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ABSTRACT

The purpose of this study is to revisit and cross-culturally examine the
Attitudes Toward Seeking Professional Psychological Help Scale (ASPPespite
its long history of use in research studies, there is scarce information on theghormi
sample of the ATSPPHS, and support of its use with ethnic minority populations. This
study will examine the reliability and construct validity of this instrunfentise with a
Latino population. Two samples of participants — Anglo and Mexican American — were
utilized to examine the ATSPPHS’ reliable and valid use with the Latinizipants.
Also, in order to ascertain the effect of culture on response patterns, the reghdts of
ATSPPHS for the two samples were compared to each other following sisteomdrol

of confounding variables supported by the literature.
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CROSS-CULTURAL APPRAISAL OF THE ATTITUDES TOWARD SEEKING
PROFESSIONAL PSYCHOLOGICAL HELP SCALE
Chapter 1
Introduction

In a national study that was conducted in 1994, Kessler et al. found that only a

few individuals experiencing mental health distress actually seek porfakkelp.

Snowden and Yamada’s (2005) study further revealed that a relatively lapgpetfmn of

those in need of mental health care do not receive it. Kessler et al. reporead that
estimated 79% of people with diagnosable mental health concerns do not obtain any type
of professional services.

The U.S. Department of Health and Human Services have documented the
underutilization of mental health care services by ethnic minority populdasrited in
Dobalian & Rivers, 2008), and thus, are of special concern when it comes to the issue of
underutilization of mental health services (Alvidrez, 1999). Moreover, Sue (2003)
suggests that despite the increase in national interest in the mental healtbf e¢iecis
minorities, the quality of mental health services for these populations contriadis
short.

Latinos are one such population. Without a doubt, the ever-increasing size of the
Latino population has created an urgent need to better understand and address the mental
health needs of this population in the United States. The United States’ Census shows
that Latinos are now the largest ethnic minority group, comprising about 14.4% of the
total U.S. population in 2005 (United States Census Bureau, 2005). Yet, research

literature that focuses on the Latino population continues to be scarce. A survey



conducted in 2005 with a cross-section of six psychology journals published by the
American Psychological Association (APA), and six non-APA journals, red¢add

from 1990-1999 only 4.1% of papers were focused on Latinos (Imada & Schiavo, 2005).
However, existing research supports the persistence of underutilization oésemiong

the Latino population (e.g., Padgett, Patrick, Burns & Schlesinger, 1994; Sue, Fujno, H
Takeuchi, & Zane, 1991; Vernon & Roberts, 1982). Also, due to various socioeconomic
and cultural variables, Latinos may be at higher risk for the development of imesital
issues (Kouyoumdjian, Zamboanga, & Hansen, 2003).

Cross-cultural studies investigating the prevalence of mental heatésdistave
resulted in mixed findings. Some studies have suggested that Latinos expeoneace m
mental health distress than Whites. For example, Vernon and Roberts (1982) compared
Whites, African Americans, and Latinos, and found that higher rates of depressi
depressive symptoms, and diagnosed psychiatric illness were reported in.inos
some recent empirical evidence has suggested otherwise. For instance exatoidyng
the prevalence of major psychiatric disorders in the U.S. conducted through the
Epidemiological Catchment Area (ECA) program, reported no differences in the
prevalence rates of such disorders between Whites and Latinos. In this steltherkkad
Regier (1995) indicated that Whites had 32% lifetime and 19% active case rates, whil
Latinos had 33% lifetime and 20% active case rates.

Kouyoumdjian et al. (2003) have cited several possible explanations for these
mixed findings in the prevalence of mental health issues between Latinos and other
ethnic groups. One explanation attributes the variability in results to the posetuierg

within-group differences, which would be anticipated due to the ethnocultural



heterogeneity of the Latino population. Thus, it is likely that Latino sampéskins
various research studies actually consist of different Latino subgroupiitioa,
Kouyoumdjian et al. suggest that Latino samples also vary with respeciultuaation
levels and related stress factors. A variety of socioeconomic and culttiocakfasuch as
immigrant status, poverty, and cultural racism can fluctuate from sam@mfues
ultimately impacting research results. Furthermore, Flaskerud and Hu (19@2st
methodological problems such as sampling bias, in addition to lack of attention to the
effects of confounding variables, such as age, sex and socioeconomic stajusqSES
likewise contribute to inconsistencies in the results of various studies. Fmalhy,
assessments used in research studies have not been restandardized fioothe Lat
population. For example, researchers (e.g., Escobar et al., 1986; Loewensteidegrguel
Aguelles, & Linn-Fuentes, 1994; Lopez & Taussig, 1991) have discovered equivalency
problems with cognitive measures and psychodiagnostic assessments (Velagglaez

& Mendoza; as cited in Vega & Lopez, 2001). Rogler, Malgady, and Rodriguez (1989)
reiterate that these discrepancies can be fertile ground for possibieerpigtation of
meaning when attempts are made to compare scores across ethnic groupb, As s
methodological limitations have made ethnic minority mental health reseahail@enge.
One purpose of the current study is to reevaluate the reliability and validityiokely

used instrument, the Attitudes Toward Seeking Professional Psychologips&¢dde
(ATSPPHS; Fischer & Turner, 1970) when these ethnocultural and methodological
variables are considered. This instrument was administered to two sample graups

Latino and one Anglo, in order to evaluate



equivalency by investigating possible confounding variables, such as SES, gehder a
age.

Researchers continue to investigate additional possible explanations for the
differential mental health service utilization rates. Past researtiucted in this area
(e.qg., Gourash, 1978; Greenley & Mechanic, 1976; Kelly & Achter, 1995; Kushner &
Sher, 1989; Tijhuis, Peters, & Foets, 1990) identified several variables — gender, race,
education, socioeconomic status, and religion — that aided the prediction of help-seeking
behavior. Recently, however, researchers like Kushner and Sher have considered
additional factors that could act as intervening variables, from the onsetrsba’pe
recognition of distress through to the point at which that person makes a decigek to s
assistance. Such factors include level of distress (Ingham & Miller, 198@akdea
social support (Sherbourne, 1988), self-concealment (Larson & Chastain, 1990), and
attitudes toward professional psychological counseling (Rickwood & Bratiwi£194).

A person’s attitude toward seeking mental health services has been cited as a
theoretical factor that may influence whether or not an individual goes on topz#iin
such services (Fischer & Farina, 1995). Gonzalez, Alegria, and Prihoda (2085) ha
suggested that a better understanding of attitude correlates camassistevelopment
of procedures to influence attitudes in order to encourage utilization of mesital he
services. However, despite the fact that the relationship of such attibuthesuse of
mental health services has been studied for more than three decades, the vesbhéerha
inconclusive. Some studies support a highly predictive relationship (Cash, Kehr &

Salzbach, 1978; Fischer & Farina), while others have indicated a predictiensh#p



only under specific circumstances (Leaf, Livingston-Bruce, & Tisch@87) and still
others have found a lack of relationship altogether (Lefebyre, Lesage,dopinT&
Fournier, 1998).

Ajzen’s (1985) social psychological Theory of Planned Behavior (TPB) sisggest
that information about a person’s attitudes, subjective norms, and subjective lbeligfs a
control over possible barriers to accomplishing a behavior can help predict a person’s
behavior when that behavior is not completely volitional. Researchers like Abraham and
Sheeran (2000), Godin and Kok (1996), and Sutton (1998) have found this theory to be
effective in predicting behavior and behavioral intent in various types of ciranoest.
Despite this theoretical proposal, few research investigations havderaaswhether
ethnic differences in attitudes can help clarify the ethnic discrepanaiesntal health
service utilization. Research shows that cultural factors relatedgmudibeliefs, and
their association with beliefs about mental iliness, can be a barrier to #ss afenental
health services (Echeverry, 1997). For example, it is well-known that thme lcaiture is
intertwined with the Catholic religion. This religious belief systemss ambedded with
folk beliefs, which help to explain and resolve problems (Miranda, Azocar, Organista
Mufioz, & Leiberman, 1996). Furthermore, Landrine and Klonoff (1994) found that more
minorities than Anglos tended to endorse supernatural causes of illness asnngsorta
compared to natural causes.

Of the existing assessments used to measure attitudes toward seekalg ment
health assistance, the Attitudes Toward Seeking Professional Psychdisdp&cale
(ATSPPHS; Fischer & Turner, 1970) continues to be the most popular assessment used in

the literature (Mackenzie, Knox, Gekoski, & Macaulay, 2004). For many years, this



instrument was also the only one developed with a consideration for psychomettics, a
has most often been used as “a criterion and dependent variable” (Hatchett, 2006; p. 279).
However, although the ATSPPHS has been widely used for over 35 years, Hat@uktt not
that very little investigation had been conducted on this instrument’s constralatyvali
Mackenzie et al. have cited concerns with conceptual (e.g., language and itent)cont
and methodological issues (e.g., sample, factor structure, and rating lsaalie)it the
ATSPPHS’ utility. In response to these concerns, these researchéssl ereaw
measure, the Inventory of Attitudes Toward Seeking Mental Health SernA&MKS),
in an attempt to rectify these limitations (Mackenzie et al.). FurthinMackenzie et
al. cited the importance of incorporating Ajzen’s theories, which did not exist &tite
of the ATSPPHS’ development, into a current, more comprehensive measure of attitudes
to aid in predicting behavior related to the use of mental health services.

This study investigated the reliability and validity of the ATSPPHS with a
Mexican American and an Anglo sample. Ultimately, this research edaatithe
expansion of the current, limited knowledge of Latinos’ attitudes toward seekiriglme
health services.

Research Questions

This research investigation quantitatively examined the validity arabiidly of
the ATSPPHS for use with this Mexican American sample of participantsidogssing
the following questions:

1. Isthe ATSPPHS a valid instrument, maintaining the original construct
validity, for this sample of the Mexican American population?

2.  Are the subscales of the ATSPPHS reliable for use with this with this



Mexican American sample?
3. Does the ATSPPHS result in cross-cultural equivalency when the scores

of the Anglo and Mexican American samples are methodologically compared?



Chapter 2
Literature Review

Ethnic Minorities and Mental Health Care Access

In the United States, prejudice continues to negatively affect the livesni¢ et
minorities (Sue & Sue, 1999) and people in need of psychiatric treatment (Ratasxing
& Corrigan, 2007). America has a history of prejudice and discrimination additsn
Americans, Asian Americans, American Indians/Alaska Natives, and tigspa
Americans (Abreu, 1999; Balsa & McGuire, 2003). Many Latinos in the U.S., native or
immigrant, have likewise reported perceived discrimination (Finch, Kolody, gaVe
2000). Furthermore, just being a member of an ethnic minority group increases the
likelihood of imprisonment and a longer-term sentencing in the legal systenth{Baae
& Arriola, 2003; Dressel & Barnhill, 1994; Freudenberg, 2002; Hartwell, 2001).

Research also indicates that ethnic minorities with symptoms or mémasil

histories encounter differential access to services and differensrasudbmpared to
Anglos (Pescosolido, Gardner, & Lubell, 1998; Rogler, Cortes, & Malgady, 1991).
Federal and state proposals to limit access to health care services fgranmmhave had
negative consequences on help-seeking behaviors for mental health issueanipde e
in California, anti-immigrant attitudes, behaviors and policies have resultduigher
rate of emergency room use and have distanced Latinos from the healthstare sy
(Fenton, Catalano, & Hargreaves, 1996). In effect, the long history of makreatin
minorities appears to have left a deep imprint on American society (Byra&a@l
2001; Smedley & Smedley, 2005)

Stigma.Several factors can thwart people from seeking mental health services,



including the need to avoid discussing distressing information (Cepeda-Benito & Short
1998; Kelly & Achter, 1995; Vogel & Wester, 2003) and to circumvent experiencing
associated painful emotions (Komiya, Good, & Sherrod, 2000). However, the stigma
associated with seeking mental health services is most identified ay ttea&en people
do not seek treatment (Corrigan, 2004; Corrigan & Penn, 1999). Link, Phelan, Bresnahan,
Stueve, and Pescosolido (1999) underscore that negative attitudes about mersed illnes
and individuals living with chronic or substance abuse disorders continue to persist.
Stigma associated with mental health, can be defined as the negatiaesitit
beliefs, thoughts and behaviors that convince some people to fear, avoid, or even
discriminate against individuals living with mental health disorders. Thetalas,
behaviors and ways of relating only function as additional obstacles to individuals
already hesitant to seek help (Corrigan, 2004; Corrigan, Green, Lundin, Kubiak, & Penn,
2001). However, the phenomenon of stigma is complex. In one recent study conducted by
Anglin, Link, and Phelan (2006), African Americans were more likely than Caunsat
believe that someone with a mental illness would act violently toward others. Hpwever
they were less likely than Caucasians to endorse a punishment for such behavior.
Furthermore, these results could not be accounted for by sociodemographic factors
Cooper, Corrigan, and Watson (2003) found that people who endorse public stigma
are likewise less inclined to seek mental health treatment. This typeceppen reaches
still further. Stigma turned inward — also known as self-stigma — has arynmégative
effect on a person’s self-esteem (Corrigan, 2004), through identifyingheitstigma and
labeling one’s self as socially undesirable. In effect, if a person decidedko s

professional help, the largely negative associations of the western caltldereduce



that person’s self-concept, self-esteem, and self-efficacy (@arri98, 2004; Holmes
& River, 1998). Furthermore, Corrigan (2004) cites that once the individual did attend
therapy, this compounded negativity would impact the client's compliance.

There is a long-standing history of discrimination against people living with
mental illnesses in American society (Abreu, 1999; Balsa & McGuire, 2008z,Sza
2003). At one time, it was a regular practice to confine these individuals to latge st
hospitals, usually in rural areas, for the remainder of their lives (Lamlei&iWrger,
1998). The results of such practices left robust and enduring stereotypes aadrstigm
our society. Even mental health diagnoses, though intended as compassionate, provide an
avenue for possible stigma (American Psychological Association; Amerigahi&sic
Association; as cited in Gary, 2005). Thankfully, recent federal laws likertiexiéans
with Disabilities Act (ADA; 1990) have assisted in alleviating some of these
discriminatory acts (http://www.jan.wvu.edu/links/adasummary.htm, 2006). However
Americans still have a long road ahead in this struggle against stigma.

A recent concept introduced by Gary (2005), Double Stigma, aids in the
illustration of the layered prejudice and discrimination that ethnic minawtypg
members regularly encounter. People who are descriljgejaslicedhold negative
thoughts and feelings about people of a different group, which is a precursor to
discrimination (Bettelheim & Janowitz, 1964; Corrigan, 2004; Gary,1991; Link, Phelan,
Bresnahan, Stueve, & Pescosolido, 1999; Pinel, 1@98riminationoccurs when
majority group members express those negative thoughts and feelings afbmritymi
groups and act contrary to the best interest of these groups. Such actions sffectivel

afford members of the majority group benefits and opportunities that theyaleny t
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members of minority groups (Byrd & Clayton, 2001; Myrdal, 1996). When such a
problem is observed from the perspective of a member of an ethnic minority group who
is also struggling with mental distress, the concept of Double Stigma cahebesbe
this person’s experience. In sum, minority group members struggling withIntleetss
are likely to endure discriminatory practices from various parts of sdiéetgoliticians,
researchers, and clinicians (Gary).
Additionally, Atkinson, Morten, and Sue (1998) suggested that minorities may

not view mental health services as related to their needs, contributing to th&imrdaot
to seek these services. One explanation Austin, Carter and Vaux (1990) and Thorn and
Sarata (1998) propose that members of minority groups may not perceive counseling
services as personally applicable due to the Western-oriented stylesfitasize
intrapsychic processes. Certain practices in the mental health field areedewed to
have done harm to minority populations by preserving inaccurate stereotypesndgistor
their ways of life, and/or ignoring these populations altogether (Sue & Sue, 18663. T
also continues to be too few racial and ethnic minorities in the mental health iprefess
(Hernandez, Isaacs, Nesman, & Burns, 1998). This, in conjunction with the shortage of
culturally competent mental health services, contributes to health dspgd.S. Dept.
of Health and Human Services, 1999).

