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ABSTRACT
The intent of this study was to examine the
perceived resources and obstacles which were related to the
utilization of mental health services by chronically
mentally ill Mexican American clients.

Specifically, the

study identified resources and obstacles encountered by six
chronically mentally ill clients and six family members as
they accessed various mental health services.
The study was conducted in the fall of 1985 from
clients currently receiving services from La Frontera
Center, Inc., Tucson, Arizona.

Data were interpreted

through content analysis to conceptualize and categorize
client and family member responses.

Chronically mentally

ill clients relied heavily on individuals such as friends,
therapist and priest as resources for mental health service
support.

In contrast, family members focused primarily on

institutions for resource support.

Financial resources,

institutional policies, denial, and the lack of personal
direction were listed as obstacles to seeking mental health
services by clients and family members.
Study results suggested that the perceptions of
traditional and nontraditional obstacles and resources by
Mexican American clients and family members continue to
viii

strongly influence utilization of mental health services
In particular, the issue of "stigma" and the personal
qualities and abilities of the therapist emerged as
significant descriptors in client and family member self
statements.

CHAPTER 1
INTRODUCTION
Although mental health services are available and
accessible to many individuals, persons not seeking
assistance for these services may have various reasons for
their actions.

Perhaps the perception of need differs

between client, service provider, or family member.

Client

expectations of agency services may contradict agency
policies or procedures.

Cultural norms or mores may differ

in definition of "normal" or "deviant."

Finally,

prospective clients may not be aware of available services
and how to access services within an agency.

If nursing is

to achieve its goal of comprehensive care for all
individuals, as stated in the Institute of Medicine Report
(1983), perceptions of personal resources or obstacles to
receiving help must be recognized and explored.
Consideration of those factors which influence help-seeking
behaviors for mental health services may be useful in
understanding and assessing potential or real barriers to
accessing these services.
Optimum health may or may not be a specific goal of
a particular individual.

By exploring each client's

perception of need, desire for assistance, or perceived
1
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resources and obstacles to an altered health status, the
nurse may be better prepared to help the individual help
himself.

Consideration of various processes reported

subjectively by the patient and not directly observable in
an individual's overt behavior may be helpful in
determining which perception influenced avoidance or
attraction to needed mental health services.

For this

study, the area of focus highlights cultural indices which
may impact on client's help-seeking behaviors.
Specifically, Mexican American families with a chronically
mentally ill (CMI) member were asked to describe obstacles
I

and resources various members had experienced when seeking
needed mental health services.
The incidence and prevalence of mental disorders
appear to vary among various cultural groups (Draguns,
1971).

Although these variations can be the result of

numerous factors; e.g., poverty, poor housing, lack of
education, unemployment and cultural or identity factors,
the variety of methods by which mental disorders are
defined and reported in different cultural groups appear to
be a particularly significant determinant of the rate of
reported incidence and prevalence (Draguns, 1971).

For

example, Frank (1961) discussed the cultural relatedness of
mental disorders and the attributed definition of mental
disorders acknowledged by cultural groups.

Definitions of

mental illness were found to be closely associated with
individuals' perceptions, attitudes, and values of the
social or interpersonal context in which the definitional
process occurred (Frank, 1961).

Similarly, Fadiman and

Knewman (1973) stated that mental disorders were
interpreted from behaviors which were not acceptable to the
majority of individuals in a defined cultural group.
Hollingshead and Redlich (1958) offered another
explanation:

"The perception and appraisal by other

persons of an individual's abnormal behavior as
psychiatrically disturbed is crucial to the determination
of whether a given individual is to become a psychiatric
patient or be handled some other way" (p. 172).

Thus, not

only does one's own perception of need determine whether or
not mental health services are accessed, but also others'
assessment of client need for such services impacts on
whether or not the individual enters the service system.
It has been substantiated that Mexican Americans
have a low rate of incidence and prevalence of mental
disorders (Abad, Ramos, & Boyce, 1974; Jaco, 1959).

One

explanation for this low rate of reported incidence can be
attributed to an underutilization of mental health services
(Karno & Edgerton, 1969).

As Chavez (1975) noted, "Many

Mexican Americans continue to attach verguenza (shame) to
receiving treatment for mental illness.

They are too proud

and sensitive to expose their personal problems to
outsiders" (p. xii).

Others have speculated that Mexican

Americans are more tolerant of "abnormal" behavior, more
protective of their mentally disturbed people, have their
own remedies, and view mental health facilities as quite
foreign to them (Burruel, 1975).

Given, then, that Mexican

Americans may define and handle mental illness differently
from other cultures, it is not surprising that a low
incidence of mental disturbances is reported in the
literature.
Although the incidence of reported mental illness
is low within the Mexican American population, for those
members who do seek mental health treatment, the
seriousness of the presenting problem is often viewed as
grave and very involved.

Morales (1978) noted that Mexican

Americans initially had more "severe psychiatric diagnoses"
when compared to other cultural groups.

It has been

suggested that the high rate of serious psychiatric
diagnoses among Mexican Americans may be the result of a
purposeful delay of admission into treatment.

Fabrega and

Wallace (1968) stated that the highly integrated Mexican
American family system seems to perpetrate avoidance or
postponement of separation from other family members, thus
resulting in delayed hospitalization.
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Mexican Americans may delay utilization of mental
health services because of their own cultural perceptions
in requesting services (Burruel, 1975; Hollingshead fie
Redlich, 1958).

Some Mexican Americans who chose

alternative methods of handling the disturbed person may
turn to a mental health facility after having exhausted
other resources, and other potential clients may never seek
mental health services at all.
Statement of the Problem
Research addressing the phenomena of
underutilization of mental health services by Mexican
American clients continues to be a paramount issue (Keefe &
Casas, 1980).

During the years 1970-1977, 248 articles

were produced dealing specifically with psychopathology,
psychotherapy, and mental health service delivery to this
population (Keefe & Casas, 1980), whereas in the decade
1960-1969, only 24 articles were found on a similar topic.
Although the knowledge base continues to expand about
Mexican Americans' mental health and cultural implications
which influence mental health service utilization, it is
appropriate and necessary to continue examining this
phenomenon because much information is still unknown.

As

intraethnic variables (e.g., religious practices, language
preference) evolve and new indices are defined, service
providers must become aware of the changing population

demand in order to provide more appropriate culturespecific services.
Early ethnographic studies reported minimal
information regarding specific methodological procedures
utilized to gather data, such as the specific questions
asked, the number of people questioned, and whether or not
English was a primary criterion for sample selection (Keefe
& Casas, 1980).

Thus, potential misleading generalizations

may exist because relevant subgroups such as generations,
socioeconomic status, or regional differences may have not
been adequately addressed.

Moreover, it is these specific

intraethnic variables which nurses in the mental health
profession must concern themselves because strategies which
are appropriate for one segment or subgroup may be
inappropriate for other racially or ethnically similar
subgroups.

Specifically, the absence of imposed language

constraints between nurse and client may potentially
contribute a rich source of information to complement
current knowledge.

A better understanding of the

difficulties encountered while seeking assistance from
mental health agencies by Mexican American clients and
family members may contribute to the development of
programs which better address the needs of this ethnic
group.
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Research efforts in this study examined the problem
of utilization of available mental health services by a
southwestern Mexican American population.

The study

attempted to identify how Mexican American CMI clients who
sought help from a mental health center and one family
member describe perceived resources or obstacles to their
utilization of mental health services.
Purpose
The purpose of this study was to identify the
resources and obstacles which were related to the
utilization of mental health services by CMI Mexican
American clients.

The scope of the research problem is

addressed in the following questions:

How does the Mexican

American chronically mentally ill client describe resources
and obstacles to his or her attainment of mental health
services?

How does one of the client's immediate family

members describe resources and obstacles to the client's
receiving mental health services?
Relevance to Nursing
A basic premise for many health professionals is to
attempt to meet the emotional, social, and/or physical
needs of the clients, rather than satisfying their own
needs.

Clarifying for oneself geographically prevalent,

though perhaps different, social and cultural perceptions
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of clients' resources or obstacles to utilizing mental
health services may be important to the delivery of
comprehensive nursing care by all nurses.

Nurses, as well

as other health professionalshave an expressed concern
regarding the underutilization or delayed utilization of
mental health services by Mexican Americans.

In light of

the fact that Mexican American clients are often more
seriously disturbed when treatment is sought than their
Anglo counterparts (Morales, 1978), it is evident that
these individuals are not being accessed by mental health
professionals at an early enough stage of illness
symptomatology.

Nurses are expected to provide services

for all people, yet the nurse's perspective on delivery or
scope of needed care may be limited or culturally biased.
Thus, the delivery of services to persons who do not share
similar views or values may be problematic (Chavez, 1975).
Consequently, the nurse may be overtly or covertly less
effective in the practice of nursing.
There is increased concern in the nursing
profession for more effective and efficient delivery of
human services.

Effective and efficient service delivery

may be related directly to nursing practice.

If altered

health and mental health services for Mexican Americans is
needed to reverse the documented pattern of
underutilization of services, findings of this study could

potentially contribute to the development of improved
programs for agencies which expect to serve the Mexican
American population.
Morales (1971) reported that Mexican Americans, as
a cultural group, are over-represented in penal
institutions and under-reprsented in other settings, such
as the mental health system.

Therefore, mental health

providers may conclude that Mexican Americans are poor
candidates for mental health services.

Little effort may

be expended to discern what factors, indigenous to the
mental health service system, may contribute to defined
underutilization.

Concomitantly, mental health providers

may avoid assessing cultural biases, taboos, or traditions
which impede or deter Mexican Americans from seeking
available mental health services.

