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ABSTRACT 

Reviewed literature consistently reports a high 

attrition rate and underutilization of m.ental health 

services by Mexican-Americans. Research has addressed 

this issue by considering both the methodology of services 

rendered to the Mexican-American, as well as the attitude 

held by and about Mexican-Americans. This study focused on 

(1) the attitude Mexican-Americans have toward tolerance 

of stigma associated with receiving psychological help and 

(2) attitude toward interpersonal openness. It was 

hypothesized that Mexican-Americans would score signifi-

cantly lower than Anglos on both stigma tolerance and 

interpersonal openness factors on the Attitude Toward 

Seeking Professional Psychological Help Scale. Signifi-

cant differences were found for both ethnicity and 

socioeconomic status. Mexican-Americans did score signif-

icantly lower than Anglos. In addition, it was hypothe-

sized that subjects on probation for misdemeanor driving 

while intoxicated offenses would differ significantly on 

stigma tolerance and interpersonal openness, depending on 

their compliance or noncompliance with the term.s and 

conditions of their probation. No significant differences 

v 



were found for ethnicity between compliers and noncom-

pliers. Overall, compliers did not differ from non-

compliers in terms of attitude toward seeking mental 

health services. Implications for further research were 

discussed. 
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CHAPTER I 

INTRODUCTION 

This study examines the attitude of Mexican-Americans 

living in West Texas toward seeking professional psycho-

logical services. The primary goal of this study is to 

expand the research in this area by testing the assumption 

that the factors of tolerance of stigma and interpersonal 

openness associated with seeking professional psycho-

logical help (which make up part of this attitude; FJsher 

& Turner, 1970) are important variables contributing to 

Mexican-Americans' underutilization of psychological 

services. Also, this study examines the relationship 

between attitude toward seeking professional psychologica] 

help and compliance with recommended counseling. Research 

has identified Mexican-Americans as being significantly 

different from Anglos in self-disclosure (Borrego, Chavez, 

and Titley, 1982; Littlefield, 1974; LeVine & Francc, 

1981) . Arredondo, Weddige, Justice, and Fritz (1987) , 

Karno and Edgerton (1969) , and Penalosa (1968) have stated 

that Mexican-Americans are very concerned about pride, 

especially pride about manliness. The present study, 

therefore, tested the hypotheses that Mexican-Americans 



would differ from Anglos in the factors of stigma toler-

ance and interpersonal openness. Also tested were the 

hypotheses that tolerance of stigma and interpersonal 

openness would influence the compliance of the Mexican-

American in seeking or receiving psychological services. 

This study addresses issues that contribute to 

understanding the role of the Mexican-American's ethnicity 

and culture in the field of mental health service deliv-

ery. Pedersen (1987) states that a lack of knowledge 

about cultural differences makes counseling ineffective 

and results in inaccurate assumptions and bias. Gardner 

(1981), Johnson (1981), Stills (1981), Williams and 

Robinson (1981), and Wilson and Stills (1981) have even 

called for a specialty in minority counseling. Thoughts 

behind this call for specialization are grounded in the 

belief that inter and intra-personal problems have differ-

ent meanings and etiologies and may manifest themselves 

differently, depending on an individual's sex, race, 

ethnicity, culture, and various socioeconomic factors. It 

is suggested that there is something unique (not better or 

worse), something different, about intra- and interethnic 

groups (Wilson & Stills, 1981). 

Mexican-American ethnic groups, involved in mental 

health services, have drawn the attention of several 

writers (Padilla, Ruiz, & Alvarez, 1975; Sue, Allen, & 

Conway, 3978; Sue & Sue, 1977). These writers argue that 
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the mental health profession is not meeting the needs of 

the Mexican-American community. 

Karno and Edgerton's (1969) study has served as the 

foundation on which other studies have begun investigating 

the involvement of the Mexican-American in mental health 

delivery systems. In this study, they compared the 

percentage of Mexican-Americans in the population of 

California (10%) with the percentage of Mexican-Americans 

treated in the state's mental health facilities (2 to 3%). 

Further examination of data on Mexican-American patients 

at the state facilities revealed a high percentage of 

attrition by Mexican-American patients. Karno and 

Edgerton (1969) were the first to point out the high 

attrition rate and underutilization of mental health 

services by Mexican-Americans. Valdes (1984) in very 

comprehensive reviev; of the literature concluded that this 

underutilization and high attrition rate continue to be 

prevalent. At this time, there is no evidence that this 

problem has been solved. Efforts to address the mental 

health needs of the Mexican-American population have been 

and remain a concern in the mental health service com-

munity. 

This research examines possible factors that con-

tribute to the under-utilization and high attrition rate 

among the Mexican-American population in regard to mental-

hcalth services in the West Texas community. Having 



examined these factors, this research offers information 

on the specific issues of Mexican-American and Anglo 

differences in interpersonal openness and stigma toler-

ance. Also offered are the relationship of interpersonal 

openness and stigma tolerance of Mexican-Americans and 

their compliance with seeking or receiving psychological 

help. These programs v/ill then be better prepared to meet 

the mental-health needs of the Mexican-American population 

in V7est Texas. 

Review of Literature 

As previously presented, Karno and Edgerton (1969) 

were the first to point out the high attrition rate and 

underutilization of services by Mexican-Americans. They 

also went on to present several hypotheses concerning the 

causes of this underutilization and high attrition rate. 

These hypotheses included: (a) differences between 

Mexican-Americans and mental health providers in language, 

cultural values, and concepts of mental health; (b) 

geographical barriers (i.e., mental health centers were 

not located near Mexican-American communities); (c) 

dissimilarity, prejudice, and stereotypical attitudes of 

both therapist and Mexican-Americans; (d) lower frequency 

of mental illness among Mexican-Americans than among other 

ethnic groups; and (e) inadequacy of therapeutic tech-

niques. There is research which addresses directly or 

indirectly several of these hypotheses, specifically, the 



issues of language usage, therapist and Mexican-American 

prejudices, cultural and ethnic biases, and therapeutic 

techniques. No research has identified any of these 

factors as being the cause of the low utilization and high 

attrition rates. However, a review of selected research 

relevant to the hypotheses put forth by Karno and Edgerton 

(19 69) will provide information about what is known about 

the Mexican-American's involvement with the mental health 

system, and information about the assumptions and hypothe-

ses made by this study. 

This review is organized around the topics of socio-

economic status and psychological services, race and 

ethnicity and psychological services, Mexican-Americans 

and mental health services, personality and other char-

acteristics of Mexican-Americans, and therapeutic models 

and methods of counseling Mexican-Americans. The litera-

ture is also organized, when possible, in a chrcnological 

order, to present a more historical overview of the 

development of the research involving Mexican-Ajnericans. 

Research on Social Class and 
Psychological Services 

Census information reveals there were approximately 

7.2 million Mexican-Americans living in the United States 

in 1980 (U.S. Bureau of the Census, 1980). Previous U.S. 

ccnsus figures (Padilla S Ruiz, 1973) showed that Mexican-

American individuals have a considerably lower average 



income ($6,334 vs. $10,246) than the general population 

and that 25 percent of all Spanish-speaking, Spanish-

surnamed (SSSS) individuals (compared to 10% of the 

general population) fall below governmentally defined "low 

income levels." In 1971, unemployment was 8.6 percent 

among SSSS individuals as compared to 6.0 percent among 

non-Spanish, Spanish-speaking individuals. In terms of 

education, 20 percent of the SSSS in 1971 had completed 

less than five years of school as opposed to 4 percent of 

the general population; and 48 percent of the SSSS had 

completed high school in contrast to 80 percent for the 

general population. The U.S. Census Bureau (1980) data 

reveals that Mexican-Americans today continue to be under-

represented in higher levels of income, education, occupa-

tion, and professional position. 

This census data suggest that a great nuiriber of 

Mexican-Americans are of low socioeconomic status (SES) , a 

characteristic which has been found to be significant in 

the use of psychological services. 

Research on Social Class 

In the 1950's, researchers began to direct their 

attention to the relationship between SES and mental 

health delivery. Redlich, Hollingshead, and Bellis (1955) 

surveyed the attitude of 50 neurotic patients involved in 

psychiatric therapy in various clinics, state hospitals, 

and VA hospitals. They then classified each patient into 



one of five class designations on the Hollingshead Index 

of Social Position. After classifying each patient, 

Redlich et al. (1955) and Hollingshead and Redlich (1958) 

(who later reviewed the 1955 study) compared the results 

of their survey by social class (SES). The results and 

conclusions were limited because the authors chose to only 

consider the SES levels of III and V (level I was high SES 

and level V was the lowest SES). However, the authors 

concluded that although the stated differences were small, 

there were definite differences in attitude between Class 

III and Class V. The reported conclusions were that SES 

was found to be an important variable in how mental health 

delivery was provided and accepted. High SES patients 

were more frequently provided insight oriented psycho-

therapy, while individuals of lower SES were more likely 

to receive supportive psychotherapy, medication, or no 

therapy at all. Redlich et al. (1955) also found that 

higher SES patients appeared to view their problems as 

emotional and psychological issues, while lower SES 

patients tended to present more of their problems as 

physical symptoms. The higher SES patient was also more 

accepting of the possibility that physical problems had a 

psychogenic cause. Finally, these authors concluded that 

insight therapy was less likely to be understood by lower 

SES patients than higher SES patients and that other 

therapeutic methods needed to be formulated for lower SES 
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individuals. No suggestions were given as to what this 

new method might be. 

Researchers began to be very interested in the 

methodology of treating different SES patients. As this 

research developed, the role of attitudes held by both the 

patient and service provider began to be seen as impor-

tant. Rosenthal and Frank (1958) studied 384 outpatients 

at the Henry Phipps Psychiatric Clinic. Each patient was 

interviewed, assigned to individual psychotherapy, and 

surveyed. These authors concluded that not only were 

lower SES patients less accepting of insight oriented 

therapy, but providers were also less accepting of lower 

SES individuals. Race and sex were not significant in 

predicting psychotherapy being offered to or refused by 

patients; however, level of education and SES were. Lower 

SES and lower educated patients tended to refuse psycho-

therapy when it was offered and were more often referred 

for medication or minimal contact on an outpatient basis. 

Imber, Nash, and Stone (1955) continued the research with 

outpatients with their study at the psychiatric clinic at 

John Hopkins Hospital. Winder and Hersko (1955) also 

studied outpatients, by sampling one hundred patients at a 

VA clinic. These authors concluded that middle and upper 

SES patients tended to remain in therapy longer than lower 

SES patients who wcre offered or accepted psychotherapy, 



even when the experience level of the therapist was the 

same. 

The research of the 1950's served to document the 

significant differences in what services were prcvided 

lower SES patients and how these services were accepted by 

the lower SES patient. This research began to indicate a 

need for and asked questions about possible alternative 

approaches to meeting the needs of this population. 

Research also began reflecting the role of attitudes of 

both the mental health provider and patient in delivering 

and accepting services. 

Researchers in the 1960's addressed these issues. 

Cole, Branch, and Allison (1962) studied 322 outpatients 

at the University of Utah Medical School. There v'as 

approximately equal acceptance of patients in Class V of 

Hollingshead's Index of Social Position. The authors 

reported that once accepted, high SES patients remained in 

therapy longer than those in the lower SES. The authors 

also hypothesized that lower SES individuals have a 

tendency to (1) want immediate treatment for which a 

clinic waiting list provides a barrier, (2) find the 

distance from the clinic and loss of time from work to be 

an unacceptable burden, (3) view agencies as hostile and 

to react defensively toward them, and (4) to stigmatize 

individuals who seek psychotherapy. They also concluded 

that there was a possibility that psychiatrists considered 
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a good patient to be one who shared values, attitudes, 

beliefs, and expectations similar to their ovm. In 

addition, they concluded that the mental health field 

should concern itself with finding treatment methods which 

were more effective with groups other than the upper SES. 

They did not suggest any specific methods, only that the 

issues they had found should be dealt with. 

Building upon the research which showed that lower 

SES patients had higher attrition rates, and were given 

less attention and possibly less quality attention, Goin, 

Yamamato, and Silverman (1965) studied the patient expec-

tations of therapy for 250 outpatients in a clinic in Los 

Angeles County. Two expectations of therapy were con-

sidered, the type of treatment expected and the length of 

treatment expected. Goin et al. (1965) divided length of 

treatment into three categories: (a) 3 to 10 visits, (b) 

11 to 25 visits, and (c) more than 25 visits. Type of 

treatment expected was determined by surveying what the 

patient wanted or attempted to get in therapy: (a) solve 

his/her problem by talking about his/her feelings and past 

life, or (b) wanted active help from the doctor (of this 

group, only 14% wanted only medication, the others re-

quested "advice" or some form of directive therapy). The 

authors analyzed the results and found that, contrary to 

earlier speculation, lower SES patients were similar to 

upper SES patients in wanting to solve their problems by 
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talking about their feelings and past life. Also, indi-

viduals of all SES levels generally expected relatively 

short-term (44.4%) treatment. It appeared that socio-

economic status may not have had an effect on the type of 

treatment expected or desired by the individual seeking 

help. An advice-oriented or directive therapy modality 

was reported as more effective and satisfactory because 7 2 

percent of the patients receiving advice reported satis-

faction with their treatment, while only 57 percent of the 

patients who received no advice were pleased with treat-

ment. 

Other research involving more successful treatment 

programs also contributed to the understanding of what 

models may be more satisfying. Baum and Felzer (1964) , in 

a similar study of 119 lower SES patients, attributed 

higher acceptance of therapy to the use of a relationship-

oriented, directive therapy. These researchers called for 

a recommendation that therapy consist of high activity, 

active listening, explanation and education as to what 

therapy is, and simple concrete language on the part of 

the counselor. 

Research of the 1960's continued describing what V7as 

occurring in the relationship between mental health 

delivery systems and different SES levels. This research 

also began to explore what aspects of the delivery of 

mental health treatment were successful. The focus of 
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these studies began to address what treatment orientations 

were successful and asked questions about the modality as 

well as the attitude of the patient and provider. Re-

searchers reported that (1) short-term therapy was pre-

ferred and more satisfying (Goin et al., 1965); (2) 

therapies that were relationship and directive were seen 

as more satisfying and successful (Baum & Felzer, 1964; 

Goin et al., 1965); and (3) lower SES individuals tend to 

(a) want immediate treatment, (b) found time and travel a 

hindrance to treatment, (c) view agencies as hostile and 

react defensively to them, and (d) stigmatized individuals 

who seek psychotherapy (Cole et al., 1962). These themes 

would continue throughout the seventies and even into the 

eighties. 