There is evidence of the differential mortality and morbidity ragdeéen ethnic
minorities and Caucasians. However, race and ethnicity cannot accounttfuatitye of
the health disparities. Socioeconomic status and environmental factors, astesyare
sometimes substituted in place of race and ethnicity as has been ekbynAederson

and Nickerson (2005) and Shields et al. (2005). Research clearly indicates tlsangsper
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illnesses and life and death circumstances are linked to that individual’scsomagc

group membership, ethnicity, gender and age (Hudson, 2005; Rowe, 2005; Smedley &
Smedley, 2005). Yet, the social concept of race has assisted in the creatiohafdega
formal means used as justification for prejudice, discrimination, stigmih hea
disparities, and dubious forensic results (Anderson & Nickerson; Shields ex@beIC
2005; Myrdal, 1996; Ossorio & Duster, 2005).

Latinos in the United States

The three largest subgroups that make up the heterogeneous Latino population in
the United States are people of Mexican (64%), Puerto Rican (9%), and Cuban (3.4%)
descent (United States Census Bureau, 2006). Despite the tendency to group them under
the categories Latinos and Hispanics, these subgroups differ dramaticall
demographic and sociopolitical factors that significantly impact mengdthheare issues.
Each of these subgroups, and many others (e.g., Dominican, Guatemalan), has its ow
history and cultural characteristics.

Historical perspectiveDuring the age of exploration arcdnquistadoresthe
indigenous peoples of the North and South American continents endured many
experiences of domination and persecution. Native people in these areas vesredens|
and often forced off their homelands. Some native populations that populated these
regions, such as the Taino Indians, no longer even exist today (Santiago-Rivera,
Arredondo, & Gallardo-Cooper, 2002). From the intermingling of the Europeans and the
First Nations People evolved tMestizoculture. Likewise, the unions of Europeans and
the First Nations People and Africans engendere@tiudlo andMulatto ethos.

Although not often cited, Asian heritage may also be a part of Latino inheritntes

12



Philippine islands were subjugated by Spain; there actually are communi@ibgete
families in Mexico and other parts of South America (Santiago-Rivera, Arredondo, &
Gallardo-Cooper). Thus, the Latino population is not only multicultural, but mulliracia
Migration of the largest Latino subgroups to the United States often pedalle
political events. For example, one of the main catalysts for the immigaitidexicans
to the U.S. occurred during the 1900s when the need for low-cost labor rose dramatically.
Puerto Ricans’ mass migration occurred in the mid 1940s, just after the end of World
War Il. Conversely, Cuban migration occurred in three waves. The largest Cuba
relocation ensued with the annexation of oil refineries and other businessesiplibgvi
rise of Fidel Castro to power in the mid 1950s (Santiago-Rivera, Arredondo, &dsallar
Cooper, 2002). However, unlike the Mexicans and Puerto Ricans, many of these families
were well-educated and had the necessary means to flee Cuba. Likstthledfisecond
group of Cuban migrants in the 1960s was able to establish small businesses or work in
their professions here in the United States. However, the third Cuban wave in the 1980s,
was not as privileged (Santiago-Rivera, Arredondo, & Gallardo-Cooper).
Due to such dissimilar histories, these three Latino subgroups continue to
experience equally disparate struggles. For example, in 2000 close to one Laitid as
of Mexican and Puerto Rican descent met poverty criteria (U.S. Census Bureau, 2006).
Furthermore, among individuals younger than 25 in 2000, only about 50% of Mexican
and about 66% of Puerto Rican descendants had finished high school. Likewise, Puerto
Rican and Cuban descendants are more likely than those of Mexican and Central
American origin to be eligible for public or private health care. On the other habdnC

descendants have a higher socioeconomic status than other Latinos. Due tahhe fact
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many still arrive in the United States with official refugee stahesy are eligible for

public mental health care upon their arrival. As such, Cuban descendants are most likely
to be in managed health care and to have private insurance (De la Torre, Frus,&unter
Garcia, 1996).

Aspects of Latino culturés with other collectivistic cultures, the family is
traditionally the core of the Latino American cultural structure. Faaorigntation, or
familismq suggests interdependence and cooperation. So, rather than move away from
family members, as the Anglo-American culture tends toward, Latinos catyenove
closer to be nearby (Falicov, 1998). Family members maintain a connectionrideskte
family, and have a preference for relying on extended family for finhrasidd emotional
support, as well as shared responsibility for other obligations.

There are variations as to what key components makamipsma However,
consistencies have included family needs before individual needs, maintenance of
traditional family roles, perceived family suppadspetoor respect, andersonalismar
personalism. Traditional family roles are often valued and protected, and thare is
explicit respetafor authority figures, who are often the elder family members. Even
families that have been in the U.S. for many generations, like some MexicamcAm
families, preserve this strorigmilismovalue (Santiago-Rivera, Arredondo, & Gallardo-
Cooper, 2002). The protection of traditional roles serves to preserve family éies i
organized structure. Familial interests often supersede those of the indimidual
traditional Latino family. Members of the family often share respalitg#isi like caring
for and disciplining children, making decisions, and offering each other finandial a

emotional support (Santiago-Rivera, Arredondo, & Gallardo-Cooper, 2002). Relceiv

14



family support is the vital part of Latifamilisma Moreover, many Latinos traditionally
believe the family shares responsibility for individual problems (SabogainlOtero-
Sabogal, Mari, & Perez-Stable, 1987), with the mother most often the main provider of
emotional support (Harris, Velasquez, White, & Renteria, 2004). Research witbadexi
Americans supports this, indicating that the degree of discomfort in talking abotalm
health issues with a mental health professional is one of the largest barseeging

these services (Vega, Kolody, & Aguilar-Gaxiola, 2001). Fittingly, traditipreaiented
Latinos may adhere to the idea that each family member’s problems aity &etst

treated within the family (Edgerton & Karno, 1971).

Owing to another Latino valupgersonalismointerpersonal relationships are
cultivated and strongly valued (Santiago-Rivera, Arredondo, & Gallardo-Cdzije).
Accordingly,familismoquite often extends beyond the nuclear family to include
grandparents, aunts, uncles, cousins, and even close family fiGadisarents, or
compadresare one example of this extension. This Spanish tradition of selection and
subsequent roles sbmpadre®riginated back when many indigenous children were
orphaned, and later adopted by other families. Godparents continue to play an important
role in modern Latino families, as they are included in many celebrationyamd.e
However, this role is now more of a social one that is often filled by prominently
respected people in the community. Despite this, very often the familsoamgadresare
valuable sources of support in times of need (Santiago-Rivera, Arredondo, & Gallardo-
Cooper).

Religion is another integral part of Latinos’ way of life. On@fing in the days of

the conquistadoresthe connection with spiritual and religious values, primarily Roman
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Catholic, permeates every daily task. Often Latinos call uportusditbeliefs to make
sense of tragic events and to make decisions. One familiamntiat is common to the
culture is,si Dios quiereor if God wills it: this is often said when making futurengalt
represents a form of respect through deference to a higher poweexamplifies the
belief that only God has control over the future. However, some chseathave at times
labeled this orientation as fatalistic, or as an external lo€untrol, without giving
credence to the total cultural context of this value (Santiager&® Arredondo, &
Gallardo-Cooper, 2002).

Just as in other cultural aspects, Latinos vary in their religious psaclicere are
many religious figures that play significant roles in the daily lives afiyr_atinos. For
examplela Virgen de Guadalupgéhe Virgin of Guadalupe), the Virgin Mary, Christ, and
other Catholic Saints are often appealed to for healing and fulfillment obkfis.qAlso,
many will make pilgrimages to their shrines in order to express gratbuda$wered
prayers. The importance of these deities in the lives of many Latinoslenéwun the
home, through pictures, altars, and statues (Santiago-Rivera, Arredondo, &ésallar
Cooper, 2002).

Latinos and mental healthatinos can face a variety of stressors extending
beyond the issues that other U.S. residents confront. Latinos tend to have lower
socioeconomic status than non-Latino Whites (U.S. Census Bureau, 2008). Many are
immigrants from Mexico trying to find work, leaving support systems in Mewiich
can compound their psychosocial concerns (Finch & Vega, 2003). Acculturation stress

that accompanies these moves can lead to an even greater increase irirgssr dis
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(Ebin et al., 2001; Finch & Vega; Gil, Vega, & Dimas, 1994; Hovey & Magafa, 2000;
Kaplan & Marks, 1990).
Professional Help-Seeking

A person’s decision to seek help can be influenced by various internal and
external sources. In addition to stigma and discrimination, barriers to saccess,
socioeconomic group membership, gender, previous experience with and/or distrust of
the mental health system can have significant influence on help-seekingdyeor
intentions (Corrigan, 2004; Corrigan, River, Lundin, Penn, Uphoff-Wasowski, Campion
et al., 2001, Lefley, 1989; Rowe, 2005; U.S. Department of Health and Human Services,
1999).

A person’s membership in a social class is determined by their level otieduca
income, and occupation. Research clearly indicates that those who have the least
economic resources are the ones who suffer most with psychological distiegs
Munoz, Bernal, & Sorenson, 1982). People with less education and a lower income are
also the ones often at risk for inadequate mental health care. In many aasgs, f
resources are exhausted and people only have access to care in the public domain
(Hudson, 2005), unable to afford the necessary treatments.

Studies to determine gender differences to seeking treatment havedrgsulte
mixed findings. Research by Mdller-Leimkuhler (2002), for example, suggesthenat
are gender-role socializations and behaviors that promote differetitisded. Some
people of Latino heritage easily recognize the tarraganismo(for women) and
machismdfor men)as the different cultural values attributed to the genders.

Accordingly, women are traditionally encouraged to be humble, acquiescentingjrtur
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and to suffer, while men are socialized to be providers and protectors of the family
(Santiago-Rivera, Arredondo, & Gallardo-Cooper, 2002). Research gersenaligrts

the idea that men and women differ in their treatment-seeking attituged émng &
Zachar, 1999; Nothrman, 1978; Raviv, Sills, Raviv, & Wilansky, 2000; Tishby et al.,
2001). For example, females are encouraged to seek mental health servicdseewhen t
perceive a need. However, Blazina and Watkins (1996), and Ortega and Alegria (2002),
found that traditionally socialized men who are taught to be self-reliant antbealiyt
restrictive, as in the Latino culture, have more negative attitudes towarddeing.
Sanchez and Atkinson’s (1983) study, conducted with Mexican-American college
students, revealed that students whose scores were lower on the factor of ope@aness
willingness-to-seek-help scale were those who expressed a straityg toyMexican-
American culture. However, in a more recent study conducted by Gonzale2604l)

no gender effect was found in willingness to seek professional assistandmthit

Latino and African American participants.

Difficulties that are more visible or concrete, as opposed to more ambiguous, have
been positively associated with seeking mental health services (Alvidrez, EB99)
example, the idea that mental iliness is caused by an imbalance indif@styl
environment, such as lack of rest, diet, or weather predicted a visit to a mental health
service provider. Similarly, individuals who self-reported a substance use prafiil@m
the past year, and individuals who recognized a lack of moderation in lifest@eaiser
more inclined to seek assistance (Alvidrez).

In addition, across ethnic groups, individuals who personally had prior experience

with mental health services, or whose family members or friends had, werdikalyréo
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seek services (Padgett et al., 1994). Similarly, increasing length and freqhieiseyof
these services paralleled the likelihood of current service utilizationddeifedo &
Boerslter, 1988). As such, similar to lack of knowledge, unfamiliarity emerged as a
barrier to seeking and utilizing mental health services.

Barriers. Ethnic minorities and clients with a low socioeconomic status perceive
more numerous barriers to services (Alvidrez, 1999). Barriers to mental healitheing
can range from the nature of a mental iliness to governing federal andstatéha
nature of an iliness can prevent an individual from being able to access or receive
appropriate care (Brown, Schulber, & Prigerson, 2000; Kessler et al., 1994; Roy-dyr
al., 2000). For Latinos, acculturation level and perceived social support have also been
linked with the likelihood of seeking professional help (Miville & Constantine, 2006)
Research (e.g., Echeverry, 1997; Schwarzbaum, 2004) indicates that ethnic minoritie
identify transportation, time, and cost more often than European Americans and people
with a higher socioeconomic status as obstacles to accessing treatmentoriaues
to be a debate regarding the public policy concerns of mental health coverag®miri
general health insurance as limited access to care persists fp(Pescosolido,
Gardner, & Lubell, 1998; Pillay & Sargent, 1999; Rodriguez, Allen, Forngillo, &
Chandra, 1999; Schneider, Zaslavsky, & Epstein, 2002). A national research study
conducted by Padgett, Patrick, Burns, and Schlesinger (1994) revealed that even among
those with equal insurance coverage some utilization differences pkrdste
specifically, they found that African Americans and Latinos were lesy likehake use
of outpatient mental health services than European Americans with the sameceasura

Administrative processes could be another source of accessibility problenes due t
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language barriers and perceived discriminati@ommunity research data suggests that
Latinos with mental health concerns report not knowing how or where to access mental
health providers (Vega, Kolody, & Aguilar-Gaxiola, 2001). This knowledge and
information gap may be exacerbated by low education and literacy levels1B8%) (
reports that additional cultural and language barriers may further coattibtite
difficulties Latinos have accessing services in the U.S. Furthermorer T@ambourg,
Rivera and Laureano (2006) found that family therapists emphasized the importance of
proficiency in Spanish when working with Latinos. For non-English speakingd_ati
clients, Sue Fujino, Hu, Takeuchi, and Zane (1991) revealed a significant associat
between ethnic match of therapist and decreased likelihood of dropping out of therapy.
Likewise, studies conducted by Loue, Faust, and Bunce (2000), and Ginzberg (1991)
revealed that Spanish-speaking immigrants are more likely to reporttyffic
obtaining medical services and least likely to have health insurance.
Stress and Coping Among Latinos

Acculturative stress adds another pervasive element of concern to the adjustment
of many populationsAcculturationmakes reference to the bidirectional and interactive
process of psychosocial changes that occur within a group or individual when a different
culture is encountered (Alvidrez, Azocar, & Miranda, 1996; Berry, 1993). Berry, and
Ponce and Atkinson (1989), report that the level of acculturation is determinegl by th
actual changes in cognitions, attitudes, values, and behaviors that result from thi
interaction. Acosta (1979) and Sandoval and De La Roza (1986) note that, despite these
interactions, Latinos tend to maintain close family bonds, and thus presenautheal

distinctiveness and native language use. This often results, however, in adggeter
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of stress related to the acculturation process when compared to other minority
populations (Kouyoumdjian, Zamboanga, & Hansen, 2003).

