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ABSTRACT
The study is examining the role of cultural andgb®fogical factors that predict
attitudes towards seeking mental health treatni&@ren the role of treatment in
reducing emotional distress, it is important to ensthind the issues people consider
when exploring mental health treatment options cBigally, constructs of stigma and
acculturation were explored in relation to botlitades toward and intentions to seek
mental health treatment. Undergraduate and gradguadents (246 women, 82 men;
237 White, 89 Nonwhite) recruited from two statdexpes and a community college
participated in an online survey assessing dembdgga@as well as measures of stigma,
acculturation, ethnic identity, racial stressorgnmal health, attitudes towards help-
seeking, and actual help-seeking. Stigma was foaihé a significant mediator of
acculturation (measured as relationship to heritadgeire and ethnic identity) and
attitudes towards seeking mental health treatnbemdling support to the importance
of not using just race/ethnicity as a proxy vamalar culture when investigating
barriers to seeking mental health treatment. Intihg not all types of stigma were
significant predictors; while public and personajmas were significant, self-stigma
was not a significant factor. Since public stigma @ersonal stigma are speculated to
be the first part of the cognitive process assediatith stigma, efforts should be made
to develop interventions at the public stigma lewedore the stigma is internalized.
Greater personal stigma for men and greater clisticana for ethnic minority
participants warrant further investigation into th#erent types of stigma. In addition,

racial/ethnic minority participants reported greatee-related stress than their White



counterparts; race-related stress was associatednereased anxiety and stress
symptoms. For the racial/ethnic minority particifgrneritage acculturation and
ethnic identity were protective factors, in thagaper heritage acculturation was
associated with lower levels of stress and stroeteric identity was associated with
increased intentions towards seeking counselingh&umore, future research in this
area can elucidate the complex measurement isstlethe constructs of

acculturation and stigma in college students.
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CHAPTER 1
INTRODUCTION

Approximately 11 million (4.8 percent) adults iretbnited States suffered
from serious mental iliness in 2009 (Substance Alsntal Health Services
Administration, 2012; SAMHSA). Serious mental ilésewas defined as serious
functional impairment in all or any of the followgrdomains: work, school, home,
community. In addition, approximately 45 milligh9.9 percent) adults in the United
States suffered from any mental illness in 2009NGISA, 2012). Of those with
serious mental illness, 39.8 % have not receiveatitnent and of those with any
mental illness, 62.1% have not received treatn@iven the empirically supported
treatments for various mental illnesses, the nurobantreated individuals is a
pressing concern.

Kessler et al. (1994) reported that when the nessirecognized, participants
faced the following barriers: situational barriesgch as inconvenience or being
unsure of where to seek care (52%), financial bes1i46%), and believing that
treatment is not effective (45%). Furthermore, 7@%hose who fail to seek treatment
report wanting to take care of the problem on thein. Similar results were found for
adolescents; in one study only one third of ad@etscsuffering from a mental illness
received treatment (Merikangas et al., 2011). bhtaxh, non-Hispanic Black and
Hispanic adolescents were less likely to receigattnent for mood and anxiety

disorders compared to White adolescents.



There are many individual, familial, and societasts associated with
untreated mental illness, including lower educatl@ttainment (Kessler, Foster,
Saunders, & Stang, 1995), loss of productivity atkn(Adler et al., 2006; Kessler &
Frank, 1997), and the exacerbation of medicalsnsuch as heart disease, diabetes,
and hypertension (Katon & Ciechanowski, 2002). tfietNational Comorbidity Study
found that fewer than 40% of people with seriousitaleliness (defined by
impairment across DSM-1V diagnoses) receive treatrfe serious mental illness
(Kessler et al., 1994). Although underutilizatidmeental health services may be a
widespread problem, it is particularly salient facial/ethnic minorities. Research
indicates that mental health care disparities anathgic minorities are prevalent and
they are a pressing issue to address (Miranda,Naitega & Bernal, 2003).

Acculturation and enculturation, family, collecgwm and individualism,
stigma, cultural mistrust, help-seeking, religiondapirituality, and finally variability
in manifestation and interpretation of distresskaa cultural variables in
understanding underutilization among ethnic mimesi{Goldston et al., 2008).
Scheppers, van Dongen, Dekker, Geertzen, and DéRBB6) reviewed 54 articles to
determine the barriers of using health servicegfionic minoritiesScheppers et al.
examined barriers at the patient (e.g., sex, etgnBES), provider (e.g., sex, skills,
and attitudes), and system (e.g., policy, orgaiumat factors) levels. The review
includes quantitative studies (n = 28), qualitasedies (n = 10), combined studies
(qualitative and quantitative; n = 6), and othedsts (literature reviews and
published essays; n = 8). Due to the heterogeirettye review studies, the authors

chose to identify barriers, but the barriers aremezessarily empirically tested.



