgado de Snyder, 1987; Torres, 2010; Viruell-Fuentes,
2007). As such, it has been suggested that there is an immigrant paradox, in which the more time
spent in the United States is associated with more mental health difficulties (Caplan, 2007;
Schwartz, Unger, Zamboanga, & Szapocnik, 2010a; Torres, 2010). Higher rates of acculturation
have been linked to increased substance abuse and dependence (Abraido-Lanza et al., 2005;
Akins, Mosher, Smith, & Florence Gauthier, 2008; Ayala, Baquero, & Klinger, 2008; Burnam et

al., 1987; Gil, Wagner, & Vega, 2000; McNulty Eitle, Gonzalez Wahl, & Aranda, 2009), health



problems (i.e., high body-mass indices and poor diet; Abraido-Lanza et al., 2000; Ebin et al.,
2001; Finch & Vega, 2003; Khan et al., 1997), problematic behavior (i.e., unsafe sexual activity,
delinquency; Dinh, Roosa, Tein, & Lopez, 2002; Ebin et al., 2001; Samaniego & Gonzales, 1999;
Sullivan et al., 2007; Vega, Gil, Warheit, Zimmerman, & Aposporit, 1993; Vega, Khoury, Gil, &
Warheit, 1995), intimate partner violence (Caetan, Ramisetty-Mikler, Caetano Vaeth, & Harris,
2007; Garcia, Hurwitz, & Kraus, 2005; Sabrina, Cuevas, & Zadnik, 2014; Sanderson, Coker,
Roberts, Tortolero, & Reininger, 2004), depression (Finch & Vega, 2003; Gonzalez et al., 2001;
Lorenzo-Blanco et al., 2011; Rivera, 2007; Torres, 2010), and suicidal ideation (Castle, Conner,
Kaukeinen, & Tu, 2011; Hovey & King, 1996; Perez-Rodriguez et al., 2014; Rasmussen, Negy,

Carlson, & Mitchell Burns, 1997; Walker et al., 2008).

Acculturation Models

As the understanding of acculturation has evolved over time, the frameworks in which
researchers have viewed acculturation have also changed. The following models have been
utilized when examining the link between acculturation and mental health: unidimensional,
bidimensional, and multidimensional models. These models will be examined to illustrate the
evolution of acculturative research and how model type is an essential factor impacting findings

on acculturation’s role in mental health research.

Unidimensional Models

Traditionally, acculturation models viewed adapting to a host society on a continuum
from ethnic identity (total immersion in original culture) to assimilation (complete adoption of
host culture; Lara et al., 2005; Lee, Sobal, & Frongillo, 2003; Rudmin, 2009). It was believed that
ethnic identity and assimilation were inversely related, such that through acculturation, an
individual would abandon their original values and reach assimilation, a term describing when an
individual fully adopts the beliefs of a host country (Chapman & Perreira, 2005; Gordon, 1964).

According to this model, acculturating is a necessary process that is beneficial for immigrant

10



groups. The unidimensional model posits that as contact between a group and a host culture
increases, so does the likelihood that the group will adopt normative behaviors of that culture. As
such, studies utilizing these models have often used unidirectional scales or proxies in measuring
acculturation such as primary language, years in the United States, age at immigration, and
generation status (Ayala et al., 2008; Burnam et al., 1987; Lara et al., 2005; Lopez-Class,

Gonzalez Castro, & Ramirez, 2011; Thomson & Hoffman-Goetz, 2009).

McNulty Eitle and colleagues (2009) attempted to redefine acculturation in this model by
incorporating how immigrant groups adopt not only beneficial traits of the host culture, but also
negative behaviors (e.g., substance use) associated with the new culture. Gans (1997) describes
America’s culture as being a “powerfully attractive force for immigrants ... easily enticing the
children of most immigrants.” The adapted model offers understanding of group acculturation to
both positive and negative societal behaviors, explaining an increased risk for poor dietary habits,

substance use and dependence, and other health-related problems.

The use of a unidimensional model has a frequently cited shortcoming that limits its
ability to draw consistent findings regarding acculturation’s role in mental health. This model’s
primary limitation is its core assumption that acculturation occurs linearly and is inversely related
to the shedding of one’s traditional beliefs; however, it is evident that most immigrating
individuals do not completely discard their cultural values throughout their time in the United
States (Berry, 1980; Lara et al., 2005; Rudmin, 2003; Ryder, Alden, & Paulhus, 2000). In fact,
the retention of cultural beliefs has been shown to continue into second and third generation
immigrants (Cortes, Rogler, & Malgady, 1994; Gans, 1997; Portes & Rumbaut, 2001; Schwartz
et al., 2010b). Thus, the unidimensional model does not account for individuals that retain their
cultural values and also adopt a host society’s values (i.e., biculturism). This gap in the model
creates uncertainty if acculturation effects have been demonstrated due to the process of

acculturating or to co-occurring processes of acculturation, such as the merging of new beliefs

11



with previous beliefs. Due to this model’s conceptual shortcomings, research has been shifting to
more complex acculturative models in attempts to grasp a fuller understanding of the

psychological processes associated with acculturation.