Likewise, researchers like Guarnaccia and Parra (1996), and Jenkins (1988)
reiterate that it is important to look at how Latino communities and familiegede
understand, react to, and cope with mental health problems. Many Latino famndies
communities have been promoting coping with severe mental illness without jonodé¢ss
care for years. Thus, there is very little information about the treatmeatiexce of
Latinos or what they may say to others about it (Pescosolido & Boyer, 1999). Aita res
studies like those conducted by Cox and Monk (1993) and Wallace, Campbell, and Lew-
Ting (1994) suggest that enhancing natural support systems and family and community
caregiving could be an avenue to develop optimal care for Latino families.

Additional dynamics that could help explain underutilization are the varied beliefs
about the causes of mental iliness. Lower rates of mental health servineetbaic
minorities have been associated with the tendency to attribute causes d¢filineasato
folk beliefs such as the supernatural, spiritual, bad luck, or the result of a spell
(Echeverry, 1997; Landrine & Klonoff, 1994). Likewise, these populations are more
likely to ascribe mental health distress to individual responsibility (Spntavera,
Arredondo, & Gallardo-Cooper, 2002), like lack of strength or weakness of character
(Echeverry)SomelLatinos believe that some illnesses originate from the environment,
due to conditions such as germs and excess cold or heat.

It is common for people to use multiple providers in differing service sectors to
address mental health concerns. In a study conducted by Vega, Kolody, arat-Aguil

Gaxiola (2001) 19.9% of people with a DSM disorder consulted medical doctors; 11.2%
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sought out counselors, ministers/priests, and chiropractors; while 9.3% went to see
mental health specialists. Additionally, many people utilized more than angces
(Vega & Lopez, 2001). Over three percent sought the assistance of allettes,svhile
only one percent of the sample with recent disorders used only mental healthstpeciali
The majority (73%) received no form of treatment in this particular studgaM¢eolody,
& Aguilar-Gaxiola). In the Latino culture if someone suggests a visit to a hiexakh
professional, the perception is that the person being referred is ‘crazyv@aghd 997).
Thus, Latinos may also seek help from folk healers like Mexdccaanderos Puerto
Ricanespiristas or Cubarsanterosvho utilize a variety of rituals that combine prayer
and ointments, baths, or candles (Santiago-Rivera, Arredondo, & Gallardo-Cooper,
2002). Zea, Quezada, and Belgrave (1997) add that these healers are ofterdpaesceive
having more authority or power than even medical or psychological professionals.
Behavior Prediction Theories

Many researchers attribute underutilization to negative attitudesdonemtal
health treatment (Dubow, Lovko, Kausch, 1990; Tinsely, Brown, de St. Aubin, & Lucek,
1984; Tinsley, de St. Aubin, & Brown, 1982; Von Sydow & Reimer, 1998). In a recent
study, Cramer (1999) found that seeking help was more strongly assodiatettivides
toward treatment than with psychological distress. Furthermore, Fectdfarina
(1995) note that cultural affiliation can affect attitudes toward seekofggsional
mental health services. Theories such as Azjen’s Theory of Planned Beha9iby, (
suggest that a person’s attitude can predict planned behavior and actual behavior. As
such, research (e.g., Jorm et al., 2000; Leaf & Livingston-Bruce, 1987; Sutton, 1998)

supports the assertion that attitudes are a key consideration in theories ogrioelpy
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seeking. Longitudinal research on this topic (Jorm et al.; Leaf & LivamgBtuce)
suggests that attitudes about mental health services can predict |atatiarili

Fishbein and Ajzen (1975) developed the Theory of Reasoned Action (TRA)
which posits that behavior is preceded by intention. According to the TRA, intention to
perform a behavior is determined by both attitudes toward the behavior and by sebjecti
norms such as cultural context (Sutton, 1998). These pressures may evolve from a
perception of social pressure to execute or avoid a specific behavior. In 1985, Ajze
elaborated the TRA to include the concept of perceived behavioral control with the
Theory of Planned Behavior (TPB). In this revised theory, he proposed that behavior is
best predicted by attitudes, subjective norms, and subjective beliefs about ceatrol
possible barriers, when the behavior is not completely under one’s personal control. The
TPB has been very effective in predicting intentions and behavior in a vafriety
situations (e.g., Abraham & Sheeran, 2000; Godin & Kok, 1996; Sutton, 1998).
Attitudes Toward Mental Health Services

Past research has resulted in mixed findings among cross-cultural atiitwaed
mental health services. No difference between ethnic groups is repostederstudies
(Furnham & Andrew, 1996; Hall & Tucker, 1985; Leaf, Livingston-Bruce, Tisckle
Holzer, 1987; Sheikh & Furnham, 2000; Wolkon, Moriwaki, & Williams, 1973), while
others report less positive attitudes in ethnic minority groups (Dadfar &dfaieder,
1982; Nickerson, Helms, and Terrell, 1995; Sanchez & King, 1986). One possibility that

has been proposed by Nickerson, Helms, and Terrell, as well as Whaley (2001) is that

mistrust of Whites by minority group members mediates the attitude toekihg
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professional help.

Several variables have been found to correlate with attitudes: age, gender,
ethnicity, income level, education level, previous use of mental health sereiagsng
personality (privacy vs. disclosure), and self-esteem. Young adults, age 18-24, tend to
report a less positive view of seeking help (Leaf, Livingston-BrucehlEisc& Holzer,

1987; Seiffge-Krenke, 1993). A large proportion of young adults does not attempt to
obtain mental health services even when there is a psychiatric nees $atdta,
Marttunen, Tuulio-Henriksson, Poikolainen, & Lonnqvist, 2001; Kessler et al., 2001).
The understanding of how attitudes toward mental health services vanaiagieristics
such as ethnicity necessitates the consideration of other correlates dlisame with
such attitudes (Gonzalez, Alegria, & Prihoda, 2005).

Measures of Attitude3he Attitudes Toward Seeking Professional Psychological
Help Scale (ATSPPHS) was developed by Fischer and Turner (1970), in an effort to
illuminate attitude and personality characteristics applicable to a peteadency to
seek or to avoid professional help for psychological distress. This scale, bastonah ra
and empirical techniques, has been widely utilized for decades as the standard tool t
measure attitudes toward seeking mental health services. However, several
methodological and conceptual concerns with Fischer and Turner’s (1970) scale
prompted researchers from Canada to develop an adapted and extended version. The
primary concern Mackenzie, Knox, Gekoski, and Macaulay (2004) noted was the
outdated research on which the assessment was based. Social psychologicsilittesorie
the Theory of Reasoned Action and the Theory of Planned Behavior improved prediction

of intentions and behavior based on attitudes and were incorporated into the iteens of t
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updated version. Mackenzie et al. also modernized the assessment in the areas of
language (e.g., gender-neutral terms), item content, rating scalensiZactor-analytic
techniques for the Inventory of Attitudes Toward Seeking Mental Health Service
(IASMHS; 2004). In a study conducted by Sanchez and Atkinson (1983), some of the
terminology of the ATSPPHS was modified in order to culturally adapt iMexacan-
American sample. Hence, the goal of this study is to discern whether thd>NEIP

valid and reliable for use with a Mexican-American population. Spedyfithis study

will evaluate the response patterns of a Mexican-American coltaderg sample on the

ATSPPHS, and compare these to an Anglo college-student sample.
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Chapter 3
Methods

Procedure and Participants

Research participants for this study were recruited via emaikas &M
International University, the University of Texas — Pan American and thestdity of
Oklahoma. These universities were selected based on their student populatitcsstatis
and convenience. Each participant was asked to complete the anonymous demographics
guestionnaire and the two inventories online.
Instruments

The Attitudes Toward Seeking Professional Psychological Help Stede.
Attitudes Toward Seeking Professional Psychological Help Scale (AHSREeveloped
by Fischer and Turner (1970), is the focus of this study. At the time itovestructed,
this instrument was the first of its kind to give appropriate consideration to meiggdol
The ATSPPHS is a self-report assessment, composed of 29 items, that nteglpures
seeking attitudes. Four orthogonal factors were found with reliability in thetpoor
moderate range (.62-.74). Scores range from 0-87; more positive attitudes $eeldng
mental health services are gleaned from higher scores. A mean score ofdithinad
from the original standardization sample, composed of students from various educational
institutions. However, no data relating to the ethnic demographics of the normmpkg sa
were found.

Acculturation Rating Scale for Mexican-AmericansThe Acculturation Rating
Scale for Mexican-Americans Il (ARSMA-I11), developed by Cuellan@d, and

Maldonado (1995), was utilized to assess the acculturation level of the participants, due
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to Vega, Kolody, and Aguilar-Gaxiola's (2001) findings that U.S. born Mexican
Americans have a greater propensity to utilize mental health serviceBRBMA-II is

a self-report, 30-item scale which measures acculturation along thresypfaotors:
language, ethnic identity, and ethnic interaction. The ARSMA-II is an orthgona
multidimensional scale that assesses orientation toward the Mexicare eultluthe
Anglo culture, independently, using two subscales, a Mexican Orientation Subscale
(MOS) and an Anglo Orientation Subscale (AOS). The MOS has 17 items and a
coefficient alpha of .88, while the AOS has 13 items and a coefficient alpha of .83.
Construct validity was established through various analyses examiningiyame

status and acculturation. In regards to the AOS and MOS scales, a pairwisgisom
of the five different generations revealed a significant difference. Ldegwaifactor
analysis was conducted on each of these scales. The 13 items of the AOSvsaddel r
two factors with eigenvalues above 1.0, while the 17 items of the MOS scale deveale
three factors with eigenvalues of at least .94. Response categoriesaimslbit
ARSMA-II are based on a five-point Likert scaling format evaluatingueacy and/or
intensity. The ARSMA-II can generate both linear acculturation caesgydrevels 1-5,
and orthogonal acculturative categories (Traditional, Low Bicultural$) Bigulturals,

and Assimilated).
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Chapter 4
Results
Descriptive Statistics
A total of 676 college students, ages 18 to 62, participated in this study. From
this sample, the Anglo(= 223) and Mexican American € 155) participant groups
were extracted. The Anglo participants comprised those who selffidérheir
ethnicity as one of the following: Caucasian, White, Anglo, White American, Anglo
American, or any combination thereof. The Mexican American participanopgr
consisted of those who self-identified as one of the following: Mexican America
American of Mexican Descent, or Mexicandwere a U.S. citizen. The majority of the
participants in each group were female (78.7% female and 21.3% male in tloamexi
American group; 56.7% female and 43.3% male in the Anglo group). Respondents
averaged an age of 26.1 years in the Mexican American group, while the Anglo group
averaged 22.8 years of age. As shown in Table 1, the largest proportion (81.2%) of Anglo
participants were fifth generation, while most (43.9%) Mexican Americditipants

were second generation.

Table 1
Generations
Mexican Americans Anglo
Generation* Frequency Percent Frequency Percent
1° 24 15.5 0 0
2" 68 43.9 6 2.7
3¢ 30 19.4 15 6.7
4" 19 12.3 20 9.0
5th 14 9.0 181 81.2
Total 155 100.0 222 99.6

*Generations are defined in Appendix B (Demogragl@uestionnaire, Item 8).
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In keeping with the age means, the majority of the Mexican Americaiparits had
achieved an Associate Degree (40.6%), while the majority of the Anglcipartis had a
High School diploma (52%; see Table 2). Conversely, income levels peaked on the
highest end (above $40,000) for the Anglo group, but mainly were spread among the
upper three ranges for the Mexican American group (see Table 3). Abouthato] of
the Mexican American participants were covered by health insurance, andhalbout

(49.7%) were not. Conversely, the majority (87.0%) of the Anglo participanes wer

covered.
Table 2
Education
Mexican Americans Anglo
Range Frequency Percent Frequency Percent
Graduate school 11 7.1 24 10.8
Bachelor Degree 33 21.3 40 17.9
(University/College)
Associate Degree (2-year) 63 40.6 37 16.6
Technical School or Trade 0 0 3 1.3
School
High School 43 27.7 116 52.0
Other 5 3.2 2 9
none 0 0 1 4
Total 155 100.0 223 100.0
Table 3
Income*
Mexican Americans Anglo
Range Frequency Percent Frequency Percent
none 8 5.2 8 3.6
$0 - $12,000 13 8.4 19 8.5
$12,001 - $20,000 31 20.0 22 9.9
$20,001 - $40,000 49 31.6 38 17.0
above $40,000 54 34.8 136 61.0
Total 155 100.0 223 100.0

*|f student was financially dependent on parengsepts’ income was reported

Regarding treatment, only a minority of both participant groups had actually

visited a professional for mental health concerns (29.7% of Mexican Ameraahs
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41.7% of Anglo). Of those who responded to whether they voluntarily sought treatment
or were mandated, a majority of both groups (25.1% of Anglo, and 21.3% of Mexican
American) sought help on their own accord. Only 41.3% of the Mexican Amercap g
knew a relative or close friend who had sought professional help for mental bsadh, i
but 67.3% of Anglo participants knew someone who had done so.
Analyses

Is the ATSPPHS a valid instrument, maintaining the original construct yalidit
for this sample of the Mexican American population? The Attitude Toward Seeking
Professional Psychological Help Scale (ATSPPHS) was scoredssemge from 0-87
with higher scores suggesting a more positive attitude toward seeking moésslp
for mental health concerns. The means (with standard deviations in parenthetbes) fo
scores on the ATSPPHS were 55.17 (13.42) for the Mexican American group and 52.02
(13.20) for the Anglo group, with scores ranging from, 15 to 83 and 21 to 81,
respectively. A Principal Component Analysis (PCA) with a Varimaximta
(eigenvalues set at 1.00) was conducted on each of the groups’ — Anglo American and
Mexican American — responses to the ATSPPHS, in order to investigate tive fact
structure results for each group. The PCA yielded seven factors vdoichraed for
59.56% of the total variance for the Anglo group, and eight factors which accounted for
61.85% of the total variance for the Mexican American group (see Tables E1 - E4 in
Appendix E). Item loadings for the Mexican American sample ranged from .810 to .628
on factor one, .648 to .523 on factor two, .720 to .387 on factor three, .779 to .599 on
factor four, .657 to .402 on factor five, and .829 to .530 for the remaining three factors

which were only composed of two items. Item loadings for the Anglo sampledang
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from .670 to .452 on factor one, .820 to .423 on factor two, .649 to .433 on factor three,
.724 to .534 on factor four, .761 to .533 on factor five, .685 to .439 on factor six, and .782
to .519 on the remaining factor of only two items. It should be noted that item 28 cross
loaded on factors three and six for this group.

The original four factors that were derived by Fischer and Turner (1978) we
named as follows: “Recognition of personal need for professional psycholodigal-he
items 4, 5, 6, 9, 18, 24, 25, and 26; “Tolerance of the stigma associated with psychiatric
help” — items 3, 14, 20, 27, and 28; “Interpersonal openness regarding one’s problems” —
items 7, 10, 13, 17, 21, 22, and 29; and “Confidence in the mental health professional” —
items 1, 2, 8,11, 12, 15, 16, 19, and 23 (Fischer & Turner, p. 84). An examination of the
items that loaded on each factor for the Mexican American group (Tatdeedled
some similar constructs. The first factor appears to tap the concept of simgiaa,te
the original first factor. Likewise, factors three and five mirvav bther original factors,
namely recognition of need for professional services and interpersonal apéseiks
disclosure), respectively. These three factors are in keeping witlrelegbat suggests
Mexican-Americans are concerned about stigma, privacy issues and nieeyfaotiliar
with professional psychological services and their availability.