Is the issue of

underutilization one of service system failure, cultural
orientation, or an interaction between the two?
A better understanding of the obstacles perceived
to impede utilization of mental health services by Mexican
Americans may assist all mental health professionals,
especially nurses, to provide and implement culturespecific strategies to offset this potentially selfdestructive pattern.

Understanding some of the real or

perceived obstacles to securing mental health services by
Mexican American CMI clients and family members may
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facilitate improved communication between the Mexican
American and other ethnic communities within the southwest
area of study.

Likewise, a better understanding of the

perceived resources which promote utilization of mental
health services may be helpful in the future program
planning of service agencies.

Implemented programs could

be more consistent with the unique needs of the Mexican
American community, especially in the areas of prevention,
case finding, consultation, and education.
An additional focus of this study is to emphasize
the need to improve the training of nurses in the mental
health profession to recognize the relation of racial and
ethnic traditions and practices to the everyday health
practices of their clients.

Nurses must be educated and

sensitized to a variety of perceived resources and
obstacles to seeking and utilizing offered services.

Once

the nurse is aware of these perceptions, he or she may
assume a treatment role which is most likely to result in
an effective relationship for all participants.

The use of

a bilingual person to collect data may interject further
understanding of the culture and its cultural influences
which impact on the use of available mental health
services.

However, it is also understood that being

bilingual does not necessarily assure a cultural
sensitivity, but may, in fact, provide only an additional

11

provider skill in treating this population.

Specifically,

the absence of a language difference between client and
nurse may extrapolate additional information which might
not otherwise be obtained.

In sum, findings of this study

may contribute to a better understanding of the dynamics of
cultural factors related to the detection and treatment of
the chronically mentally ill among Mexican Americans.

CHAPTER 2
REVIEW OF THE LITERATURE
The literature concerning the behavior and
attitudes of Mexican American clients toward utilization of
mental health servicess is replete with subjective
assertions and opinions (Jaco, 1959; Karno & Edgerton,
1969; Madsen, 1964).

Research data often are unconfirmed

by related or follow-up studies.

For example, Madsen

(1964) reported from a comparative study of the mental
health of Mexican Americans and Anglo Americans, that
Mexican Americans classify illnesses as "natural" or
"unnatural."

"Natural illnesses" were caused by the will

of God and "unnatural illnesses" were caused by witchcraft.
Mental disorders were classified within the unnatural
disease group caused predominantly by witchcraft; however,
some mental disorders were perceived to be imposed by God
as punishment for unacceptable behavior (Madsen, 1964).
Further, physical illnesses resulting from emotional
problems were classified as "natural" or physical disorders
caused by strong feelings such as susto, a frightening
experience, and bilioso, anger.
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Edgerton and Karno (1971), who studied perceptions
and attitudes toward mental disorders of Mexican Americans
and Anglo Americans, found no significant difference
between the two groups on various measures.

Unfortunately,

the methodological procedures within this study may have
compromised study findings; i.e., some respondents were
interviewed in Spanish and other respondents were
interviewed in English.

It was noted that respondents who

spoke Spanish were older, born and educated in Mexico, and
were more religious than their English-speaking
counterparts who were educated in the United States.

It is

surprising that despite these varying levels of
acculturation, no significant differences were found on
measures of attitude or behavior.
Underutilization of Mental Health Services
In general, research has found that Mexican
Americans underutilize public mental health services (Abad,
Ramos, & Boyce, 1974; Chavez, 1975; Jaco, 1959; Karno &
Edgerton, 1969; Padilla, Ruiz, & Alvarez, 1975).

Early

work by Jaco (1959) indicated that Mexican Americans in
Texas sought treatment for psychosis from a variety of
public and private psychiatric facilities at a rate
considerably lower than that of Anglo Americans and other
non-white groups.

Similarly, Karno and Edgerton (1969)

found that while Mexican Americans represented 10% of
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California's population, they accounted for only 2.2% of
state hospital admissions, 3.4% of state mental hygiene
clinic admissions, 0.9% of neuropsychiatry institute
outpatient admissions, and 2.3% of in-patient admissions to
jointly supported state-local facilities.

Furthermore,

they reported that only 3.3% of the resident population in
California's state mental hospitals in 1966 was Mexican
American.

Likewise, Torrey (1972) found that only 11% of

the clients of a San Jose, California mental health clinic
were Mexican American when the ethnic group made up 25% of
the census tract service population.
Some researchers offer the explanation that Mexican
Americans make less use of mental health services because
they have fewer emotional problems (Carlos & Keefe, 1978;
Hollingshead & Redlich, 1958; Jaco, 1959; Karno & Edgerton,
1969).

Although a plausible explanation for the

underutilization of services, research since the 1950's has
documented that the life experiences of the majority of
Mexican Americans has been characterized by discrimination
in education, employment, housing, and poverty (Ramirez,
1980).

Because these issues also are problems for other

populations, it is mandatory that mental health providers
identify the specific life experiences for this population
and how these experiences relate to service utilization.
For example, Hollingshead and Redlich (1958) found that a
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significant relationship existed between poverty and mental
illness such that higher levels of poverty correlated
positively with a higher incidence of mental illness.
Jaco (1959) offered another explanation for
underutilization of mental health services by Mexican
Americans; i.e., the strong emotional support provided by
the extended family system served to buffer the individual
during times of stress.

Similarly, Keefe et al. (1979)

observed that Mexican Americans who lacked the strong
emotional support from extended families were likely to
experience greater stress because they deviated from the
cultural norm.

Furthermore, these individuals were

unlikely to have substitute sources of informal support
(friends and neighbors) to turn to in time of need.
Cultural characteristics also have been recognized
as contributing factors to the low utilization of mental
health services (Chavez, 1979; Fabrega, 1967; Karno, 1966).
Chavez (1979) suggested that the pressures of a dual
culture may pose psycholojgical adjustment problems for
Mexican Americans because the first source of cultural
orientation for Mexican Americans is the immediate
environment, including the nuclear family, the extended
family, and the barrio.

As the acculturation process takes

place, the Mexican American is exposed to the broader
societal expectations, norms, and value system of the

16

majority culture, which may conflict with earlier
orientations.

Chavez (1975) noted, "If he abides by one

set of expectations, he may be sanctioned by one group but
ostracized by the other.

This dual socialization may have

some effects on his expectations when requesting mental
health services (p. 25)."
Cultural attributes such as the stereotypic image
of the Mexican American as fatalistic, macho and rural also
has been invoked to explain non-participation in mental
health services (Karno & Edgerton, 1969).

Other attributes

of the Mexican American culture which have been ascribed to
an explanation for underutilization of mental health
services are summarized in Jaco's (1959) description:
. . . a modest but proud people oriented toward the
present rather than the future, more dependent
. . . than competitive, [they] value individuality
more than individualism and more likely to be
content with existing circumstances of life,
preferring to cope rather than control . . . the
environment.
(p. 468)
Similarly, Karno (1966) asserted that "the Mexican
American's relative passivity, deference and polite
inhibited silence are poor equipment for successful
engagement in psychotherapy" (p. 519).
Verbal inabilities of clients have been offered as
another explanation for underutilization of mental health
services by Mexican Americans.

In a study by Shen,

Sanchez, and Huang (1984), 15 therapy groups of alcoholic
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patients composed of Anglo Americans, Mexican Americans,
and Native Americans were examined.

Anglo Americans were

found to be significantly more verbal than the others with
differences attributed to issues of bilingualism, "culture
marginality," or rural and urban lifestyles.

In contrast,

Chavez (1975) and Lorion (1974) suggested that the low
utilization rate of mental health services by Mexican
Americans might not be an indication of poor verbal skills,
but rather an incompatibility between needs and
expectations of the client and what is actually offered by
various facilities.

Ramirez (1980) clarified Burruel and

Chavez's (1974) findings by stating that the primary
incompatibility between needs and available services was
the lack of culturally appropriate treatment modalities
designed specifically to be responsive to and useful in
dealing with the mental health problems of Mexican
Americans.
Karno and Edgerton (1969) cited still other
explanations for underutilization of services:

high

service costs, inaccessible location of services,
inappropriate hours of facility operation, and a general
lack of service provider respect for the client.

Finally,

Carlos and Keefe (1978) suggested that one reason for low
utilization of services might be that the Mexican American
often problem-solved using more traditional sources such as
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physicians, a relative or compadre, or a priest/minister.
In Warner's study (cited in Burruel, 1975), many Mexican
American respondents stated they would use a mental health
center as a primary source of assistance with a mental
problem and counselors or the church as secondary sources.
Findings of this study revealed a strong avoidance by the
respondents of the terra "mental," with "nervousness" being
the preferred terminology.
Interpreting "traditional source" of assistance as
meaning curanderismo, Kiev (1969) and Torrey (1970) noted
wide use of curanderos, particularly by older, Spanishspeaking, relatively unacculturated people with low levels
of education.

In contrast to these study findings, a study

of 250 Mexican Americans in Tucson, Arizona, reported that
belief in traditional folk illnesses such as empacho (foodblocked intestine), susto (fright) and bilis (anger)
declined with acculturation and that many traditional
Mexican Americans were unlikely to believe in magical
diseases such as mal o.jo (evil eye) and mal puesto (hex)
(Holland, 1963).

Other researchers have noted that

curanderismo as an explanation for the underutilization of
mental health servicess may be overemphasized, particularly
in this decade (Edgerton, Karno & Fernandez, 1970; Keefe,
Padilla & Carlos, 1979).