Lorion (1973, 1974) reviewed the literature on SES 

and its effects on the therapeutic process. His con-

clusions summarized the findings of much of the SES 

research. Lorion (1973) concluded that difficulty in 

defining and identifying the social classes was a problem 

in understanding the effects of social class membership in 

therapy. He reaffirmed the indication of past research 

that low SES was negatively related to acceptance for 

individual psychotherapy and positively related to high 

attrition rates and premature termination of therapy. 

However, SES was not found to be related to treatment 

outcome. He suggested that the focus of research should 
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be less upon SES and remain more upon the techniques and 

strategies which would maintain the patients' involvement 

in therapy long enough for positive outcome to take place. 

Lorion (1974) emphasized that lower SES patient's 

attitudes might play an important part in the psycho-

therapeutic process and be a critical factor in treatment 

outcome. Most importantly, Lorion concluded that little 

or no research had been conducted in the areas of thera-

pist's and patient's attitudes. This conclusion is 

important because Lorion (1974) was among the first 

authors to point to the issue of intrapersonal attitude--

the individual likes and dislikes, as well as the indi-

vidual "rules" of acceptable behavior for oneself and 

others--as being possibly independent of SES, and as 

important issues in the treatment of minorities or 

patients as a whole. 

Lorion's (1974) conclusion again summed up prior 

research in regard to SES and mental health service 

delivery as he called for specific issues to be addressed. 

Lorion saw and agreed with other researchers, the need for 

(1) patients to be educated about the process and content 

of psychotherapy (Baum & Felzer, 1964) ; (2) the use of 

behaviorally oriented treatment plans; (3) the considera-

tion of economic constraints, conditions, and resources 

available to the lower class individual (Cole et al., 

1962); (4) the use of short-term approaches (Goin et al . , 
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facilities at a high rate (7.1% as opposed to the popu-

lation proportion of Blacks residing in that area of 

3.5%). The authors also reported that Blacks were more 

likely to terminate after the initial interview than 

Whites (52.1% of Blacks terminated vs. 29.8% of VThites) . 

Tt appeared that Blacks felt that the treatment received 

was undesirable or ineffective. 

Studies by Yamamato, James, Bloombaum, and Hattem 

(196 7) and Bloombaum, Yamamato, and James (1968) pointed 

out that prejudice and cultural stereotyping by the 

therapist might contribute to the attrition rate of 

minorities in counseling. Yamamato et al. (1967) studied 

the variable of race in the selection of 594 patients for 

psychiatric treatment in a Los Angeles County hospital. 

They focused on three minority groups: Mexican-American, 

Blacks, and Oriental. Therapists at the hospital were 

given the Bogardus Social Distance Scale. Each therapist 

was then evaluated to find the proportion of his/her 

caseload that consisted of minority patients. The authors 

found that therapist who scored lov; on the ethnocentricity 

scale more often treated ethnic minority patients in 

proportions comparable to White patients, whereas thera-

pists with greater ethnocentricity scores saw ethnic 

minority patients at a much lower rate than was propor-

tional. These higher ethnocentricity therapists referred 

more to group therapy or had fewer sessions. Bloombaum et 
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al. (1968) attempted to look at the cultural stereotyping 

among psychotherapists. These authors used structured 

30-minute interviews with 16 practicing psychotherapists 

in ordcr to investigate their attitude toward Mexican-

Americans, Elacks, Orientals, and Jews. They found that 

22.6 percent of the responses were culturally stereotypic 

toward these minority groups in terms of the perceptions 

the therapist had toward their clients' "imputations of 

superstitiousness, changeability in impulse, grasp of 

abstract ideas, and distinction between fact and illusion" 

(p. 99). Of all responses, 79.2 percent indicated the 

presence of more subtle stereotypic attitude on which the 

authors did nct elaborate. 

In addition, the therapist completed the Bogardus 

Social Distance Scale. The therapists revealed that they 

did have different ethnic groups with which they would 

prefer to maintain social distance. The conclusion by 

Bloombaum et al. (1968) was that therapists were not 

immune to cultural conditioning and prejudicial attitudes 

and were subject to having stereotyped attitude toward 

minority group individuals. 

Other research began to examine the influence of the 

therapist on the therapeutic relationship. Banks, 

Berenson, and Carkhuff (1967) began examining facilitative 

ability of the counselor and its impact on patients. 

These researchcrs had eight Black counselees assess one 
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also, if the therapist is seen as able to facilitate the 

"right atmosphere" (described above), then the Black 

clients may come back for counseling. 

In addition to examining the effects of attitudes and 

abilities of the counselor, research began to specifically 

examine how the race of the counselor and patient con-

tributed to the satisfaction of the patient with therapy. 

Grantham (1973) studied counselor race and its effects on 

the depth of self-exploration and satisfaction of 37 Black 

college students. This study found that Black clients 

also reported greater satisfaction with Black counselors. 

Satisfaction was not influenced by the level of facilita-

tive conditions offered by the counselor, but rather by 

the counselor being Black also. Olivarez (1976) found the 

opposite to be true for Mexican-Americans. In this study 

of college students' preference for counselors, Olivarez 

(1976) found that Mexican-Americans preferred White 

counselors over Black counselors, who were preferred over 

Mexican-American counselors. Blacks and Whites preferred 

counselors of their own race. The explanation for this 

finding was that the cultural similarities may be lost by 

the Mexican-Americans who attain professional status and 

economic/financial stability. It would appear that there 

was some generalizability for Banks et al.'s study for 

Blacks and Whites, and in the opposite direction for 

Mexican-Americans. Each race preferred a counselor of the 
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1965); and (5) the examination of needs, goals, and 

expectations of the lov/er SES patient (Baum & Felzer, 

1964; Cole et al., 1962; Gcin et al., 1965). 

The research in the area of SES directed attention to 

the different modalities used in providing mental health 

services to lower SES patients. In addition, the impor-

tance of the attitudes of both the patient and the health 

service provider was recognized. 

The recognition of attitudes by Cole et al. (1962) 

and Lorion (197 4) directed attention to areas in need of 

research that might be independent of SES. If attitudes 

were different for therapist and patient, then they may be 

different among therapist and patients. These differences 

m.ay be found in areas such as race, ethnicity, or sex. 

Research on Race, Ethnicity, Culture, 
and Psychologicai Services 

Víhile research in the 1960's and 1970's continued to 

examine SES as a variable in mental health delivery, the 

issue of race and ethnicity began to be recognized as a 

very important variable tc be considered. Research found 

that there was a relationship between race and the utili-

zation and high attrition rate in the use of mental health 

services that was independent of SES. Sue, McKinney, 

Allen, and Hall (1974) studied seventeen community mental 

health centers and 13,450 clientr in the Seattle, 

\;ashington area. They found that Blacks utilized the 
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inexperienced Black counselor, two inexperienced White 

counselors, and one Ph.D. level White counselor. The 

counselors were rated on dimensions of facilitative 

conditions: counselor empathy, counselor respect, coun-

selor genuineness, counselor concreteness or specificity 

of expression, and the counselee's depth of exploration. 

The three inexperienced counselors were rated by trained, 

independent raters as significantly higher than the Ph.D. 

level counselor on these variables. The counselees' 

ratings were found to be quite close to the expert rater's 

ratings. All Black counselees indicated they would return 

to see the Black counselor, but none indicated he cr she 

would return to see the Ph.D. level counselor. The 

results indicated that the facilitative skill, rather than 

the experience level of the counselors, was an important 

variable in this study, as the White, inexperienced 

counselor with the highest facilitative skill was rated as 

a somewhat desirable therapist. 

This study pointed out two variables that might play 

important roles in the attrition rate among minorities. 

These variables were: (a) a counselor's ability to 

facilitate empathy, respect, genuineness, concreteness or 

specificity of expression and patient's depth of explora-

tion; and (b) the race of the therapist. For BlackE, it 

appeared that if the counselor is the same race, then they 

will come back even if the counselor is inexperienced, 
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same race, except for Mexican-Americans who prefer their 

race or ethnic group least. This researcher believes 

Olivarez (1976) offered an explanation which implied that 

intrapersonal attitudes--that is, attitudes toward what is 

permissible behavior for oneself—were involved in the 

choice of therapist by the client. Research and authors 

began to ask questions, express assumptions, and research 

these intrapersonal attitudes. 

In a review of the literature on Black subjects, 

Harrison (1975) concluded that studies supported the 

findings that Blacks preferred Black counselors. Harrison 

offered two possible explanations for this. One was that 

Blacks tended to assume that other Blacks have had similar 

experiences and are able to self-disclose to them; and the 

second was that Blacks tend to be sensitive, suspicious, 

and concealing of true feelings due to past negative 

experiences with Whites. Griffith (1986), in discussing 

the position of Black patients and Black psychiatrists in 

American psychiatry, notes that this sensitivity and 

suspiciousness still exist, and results in an attitude of 

mistrust. Attitudes of Blacks toward Whites appear to be 

an important issue in understanding their preference of 

mental health services. If Blacks do not fecl able to 

trust, they do not come back or seek help. 

In further exploring the issue of Blacks preferring 

Black therapÍEts, Parham and Helms (1981) found that for 
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Blacks, racial identity attitudes had a significant effect 

on the client's preference for counselor race. Parham and 

Helms studied 102 Black college students. Four stages of 

racial identity attitudes were measured (based on Cross' 

1971 model) along with the student's preference for 

counselor. They suggested that as a Black person becomes 

more comfortable with his or her racial identity, race of 

the counselor becomes less important. The importance of 

intrapersonal attitudes appears to be significant among 

Blacks. 

With Mexican-Americans, intrapersonal attitudes may 

also be an important issue. Penalosa (1968) reported that 

an important intrapersonal attitude to consider in the 

Mexican-American culture is the concept of "machismo." 

Machismo refers to an individual's attempt to express his 

manliness and his tendency to look for signs of his 

manliness in others' perception of him. Arredondo, 

Weddige, Justice, and Fritz (1987) state that the machismo 

concept holds the male dominant and the absolute head of 

the family. They also believe that there is often a 

denial of alcoholism in order to protect this concept of 

machismo. These authors propose that there is an intra-

personal attitude that plays a part in the choice to 

accept or reject psychological services by Mexican-

American males. 
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The research considering the issue of race and 

ethnicity of both the counselor and patient provided 

information that individuals may choose to continue or 

discontinue counseling. This choice may be made by the 

patient depending upon his/her intrapersonal attitude 

about (1) trust in the therapist (Griffith, 1968), (2) 

facilitative ability of the counselor (Banks et al., 

1967) , (3) race of the counselor (Grantham, 1973) , and (4) 

personal feelings about one's own ethnicity or sex 

(Arredondo et al., 1987; Harrison, 1975; Olivarez, 1976). 

It would appear that recognizing the role of intrapersonal 

attitudes would contribute to understanding the underuti-

lization and high attrition rate of minorities regarding 

psychological services. 

Just as ethnicity and culture have been examined in 

order to understand the uniqueness of therapeutic rela-

tionship brought by the patient in attitudes, research has 

begun to investigate the uniqueness of ethnic and culture 

in physical reactions to stress/anxiety and even medica-

tions used in psychological intervention. Different 

ethnic and cultural groups even interpret symptoms differ-

ently. 

Ruiz (1985), in a review of the literature, points 

out the importance of culture in understanding the 

Mexican-American and how the individual will manifest 

different prcblems, such as anxiety and/or depression. 
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Just as Redlich et al. (1958) noticed that low SES 

patients tended to express psychological problems in 

physical symptoms, Ruiz (1985) discusses how Mexican-

Americans niay not recognize anxiety and manifest it in 

terms of heart palpitations, dizziness, and fainting. 

Westermeyer (1987), in a review of the literature, 

suggests that clinicians should be wary of overinter-

preting nonverbal behavior in people of different cultures 

because research indicates that the physiognomy of stress 

differs from culture to culture. Lawson (1986) also 

reports ethnic and racial differences in symptom presenta-

tions and in response to psychotropic medication. 

Ruiz (1985) also discusses the importance of under-

standing the Mexican-Americans' attitude about the differ-

ence between "disease" and "illness." For Mexican-

Americans, disease means a medical malfunctioning, while 

illness represents personal, interpersonal, and cultural 

reactions to disease and, therefore, must be handled in 

particular ways. For example, Arredondo et al. (1987) 

reports that alcoholism may be viewed as a punishment from 

God, and therefore, endured rather than treated. 

Throughout the literature, research continually 

indicates that Mexican-Americans are unique. This re-

search indicates that this ethnic uniqueness must be 

better understood in order to provide better mcntal health 

delivery to Mexican-Americans. 
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Research Specifically on Mexican-
Americans and Mental Health Services 

With the findings from previously discussed studies 

in mind, research concerning specifically Mexican-

Americans and their relationship with mental health 

service delivery systems will be considered. As more 

research was done specifically on Mexican-Americans, 

several issues were addressed. The issue of a possible 

language barrier causing or contributing to low utiliza-

tion and high attrition was raised. Karno and Morales 

(1971) investigated this possibility by examining the 

distribution of language usage among Mexican-American 

patients in an East Los Angeles regional mental health 

clinic. This distribution was com.pared against the 

distribution of language usage found to correspond to 

figures obtained in a prior survey of a nonpatient 

I'.exican-American population in the same area. The dis-

tribution of language usage was approximately 28 percent 

Spanish-speaking only, 11 percent Spanish-speaking mainly, 

21 percent bilingual (about equal usage of English and 

Spanish), 27 percent English-speaking mainly, and 13 

percent English-speaking only. In reporting their re-

sults, Karno and Morales (1978) pointed out that this 

study was conducted in one of the largest Mexican-American 

communities in the nation. If these results are general-

izable to the rest of the population, then a language 
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barrier is not a major factor in the Mexican-American's 

low utilization rates of psychological services. 

Herrera (1978) also reported on the use of language 

by Mexican-Americans. This study examined the relation-

ship between the therapist's ethnicity, therapist's 

language orientation, therapist's professional status, and 

the client's willingness to self-disclose. A series of 

videotapes showed a therapeutic situation with each of the 

above mentioned variables manipulated in different com-

binations. These videotapes were then shown to 88 bilin-

gual Mexican-Americans. The author reported that the 

bilingual Mexican-Americans preferred two types of thera-

pists, those who were bilingual and Anglo or those who 

were Mexican-American but not bilingual. Herrera (1978) 

also reported that these Mexican-Americans used Spanish 

less often than English in many social situations. 

Spanish was not preferred for use in the psychotherapeutic 

interview, nor did subjects feel that it was crucial for 

therapists to be able to speak Spanish or that Spanish-

speaking therapists were more understanding. In addition, 

Spanish was not preferred for disclosure of emotional 

material. 