However, factor two appears to be tapping the ratio of return on investment in
professional psychological services as it compares to the degree of neseskdrhs
fitting as research on coping indicates that this group is more likely talse=aksistance
of family and close friends prior to professional services. Viewed in this way
professional services would be sought in times of dire need. Finally, factoetus $0

be capturing thoughtful consideration of therapy and, possibly, intent to seek itifrishbe
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and Ajzen’s (1975) Theory of Reasoned Action (TRA) hypothesizes that behavior is
preceded by intention. If Mexican-Americans would seek professionethpiegical

help, it would probably be after exhausting other sources and after much consideration
given the costs of stigma and self-disclosure.

It should be noted that several items that originally loaded on residual factors
were moved based on secondary factor loadings (in parentheses): item 28ceds pl
under factor one (.336), item 17 was moved to factor 5 (.331), and item 12 to factor 2
(.378). Finally, three items that loaded on residual factors did not appear to fit, and did
not load on, the retained factors, so they were not included: specifically, item 1 —
“Although there are clinics for people with mental troubles, | would not have mukh fait
in them.” — did not load higher than .135 on a retained factor; item 27 — “Had | received
treatment in a mental hospital, | would not feel that it ought to be ‘covered up.” — did not
load above .196; and item 11 — “A person with a serious emotional disturbance would
probably feel most secure in a good mental hospital.” — did not load higher than -.169. It
appears that these three items should be reworded or removed from the instrument.

Are the subscales of the ATSPPHS reliable for use with this with this Mexica
American sample? A Cronbach’s Alpha was conducted to examine reliatilgach of
the factors retained for each participant group. Reliabilities imefee acceptable range
for both sample groups (see Tables 4 & 5). Also, a Kolmogorov-Smirnov test wa
conducted to assess normality of each factor distribution. As Table E5 indidlates, a
factors for both Anglo and Mexican American samples were significantatintyidack
of normality. Notably, three factors were significantly negatively skleate = .05, and

two were atr = .01 level, for the Mexican American group, while only cne (05) was
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for the Anglo group. Significant kurtosis was not noted for the Mexican American group,
but the Anglo group revealed two factors that were platykurtic, onea®5 and one at
a = .01 (see Table E6). As a result, these findings should be interpreted widim.caut

Some similar factors were derived for the Anglo group (see Table 5), which
appear to parallel the original norm group factors. However, two itenesmaved,
specifically items 6 and 27. They were included with the secondary factefgdh they
loaded, factors one and four, respectively. Again, several items (1, 11, 13, 14, 20, and 28)
were not included in the final factors, as they did not originally load on them, and did not
load on a secondary factor.

Does the ATSPPHS result in cross-cultural equivalency when the scores of the
Anglo and Mexican American samples are methodologically compared? Factors
extracted for each group were compared to each other, in a Pearson Product mpment (
yielding the results in Table 6. None of the factors correlated with each othes a
groups, but did correlate significantly with the other factors within thewpsagroup.
This finding suggests that these factors are not measuring similar phenacresa

groups.
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Table 4
ATTSPPHS Factors for Mexican American Group

Factor 1: Tolerance of Stigma (Cronbacdlh’s .7738)

3. | would feel uneasy going to a psychiatrist becaxfsghat some people would think.

14. Having been a psychiatric patient is a bloagrerson'’s life.

20. Having been mentally ill carries with it a ben of shame.

28. If I thought | needed psychiatric help, | wabglet it no matter who knew about it.

29. It is difficult to talk about personal affairs wittighly educated people such as doctors, teachers,
and clergymen.

Factor 2: Reral Investment Verses Return (Cronbaeh®s.7590)

2. Ifagood friend asked my advice about a mentablern, | might recommend that he see a
psychiatrist.

7. 1 would willingly confide in intimate matters to appropriate person if | thought it might help me
or a member of my family.

8. | would rather live with certain mental conflictsan go through the ordeal of getting psychiatric
treatment.

18. | would want to get psychiatric attention if | wasrried or upset for a long period of time.

23. If I were experiencing a serious emotional crigithés point in my life, | would be confident that
| could find relief in psychotherapy.

12. If | believed | was having a mental breakdown, mnstfinclination would be to get professional
attention.

Factor 3: Recognition of Need foofessional Psychological Help (Cronbact'’s .7513)

4. A person with a strong character can get over nheot#licts by himself, and would have little
need of a psychiatrist.

9. Emotional difficulties, like many things, tend t@m out by themselves.

15. | would rather be advised by a close friend tham lpgychologist, even for an emotional
problem.

16. A person with an emotional problem is not likelysmve it alone; hés likely to solve it with
professional help.

24. There is something admirable in the attitude o&espn who is willing to cope with his conflicts
and fearsvithoutresorting to professional help.

26. A person should work out his own problems; getfisgchological counseling would be a last
resort.
Factor 4: Consideration of Profesald®sychological Services (Cronbach'’s .6494)

5. There are times when | have felt completely lostl aould have welcomed professional advice
for a personal or emotional problem.

6. Considering the time and expense involved in psy@rapy, it would have doubtful value for a
person like me.

25. At some future time | might want to have psychotadicounseling.

FactorSelf —Disclosure (Cronbachés= .7015)

10. There are certain problems which should not beudised outside of one’s immediate family.

13. Keeping one’s mind on a job is a good solutionaeoiding personal worries and concerns.

17. | resent a person — professionally trained or n@he wants to know about my personal
difficulties.

19. The idea of talking about problems with a psychibstrikes me as a poor way to get rid of
emotional conflicts.

21. There are experiences in my life | would not discwith anyone.

22. It is probably best not to knoeverythingabout oneself.

34



Table 5
ATTSPPHS Factors for Anglo Group

Factor 1: Recognition of Need Rowofessional Psychological Help (Cronbaah’s .8022)

4.

9.

12.

15.
16.

24.

26.

A person with a strong character can get overtaheonflicts by himself, and would have little
need of a psychiatrist..

Emotional difficulties, like many things, termlwork out by themselves.

If | believed | was having a mental breakdowmy,first inclination would be to get professional
attention.

| would rather be advised by a close frienchtbyg a psychologist, even for an emotional problem.
A person with an emotional problem is not ljk&l solve it alone; he is likely to solve it with
professional help.

There is something admirable in the attituda pérson who is willing to cope with his conflicts
and fears without resorting to professional help.

A person should work out his own problems;iggtpsychological counseling would be a last
resort.

Considering the time and expense involved irtpstherapy, it would have doubtful value for a
person like me.

Factor 2: Faith in Professal Psychological Services (Cronbach’s .8026)

20.
23.

25.

If a good friend asked my advice about a mentablera, | might recommend that he see a
psychiatrist.

There are times when | have felt completely lostl would have welcomed professional advice
for a personal or emotional problem.

I would willingly confide in intimate mattete an appropriate person if | thought it mightghele
or a member of my family.

I would want to get psychiatric attention if | wasrried or upset for a long period of time.

If | were experiencing a serious emotional crisithas point in my life, | would be confident thiat
could find relief in psychotherapy.

At some future time | might want to have psychotagicounseling.

Factor 3: &nce of Stigma (Cronbachis= .7819)

17.

21.

28.

| would feel uneasy going to a psychiatrist becafsghat some people would think.

| would rather live with certain mental conflictsain go through the ordeal of getting psychiatric
treatment.

| resent a person — professionally trained or n@he wants to know about my personal
difficulties.

The idea of talking about problems with a psychibgtrikes me as a poor way to get rid of
emotional conflicts.

If | thought | needed psychiatric help, | would gato matter who knew about it.

Factor 8elf-Disclosure (Cronbachis= .6138)

10.
21.
22.
29.

27.

There are certain problems which should not beudsed outside of one’s immediate family.
There are experiences in my life | would not discwith anyone.

It is probably best not to know everything aboutseif.

It is difficult to talk about personal affairs witlighly educated people such as doctors, teachers,
and clergymen.

Had | received treatment in a mental hospitabuld not feel that it ought to be “covered up.”
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Table 6
Intercorrelations Between Similar Factors

Mexican American Anglo
Factor 1 2 3 4 5 1 2 3 4
1 r -- 431%* 487* 297** 559** 024 .024 -.010 .029
N 150 149 150 151 150 149 149 149
2 r -- .B31** 505** .493** 005 .021 -.087 -.108
N 152 153 153 153 152 152 152
Mexican 3 r -- .408** 510** .000 .068 -.016 -.033
American N 152 152 152 151 151 151
4 r -~ .369** -,043 .071 -.108 -.011
N 153 153 152 152 152
5 r -- .041 .068 .087 .050
N 153 152 152 152
1 r -~ .668**.604** ,351**
N 219 220 219
2 r -~ .609**.280**
Anglo N 218 217
3 r -~ .B534**
N 218
4 r --

** Correlation is significant at the 0.01 leveHailed).

Finally, each participant’s score on the Attitude Toward Seeking Professional
Psychological Help Scale (ATSPPHS) was correlated (Peangonith age, sex,
generation level, prior use of mental health services, and acculturation letredtfor
group. Results on Table E7 display several demographic factors for thegkogjothat
correlated with their score on the ATSPPHS. Conversely, none of the demographic
factors for the Mexican American group correlated with their score on t&RHS (see
Table E8). However, number of years in the U.S., generation, and income edrrelat
significantly with acculturation level.

Discussion
For years, researchers (e.g., Escobar et al., 1986; Loewenstein, Arguelles,

Aguelles, & Linn-Fuentes, 1994; Lopez & Taussig, 1991) have discovered equivalency
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problems with cognitive measures and psychodiagnostic assessments (Velagglaez

& Mendoza; as cited in Vega & Lopez, 2001). Many emphasize that these distespa
can lead to possible misinterpretation of meaning when efforts are made taeompa
scores across ethnic groups (Rogler, Malgady, & Rodriguez, 1989). This studyeprovid
further support for this assertion. The scores on the ATSPPHS for the Mexicaicakmer
group in this study appeared similar, even slightly higher than, those for the dxogb.
However, the original factor structure of the Attitudes Toward Seeking Brofes
Psychological Help Scale (ATSPPHS; Fischer & Turner, 1970) did not appead tmhol
the Mexican American sample, but did seem to do so for the Anglo sample. Findings
revealed a five factor structure for the first group, rather than thealrfgur derived

from the norming and Anglo sample groups. Furthermore, when factors wepaream
between groups, none of the factors of the Mexican American sample eurneitt the
factors of the Anglo sample. These findings suggest that this instrureaestired

different constructs for each group. Mackenzie, Knox, Gekoski, and Macaulay (2004)
observed that studies often use distinctive attitude assessments in ordemt® meas
varying aspects of the help-seeking process. Yet, researchers ofté@tigoaiténtion to

the cross-cultural equivalency of these measures.

Research supports the fact that minority populations may not view psychotherapy
as relevant to their needs (Atkinson, Morten, & Sue, 1998), which can add to their
decision not to seek these services. Specifically, Mexican Americans ofianather
sources of support to meet their mental health needs. In this sample, the top thaée ment
health resources Mexican Americans sought were first, a faneilglnar, followed by a

family friend, then a family doctor. The Anglo group similarly ranked tfs¢ tiwo, but
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their third choice for mental health concerns was a counselor. These findings would
suggest a more positive attitude for the Anglo group, as compared to the Mexican
American group.

Mexican Americans also perceive more barriers to professional sethae
Anglos. These barriers include not only stigma and discomfort in talking about menta
health issues (Vega, Kolody, & Aguilar-Gaxiola, 2001), but also lower socioeconomic
status (U.S. Census Bureau, 2008), previous experience with and distrust of the mental
health system (Corrigan, 2004; Corrigan, River, Lundin, Penn, Uphoff-Wasowski,
Campion et al., 2001; Lefley, 1989; Rowe, 2005), and health insurance (De la Torre,
Frus, Hunter, & Garcia, 1996). In this sample about half (49.7%) of the Mexican
American sample had health insurance, as compared to the majority (87%) afjtbe A
sample. Sixty-one percent of the Anglo sample fell in the $40,000 or more income
bracket, while only 34.8% of the Mexican American sample did so, although the latter
sample was generally older and more educated. Findings from this shehr &p
support previous findings related to barriers, despite the slightly higheofevel
education.

Bearing in mind all obstacles, the costs associated with seeking seraigzd&gm
much higher for the Mexican American group. It seems that two of the factoastes,
“Factor 4: Consideration of Professional Psychological Services” andbtRact
Personal Investment Verses Return” are tapping into these concepts.iMxieacans
may perceive more cost in seeking professional services than what they aiayfroiot
them. Furthermore, the more visible or concrete the difficulty, the moreeddo seek

mental health services the person will be (Alvidrez, 1999). So, they may alsodeke m
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time to consider the costs and benefits of professional psychologicakseaftier
utilizing culturally appropriate alternatives, especially when condamatith an
ambiguous issue such as depression or anxiety.

In addition, across ethnic groups, individuals who personally had prior experience
with mental health services, or whose family members or friends had, werekatyréol
seek services (Padgett et al., 1994). In this sample, the Anglo group had comparativel
more experience with professional psychological services, both personally and b
association. However, their scores on the ATSPPHS did not reflect threuldéeas
compared to the Mexican American sample, further suggesting that this instrament i
assessing differing constructs for each group.

Research also indicates that age, generational influences and atiounlitaa
have an impact on the decision to seek professional mental health servicascliRese
(Leaf, Livingston-Bruce, Tischler, & Holzer, 1987; Seiffge-Krenke, 1988) found
that young adults, age 18-24, tend to report a less positive view of seeking help. For both
sample groups in this study, the older the individual, the more likely they were to have
had experience with professional psychological services. The Anglo group averaged 22.8
years of age, while the Mexican American group averaged 26.1 years. Ténerdié
could have actually contributed to the lower scores on the ATSPPHS for the Anglo
group. Age was significantly correlated with scores on the ATSPPHS fomitjle but
not the Mexican Americans. This could have been due to the lower proportion of males
in the Mexican American sample.

It is noteworthy that age, years in U.S. and level of education significantly

correlated with seeking professional psychological services for theedfeAmerican
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sample (see Table E8). Meanwhile for the Anglo group, age and sex, andhybars i
U.S. and level of education correlated with seeking these services (se&Thallaese
findings are consistent with research that indicates that older and morédduca
individuals are more likely to seek professional psychological services. Saese
demographics (among others) correlated significantly with the Anglggrsaores on
the ATSPPHS, which seems fitting. However, similar correlations were not foutttef
demographic characteristics in the Mexican American group, which woulldlagd to
the consideration that the ATSPPHS was measuring something differensfsaittple.

There also was a significant generational difference between groupsyveiow
generational differences might not help explain the difference in ATSRE&t8s, as the
majority of the Anglo sample was fifth generation, while the Mexican rikqae group
was mostly second generation. With this kind of difference, one might expecea m
positive attitude from the Anglo group. However, generation also was noicagitiy
correlated with scores on the ATSPPHS for either group. It is possible, though, tha
different generations within each group vary non-linearly in their view of miofesl
psychological services. In effect, it may be that a middle generafibar(@®) views
psychological services opposite that of either extreme generation &f). Furthermore,
this significant generational gap between groups could be a contributiagttathe lack
of correlating constructs between groups. However, given the obtainmethtons
previously noted, it seems less likely so.