Perhaps the impact of

curanderismo is a regional issue, with differences in
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belief systems and practices tied to local norms and the
availability of formal health or mental health facilities
(Ramirez, 1980).
Karno and Edgerton (1969) used a simplistic
approach of comparing a group's percentage representation
in the general population to their representation in the
population of mental health service users.

According to

the figures they obtained, they proposed that the expected
utilization figure should be 9% to 10% (Karno & Edgerton,
1969).

In such an approach, misleading and inaccurate

assumptions are potentially implied.

Ramirez (1982)

challenged the findings of Karno and Edgerton's (1969)
study by stating that the study's design established a
misleading precedent of simplistic data analysis (Ramirez,
1982).

A similar concern of design or methodology error in

interpretation is raised in assessing the many study
outcomes reporting on secondary data sets.

For example,

Kruger (1974) and Cuellar (1977) both utilized data
gathered from the Texas Department of Mental Health and
Mental Retardation (TDMHMR) statistics.

Although these

researchers were able to extract information pertinent to
their study interest involving the Mexican American
culture, whether or not this information accurately
represents the studied phenomenon is dependent on the
original study's purpose for data collection and procedural
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techniques such as random sampling, method of data
collection (questionnaire, interview, observation) or
specific questions posed to respondents.
Overutilization of Mental Health Services
Although many of the reviewed studies reported an
underutilization of mental health services by Mexican
Americans, several studies documented higher rates of
utilization by Mexican Americans than non-Mexican Americans
(Karno & Morales, 1971; Papajohn & Speigel, 1975; Wignall &
Koppin, 1967).

For example, Karno and Morales (1971)

reported that 90% of the East Los Angeles Mental Health
Services caseload in 1967 was Hispanic while only 76% of
the population was Spanish surnamed.

One explanation for

the higher rate of utilization by Mexican Americans has
focused on the development and implementation of a service
delivery system that is more responsive to Mexican American
clients (Burruel & Chavez, 1974; Trevino & Bruhn, 1977).
The relevance of provided services is aptly described by
Burruel and Chavez (1974):
Although it can be said that the direct treatment
approaches we utilize fall within the traditional
model, we modify them to meet the needs of the
client. For example, the mental discomfort a
person may be experiencing may be attributed to
environmental stress. Subsequent to a differential
diagnosis, we may find that a psychotherapeutic
approach may not be appropriate. Instead, we
attempt to deal with the current situation by
manipulating the environment, mobilizing community
resources, being advocates for the client and by
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providing a tangible service. Also, we often
deviate from conventional approaches such as length
of.contracts with clients--not abiding strictly
with the fifty minute hour or weekly interview, by
making home visits and/or telephone calls.
(p. 118)
"Responsiveness of provided services," as defined by
Burruel and Chavez (1974), relates to the specific dynamic
qualities or altered strategies employed by mental health
professionals to meet the cultural and personal needs of
clients.

On the other hand Keefe, Padilla and Carlos

(1978) viewed "responsive services" as meaning availability
or accessibility of the clinic or center, itself.

They

reported that Mexican Americans were more willing to use a
mental health center situated within their community
neighborhood than Anglo Americans.
A second explanation for overutilization of mental
health services is the influence of socio-economic status
(Ramirez, 1979).

Although study findings did not

differentiate among ethnic groups, lower income individuals
were reported as utilizing services at a greater rate in
Texas state mental hospital facilities than individuals in
higher income groups.

Because the reviewed literature has

identified that many Mexican Americans are characterized as
having limited economic resources (Ramirez, 1980), one may
infer a high utilization rate of services for this ethnic
group.
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Accurate knowledge about the subject of mental
health service utilization by Mexican Americans is unclear.
As Karno and Edgerton (1969) and Keefe, Pad ilia and Carlos
(1979) pointed out, Mexican Americans are no more or no
less perceptually predisposed than Anglos to recognize and
disclose mental illness.

However, two points have emerged:

(1) perceived cultural differences affecting utilization of
mental health services are far from being simplistic or
straightforward; and (2) no single pattern toward
utilization of community or hospital mental health services
has been identified among Mexican Americans.
A major factor contributing to the discrepant
indices for the utilization of mental health services is
the nonconformity status of study findings examining the
issue of the support system or the familia found in the
Mexican subculture.

The literature confirms the existence

of a strong extended family system in the Mexican
subculture (Jaco, 1959; Madsen, 1964).

These strong

familial ties often are interpreted by some as not existing
in Anglo and Black cultures and therefore serve to better
insulate the Mexican American against the onset of mental
illness (Ramirez, 1982).

Furthermore, several previously

discussed investigators have reported the strong influence
of the Mexican American family as a source of primary
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support (Fabrega f i e Wallace, 1 9 6 8 ; Jaco, 1 9 5 9 ; Madsen,
1969).
In contrast, a recent study by Keefe et al. (1979)
compared the Mexican American family support system to that
of Anglos and arrived at this conclusion:
In sum, although our research shows that Mexican
Americans rely greatly on familial support there is
no indication that this is a uniquely Mexican
American trait. In fact, the portrait of the
isolated Anglo seems dubious at best. . . .
. . . with this in mind, rather than accentuating
the strength of the Mexican American extended
family, as opposed to the Anglo extended family and
its superiority in the alleviation of emotional
problems, we might better emphasize the intensified
isolation and stress experienced by those Mexican
Americans who lack supportive families and the
implications this has for treatment. (p. 151)
In sum, conflicting evidence with respect to
patterns of mental health service utilization by Mexican
Americans has not only brought some study conclusions into
question, but also has documented that underutilization of
mental health services by Mexican Americans is not a
homogeneous finding (Wignall fie Koppin, 1969; Trevino fie
Bruhn, 1977).

The confusion over interpretations of

different study results also is complicated by issues of
poor study design or data analysis, as noted by Ramirez
(1982) in his review of Karno and Edgerton's 1969 seminal
work.
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Conceptual Framework
In reviewing the literature, the absence of
specific indices and the effects of the culture on
receiving mental health services became apparent.

Role

theory may provide a better understanding of the
relationship between the client seeking services and the
perceived resources and obstacles in utilizing those
services.

Role theory as defined by Biddle (1979)

". . . is a science concerned with the study of behaviors
that are characteristic of persons within contexts and with
various processes that presumably produce, explain, or are
affected by those behaviors" (p. 4).
Roles dictate what is appropriate and inappropriate
for an individual within a society.

Thus, roles dictate to

an individual what they "should" and "should not" do.

Role

also is referred to as the set ". . .of expectations held
by relevant others concerning how the rights and duties of
a position should be carried out" (Linton, 1936,
pp. 113-114).

Role expectations are normative and

evaluative in character and are the culturally derived
blueprint for behavior (Gordon, 1966).

Role expectations

as defined by Biddle (1979) are
"subject-held or emitted statements that express a
modal reaction about characteristics of object
persons. . . . Expectations are used to account
for behavioral uniformity, for influence attempts,
for conformity, ... for the persistence of social
systems. (pp. 132-133)

25

Persons are socialized to become aware of their
roles and their roles to some extent are governed by the
fact of their awareness (Biddle, 1979).

Cantril (1959)

noted that a large part of perception depended upon the
expectations that one brought into a particular setting.
Perceptions are the awareness of the object or conditions
about self; therefore, perception is generally dependent
upon the impression various objects have made on the
senses, one's understanding of these impressions, the
meaning applied to these impressions, and the recognition
of impressions (Allport, 1955).

Likewise, perceptions are

originated by one's own experiences (pleasant and
unpleasant) through the observation of others'
characteristics, through social perception and, lastly,
through the exposure to those who express them (Biddle,
1979).

Therefore, perception may be viewed as the

amalgamation between past experiences and present norms and
circumstances.
Roles can be explored in the context of families,
groups, organizations and society.

Gordon (1966) suggested

that "the concept of role is highly useful because it
offers a means of studying both the individual and the
collectivity within a single conceptual framework" (p. 21).
He further stated that role provides the means by which
individuals are able to engage in reciprocal activity with
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others.

In other words, roles attend to the how and why of

the reciprocal relationship in the larger system.
Similarly, Parsons (1951) defined roles as "reciprocal
orientations."
Many researchers have suggested that members of
minority groups have unique strengths, based on cultural
traditions (roles), that enable them to cope differently
with stress (Jaco, 1959; Meadow & Stroker, 1965).

The

reciprocal relationship between role and stress as
postulated by Jaco (1959) is that Mexican Americans suffer
less mental illness due to the strong familial support
system found in the Mexican subculture.

Similarly, Kiev

(1968) pointed out that the problem of the individual
becomes a family problem; hence the resolution of the
problem is perceived as a family responsibility.
How the client and/or family ultimately perceive(s)
the resources and obstacles in receiving mental health
services and their role in securing needed services may
well influence prompt or delayed utilization of services.
Mexican Americans are socialized to believe in selfsufficiency and the interdependence of the family unit
(Burruel, 1975).

Therefore, in a crisis, the family is the

primary source of support and assistance.

To seek help

from outsiders is to discredit the family (Madsen, 1969).
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In sum, the perceived resources and obstacles to
utilization of mental health services may, in fact, impact
upon seeking services.

Families are the locus of much of

the adult, personal behavior for Mexican Americans, and
families are the system in which initial socialization
takes place.

Thus, it may be inferred that acquired

perceptions from the family about available mental health
services may be closely related to the utilization of those
services.

Therefore, the person's behavioral repertoire

may best be understood by examining personal and family
perceptions about a specific topic while recognizing and
accounting for cultural influences impacting on these
perceptions.