Barriers at the individual level were identifiedl@sng young, unmarried, living in
disadvantaged neighborhoods (i.e., high crime yaliés style factors, such as an
unhealthy diet or substance use, and poor fanoitiabcial support. In addition, the
authors identified that ethnic minorities’ perceptabout symptoms and knowledge
of disease may be based on cultural values and ffeseptions may result in
different presentations of symptoms, which may ltaaudiagnosing difficulties.
Duration of stay in the United States had mixedlteswith some studies indicating
that recent immigrants face greater barriers, witiheers do not indicate so. Low level
of acculturation (i.e., separation or marginaliaajiis viewed as a potential barrier to
seeking health services, with associated barrigsis as being uninsured. Language
barriers represent difficulties potentially affexgfipatient confidence, ability to
express symptoms, providers’ ability to understamch symptoms, overreliance on
the family member, etc. The authors also identibdter potential patient level
barriers, such as gender, ethnicity, education,, 8E&tion of stay (in the country),
language skills, health beliefs and attitudes, (@aéolistic view of health, supernatural
beliefs, etc.), knowledge of health services, e@akburance benefits, immigration
status, time availability, stress, availability extess to services, traditional remedies
(in delaying seeking health services), perceivie@sis and perceived cause both by
the individual and the family.

The present study examines a structural model grediattitudes towards
mental health help-seeking, with acculturation sindss as predictors, and stigma as a
mediator. Additional analyses will examine thesgdes and group comparisons by

racial/ethnic group and gender.



CHAPTER 2
REVIEW OF LITERATURE
Stigma
One of the key variables investigated in mentalthedilization is stigma. In a
World Mental Health Survey, perceived stigma abuantal illness was found to be a
worldwide phenomenon among individuals with commuental illness, particularly
comorbid depression and anxiety, suggesting tigithatof mental illness is not
limited to a particular cultural group and/or otdysevere mental illness (Alonso et
al., 2008). Mental health stigma is described esgnitive-behavioral process
manifested in three different ways: public stigmpersonal stigma, and label
avoidance (Corrigan & Wassel, 2008). Public stigsndefined as negative stereotypes
about people with mental illness, such as percgithiem as dangerous and weak and
blaming them for their problems or perceiving thaschildlike and in need of others
to take care of them. Self-stigma is defined adriternalization of public stigma
(Link, 1987). Self-stigma can have an effect oifresteem, self-efficacy and result in
underachieving or in avoiding growth and indeperdealtogether (Corrigan &
Wassel, 2008). Finally, label avoidance is whenwviddials who are suffering from
psychiatric conditions do not seek treatment sg #re not labeled as mentally ill,
thereby escaping the prejudice and discriminatgsoeaiated with public and self-
stigma (Corrigan & Wassel, 2008). Label avoidarsceat a variable of interest in the
current study since this study does not focus psyahiatric sample. Another form of
stigma is personal stigma or personal attitudestdsvmental iliness (Griffiths,

Christensen, Jorm, Evans, & Groves, 2004). Persiigsha applies to those



individuals who do not have mental illness or whe @ot yet aware of it, unlike self-
stigma (Eisenberg, Downs, Golberstein, & Kivin, 90T he first step in the stigma
cycle is awareness of public stigma, followed by fibrmation of personal stigma, and
then an evaluation of one’s own status of menitags (Corrigan, Watson, & Barr,
2006).

Personal stigma has been negatively associatecheliphseeking indicators,
such as perceived need of medication or therapyatu@l use of medication or
therapy, and also with nonprofessional supportgtherg, Marilyn, Ezra, & Zivin,
2009). However, Eisenberg et al. did not find asigant association between public
stigma and help seeking. In addition, higher sedfrsa was found among students
who were male, younger, Asian, international, mretgious, or from a low
socioeconomic status. Barney, Griffiths, Jorm, @hdistensen (2006) did find a
significant and negative relationship between pusifigma and help-seeking attitudes,
and between self-stigma and help-seeking attitUel@shermore, participants who
endorsed greater self-stigma towards seeking @ioiesl services were less likely to
actually seek services when followed up over amvemth period, while participants
who had sought help reported significantly les&stama before seeking help
(Vogel, Wade, & Haake, 2006), indicating that steghas predictive value in actual
use of professional services. Many studies havedampirical support for a
relationship between stigma and different aspediseatment. In a clinical sample,
greater public stigma has been found to be assacvaith lower treatment adherence
(Sirey, et al., 2001a) and with premature termora{Sirey, et al., 2001b). In

addition, individuals with stigma of mental illnesere less likely to seek or use



mental health services (Kessler et al., 2001; V,ogyester, Wei, & Boysen, 2005).The
research on stigma suggests that the relationgtvpelen public stigma, personal
stigma, and self-stigma to help-seeking needsdurtucidation. Further clarifying
these relationships can inform the developmentiging-reduction interventions,
thereby increasing mental health treatment utibrat

In addition, the Office of Surgeon General 200lorepdicates that minority
groups are disproportionately represented in hossedad incarcerated populations,
indicating more systemic issues unique to thosaggoAlthough, Hispanics and Non-
Hispanic Blacks were not found to have a greatetine risk for psychiatric disorders
compared to Non-Hispanic Whites; both groups tendktve more persistence in
disorders, particularly with mood disorders for jpisics and mood and anxiety
disorders for Non-Hispanic blacks (Breslau, Kendar, Gaxiola-Aguilar, & Kessler,
2005). Some potential reasons for disparities ohelsocio-economic status, perceived
discrimination, and stress (Wang et al., 2005; Mfils, Yu, Jackson, & Anderson,
1997). A factor in disparities could be that indivals from ethnic minorities may
perceive symptom severity differently (Okazaki, IKkayalil, & Sue, 2002). Another
key variable in persistence of disorders may bddiver rate of treatment among
racial-ethnic minorities (Wang et al., 2005). Irddmn, ethnic minorities have
consistently been found to either delay seekingtitnent until a condition is chronic,
being reluctant to using mental health serviced,laving poorer access to services
(USDHHS, 2001).