Language may not be a significant factor in the 

underutilization of services. However, some authors argue 

that language, combined with a different cultural view of 

the world, can cause many problems in delivering mental 
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health services. LeVine and Padilla (1980) review some of 

the literature on language usage and present a case study. 

They point out that the subject switches languages and 

that the troublesome problem is translation. Westermeyer 

(1987), in a review of the literature, stresses the 

importance of language usage in mental health delivery. 

Westermeyer (1987) warns that the use of a secondary 

language may reduce or enhance the appearance of psycho-

pathology, depending on the type of disorder and the phase 

of the disorder. At times, the use of the secondary 

language may enhance psychopathology appearance because 

that language usage causes the patient to be more tenuous 

and subject to disruption. At other times, the use of the 

secondary language caused the patient to exert more 

control over thoughts and emotions and, thus, manifest 

little distress where much distress would have been 

evident in the use of the primary language. It appears 

that language may not prevent Mexican-Americans from 

seeking psychological help, but that problems may occur in 

therapy because of inadequate translation or cultural 

definitions which are not the same for the "same" literal 

translation. 

Researchers have also addressed how Mexican-Americans 

attempted to find solutions to their problems. Karno and 

Edgerton (1969), in addition to studying the percentagc of 

the Mexican-American population using the mental health 



facilities (dÍECussed earlier), surveyed residents of two 

East LoE Angeles communities by questionnaire and by 

personal interviews. In addition, they showed vignettes 

depicting various psychiatric treatment situations to 

Mexican-Americans who came into the mental health facili-

ties. They concluded that many Mexican-Americans in East 

Los Angeles sought treatment for obviously (to Karno and 

Edgerton) psychiatric disorders from family physicians. 

They also reported that Mexican-Americans in their study 

did seek help from priests and family, or were encouraged 

by their family to return to Mexico for family or profes-

sional help there. Karno and Edgerton (1969) went on to 

speculate and express several hypotheses as to why 

Mexican-Americans underutilized the mental health ser-

vices. They hypothesized that Mexican-Americans' psychi-

atric disorders are less visible because they are 

expressed in criminal behavior, alcoholism, and/or narcot-

ics addiction. Other hypotheses included a high tolerance 

of deviant and idiosyncratic behavior within the family 

and community and the subsequent low likelihood of the 

individuals seeking professional help due to this toler-

ance; ignorance about the particular characteristic signs 

and symptoms of mental illness and the reasons for or ways 

in which to seek professional help; and excessive pride 

and sensitivity which makes it difficult to expose person-

al problems to public view. 
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Espinoza (1979) studied Mexican-Americans and their 

underutilization of mental health services. This study 

surveyed males in a Mexican-American community in Tucson, 

Arizona. They found that these Mexican-American males 

preferred to see curanderos (folk healers), witches, 

priests, physicians, and bartenders rather than mental 

health professionals. These Mexican-American males also 

rejected the idea of ever having to use mental health 

services, and they thought of the mental health care 

services as being only for violent, psychotic, or unman-

ageable individuals, not for themselves. 

Arredondo-Holden (1979) studied the use of curanderos 

and mental health center (MHC) services in two West Texas 

communities. In surveying Mexican-Americans, curanderos, 

and the MHC, it was found that both curanderos and the MHC 

were used. The general non-I4HC-utilizing sample, however, 

was found to be somewhat uninformed about MHC and the 

services they provide, although their attitude about what 

they did know was positive. The author suggested that 

more information about MHC's should be provided to the 

Mexican-American population and that MHC's could benefit 

by using curanderos as direct consultants. 

Apparently, a language barrier per se cannot be used 

to fully explain the low utilization of and high attrition 

rate in psychological services by Mexican-Americans. 

Also, there may be intrapersonal attitudes which are 
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related to this underutilization and high attrition rate. 

These attitudes may manifest themselves in the behavior of 

the Mexican-American to seek psychological help from 

doctors, family, curanderos, bartenders, witches, priests, 

etc. Also specifically mentioned were the attitudes of 

(1) personal pride and sensitivity which make it difficult 

to expose personal problems, and (2) a view of MHC's as 

places for violent or psychotic people rather than the 

Mexican-American male, himself. 

Research on Specific Personality 
Variables and Other Characteristics 
of Mexican-Åmericans and Psycho-
logical Services 

Research, in attempting to better understand why 

Kexican-Americans continued to have high attrition rates 

and low utilization of professional psychological ser-

vices, considered the personality and other characteris-

tics of Mexican-Americans. Some of the literature is very 

inconclusive. For example, internal-external locus of 

control as a personality variable was addressed by Garza 

and Ames (1974) , Miranda (1979), and Scott and Phelan 

(1969) . Garza and Ames (1974) used the Rotter I-E Scale 

with 86 Mexican-Americans, 88 Anglos, 9 Blacks, and 21 

individuals from other ethnic groups. They found Mexican-

Americans scored significantly less external than Anglos 

on the full 1-E Scale. Scott and Phelan (1969) had also 

studied Mexican-American and Anglo college students. They 



29 

found that Mexican-Americans scored significantly less 

internal than Anglos on the full I-E Scale. Miranda 

(1979) studied three different multigenerational Mexican-

American families. This study reported a great diversity 

in the locus of control orientation between different 

families and within each of the three multigenerational 

families. The particular orientation of the individual 

families appeared to be situational rather than status. 

Miranda concluded that the locus of control orientation 

was not culturally transmitted from one generation to 

another and that, in effect, the I-E Scale was not predic-

tive or descriptive of the individual orientation of 

Mexican-Americans as a culture. Review of these studies 

gives support to Garza and Widlak (1977), who, after 

reviewing the literature, indicated that no definite 

ccnclusions could be reached on the subject of locus of 

control orientation among Mexican-Americans. 

Other research began to investigate the issue of 

Mcxican-Americans and self-disclosure. Phillippus (1971) 

observed a mental health unit in Denver, Colorado. Though 

the effects of group therapy was the subject of observa-

tion, self-disclosure of Mexican-Americans was indirectly 

addressed. Phillippus observed that it was quite diffi-

cult to keep Mexican-Americans and other Hispanic patients 

in group therapy. This study postulated several reasons 

for this dropout rate. Two of these reasons were: (a) 
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the language barrier between the Mexican-Americans and 

non-Hispanic or Mexican-Americans, and (b) the reluctance 

of Hispanics to openly express or verbalize their feelings 

in a setting which is not composed of family or close 

friends. 

Littlefield (1974) examined the self-disclosure of 

Mexican-American, Black, and VThite ninth-grade students 

using the Riverbark version of Jourard's (1964) self-

disclosure questionnaire. This study found that self-

disclosure was a function of sex within a sub-culture 

group. Females had higher self-disclosure scores of every 

group, Anglo, Black, and Mexican-American. Mexican-

American males had the lowest self-disclosure scores of 

all the groups. 

Other studies examined either the self-disclosure or 

attitude toward counseling of Mexican-Americans. Acosta 

and Sheehan (1976) studied the effects of counselor 

ethnicity and expertise on self-disclosure by Mexican-

American and Anglo subjects in a psychotherapy analogue 

situation. Subjects, undergraduate college students, were 

asked to view a simulated therapy tape in which the 

language accent used by the therapist (English vs. Spanish 

accent) and the therapist's professional expertise were 

manipulated for the different treatment groups. The 

subjects were assessed on a self-disclosure scale in order 

to investigate their degree of willingness to talk to the 
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therapist presented on the tape. They found that both 

Mexican-Americans and Anglos expressed more positive 

attitudes toward the Anglo-American professional and the 

Mcxican-American nonprofessional than toward the Anglo-

American nonprofessional and the Mexican-American profes-

sional. 

LeVine and Franco (1981) also studied the self-

disclosure of college students. They surveyed 274 under-

graduate students and found that, overall, Anglos had 

higher self-disclosure than Mexican-Americans. Mexican-

American males scored lower than any other group (Anglo 

males, Anglo females, Mexican-American females). A 

preference of either Anglo/male, Anglo/female, Mexican-

American/male or Mexican-American/female counselor was 

presented. The authors reported that both male and female 

Mexican-Americans preferred to self-disclose to a female 

counselor. 

Acosta (1980) studied the relationship between 

premature termination and the patient's reason for leaving 

therapy. The subjects, 74 volunteer college students, 

were patients at a counseling center. There were three 

ethnic groups: Anglo, Mexican-American, and Blacks. Of 

the three groups, Mcxican-Americans were found to have the 

highest scores on the Attitude Toward Therapy for Others 

Scale and the lowest scores on the Negative Attitude 
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Toward Therapist Scale, but these trends were not statis-

tically significant. The study suggested that Mexican-

Americans, Anglos, and Blacks all had a positive attitude 

toward therapy in general. It is interesting to note 

Acosta reports that 32 percent of the Anglos received help 

elsewhere after terminating therapy at the clinic, while 

only 12 percent of the Mexican-Americans and 12 percent of 

the Blacks received help elsev7here. 

In another study, Schneider, Laury, and Hughes (1980) 

surveyed a sample of volunteer community college students. 

The Mexican-Americans in this study also reflected a 

positive attitude toward counseling. In results similar 

to Acosta (19 80) , Mexican-American students appeared m.ore 

likely to take their personal problems to a professional 

than Anglo students. But, this difference was not signif-

icant. 

Valdes (1984) studied 142 Mexican-American and 60 

Anglo high school and college students. There were 104 

males and 9 8 females. The 101 volunteer high school 

subjects were from Austin, Texas. The college population 

was drav^ from Saint Edward's University, Texas Tech 

University, and the University of Texas at Austin. The 

subjects were assigned randomly to one of two experimental 

groups: (a) a group which viewed a video tape (one of two 

depicting cognitive-behavioral psychotherapy techniques), 
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or (b) a group which viewed a videotape depicting psycho-

analytical psychotherapeutic techniques. Each student was 

shown only one of the total of four videotapes. The tapes 

were 20 minutes long and were viewed individually or in 

large groups depending upon the situation. Following the 

videotape, the students filled out the Attitude Toward 

Seeking Professional Psychological Help Scale and a 

version of Jourard's Self-Disclosure Scale. This study 

reports that Mexican-Americans overall have a lower 

self-disclosure than Anglos. In addition, college and 

higher SES subjects scored significantly higher on self-

disclosure than did high school and lower SES subjects 

among Mexican-Americans. 

Mexican-T^ericans also had a significantly lower 

attitude toward seeking professional psychological help 

score (ATSPPHS) than did Anglos. However, results indi-

cated that as SES went up or Mexican-Americans went to 

college, their scores were very similar to Anglos. 

Mexican-American high school students scored significantly 

lower than Mexican-American college students on the 

ATSPPHS. Anglo high school students also scored lower 

than Anglo college students on ATSPPHS. 

In conclusion, the research presented on personality 

variables and other characteristics of Mexican-Americans 

indicates that Mexican-Americans are less self-disclosing 
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than Anglos. They may have a positive attitude toward 

counseling similar to Anglos. 

In considering the research on the self-disclosure of 

Mexican-Americans, contrast it with the research on locus 

of control. In the locus of control research, there was 

no conclusive work, results changed dramatically within 

the same basic population (college students), and was 

inconclusive in a more general population (three separate 

multigenerational families). Even a review of the litera-

ture resulted in Garza and Widlak (1977) concluding that 

the research on locus of control was inconsistent. The 

research in self-disclosure, however, reveals more consis-

tent results. VJhether it is cbservation of an actual 

adult hospital population (Phillippus, 1971), school 

children (Littlefield, 1974), or college students (Acosta 

& Sheehan, 1976; LeVine & Franco, 1981; Valdes, 1984), 

Mexican-Americans are indicated as being less self-

disclosing than Anglos. All else aside, methodology, N of 

study, measurement, Mexican-Americans are reported in each 

study as lower in self-disclosure than Anglos. This 

research indicates that it might be possible to generalize 

that Mexican-Americans are less self-disclosing than 

Anglos. 

In considering attitude toward counseling, the 

populations used were primarily college students. This 

may make any generalization to other Mexican-American 
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populations very tentative. Valdes (1984) reports 

Mexican-Americans as having a negative attitude toward 

counseling even with some college students in the study. 

Gray (1986), in reviewing the literature, concludes that 

Mexican-Americans attending college are a very small and 

somewhat unique group within the Mexican-American popula-

tion as a whole. Valdes (1984), in discussing the results 

of some research on Mexican-Americans goes so far as to 

state: 

The subjects involved were volunteer college 
students. It is apparent that these results 
cannot be generalized to the entire Mexican-
American population who tend to be more lower 
class, less educated, less financially stable, 
and less involved in Anglo, middle class insti-
tutions and endeavors than young, Mexican-
American college students. (p. 70) 

They also found that Mexican-Americans scored significant-

ly lower on self-disclosure than Anglos. Both Mexican-

Americans and Anglos scored the same on attitude toward 

counselina. 

Proposed Models of Psychological 
Deliverv for Mexican-Americans 

LeVine and Padilla (1980) reviewed the literature and 

suggested how mental health care services may be better 

tailored to fit the Mexican-American client. Specifically 

among their suggestions was a need for an understanding of 

the culture which is different from the counselor's 

culture. Owen (1982) states that race and ethnicity are 
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important variables affecting the outcome of mental health 

utilization and have not been taken seriously in develop-

ing better delivery systems. Garcia (1985) attempted to 

determine the needs of elderly Mexican-Americans in the 

Tampa Bay area of Florida. A questionnaire was developed 

by a bilingual team and administered in Spanish to 4 5 

elderly residents (62-85 years of age) of an inner city 

retirement facility in a predominantly Mexican-American 

neighborhood. The majority of the respondents were 

unaware of most community resources and many were reluc-

tant to use any services because of pride, communicaticn 

difficulties, and the fear of being poorly received. This 

study concluded that it is essential to understand ethnic-

ity and culture in delivering adequate support for elderly 

Mexican-Americans. Rosenthal (1986) also discusses the 

importance of understanding ethnicity and culture in 

providing effective and adequate support systems for 

elderly ethnic groups. 

The literature consistently has researchers and 

authors calling for a psychological delivery system which 

takes into account the effects of ethnicity and culture. 

Drawing upon the literature of their time, Abad, Ramos, 

and Boyce (1974) and Padilla, Ruiz, and Alvarez (1975) 

were the first to theorize very extensive models for 

delivery of mental health services to Spanish-speaking 

minorities. These models appear to be appropriate today. 
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A combination of these models would call for (1) Mexican-

American oriented clinics located in the Mexican-American 

community, (2) staffed by bilingual people, who (3) 

collaborate and consult with curanderos and (4) consult 

with Spanish agencies in the community, (5) in-service 

training of paraprofessionals, and (6) liaison relation-

ships with local hospitals. There would be an emphasis on 

the role of the family, and removing waiting lists to 

provide immediate walk-in possibilities. The centers 

would try to present and maintain a very open, relaxed 

atmosphere and be involved in many aspects of the communi-

ty. 