Figure 1 illustrates the interactive

relationship between three components:

perceived obstacles

and resources; socio-cultural influences; and utilization
of mental health services.

Perceived obstacles and
resources to utilization"
of mental health services
(perceptions, stimuli)

Socio-cultural
influences
(roles, expectations

Utilization of mental
health services
(behavioral effects)

y

\

-K

V

Phenomenal self-report
Fig. 1. The Reciprocal Relationship Between Perceived Obstacles and
Resources to Utilization of Mental Health Services
_ direct interaction loop
- direct feedback loop

CHAPTER 3
METHODOLOGY
The primary purpose of this study was to identify
the perceived resources and obstacles of Mexican Americans
which were related to their utilization of mental health
services.

The type of research determined to be most

appropriate to the achievement of this objective was an
exploratory design.

An exploratory approach is useful in

the discovery of significant variables and relationships
which may then constitute the foundation for subsequent,
more rigorous testing of developed hypotheses (Kerlinger,
1973, p. 406).

Furthermore, an exploratory design also was

selected because of the lack of direction provided in the
literature due to the many discrepancies reflected in the
reviewed research findings.
Definition of Terms
Mexican Americans.

Adult individuals whose families are

from Mexico, but who are permanent residents of the United
States, and who were born in the United States or whose
parent(s) were of Mexican descent.
Chronically Mentally 111.

An adult client having been

diagnosed as either schizophrenic or bipolar, with known
29
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symptomatology for a minimum of 2 years duration (DSM III,
1980).
Client.

A Mexican American adult, over the age of 18, who

is currently receiving mental health services at La
Frontera, and living with a member of his or her immediate
family.
Mental Health Services.

A range of services provided by

mental health professionals and paraprofessionals to
alleviate and/or assist individual and/or family
functioning.
Utilization of Mental Health Services.

The actual,

personal contact by an individual with an agency which
provides mental health services.
Obstacle.

"anything which literally or figuratively stands

in the way of one's progress; impediment" (Guralnick, 1980,
p. 982).
Perceived Obstacles.

The client's and significant family

member's stated awareness of barriers in seeking mental
health services.
Resource.

"Something that lies ready for use or that can

be drawn upon for aid or to take care of a need"
(Guralnick, 1980, p. 1211).
Perceived Resources.

The client's and significant family

member's stated awareness of aids in seeking mental health
services.
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Cultural Differences.

The cultural matrix that

distinguishes one group from another by sex roles, cultural
values, social upbringing, coping mechanisms, economics and
language (Becerra, Karno, fie Escobar, 1982).
Sample
A convenience sample of six CM1 clients and six
significant family members from the immediate family (e.g.,
father, mother, wife, husband, sister, brother) were
contacted for participation in the study.

All subjects had

an understanding of the English language.

Interviewed

clients and family members were living in the same
residence, and criteria for sample selection of
participants were:
1.

Participants must be willing to fill out the
questionnaire and consent to an interview after reading
and discussing the subject disclaimer form.

2.

Participants must be an active client of La Frontera or
a family member of someone receiving mental health
services at La Frontera.

3.

Participants must be Mexican American and at least 18
years of age with some understanding of the English
language.

4.

Participants receiving services from La Frontera Center
must be diagnosed as chronically mentally ill.
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5.

Participants from the same family must be living with
one another in the same residence.
Human Subjects Committee approval was obtained from

the Ethical Review Committee in the College of Nursing at
the University of Arizona prior to data collection (see
Appendix A).

In addition, approval was obtained from the

Institutional Review Committee, a sub-committee of the
Board of Directors of La Frontera Center, Inc. (Appendix
B).

The proposed study was presented next to the Follow-Up

Team of La Frontera, where the majority of the clients
assigned to that team are CMI's.

Staff members were

advised that the study involved an exploratory
investigation to describe the phenomenon of Mexican
Americans' perceived resources and obstacles in utilization
of mental health services.
A list of potential clients were identified by the
therapists based on the pre-set sample criteria for the
study.

Following identification of potential subjects,

therapists asked the selected individuals for permission to
identify their names to the researcher as possible
voluntary participants.

Following explanation of study

purposes by the researcher and agreement to become a
participant, clients were asked to identify one family
member who could be contacted for interview.

For the

purpose of protecting the agency and the participants of
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the study, as well as abiding by La Frontera1s research
stipulations, the participants were asked to read and sign
a subject disclaimer form in Spanish or English (Appendix
C).

The disclaimer form, in conjunction with verbal

information, was presented to prospective subjects for
review prior to their voluntary participation.
Furthermore, neither the client's name, the name of the
family member, or authorization for release of information
was recorded on data collection sheets.
Setting
The setting for the study was La Frontera Center,
Inc., a comprehensive community mental health center
located in the southwest.

La Frontera Center, Inc. was

founded in 1966 and was incorporated in 1968 as a private,
non-profit organization.

The center was primarily funded

by the National Institute of Mental Health (NIMH) in 1969.
The center is conveniently situated in the barrio so that
the provided services are accessible to the designated
service population.
Although La Frontera is located within the square
mile of the City of South Tucson, it serves the
southwestern and eastern portions of metropolitan Tucson,
and the adjoining rural areas of Pima County.

Pima South

and Pima East catchment areas have a total population of
approximately 375,000 people.

However, the geographic and
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demographic composition of the two catchment areas are
distinctively different.

Pima South catchment area, for

example, has the highest unemployment rate, with over onehalf of the families with incomes below the poverty level
(La Frontera, 1985b).

Furthermore, this area has the

lowest level of educational attainment, highest arrest
rate, highest proportion of welfare recipients (such that
almost two-thirds of the families receiving public
assistance in Pima County live in the Pima South area), and
the largest percentage of families living in crowded
conditions within Pima County (Chavez, 1979).

In addition,

the Pima South catchment area has the highest concentration
of minorities (51.9%) of any catchment area within the
state, with 41.2% being Mexican American (La Frontera
Center, 1985a).

The most recent Patterns of Utilization

Report (La Frontera Center, 1985a) indicated that 44.3% of
Mexican Americans from Pima South utilizing outpatient
services at La Frontera lived in the same geographical area
as the location of the center.
The goals of La Frontera are: (1) to deliver
quality and efficient services to the representative crosssection of the catchment areas, (2) to provide programs and
services specifically targeted to the "high risk" group,
e.g., minorities, CMI's, and (3) to provide quality
services in a non-threatening manner that are sensitive to
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the needs, rights, and cultural differences of the clients
(La Frontera, 1985b).

The services of La Frontera have

received wide publicity both locally and nationally.

A

conscious effort by the staff at La Frontera is directed
toward formally developing culturally-appropriate treatment
modalities which become a coherent, applicable system of
care that is responsive to, and useful in, dealing with the
mental health problems of Mexican Americans.
Since its inception in 1969, La Frontera has
consistently provided comprehensive mental health services
from a community perspective within several geographicallylocated facilities.

Specific services include:

services

for children and youth, adults and families; substance
abuse services; long-term care services,
medical/psychiatric services, and consultation and
education services (La Frontera, 1985b).

Treatment

approaches include individual, conjoint, family and group
therapy.

However, treatment modalities may vary for each

service population when appropriate.

Referral sources

include schools, social agencies, physicians, courts,
correctional facilities, churches, public agencies, other
mental health facilities, friends, family, and self
(Chavez, 1975).
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Instruments
Demographic data were obtained from a survey
questionnaire asking information regarding age, sex,
education, source of income, living situation, and place of
birth (Appendix D).

Other demographic variables included:

number of brothers and sisters, marital status, language
preference and the family member's relationship to the
client.

Demographic data were obtained from both the

client and the family member.
A structured interview was designed to elicit
information about variables believed to be perceived as
resources or obstacles to the utilization of mental health
services by Mexican Americans.

The interview schedule was

developed in both Spanish and English, and questions were
open to some flexibility in translation to allow the
researcher to make a better estimate of the respondent's
beliefs and attitudes (Appendix E for client responses;
Appendix F for family member responses).

The interview was

selected as the methodology of choice for this study
because the researcher's familiarity with this ethnic
population.

It was determined that participants would be

more responsive to a more personal approach and would be
more likely to express themselves than could be expected in
response to a questionnaire format.

As noted by Kerlinger
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(1973, p. 484) "responses from open-ended questions can
suggest possibilities of relations and hypotheses."
Kerlinger (1973) also noted that interviews were
time consuming, but the methodology was a powerful tool for
eliciting people's behavior, feelings, and attitudes.
Similarly, Polit and Hungler (1983) suggested that personal
interviews were a powerful method of securing information,
although it can be a costly method in terms of resources.
Procedure
The interview contained questions regarding the
client's and family member's perceptions or descriptions of
resources and obstacles in utilizing mental health
services.

Participants were asked to first describe or

recall the process of seeking assistance from a mental
health agency. Next clients and family members were asked,
"what things were helpful to you during this process" and
"what things were not helpful during this process."

After

the general response was obtained, participants also were
asked to specifically address the rationale for selecting
mental health services, at what point participants sought
services from a mental health agency, and how long it was
after the person was formally diagnosed by a doctor that
services were accessed.

Clients and family members then

were asked if they still experienced obstacles (barriers)
to seeking mental health services.

The final question of
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the interview schedule encouraged participants to provide
any additional information that they thought might be
helpful to illuminate the phenomena of utilization of
mental health services.
Data were collected in the fall of 1985, with
interviews lasting from 1 to 2 hours with a mean time of
1.5 hours.

Interviews were conducted by the researcher in

participants' homes.

All interviews were recorded with a

portable audiotape, and all tapes were translated into
English when necessary and transcribed into written form
within two weeks.
A content analysis for the purposes of identifying
qualitative themes across client and family member
interviews was used to classify responses.