Regarding acculturation, the Mexican American group scored an average of .560,
in Level Il (Slightly Anglo Oriented, Bicultural) range, whileet Anglo group averaged

2.75, in Level IV (Strongly Anglo Oriented), out of a possible five levels on the
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Acculturation Rating Scale for Mexican Americans — Il (ARSMA@Quellar, 1., Arnold,
B. & Maldonado, R., 1995). As expected, the Anglo group was more Anglo oriented as
compared to the Mexican American group. Interestingly, contrary to previousgedi
(e.g., Miville & Constantine, 2006) acculturation level did not significantly cateelith
mental health service seeking behavior for either group. Also, acculturateis fler the
Mexican American individuals were not significantly correlated withrtbeores on the
ATSPPHS, as they were with the Anglo group. However, it is also possibleghat t
prorated scores on the acculturation scale may have had an impact on these findings.
Mackenzie, Knox, Gekoski and Macaulay (2004) have named other concerns with
the conceptual make up (e.g., language and item content) and methodological approach
(e.g., sample, factor structure, and rating scale) to the ATSPPHS’ thatdim
effectiveness. Reiterating the fact that family physicians provide half ofental health
services, Mackenzie et al. raise concerns about the use of only “psychchogist”
“psychiatrist”) in identifying mental health professionals. In their st&hnchez and
Atkinson (1983) modified some of the terminology of the ATSPPHS in order to
culturally adapt it to a Mexican-American sample. Mackenzie etsal.advocate the
inclusion of social psychological theories like the Theory of Reasoned Actiohend t
Theory of Planned Behavior, which have improved prediction of intentions and behavior
based on attitudes. Research advances such as these could help alleviate seme of the
conceptual issues.
Limitations
The sample of participants was selected from only three Southwestern

Universities in Oklahoma and Texas, which limits the representative saropfesdgo
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college students within these geographic locations. This could have contributed to the
lack of normality of factors for both groups. In addition, due to researcher edata
collection, the scores on the Acculturation Rating Scale for Mexican AmsricH had
to be prorated based on 24 items (out of 30). However, the items that were omitted were
balanced on the two subscales: three from the Anglo Orientation Subscale, afrdthree
the Mexican Orientation Subscale.
Future Considerations

Future research in the development of such measures of attitudes could
qualitatively seek to clarify and incorporate ethnic-bound issues, such as catsnde
in the decision to seek professional psychological services, as well asitiues arriers
to services that many Mexican Americans perceive. In fact, these varioesseould
serve as a construct within an attitudes assessment.

In addition, culturally appropriate methods of support should be taken into
account. Due to the fact that Mexican Americans strongly rely on famdylase
friends for various forms support, there may be less of a need for outside support such as
professional mental health services. Furthermore, these services nhe@yvweied as
culturally appropriate. For example, the western orientation of psycholsgicates
tends to focus on the individual, leaving out the family. Also, much of the western
orientation lacks inclusion of other culturally suitable coping or healing methode Som
of these alternatives include other-focused activities, such as commumite sand
social gatherings, which may be viewed as maladaptive in some westsmed
perspectives of psychology. Such cultural considerations could help mold appropriate

assessments and professional services for populations such as MexicaraAsneri
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Conclusion

Little is known about Mexican Americans’ attitudes to seeking psychological
services, and the lack of culturally appropriate measures contributes nedhsistent
findings to date. Many researchers have utilized the Attitudes Towakth§ee
Professional Psychological Help Scale (ATSPPHS; Fischer & Turner) i®@8sess
attitudes with various groups, without credence to its construct equivalencyngandi
from this study appeared to support the original four factor structure fomidle group,
but not the Mexican American group. In fact, evidence from this study supports the
conjecture that the assessment measures entirely different cts&irieach sample
group. Given the cultural differences between the two groups, one mightyaebyzdct
a difference in the factor structure. These findings coincide with priorrobsedich
advocates that assessments be normed for different cultural groups, asathbeenu
single measure which can reflect the various cultural contexts of ourysociet

In sum, future research must attend to these cross-cultural concerns mgutiliz
culturally appropriate constructs, in conjunction with research developmentsounsvar
fields of social sciences, in efforts to assess attitudes to sqekifggsional

psychological services with diverse ethnic groups.

43



References

Aalto-Setala, T., Marttunen, M., Tuulio-Henriksson, A., Poikolainen, K., & Lonngvist,
J.(2001).0One-month prevalence of depression and other DSM-1V disorders among
young adults.Psychological Medicine, &), 791-801.

Abraham, C., & Sheeran, P. (2000). Understanding and changing health behaviour: From
health beliefs to self-regulation. In P. Norman, C. Abraham, & M. Conner (Eds.)
Understanding and changing health behaviour: From health beliefs to self-
regulation(pp. 3-26). Amsterdam, The Netherlands: Hanvood Academic
Publishers.

Abreu, J. M. (1999). Conscious and nonconscious African American stereotypes: Impact
on first impression and diagnostic ratings by therapiststnal of Consulting and
Clinical Psychology, 6,7387-393.

Acosta, F. X. (1979). Barriers between mental health services and MexicamncAns:

An examination of a paradoAmerican Journal of Community Psycholog{g)7
503-520.

Ajzen, I. (1985). From intentions to actions: A theory of planned behavior. In J. Kuhl &
J. Beckman (Eds.Action-control: From cognition to behavigpp. 11-39).
Heidelberg, Germany: Springer.

Anglin, D. M., Link, B. G., & Phelan, J. C. (2006). Racial differences in stigmatizing
attitudes toward people with mental illneBsychiatric Services; A journal of the
American Psychiatric Association, &J, 857-862.

Alvidrez, J. (1999). Ethnic variations in mental health attitudes and service usg amon

low-income and African American, Latina, and European American young

44



women.Community Mental Health Journal, @&, 515-530.

Alvidrez, J., Azocar, F., & Miranda, J. (1996). Demystifying the concept of etyharit
psychotherapy researchedsurnal of Consulting and Clinical Psychology, 64
903-908.

Anderson, N. B., & Nickerson, K. J. (2005). Genes, race, and psychology in the genome
era: An introductionAmerican Psychologist, 66-8.

Atkinson, D. R., Morten, G., and Sue, D. W. (1998)unseling American minorities.
Boston: McGraw-Hill.

Austin, N. L., Carter, R. T., & Vaux, A. (1990). The role of racial identity in Black
students' attitudes towards counseling and counseling celtersal of College
Student Development, 3A37-244.

Balsa, A. I., & McGuire, T. G. (2003). Prejudice, clinical uncertainty and stqrieoty
as sources of health dispariti@eurnal of Health Economics, ¢, 89-116.

Berry, J. W. (1993). Ethnic identity in plural societies. In M. E. Bernal & G. P. Knight
(Eds.),Ethnic identity: Formation and transmission among Hispanics and other
minorities(pp. 271-296). Albany, NY: State University of New York.

Bettelheim, B., & Janowitz, M. (1964%ocial change and prejudicBlew York: The
Free Press.

Blazina, C., & Watkins, C. E. (1996). Masculine gender role conflict: Effects orgeolle
men’s psychological well-being, chemical substance usage, and attdudeds
help-seekingJournal of Counseling Psychology,(43 461-465.

Braithwaite, R. L., & Arriola, K. R. (2003). Male prisoners and HIV prevention: A cal

for action ignoredAmerican Journal of Public Health, 9359-763.

45



Brown, C., Schulberg, H. C., & Prigerson, H. G. (2000). Factors associated with
symptomatic improvement and recovery from major depression in primary care
patientsGeneral Hospital Psychiatry, 22), 242—-250.

Byrd, W. M., & Clayton, L. A. (2001). Race, medicine, and health care in the United
States:A historical surveyournal of the National Medical Association,(9B
11S-34S.

Byrd, W. M., & Clayton, L. A. (2002)An American health dilemma: Race, medicine,
and health care in the United States, from 1900 to the dawn of the new
Millennium 2000 (Vol. 2)New York: Routledge.

Cash, T. F., Kehr, J., & Salzbach, R. F. (1978). Help-seeking attitudes and perceptions
of counselor behaviodournal of Counseling Psychology,, Z654-269.

Cepeda-Benito, A., & Short, P. (1998). Self-concealment, avoidance of psychological
services, and perceived likelihood of seeking professional Jalpnal of
Counseling Psychology,458—-64.

Chavez, L. M., Matias-Carrelo, L., Barrio, C., & Canino, G. (2006). The cultural
adaptation of the Youth Quality of Life Instrument-Research Versiondtind
Children and Adolescentgdournal of Child and Family Studies, ,18-89.

Cooper, R. S. (2005). Race and 1Q: Molecular genetics as deus ex mAchanean
Psychologist, 6071-76.

Cooper, A. E., Corrigan, P. W., & Watson, A. C. (2003). Mental illness stigma and care
seekingJournal of Nervous and Mental Disease, 1339-341.

Corrigan, P. (2004). How stigma interferes with mental health Aamnerican

Psychologist, 59%514-625.

46



Corrigan, P. W. (1998). The impact of stigma on severe mental ill@egsitive and
Behavioral Practice, 5201-222.

Corrigan, P. W., Green, A., Lundin, R., Kubiak, M. A., & Penn, D. L. (2001). Familiarity
with and social distance from people who have serious mental illP@gshiatric
Services, 52953-958.

Corrigan, P. W., & Penn, D. L. (1999). Lessons from social psychology on discrediting
psychiatric stigmafAmerican Psychologist, 5465-776.

Corrigan, P. W., River, L. P., Lundin, R. K., Penn, D. L., Uphoff-Wasowski, K.,
Campion, J., Mathisen, J., Gagnon, C., Bergman, M., Goldstein, H., & Kubiak,
M. A. (2001). Three strategies for changing attributions about severe mental
illness.Schizophrenia Bulletin, Z2Z), 187-195.

Cox, C., & Monk, A. (1993). Hispanic culture and family care of Alzheimer’s patients
Health and Social WorK 8,92-100.

Cramer, K. M. (1999). Psychological antecedents to help-seeking behavianayss
using path modeling structurekurnal of Counseling Psychology, (35 381-

387.

Cuellar, I., Arnold, B. & Maldonado, R. (1995). Acculturation Rating Scale for Mexican
Americans-II: A Revision of the Original ARSMA Scalgispanic Journal of
Behavioral Scienced7(3), 275-304.

Dadfar, S., & Friedlander, M. L. (1982). Differential attitudes of internatistualents
toward seeking professional heljpurnal of Counseling Psychology,(3% 335—
338.

de Figueiredo, J. M. & Boerslter, H. (1988). The relationship of presenting comptaints

47



the use of psychiatric services in a low-income grdimg. American Journal of
Psychiatry, 148), 1145-1148.

De la Torre, A., Fris, R., Hunter, H. R., & Garcia, L. (1996). The health insurahece sta
of US Latino women: A profile from the 1982—-1984 HHANBR®erican
Journal of Public Health86,533-537.

Dobalian, A. & Rivers, P. A. (2008). Racial and ethnic disparities in the use of mental
health services (Reporfournal of Behavioral Health Services & Research
35(2), 128-141.

Dressel, P. L., & Barnhill, S. K. (1994). Reframing gerontological thought and practice
The case of grandmothers with daughters in pri€amontologist 34685—691.

Dubow, E. F., Lovko, K. R., & Kausch, D. F. (1990). Demographic differences in
adolescents’ health concerns and perceptions of helping agmnsal of
Clinical Child Psychology, 19), 44-54.

Ebin, V., Sneed, C., Morisky, D., Rotheram-Borus, M., Magnusson, A., & Malotte, C.
(2001). Acculturation and interrelationships between problem and health
promoting behaviors among Latino adolesceldarnal of Adolescent HealtB8,
62-72.

Echeverry, J. J. (1997). Treatment barriers: Assessing and accepting pnafidssip. In
G. Garcia & M.C. Zea (EdsPsychological interventions and research with
Latino populationgpp. 94-107). Boston: Allyn and Bacon.

Edgerton, R. B. & Karno, M. (1971). Mexican-American bilingualism and the perception
of mental illnessArchives of General Psychiatry, 2286-290.

Escobar, J. L., Burnam, A., Karno, M., Forsythe, A., Landsverk, J., & Golding, J.M.

48



(1986). Use of the Mini-Mental State Examination (MMSE) in a community
population of mixed ethnicitylournal of Nervous and Mental Disead&4,607—
614.

Falicov, Celia J. (1998).atino familias in therapy: A guide to multicultural practice.
New York: The Guilford Press.

Farley, T., Galves, A., Dickinson, L. M., & Diaz Perez, M. J. (2005). Stress, coping, and
health: A comparison of Mexican immigrants, Mexican-Americans, and Non-
Hispanic WhitesJournal of Immigrant Health,(3), 213-220.

Fenton, J. J., Catalano, R., & Hargreaves, W. A. (1996). Effect of Proposition 187 on
mental health service use in California: A case stdéglth Affairs 15,182—

190.

Finch, B., Kolody, B., & Vega, W. (2000). Perceived discrimination and depression
among Mexican origin adults in Californidournal of Health and Social
Behavior, 41295-313.

Finch, B., & Vega, W. (2003). Acculturation stress, social support, and self-ratdd hea
among Latinos in California. Journal of Immigrant Health, 5(3), 109-117.

Fischer, E. & Farina, A. (1995). Attitudes toward seeking professional psychdlogica
help: A shortened form and considerations for resedathrnal of College
Student Development, @§, 368-373.

Fischer, E. H. & Turner, J. L. (1970). Orientations to seeking professional help:
Development and research utility of an attitude séaletnal of Consulting and
Clinical Psychology, 38), 79-90.

Fishbein, M., & Ajzen, I. (1975Belief: attitude, intention, and behaviokn

49



introduction to theory and researcReading, MA: Addison-Wesley Publishing.

Flaskerud, J. H. & Hu, L. (1992). Relationship of ethnicity to psychiatric diagridsss.
Journal of Nervous and Mental Disease, (30296-303.

Freudenberg, N. (2002). Adverse effects of U.S. jail and prison policies on the health and
well-being of women of coloAmerican Journal of Public Health, @2), 1895-
1899.

Furnham, A., & Andrew, R. (1996). A cross-cultural study of attitudes towards geekin
psychological helpP?sychological Reports, 7289-290.

Gary, F.A. (1991). Sociocultural diversity and psychiatric mental health nuhsiRgA.
Gary, & C. K. Kavanagh (EdsPsychiatric mental health nursir{gp. 136-165).
Philadelphia: J. B. Lippincott.

Gary, F. A. (2005). Stigma: Barrier to mental health care among ethnic nasdsiues
in Mental Health Nursing, 2879-999

Gil, A., Vega, W., & Dimas J. (1994). Acculturative stress and personal adjustment
among Hispanic adolescent boysurnal of Community Psychology, 28-53.

Ginzberg, E. (1991). Access to health care for Hispadagnal of the American
Medical Association, 26238-241.

Greenley, J. R., Mechanic, D. (1976). Social Selection in Seeking Help for Psychologica
Problems.Journal of Health and Social Behavior, (B3 249-262.

Godin, G., & Kok, G. (1996). The theory of planned behavior: A review of its
applications to health-related behavigmerican Journal of Health
Promotion,112), 87-98.