Bidimensional Models

In order to better distinguish acculturation’s role for immigrant families, a bidimensional
model has been utilized. This model (also known as a segmented model) posits that acculturation
is complex and cannot simply be measured on a single continuum (McNulty Eitle et al., 2009;
Portes & Rumbaut, 2001). Instead, the model incorporates enculturation, the socialization and
retention of one’s cultural beliefs, as a similar, yet separate process. This model suggests that
while acculturation and enculturation are likely negatively related, they are not mutually
exclusive (Berry, 1980). The primary distinction of this model is that while these two processes
may be related, they do not necessarily happen simultaneously (Gans, 1997). The bidimensional
model posits that groups may acquire practices of the host culture while also maintaining
previous beliefs of their own culture (McNulty Eitle et al., 2009). Unlike the unidimensional
model, this framework assumes selective acculturation, a term describing the process in which
individuals have the freedom to choose which elements of one’s heritage to retain while also
choosing which elements to adopt from the host culture (McNulty Eitle, 2009; Schwartz et al.,

2010a).

Enculturation has shown increased importance in acculturative research as it has been
identified as a protective factor against negative mental health (Lee, 2005; Yoon et al., 2013),
associated with academic success (Akiba, 2007; Gonzales et al., 2007; Ong, Phinney, & Dennis,
2006; Supple, Ghazarian, Frabutt, Plunkett, & Sands, 2006), higher self-esteem (Kim & Omizo,
2003; Umana-Taylor, 2004; Umana-Taylor & Updegraff, 2007), self-efficacy (Kim & Omizo,
2010), and decreases in overall distress (Cano, & Castillo, 2010), substance use (Brook,

Whiteman, Balka, & Gursen, 1998; Castro, Stein, & Bentler, 2009; Gil et al., 2000; Schwartz et

12



al., 2010b) and depression (Lee, 2005; Lorenzo-Blanco, Unger, Baezconde-Garbanati, Ritt-Olson,
& Soto, 2012). Additionally enculturation has been linked to increased happiness (Wolsko,
Lardon, Mohatt, & Orr, 2007), subjective well-being (Yoon, Hacker, Hewitt, Abrams, & Cleary,

2012) and overall life satisfaction (Alamilla, Kim, & Lam 2009; Edwards & Lopez, 2006).

Berry’s (1980; 1997) bidimensional model aimed to merge acculturation and
enculturation within one model and generated four acculturation groups by crossing an
individual’s cultural identity and their host society identity. The four following categories
resulted: integration (oriented to both cultures), assimilation (predominantly oriented with the
host culture), separation (predominantly oriented with the original culture), and marginalization
(oriented with neither the host nor original culture; see Figure 1). Other studies have examined
these two dimensions within four quadrants and have yielded similar categories labeled
acculturated (corresponding with assimilation), unacculturated (corresponding with separation),
bicultural (corresponding with integration), and marginal (corresponding with marginalization;
Cuellar et al., 1995; Lopez et al., 2011). Previous research has shown that Latino immigrants
largely identify with the integration/bicultural category in which they have integrated both
culture’s views into their own identity (Neto, 2002; Roccas, Horenczyk, & Schwartz, 2000; van
Oudenhoven & Eisses, 1998). Further, studies have found that the extent to which an individual
integrates both culture’s views (i.e., integration/bicultural) is associated with better psychological
outcomes when compared to those incorporating one culture (Berry, Kim, Minde, & Mok, 1987,
LaFromboise, Coleman & Gerton, 1993; Losoya et al., 2008; Smokowski & Bacallao, 2007;

Smokowski, Rose, & Bacallao 2008; Sullivan et al., 2007; Zarate, Bhimji, & Reese, 2005).