The qualities presented in this model of a mental 

health delivery system address many of the intrapersonal 

attitudes discussed in the literature to the underutiliza-

tion and high attrition rate discussed in the literature 

presented. In being Mexican-American oriented, open, 

relaxed, and easily accessible in regard to physical 

distance and waiting for treatment time, Mexican-Americans 

may (1) not be afraid to utilize the system because of 

being rejected, or (2) not feel that time and distance 

required to receive help was too big a burden. Being 

involved in many aspects of the community and emphasizing 

thc role of the family may help educate the Mexican-

American about the role of psychological help and result 

in the center not being seen as a place for psychotics, 
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but as an acceptable place to receive psychological help 

just like witches, bartenders, etc. For example, 

Arredondo et al. (1987) report that some Mexican-Americans 

believe alcoholism is a punishment from God and must be 

endured. Center involvement and contact with curanderos 

and religious leaders might result in treatment programs 

to address this issue. The use of curanderos and liaison 

relationships with local hospitals may help educate both 

the Mexican-American and medical community to the unique-

ness of the Mexican-American in presenting psychological 

problems, such as anxiety, dizziness or heart palpita-

tions. The bilingual staff v/ould also contribute to somie 

members of the community, such as the elderly, feeling 

more comfortable in seeking help. Also, more effective 

communication may contribute to fewer misunderstandings 

and wrong diagnosis. With the overall atmosphere and 

orientation of the center being an everyday part of the 

community, the result may be reflected in Mexican-

Americans viewing the center as a safe place to seek help 

and disclose personal problems rather than being hostile 

toward it. Finally, a training of paraprofessionals would 

maintain an emphasis on understanding the specific needs 

and attitudes of the Mexican-Americans in that neighbor-

hood. 

No programs appear in thc literature that contain all 

of these characteristics. Perhaps it is the possible very 
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high cost of starting and maintaining them which prevents 

their implementation. Carter (1986), in an article, 

"Deinstitutionalization of Black patients: An Apocalypse 

Now," discusses how he believes that Blacks have faired 

worse than other groups from the depopulation of state 

mental institutions. Though discussing primarily Blacks, 

Carter (1986) points out how the economics of the 1980s 

are resulting in a loss of funding for many programs. 

Carter believes that all services are affected, especially 

those for racial minorities. If very complex models, such 

as those presented by Abad et al. (1974) and Padilla et 

al. (1975), may not be implemented, then perhaps there is 

now an even greater need to more fully understand the 

uniqueness of Mexican-Americans and how to provide psycho-

logical services to them. 

Theoretical Approaches and Related 
Research Assumptions 

As evident throughout the literature, researchers 

have placed importance on understanding the attitudes of 

Mexican-Americans in order to better provide mental health 

services. Researchers, previously discussed, have shown 

that the attitude of the Mexican-American toward his/her 

own ethnicity or the ethnicity of the therapist can result 

in a premature termination of psychological services. 

Mexican-American attitudes concerning their (1) personal 

pride, (2) suspicion of anger or hostility toward the 
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mental health system, or (3) definition of what is disease 

and illness have resulted in an underutilization of 

services. These, and other attitudes previously discussed 

appear to be very important in determining behavior. 

Ajzen and Fishbein (1980) and Jaccard and Wan (1986) have 

each developed models to better understand behavioral 

decision making. Ajzen and Fishbein (1980) present a 

model which states that a person's intention (decision) to 

perform a given behavior is a function of his or her 

attitude toward performing the fcehavior and/or his or her 

perceptions about what important others think he cr she 

should do. Jaccard and Wan (1986) present a model which 

states that a person will choose to do a particular 

behavior if his or her attitude toward that behavior is 

more positive than his or her attitude toward other 

alternative behaviors. 

The literature indicates that Mexican-Americans are 

deciding or choosing to (1) either not seek professional 

psychological services, or (2) to prematurely terminate 

services if they do seek psychological help. They are, 

however, choosing to go see doctors, priests, curanderos, 

witches, and bartenders. Some are choosing to rely 

entirely on their family and will refuse to seek any other 

help. These models of behavioral decision making give 
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direction in seeking an understanding of the Mexican-

American's behavior of not seeking professional psycho-

logical services or prematurely terminating professional 

psychological services. Understanding the Mexican-

American's intrapersonal attitude about what is acceptable 

or positive will provide useful information. If what is 

acceptable or positive to the Mexican-American is known, 

then psychological service providers can then actively try 

to provide services that are acceptable and positive. 

Presently, more information is needed in understanding the 

Mexican-American's attitude toward seeking professional 

psychological help. 

In developing their Attitudes Toward Seeking Profes-

sional Psychological Help Scale, Fisher and Turner (1970) 

had a panel of 14 clinical and counseling psychologists 

and psychiatrists to judge a pool of items. Those items 

were determined relevant to particular attitude domains 

which were felt to be essential in determining whether or 

not a person would make a decision to seek help. There 

were four attitude domains or factors determined to make 

up Fisher and Turner's scale. These were: (a) a recogni-

tion of need for psychotherapeutic help, (b) tolerance of 

the stigma associated with psychiatric help, (c) interper-

sonal openness regarding one's problems, and (d) confi-

dence in the mental health profession. 
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The literature indirectly and directly addresses some 

of these domains as well as Fisher and Turner's overall 

domain of attitude toward seeking help. The domain of 

interpersonal openness regarding one's problems is 

addressed in the work on self-disclosure (Borrego, Chavez, 

& Titley, 1982; LaCalle, 1973; LeVine & Franco, 1981, 

Phillippus, 1971; Sanchez & Atkinson, 1983; Valdes, 1984). 

Acosta (1980), Acosta and Sheehan (1976), Schneider, 

Laury, and Hughes (1980), and Valdes (1984) have specifi-

cally addressed the issue of attitude toward counseling as 

a whole. Sanchez and Atkinson (1983) and Valdes (1984) 

specifically used this Attitudes Toward Seeking Profes-

sional Psychological Help Scale in working with Mexican-

Americans. There is, however, a lack of research on the 

other attitudinal domains addressed by Fisher and Turner 

(1970) . 

One attitudinal domain, tolerance of the stigma 

associated with psychiatric help, may be indirectly 

addressed by Karno and Edgerton (1969), when they listed 

excessive pride and sensitivity about personal problems as 

a specific issue which contributed to Mexican-Americans 

not utilizing mental health services. Penalosa (1968) 

refers to machismo and a Mexican-American's attempts to 

express manliness and to look for signs of his manliness 

in other's perception of him. These researchers may have 

indirectly addressed the issue of stigma tolerance. 
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However, it is clear that any conclusive research in this 

area is lacking. 

Statement of the Problem 

The purpose of this study is to expand the research 

on the attitude of Mexican-Americans toward seeking pro-

fessional psychological services and test the assumption 

that the factor of tolerance of stigma associated with 

receiving professional psychological help (which makes up 

this attitude) is an important variable contributing 

Mexican-Americans' underutilization of psychological 

services. Also, This study will examine the relationship 

between attitudes toward seeking professional psycho-

logical help and compliance with recommended counseling. 

Based on the reviewed literature, it is reasonable to 

expect that Mexican-Americans will have lower selí-

disclosure than Anglos (Borrego, Chavez, & Titley, 1982; 

Littlefield, 1974; LeVine & Franco, 1981). It is also 

reasonable to expect that Mexican-Americans will be 

concerned with the stigma attached to receiving psycho-

logical help (Arredondo et al., 1987; Karno & Edgerton, 

1969; Penalosa, 1968). 

Definitions 

Intrapersonal attitude is defined as the attitude 

occurring within one' s own mind or self. In this study. 
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This would imply that Wexican-Americans would associate 

more stigma with receiving psychological help than Anglos. 

H^: Mexican-Americans will have a significantly 

lower interpersonal openness factor score than Anglos. 

This would imply that Mexican-Americans would be less 

willing to self-disclose personal problems than Anglos. 

H^: Compliers will have significantly higher toler-

ance of stigma scores than will noncompliers. This would 

imply that those people who comply with recommendations to 

seek psychological services will associate less stigma 

with seeking psychological help than those who will not 

comply. 

K-: Compliers will have significantly higher inter-

personal openness scores than noncompliers. This would 

imply that people who comply with recommendations to seek 

psychological help will be more willing to self-disclose 

personal problems than those people who will not comply. 



CHAPTER II 

METHODS AND PROCEDURES 

Subjects 

Subjects were volunteers on probation at the Lubbock 

County Adult Probation Department in Lubbock, Texas for 

misdem.eanor driving while intoxicated (DV7I) offenses. 

Though there were 365 volunteers, only 328 could be 

determined as meeting the criteria of first-time DV7I 

offenders. There were 188 Mexican-American volunteers, 

116 Anglo volunteers, and 24 Black volunteers. This 

reflected approximately 35 percent of the DWI population, 

and is considered to be a representative sample of this 

population, which is reported by the Probation Department 

as consisting of approximately 930 adults. Based upon a 

Probation Department report, this was also a representa-

tive sample of the DWI population in the Lubbock area in 

regard to racial and ethnic makeup. For example, in the 

month of January 1987, 55 Mexican-Americans entered the 

probation system as misdemeanor DWI; 45 Anglos entered the 

probation system as misdemeanor DWI; and 7 Blacks entered 

the system as misdemeanor DWI. Due to the very low N for 

Blacks, their data was not used in the study. This 

resulted in a total N of 304 Mexican-American and Anglo 

46 



47 

subjects. The N of Mexican-T^ericans was 188 and the N of 

Anglos was 116. One Anglo subject was dropped from the 

study due to missing data. This resulted in an N of 115 

Anglos. 

Instruments 

The Attitudes Toward Seeking Professional Psycho-

logical Help Scale is a 29-item scale designed to measure 

many aspects of the general orientation of an individual 

toward seeking mental health care services (see Appendix 

A) . It attempts to measure one's "tendency to seek or to 

resist professional aid during a personal crisis or 

following prolonged psychological discomfort" (Fisher & 

Turner, 1970, p. 79). The attitude statements were 

written in collaboration with several clinical psycho-

logists with experience in a wide range of settings 

including state and federal hospitals, clinics, private 

practice, and school situations. A pool of 47 preliminary 

statements were accepted and were judged by a panel of 14 

clinical and counseling psychologists and psychiatrists as 

to their relevance to the hypothetical attitude domain and 

according to whether it reflected a positive or negative 

attitude. Thirty-one items were considered to be highly 

relevant. These 31 items were administered to 97 high 

Echool and nursing school students and were subjected to 

item analysis in which it was found that all 31 items 

correlated significantly with the students' summed 
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attitude scores (Fisher & Turner, 1970). None of the 

items correlated significantly with the students' obtained 

scores on the Marlowe-Crowne Social Desirability Scale 

(Marlowe & Crowne, 1960) . A second group of college 

students (N = 115) were administered the test. The 

results of this administration showed that 2 of the items 

correlated poorly with the total attitude scores and were, 

therefore, removed from the scale. The remaining 29 items 

were considered the final version of the scale. Eleven of 

the items were positively stated and 18 were negatively 

stated. Negative items are reverse scored. A respon-

dent's score can range from 0 to 87, with each item scored 

0, 1, 2, or 3. A high score indicates a positive attitude 

toward seeking help (Fisher & Turner, 1970). 

The internal consistency-reliability of the scale was 

computed, utilizing Tryon's (1957) method for the stan-

dardization sample of 212 individuals and was found to be 

.86. The reliability on a later sample of 406 college 

students was computed as .83. These estimates suggest 

moderately good consistency of response within the entire 

scale. Five groups of students were tested and retested 

across interval of five days, two weeks, four weeks, six 

weeks, and two months, respectively. The correlation 

coefficients for the five intervals were, respectively: 

r = .86, r = .89, r = .82, r = .73, and r = .84. The 

authors reported that with the exception of the six-week 
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group, the attitude score remained stable over time 

(Fisher & Turner, 1970). 

In items of validity, Fisher and Turner (1970) 

predicted that subjects who had actually sought help for 

psychological problems would have a more favorable atti-

tude as measured by the Attitudes Toward Seeking Pro-

fessional Psychological Kelp Scale than those who had had 

no professional contact. The biographical data obtained 

from the sample population showed that 47 (approximately 

9%) of the subjects stated they had previously seen or 

were currently seeing a professional about emotional 

difficulties. Of these subjects, 36 had consulted a 

psychologist or psychiatrist, whereas 11 had received 

unspecified professional help from a medical doctor, 

clergyman, or social worker. Through the case of t.-tests, 

it was found that subjects of both sexes who had pro-

fessional contact scored distinctly higher on the scale 

than those with no professional contact. In addition, the 

professional contact group held high or extremely positive 

attitudes toward professional help. 

Factor analysis, utilizing Harman's (1960) method of 

424 student questionnaires involving the attitude scale, 

found four definable and interpretable factors. These 

were: (a) recognition of need for psychotherapeutic help 

(eight items), (b) tolerance of the stigma associated with 

psychiatric help (five items), (c) interpersonal openness 
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regarding one's problems (nine items), and (d) confidence 

in the mental health profession (nine items) (Fisher & 

Turner, 1970). 

A second analysis conducted on 381 subjects and their 

item responses derived the same four factors. It appears 

that the scale is relatively reliable and valid to some 

extent, and has been found to have factors which are 

statistically significant, mutually independent, and 

perhaps clinically relevant. There has been no 

reliability testing of the four factors alone. It is 

possible that the reliability for each factor will be less 

than the reliability for the test as a whole. However, 

this possible loss in reliability may not be great enough 

to hinder the use of the individual factors. 

The Attitudes Toward Seeking Professional Psycho-

logical Hclp Scale (ATSPPHS) has been utilized in several 

research studies with desirable results. Calhoun, Dawes, 

and Lewis (1972) used the scale in an investigation of the 

correlates of attitudes toward seeking help in a sample of 

outpatients in a university psychology clinic. Question-

naires were distributed to 45 patients. These question-

naires were then used to determine if the patient judged 

the causal locus of his or her problem to be either 

internal or external, and the perceived severity of his cr 

her problem. The patients then completed the ATSPPHS. 

This study found that females had more positive attitude 
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than did males toward seeking help. However, this differ-

ence could be erased among those who are actually in the 

process of getting help. Only 3 of 36 outpatients indi-

cated that their problem was due to an external cause, so 

the planned comparison between help-seeking attitudes and 

causal attribution was not possible. 