Gonzalez, J. M., Alegria, M., & Prihoda, T. J. (2005). How do attitudes toward mental

50



health treatment vary by age, gender, and ethnicity/race in young atultsal
of Community Psychology, (3, 611-629.

Gourash, N. (1978). Help-seeking: A review of the literatdémmerican Journal of
Community Psychology(®, 413-423.

Guarnaccia, P. J., & Parra, P. (1996). Ethnicity, social status, and familieseexps of
caring for a mentally ill family membeGommunity Mental Health Journé2,
243-260.

Hall, L., & Tucker, C. (1985). Relationships between ethnicity, conceptions oéiment
iliness and attitudes associated with seeking psychologicalPmtphological
Reports, 57907-916.

Harris, M., Velasquez, White, J., & Renteria, T. (2004). Folk healing and curanderismo
within the contemporary Chicana/o community: Current status. In R. J.

Velasquez, L. M. Arellano, & B. W. McNeill (Eds:The handbook of Chicana/o
psychology and mental healghp. 111-125). Mahwah, New Jersey: Lawrence
Erlbaum Associates, Inc.

Hartwell, S. (2001). An examination of racial differences among mentatiffehders in
Massachusett®sychiatric Services, 5234-236.

Hatchett, G. T. (2006). Additional validity of the Attitudes Toward Seeking Bsafeal
Psychological Help Scal@sychological Reports, 9279-284.

Hernandez, M., Isaacs, M. R., Nesman, T., & Burns, D. (1998). Perspectives on gulturall
competent systems of care. In M. Hernandez & M. R. Isaacs (Bdsmpting
cultural competence in children’s mental health servipgs 1-25). Baltimore:

Paul H. Brookes.

51



Hill, J., L., Waldfogel, J. Brooks-Gunn, J., & Han, W. (2005). Maternal employment and
child development: A fresh look using new methdgisvelopmental Psychology
41(6) 833-850.

Holmes, E. P., & River, L. P. (1998). Individual strategies for coping with the atgm
severe mental illnes€ognitive and Behavioral Practice, 331-239.

Hovey, J., & Magafa, C. (2000). Acculturative stress, anxiety, and depression among
Mexican immigrant farmworkers in the midwest United Statesrnal of
Immigrant Health, 2119-131.

Hudson, C. G. (2005). Socioeconomic status and mental illness: Tests of the social
causation and selection hypothegeserican Journal of Orthopsychiatry (23,
3-18.

Imada, T. & Schiavo, R. S. (2005). The use of ethnic minority populations in published
psychological research, 1990-1998urnal of Psychology: Interdisciplinary and
Applied,1395), 389-400.

Ingham, J. G. & Miller, P. M. (1986). Self-referral to primary care: symptand social
factors Journal of Psychosomatic ReseaB£){]) 49-56.

Jenkins, J. H. (1988). Conceptions of schizophrenia as a problem of nerves:Across-
cultural comparison of Mexican-Americans and Anglo-Americ&osial Science
and Medicing26,1233-1243.

Jorm, A. F., Medway, J., Christensen, H., Korten, A. E., Jacomb, P. A., & Rodgers, B.
(2000). Public beliefs about the helpfulness of interventions for depression:
Effects on actions taken when experiencing anxiety and depression symptoms

Australian and New Zealand Journal of Psychiatry434619—-626.

52



Kaelber, C. T. & Regier, D. A. (1995). Directions in psychiatric epidemiolGgyrent
Opinion in Psychiatry, @), 109-115.

Kaplan, M., & Marks, G. (1990). Adverse effects of acculturation: Psychologicedshist
among Mexican-American young adulimcial Science & Medicine, @12),
1313-13109.

Kasturirangan, A. & Willims, E. N. (2003). Counseling Latina battered women:
gualitative study of the Latina perspectideurnal of Multicultural Counseling
and Development, 3162-178.

Kearney, L. K., Draper, M., & Baron, A. (2005). Counseling utilization by ethnic
minority college student€ultural Diversity and Ethnic Minority Psychology,
11(3), 272-285.

Kelly, A., Achter, J. A. (1995). Self-Concealment and attitudes toward counseling in
university studentsJournal of Counseling Psychologi2(1), 40-46.

Kessler, R., Berglund, P., Bruce, M., Koch, J., Laska, E., Leaf, P., et al. (2001). The
prevalence and correlates of untreated serious mental ilkhesih Services
Research, 3®), 987-1007.

Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes, M., Eshleman, S.,
Wittchen, H., & Kendler, K. S. (1994). Lifetime and 12-month prevalence of
DSM-III-R psychiatric disorders in the United States: Results from gt@ial
Comorbidity Survey.

Archives of General Psychiatryl, 8-19.
Komiya, N., Good, G. E., & Sherrod, N. B. (2000). Emotional openness as a predictor of

college students’ attitudes toward seeking psychological belpnal of

53



Counseling Psychology, 4¥38-143.

Kouyoumdjian, H., Zamboanga, B. L., & Hansen, D. J. (2003). Barriers to community
mental health services for Latinos: Treatment consideratimscal
Psychology: Science and Practice(4)) 394-422.

Kushner, M. G., Sher, K. J. (1989). Fear of psychological treatment and its relation
to mental health service avoidanBeofessional Psychology: Research and
Practice, 204), 251-257.

Lamb, H. R., & Weinberger, L. E. (1998). Persons with severe mental illnessiandil
prisons: A reviewPsychiatric Services,49483-492.

Landrine, H., & Klonoff, E. A. (1994). Cultural diversity in causal attributions for sne
The role of the supernaturdburnal of Behavioral Medicind7, 181-193.

Lang, J. G., Munoz, R. E., Bernal, G., & Sorensen, J. L. (1982). Quality of life and
psychological well-being in a bi-cultural Latino communkiyspanic Journal of
Behavioral Sciences, 433—-450.

Larson, D. G., & Chastain, R. L. (1990). Self-concealment: Conceptualization,
measurement, and health implicatiodsurnal of Social and Clinical Psychology,
9, 439-455.

Leaf, P. J., & Livingston-Bruce, M. (1987). Gender differences in the use of mental
health—related services: A re-examinatidournal of Health and Social
Behavior, 28171-183.

Leaf, P. J., Livingston-Bruce, M. , Tischler, G. L. (1987). The differential effefict
attitudes on the use of mental health serviSesial Psychiatry, 21187-192.

Leaf, P. J., Livingston-Bruce, M. L., Tischler, G. L., Freeman, D. H., Weissman,M. M

54



& Myers, J. K. (1988). Factors affecting the utilization of speciality amegé
medical mental health servicéded Care 26, 9-26.

Leaf, P. J., Livingston-Bruce, M., Tischler, G. L., & Holzer, C. (1987). The reldtipns
between demographic factors and attitudes toward mental health selviges
of Community Psychology, 1575-284.

Lefebvre, J., Lesage, A., Cyr, M., Toupin, J., & Fournier, L. (1998). Factors related to
utilization of services for mental health reasons in Montreal, CaBadé&al
Psychiatry and Psychiatric Epidemiology (88 291-298.

Lefley, H. P. (1989). Family burden and family stigma in major mental illdgasrican
Psychologist, 44556-560.

Leong, F. T., & Zachar, P. (1999). Gender and opinions about mental illness as predictors
of attitudes toward seeking professional psychological Beifppsh Journal of
Guidance and Counselling, @3, 123-131.

Link, B. G., Phelan, J. C., Bresnahan, M., Stueve, A., & Pescosolido, B. A. (1999).
Public conceptions of mental illness: Labels, causes, dangerousness,jand soc
distanceAmerican Journal of Public Healt89,1328-1333.

Loewenstein, D. A., Arguelles, T., Aguelles, S., & Linn-Fuentes, P. (1994). Potential
cultural bias in neuropsychological assessment of the older dolulhal of
Clinical and Experimental Neuropsycholodg, 623—629.

Lopez, S. R., & Taussig, I. M. (1991). Cognitive—intellectual functioning of impandd a
non-impaired Spanish-speaking elderly: Implications for culturallyitbems
assessmensychological Assessment: Journal of Consulting and Clinical

Psychology3, 448-454.

55



Loue, S., Faust, M., & Bunce, A. (2000). The effect of immigration and welfarerrefor
legislation on immigrants’ access to health care in Cuyahoga and LoraingSount
Journal of Immigrant Health,,23-30.

Luellen, J. K., Shadish, W. R., Clark, M. H. (2005). Propensity scores: An introduction
and experimental tedtvaluation Review?9(6) 530-558.

Mackenzie, C. S., Knox, V. J., Gekoski, W. L., & Macaulay, H. L. (2004). An adaptation
and extension of the Attitudes Toward Seeking Professional Psychologipal He
ScaleJournal of Applied Social Psychology,(34), 2410-2435.

Matias-Carrelo, L. E., Chavez, L. M., Negron, G., Canino, G., Aguilar-Gaxiola, S., &
Hoppe, S. (2003). The Spanish translation and cultural adaptation of five mental
health outcome measur&ulture, Medicine and Psychiatry, 2791-313.

Miville, M. L., & Constantine, M. G. (2006). Sociocultural predictors of psychological
help-seeking attitudes and behavior among Mexican American collegatstude
Cultural Diversity and Ethnic Minority Psychology, (B2, 420-432.

Moller-Leimkuhler, A.M. (2002). Barriers to help seeking by men: A review of
sociocultural and clinical literature with particular reference toet=pon.

Journal of Affective Disorders, 71-9.

Myrdal, G. (1996)An American dilemma: The Negro problem and modern demaocracy
New Brunswick, NJ: Transaction.

Nickerson, K.J., Helms, J.E., & Terrell, F. (1994). Cultural mistrust, opinions about
mental illness, and black students’ attitudes toward seeking psycholodjral he
from white counselorslournal of Counseling Psychology,(8), 378—385.

Northman, J. E. (1978). Developmental changes in preferences fordeipallof

56



Clinical Child Psychology, (2), 129-132.

Ortega, A., & Alegria, M. (2002). Self-reliance, mental health need, and the usataf me
health care among island Puerto Rictental Health Services Researc(3y}
131-140.

Ossaorio, P., & Duster, T. (2005). Race and genetics: Controversies in biomedical,
behavioral, and forensic sciencAsaerican Psychologist, 6215-128.

Padgett, D. K., Patrick, C. , Burns, B. J., & Schlesinger, H. J. (1994). Ethnic
differences in use of inpatient mental health services by Blacks, \\dmigs
Hispanics in a national insured populatiblealth Services Research,, AB5-
153.

Pescosolido, B. A., & Boyer, C. A. (1999). How do people come to use mental health
services? Current knowledge and challenging perspectives (pp. 392-411)..In A. V
Hortwitz & T. L. Scheid (Eds.)A Handbook for the study of mental health:
Social context theories, and systeisw York: Cambridge University Press.

Pescosolido, B. A., Gardner, C. B., & Lubell, K. M. (1998). How people get into mental
health services: Stories of choice, coercion and “muddling through” from
“firsttimers.” Social Science & Medicine, 4B75-286.

Pillay, A. L., & Sargent, C. A. (1999). Relationship of age and education with anxiety
depression, and hopelessness in a South African community s&mameptual
and Motor Skills, 8@ Pt. 1), 881-884.

Pinel, E. C. (1999). Stigma consciousness: The psychological legacy of social
stereotypeslournal of Personality and Social Psychology(1§6114-128.

Ponce, Francisco Q.; Atkinson, Donald R. (1989). Mexican-American acculturation,

57



counselor ethnicity, counseling style, and perceived counselor credillitsnal
of Counseling Psychology, &), 1989. pp. 203-208.

Rabinowitz, J., Gross, R., & Feldman, D. (1999). Correlates of a perceived need for
mental health assistance and differences between those who do and do not seek
help.Social Psychiatry Psychiatric Epidemiology, 3411-146.

Raviv, A,, Sills, R., Raviv, A., & Wilansky, P. (2000). Adolescents’ help seeking
behavior: The difference between self- and other-refelwarnal of Adolescence,
23(6), 721-740.

Rao, D., Feinglass, J., & Corrigan, P. (2007). Disparities in Mental llingpa&ihe
Journal of Nervous and Mental Disease, (1%, 1020-1023.

Rickwood, D. J., & Braithwaite, V. A. (1994). Social-psychological factors afigct
help-seeking for emotional problems. Social Science and Medicine, 39, 563-572.
Rodriguez, E., Allen, J. A., Frongillo, E.,&Chandra, P. (1999). Unemployment,
depression, and health: A look at the African American commulatynal of
Epidemiology and Community Health,, 335-342.

Rogler, L. H., Cortes, D. E., & Malgady, R. G. (1991). Acculturation and mental health
status among Hispanics. Convergence and new directions for regaartitan
Psychologist, 46585-597.

Rogler, L. H., Malgady, R. G., & Rodriguez, O. (1989)spanics and mental health: A
framework for researctMalabar, FL: Krieger.

Rowe, D. C. (2005). Under the skin: On the impartial treatment of genetic and
environmental hypotheses of racial differen@eserican Psychologist, 660—

70.

58



Roy-Byrne, P., Stang, P.,Wittchen, H., Ustun, B.,Walters, E. E, & Kessler, R. C. (2000).
Lifetime panic-depression comorbidity in the National Comorbidity Survey.
Association with symptoms, impairment, course and help-sed&iitigh Journal
of Psychiatry, 176229-235.

Ruiz, P. (1985). Cultural barriers to effective medical care among Hispamcicans.
Annual Review of Medicine, 363—-71.

Sanchez, A., & Atkinson, D. (1983). Mexican-American cultural commitment, prefere
for counselor ethnicity, and willingness to use counseliogrnal of Counseling
Psychology, 3@), 215-220.

Sanchez, A., & King, M. (1986). Mexican Americans’ use of counseling services:
Cultural and institutional factordournal of College Student Personri&t4—349.

Sandoval, M. C., & De La Roza, M. C. (1986). A cultural perspective for serving the
Hispanic client. In H. P. Lefley & P. B. Pedersen (Ed3tpss-cultural training
for mental health professionalpp. 151-182). Springfield, IL: Charles C
Thomas.

Santiago-Rivera, A. L., Arredondo, P., Gallardo-Cooper, M. (2002). Counseling Latinos
andla familia: A Practical Guide. Thousand Oaks: Sage Publications.
Scherbourne, C. D. (1988). The role of social support and life stress events in use
of mental health serviceSocial Science and Medicine, 2893-1400.

Schneider, E., Zaslavsky, A., & Epstein, A. (2002). Racial disparities in the qofality
care for enrollees in medicare managed chrernal of the American Medical
Association, 2871288-1294.

Schwarzbaum, S. E. (2004). Low-income Latinos and dropout: Strategies to prevent

59



dropout.Journal of Multicultural Counseling and Development, 226-306.

Seiffge-Krenke, 1. (1993). Coping behavior in normal and clinical samples: More
similarities than differenceslburnal of Adolescence, 1885-303.

Sheikh, S., & Furnham, A. (2000). A cross-cultural study of mental health beliefs and
attitudes toward seeking professional h8lpcial Psychiatry and Psychiatric
Epidemiology, 35326—334.

Shields, A. E., Fortun, M., Hammonds, E. M., King, P. A., Lerman, C., Rapp, R., &
Sullivan, P. E. (2005). The use of race variables in genetic studies of complex
traits and the goal of reducing health disparities: A transdisciplinaspgeive.
American Psychologist, 6G7-103.