In a study assessing stigma in an urban commuallyge sample, African

Americans and Asians were found to have greatgmstitowards mental illness than



Whites; Latinos were found to have less stigma tWuites (Rao, Feinglass, &
Corrigan, 2007). Rao et al. proposed that thegmdites were due to African
Americans having more negative attitudes towardtaléimess compared to other
groups due to stressors, such as racism and atbiat siequalities; they did not
speculate on results for Asians or Latinos. In alitative study, acculturation,
difficulty accessing services, and stigma playedagor role in being deterrents of
help-seeking behaviors among Chinese immigranigein York City (Chung, 2010).
Among a clinical population of depressed older édn Americans, high levels of
public and self-stigma were associated with noadp@n treatment and not having
positive attitudes towards treatment (Conner, 2030yma was analyzed as a
mediator in a study assessing attitudes towardshodygical counseling in college
aged South Asian and White students (Loya, Reddyir&haw, 2010). White
students were found to have more positive attitioesrds counseling than South
Asian students. In addition, increased self-stigm@outh Asians partially mediated
and accounted for 32% of the difference in attitubevards psychological services.
The authors indicate the need to study culturabbées such as acculturation and its
relationship to stigma and help-seeking attitudes.

In a qualitative study investigating panic disortteatment of low-income
African Americans, it was found that concerns alsmaial stigma and concerns about
confiding in others in the community, as well adleaf information of panic
disorder, were indicated as personal reasons teasit treatment. Similarly, at the
community level, participants demonstrated limit@@rmation about mental iliness

and stigma against those who seek treatment ordyamptoms as “weak” or



“spiritually flawed,” and these perceptions werentfied as deterrents in seeking
treatment (Johnson, Mills, DeLeon, Hartzema, & Hatjd®009). Similarly, among
low-income depressed women, White participants wewee likely to perceive a need
for care than black or Latina women, which was &smd to decrease the likelihood
of expressing a need for help across all ethniogggdNadeem, Lange, & Miranda,
2009). An examination of the same dataset revahbtccompared to US-born Whites,
Black and Latina women (both immigrant and US-bave)e more likely to report
stigma concerns and were less likely to want treatiwith the exception of
immigrant Latinas who were more likely to want treant compared to US-born
Whites. However, only perceived stigma was examiaad not self-stigma. Stigma
was found to be a treatment barrier for African Aicens compared to Caucasians in
other research as well (Alvidrez, Snowden, & Kaig&08; Snowden, 1998). Overall,
there appear to be differences in the stigma ags@eking mental health services
across racial/ethnic groups.

Another factor explored within the context of stgm gender. Stigma has
been theorized to explain the systemic differenagth, males having a lower rate of
mental healthcare utilization (Wang et al., 20083le gender was positively
associated with stigma avoidance and mistrustdetre system (Ojeda &
Bergstresser, 2008). In the same study, it wasddat White male status was
specifically significantly associated with stigmaaance, mistrust/fear of the
system, and negative attitudes towards care comparether racial/ethnic groups,
which is in contrast to the literature that ra@#ihic minorities display greater stigma.

These conflicting results stress the importancexaimining the intersection of



race/ethnicity and gender and its relationshigigpsa of seeking mental health
treatment.

Together these different forms of stigma toward takfiness results in
delayed seeking of mental health services andneratcompliance, which can result
in negative long-term outcomes (Corrigan, 2004;ri@an & Wassel, 2007). Although
stigma against seeking mental health servicesvisiaspread problem among all
Americans, it is a particularly salient issue facial/ethnic minorities where factors
such as language barriers, acculturation, and at¢oeservices may make stigma even
more salient (Gary, 2005). It has recently beewotized that ethnic minorities face
“double stigma,” where negative attitudes towardstal health treatment are
compounded by the negative attitudes (stereotygrasiscrimination that ethnic
minorities already face, thereby creating a detalyeatment seeking or aborted
treatment, resulting in greater morbidity and miastdGary, 2005). The present study
will assess three forms of stigma and examinegraup comparisons by gender and
ethnicity/race, as a predictor of several mentalthevariables, and as a mediating
variable in models of mental health help-seeking.

Acculturation

In psychology, acculturation is often studied & itldividual level.
Acculturation occurs when groups of individualsnfrdifferent culture are in contact,
with changes resulting in one or both of the celsufRedfield, Linton, & Herskovits,
1936). A popular framework used to organize thémmges is a bilinear model
proposed by Berry (1989), where an individual'stienship with both the

mainstream culture and the culture of origin isssdered. This model is in contrast to



the unilinear model, which contends that an indraits relationship to his/her
heritage culture (culture one is raised in or iaeflaed by) is dependent on his/her
relationship to mainstream culture (culture of deeninant society where individual
resides). For example, if an individual stronglgntifies with his/her heritage culture
then a unilinear model implies a low identificatiarth the dominant culture. A
unilinear perspective assumes the loss of traditivalues at the expense of accruing
dominant values or the choice to retain traditioradlies and not adapt dominant
values (Ryder, Alden, & Paulhus, 2000). The undingerspective has been critiqued
for not accurately allowing for the many possiekt of acculturation, specifically
biculturalism (For review, Miller, 2007; Rudmin, @8, 2009). In contrast, Berry et al.
(1989) categorized acculturation into four diffargmpes: integration (high heritage,
high mainstream), assimilation (low heritage, highinstream), separation (high
heritage, low mainstream), and marginalization (fewtage, low mainstream).
Integration is associated with lower psychopathgplagd marginalization is associated
with higher psychopathology (Berry, 2007).