Cash, Kehr, and Salzbach (1978) studied 219 under-

graduate college students. This study sought to test the 

ATSPPHS' predictive ability and utility in counseling 

research. They found that students who had received prior 

professional assistance for psychological problems had 

more favorable attitude than students without professional 

contact. Students also listened to audio-taped counseling 

sessions and rated the counselors on several variables. 

Help seeking attitude had a positive relationship with the 

counselor's perceived expertise, trustworthiness, regard, 

empathy, genuineness, and general helpfulness, and to the 

student's expected willingness to return for a second 

interview and his or her expectations to improve across a 

variety of personal problems. 

Fisher and Cohen (1972) examined the relationship 

between help seeking attitude and demographic variables 

within a sample of 989 high school and college age indi-

viduals. It was found that income was not related to help 

seeking attitude. Educational level had a very positive 

correlation to help seeking attitude. The higher the 
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education, the higher the attitude toward seeking help. 

Upper SES individuals appeared unrelated to education, but 

there was an interaction between education and attitude 

for middle and lower SES individuals. 

Sanchez and Atkinson (1983) surveyed 28 Mexican-

American college students and found that commitment to the 

Mexican-American culture was significantly correlated with 

preference for a Mexican-American counselor and a willing-

ness to self-disclose in counseling. Those subjects with 

a strong commitment to the Mexican-American culture 

expressed a greater preference for an ethnically similar 

counselor and a lesser willingness to self-disclose. The 

study also had each student complete the ATSPPHS. On the 

interpersonal openness factor, the students differed. 

Again, the more committed the student was to the Mexican-

American culture, the less willingness there was to 

self-disclosure or to be interpersonally open. 

Valdes (1984) has been previously reviewed. In 

addition to the results reported in that review, this 

study also reported that females were significantly more 

open than males by ethnicity, and had significantly less 

stigma than males within each ethnic group. 

These research results appear to demonstrate evidence 

of external validity for this scale. This scale also 

appears to be appropriate and useful in research with 

Mexican-Americans. 
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In translating this scale to Spanish, two bilingual, 

college graduates were asked to translate the scale 

independently. Their independent results were then 

compared to help in determining the accuracy of transla-

tion. These two independent translators felt that the 

scale language and content should be equivalent in each 

language. 

Procedure 

VJhen a probationer subject reported to his/her 

probation officer, the probationer subject was asked to 

fill out a questionnaire on attitudes toward counseling. 

The officer then placed the date the subject entered the 

probation system and information as to the current state 

of the subject's compliance on a coversheet attached to 

the questionnaire. The subject was then asked to go to 

another room where someone would help him/her complete the 

questionnaire. When subjects arrived at the appropriate 

room, they were greeted. They were then asked if they had 

been told, and understood, that their name was not to be 

placed on anything, and that all the information they 

provided would not be seen by their probation officer. 

They were asked if they understood that all information 

provided was confidential and that only the results of the 

entire study would be released. If they acknowledged 

this, and agreed to continue, they were asked to sign a 
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release in the form of a written statement of what had 

just been discussed with them. 

Due to the wide range of education among the sub-

jects, the reading level of the instrument was a concern. 

To assure that each subject understood the instrument, two 

bilingual readers and one English speaking-only reader was 

present at all times. A fourth reader (English-speaking 

only) was also present on days that were expected to be 

especially busy. All subjects were told that if they had 

any questions that someone would be very happy to assist. 

After the third day, a count of subjects assisted was 

taken. After the third day, 141 subjects either asked for 

assistance on a particular issue or asked that the instru-

ment be read to them. Subjects who did not ask for 

assistance were observed and occasionally monitored to see 

if they were answering consistently. For example, answers 

on the first item, "Though there are clinics for people 

with mental problems, I would not have much faith in 

them," was a very good predictor of the subject's ability 

to score the instrument accurately. Subjects would be 

asked about their response to this or other items. If 

their verbal response (i.e., "I would have faith in the 

clinics") matched their written response of "0" (I dis-

agree) with this statement, then the subject was able to 

understand the instrum.ent. 
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Other Information 

Determination of Compliance/ 
Noncompliance 

Compliance/noncompliance was determined by examining 

information on the subject provided by the probation 

officer. The criteria for compliance was cooperation by 

the subject in fulfilling the terms and conditions of 

his/her probation and the laws of the State of Texas. 

Those subjects who had fulfilled the terms of the pro-

bation were classified as com.pliers. Those subjects who 

had not fulfilled the terms of probation and Texas state 

law were classified noncompliers. All other subjects, 

those new to the system, those who were cooperating but 

had not completed, and those who were not cooperating but 

by law were not technically in violation of their proba-

tion were classified separately but not included in the 

study. 

Determination of Socio-
economic Status 

Socioeconomic status was determined by placing each 

subject in either a high, medium, or low SES category 

based on his/her annual income and/or education. Subjects 

making $10,000 a year or less were classified as low SES. 

Also, all subjects who had not completed high school were 

classified as low SES. Subjects making $11,000 to $17,000 

a year were classified as middle SES. High SES was 

determined by subjects either making more than $18,000 a 
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year or by having either completed college or presently 

attending college. Fourteen subjects were not classified 

because they reported having attended their senior year of 

high Echool and gave no income. With high school gradua-

tion and income unable to be determined, these subjects 

were excluded in any analysis involving SES. 

Data Analysis and Instrument 
Scoring 

Statistical Procedures 
Performed 

The hypotheses of this study were analyzed statis-

tically by one-way and two-way analysis of variance. Each 

variable, stigma tolerance, interpersonal openness, and 

compliers/noncompliers was analyzed by one-way analysis to 

find any difference between ethnicity as a whole. Two-way 

analyses of variance were performed to examine the rela-

tionship of socioeconomic status to the factors stigma 

tolerance and interpersonal openness, and to discover any 

possible interaction of SES and ethnicity. Two-way 

analyses of variance were also performed to examine the 

relationship of ethnicity to the factors stigma tolerance 

and interpersonal openness and to discover any possible 

interaction of ethnicity and compliance. Finally, a 

chi-square was performed in order to test the independence 

of Mexican-Americans and Anglos in relation to compliance. 
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Treatment of Missing Data 
on Attitude Scale 

One subject failed to answer 8 of 29 items on the 

attitude scale. This subject's data was not used in the 

study. Of the remaining subjects, there were 17 items 

unanswered. The number of items in each factor of the 

scale were: 2 in stigma tolerance, 6 in recognition of 

need for help, 5 in confidence in the system, and 4 on 

interpersonal openness. 

A mean score was found for each item not answered, 

and this mean score was used as the score for unanswered 

items. The mean of each item was then recalculated to 

determine any effect this added score might have. No 

change was found to occur in the mean of any item when 

missing items were added. 

Scorinq of Instrument 

The computer statistical package used to perform the 

statistical procedures would not read zero (0) . There-

fore, each item response had "1" added to it. This 

resulted in the range of possible responses being 1, 2, 3, 

4, rather than 0, 1, 2, 3. The total range of the instru-

ment then became 0 to 116 rather than 0 to 87. This must 

be noted if any statistical analysis of scores were to be 

compared to another study. For this study, this made no 

difference in thexe being significant differenccF on any 

analysis. 



CHAPTER III 

RESULTS 

The data obtained by the procedures outlined in 

Chapter II were analyzed by both one-way and two-way 

analysis of variance. A .05 level of significance was 

used as the critical value for all statistical decisions. 

However, throughout the present chapter, actual signifi-

cance levels obtained will also be reported. 

One-way analyses of variance were employed to test 

the hypotheses that Mexican-American subjects would have 

significantly lower scores on the stigma tolerance and 

interpersonal openness factors than Anglos. One-way 

analyses of variance were also employed to test the 

hypotheses that noncompliers would have significantly 

lower scores on the stigma tolerance and interpersonal 

openness factors than compliers. 

Two-way analyses of variance were employed to examine 

the interaction of socioeconomic level with ethnicity and 

compliance with ethnicity. Acceptance or rejection of a 

hypothesis was determined by the significance, if any, of 

the difference between ethnic groups or compliance groups. 

However, any interaction of socioeconomic level or 

ethnicity would have been an important consideration. 
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Finally, a chi-square was performed in order to test 

the independence of Mexican-Americans and Anglos in 

relation to compliance. 

The results of these analyses were placed in summary 

tables. A description of each table and the summary 

tables are presented in the present chapter. 

Ethnicity and Stigma Tolerance 

Tables 1 and 2 contain summary information on the 

one-way analysis of variance performed on data from 

Mexican-American and Anglo subjects' scores on the stigma 

tolerance factor. The mean for Mexican-Americans on the 

stigma tolerance factor was 12.64, while the mean for 

Anglos was 13.50. As evident from these tables, the means 

are significantly different at the .014 level. 

Tables 3 and 4 contain summary information on the 

two-way analysis of variance performed on the data from 

the Mexican-American and Anglo subjects' scores on the 

stigma tolerance factor, and their socioeconomic level. 

The means were: (1) Mexican-Americans, 12.64; (2) Anglo, 

13.50; (3) low socioeconomic level, 12.57; (4) middle 

socioeconomic level, 13.34; and (5) high socioeconomic 

level, 13.95. Again, significance was found. As evident 

from the tables, Mexican-American means are significantly 

lower than Anglo means, thus making ethnicity significant 

at the .014 level. Also, socioeconomic status means are 

significantly different across low, middle, and high 
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TABLE 1 

One-way ANOVA Ethnicity and Stigma Tolerance 

Ethnicity 

Error 

Source of Sum of Mean of 
Variation Squares df Squares F-ratio Significance 

52.45 1 52.45 

2620.15 301 8.705 

6.03 .0140 

Total 2672.60 302 8.805 

TABLE 2 

Means and Standard Deviations of Stigma Tolerance 
Factor Scores Across Ethnic Groups 

Group N SD 

Mexican-American 

Anglo 

188 

115 

12.64 

13.50 

3.07 

2.75 
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TABLE 3 

Two-way ANOVA Ethnicity, Socioeconomic 
Status and Stigma Tolerance 

Source of Sum of Mean of 
Variation Squares df Squares F-ratio Significance 

Ethnicity 49.98 1 49.98 

SES 92.40 2 46.20 

Interaction 10.84 2 5.42 

Error 2368.71 283 8.37 

5.97 

5.52 

0.65 

.0144 

.0048 

n. s. 

TABLE 4 

Means and Standard Deviations of Stigma Tolerance 
Factor Scores Across Ethnic Groups and 

Socioeconomic Status 

Group N X SD 

Mexican-Americans 
Anglos 
Low SES 
Middle SES 
High SES 
Mexican-American/Low SES 
Mexican-American/Middle SES 
Mexican-American/High SES 
Anglos/Low SES 
Anglos/Middle SES 
Anglos/High SES 

178 
111 
186 
44 
59 
139 
27 
12 
47 
17 
47 

12.64 
13.50 
12.57 
13.34 
13.95 
12.34 
13.93 
13.25 
13.26 
12.41 
14.13 

3.02 
2.78 
3.12 
2.59 
2.44 
3.15 
2.18 
2.45 
2.94 
2.96 
2.43 
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levels, making socioeconomic status significant at the 

.04 8 level. There was no significant interaction. 

Ethnicity was significant at the .014 level and socio-

economic status was significant at the .0048 level. There 

was no significant interaction. This lower score is 

related to a higher stigma associated with seeking help. 

Therefore, Mexican-Americans have a significantly more 

negative attitude about seeking help. 

For both ethnic comparison alone and ethnic compari-

son while extracting variance due to socioeconomic status, 

statistical procedures resulted in an acceptance of the 

first hypothesis. Mexican-Americans had a significantly 

lov/er stigma tolerance f actor score than Anglos. 

Ethnicity and Interpersonal 
Openness 

Tables 5 and 6 contain summary information on the 

one-way analysis of variance performed on data from 

Mexican-American and Anglo subjects' scores on the inter-

personal openness factor. The mean for Mexican-Americans 

on the interpersonal openness factor is 17.75, while the 

mean for Anglos is 19.14. As evident from these tables, 

the means are significantly different at the .0057 level. 

Tables 7 and 8 contain summary information on the 

two-way analysis of variance performed on the data from 

the Mexican-American and Anglo subjects' score on the 
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TABLE 5 

One-way ANOVA Ethnicity and Interpersonal Openness 

Source of 
Variation 

Sum of Mean of 
Squares df Squares F-ratio Significance 

Ethnicity 137.69 137.69 7.83 .0057 

Error 5295.02 301 17.59 

Total 5432.71 302 17.029 

TABLE 6 

Means and Standard Deviations of Interpersonal Openness 
Factor Scores Across Ethnic Groups 

Group N SD 

Mexican-American 

Anglo 

188 

115 

17.75 

19.14 

3.90 

4.64 
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TABLE 7 

Two-way ANOVA Ethnicity, Socioeconomic 
Status and Interpersonal Openness 

Source of 
Variation 

Ethnicity 108.5 

SES 373.86 

Interaction 

Error 

0 

4702.5 

Sum of Mean of 
Squares df̂  Squares F-ratio Significance 

1 

2 

0 

285 

108.5 

186.93 

0.0 

16.5 

6.58 

11.33 

0.00 

.0105 

.0001 

n.s. 

TABLE 8 

Means and Standard Deviations of Interpersonal Openness 
Factor Scores Across Ethnic Groups and 

Socioeconomic Status 

Group N SD 

Mexican-Americans 
Anglos 
Low SES 
Middle SES 
High SES 
Mexican-American/Low SES 
Mexican-American/Middle SES 
Mexican-American/High SES 
Anglos/Low SES 
Anglos/Middle SES 
Anglos/High SES 

178 
111 
186 
44 
59 
139 
27 
12 
47 
17 
47 

17.85 
19.11 
17.57 
18.75 
20.42 
17.68 
18.52 
18.33 
17.26 
19.12 
20.96 

3.87 
4.69 
4.17 
4.06 
3.91 
4.02 
3.36 
3.23 
4.62 
5.07 
3.92 
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interpersonal openness factor, and their socioeconomic 

level. The means were: (1) Mexican-Americans, 17.85; (2) 

Anglos, 19.11; (3) low socioeconomic level, 17.57; (4) 

middle socioeconomic level, 18.75; and (5) high socio-

economic level 20.42. Significance was found for both 

ethnicity and socioeconomic level; however, there was no 

significant interaction. As evident from the tables, 

Mexican-Americans had significantly lower mean scores on 

interpersonal openness than did Anglos; therefore, ethnic-

ity was significant at the .0105 level. Socioeconomic 

status levels were significantly different on their mean 

scores. This resulted in socioeconomic status being 

significant at the .0001 level. There was no significant 

interaction. 