While the unidimensional model is more parsimonious in its conceptualization of
acculturation, the bidimensional model incorporates a more representative view of the
acculturative variations amongst immigrants (Ryder, et al., 2000). Thus, this model is more

effective in the conceptualization of immigrant acculturation and variation than the
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unidimensional model (Lee et al., 2003; Ryder et al., 2000; Schwartz et al., 2010a). Despite the
increased effectiveness, this model’s use of classifications has been criticized (Lopez-Class et al.,
2011; Rudmin, 2009; Schwartz et al., 2010a). First, this model is criticized due to its attempts in
categorizing dimensional aspects of acculturation and enculturation. The problems in these
classifications arise when creating the four categories of Berry’s model (1980). When
categorizing individuals in a sample, an a priori cutoff value is required to distinguish between
high and low levels of acculturation and enculturation. Many studies have classified individuals
into these categories by utilizing the median or midpoint values within their sample (Coatsworth,
Maldonada-Molina, Pantin & Szapocznik, 2005; Giang & Wittig, 2006). Utilizing a middle point
ensures that half of a sample will be classified as high and the other half will be classified as low
(Schwartz et al., 2010a); thus this process assumes that all four categories will be equally
represented in every sample. Using a technique such as this assumes that all four categories are
valid and exist equally in every sample, thus biasing the sample’s characteristics. Additionally,
when using cutoff values that are sample-specific, such as a median, these values will differ
across studies and uniquely impact results, thus making cross-study comparisons difficult

(Schwartz et al., 2010a).

This bidimensional model has also been criticized for its inclusion of the
“marginalization” classification (Del Pillar & Udasco, 2004; Schwartz et al., 2010a). It is argued
that it is highly unlikely for individuals to neither identify with their cultural background nor the
host culture. As such, many studies suggest the removal of this category, since immigrants in
various samples did not identify with this acculturative type (Lee et al., 2003; Rudmin, 2003;
Schwartz & Zamboanga, 2008). Instead, it is suggested that marginalization may occur
exclusively for specific groups due to societal circumstances (i.e., prejudice, historical
circumstances; Berry 2006), and that it may not be a common acculturative experience (Lara et

al., 2005). Despite the expansion on the unidimensional model, this conceptualization continues
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to view acculturation and enculturation in a linear form, such that biculturalism would suggest the
equal embrace of both cultures (Magana et al., 1996); however, many variations amongst
bicultural individuals exists (e.g., Schwartz & Zamboanga, 2008). Due to the differences between
acculturative groups and the lack of understanding of why such differences occur, more complex
models are needed to accurately represent the processes of acculturation and enculturation and

factors relating to differences amongst groups and individuals.

Multidimensional Models

More recent research has argued for a multidimensional model of acculturation that
incorporates contextual factors to better explain individual and group differences in acculturation
and subsequent outcomes (Arcia et al., 2001; Lopez-Class et al., 2011; Navas et al., 2005;
Schwartz et al., 2010a/b). These models propose that understanding context-specific factors is
necessary when moving forward with acculturation research. In order to better capture
acculturation as a process, Navas and colleagues (2005) propose a Relative Acculturation
Extended Model (RAEM; see Figure 2) that considers acculturation strategies and attitudes of
both the immigrant group and the host population. They argue that by gathering information
about both groups, it aids in the clarification of the between-group relationships (i.e.,
collaborative, isolated or conflictual; Bourhis, Moise, Perreault, & Senecal, 1997; Navas et al.,
2005). Additionally, this model examines variations of immigrant groups based on psychosocial
and demographic variables that may influence discriminative experiences and attitudes towards
receiving population (e.g., in-group bias, linguistic practices, perceived in-group and out-group
similarity, inter-group contact, individualism-collectivism orientation, age, gender, religious and
political orientation, education level, reason for immigrating, years in the new country, and
country of origin) as well as multiple acculturation domains (e.g., political, work, economic,

family, social, religious, and principles and values). With the inclusion of such variables, this
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model attempts to quantify the differences between an ideal acculturation process and the real

experience for both the immigrant and host populations.

Schwartz and colleagues (2010a) also aid in the development of a multidimensional approach
to acculturation and state that acculturative research must move away from a “one size fits all”
approach. In attempts to personalize the approach, the researchers posit that contextual factors
must be included such as characteristics of migrants, original countries, socioeconomic status and
resources, language fluency, circumstances surrounding migration (e.g., voluntary or involuntary
migration), discrimination, receiving country context, and political climate (Schwartz et al.,
2010a). This model suggests that the inclusion of additional factors provide insight to the
acculturative experience above and beyond previous models. These additional factors aim to
capture individual adjustment to the host society and connections with the host society. Lopez-
Class and colleagues (2011) mimic this need for a broader conceptualization of acculturation,
calling for the inclusion of interpersonal relationships, unique subgroups, and acculturation

change over time.