Smedley, A., & Smedley, B. D. (2005). Race as biology is fiction, racism as & socia
problem is realAmerican Psychologist, 6Q6—26.

Snowden, L. R. & Yamada, A. M. (2005). Cultural differences in access to health care
Annual Review of Clinical Psychology,143-166.

Stavans, I. (2006, January 20). How elite universities fail Latino students [irbaiCle
Review].Chronicle of Higher Educatiorp. B20.

Sue, S. (2003). In defense of cultural competency in psychotherapy and treatment.
American Psychologist, $Bl1), 964-970.

Sue, S., Fujino, D. C. , Hu, L., Takeuchi, D. T., & Zane, N. W. (1991). Community
mental health services for ethnic minority groups: A test of the Cultural
Responsiveness Hypotheslsurnal of Consulting and Clinical Psychology,
59(4), 533-540.

Sue, D.W. & Sue, D. (1999). Counseling the culturally different: Theory and pré&tice

60



Ed.). New York: John Wiley & Sons, Inc.

Sutton, S. (1998). Predicting and explaining intentions and behavior: How well are we
doing?Journal of Applied Social Psychology, 2817- 1338.

Szasz,T. (2003). Psychiatry and the control of dangerousness: On the apotropaic functi
of the term “mental illnessJournal of Medical Ethics, 2227-203.

Taylor, B. A., Gambourg, M. B., Rivera, M., & Laureano, D. (2006). Constructing
cultural competence: Perspectives of family therapists working \aiind
families.The American Journal of Family Therapy, 329-445.

Thorn, G. R, & Sarata, B. P. V. (1998). Psychotherapy with African American men:
What we know and what we need to kndaurnal of Multicultural Counseling
& Development, 26240-253.

Tijhuis, M. A. R., Peters, L. & Foets, M. (1990). An orientation toward help-seesing f
emotional problemsSocial Science and Medicine, 3B9-995.

Tinsley, H. E. A., Brown, M. T., de St. Aubin, T. M., & Lucek, J. (1984). Relation
between expectancies for a helping relationship and tendency to seek hedp from
campus help providedournal of Counseling Psychology,(23), 149-160.

Tinsley, H. E. A., de St. Aubin, T. M., & Brown, M. T. (1982). College students’ help-
seeking preferencedournal of Counseling Psychology, (89 523-533.

Tishby, O., Turel, M., Gumpel, O., Pinus, U., Lavy, S., Winokour, M., & Sznajderman,
S. (2001). Help seeking attitudes among Israeli adoles@ehitescence,

36(142), 249— 264.
United States Census Bureau (2005, July). Annual Estimates of the Population by Sex

Race and Hispanic or Latino Origin for the United States: April 1, 2000 to July 1,

61



2005. Retrieved August 7, 2006, from http://www.census.gov.

Unites States Census Bureau (20@6herican Community Survey ResuRstrieved
October 19, 2008, from
http://www.census.gov/population/www/socdemo/hispanic/hispanic_pop__
presentation.html.

Unites States Census Bureau (20@)trent Population Survey Annual Social and
Economic Supplement (CPS ASERgtrieved October 19, 2008, from
http://www.census.gov/Press-Release/www/releases/archives
/income_wealth/012528.html.

United States Department of Health and Human Services (1d88jal Health: A
Report of the Surgeon GenerRlockville, MD: U.S. Department of Health and
Human Services, Substance Abuse and Mental Health Services Administration,
Center for Mental Health Services, National Institutes of Healthohdt
Institute of Mental Health. Retrieved October 19, 2008, from
http://mentalhealth.samhsa.gov/features/surgeongeneralreport/home.asp.

Vega, W.A., Kolody, B. & Aguilar-Gaxiola, S. (2001). Help seeking for mental health
problems among Mexican Americadsurnal of Immigrant Health,(3), 133-
140.

Vega, W. A. & Lopez, S. R. (2001). Priority issues in Latino mental health services
researchMental Health Services Researck4)3 189-200.

Vernon, S. W., Roberts, R. E. (1982). Prevalence of treated and untreated psychiatric
disorders in three ethnic grou@ocial Science and Medicine,(18), 1575-1582.

Vogel, D. L., & Wester, S. R. (2003). To seek help or not to seek help: The risks of self-

62



disclosureJournal of Counseling Psychology, 3%51-361.

Vogel, D. L., Wade, G. W., & Haake, S. (2006). Measuring the self-stigma asdociate
with seeking psychological heljpournal of Counseling Psychology,(38 325-
337.

Von Sydow, K., & Reimer, C. (1998). Attitudes toward psychotherapists, psychologists,
psychiatrists, and psychoanalysts: A meta-content analysis of 60 studisbgulibl
between 1948 and 199%merican Journal of Psychotherapy, 353-488.

Wallace, S. P., Campbell, K., & Lew-Ting, C. (1994). Structural barriers to thaf use
formal in-home services by elderly Latindsurnals of Gerontology9, 253—

263.

Whaley, A. L. (2001). Cultural mistrust and mental health services for African
Americans: A review and meta-analystaunseling Psychologist, @9, 513—

531.

Woodward, A. M. , Dwinell, A. D. & Arons, B. S. (1992). Barriers to mental health care
of Hispanic Americans: A literature review and discussionrnal of Mental
Health Administration, 1@), 224-236.

Wolkon, G. H., Moriwaki, S., & Williams, K. J. (1973). Race and social class asdactor
in the orientation toward psychotherapgurnal of Counseling Psychology,

20(4), 312-316.

Zea, M. C., Quezada, T., & Belgrave, F. Z. (1997). Limitation of an acultural health
psychology for Latinos: Reconstructing the African influence on Latittareu
and health-related behaviors. In J. G. Garcia & M. C. Zea (EEss/ghological

interventions and research with Latino populatigpp. 255-266). Needham

63



Heights, MA: Allyn & Bacon.

64



Appendix A
Recruitment Script for Participants

My name is Teresa Chapa-Cantu, and | am a doctoral student in the Department of
Educational Psychology at The University of Oklahoma-Norman Campus. | invite you to participate
in a research study | am conducting under the auspices of the University of Oklahoma-Norman

Campus, entitled Cross-Cultural Appraisal of the Attitudes Toward Seeking Professional

Psychological Help Scale (ATTSPHS). The purpose of this study is to evaluate the reliability and

validity of this scale with Latino participants to determine its potential usefulness with this
population.

You must be 18 years to 64 years of age to participate in this study. Your participation will
involve completing three questionnaires, which should take no more than 15-20 minutes. Your
involvement in the study is voluntary, and you may choose not to participate or to stop at any time.
Your involvement in the study is voluntary, and you may choose not to participate or to stop at any
time. The results of the research study may be published, but your name will not be used. In fact,
the published results will be presented in summary form only. All information you provide will
remain strictly anonymous.

The findings from this project will provide information on the utility of the ATTSPHS with a
Latino population, at no cost to you other than the time it takes to complete the survey.

Upon completion of the questionnaires, you will have the opportunity to place your name in
a drawing for three gift certificate cards valued at $25, which can be used anywhere. Your name
and information for this drawing will not be associated in any way to the questionnaires you
complete.

To participate in this study, please click on the following link: (insert link here).
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Appendix B
Demographics Questionnaire

1. Age:

2. Sex: Male Female
3. Marital Status:
a. married c. widowed e. never married
b. separated d. divorced f. living with boyfriend/girlfriend

5. Which country(s) are you a citizen of?

6. What ethnicity do you identify yourself as? (Please give

only one answer.)
7. How long have you lived in the U.S.? years, months

8. Please indicate which generation you believe describes you best.

a. 1% Generatiore you were born in another country, not the U.S.

b. 2" Generation= you were born in the U.S., but your parents were born in
another country

c. 3" Generatior= you and your parents were born in the U.S., but your
grandparents were born in another country

d. 4™ Generation= you and your parents were born in the U.S., but at least one
of your grandparents was born in another country

e. 5" Generation= you, your parents, and your grandparents were all born in the

U.S.
9. Family Income: (if you still depend on your parents, please use their income)
a. $0 - $12,000 c. $20,001 - $40,000
b. $12,001 - $20,000 d. above $40,000

10.Do you have health insurance? Yes or No

11.a. What is the highest level of education you haapleted?
____High School
Technical School or Trade School
Associate Degree
____ 4-Year Degree (University)
____ Graduate school
b. In which country?

12.Have you ever visited a professional for your mental health concerns? Yes or N
a. If yes, who did you visit?
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13.Has afamily member or aclose friendever visited a professional for mental health
concerns? Yes or No
a. If yes, who did they visit?

14.Please list the order in which you would visit the following for mental health
concerns:
For example, if you would visit a family member first, then a friend, then a
curandera(o), you would placelaext to ‘family member’, 2 next to ‘friend’,
and a3 next to 'curandera(o)'.

Note: You do not have to include all of them in your list.
______counselor

______curandera(a)

___ friend

_____ family doctor

___ family member

______psychiatrist

______psychologist

_____religious leader

_____social worker
_____ teacher

_____ other (specify)
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9.

Appendix C
The Attitudes Toward Seeking Professional Psychological Help Scale

Although there are clinics for people with mental troubles, | would not have much
faith in them.

If a good friend asked my advice about a mental problem, | might recommend that he
see a psychiatrist.

| would feel uneasy going to a psychiatrist because of what some people would think.

A person with a strong character can get over mental conflicts by hinmsiliyculd
have little need of a psychiatrist.

There are times when | have felt completely lost, and would have welcomed
professional advice for a personal or emotional problem.

Considering the time and expense involved in psychotherapy, it would have doubtful
value for a person like me.

| would willingly confide intimate matters to an appropriate person if | thoiig
might help me or a member of my family.

| would rather live with certain mental conflicts than go through the ordeattoigye
psychiatric treatment.

Emotional difficulties, like many things, tend to work out by themselves.

10.There are certain problems which should not be discussed outside of one's immediate

family.

11. A person with a serious emotional disturbance would probably feel most secure in a

good mental hospital.

12.1f | believed | was having a mental breakdown, my first inclination would be to get

professional attention.

13.Keeping one's mind on a job is a good solution for avoiding personal worries and

concerns.

14.Having been a psychiatric patient is a blot on a person's life.

15.1 would rather be advised by a close friend than by a psychologist, even for an

emotional problem.

(Appendix C continugd
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16. A person with an emotional problem is not likely to solve it alone; he w likely to
solve it with professional help.

17.1 resent a person — professionally trained or not — who wants to know about my
personal difficulties.

18.1 would want to get psychiatric attention if | was worried or upset for apengd of
time.

19.The idea of talking about problems with a psychologist strikes me as a poor way to
get rid of emotional conflicts.

20.Having been mentally ill carries with it a burden of shame.
21.There are experiences in my life | would not discuss with anyone.
22.1t is probably best not to knoawerythingabout oneself.

23.1f I were experiencing a serious emotional crisis at this point in myl Meuld be
confident that I could find relief in psychotherapy.

24.There is something admirable in the attitude of a person who is willing to cdpe wit
his conflicts and fearwithoutresorting to professional help.

25. At some future time | might want to have psychological counseling.

26. A person should work out his own problems; getting psychological counseling would
be a last resort.

27.Had | received treatment in a mental hospital, | would not feel that it cudlet t
"covered up."

28.1f 1 thought | needed psychiatric help, | would get it no matter who knew about it.

29. It is difficult to talk about personal affairs with highly educated people such as
doctors, teachers, and clergymen.
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Appendix D

Acculturation Rating Scale for Mexican-Americans I, Latino Version

(5) Almost Always/Extremely Often

(4) Much/Very Often

(3) Moderately

(2) Very Little/Not very Much

(1) Not at all —l

[ —

.Ispeak Spanish.........cooviiiiiii

N

.Ispeak English..........cooiiiiiiiiii
3. | enjoy speaking Spanish...................o...
4. | associate with Anglos...........ccoceeviiiin i

5. | associate with Latinos and/or
Latino AMEriCan ......oovvee e,

6. | enjoy Spanish language

\‘

. I enjoy listening to English
language MuSIC.........covvviii e,

8. | enjoy Spanish language TV.....................

O

. I enjoy English language TV.....................
10. | enjoy English language movies............
11. | enjoy Spanish language movies............
12. | enjoy reading books in Spanish............

13. 1 enjoy reading books in English............

(Appendix D continued)
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(5) Almost Always/Extremely Often
(4) Much/Very Often

(3) Moderately

(2) Very Little/Not very Much

(1) Not at all -
l v v v

14. | write letters in Spanish.......................... (1) 2 @® @ OB
15. 1 write letters in English ........................ (1) 2 @& @ OB
16. My thinking is done in the English

language.......coooiiiiiii (1) 2 < @ OB
17. My thinking is done in the Spanish

language.........coovviiiiiii (1) 2 @& @ O
18. ..My contact with Mexico/Puerto Rico, or

Other Latin American country has been..... Q) 2 B @ O

19. My contact with the USA has been............ Q) 2 @) @ O
20. My father identifies or identified himself

as “Latino”...........cooeieiinine . (2) 2 & @ ©®B)
21. My mother identifies or identified herself

as “Latina’........ccovveiiiiii i (2) 2 & @ O
22. My friends while | was growing up were of

Latino origin .....o.covveiii i e, (1) 2 & @ OB
23. My friends while | was growing up were of

ANglo Origin ......ooiii (1) 2 B @ B
24. My family cooks Latino foods ......... Q) 2 @ @ O
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(Appendix D continued)

(5) Almost Always/Extremely Often
(4) Much/Very Often

(3) Moderately
(2) Very Little/Not very Much
(1) Not at all
l v v v

25. My friends now are of Anglo origin........... 1) (2) 3) 4) (5)
26. My friends now are of Latino origin......... 1) (2) 3) (4) (5)
27. 1 like to identify myself as an Anglo

AMEIICAN. ..ottt e e e e ee e (2) (2) (3) 4) (5)
28. 1 like to identify myself as Latino

AMEIICAN. ...t (2) (2) 3) 4) 5)
29. | like to identify myself as Latino.............. 1) (2) 3) (4) (5)
30. 1 like to identify myself as American ........ (2) (2) 3) 4) 5)

©1995,Cuéllar, Arnold & Maldonado

The term Latino is not gender specific and is user to designate both genders. This version $utesti
the word Latino for Mexican so that this scale baradministered to subLatino groups other than baxi
My experience is that these modifications and othigor modifications can generally be made without
losing reliability or validity. Israel Cuellar
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Appendix E

Tables
Table E1
Factor Analysis of ATSPPHS for An§lmple
Total Variance Explained
Initial Extraction Rotation
Eigenvalues Sums of Sums of
Squared Squared
Loadings Loadings
Component Total % of |Cumulativg Total % of |Cumulativg Total % of |Cumulative
Variance % Variance % Variance %
1 8.367 28.852 28.852 8.367 28.85P2 28.852 3.634 12.531 12/531
2 2.376 8.192 37.044 2.376 8.192 37.044 3.246 11.192 23.]7122
3 1.730 5.966 43.010 1.730 5.966 43.010 2.547 8.784 32.607
4 1.398 4.820 47.830 1.398 4.820 47.830 2.229 7.688 40.195
5 1.305 4.500 52.330 1.305 4.500 52.330 2.142 7.385 47.580
6 1.073 3.700 56.030 1.073 3.700 56.030 1.770 6.102 53.682
7 1.025 3.534 59.564 1.025 3.534 59.564 1.706 5.882 59.5664

Extraction Method: Principal Component Analysis
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Table E2
Factor Analysis of ATSPPHS for Mexican American Sample

Total Variance Explained

Initial Extraction Rotation

Eigenvalues Sums of Sums of

Squared Squared

Loadings Loadings

Component Total % of |Cumulative Total % of |Cumulative Total % of |Cumulative
Variance % Variance % Variance %

1 7.657 26.403 26.403 7.657 26.408 26.403 3.179 10.963 10/963
2 2.182 7.523 33.926 2.182 7.523 33.926 2.818 9.718 20.680
3 1.750 6.034 39.959 1.750 6.034 39.959 2.714 9.3b7 30.037
4 1.523 5.252 45.212 1.523 5.252 45.212 2.359 8.185 38.173
5 1.394 4.807 50.019 1.394 4.807 50.019 2.144 7.393 45.566
6 1.180 4.070 54.088 1.180 4.070 54.088 1.608 5.544 51.109
7 1.149 3.963 58.052 1.149 3.963 58.052 1.591 5.487 56.596
8 1.102 3.800 61.852 1.102 3.800 61.852 1.524 5.256 61.852

Extraction Method: Principal Component Analysis.