Regarding

content analysis, Kerlinger (1973, p. 525) stated that
content analysis is a method

. .of studying and

analyzing communications in a systematic, objective and
quantitative manner to measure variables."

After careful

language interpretations and review of the transcribed
responses, similarities and differences across identified
themes were noted for family member and client responses.
Major themes were assigned meaningful labels, and
descriptive client and/or family member self-statements
were categorized under each underlined label.

Each

labelled category was described by a minimum of one
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self-statement.

Finally, categories and descriptive self-

statements were presented to two independent reviewers
because of their familiarity with content analysis
procedures.

Reviewer comments and suggestions were

incorporated into the final outline to attain consensus on
researcher-developed labels for categories.

CHAPTER 4
RESULTS
Descriptive Statistics
The convenience sample was comprised of six Mexican
American clients and six Mexican or Mexican American family
members.

Five of the six clients were diagnosed as having

a chronic schizophrenia disorder, and one client was
diagnosed as having a chronic bipolar disorder (Table 1).
The client group was composed of an equal number of males
and females (see Table 2 for sample characteristics).
Clients' ages ranged from 18 to 61 years, with a mean age
of 31.3 years.

Two thirds of the client group (N = 4) were

less than 39 years of age.

The clients' educational

achievement ranged from a minimum of 3-5 years to a maximum
of 12 years, with one client having completed some college.
The mean educational achievement for clients was
10.5 years.
Table 1
Mental Disorder and Sex of the Client

Male
Schizophrenia
Bipolar

Total

Sex

Disorder

2
1

Female
3

40

5
1
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Table 2
Frequency Distributions Across Sample Characteristics for
Clients and Family Members

Variable
Client Diagnosis
Schizophrenia
Bipolar
Sex
Male
Female
Age
18-28

29-39
40-50
51 -61
Marital Status
Single
Married
Separated or
divorced
Educational Level
Completed

Client

Family Member

5
1

3
3
Mean = 31 .3
2
2
1
1

1

5
Mean = 41
1

0
2
3

4
1

5

1

1

Mean = 10.5

Mean = 8.5

0-2

3-5

1

1

1

2
2

4

1

6-8

9-11
12 or more
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Five of the six clients were single, and two thirds
(N = 4) of the clients had never married.

Although some

clients reported they had lived on their own at one time or
another, a criterion for study inclusion was that all
clients currently be living at home with a significant
family member.
States.

All the clients were born in the United

The majority of the clients were born in urban

areas, but only one of the six client participants was a
native of Tucson, Arizona.

Two of the clients preferred to

conduct the interview solely in English, but the other four
clients preferred to use Spanish and English
interchangeably.
The family member selected for interview by the
client was the person who had been closely associated with
the client and was residing in the same household.

Four

family members were parents (all mothers); one member was a
husband; and one member was a daughter.

Five of the six

family members were female, and the sole male family member
was the husband of the only married client (see Table 2).
Family members' ages ranged from 18 to 61 years, with a
mean age of 48 years.

Family members' educational level of

achievement ranged from a minimum of 3-5 years to a maximum
of 12 years.

A mean level of 8.5 years was computed, with

the score equivalent to the completion of a junior high
school education.
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Half of the family members were born in Mexico and
immigrated to the United States from rural areas.

The

average stay in the United States for those born in Mexico
was 27.3 years.

The remainder of the family members (N =

3) were born in the United States.

Two of the family

members were monolingual, and the entire interview process
and questionnaire completion was conducted in Spanish.

The

remaining four family members preferred to use Spanish and
English interchangeably.
Although family members and clients resided in a
predominantly lower socioeconomic area, their incomes
varied.

The sole source of income reported for all clients

was Social Security Income (SSI).

In contrast, family

members reported several income sources such as Social
Security, welfare assistance, and military pension(s).
Despite the fact that the investigator did not inquire
about the combined household income, it could be estimated
from observation and the fact that two to five people lived
in each home, that approximately two thirds of the families
were fairly poor.

The household income would be estimated

at below the poverty level of $10,178 for an average
household of four persons (U.S. Department of Commerce,
1985, p. 454).

It can be concluded that the outlined

socio-economic demographics reflect the characteristics of
the Pima South catchment area population served by La
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Frontera described as an area with a disproportionate
number of minorities and low income families (La Frontera,
1985b).
The referral process to La Frontera is an
additional point of interest.

As indicated in Table 3, two

thirds of the clients (N = 4) were referred to the mental
health outpatient clinic by institutional sources including
hospital personnel, a private therapist, and personnel at
the Department of Economic Security.

The remaining third

of the clients (N = 2) were referred by informal social
support resources of parent and friend.
Table 3
Sources of Referral to La Frontera Mental Health Center

Source
Private therapist
Hospitals
Department of Economic Security
Mother
Friend

Total
1
2
1
1
1

Primary Data Analysis of Research Questions
Client Responses
The first research question of this study asked:
"How does the Mexican American chronically mentally ill
client describe resources and/or obstacles to his or her
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attainment of mental health services?"

Two major

categories emerged from the content analysis of
participants' self-statements:

(1) Formal Support Systems,

identified as institutions (mental health center),
professional roles (therapist, priest) and programs; and
(2) Informal Support Systems, identified as family members
and friends.

Self-statements were subdivided into two

phases to more clearly depict the process orientation of
some responses.

The phrases "Initial Phase" and "Current

Phase" were selected as descriptive and meaningful labels.
Self-statements depicting family member or client costs or
barriers to seeking mental health services were viewed by
the researcher as obstacles, and self-statements describing
aides to seeking mental health services were viewed by the
researcher as resources.
The Initial Phase (Table 4) is defined as those
actions which were initiated by the client and/or family
member to cope with the overt, unacceptable client behavior
prior to formal entry into the mental health service
system.

The Current Phase (Table 5) is defined as

beginning with the initial help-seeking actions by the
client and/or family member from the formal mental health
system (e.g., hospital, therapist) and extending to the
present time when all clients are maintained in the
community through contact with the La Frontera Center.

Table 4

A Comparison of Client arid Family Member Self-Statements
Describing the Initial Phase of Seeking Mental Health
Services
Formal Support Systems

Informal Support Systems

Client Self-Statements
(Resources)
Professional Assistance
"Doctors"
"Private therapist"
"Hospital"
Programs
"Day programs"
"COPE
"La Frontera"
Religious Support
"Church"
"Went to see a priest"

(Resources)
Seeking friend's
affIrmation or~consensus
"A priest t know as a
friend"
"Used to ask friends
about me"
Assistance from family
"I told my mother I
needed help"
"My children did
everything"
Seeking stranger's
affirmation
"1 would ask strangers
questions about myself

"Curandera"

(Obstacles)

(Obstacles)

Family Member Self-Statements
(Resources)
Professional Assistance
"Doctors"
"A Mexican lady"
"Private therapist"
"Hospital"
Personal contact with
professional
"I called a friend
(professional) to
tell me what to do"
Religious support
"...went to a priest"
"Senora-Curandera"

(Resources)
Assistance from
professional."Trlend
"I called a friendat a
mental health
center..."
"I have friend that had
experience..
Assistance from family
"My family, all
together..."
"I asked my daughter
to try to talk to her"
Assistance from friend
"I didn't know what to do
if she hadn't help me"
Religious support
"...going to church every
Sunday"
"Prayed to God"

(Obstacles)

(Obstacles)
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Table 5

A Comparison of Client and Family Member Self-Statements
Describing the Current Phase of Seeking Mental Health
Services

Formal Support Systems

Informal Support Systems

Client Self-Statements
(Resources)
Professional referral
•'The therapist told us to
go to La Fronter"
(Obstacles)
Decrease in professional
resources
"Not enough of people that
can deal with us

(Resources)
Assistance from friend
"friend"
Assistance from family
"My mother..."
(Obstacles)

Family Member Self-Statements
(Resources)
Professional resources
''La Frontera"
"Kino"
Programs
"La Frontera"
"COPE"

(Resources)
Financial dependency
on the client
"His money is the only
money we get"
Assistance from family
JIMy brother takes care of
everything for my mother
Decrease in personal
resources
"The family won't deal
with him any more"

(Obstacles)

Decrease in financial
resources
"It was too expensive..."
"I couldn't afford it..."
(Obstacles)
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For clients, the process of help-seeking in the
Initial Phase was first categorized as seeking assistance
by way of institutions and individuals from their Formal
Support System.

Professional assistance, programs,

religious support, and curandera were four areas of formal
support described by clients.

In contrast, clients'

Informal Support System was described by a one-to-one
contact with familiar individuals or strangers.

These

findings are congruent with the literature in that Mexican
Americans were reported to more frequently utilize their
personal physicians, relatives and friends because these
individuals were perceived as more relevant and responsive
to their needs, instead of formal mental health providers
and institutions (Carlos & Keefe, 1978; Keefe, Padilla &
Carlos, 1979).

No obstacles to seeking mental health

services were reported.
Help-seeking activities during the Current Phase
noted that all clients eventually utilized formal mental
health services through means of a one-to-one personal
contact.

Clients also described several obstacles to

seeking mental health services during this time.

For

example, one client reported that the mental health center
was the last resort because of a lack of financial
resources.

Another client reported that all other

professional and personal resources were utilized, except
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for La Frontera.

Regarding the Informal Support System,

friends and relatives continued to be an important source
of support for clients during the Current Phase.
In response to the interview question which asked
participants to specifically describe helpful resources
encountered during the process of seeking mental health
services, it was noted that clients relied heavily on
individuals and specific individual roles for formal
support (see Table 6).