The multidimensional model aims to understand acculturation in a systemic and context-
related view; however, it is still in its infancy stages. These models attempt to comprehensively
understand factors impacting acculturation and subsequent mental health outcomes by filling the
gaps of previous unidimensional and bidimensional models. The use of these models will aid in a
broader conceptualization of the immigration and acculturation process and it has the capacity to
individualize acculturation understanding based upon specific environmental factors. The present
study aims to utilize a multidimensional framework when understanding the role of acculturation

in mental health for Latina women.

Acculturation and Depression
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Acculturation as a Risk Factor

Previous research on the role of acculturation on depressive symptomology has been
mixed. The majority of research on this topic has linked increases in acculturation to increases in
depressive symptomology within Latino populations (Burnam et al., 1987; Finch & Vega, 2003;
Gonzalez et al., 2001; Heilemann, Frutos, Lee & Kury, 2004b; Hovey, 2000a/2000b/2000c;
Kaplan & Marks, 1990; Lorenzo-Blanco et al., 2011; Ramos, 2005; Rivera, 2007; Salgado de
Snyder, 1987; Shattell, et al., 2009; Shattell, Smith, Quinlan-Colwell, & Villalba, 2008; Torres,
2010; Torres & Rollock, 2007). Shattell and colleagues (2009) conducted a qualitative study that
examined depression amongst 30 Latina women via three focus groups. The researchers found
that these women largely reported sociopolitical, economic, and familial stressors resulting from
acculturation as explanations for their depression. These explanations differ from explanations

given by other groups, which often revolve around individual or biological reasons.

In attempts to better explain the link between acculturation and depression, research has
examined the role of co-occurring factors of acculturation that place minorities at augmented risk
for distress. A commonly cited factor in acculturation is acculturative stress, a term referring to
the emotional difficulties immigrants experience when attempting to adapt to a new environment.
This concept recognizes that acculturating is a stressful experience, often accompanied with
difficulties in communication, legal status, and employment (Berry, 2006; Berry & Annis, 1974;
Berry et al., 1987; Smart & Smart, 1995; Torres, 2010). Higher acculturative stress has been
linked to increased prevalence of psychiatric disorders, substance use, depression, and suicide
ideation (Caplan, 2007; Constantine, Okazaki, & Utsey, 2004; Crockett, Iturbide, Torres Stone,
McGinley, & Raffaelli, 2007; Hovey, 2000a; Ortega, 2000; Revollo, Qureshi, Collazos, Valero &
Casas, 2011; Salgado de Snyder, 1987; Torres, 2010). Revollo and colleagues (2011) found that
acculturative stress positively predicted depression in a sample of 414 Latin Americans

immigrants in primary care centers in Spain. Specifically, the researchers found that

17



homesickness and psychosocial distress were the most elevated of acculturative stressors. Thus, it
is theorized that the stressors related to acculturation may better explain its relation to depression

in immigrating individuals.

In addition to acculturative stress, interpersonal factors such as discrimination and social
acceptance have also been examined as contributors to the relation between acculturation and
depression (Arcia et al., 2001; Chapman & Perreira, 2005; Finch & Vega, 2003; Potochnick &
Perreira, 2010). It is posited that when individuals immigrate, they may not be equipped with the
coping strategies necessary to combat situations of discrimination or group acceptance within a
new culture. Potochnick and Perreira (2010) examined migration stressors and supports among
281 first-generation Latino immigrant youth. The researchers found that these individuals both
experienced and perceived discrimination. More specifically, these reported discrimination

experiences significantly predicted increases in depressive symptomology.

Other factors suggested to facilitate the relation between acculturation and depression
include differential acculturation (i.e., acculturation gap between family members; Lau et al.,
2005) and coping styles (Sanchez, Rice, Stein, Milburn, & Rotheram-Borus, 2009; Torres, 2010;
Torres & Rollock, 2007; Ward & Kennedy, 2001). Differential acculturation is theorized to occur
when there is a gap in acculturation among family members and friends. This gap occurs when
family members acculturate at different speeds, typically with children acculturating faster than
their parents, and it is suggested that this gap creates interpersonal and interfamilial conflict,
which in turn impacts mental health (Gonzales, Deardorff, Formoso, Barr, & Barrera, 2006;
Smokowski et al., 2008; Tezler, 2011). Coping styles have also been suggested to play a role in
the relation between acculturation and depression (Crocket et al., 2007; Torres, 2010). Torres
(2010) found that low levels of active coping are associated with higher depression in Latino

populations. Torres theorized that individuals with low active coping have more difficulty
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transitioning into a new culture and effectively handling accompanying acculturative stressors,

thus increasing their risk for depression.