Acculturation has been found to have a signifi@asiociation in the following
areas of research: eating disorders (e.g., Jenrfoglses, McDermott, & Hulse, 2006;
Soh et al., 2007), suicidality (e.g., Kennedy, RarSamra, & Gorzalka, 2005; Lau,
Jernewall, Zane, & Myers, 2002;), risky behaviag(, Schwartz et al, 2011),
personality factors, adjustment, and achievemeamt(t 2010). Acculturation has
mostly been studied with immigrant populations frauial/ethnic backgrounds;
however it has also been investigated with US Ibacral/ethnic minorities, such as

African Americans (e.g., Obasi & Leong, 2010).

10



In addition, the literature on acculturation hasrfd that acculturation is
significantly associated with the many differenpeds of the therapy process. In
Asian American college students, a significantlgipee correlation was found
between acculturation and students’ ratings otthenseling process (Wang & Kim,
2010). Among Chinese Americans, acculturation, agrather cultural factors, was
found to be a significant predictor of attitudew#&ods seeking professional
psychological help (Tata & Leong, 1994). Furtherey@cculturation was related to
willingness to seek counseling in both Asian Amang (Atkinson & Gim, 1989) and
recent Greek and Italian immigrants (Ponterottal 2001). In all these studies,
higher acculturation to US culture was positivediated to attitudes towards
counseling or counselors.

Recently, acculturation and stigma have been imyagst to help elucidate
their relationship to the underutilization of mdritaalth treatment. Ting and Hwang
(2009) examined acculturation, stigma tolerancd,taip-seeking attitudes. Stigma
tolerance is defined as being aware of the culgnalp’s stigma. Low stigma
tolerance is indicated by being aware of and wdralout the cultural group’s stigma
towards help-seeking. In contrast, high stigmar&wiee is being aware of, but not
worried about the group’s stigma, if seeking h&lpese results indicate that the
culture of origin may influence one’s stigma towatelp-seeking. The authors found
that acculturation (measured bilinearly) did notéa relationship with help-seeking
attitudes; however, stigma tolerance was prediciveelp-seeking behaviors.
However, they note that the college sample inghusly did not reflect low levels of

acculturation and there was not a varied distrdyutf acculturation. Given the

11



relationship between acculturation and stigmagtireent study will include a
measure of cultural stigma, defined as examiningtieg stigma items, from the
perspective of the participant on how he/she peesenis/her own community
perspective of mental health stigma.
Stress

Perceived discrimination and stress have been @atell in mental health
treatment seeking by racial/ethnic minorities (Wahgl., 2005; Williams, Yu,
Jackson, & Anderson, 1997). In addition, perceigsdrimination has been associated
with mental and physical health problems (Lee gt28109; Mossakowski, 2003).
Specifically, perceived racism significantly preeid number of poor mental and
physical health days (Anderson, 2013). Gary (2@@s)ts that perceived
discrimination/stressors associated with race hadgtigma associated with mental
health treatment contributes to decreased menadthhseeking in ethnic minorities. In
the current study, perceived discrimination is mead by a questionnaire on race-
related stressors.
Additional Factors

Help-seeking behaviors have been linked to geritiek(vood & Braithwaite,
1994; Galdas, Cheater, & Marshall, 2005), with re=ss likely to seek help than
women. Other key factors to consider are the histbmental health treatment
(Deane, Skogstad, & Williams, 1999; Vogel, West®ei, Boysen, 2005), level of
distress, with less willingness to seek treatment@derate levels of distress and
cultural factors (Hsu & Alden, 2008; Menke & Flyri2009), intentions and attitudes

towards mental help seeking (Bayer & Peay, 199¢dCG® Cohen, 2003; Vogel,

12



Wester, Wei, Boysen, 2005). Help-seeking attitutiage been associated with actual
mental health treatment use and presence of mcodddir, (ten Have, de Graaf,
Ormel, Vilagut, Kovess, & Alonso, 2010) and posstivcorrelated with level of
distress (Komiya, Good, & Sherrod, 2000). The pnestudy will also investigate the
relationship among these key variables.
Overview of the Present Study

In summary, both acculturation and stigma have lassociated with help
seeking attitudes, but they have been studiedhiegenly on a limited basis. Given
the mental health disparities facing racial/ethminorities and the greater disease
burden, it may be beneficial to explore both psyotical factors, such as stigma and
cultural factors, such as acculturation and rataed stressors that may play a role in
barriers to care. The current study extends theealitire by examining acculturation,
race-related stressors, self-stigma, public stigand, attitudes in a comprehensive
structural model. The model will allow examinatioihmediators and moderators. In
particular, while decreased stress and acculturationainstream culture is expected
to predict more positive help-seeking attitudess thlationship will be mediated by
stigma about mental health treatment, which wilkbsociated with more negative
attitudes. All results should be interpreted ia tontext of systemic factors such as
access to care.
Research Hypotheses

e Hypothesis 1In a comparison of the three structural modelsufag 1, 2,

and 3) for all participants, the full model (Fig8ewill be the best-fitting

model: the predictors of acculturation and stre#isbe directly related to

13



the outcome variable of help-seeking attitudes)evtigma about mental

health treatment will also serve to mediate thiati@nship between

acculturation and help-seeking attitudes.