Statistical analysis of ethnic comparison alone and 

ethnic comparison with variance due to socioeconomic level 

extracted resulted in an acceptance of the second 

hypothesis. Mexican-Americans will have a significantiy 

lower interpersonal openness factor score than Anglos. 

Compliance and Stigma Tolerance 

Tables 9 and 10 contain summary information on the 

one-way analysis of variance performed on the data from 

the complier and ncncomplier scores on the stigma toler-

ance factor. The mean for compliers is 12.65 and the mean 



66 

TABLE 9 

One-way ANOVA Compliance and Stigma Tolerance 

Source of 
Variation 

Sum of Mean of 
Squares df_ Squares F-ratio Significance 

Ethnicity 12.21 1 12.21 1.51 

Error 1508.20 186 8.109 

Total 1520.40 187 8.130 

.2190 

TABLE 10 

Means and Standard Deviations of Stigma Tolerance 
Factor Scores Across Compliance Groups 

Group N X SD 

Compliers 

Noncompliers 

112 

76 

12.65 

13.17 

2.94 

2.71 
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for noncompliers is 13.17. As evident from these tables, 

the means are not significantly different. 

Tables 11 and 12 contain summary information on the 

two-way analysis of variance performed on the data from 

complier's and noncomplier's scores on the stigma toler-

ance factor and their ethnicity. The means were: (1) 

compliers, 12.67; (2) noncompliers, 13.19; (3) Mexican-

Americans, 12.41; and (4) Anglos, 13.67. No significance 

was found for compliance. Ethnicity was significant as 

Mexican-Americans had lower mean scores than Anglos on 

stigma tolerance. This significance was at the .0051 

level. There was no significant interaction. 

Statistical analysis of compliance alone and compli-

ance with variance due to socioeconomic level extracted 

resulted in a rejection of the third hypothesis. Com-

pliers do not have significantly higher stigma tolerance 

scores than noncompliers. Compliers and noncompliers have 

approximately the same stigma associated with seeking 

professional psychological help. 

Compliance and Interpersonal 
Openness 

Tables 13 and 14 contain summary information on the 

one-way analysis of variance performed on the data from 

complier's and noncomplier's scores on the interpersonal 

openness factor. The mean score for compliers is 18.65, 

and the mean score for noncompliers is 18.97. As evident 



68 

TABLE 11 

Two-way ANOVA, Compliance, Ethnicity and 
Stigma Tolerance 

Source of 
Variation 

Compliance 

Ethnicity 

Interaction 

Error 

Sum of 
Squares 

11.24 

64.19 

29.25 

1349.19 

df 

1 

1 

1 

171 

Mean of 
Squares 

11.24 

64.19 

29.25 

7.89 

F-ratio 

1.43 

8.14 

8.73 

Significance 

.2322 

.0051 

n.s. 

TABLE 12 

Means and Standard Deviations of Stigma Tolerance 
Factor Scores Across Compliance Groups 

and Ethnicity 

Group 

Compliers 
Noncompliers 
Mexican-Americans 
Anglos 
Compliers/Mexican-American 
Noncompliers/Mexican-American 
Compliers/Anglo 
Noncompliers/Anglo 

N X SD 

106 
69 
111 
64 
62 
44 
49 
20 

12.67 
13.19 
12.41 
13.67 
11.89 
13.77 
13.08 
13.45 

3.00 
2.70 
2.97 
2.57 
2.95 
2.74 
2.89 
2.21 
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TABLE 13 

One-way ANOVA Compliance and Interpersonal Openness 

Source of 
Variation 

Sum of Mean of 
Squares df Squares F-ratio Significance 

Compliance 4.69 1 4.69 0.25 0.6238 

Error 3941.37 186 21.190 

Total 3496.06 187 18.696 

TABLE 14 

Means and Standard Deviations of Interpersonal Openness 
Factor Scores Across Compliance Groups 

Group N X SD 

Compliers 

Noncompliers 

112 

76 

18.65 

18.97 

4.44 

4.17 
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from these tables, no significance was found between the 

two means. 

Tables 15 and 16 contain summary information on the 

two-way analysis of variance conducted on data from 

complier's and noncomplier's scores on the interpersonal 

openness factor and their ethnicity. The means were: (1) 

compliers, 18.54; (2) noncompliers, 18.83; (3) Mexican-

Americans, 17.87; and (4) Anglos, 20.00. No significance 

was found for compliance. Mexican-Americans had lower 

mean scores on interpersonal openness than Anglos. This 

resulted in ethnicity being significant at the .0020 

level. There was no significant interaction. 

Statistical analysis of compliance alone and compli-

ance with ethnicity controlled resulted in a rejection of 

the fourth hypothesis. Compliers do not have signifi-

cantly higher scores on the interpersonal openness factor 

than noncompliers. Compliers do not significantly self-

disclose more than noncompliers. 

Independence of Ethnicity and 
Compliance 

Table 17 contains summary information on the chi-

square performed to test the independence of Mexican-

Americans and Anglos in relation to compliance. The 

observed frequencies were: 6 2 for Mexican-American 

compliers, 44 for Mexican-American noncompliers, 49 for 

Anglo compliers, and 20 for Anglo noncompliers. As 
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TABLE 15 

Two-way ANOVA Compliance, Ethnicity, and 
Interpersonal Openness 

Source Sum of Mean of 
Variation Squares df Squares F-ratio Significance 

Compliance 3.48 1 3.48 .19 .6645 

Ethnicity 183.50 1 183.50 10.24 .0020 

Interaction 14.57 1 14.57 0.81 n.s. 

Error 3064.32 171 17.92 

TABLE 16 

Means and Standard Deviations of Interpersonal Openness 
Factor Scores Across Compliance Groups 

and Ethnicity 

Group N X SD 

Compliers 
Noncompliers 
Mexican-Americans 
Anglos 
Compliers/Mexican-American 
Noncompliers/Mexican-American 
Compliers/Anglo 
Noncompliers/Anglo 

106 
69 
111 
64 
62 
44 
49 
20 

18.54 
18.33 
17.87 
20.00 
17.52 
19.98 
18.33 
20.05 

4.39 
4.26 
3.88 
4.75 
4.19 
4.31 
3.44 
5.74 
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TABLE 17 

Chi-Square Test of Independence 
Ethnicity, Compliance 

Mexican-Americans Anglos 

Observed Frequencies 

Compliers 

Noncompliers 

Expected Frequencies: 

Compliers 

Noncompliers 

Number of Observations 
Chi-square 
Significance Level 

62 

44 

67. 

38. 

175 
2. 
0. 

.23 

,77 

,8260 
,0927 

49 

20 

43.77 

25.23 
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evident from this table, the overall interaction of 

ethnicity with compliance was not significant. Mexican-

Aracricans and Anglos complied or did not comply in the 

same frequency as would be expected in the given popula-

tion. 

Summary 

One-way and two-way analyses of variance detected 

significant differences between the mean scores of 

Mexican-American and Anglo subjects on both stigma 

tolerance and interpersonal openness. Significance was 

also found for both ethnicity and socioeconomic level in 

regard to Mexican-American and Anglo subjects' scores on 

stigma tolerance and interpersonai openness factors. 

There were no significant interactions. These analyses 

resulted in an acceptance of the first and second hypothe-

ses of this study. Mexican-Americans have more stigma 

associated with seeking help than Anglos. Mexican-

î jnericans also have less willingness to self-disclose than 

do Anglos. 

One-way and two-way analyses of variance failed to 

detect significant differences between the mean scores of 

compliers and noncompliers on both stigma tolerance and 

interpersonal openness factors. Significance was found 

for ethnicity in regard to compliance on stigma tolerance 

and interpersonal openness. Mexican-American compliers 

and noncompliers scored significantly lower than Anglo 
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compliers and noncompliers on both stigma and interperson-

al openness. Therefore, Mexican-American compliers and 

noncomipliers have more stigma associated with seeking 

psychological help than Anglo compliers and noncompliers, 

and are less willing to self-disclose than Anglo compliers 

and noncompliers. No interactions were significant. 

These analyses resulted in a rejection of the third and 

fourth hypotheses of this study. Those who comply with 

the terms and conditions of their probation do not have 

less stigma associated with seeking professional help. 

Also, compliers do not have a higher willingness to 

self-disclose than noncompliers. 



CHAPTER IV 

SUMMARY, CONCLUSIONS, AND IMPLICATIONS 

Summary 

The literature consistently supports the contention 

that Mexican-Americans may be choosing not to use mental 

health services, and that this is reflected in their 

underutilization of services and high attrition rate after 

having entered mental health services (Valdes, 1984). In 

addition, significant theoretical agreement exists which 

suggests that attitudes held by Mexican-Americans may play 

an important role in the choice of either seeking or 

continuing in mental health services (Ajzen & Fishbein, 

1980; Jaccard & Wan, 1986). 

Fisher and Turner (1970) developed a scale to measure 

attitude toward seeking professional psychological help. 

This scale consists of four factors: (a) recognition of 

need for psychotherapeutic help, (b) tolerance of the 

stigma associated with psychiatric help, (c) interpersonal 

openness regarding one's problems, and (d) confidence in 

the mental health profession. 

A review of the literature reveals results which 

appear to relate specifically to the factors of stigma 

tolerance and interpersonal openness put forth by Fisher 

75 
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and Turner (1970). Borrego, Chavez, and Titley (1982), 

LeVine and Franco (1981), and Littlefield (1974) each 

found that Mexican-Americans had significantly lower 

self-disclosure scores than Anglos or Blacks. In a 

related version, Karno and Edgerton (1969), in explaining 

why Mexican-Americans did not use mental health services, 

reported that excessive pride and sensitivity made it 

difficult for Mexican-Americans tc expose personal prob-

lems. Murillo (1976) discusses the issue of machismo and 

how this would negatively effect self-disclosure. Final-

ly, Penalosa (1968) also reported that machismo or the 

attempt to find manliness in himself or in other's percep-

tion of him, was a very important attitude to be con-

sidered in understanding Mexican-Americans. Arredondo et 

al. (1987) also believe that there is a denial of alcohol-

ism among some Mexican-American males in order to protect 

their machismo. These studies appear to be indirectly 

addressing the issue of a high concern for the stigma 

asEociated with seeking or receiving psychological help. 

The present study was undertaken to determine if 

Mexican-Americans would score significantly lower on both 

Stigma Tolerance and Interpersonal Openness factors on the 

Attitudes Toward Seeking Professional Psychological Kelp 

Scale. In addition, this study sought to determ.ine if 

subjects on probation for driving while intoxicated 

offenses would differ significantly on stigma tolerance 
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and interpersonal openness, depending on their compliance 

or noncompliance with the terms and conditions of their 

probation. Adults on probation for misdemeanor driving 

while intoxicated offenses were selected for several 

reasons. First, a large sample size was available allow-

ing for a possible high number of both Mexican-American 

and Anglo volunteers. Second, this population consisted 

of the full range of socioeconomic status. Third, there 

was an ability to access a population that had been made 

aware of a particular problem in their life which profes-

sional counseling might help, were told how and where to 

get the help, and then either complied or not complied 

with this recommendation. The present author reasoned 

that though the population had violated the law, that 

having been caught once driving while intoxicated may not 

signif icantly distinguish them from the rest of the 

population. Arredondo et al. (1987), in a review of the 

literature, state that alcohol use is a part of the 

Mexican-American culture. Finally, the probation popula-

tion was considered as an adequate subject population 

because the uniform procedures of the probation department 

should help minimize any differences which might influence 

how those subjects recommended for counseling were treated 

prior, duiing, and after recommendation. This, in turn, 

should contribute to a more uniform attitude toward 
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seeking help due to environmental variables and, there-

fore, maximize individual interpersonal attitudes. 

Subjects for this study were 303 Mexican-Americans 

and Anglos who were reporting to their probation officer 

during the weeks of February 9-13 and February 16-20, as 

well as Monday, February 23, 1987. Data was obtained from 

188 Mexican-Americans and 115 Anglos. Participation in 

this study was voluntary. 

All subjects completed a demographic section, and the 

Attitudes Toward Seeking Professional Psychological Help 

Scale. Each subject's probation officer entered the date 

the subject started probation, and information on the 

state of the subject's compliance on a coversheet attached 

to the scale. Readers and translators were available to 

assist in completing the scale. The scores for stigma 

tolerance and interpersonal openness were calculated by 

scoring the specific items in that factor. 

One-way analyses of variance were used to determine 

if any significant differences were found between Mexican-

Americans and Anglos on their respective scores on both 

stigma tolerance and interpersonal openness. Compliers 

and noncompliers' scores were also statisticalized by 

one-way analysis of variance to determine any overall 

difference on their scores on stigma tolerance and inter-

personal openness. Two-way analyses of variance were then 

run on each of the areas addressed in this study to 
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determine the significance of socioeconomic status, and 

any possible interaction of ethnicity or compliance with 

socioeconomic status. 

Statistical procedures detected significant differ-

ences between Mexican-Americans (x = 12.64) and Anglos (x 

= 13.50) scores on the stigma tolerance factor at the .014 

level. Ethnicity was found to be significant at the .0144 

level. Socioeconomic status was found to be significant 

at the .00 48 level. Due to the scoring methods of the 

ATSPPHS, a high score indicates more of a tolerance of 

stigma or a better attitude about the stigma associated 

with seeking help. Therefore, low scores on stigma 

indicate (1) more of a stigma associated with seeking 

psychological help, or (2) a worse stigma associated with 

seeking help. There was no significant interaction. The 

results of this study supported the contention that 

Mexican-Americans would be more concerned about stigma 

associated with seeking professional psychological help 

than Anglos. 

Statistical procedures detected significant differ-

ences between Mexican-Americans (x = 17.75) and Anglos (x 

= 19.14) scores on the interpersonal openness factor at 

the .0057 level. Ethnicity was found to be significant at 

the .0105 level. Socioeconomic status was found to be 

significant at the .0001 level. There was no significant 

interaction. The results of this study supported the 
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contention that Mexican-Americans would be less open 

regarding one's problems than Anglos. 

A chi-square was performed in order to test the 

independence of Mexican-Americans and Anglos in relation 

to compliance. There was no significance. Mexican-

Americans and Anglos complied or did not comply in expect-

ed numbers. 

Discussion 

This study supports the contention that Mexican-

Americans will have a higher concern with the stigma 

associated with seeking professional psychological help 

than will Anglos. In addition, it is important to re-

cognize that socioeconomic status was also significant. 