Acculturation as a Protective Factor

While there appears to be much evidence regarding the positive link between
acculturation and depression, other studies suggest that acculturation can play a protective role in
mental health (Constantine et al., 2004; Cordero & Kurz, 2006; Cuellar & Roberts, 1997; Falcon
& Tucker, 2000; Gonzalez, et al., 2001; Kaltman, Green, Mete, Shara, & Miranda, 2010; Masten,
Penland, & Nayani, 1994; Potochnick & Perreira, 2010). Kaltman and colleagues (2010)
examined 64 Latina immigrants involved in a RCT for depression and found that increased years
in the United States significantly predicted decreased risk for depression. Additionally,
Constantine and colleagues (2004) found that higher English language fluency predicted lower

depression among 320 international college students.

These studies that have identified acculturation as a protective factor for depression
theorize that “successful” acculturation is associated with decreased social and societal stressors
such as discrimination and communication barriers (Constantine et al., 2004). Further, these
studies suggest that as acculturation increases (e.g., English language fluency), it is likely that
social support from the host country also increases (Potochnick & Perreira, 2010). Amongst the
studies that show support for acculturation as a protective factor, it is largely accepted that
acculturating to a host society relieves acculturative stressors (e.g., communication, employment

opportunities) thus allowing for adjustment to and stabilization in a host society.

Acculturation as a Neutral Factor
Despite these findings of acculturation as a protective factor of mental health, other
researchers have shown that acculturation has no relation with depression once controlling for

demographic variables (i.e., income, education, marital status; Burnam et al., 1987; Cuellar &
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Roberts, 1997). Cuellar and Roberts (1997) conceptualized acculturation within a bidimensional
model and utilized standardized measures to examine acculturation in 1,271 first and second
generation Latinos in their first year of college. Results of this study indicate that depression was
strongly associated with socioeconomic status and gender, more so than acculturation or ethnic
identity. Specifically, they found that socioeconomic status and gender predicted depression
scores, while acculturation did not. Even amongst studies with significant findings on
acculturation show a similar trend in which gender, education, and finances were all deemed as
stronger predictors for depressive symptomology than acculturation (e.g., Lorenzo-Blanco et al.,

2011; Rivera, 2007).

These results call into question findings of previous studies that did not control for
demographic variables including gender, socioeconomic status, and education. The studies that
resulted in insignificant findings of a relation between acculturation and depression suggest that
education, gender and income are all strong predictors of depression not only amongst Latino
populations, but in the general sample as well (Rivera, 2007). They argue that without controlling
for or incorporating these variables in one’s study, it is impossible to comprehend the magnitude

and direction of acculturation’s impact on depression (Cuellar & Roberts, 1997).

Previous Studies’ Limitations

In summary, acculturation has been identified as a risk factor (e.g., Heilemann et al.,
2004b; Ramos, 2005; Rivera, 2007), protective factor (e.g., Cordero & Kurz, 2006; Potochnick &
Perreira, 2010), and a nonsignificant predictor (Burnam et al., 1987; Cuellar & Roberts, 1997) for
depressive symptomology within Latino populations. Thus, it is evident that the relation between
acculturation and depression remains unclear. Attempts to explain the conflicting results often

defer to methodological, measurement, or sample characteristic differences.
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Upon review, it is evident that a major source of inconsistency across studies examining
acculturation is the measurement of the construct at hand. Across numerous studies proxies are
utilized as measures of acculturation (i.e., years in the United States, primary language). While
the use of these measures may be superficial indicators of acculturation, they fail to capture the
depth of the construct they intend to measure (Lam, 1995; Thomson & Hoffman-Goetz, 2009).
These substituted measures inadequately and inconsistently measure acculturation, as they do not
encompass behavioral or social components of change, leaving large variability in the construct
and resulting in disparities across studies (see Table 1). This inconsistent and surface-level
measurement has impacted our ability to have a consistent and coherent understanding of the

relation between acculturation and depression.