0 Hypothesis 1aRace-related stress will be a significant negative
predictor of help-seeking attitudes and a signifiqzositive predictor
of stigma.

o0 Hypothesis 1bDecreased identification with heritage culture fower
identification with ethnic identity will be signdant and positive
predictors of help-seeking attitudes.

0 Hypothesis 1cDecreased identification with heritage culture &wder
identification with ethnic identity will both be ssciated with
decreased stigma about mental health treatmealt three models, the
direct pathway betweeacculturation and stigma is expected to be
significant and positive in direction.

0 Hypothesis 1dStigma will be significantly and negatively reldt®
help-seeking attitudes.

e Hypothesis 2For White participants, heritage and mainstreaoculaaration,
ethnic identity, and race-related stressors witlb@significant predictors of
depression, anxiety, and stress nor of attitudearis help seeking and/or
intentions towards seeking counseling. Culturaldecwill not be significant
predictors of stigma. In addition, increased stigalbtypes) will significantly
predict lower attitudes towards help seeking ameelantentions towards

seeking counseling.

14



e Hypothesis 3For Nonwhite participants, both decreased heritage
mainstream acculturation, decreased ethnic ideatityincreased race-related
stressors will be significant predictors of incredslepression, anxiety, and
stress, increased stigma (all types), and lowgudés of help seeking and
lower intention of seeking counseling. In additiorgreased stigma (all types)
will significantly predict lower attitudes towartielp seeking and lower
intentions towards seeking counseling.

e Hypothesis 4White male and female participants will differ frddonwhite
male and female participants in the following ways:

0 Hypothesis 4aWhite participants will have lower levels of heg&a
acculturation, ethnic identity, race-related sti@sd greater levels of
mainstream acculturation, for both men and women.

0 Hypothesis 4bWhite and female participants will have lower lisvef
self-stigma, public stigma, personal stigma, aritlcal stigma.

0 Hypothesis 4cWhite and female participants will have greater
attitudes towards help seeking and greater intestio seek
counseling.

0 Hypothesis 4dWhite and male participants will have lower levels
depression, anxiety, and stress.

e Hypothesis 5Nonwhite male and female participants will diffesrh White

male and female participants in the following ways:

15



Hypothesis 5aNonwhite participants will have greater levels of
heritage acculturation, ethnic identity, race-metbastress and lower
levels of mainstream acculturation, for both med women.
Hypothesis 5bNonwhite and male participants will have grea¢sels
of self-stigma, public stigma, personal stigma, enldural stigma.
Hypothesis 5c¢: Nonwhite and male participants have lower
attitudes towards help seeking and lower intenttorseek counseling.
Hypothesis 5dNonwhite and female participants will have greater

levels of depression, anxiety, and stress.
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CHAPTER 3
METHODOLOGY
Participants

Participants were recruited through offering exnedit in Psychology courses
at a university in New England, postings on emsitérvs reaching college students
and instructors, and direct requests to facultynfadher colleges to forward it to their
students. Additional efforts to recruit for racalinic minority students were made by
coordinating with campus centers focused on mutticalism. Participants were
offered the opportunity to enter into a raffle pridrawing one of two $25 or a $50 gift
card.

The initial sample was 427 undergraduate and gtaditadents recruited from
two state colleges and a community college. O#Ri& participants, 34 participants
were excluded due to only demographic informatieimg included or the survey
being started, but no data filled in. Another 6&ipgants were excluded from the
final analysis, since total scores for major measum the survey could not calculated
due to substantial portions of the missing itenige final sample was 326
undergraduate and graduate students. Within theseys, a few missing items with a
random pattern were present. The range of missateyatross all the surveys ranged
from .6%-2.4%. However, to ensure complete dataerfinal analysis, expectation
maximization imputation technique was used tai# missing data. The age range of
the participants was from 18-63 (Mean=20.54; SD3}.The gender breakdown was
as follows: 75 % Female & 246) and 25 % Malen(= 82). The racial/ethnic

background of the sample was as follows: 72.7% ®hit 237) and 27.3%
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Nonwhite = 89); approximately 51.7% are Hispanic/Latimg=(46). All
participants indicated speaking English fluentlg &ime most commonly spoken
second language was Spanish.

M easur es

The full survey is found in Appendix A.

Demographics. 21 questions regarding age, ethnicity, sex, naius,
education level, generation level, and employmattis were asked. In addition,
participants were asked to indicate the languagkespat home and their history of
mental health treatment/current intention.