The church, therapist, curandera,

and telephone assistance were identified as helpful formal
support systems.

Clients seemed less likely to identify

helpful formal support mechanisms or services than family
members, and three areas of informal support were
identified:

interpersonal influences, intrapersonal

influences, and role of self.
When questioned about obstacles to mental health
utilization, clients quickly described a number of formal
obstacles including decreased financial resources,
inadequate referral processes, stigma of mental illness,
denial, and role of therapist (Table 7).

Most of the

client responses in the formal support system focused on
the formal aspects of stigma.

In the context of this

study, stigma meant the loss of reputation, disgrace,
demerit, and a feeling of verguenza (shame).

Informal
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Table 6

A Comparison of Client and Family Member Self-Statements of
Helpful Resources Within Formal and Informal Support
Systems

Formal Support Systems

Informal Support Systems

Client Self-Statements
Church
"A nun came to see me"

Interpersonal influences
"Friends and family"
"Someone to talk to"

Curandera
Role of therapist
"Being treated nicely"
"She taught me to
continue with my
life"
Telephone assistance
"rtelp on call"
"Hotline"

Intrapersonal influences
"Being active" vs. "calm
my nerves, put things
out of my mind"
"Facing the world"
Role of self
"Being myself"

Family Member Self-Statements
Attendance at formal program
"Day programs'*
Availability of mental
health center
"Helpful to have La Frontera
in the neighborhood"
Referral process
"Getting appropriate or
helpful answers"
"Having a friend to tell
me about the Center"
Role of therapist
"A Spanish speaking person"

Intrafamily influences
"We know now to talk
to

Table 7
A Comparison of Client and Family Member Self-Statements of
Non-Helpful Obstacles Within Formal and Informal Support
Systems

Formal Support Systems

Informal Support Systems

Client Self-Statements
Decrease of financial
resources
"...not being able to
afford my private
therapist"

Lack of self respect
''...they're going to think
I'm going crazy...and
not respect me anymore
if I lose my mind."

Inadequate referral process
"waiting"

Lack of support
uHe won't go to La
Frontera, which would
help if he understood."
"No one else from the
family would help."

Stigma
"...I hate going to La
Frontera"
"I don't know what the
people are thinking in
the group."'
"Something held me back"
"Felt ashamed...too proud"
"Treating me like a baby"
"...I was embarrassed"
Denial
"...I didn't think I was ill"
"I was so freaked out..."
"I couldn't accept it."

Role of self
"...to do the right
things for myself."
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Table 7, Continued

Formal Support Systems

Informal Support Systems

Client Self-Statements (continued)
Role of therapist
"The therapist asked too many
questions
Direction:
Lack of direction:
"...at that point I needed
someone to tell me
where to go..."
"The Dr. didn't tell us
where to go."
Not knowing enough
''...take her home and love
her."
"This was new."
Family Member Self-Statements
Decrease of financial
resources
''The bottom line is always
money."
"It's hard for poor people
to get help."
Stigma
"Feeling verguenza"
"we are not used to
things like that."
"A place to rid her of
her fears."
Consejos (advice)
"...needs to be older
...with more experience"
staff turnover

Denial
~1,TMy"~Kusband refused to
believe it."
"It was hard to convince
him (son) to go up
th6T6
"
"He didn't look like the
others."
"He was very different
from the other kids as
he was growing up."
Stigma
"...his brothers
embarrassed of him."
"I didn't want my friends
seeing her."

Prescribing medication
"They would take her and dope
her up on all these pills..
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Table 7, Continued

Formal Support Systems

Informal Support Systems

Family Self-Statements (continued)
Lack of sensitivity
"The people that came to
talk to us were cold and
uncaring."
Treatment approach
"Anglos put things in
'either-or* situation. It's
either your mind or your body."
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obstacles included lack of self respect, lack of support,
and role of self.
Family Member Responses
The second research question asked "How does one of
the client's immediate family members describe resources and
obstacles to the client's receiving mental health services?
Family members described a similar process of seeking mental
health services as the client (Tables 4 and 5).
Approximately one third of the family members reported that
they resorted to formal mental health services upon
recognition that they could no longer handle the client's
uncontrollable or unmanageable behavior at home.

Another

third of the group were referred to La Frontera after a
hospitalization and not knowing where else to turn.

No

obstacles to seeking mental health services were initially
described by family members for either the Initial or Current
Phase of service utilization. Family members frequently cited a
lack of or a decrease in financial support as an important
informal impetus to seeking help. It is evident from a review of
family member comments in Table 5 that financial concerns were as
important as emotional or institutional support in the decision
to seek mental health services.
In response to the interview question regarding
helpful resources, family members were found to rely
heavily on institutional formal support ties (see Table 6).
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The presentation and availability of educational programs
was viewed as helpful, along with an appropriate referral
process and a bilingual therapist.

It was interesting to

note that family members were able to identify one only
resource for an informal support system, labeled as
intrafamily influences.
Family members, like clients, were quick to
identify obstacles to mental health service utilization
when specifically directed to do so (Table 7).

For

example, the desire for definite guidance, answers or
pointed suggestions and information were uppermost in
family members* minds, yet they were not able to activate
these desires for a number of reasons such as stigma or
decrease in financial resources.

The prevailing sense

throughout the family interviews was one of not knowing
what to do.
Family members also voiced an expectation that they
and their loved one would be treated in a holistic manner
combining issues of mind and body, yet it was noted that
"Anglos put things in 'either-or' situation.
your mind or body."

It's either

Another unmet described expectation by

a family member was that of consejos.

Although consejos is

translated in English as advice, consejos, in the context
of this study, meant to seek an interpretation and
understanding of the client and self from someone that was
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more experienced (with life).

In addition the respondent

stipulated that individuals providing consejos need to be
older and knowledgeable, but not necessarily more educated.
Consejos was further conveyed as the desire for an
interpersonal involvement (discutir-discuss) with the
therapist, for the purpose of resolution.

To date, the

family member voicing this need and expectation had not
found a satisfactory solution.
Comparison of Client and Family Member Responses
Reviewing participants' descriptions of the process
involved in securing formal mental health services, one
family member and one client sought the services of a
curandera or a senora prior to seeking a formal mental
health provider.

This finding may indicate that

curanderismo is still seen as a viable source of assistance
among some Mexican Americans.

It is interesting to note

that both clients and family members seem to equally value
religious and professional sources of formal support during
the time they are initially seeking mental health
assistance.

In addition, only family members described

personal contact with a mental health professional as an
informal support during this time.

No client or family

member initially seeking mental health services described
any obstacles to desired treatment.
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In general, responses from both clients and family
members were fairly equal in quantity about family and
friends serving as an informal support.

Friends and family

members were utilized across both phases.

This

characteristic result found among Mexican Americans may be
a source of intervention strategy for mental health
professionals to emphasize and conscientiously incorporate
into treatment plans.
Family members described an inequitable
distribution of resources between formal and informal
support systems.

For example, institutions such as day

programs and a mental health center constituted the largest
proportion of formal system resource responses, yet only
one theme, intrafamily influences, was identified by family
members under informal support systems (see Table 6).

In

contrast, clients identified approximately an equal number
of themes across the two major categories of formal and
informal support.

However, more emphasis was placed on

individuals in their respective roles than on institutional
support.

For example, clients were the only ones to

identify church and curandera as positive indices of formal
support.
Although family members and clients described a
minimal number of resources while accessing mental health
services, Table 7 is replete with information regarding the

non-helpful indices described by participants in seeking
mental health services.

Unfortunately, no distinction was

made between the time prior to entry into the mental health
service system and while currently in the system.

During

the course of the interviews, particularly as all
respondents became more comfortable in the interview
situation, clients and family members could easily identify
help-seeking obstacles.

Generally, clients and family

members responded similarly across the two major support
categories; however, family members identified more formal
obstacles and were more descriptive in their comments.
Perhaps these descriptions may indicate a greater level of
involvement with the formal system by family members as
compared to the clients.
A predominant feature across the three tables
describing participant responses was the role of the
therapist and/or the professional referral.

This role

expectation was to provide helpful intervention, e.g., how
to organize their lives, where to go for assistance, or
someone that could communicate in their own language.
Furthermore, issues specific to the culture emerged
(consejos, curandera) across the three tables.

The fact

that these issues emerged may indicate the respondent's
awareness of and comfort with the investigator's bilingual
ability and personal familiarity with the culture.
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The essence of therapy is based on the interaction
between client and therapist (Hollingshead & Redlich,
1950); therefore, both parties minimally must be capable of
communicating with each other.

The incompatibility between

a monolingual Spanish-speaking client and a monolingual
English-speaking therapist is cited often as an obstacle to
mental health services for Mexican Americans.

The majority

of participants in this study population was bilingual, and
a significant number (N = 2 family members) of the sample
preferred to communicate in Spanish.

CHAPTER 5
DISCUSSION
The literature has documented that the incidence
and prevalence of mental health disorders varies among
diverse cultural groups.

Although this cultural variation

has been attributed to several factors, one salient element
appears to be client or family member perceptions of
obstacles and resources experienced during the utilization
of mental health services.

The under or over-utilization

of mental health services by Mexican Americans has been of
great concern to some researchers and clinicians (Cuellar,
1977; Ramirez, 1980; Ramirez, 1982), but results of these
investigations have produced confusion and an unclear
determination of causality for observed service utilization
practices.

A few studies have even focused on the innate

cultural aspects of each ethnic group (e.g., low
socioeconomic status) which are viewed as a disadvantage
and hindrance not only to the therapeutic process but also
to the utilization process (Karno, 1966; Karno & Edgerton,
1969).