In addition to acculturation measurement, the acculturative model utilized (i.c.,
unidimensional, bidimensional, and multidimensional) has also aided in current mixed findings
on acculturation. The differences in these theoretical models impact the included (or excluded)
demographic and interpersonal variables such as socioeconomic factors, relationship status,
education level, and familial support and conflict (Alegria et al., 2007a; Cuellar et al., 1997;
Gonzalez et al., 2001; Myers et al., 2002; Rivera, 2007; Torres & Rollock, 2007), thus impacting
findings on the direction and strength of the relation between acculturation and depression.
Further, studies continue to use findings from unidimensional models as support for their current
studies, despite evidence of its flawed and outdated nature. The continued use of these results
distorts current understanding of the relation between acculturation and depression and may
continue to impact study development in the future. In order to address these limitations in the
current body of research regarding acculturation’s role in Latino mental health, the current study
utilized formalized measures of acculturation within a multidimensional framework. This
multidimensional model will attempt to capture contextual factors surrounding acculturation by

including two key factors: social provisions and family resources.
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Social Provisions

It is widely accepted that social support is connected to mental health, such that increases
in social support are associated with improvements in mental health, and vice versa. Several
studies have shown that individuals with depression tend to have less social support, such that
they may be single, have fewer members in their friend networks, or receive less familial support
(e.g., Alegria et al., 2007b; Aneshensel & Stone, 1982; Lin & Dean, 1984; Raffaelli et al., 2012;
Stice, Ragan, & Randall, 2004). While low social support is generally accepted as a risk factor for
depression, it is noted to have weighted importance for specific ethnic groups (Almeida, Molnar,
Kawachi, & Subramanian, 2009; Glazer, 2006; Kim, Sherman, Ko, & Taylor, 2006; Russell &
Taylor, 2009; Taylor, Welch, Kim & Sherman, 2007). It is argued that certain cultural groups
may have an amplified importance on social support, thus making the effects more pronounced in
such groups. These groups often stem from collectivistic cultures, in which family and group
goals are placed above individual needs (Kim, Sherman, & Taylor, 2008; Moscardino, Scrimin,

Capello, & Altoe, 2009).

The Latino population has been identified as a group that values social connection and
support (Alegria et al., 2007b). This is demonstrated by a salient value of familismo (familism),
referring to feelings of loyalty towards family members, specifically viewing them as an
extension of the self (Campos et al., 2008; Chapman & Perriera, 2005; Edwards & Lopez, 2006;
Sabogal, Marin, Otero-Sabogal, VanOss Marin, & Perez-Stable, 1984). Familism is characterized
by a strong identification and attachment to family members and often associated with increased
contact between family members, perceived familial support, and life satisfaction (Edwards &
Lopez, 2006; Knight & Sayegh, 2009; Losada et al., 2010; Rodriguez, Bingham Mira, Pacz, &
Myers, 2007; Romero & Ruiz, 2007) and decreased parent-adolescent conflict, child
maltreatment, and child suicide (Campos et al., 2008; Coohey, 2001; Kuhlberg, Pena, & Zayas,

2010; Pena et al., 2011). Due to this salient value, it is suggested that decreases in social support,
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primarily familial support, would pose an attenuated threat for depression within Latino

populations (Alegria et al., 2007a; Sayegh & Knight, 2010).

Within Latino samples, low social support has been linked to increases in physical and
mental health difficulties (Alegria et al., 2007a/b; Bromberger et al., 2004; Finch & Vega, 2003;
Gil et al., 2000; Hovey, 2000a/b; McNulty Eitle et al., 2009; Oppedal, Roysamb, & Lackland
Sam, 2004; Potochnick, & Perreira, 2010; Sayegh & Knight, 2010; Viruell-Fuentes, 2007). More
specifically, aspects of low social support have been linked to increased depression within Latino
samples including single marital status, low perceived support from spouses, high family burden
and conflict, and low perceived social standing (Alegria et al., 2007b; Bromberger et al., 2004;
Hovey, 2000a/b/c; Myers et al., 2002; Roberts & Roberts, 1982; Salgado de Snyder, 1987).
Russell and Taylor (2009) examined 947 older adults with and without disabilities. The
researchers found that living alone significantly predicted higher depressive symptoms among
Latino individuals, however it was not a significant predictor for non-Latinos. Additionally, the
researchers found that social support moderated the relation between living alone and depression
among Hispanic individuals. These results highlight the importance of social support within

depression specifically for individuals with core values of social connection.

Social support has been shown to attenuate depressive symptomology in Latino
populations, such that higher social support is associated with decreases in depressive
symptomology and vice versa (Russell & Taylor, 2009). Acculturation has been proposed to
disrupt social support within Latino families where individuals with increased acculturation
experience decreased social support (Caplan, 2007). Studies have attempted to better understand
this finding and have determined that differential acculturation between family members and
friends can result in familial conflict and discord, and thus decreases in familial social support
(Alegria et al., 2007a/b; Miranda, Bilot, Peluso, Berman, & Van Meek, 2006; Smokowski et al.,

2008). Further, children typically acculturate at increased speeds when compared to older
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generations. When this occurs, younger generations often begin to identify less with collectivistic
societies, and more with the individualistic host society. These shifts in values may directly
impact the beliefs of familism, thus resulting in a decrease in social support. Rivera (2007)
examined 850 South Florida Latinos and found that familial support mediated the relation
between acculturation and depression, such that as acculturation increases, familial support
decreases, and thus depression increases. Due to the central role of social support within these
families, the present study will examine the role of social support within the relation of

acculturation and depression.