General Help-Seeking Questionnaire (GHSQ; Deane, Wilson, &

Ciarrochi, 2001). This measure consists of 15 items in matrix forthat assess a
problem-type and the source of help on a 7-poikéttiscale rating of “extremely
unlikely” to “extremely likely,” with a higher scerindicating higher intention to seek
help. The scores range from 11 to 77. Both the ofgeroblem and the source of help
can be modified according to the research projecdte original version, emotional or
personal problem and suicidal thoughts were evatldh the current study, suicidal
thoughts were not evaluated due to potential etbmacerns. Two additional sources
of help were added for this study: minister orgielus leader and chat rooms. The
psychometrics of the original version were assebgeatiministering the
guestionnaire to high school students, ages 12x491@8; Wilson, Deane, Ciarrochi &
Rickwood, 2005). Cronbach’s alpha was .85 and Caoh's alpha for test-retest
reliability was .92, indicating good scale religtyil Convergent validity was

established by positive correlation between intento seek counseling and
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self-reported quality of past mental health treatinBivergent validity was
established by a negative correlation between fitteno seek counseling and barriers
to seeking professional help. This questionnaigeusaally been used in conjunction
with the Actual Help-Seeking Behavior Questionnéisted below.

Actual Help-Seeking Questionnaire (adapted from Rickwood and
Braithwaite, 1994). The questionnaire lists 11 different sources opliet a personal
and emotional problem. Respondents are asked iabedf help was sought from
each one of the sources in the past two weekscalnt the problem for which help
was sought. Similar to the GHSQ), this questionneare be adapted in terms of the
source of help and problem; the same revisions rattee GHSQ about sources of
help (e.g., minister or religious leader) were mexdthe AHSQ and the score ranges
from 11 to 77. For the current study, participamése not asked to indicate the
problem, due to potential confidentiality/ethicahcerns; however, participants were
asked to indicate if they had sought help froméhssurces over the course of their
lifetime as well as in the past two weeks.

Depression Anxiety and Stress Scale-21 (DASS-21; Lovibond & L ovibond,
1995). This is a 21-item scale assessing depression,tgnamd stress, revised from
the 42-item version (Lovibond & Lovibond, 1993).dessubscale is rated on a 3-point
Likert scale and the range of scores is from Oltondth higher scores indicating
greater symptomology. For a nonclinical student@anthe internal consistencies
were as follows: Depression£.88), Anxiety (=.82), and Stres®:1£.90). On a
normative sample, the internal consistencies fohaaale were as follows (Crawford

& Henry, 2003): DepressiomE.95), Anxiety (:=.90), Stresso=.93), and Total Scale
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(0=.97). In a sample of normative and clinical paptnts, the internal consistencies
were as follows (Antony, Bieling, Cox, Enns, & Swam, 1998): Depression£.94),
Anxiety (a=.87), and Stressx£.91). Concurrent validity was established with
comparison to the Beck Depression Inventory{4; Beck, Rush, Shaw, & Emery,
1979) and Beck Anxiety Inventory<.81; Beck & Steer, 1990). In the current study,
the internal consistency of this measure is as\dl Depressiono( = .92), Anxiety
(x=.85), and Stress:£.87), which is consistent with previous literaturea
nonclinical student sample (Lovibond & Lovibond 959. In addition, the measure
met the cut-off for good internal consistency ofC&rmines & Zeller, 1979), across
subsamples of gender and race/ethnicity.

Self-Stigma of Seeking Help (SSOSH, Vogel, Wade, & Haake, 2006).
Based on Corrigan’s model, a 10-item self-stignaes(Self-Stigma of Seeking Help;
SSOSH) was developed and conceptualized as “canabout the loss in self-esteem
a person would feel if they decided to seek hamfa psychologist or other mental
health professional” (Vogel, Wade, & Haake, 20063@). The measure is rated on a
five-point Likert scale ranging from 1 (stronglysdgree) to 5 (strongly agree); 5 of
the items are reverse scored. The score rangeslfdcim 50, with higher score
indicating greater self-stigma. The Cronbach’s alp#iability of the scale ranged
from .86 to .90, indicating good reliability. In@dition, test-retest reliability was .72.
Furthermore, the SSOSH was negatively associatédattitudes towards and with
intent to seek psychological services. Howevdrag only been tested on a
predominantly White, college sample, in the pasthk current study, the Cronbach’s

alpha of this measure was .74, which is an acckptalability coefficient value
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(Loewenthal, 2001). In addition, the Cronbach’shalgvas .7 or higher for female
participants and across subsamples of race/ethini@tvever, for male participants it
was .67, not meeting the criteria for acceptaltiermal consistency. Since there are
not any self-stigma scales developed for or tesfdethnic minorities, using this
scale on a sample of ethnic minorities provides flat at least some preliminary
psychometric assessment.