Thus, despite the fact that research studies

continue to increase in number with a central focus on the
subject of Mexican Americans and mental health, many of the
study findings are inconclusive.
60
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Characteristics of the Study Sample
The total client sample of six participants was
representative of the types of cases encountered in the
Pima South catchment area of La Frontera Center.

These

participants were identified initially by their respective
clinicians and the equal distribution of male and female
clients was an unplanned event.

The finding of an equal

distribution of males and females was not consistent with
reports in the literature which have documented that more
females than males are seen in outpatient mental health
clinics (Gove & Tudor, 1973).

Some studies have indicated

that it is more acceptable for females than for males,
within the Mexican American culture, to seek mental health
assistance from professionals (Gove & Tudor, 1973).

These

findings would suggest an increase in female participants.
In contrast, however, Torrey (1983) has indicated a
prevalence of schizophrenia among males.

Although in this

study there was an equal distribution of males and females,
five of the six (3 = female; 2 = male) were diagnosed as
schizophrenic.

Due to the small sample size, study results

must only be considered as a preliminary identification of
trends or patterns.
Although education appeared to be an important
factor in the utilization of mental health services, there
may not be a correlation between the level of education and
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the utilization of services in the city of Tucson.

For

example, reports in the literature have indicated that a
positive correlation exists between one's level of formal
education and the utilization of services (Bercerra, Karno
& Escobar, 1982).

Authorities have noted that clients with

a lower educational level were not as familiar with the
range of available services as their more educated
counterparts.

In turn, the lack of familiarity with

available resources has seemed to contribute to the
underutilization of mental health services.

Two thirds of

the client sample had attained a 12th grade education or
more which was slightly higher than the percentage of the
Hispanic population in the city of Tucson, Arizona noted as
42 percent achieving high school (Valley National Bank,
1983).
Although all of the study participants (clients and
family members) had an understanding of the English
language, the majority of the participants used both
Spanish and English interchangeably.

The fact that the

investigator was bilingual was helpful in eliciting
responses in a familiar and comfortable way for all
participants.

Although some researcher bias may have

entered into the data collection process due to the
bilingual abilities of the principal investigator, the
investigator's facilitation of client responses through a
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bilingual language fluency seems worth the compromise at
this exploratory level of study.

Furthermore,

participants' comfort with the bilingual approach may
suggest that service providers ought to hire more bilingual
therapists who also have a sensitivity to culture
differences.
A Synthesis of Interview Responses
It is interesting to note that religious support is
categorized as both a formal and informal support system in
the process of seeking mental health services.

Under

Formal Support, religious support is quoted as "the church"
or "went to see a priest."

These statements imply seeking

guidance or direction from a specific role of a priest or
minister.

Religious support was categorized under the

Informal Support System to highlight an individual's inner
sense of spirituality or emotional commitment.

Most

research studies have acknowledged that the majority of
Mexican Americans are Catholics and that clergymen are one
of the most common sources of consulted support (Keefe &
Casas, 1980).

Therefore, it cannot be overlooked that

religious beliefs form an important supportive value system
for Mexican Americans which influences individuals'
emotional health.

These findings which highlight the value

of religion for participants should not be ignored in
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future research examining the utilization of mental health
services.
On a similar note, both the client and family
member from one family reported enlisting the aide of the
curandera or senora during the Initial Phase of mental
health help-seeking.

Although this finding is congruent

with reports in the literature that note use of curanderos
by urban Mexican Americans is not widespread (Kiev, 1969;
Torrey, 1980), the influence of this traditional role as a
"spiritual" support must be accounted for and recognized in
future studies.

Perhaps the use of the curandero is a

regional issue, as suggested by Ramirez (1980), and, as
such, is an important influence on southwestern clients'
utilization of mental health services.
Without exception, clients and family members made
an effort, initially, to handle the perceived emotional or
behavioral problem within the home.

Many different family

members were involved in the problem-solving process, and
outside assistance was enlisted only after an exhaustive
use of family resources.

The high levels of family

exhaustion are described in the following statements.

"I

had to call my daughter because I didn't know what else to
do," or "I left him with my brother for a while."
Eventually, all participants sought outside help from
either formal or informal sources.

Once outside assistance

had been obtained, family members remained a key support
for the client and to each other.

Again, this finding is

consistent with the literature which has described family
networks as a viable structure through which mental health
services may intervene using preventative mental health
techniques (Keefe & Cases, 1980).

Perhaps one to way

incorporate the family into a preventative therapeutic plan
is their inclusion in various educational programs which
describe pertinent client issues; e.g., disease
symptomatology, medication adherence and life-long
dependence on the mental health system.
Client descriptions of decreased financial
resources and family member comments about an increased
financial dependency on client SSI checks provided some
contrast to findings in the literature.

For example, the

median income for all Tucson, Arizona, households is listed
as $20,300, but the median income for Hispanic households
is $17,800 (Valley National Bank Report. 1983).

Many of

the interviewed participants were observed to have income
levels even less than the stated $17,800.

Although

participant reports of limited financial resources were
congruent with the assessed and observed low income range,
one half of the interviewed clients were assessed by the
researcher as good candidates for psychotherapy through
their descriptions provided during the interview.

66

Researcher assessments were in opposition to the literature
which has stated that low income levels correlate
significantly and negatively with successful psychotherapy
outcomes (Lorion, 1973).
The second interview question asked participants to
describe those resources which were helpful during the
process of seeking mental health services.

For family

members, the response emphasis focused on the availability
or accessibility of services.

All family members were able

to describe or identify helpful resources such as the
attendance at a formal program, the availability of mental
health facility, seeking appropriate answers and a
bilingual therapist.

Not only is this list of resources

consistent with reports in the literature, but family
member statements acknowledged the necessity for the
availability, accessibility, and acceptability of mental
health services within community neighborhoods.

Reports in

the literature have cited that the use of bilingual and/or
bicultural professionals is one way to make provided
services more compatible and acceptable (Ramirez, 1980).
The third interview question asked participants to
describe obstacles encountered in the process of seeking
mental health services.

For both client and family

members, the information supplied for this question was
more complete than other questions.

Clients described a
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lack of respect, a lack of support, and the role of self as
informal obstacles.

More than half of the clients

perceived the lack of respect as their greatest informal
obstacle.

For example, one client feared losing her mind

and not being able to have the respect of her children, as
an informal obstacle.

Role of self was viewed as an

interesting response because it was elicited from the only
male client who was the oldest sibling in the family.

This

response may be culturally related, given that the subject
was the oldest child and being male usually is associated
with certain autonomous role expectations within the
Mexican American culture (Canino, 1982).
"Stigma" was reported as the major formal obstacle
by more than half the clients.

This finding was not

consistent with a number of study findings which have
indicated that negative attitudes toward mental health
services do not consistently exist (Keefe & Casas, 1980;
Morales, 1978).

This finding of "stigma" may be similar to

reports in the literature which described verguenza (shame)
as a major deterent to mental health services (Burruel &
Chavez, 1974).
A lack of information about available services or
the disease process and a lack of specific direction from
health care providers also were identified as critical
obstacles by participants.

Because direction and

\
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information were expected services that were not provided
to the degree they were anticipated, agencies and service
providers need to recognize and anticipate these implicit
expectations to more fully accommodate perceived family
needs.
One family member perceived the lack of consejos as
an obstacle.

This individual had pre-set criteria or

expectations for someone qualified to give consejos, which
had not been met.

Until the treatment procedures become

more relevant to this individual, the individual will not
depend more on the mental health system.
Finally, family members identified the "treatment
approach" as an obstacle to mental health service
utilization.

This finding was congruent with a few

reviewed studies which indicated that some Mexican
Americans perceived mental health centers as alien and
hostile (Madsen, 1961; Torrey, 1972).

Furthermore, it also

has been reported in the literature that Mexican Americans
sometimes perceived Anglo mental health staff to be cold
and impersonal and consequently tended to avoid interaction
with them (Kline, 1959; Torrey, 1972).

Although two family

members did report that the Anglo therapist seemed cold and
impersonal, it was not the purpose of this study to explore
in more detail the origin of these responses (e.g.,
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therapist place of employment or client validation of these
family member's perceptions).
Additional Study Findings
One significant finding included various
individuals' specific descriptions of the course of events
in seeking mental health services.

In retrospect, all

family members were able to identify differential behaviors
of the client and the affect these behaviors had on
themselves or the client years before the formal diagnosis
of mental illness was made.

Essentially, the differential

behaviors involved a family member's perception of a change
in the way the child was feeling and behaving in comparison
with their previous manner of being or acting.

Perhaps

this pattern of perceived behavior change may indicate one
way Mexican Americans define and handle the problem of
mental illness within the family system.

Furthermore, for

approximately half of the clients, numerous health care
providers intervened at various times during their life.
To cope with the changes in professional personnel, family
members described using their own common sense approaches
with different viewpoints to continued client care such as:
"I didn't know what more to do"; "she got along better with
her sister"; and "I could always do it."

With the constant

change of personnel and views, it is no wonder that family
members frequently cited a lack of direction as a primary
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concern.

These statements seem to highlight the need for

all health professionals to attend to issues of continuity
in offered and provided health care.
An aspect not emphasized enough in the literature
is the power and significant contributions of the bilingual
interview.

For example, the only gentleman who was

interviewed was able to identify the lack of conse.jos as an
obstacle to seeking mental health services.

Without the

bilingual abilities of the researcher, this topic may not
have been discussed.