Family Resources

When examining depression in a general population, it is established that decreased
resources (e.g., income, education, employment status) is associated with increased depressive
symptomology (Billings & Moos, 1985; Eshbaugh, Lempers, & Luze, 2006; Gavin et al., 2010;
Herman & Marcenko, 1997; Heilemann et al., 2004b; Holahan, Moos, Holahan, & Cronkite,
1999; Irwin, LaGory, Ritchey, & Fitzpatrick, 2008; Plant & Sachs-Ericsson, 2004; Yang, 2006).
Thus far, research has consistently linked individuals with low income (Aranda, Lee, & Wilson,
2001; Heilemann, Lee, & Kury, 2002; Ritter, Hobfall, Lavin, Cameron, & Hulsizer, 2000),
unemployment status (Jefferis et al., 2011; McGee & Thompson, 2015; Wade & Cairney, 2000),
low education (Bauldry, 2015; Gonzalez-Guarda, Peragallo, Vasquez, Urrutia, & Mitrani, 2009;
Ross & Mirowsky, 2006), limited financial resources (Hielemann et al., 2002; Horowitz, Damato,
Dufty, & Solon, 2005; Taylor, Rodriguez, Seaton, & Dominguez, 2004), and homelessness
(DeForge, Belcher, O’Rourke, & Lindsey, 2008; Rota-Bartelinke & Lipmann, 2007; Saade &
Winkelman, 2002) to higher rates of depression in the general population. When examining this
link between resources and depression, researchers posit that limited resources often result in
increased challenges and overall life stress, thus impacting mental health (e.g., Billings & Moos,

1985; Fisher et al., 2001; Ritter et al., 2000).
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Historically, minority populations such as Blacks, Latinos and Asians have lower levels
of household income, education and increased levels of unemployment (Davila, Mora & Hales,
2008; Lee & Aytac, 1998; Marotta & Garcia, 2003; Perez-Stable, Marin, & VanOss Marin,
1994). Resource availability has been further examined in minority populations to better
understand why disparities between whites and minority populations emerge. Research has
examined the role of immigrating and acculturating in resource adequacy to better understand this
gap. Thus far, research has found that immigrating to a new country negatively impacts one’s
economic and financial resources, as immigrants often leave jobs, homes, and families behind
(Berry, 2006; Chapman & Perreira, 2005; Lara et al., 2005; Shattell et al., 2008; Shattell et al.,
2009). Thus, this process of moving and starting “fresh” can be laden with economic difficulties.
Additionally, many Latino families experience barriers associated with acculturation that create
difficulties in employment and thus income and availability of resources. Such barriers include
language, discrimination, and lack of employment options and proper education (Heilemann,
Coffey-Love, & Frutos, 2004a; Smart & Smart, 1995; Viruell-Fuentes, 2007). These factors can

inhibit upward societal mobility and indirectly impact resource adequacy for minority families.

While the challenge of immigrating has been shown to decrease familial resources,
acculturation has been shown to aid in increasing such resources. Research has shown that
increases in acculturation are associated with increases in academic success, educational
attainment, and income (Gans, 2007; Gavin et al., 2010; Lopez, Ehly, & Garcia-Vazquez, 2002;
Martinez, DeGarmo & Eddy, 2004; Mason, 2004). It is argued that as individuals become more
acculturated to the United States’ culture, the society’s emphasis on education and monetary
success will be translated to acculturating individuals, thus increasing their desire for increases in
education and employment and resulting in increases in economic resources. Due to the unique
relation between resources and depression and resources and acculturation, the current study will

examine the role of familial resources within the relation of acculturation and depression.
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Current Study

The current study aimed to clarify the relation between acculturation and depression
within Latina women. There are several competing models regarding the concept of acculturation
and its role in depression. This study examined these three models from the literature:
unidimensional, bidimensional, and multidimensional. While these models are related and often
build off one another, this study sought to examine them more closely and the way in which
model type influenced discrepant results in extant literature. Specifically, this study aimed to
determine the role of these models and their differences in inconsistent findings regarding
acculturation. To aid in consistency across models and previous research, the following
demographic variables were controlled for: age, level of education, marital status, income,
country of origin, and years in the U.S. These variables are included as they have demonstrated
significant associations with acculturation and/or depression (e.g., Cuellar & Roberts, 1997,
Lorenzo-Blanco et al., 2011; Lopez-Class et al., 2011; Rivera, 2007). These models of
acculturation and mental health were tested using pre-service data from a randomized control trial

(RCT) of a cultural adaptation of a home-based parenting program.