Discrimination-Devaluation Scale (D-D revised, Eisenberg, Downs,
Golberstein, & Zivin, 2009). The D-D scale evaluates stereotypes towards pstien
who have been hospitalized for mental health corscdfisenberg et al. adapted this
scale for use to measure public stigma for mergalth treatment in general. The
internal reliability for the 12-item scale was .88th 6 reverse-scored items. The
score ranges from O to 60, with a higher scorecatdig greater stigma. There is
another subscale in the D-D, which consists oéf1& measuring personal stigma,
with 1 reverse-scored item and the internal reliigifior these items was .78. The
score ranges from 0 to 15, with a higher scorecatdig greater stigma. In addition,
22.7% of the students were ethnic minorities anddditional 10% rated either as
Other or in multiple racial/ethnic categories. Altlyh Eisenberg et al. did not report
the psychometric properties for the ethnic minositydents in particular, there were
some racial/ethnic differences and gender founaguisiis measure, in terms of
stigma. Black students had the highest mean pabyma; Asian students had the
highest mean personal stigma. Personal stigma i\ghsrhamong Hispanic male
participants compared to their female counterpéftsvever, a comprehensive

psychometric analysis for this measure on rackadetminorities is currently lacking.
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In the current study, the Cronbach’s alpha of thiglip stigma items was .83 and the
Cronbach’s alpha of the personal stigma items W@sln addition, the Cronbach’s
alpha was .7 or higher across the subsamples oiegamd race/ethnicity.

Cultural Stigma (Revised itemsfrom D-D scale). These items are designed
to assess the relationship between one’s cultucaipys stigma of mental health
treatment and one’s own personal stigma. The tteges from the personal stigma
subscale are revised for this study to includaéhm “cultural/heritage group.” Items
are: “Someone from my cultural/heritage group wowillingly accept someone who
has received mental health treatment as a closadffi “Someone from my
cultural/heritage group would think less of a perado has received mental health
treatment (reverse scored);” and “Someone from attyii@l/heritage group would
believe that someone who has received mental higalitment is just as trustworthy
as the average person.” The total score ranges@rtoni5, with a higher score
indicating greater cultural stigma. These itemsrdhitidemonstrate good internal
consistency in the sample € .62). The only subsample that good internal sb@scy
was demonstrated for, was the Nonwhite particip@nts.75), which may be due to
the reference to one’s cultural/heritage group.

Attitudes Toward Seeking Professional Psychological Help Scale
(ATSPPHS; Fischer & Farina, 1995). The ATSPPHS is a 10 item scale which is a
revision of the original 29-item ATSPPHS (Fischefr&rner, 1970). Items are
answered on a 4-point Likert scale ranging fronséadree” to “agree;” five of the
items are reverse scored and higher scores ingioaigive attitudes towards help

seeking. The total score ranges from O to 30, higher scores indicating more
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positive attitudes towards seeking help. Sampha ftem the scale is, “If | believed |
was having a mental breakdown, my first inclinatvoould be get professional
attention.” The correlation between the longer igrand the revised version was .87,
indicating that they are measuring the same cottstinternal consistency was .84
and test-retest reliability was .80. The Cronbdphafor a Latino sample attending a
state university was .83 (Rojas-Vilches, Negy, &deerrer, 2011). In addition, the
longer version of the ATSPPHS was administeredheroethnic minority groups
(e.g., Leong, Kim, & Gupta, 2011; Yeh, 2002). Hoeevurther psychometric
information for ethnic minority groups is warrantéa the current study, the
Cronbach’s alpha of this measure was .73. In amdithe Cronbach’s alpha was .7 or
higher for female participants and across subsasrgdleace/ethnicity; however, for
male participants it was .57 not meeting the aatér acceptable internal
consistency.

Intentionsto Seek Counseling Inventory (ISCI; Cash, Begley, McCown, &
Weise, 1975). A 17-item scale measuring the likelihood of saglkiounseling for a
given problem on a 6-point Likert scale, rangingnir“very unlikely” to “very likely.”
The score ranges from 17 to 102, with higher soadieating higher intention of
seeking counseling. Three subscales and intermaistencies were established as
follows: Interpersonal Problems (.90), Academicldfems (.71), and Drug/Alcohol
Problems (.86) were identified as subscales (Cepedao & Short, 1998).

Vancouver Index of Acculturation (VIA; Ryder, Alden & Paulhus, 2000).
The VIA is a 20-item measure assessing acculturdtam a bilinear framework.

There are two subscales in the measure: heritégeefhs) and mainstream
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(10 items). Total subscale score ranges from BDtavith higher score indicating a
stronger identification with the cultural relatidmg being measured by that particular
subscale. Cronbach’s alpha was for the heritagscsili for of 1 and 2° generation
immigrants of a diverse sample was as follows:(&inese ), .92 (East Asian), and
.91 (a mixed group, i.e., Italian, Arabic, and Haslian). Cronbach’s alpha for the
mainstream subscale was as follows: .89 (Chine®g)East Asian), and .87 (mixed
group). Both subscales were significantly correlateith percentage of time lived in a
Western, English-speaking country, percentagentd #ducated in such a country,
generational status, sojourner status, and Engidirst or second language,
indicating concurrent validity. In a meta-analyseaducted by Huynh, Howell, and
Benet-Martinez (2009), reliability scores of theAtaried from .66 to .92 for non-
dominant groups and from .70 to .89. for dominanugs. These groups were of
different cultural backgrounds. In the current gtutie Cronbach’s alpha of the
heritage subscale was .90 and mainstream subsaale9®. In addition, the
Cronbach’s alpha was .8 or higher across subsamptgnder and race/ethnicity.
Race-Related Events Scale (RES; Waeldeet al., 2010). The RES is a 22-
item checklist which assesses various experierscédseg relate to one’s
race/ethnicity. Participants endorse a particu&niif the experience was related to
his/her race/ethnicity. An optional item is incladdehere a participant can write about
any other significant race-related experience. [T[sare is estimated by summing the
22 items, with higher score indicating more radetesl stress; total score ranges from
0 to 22. Waelde et al. administered the measuaa &thnically diverse undergraduate

student sample (n = 408), with a Cronbach alph&8®#fand test-retest reliability
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of .66. White students reported less race-relateds compared to African American
students; African American students reported mace+related stress compared to
Asian Americans. The measure was recently develsepdde psychometric
information is limited. In the current study, theo@bach'’s alpha of this measure was
.95. In addition, the Cronbach’s alpha was .9 acsabsamples of gender and
race/ethnicity.