In general, participant answers were

more lengthy and descriptive when Spanish was spoken along
with English, and both clients and family members seemed to
relax more when both languages were used.
Issues of language difficulties are highlighted
when some studies report that bilingual Spanish-speaking
clients were rated as more pathological when interviews
were conducted in English as opposed to Spanish (Jaco,
1959; Burruel, 1975).

Furthermore, the underlying

assumption of many research studies is that the common
Anglo-American patterns of expressing distress and seeking
treatment should be considered normative for all clients
despite known cultural patterns of behavior and language
traditions (Burruel, 1975).

The growing concern over

language difficulties has been translated by health care
agencies as an issue of cultural sensitivity.

The
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acquisition of the Spanish language for monolingual,
English-speaking professionals is a potentially powerful
solution, but the mere comprehension and performance of a
language skill will not fill the gaps needed to achieve a
more complete cultural understanding by these therapists.
The assumption that the bilingual ability of the
clients may indicate a higher or greater level of
acculturation (imposing a treatment modality requiring
English as the primary language and adopting Anglo patterns
of verbal expression) may be incongruent.

Even though the

client may possess bilingual abilities, expectations for
adopted Anglo patterns of verbal and nonverbal expressions
may be beyond the capabilities or desires of the client,
especially during times of crisis entry into the mental
health system.

For example, one 50 year old female was

expected to attend a monthly group session to pick up her
own prescriptions, and to verbalize any of her concerns in
an English-speaking, non-homogeneous group of males and
females.

She stated, "I can't talk in a group like that.

Maybe it would be different if we all spoke Spanish."
Perhaps therapy models could be implemented which
incorporated both language and other cultural
considerations into the individualized treatment plan.
Another theme that emerged from the data collection
process of client and family member interviews was the

affirmation of the researcher's advocacy for cultural
identity.

The problem of establishing validity measures

for a specific psychiatric diagnosis for the Mexican
American population is a paramount clinical problem.

The

Diagnostic and Statistical Manual (DSM-111, 1983) relies on
symptom criteria to differentiate between diagnoses.

If

the content, quality, and/or frequency of symptoms vary
cross cultural groups, universally standardized assessment
and diagnostic criteria will be useless.

Furthermore, the

need to incorporate a more holistic approach into the
treatment plan may be ignored if universal standardized
measures are used.

For example, if a Mexican American

enters most formal systems of mental health services
delivery where assessment is done according to the
normative Anglo practice, recognition of many patients'
cultural tradition to combine body and soul into their
personal interpretation of illness most likely will be
overlooked.

In order for therapists to take a more

holistic approach to client assessment which encompasses a
recognition of the joining of mind and body, the therapist
must first become aware of the prevalence of this belief
among many Mexican Americans.
Finally, the last theme which emerged from the
interview process involved the value of connectedness by
the researcher with the interviewed families.

Participants
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often would question the researcher regarding her
relationship to the last name of a known and respected
community leader.

Often a sense of familiarity was heard

in their statements, even though this was the first meeting
between themselves and the researcher.

The familiarity was

expressed with warmth, friendliness, and sensitivity, and
the families opened their homes in the barrio for the
entrance of a stranger as a "friend".

Often the interviews

were conducted in both Spanish and English, and frequently
the participants indicated a desire to continue the
interaction long after the interview process was complete.
In sum, this study was designed to identify
resources and obstacles encountered by Mexican American
clients and their family members as they sought mental
health assistance for the identified patient.

Formal and

informal support systems were described by all
participants, and several additional findings provided the
informational basis of the study.

If health care agencies

and health care providers are to implement effective,
culturally-sensitive treatment plans, client and family
members' perceptions of service expectations and
descriptions of received services must be obtained,
recorded, and compared.

Consumers and health care

providers must review the obtained data at regular
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intervals, and changes in provided services must be
grounded within a rigorous research paradigm.
It is suggested that future studies continue to
utilize a bilingual person to conduct all interviews, and
to incorporate both a questionnaire and interview format
into the proposed methodology.

A longitudinal design which

utilizes data from a much larger sample size of clients and
family members also would be desirable.

Because the

overall goal of this study was to identify participants'
perceptions of service utilization for an established
treatment facility as one means of program evaluation,
future studies should continue to select volunteers from a
defined catchment area.

Limiting participants to only

those individuals who reside in the service area will
better guarantee the relevance of findings to both consumer
and health care provider.
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RENUNCIA A RECLAMOS POR EL INDIVIDUO

Yo,

, por la presente

doy mi consentimiento oara participar voluntariamente dando
respuestas al contenido del cuestionario.

Al dar respuestas

al cuestionario comprendo totalmente que he dado mi consenti
ng ento para participar en el estudio.
Yo,

, en forma confi-

dencial estarg dando a saber informacifin concerniente a mi
condicifin, mis sfntomas, y mi tratamiento.

Toda la informacifin

serS guardada confidencialmente y mi nombre no aparecerJ en el
cuestionario, sfilo un nGmero identificarj mis respuestas para
mantenerlas confidentes.

AdemSs, puedo decldir desear retirarme

del estudio en cualquier momento sin ninqunas alteranciones al
cuidado que se me da.

Tambiln comprendo que en cualquier

momento puedo hacer cualesquier preguntas y serin contestadas
en la mayor habilidad de los encargados del estudio.
entendido que no hay riesgo alguno en este estudio.

Testigo

Participante

Fecha

Fecha

Doy nor
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SUBJECT DISCLAIMER FORM
I,

, hereby

consent to voluntarily participate in responding to the
statements on the questionnaire.

By responding to the

questionnaire I fully understand that I have given consent
to participate in the study.
I,

. will

be divulging otherwise confidential information concerning
my condition, my symptoms, and my treatment.

All

information will be kept confidential and my name will not
appear on the questionnaire, only a number will identify my
responses to maintain confidentiality.

Furthermore, I may

choose or desire to withdraw from the study at any time
without any alterations to my care.

I also understand that

I may ask any questions at any time that will be answered
to the best of the researcher's ability.

I understand

there are no known risks to this study.

Witness

Participant

Date

Date

APPENDIX D
DEMOGRAPHIC SURVEY
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Client //
Date
INTERVIEW SCHEDULE
The first part of the schedule consisted of fixed
questions for the purpose of gathering demographic and
sociocultural data. The second part included questions
regarding the phenomena under study.
PART I.
1.

Sex

(Sexo)

2.

Age

(Edad)

3.

Place of birth

4.

If born in Mexico, how long in the U.S.?
(Si nacio en Mexico, que tanto tiempo en los
Estados Unidos)

5.

Marital status

6.

Number of brothers

(Cuantos hermanos)

7.

Number of sisters

(Cuantas hermanas)

8.

Number of your children

9.

Number living in the home
(Total de personas viviendo en su hogar)

(Lugar de nacimiento)

(Estado civil)

(Cuantos hijos)

10.

What is your current source of income?
(Que es su talon de cheque)

11.

Highest level of school completed
(Cual es el ultimo nivel de educacion que
completo)

12.

Referred by
(Quien lo refirio)

13.

Preferred language
(Cual idioma prefiere Ud.)

14.

Diagnosis
(Diagnosis)

APPENDIX E

CLIENT'S INTERVIEW SCHEDULE
IN SPANISH AND ENGLISH
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CHente #
Fecha
Plan de Entrevista a CHente

Por favor descrfbame cfimo empezfi a buscar la atenc16n de una agenda de
salud mental.

iQuS cosas ayudaron a usted durante este proceso?

IQuS cosas no ayudaron a usted (barreras) durante este proceso?

iTodavfa slgue encontrando barreras al buscar la atendfin de salud mental
que neceslta?

(En caso afirmativo, explique)

iTiene usted algo quS agregar que podrTa ayudarme a comprender sus pensamlentos
o sentlmlentos con respecto al hecho de buscar servlclos de salud mental7
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Client *
Date
Client Interview Schedule

Please describe for me how you originally sought assistance from a mental
health agency?
(Request information about when mental health services were
accessed following diagnosis and what rationale was used for seeking
specific services if not volunteered)

What things were helpful to you during this process?

What things were not helpful (barriers) during this process?

Do you still experience barriers to seeking the mental health assistance
you need? (If yes, please explain)

Is there anything you would like to add that would be helpful to my
understanding your thoughts or feelings about seeking mental health
services?

APPENDIX F

FAMILY MEMBER'S INTERVIEW SCHEDULE
IN SPANISH AND ENGLISH
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CI1ente #
Fecha
Plan de Entrevlsta a Mlembro de la FamlUa

Por favor descrfbame c6mo empezfi a buscar en una agenda de salud mental la
atend fin para el mlembro de su fami!1a.

iQuS cosas ayudaron a usted durante este proceso?

iQuS cosas no ayudaron a usted (barreras) durante este proceso?

iTodavfa slgue encontrando barreras al buscar la atenc16n de salud mental oue
necesita para el mlembro de su famllia?

(En caso aflrmatlvo, expllque)

iTiene usted algo qufi agregar que podrfa ayudame a comprender sus pensamlentos
o sentlmlentos con respecto al hecho de buscar servldos de salud mental?
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Client *
Date
Family Member Interview Schedule

Please describe for me how you originally sought assistance for your
family member from a mental health agency?
(Request information about when mental health services were
accessed following diagnosis and what rationale was used for seeking
specific services if not volunteered)

What things were helpful to you during this process?

What things were not helpful (barriers) during this process?

Do you still experience barriers to seeking the mental health assistance
you need for your family member? (If yes, please explain)

Is there anything you would like to add that would be helpful to my
understanding your thoughts or feelings about seeking mental health
services?
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