Hypothesis One.: Unidimensional Models

The unidimensional model of acculturation examines the process of acculturation on a
continuum. This study examined this model by determining the effect of acculturation, as
measured by dominant society immersion, on depressive symptoms while controlling for
demographic variables previously stated. Consistent with previous research, it is hypothesized
that acculturation will be positively associated with depressive symptoms, such that as
acculturation increases, depressive symptoms increase. While this model is not frequently used in
present day research, this study tested this model to determine if more complex models are a
better fit above and beyond this model. Additionally, testing this model will determine if future

research can continue to utilize results from studies implementing the unidimensional model.
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Hypothesis Two. Bidimensional Models

The bidimensional model of acculturation views acculturating on two separate
continuums, with acculturation and enculturation formulated as co-occurring, yet separately
developing processes. This study investigated the effect of acculturation and enculturation on
depressive symptoms while controlling for demographic variables. In order to aid in previous
criticisms of Berry’s (1980) acculturative categories, this model examined acculturation and
enculturation dimensionally, on 2 separate continuums (i.e., within the same model but measured

independently).

Hypothesis 2a. Consistent with previous research, it is hypothesized that acculturation
and enculturation will be negatively associated, such that as acculturation increases, enculturation

decreases.

Hypothesis 2b. 1t is additionally hypothesized that enculturation will exhibit a negative
effect on depressive symptoms, as enculturation has been identified as a protective factor against

mental health difficulties.

Hypothesis 2c. 1t is further hypothesized that due to the inclusion of enculturation, the
bidimensional model will demonstrate a better fit for depression scores when compared to the

unidimensional model.

Hypothesis Three: Multidimensional Models

The multidimensional model of acculturation views acculturation and its co-occurring
processes as a complex system. It necessitates the inclusion of co-occurring contextual factors
that better explain mental health outcomes of acculturation. The current study proposed two
unique contributors to depression within the context of acculturation: social support and family
resources. As decreased social support has been consistently linked to increased depression in the

general population (e.g., Grav, Hellzen, Romild, & Stordal, 2011; Malone, et al., 2000; Meda ,
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Shen, Schwarz, Farrell, & Mallon, 2013; Raffaelli et al., 2012; Stice et al., 2004) and is noted as
holding particular importance amongst Latinos (e.g., Alegria et al., 2007b; Bromberger et al.,
2004; Hovey, 2000a/b), the present study examined the role of social support in depression
amongst acculturating Latina mothers. Further, as the effect of resource adequacy on depression
has been established in extant literature (Billings & Moos, 1985; Hielemann et al., 2004; Irwinet
al., 2008; McGee & Thompson, 2015; Rota-Bartelinke & Lipmann, 2007), and has shown
association with acculturation and immigration (e.g., Alegria et al., 2007a; Myers et al., 2002;
Roberts & Roberts, 1981; Salgado de Synder, 1987), this study examined family resources in the

multidimensional model of acculturation and depression.

The current study tested a multidimensional model by examining the effect of
acculturation, enculturation, social support, and resource adequacy on depressive symptoms while

controlling for empirically supported psychosocial variables.

Hypothesis 3a. It is hypothesized that when examining co-occurring factors, social
support and resource adequacy will significantly be associated with depression, such that lower
levels of support and resources will predict higher depressive symptomology. The relation
between acculturation and enculturation with depression is explored in this model to determine

changes in the relation due to changes in model framework.

Hypothesis 3b. Finally, due to the inclusion of the contextual factors and thus a broader
understanding of acculturation, it is hypothesized that this model will demonstrate a better fit with

depression scores than both the unidimensional and bidimensional models.

Hypothesis Four: Model Selection
Finally, a model selection approach utilizing Akaike Information Criteria (AIC) and
Bayes Information Criteria (BIC) was applied to determine the best fitting model. This approach

aids in evaluating the additional variability explained in depression scores by adding predictor
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variables to the model. Both information criteria were used as they each present biased results;
the AIC often chooses a model that is too large, resulting in too many predictors and the BIC has
an increased chance of choosing a model that is