As socioeconomic status rose, the mean scores of each 

ethnic group also rose. 

This study also may indicate that the interpersonal 

openness factor on the Attitudes Toward Seeking Pro-

fessional Help Scale correlates very highly with the 

Jourard Self-Disclosure Scale used by Valdes (1984). 

Valdes (1984) used the Jourard Self-Disclosure Scale and 

the Attitudes Toward Seeking Professional Psychological 

Help Scale to test Mexican-American college and high 

school students for a preference for one of two treatment 

models. Valdes (1984) found that Mexican-Americans scored 

significantly lower on self-disclosure than Anglos. Thic 
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present study also found Mexican-Americans have signifi-

cantly lower interpersonal openness (operationally defined 

as self-disclosure) scores than do Anglos. Valdes (1984) 

also found that SES was significant in self-disclosure. 

This present study also found SES to be significant. 

Lower SES subjects self-disclose less than higher SES 

subjects. A supported contention of this study was 

Mexican-Americans would have lower interpersonal openness 

scores than Anglos. 

As reported, no significant differences were found 

between compliers and noncompliers on their scores on the 

stigma tolerance and interpersonal openness factor. How-

ever, not only did noncompliers not score significantly 

lower than compliers, they actually scored higher (though 

not significantly) or virtually the same as compliers on 

every mean score. There are possibly many explanations 

for this. 

The validity studies of this instrument have been 

conducted on different populations than this study. 

Calhoun et al. (1972) and Cash et al. (1978) studied 

undergraduate college students. Fisher and Turner (1970) 

developed the scale on a population of high school stu-

dents and nursing school students. Sanchez and Atkinson 

(1983) studied college Mexican-American females. Finally, 

Valdes (1984) studied high school and college students. 

Perhaps adults on probation for DVÍI offenses are a uniquc 
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population, and other factors outweigh stigma tolerance 

and interpersonal openness. These factors which may 

impact compliance and noncompliance are speculative, but 

it may be that: 

1. Fear and/or general attitude toward the system: 

Probationers are a unique population who may be either 

afraid of or indifferent toward the probation system, and 

thcir willingness to comply is independent of stigma or 

openness. If they are afraid or just do not want to get 

in trouble with the probation system, they do what is 

required of them. If they do not care about getting in 

trouble, or think that nothing is really going to happen 

if they do not cooperate, then they do not comply. 

2. Attitude about individual alcohol use: Perhaps 

the individual's attitude about his/her alcohol use 

determines compliance and noncompliance. Those who do not 

comiply may (a) feel they do not have a problem and think 

compliance is unnecessary, or (b) know they have a problem 

but feel they can handle it themselves. 

3. Mandatory nature: This was not a population 

voluntarily seeking help. This was a population told to 

go get some help. The mandatory nature of having to seek 

help may have resulted in hostility, denial, or simply an 

unwillingness to cooperate. 

4. Time and/or expense: Many of the probationers 

have full-time jobs or work for hourly wages. SomiC of the 
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programs are reported as being too expensive or too time 

consuming. An example is one programt meets four nights a 

week for six weeks and has a sliding fee scale up to 

$1,800. Very few probationers will go to the program and 

it is the first one recommended. 

In finding no significant difference between com-

pliers' and noncompliers' interpersonal openness and 

stigma tolerance, this study did an analysis of variance 

to find if the total score on the ATSPPHS was predictive 

of comtpliance. No significant difference was found 

between the total scores for compliers and noncompliers. 

The results of this analysis can be found in Appendix B. 

This study also performed a two-way analysis of 

variance with compliance and SES with stigma tolerance and 

interpersonal openness. Significance V7as found for SES 

mean scores of compliers and noncompliers. 

High SES compliers and noncompliers had higher mean 

scores on interpersonal openness than did low SES com-

pliers and noncompliers. Higher SES compliers and non-

compliers have a better attitude toward self-disclosure 

than do lower SES compliers and noncompliers. There was 

no significant interaction. No significance was found for 

compliance or SES on stigma tolerance mean scores. There 

was also no interaction. The results of this analysis can 

be found in Appendix B. 
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Statistical analyses were also run in order to 

explore the possibility that sex may play a role in the 

overall ethnic attitudes. Two-way analysis of variance 

were run to determine any significant differences found by 

sex and ethnicity on mean scores for interpersonal 

openness and stigma tolerance. The two-way analysis of 

variance for ethnicity, sex and interpersonal openness 

found significance for ethnicity, with mean scores for 

both males and female Anglos higher than the mean scores 

for either male or female Mexican-Americans. This analy-

sis supported the overall com.parison of Mexican-Americans 

and Anglos. Anglos have a higher self-disclosure than 

Mexican-Americans. The results of this analysis may be 

found in Appendix B. 

The two-way analysis for sex, ethnicity and stigma 

tolerance found significance for ethnicity, with mÆan 

scores for both male and female Anglos higher than mean 

for either male or female Mexican-Americans. This analy-

sis supported the overall comparison of Mexican-Americans 

and Anglos. Mexican-Americans associate more stigma with 

seeking help than do Anglos. The result of this analysis 

may be found in Appendix B. 

Valdes (1984) reported Mexican-Americans as having a 

more negative attitude toward seeking professional psycho-

logical help (by analysis of total score on ATSPPHS). 
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This study ran a one-way analysis of variance for ethnic-

ity and total ATSPPHS score. While Mexican-American 

scores were lower, there was no significant difference. 

The results of this analysis may be found in Appendix B. 

Limitations of This Study 

This study is limited in its generalizability. The 

subject population used limits the generalizability of 

this study. First, the subjects were dravm from a small 

regional area. The characteristics of both Anglos and 

Mexican-Americans in Lubbock County, West Texas, may not 

be the same as anywhere else. 

Second, misdemeanor DWI offenders may represent a 

very narrow band of the spectrum of Mexican-Americans and 

Anglos in the general population. Though some authors, 

such as Arredondo et al. (1987) , say that "alcohol plays a 

role in all aspects of the Mexican-American culture" (p. 

181) , this does not mean that Mexican-Americans in this 

study consume alcohol the same as the general population. 

Alcohol consumption may not play the same role in the 

Anglo culture; therefore, the Anglos in this study may be 

a limited sample of the Anglo population in general and 

the population of Lubbock County. 

Third, the subjects in this study were not voluntari-

ly seeking help; rather, they had been told they had a 

problem and where and how to get help. Their attitude 
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toward getting help, interpersonal openness, and compli-

ance with getting help may all have been distorted by the 

mandatory nature of their relationship with psychological 

help. This arguably may not be generalized to Mexican-

Americans and Anglos seeking help voluntarily. 

Fourth, the issue of alcohol being related to the 

study again may limit the generalizability of the study to 

only Mexican-Americans and Anglos with alcohol problems. 

Fifth, only those probationers who volunteered to be 

in the study were sampled. Though the study consisted of 

approximately 33 percent of the DWI offenders, approxi-

mately 66 percent are not in it. Probation officers were 

extremely cooperative in helping with this study. They 

reported less than 10 probationers refusing to volunteer. 

However, this study was done during report weeks which are 

very busy times, and many probationers simply got by 

without being asked to volunteer. The remainder of the 

probation population simply did not come in that month. 

This erratic reporting is common, so the sample may or may 

not be representative. 

Sixth, the reading level required to complete the 

questionnaire was considered as possibly too high for some 

of the subjects. Every etfort was taken to minimize this 

effect. Readers and interpreters were provided, responses 

of subjects randomly checked for understanding or consis-

tent reporting, and the scale statements broken into small 
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phrases in order to aid low reading level subjects. But, 

the effects of low reading level by some subjects cannot 

be measured. 

Seventh, the population of this study was heteroge-

neous in terms of SES. Over 4 5 percent of the population 

was low SES Mexican-Americans. Fifteen percent were low 

SES Anglos. This may have influenced the statistics with 

SES as a variable. The combination of larger and smaller 

N's by SES may have impacted the significance between 

groups. 

Eighth, this study may be limited to males in 

generalizability due to the N of 33 for females and N of 

270 for males. 

Implications for Further Research 

The results of this study support the contentions 

that Mexican-Americans will be more concerned about the 

stigma associated with seeking or receiving professional 

psychological services than Anglos. However, socio-

economic status also has a significant relationship with 

the degree of stigma associated with seeking professional 

psychological help. Lower socioeconomic status subjects 

appear to associate more of a stigma with seeking or 

receiving help than do higher socioeconomic subjects. 

Further research may examine what this stigma consists of 

and how to address the issue in both the counseling 

setting, as well as in the general population. Perhaps a 
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structured interview of both Mexican-American and low 

socioeconomic status subjects may give more specific 

information on how this issue may be addressed. 

Issues in this interview might be specific questions 

about the subjects addressed in the stigma tolerance 

factor: (a) what other people think about you or another 

person seeing a psychiatrist or psychologist, and (b) 

mental illness carries a burden of shame or is a blot on a 

person's life. In addition, this interview might examine 

exactly what the subject feels a psychiatrist or psycholo-

gist does and what problems are appropriate to seek their 

help. This researcher found a number of the participants 

in this study to associate "craziness" or "sickness" with 

mental health or simply seeing a psychologist or psychia-

trist. For example, on the statement, "If a good friend 

asks my advice about a mental health problem, I might 

recommend that he see a psychiatrist," many subjects 

scored agreement with this statement. VJhen asked (to 

check consistency and understanding) , "Would you tell a 

good friend of yours to see a psychiatrist if he asked you 

about a problem?" they would respond, "Yes, if I really 

thought he was crazy!" or "Yes, if I could see that he was 

sick or crazy or something like that." These type re-

sponses were also reported several times by this research-

er's assistants. If seeking or needing help is seen 

negatively (as it appears to be) , then this interview 
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should include questions about the subject's responses to 

more educational or self-enhancement views of psychologi-

cal services. 

These results also continue to support past research 

which indicates that Mexican-Americans have lower 

interpersonal openness than do Anglos. Again, socio-

economic status is significantly related to interpersonal 

openness. Further research is needed to discover how this 

low interpersonal openness is developed and maintained in 

order to more effectively work with this population. 

Specific areas that might be examined in understand-

ing this self-disclosure might be: 

1. The issue of machismo (especially with males of 

either ethnic group): Arredondo et al. (19 8 7) introduces 

patients to a different concept of machismo that includes 

being brave, honest, hard working, patriotic, and the 

family provider. This allows the Mexican-American male to 

not have to deny a problem of alcoholism. There may be a 

sense of loss of pride or embarrassment in seeking help or 

admitting a problem that hurts self-disclosure. 

2. Trust: Lower SES people and/or Mexican-Americans 

may find it difficult to trust "new people" (anyone 

outside their family, doctor, curandero, etc.) enough to 

self-disclose. 

3. A general world view and idea about the nature of 

man: It appears to this researcher that low SES people 
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are busy trying to cope with problems of some kind 

(financial primarily) all of the time. At the same time, 

they are told indirectly and directly very often that in 

today's society if you are not making it, it is because 

you are not trying, worthless, weak or dumb. If this is 

the case, then low SES may not self-disclose because (1) 

they feel that life is just hard and you keep to yourself 

and move on, or (2) that to admit a problem and be low SES 

at the same time is really admitting weakness or stupid-

ity. 

Research with regard to compliance or noncompliance 

with the terms and conditions of probation, must look into 

many areas to more fully understand this problem. Areas 

to be considered include but are not limited to: (a) the 

procedures of determining who has an alcohol problem; and 

(b) the programs that are offered or mandatory for pro-

bation compliance specifically in the areas of their cost, 

location, content of material, times offered, and relevan-

cy as viewed by the probationer. Also, socioeconomic 

status appears to play a role in the attitudes held by the 

probationer about seeking help. 

Also, due to the continued significance of socio-

economic status found on each area of investigation, 

future research may need to continue every effort to 

address issues of general populations by socioeconomic 

status. Though overall difference may be found between 
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groups, the role of socioeconomic status may be minimized 

or virtually not be considered. 

Finally, future researchers may find it useful to 

test for differences between groups on each factor of an 

instrument, even when there is no difference in groups on 

the total score of the instrument. As demonstrated in 

this study, information may be lost if this is not done. 
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Officer Number 

Number 

Date Started Probation 

Has the AOP been completed? yes no 

INFORMATION AFTER AOP COMPLETION: 

No Further Services 

yes 

Counselor Assessment 

Have you made the 
referral for the CA? 

yes no 

Program or Treatment 
Reconnended 

Have you made the 
referral? 

yes no 

Has he gone for the 
CA? yes no 

Did the CA result in 
a reca Tendation? 

yes no 

If yes, have you 
made the referral? 

yes no 

Have tliey follcwed 
up the referral? 

yes no 

Has he follcwed up on 
the referral? 

yes no 

Was a second opinion referral made? yes no 

Have you made that referral? yes no 

Did he complete that referral? yes no 
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Thank you for volunteering to be a part of this 

study. No one in the probation office will see your 

answers on this questionnaire. The results of this 

questionnaire are confidential and only the final analysis 

of all questionnaires combined will be released. 

On the following pages you will find some questions. 

Please read each one carefully and fill in the answer. 

After completing the first section, read the instructions 

and continue on to the next page. 
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DO NOT Put your name on this. 

General Information 

Age: 

Sex: Male Female 

Race or Nationality: Mexican White Black 

Other: (please indicate) 

Last School Grade Attended: 

Income: $ Once a Week $ Every Two Weeks 

$ Once a Month 

On the next few pages there are 29 statements 
Please read each one and circle: 

0 If you disagree 
1 If you somewhat disagree 
2 If you somewhat agree 
3 If you agree 

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

0 1 2 3 

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

0 1 2 3 

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

0 1 2 3 

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

0 1 2 3 

Go to next page 
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0 If you disagree 
1 If you somewhat disagree 
2 If you somewhat agree 
3 If you agree 

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

0 1 2 3 

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

0 1 2 3 

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

0 1 2 3 

8. I would rather live with certain mental conflicts 
than go through the ordeal 
of getting psychiatric treatment. 

0 1 2 3 

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

0 1 2 3 

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

0 1 2 3 

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

0 1 2 3 

Go to next page 
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0 If you disagree 
1 If you somewhat disagree 
2 If you somewhat agree 
3 If you agree 

12. If I believed I was having a mental breakdown, 
my first inclination 
would be to get professional attention. 

0 1 2 3 

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

0 1 2 3 

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

0 1 2 3 

15. I would rather be advised by a close friend 
than by a psychologist, 
even for an emotional problem. 

0 1 2 3 

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

0 1 2 3 

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

0 1 2 3 

18. I would want to get psychiatric attention 
if I was worried or upset 
for a long period of time. 

0 1 2 3 

Go to next page. 
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0 If you disagree 
1 If you somewhat disagree 
2 If you somewhat agree 
3 If you agree 

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

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

0 1 2 3 

21. There are experiences in my life 
I would not discuss with anyone. 

0 1 2 3 

22. It is probably best 
not to know everything about oneself. 

0 1 2 3 

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

0 1 2 3 

24. There is something admirable 
in the attitude of a person 
who is willing to cope with his conflicts and fears 
without resorting to professional help. 