Table E3

ATSPPHS Rotated (Varimax) Component Matrix for AGglmple

through the ordeal of getting psychiatric treatment.

Component
ltem 1 2 3 4 5 6 7
1. Although there are clinics for people with mental  9.425E-0B.768E-02 .216 7.960E-02 .185 8.486E-02 .782
troubles, | would not have much faith in them.
2. If a good friend asked my advice about a mental 134 423 -290 -1.972E- .181 .298 .350
problem, | might recommend that he see a psychiatrist. 02
3. | would feel uneasy going to a psychiatrist because of .323 .293 457 313 .283 228 .10
what some people would think.
4. A person with a strong character can get over mental .597 179 -4.338E--2.282E- .218  -2.523E- .265
conflicts by himself, and would have little need of a 02 02 02
psychiatrist.
5. There are times when | have felt completely lost, and .208 .820 5.703E-026.441E- -7.847E-9.135E-052.916E-
would have welcomed professional advice for a persor 02 03 02
emotional problem.
6. Considering the time and expense involved in 419 375 .203 170  2.955E-6D09E-02 .516
psychotherapy, it would have doubtful value for a person
like me.
7. 1 would willingly confide intimate matters to an 4.883E-02 .440 .348 .235 252  -6.542E3.355E-
appropriate person if | thought it might help me or a 02 02
member of my family.
8. | would rather live with certain mental conflicts than go .267 .202 .625 3.439E-02 .143 161 194

(table continue

UJ
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Table E3 (continued)

| Component
ltem 1 2 3 4 5 6 7
9. Emotional difficulties, like many things, tend to work .670 162 .208 201 1.661E-03.733E- -.130

02

out by themselves.
10. There are certain problems which should not be 376 135 -.192 .554 179  -5.040E1.378E-
discussed outside of one's immediate family. 02 02
11. A person with a serious emotional disturbance would .160  -3.837E- -5.421E- -8.368E-4.071E-02 .685 5.021E
probably feel most secure in a good mental hospital. 02 02 02 02
12. If | believed | was having mental breakdown, my fir .452 179 175 -.105 -5.519E- .444 271
inclination would be to get professional attention. 02
13. Keeping one's mind on a job is a good solution for 9.442E-08.914E-021.048E-02 .243 .533 -.482 242
avoiding personal worries and concerns.
14. Having been a psychiatric patient is a blot on a perdd?85E-020.998E-02 .256 6.064E-02 .719 101 5.422E-
life. 02
15. I would rather be advised by a close friend than by a .601 .180 205 5.656E-02.602E-9.511E-02 .294
psychologist, even for an emotional problem. 02
16. A person with an emotional problem is not likely to  .648 111 1.584E-02.332E-02-8.240E- .207 121
solve it alone; hés likely to solve it with professional help. 02
17. I resent a person - professionally trained or not - wiiod63E-05.877E-02 .649 158 .261 -151  9.120E
wants to know about my personal difficulties. 02
18. | would want to get psychiatric attention if | was 241 .646 255  4.142E-05.983E-4.120E-02 .324
worried or upset for a long period of time. 02
19. The idea of talking about problems with a psychologis269 419 433 294 116 -6.952E-.218
strikes me as a poor way to get rid of emotional conflicts. 02
20. Having been mentally ill carries with it a burden of  .115 -.102 143 3.237E-02 .761 148  7.110E-
shame. 02

(table continues)
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Table E3 (continued)

| Component
ltem 1 2 3 4 5 6 7
21. There are experiences in my life | would not discuss .152 2.148E-02 .107 .685 9.475E-02.775E-02-2.748E-
with anyone. 02
22. It is probably best not to kncaverythingabout -6.891E-7.294E-02 .184 724  -6.593E--3.390E- .111
oneself. 02 02 02
23. If | were experiencing a serious emotional crisis at this318 .488 460 4.552E-02268E-03 .181 .298
point in my life, | would be confident that I could find
relief in psychotherapy.
24. There is something admirable in the attitude of ap.  .656 .202 213 147 255  -6.306E9.351E-
who is willing to cope with his conflicts and feavghout 02 02
resorting to professional help.
25. At some future time | mig want to have psychologic .381 772 5.763E-02 .151  -1.123E-2.377E-028.201E-
counseling. 02 02
26. A person should work out his own problems; getting .576 347 137 112 341 -1.078E.740E-
psychological counseling would be a last resort. 02 02
27. Had | received treatment in a mental hospital, | would-.157 6.949E-08.377E-02 .346 .262 .582 158
not feel that it ought to be "covered up."
28. If | thought | needed psychiatric help, | would get it 4d19E-02 .372 439 .166 275 439  -8.41%
matter who knew about it. 02
29. It is difficult to talk about personal affairs with highly .172  -3.876E- .460 534 114 1.504E-02.529E-
educated people such as doctors, teachers, and clergymen. 02 02

Extraction Method: Principal Component Analysis. Rotation Method: Varimax wigeKiormalization.
a. Rotation converged in 11 iterations.

E-
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Table E4

ATSPPHS Rotated (Varimax) Component Matrix for Mexican American Sample

Component
ltem 1 2 3 4 5 6 7 8
1. Although there are clinics for people with mental 135 | 5.703Er .127 | 9.502E; -.160 796 | 1.119B- .214
troubles, | would not have much faith in them. 02 02 02
2. If a good friend asked my advice about a mental |-8.626E;: .648 168 | 9.252E-9.677E;6.127E4-4.586E: .130
problem, | might recommend that he see a psychiatris;. 02 02 02 02 03
3. | would feel uneasy going to a psychiatrist because of .673 | 2.404E; .367 145 | 8.191E-9.084E16.916E-4.320E-
what some people would think. 02 02 02 02 02
4. A person with a strong character can get over mental .138 | 7.489E+ .720 | 4.503E}3.362E1 .409 | 5.523E-6.439E+
conflicts by himself, and would have little need of a 02 02 02 03 02
psychiatrist.
5. There are times when | have felt completely lost, and -.118 218 | 7.384B- .718 .130 | 8.408E-1.463E: -.184
would have welcomed professional advice for a persor 04 02 02
emotional problem.
6. Considering the time and expense involved in 418 | 6.507EF .131 599 | 1.736B- .122 | 2.318E}1.722E-
psychotherapy, it would have doubtful value for a perspn 02 03 02 02
like me.
7. 1 would willingly confide intimate matters to an 110 523 | -7.359E3.804E4 .203 293 317 | -8.923
appropriate person if | thought it might help me or a 02 02 02
member of my family.
8. | would rather live with certain mental conflicts than go.399 .600 174 120 134 4.91283.667E; -.118
through the ordeal of getting psychiatric treatment. 02 02

(table continues)
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Table E4 (continued)

Component
Item 1 2 3 4 5 6 7 8
9. Emotional difficulties, like many things, tend to work| 6.820E1 .182 720 | 4.179E-7.998E+-2.342Et .264 -.187
out by themselves. 02 02 03 02
10. There are certain problems which should not be 113 |-2.975H6.239E1 .193 .657 -.134 311 4.548E-
discussed outside of one's immediate family. 02 02 03
11. A person with a serious emotional disturbance wod#l.219E+1.732E; -.169 |-7.362H-2.517E;8.054E14.253E1 .829
probably feel most secure in a good mental hospital. 02 03 02 02 02 02
12. If | believed | was having a mental breakdown, my| .200 378 222 .288 154 -8.973&310E4 .530
inclination would be to get professional attention. 04 02
13. Keeping one's mind on a job is a good solution for| .154 -.205 119 -.123 5786 170 -.105 4.481E-
avoiding personal worries and concerns. 02
14. Having been a psychiatric patient is a blot on a pef .730 | 9.217Et .173 |-5.879H- .211 187 41| -2.942E-
life. 02 02 02
15. I would rather be advised by a close friend than by a .312 .330 .551 .204 .145 -.106 4.048E948E-
psychologist, even for an emotional problem. 03 02
16. A person with an emotional problem is not likely to|4.212E4{ .269 .387 .260 .353| -3.872E-.295 .265
solve it alone; hés likely to solve it with professional help. 03 02
17. I resent a person - professionally trained or not - Wi891E+ .326 -.124 154 331 .634 108 -.127
wants to know about my personal difficulties. 02
18. | would want to get psychiatric attention if | was 131 .602 .193 246 -.153 156  -8.97[7E675E-
worried or upset for a long period of time. 02 02
19. The idea of talking about problems with a psycholagis251 .306 178 .253 402 310 .298 -.156
strikes me as a poor way to get rid of emotional confligts.
20. Having been mentally ill carries with it a burden of| .810 | 6.704E-9.517E{6.206E4 7.992E4 2.909E+ 1.696E+-2.303E}
shame. 02 02 02 02 02 02 02
21. There are experiences in my life | would not discuss .423 245 | 8.271H- .207 435 | 3.458H- .168 | 4.160E}
with anyone. 02 02 03

(table continues)
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Table E4 (continued)

Component
ltem 1 2 3 4 5 6 7 8
22. It is probably best not to kncaverythingabout 218 478 159 | -4.132E-.509 |-5.014B- .171 | 9.253E;
oneself. 02 02 02
23. If | were experiencing a serious emotional crisis at|thi23 .555 162 490/ 2.050F-.848E-{6.970E4 .162
point in my life, | would be confident that | could find 02 02 02
relief in psychotherapy.
24. There is somethirgdmirable in the attitude of a pery .260 | 2.260E} .478 133 430 | -3.972E--.269 | -.127
who is willing to cope with his conflicts and feavghout 03 02
resorting to professional help.
25. At some future time | might want to have psycholo¢9.142E{ .126 223 79| 2.517E5.711E4 .158 162
counseling. 02 02 02
26. A person should work out his own problems; getting.848E- .203 .558 .262 255 -4.71QE-.107 162
psychological counseling would be a last resort. 02 02
27. Had | received treatment in a mental hospital, | would106 |-3.65565.691E1 .170 | 9.932E}1.462E4 .754 .196
not feel that it ought to be "covered up.” 02 02 02 02
28. If | thought | needed psychiatric help, | would get it no628 204 187 | 9.316k- .162 172 .183 292
matter who knew about it. 02
29. It is difficult to talk about personal affairs with highly .336 A77 293 | -6.992E-.100 135 .558 -.219
educated people such as doctors, teachers, and clergymen. 02

Extraction Method: Principal Component AnalysiRotation Method: Varimax with Kaiser Normalization.

a. Rotation converged in 16 iterations.
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Table E5
Normality of ATSPPHS Factors
Kolmogorov-Smirnov
Factor Anglo Mexican American
Statistic  df Sig.  Statistic  df Sig.
.090 214 .000 121 147 .000
102 214 .000 .106 147 .000
.093 214 .000 .088 147 .007
.106 214 .000 134 147 .000
5 -- -- -- .106 147 .000

AWIN|F

a. Lilliefors Significance Correction

Table E6
Skewness and Kurtosis for ATSPPHS Factors

Anglo American

Mexican American

Factor Skewness Kurtosis Skewness Kurtosis
Stat. Std. ErroBig. Leve|l Stat. Std. ErroBig. Leve] Stat. Std. ErroBig. Level Stat.  Std. ErroSig. Level
1 227 .166 1.37 -.399 331 -1.2C -.569 .200 -2.845*  -.147 .397 -.370
2 -.207 .166 -1.25 -.918 331 2,77 -758 .200 -3.79** .587 .397 1.48
3 -.333 .166 -2.01* -.375 331 -2.01¢% -.126 .200 -.63 -.675 397 -1.700
4 -.296 .166 -1.78 -.114 331 -.344 -.618 .200 -3.09** .086 .397 217
5 -- -- - -- -- -- -211 .200 -1.055 -.552 .397 -1.39

*significant at the .05 level
**significant at the .01 level




Table E7

Intercorrelations for Anglo Americans
Age Sex Years in GenerationIncome Level of Visited Family / Friend Acculturation* ATSPPHS
U.S. Education Professional Visited Score
Age r -- -.089 .895** -215** - 153* 535** A79** 207** .139* .209**
N 223 216 222 215 220 222 221 211 223
Sex? r -- -.033 107 .030 -.094 -.299** -.159* -.061 - 273
N 216 222 215 220 222 221 211 223
Yearsin U.S.r -- -.106 -.053 A62** 142* .150* .130 229**
N 215 209 214 216 215 204 216
Generation r -- .169* -.130 -.031 -.077 .057 -.067
N 214 219 221 220 210 222
Income r -- -.188** -.015 -.067 -.021 -.158*
N 214 215 215 203 215
Levelof r -- A71* .166* .041 .245**
s Education
"~ N 220 219 208 220
Visited r -- A29** .019 408**
Professional
N 221 210 222
Family/ r -- -.017 276**
Friend Visited
N 209 221
Acculturation@r - .055
N 211
ATSPPHS r --
Score

1. Score prorated based on 24 (of 30) items.

2. Female coded as 1, Male coded as 2

* Correlation is significant at the 0.05 leveltdlled).
** Correlation is significant at the 0.01 leveH&iled).
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Table E8

Intercorrelations for Mexican Americans
Age Sex Years in GenerationIncome Level of Visited Family / Friend Acculturation* ATSPPHS
u.s. Education Professional Visited Score
Age r -- -.004 .794** .044 .166* 419** .218** .138 .033 117
N 155 154 155 147 155 155 153 146 155
Sex? r -- -.078 -.059 -.040 .062 .042 -.013 -.100 -.089
N 154 155 147 155 155 153 146 155
Yearsin U.S.r -- .193* .286** .215** 142 251 ** 101
.214**
N 154 146 154 154 152 145 154
Generation r -- -.009 -.067 .089 531** .013
.354**
N 147 155 155 153 146 155
Income r -- 176* .168* 125 .310** .065
N 147 147 145 139 147
Level of r -- .234** 124 .001 .097
Education
N 155 153 146 155
Visited r -- .253** .103 .084
Professional
N 153 146 155
Family/ r -- 143 118
Friend Visited
N 144 153
Acculturation@r -- -.060
N 146
ATSPPHS r --
Score

1. Score prorated based on 24 (of 30) items.
2. Female coded as 1, Male coded as 2

ofrelation is significant at the 0.05 level (2-¢ai).
** Cdroglds significant at the 0.01 level (2-tailed).