0 1 2 3 

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

0 1 2 3 

Go to next page. 
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0 If you disagree 
1 If you somewhat disagree 
2 If you somewhat agree 
3 If you agree 

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

0 1 2 3 

27. Had I received treatment in a mental hospital, 
I would not feel 
that it had to be "covered up." 

0 1 2 3 

28. If I thought I needed psychiatric help, 
I would get it no matter who knew about it. 

0 1 2 3 

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

0 1 2 3 



No escriba su nombre en esta pagina 108 

Infonnacion General 

Edad: 

Sexo : Mascu1i no Femeni no 

Rasa 0 N a c i o n a l i d a d : Mexicana Blanco Negro 

Otro: (por favor indique) 

El ultimo grado atendido de escuela: 

S a l a r i o : $ Cada Semana S Cada Dos Semanas 

$ C a d a M ê's 

En las siguáentes pa'ginas hay 29 preguntas. Por 
favor le'a cada pregunta y circule el numero apropiado. 

Q-Si usted no cree 
1-Si usted no crí;e un poco 
2-S i usted si cree un poco 
3-Sí usted si cree 

1. Aunque haiga unas clinicas para gente ^ 
con problemas m e n t a l e s , yo no confiara o tendria fe 
en el1as . 

0 1 2 3 

2. Si un buen amigo me preguntaba por mi opinion de un 
problema m e n t a l , yo tal vez le recomendarfa que fuera 
a ver a un psiquiatra. 

0 1 2 3 

3. Yo no me sentir<a bien si fuera a ver a un psiquiatra 
por lo que fuera a pensar la gente. 

0 1 2 3 

Continue en la siguiente pagina. 



7. 

8. 

9. 

10. 

11 . 

0 S i us t e d no cree 
1 Si usted no cree 
2 s i u s t e d s i c r e e 
3 Si usted si cree 

109 
un 
un 

poco 
poco 

Una persona con un caracter fuerte podri^a resolver 
sus problemas mentales solo y necesitarfa menos 
ayuda de un psiquiatra. 

0 1 

Hay tiempos que me he sentido todo perdido y hubicrc 
permititío consejos prof es iona 11 s para un prctleíre 
personal o emociona!. 

I I 

0 1 

Sabiendo el tiempo que se toma y lo que cuesta estar 
en psicotera'pia^tendrí'a poco valor para una persona 
como yo. 

0 1 

Yo si confiarfa problemas fntimos con una persona 
apropiada si yo supiera que rne i'ba a ayudar a rri o 
algun miembro de mj familia. 

0 1 

Yo preferirfa vivir con conflictos mentales en vez 
de batallar en cojer tratamiento psiquiatrico. 

0 1 

Dificultades emocionales, como muchas cosas, tra-
tan de ayudarse ellos mismos. 

0 1 

Hay ciertos problemas de que uno no debe disc tir 
afuera de la familia inmediata. 

0 1 

Una persona con verdaderos problemas emocionales tal 
vez se sentirfa ma's seguro en un buen hospital fnental 

0 1 

Continue en la siguiente pagina. 



12. 

13. 

14. 

15. 

16. 

17 

18 

0 Si usted 
1 Si usted 
? Si usted 
3 Si usted 

no 
no 
s i 
s i 

cree 
cree 
cree 
cree 
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un 
un 

poco 
poco 

Si yo pensar fa ^que iba tener un c r i s i s m e n t a ^ r i p r i -
mera inc l inac io 'n fuera a agar rar atencio'n p r o f e s i o n a l . 

0 1 

Teniend^o la mente de uno en el trabajo es una buena 
solucion para evitar problemas p e r s o n a l e s . 

0 1 

Haber sido un paci.ente ps i qui'atrico es una mancha en la 
vida de una per s o n a . 

0 1 

Yo p r e f e r i n a que un amigo me diera consejos que no 
un p s i c o l o g o para un problema e m o c i o n a l . 

0 1 

Una persona con problemas emocionales no es probable 
que r e s o l v i e r a su problema solo, es mas probable que 
res o l v i e r a su problema con ayuda p r o f e s i o n a l . 

0 1 2 3 

Yo r e c i e n t o una persona aunque sea educado p r o f e s i o n -
a l m e n t e ^ q u e quisiera s a b e r d e m i s dificultades person,-
a l e s . 

0 1 2 3 

Me g u s t a r f a agarrar atencion ps i qui a'tr i ca si estuviera 
p r e o c u p a d o o perturbado por mucho tiempo. 

0 ^ 1 2 3 

Continu'^e en la sigu>iente pa'gina. 
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20. 

21. 

22 

23. 

24. 

25. 

0 
1 
2 
3 

S i us t e d no cree 
Si usted no cree un poco 
Si usted si cree un poco 
Si usted si cree 
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La idea de discutir o hablar de sus problemas con un 
psico l o g o me atraviesa de un modo indispuesto para 
d e s h a c e r s e de conflictos emocionôles. 

0 1 

Haber estado m e n t a l m e n t e enfermo lleva una carga de 
vergiienza . 

0 1 

Hay e x p e r i e n c i a s en mi vida que yo no dicutirfa con 
nadi e. 

0 1 

P r o b a b l e m e n t e es mejor no saber todo de uno mismo* 

0 1 2 3 

Si yo estuviera experimentando un crisis serio emocional 
en este punto de mi vida, yo estuviera seguro en hallar 
ali'vio l l e n d o a psicotera'pia. 

0 1 

Hay algo admirable en la actitud de una persona cue 
quisiera hallar una solucio''n para sus c o n f l i c t o s y temores 
sin ir por ayuda profesional. 

0 1 

Alguna vez en el futuro me gustarfa tener una consulta 
psicologi ca.. 

0 1 

Continiíe en la s i g u i e n t a pagina 



0 
1 
2 
3 

Si 
Si 
Si 
Si 

us ted 
us ted 
us ted 
usted 

no 
no 
s i 
si 

c r e e 
c r e e 
c r e e 
c r e e 

un p o c o 
un p o c o 

1 1 2 

2 6 . U n a p e r s o n a d e b e de s o l u c i o n a r s u s p r o b l e m a s ; agarar.do 
c o n s é j o s p s i c o l o g i c o s s e r i a la u l t i m a s e l e c c i o n . 

0 1 

2 7 . Si y o h u b i e r a recibí^do t r a t a m i e n t o en un h o s p i t a l m e n 
t a l ^ y o n o sentiri'a q u e f u e r a n e c e s a r i o c u b r i r l o o e s -
c o n d e r 1 o . 

28 

29 

0 1 

Si yo pensara yo necesitaba asistencia psiquiatrica 
yo iri'a aunque se dieran quenta. 

0 1 

Es difi'cil hablar de asuntos personales con personas 
muy educadas como doctores, maestros, ministros o 
sacerdotes . 

0 1 

Continue en la siguiente pagina 
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I understand that all information about me is confiden-
tial. And that my name will not be associated with any 
information provided on these questions. Also, only the 
results of the entire study will be reported. 
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TABLE 18 

Two-way ANOVA Compliance, Socioeconomic 
Status and Stigma Tolerance 

Source of 
Variation 

Sum of Mean of 
Squares df Squares F-ratio Significance 

Compliance 

SES 

Interaction 

Error 

9.80 

45.9 

19.92 

1297.29 

r^ 

2 

169 

9.80 

22.95 

9.96 

7.68 

1.28 

2.99 

1.30 

.2593 

.0515 

.2753 

TABLE 19 

Means and Standard Deviations of Stigma Tolerance 
Factor Scores Across Compliance Groups and 

Socioeconomic Status 

Group N 

Compliers 
Noncompliers 
Low SES 
Middle SES 
High SES 
Compliers/Low SES 
Compliers/Middle SES 
Compliers/High SES 
Noncompliers/Low SES 
Noncompliers/Middle SES 
Noncompliers/High SES 

X SD 

104 
71 
118 
22 
35 
63 
14 
27 
55 
8 
8 

12.67 
13.15 
12.54 
13.09 
13.83 
12.08 
13.00 
13.89 
13.07 
13.25 
13.63 

2.92 
2.63 
2.88 
2.18 
2.77 
2.91 
2.51 
2.83 
2.77 
1.58 
2.72 
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TABLE 20 

Two-way ANOVA Compliance, Socioeconomic 
Status and Interpersonal Openness 

Source of Sum of Mean of 
Variation Squares df Squares F-ratio Significance 

Compliance 

SES 

Interaction 

Error 

5.39 

269.7 

38.46 

2903.42 

1 

2 

2 

169 

5.39 

134.85 

19.23 

17.18 

0.31 

7.85 

1.12 

.5830 

.0009 

.3294 

TABLE 21 

Means and Standard Deviations of Interpersonal Openness 
Factor Scores Across Compliance Groups and 

Socioeconomic Status 

Group 

Compliers 
Noncompliers 
Low SES 
Middle SES 
High SES 
Compliers/Low SES 
Compliers/Middle SES 
Compliers/High SES 
Noncompliers/Low SES 
Noncompliers/Middle SES 
Noncompliers/Kigh SES 

N 

104 
71 
118 
22 
35 
63 
14 
27 
55 
8 
8 

X 

18.77 
19.13 
18.12 
19.50 
21.23 
17.60 
19.71 
21.00 
18.71 
19.13 
22.00 

SD 

4.40 
4.17 
4.17 
4.16 
4.03 
4.37 
3.75 
3.90 
3.88 
5.06 
4.63 
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TABLE 22 

One-way ANOVA Compliance Groups and Total Attitude 
Toward Seeking Professional Psychological 

Help Scores 

Source of 
Variation 

Sum of Mean of 
Squares df Squares F-ratio Significance 

Total 26145.07 186 140.56 

Compliance 79.13 1 79.13 0.56 

Error 26065.94 185 140.93 

.4619 

TABLE 23 

Means and Standard Deviations of Total Attitude Toward 
Seeking Professional Psychological Help Scores 

Across Compliance Groups 

Group X SD 

Compliers 

Noncompliers 

112 

75 

78.37 

79.69 

12.25 

11.28 
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TABLE 24 

Two-way ANOVA Sex, Ethnicity and Openness 

Source of 
Variation 

Sex 

Ethnicity 

Openness 

Error 

38.97 

137.69 

.11 

5256.42 

Sum of Mean of 
Squares df_ Squares F-ratio Significance 

38.97 

137.69 

299 

.11 

17.58 

2.22 

7.83 

.01 

.1335 

.0056 

.9936 

TABLE 25 

Means and Standard Deviations of Openness Across 
Sex and Ethnic Groups 

Group 

Males 
Females 
Mexican Americans 
Anglos 
Males/Mexican-Americans 
Males/Anglos 
Females/Mexican-Americans 
Females/Anglos 

N 

270 
33 
188 
115 
170 
100 
18 
15 

X 

18.15 
19.30 
17.75 
19.14 
17.69 
18.93 
18.28 
20.53 

SD 

4.24 
4.18 
3.90 
4.64 
3.99 
4.54 
2.89 
5.18 
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TABLE 26 

Two-way ANOVA Sex, Ethnicity and Stigma Tolerance 

Source of Sum of Mean of 
Variation Squares df Squares F-ratio Siqnificance 

Sex 

Ethnicity 

Interaction 

Error 

.60 

52.45 

.32 

2619.24 

1 

1 

1 

299 

.60 

52.45 

.32 

8.76 

.07 

5.99 

.04 

.7899 

.0143 

.8438 

TABLE 27 

Means and Standard Deviations of Stigma Tolerance 
Across Sex and Ethnic Groups 

Group 

Males 
Females 
Mexican Americans 
Anglos 
Males/Mexican-Americans 
Males/Anglos 
Females/Mexican-Americans 
Females/Anglos 

N 

270 
33 
188 
115 
170 
100 
18 
15 

X 

12.95 
13.09 
12.64 
13.50 
12.62 
13.51 
12.83 
13.40 

SD 

3.01 
2.71 
3.07 
2.75 
3.07 
2.83 
3.13 
2.16 
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TABLE 28 

One-way ANOVA Compliance Ethnicity and Total Attitud< 
Toward Seeking Professional Psychological 

Help Scores 

Source of Sum of Mean of 
Variation Squares df Squares F-ratio Significance 

Ethnicity 47.85 1 47.85 .34 

Error 42213.02 300 140.710 

Total 42260.88 301 140.402 

.5674 

TABLE 29 

Means and Standard Deviations of Total Attitude Toward 
Seeking Professional Psychological Help Scores 

Across Ethnic Groups 

Group N X SD 

Mexican-American 

Anglo 

187 

115 

77.55 10.80 

78.37 13.42 
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Factor Loadings for 29 Attitude Scale Variables 

Factor I; Recognition of need for 
psychotherapeutic help 

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

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

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

9. Emotional dif f iculties, like many things, tend to 
work out by themselves. 

18. I would want to get psychiatric attention if I was 
worried or upset for a long period of time. 

24. There is something admirable in the attitude of a 
person who is willing to cope with his conflicts and 
fears without resorting to professional help. 

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

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

Factor II: Stigma tolerance 

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

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

Having been mentally ill carries with it a burden of 
shame. 

Had I received treatment in a mental hospital, I 
would not feel that it ought to be "covered up. 

If I thought I needed psychiatric help, I would get 
it no matter who knew about it. 

14 

20 

27 

28 
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Factor III; Interpersonal openness 

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

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

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

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

21. There are experiences in my life I would not discuss 
with anyone. 

22 It is probably best not to know everything about 
oneself. 

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

Factor IV: Confidence in mental 
health practitioner 

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

2. If a good friend asked my advice about a mental 
problem, I might recomment that he see a 
psychiatrist. 

8. I would rather live with certain mental conflicts 
than go through the ordeal of getting psychiatric 
treatment. 

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

12. If I believed I was having a mental breakdown, my 
first inclination would be to get professional 
attention. 

15. I would rather be advised by a close friend than by a 
psychologist, even for an emotional problem. 

16. A person with an emotional problem is not likely to 
solve it alone; he i£ likely to solve it with 
professional help. 
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19. The idea of talking about problems with a 
psychologist strikes me as a poor way to get rid of 
emotional conflicts. 

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