Multigroup Ethnic Identity Measure-Revised (MEIM-R; Phinney & Ong,
2007). A 6-item scale measuring one’s relationship tohl@sgthnicity, with total
score ranging from 6 to 30; higher score indicatesnger ethnic identity. The two
subscales of exploration and commitment are ratea ®-point Likert scale from
“strongly disagree” to “strongly agree.” Internainsistency for the scales was as
follows (Phinney & Ong, 2007): Exploration€.76), Commitmentdq=.78), and
Combined Scorexf=.81). For a sample of European Americans and rtiesythe
internal consistency was as follows (Yoon, 201 Xpl&ration @=.91 andn=.87),
Commitment ¢=.84 andua=.88) and Combined Score%£.89 andx=.88). Overall, the
scale demonstrated good internal consistency.drctinrent study, the Cronbach’s
alpha of this measure was .94. In addition, thenBagh’s alpha was .8 or higher for
across subsamples of gender and race/ethnicity.

Procedures

Participants received an online link (www.psychdada) requesting
participation in the survey. Participants consemteplarticipate online, where the first
screen included an IRB-approved consent form. Bggeding further in the survey,

they indicated their consent. The participants vedale to print the consent form, if
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desired. Participants were asked to answer demlogrgpestions and the measures of
acculturation, stigma of mental health, help-segkistory, help-seeking intentions,
attitudes, and behaviors and race-related streg&ppendix A). On each page of the
survey, the following statement appeared: “Pleagkensure to answer each question,
as complete information is crucial for this studytie full questionnaire took
approximately 20 minutes. Participants could retarprevious pages to change
answers and they were not required to answer aigaeét the end of the survey, a
thank you page appeared and a link was provideelgister for the raffle drawing. If
they chose to register for the drawing, participamére directed to a separate page to

enter their emails addresses; this information madinked to their data.
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CHAPTER 4
FINDINGS
Demographics

Generational status (Costigan, Bardina, Cauce, Ritatendresse, 2006)
reported by participants was: 4.3% first generalworn outside the United States and
came as an adult, n=14), 3.4% 1.5 generation (imatgd to the United States by age
13, n=11), 17.8% second generation (born in theddrstates, at least one parent was
not born here, n=58), d) 14.4% third generatiorrfbo the United States, with at
least one parent born here, n=47), e) 60.1% fougdneration (born in the United
States, one or more grandparents were also boen et 96). In terms of education,
12.6% of the participants were first generatiorleg® students, defined as neither
parent having any education beyond high school.

Approximately 39% of the participants (n=128) iratied having 0 days of
physical ill health in the past 30 days. In thet@sdays, 41.4% participants
indicating being sick for less than or equal taays] 10.7% indicated being sick
between 6-10 days, and 4.9% were sick for 11-15.dayaddition, 1.2% participants
were sick for 16-20 days, 0.6% were sick for 2551dy8% were sick for all 30 days
and 0.3% indicated being physically sick for 45glaythe past 30 days, which is an
outlier.

Participants described their general physical hestfollows: Excellent
(17.7%), very good (50.2%), good (25.0%), fair jppbor (0.6%). Participants
described their general mental health as followselent (14%), Very Good (36%),

Good (30.8%); Fair (16.5%), and Poor (2.7%). Ofghdicipants, 13.1% were taking
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medications for a mental health condition or em@igroblem and 18.9% indicated
feeling the need to seek mental health treatmeraddition, 24.4% indicated that they
would seek mental health treatment in the next 6th®) if believed that it was
needed and 81.4% indicated that they had the resetw seek mental health
treatment, if needed. In the GHSQ, participanterigol how likely it is that they
would seek help from a list of people for a pers@mamotional problem. The
sources of help were categorized as informal (parfnend, parent, other family
member, professor, and minister/religious leaderimal (mental health professional
and doctor), and electronic sources of help (phuieline and chatrooms) (adapted
from Deane, Wilson, & Ciarrochi, 2001). In the AHSgarticipants reported who they
sought help from in the past 2 weeks and lifetimiéh the sources categorized
similarly to the GHSQ as informal, formal, and &fenic. There were no significant
racial differences in the use of informal, formad electronic sources of help
generally and actually used. Similarly, there waresignificant gender differences in
the use of informal, formal, and electronic souraelelp generally and actually used.
Approximately half the sample (45.7%) indicated: tiney have sought help from a
mental health professional (e.g., counselor, saamaker, psychologist, psychiatrist)
to get help for personal problems, with 11.3% iatime visit as extremely helpful and
80.8% rating it as helpful (rating of 3) or higl{eatting of 4 or 5). Additional

demographic information is presented in Tables 1-3.
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Table 1

Demographics of Study Participants

Sex N %
Female 244 74.8 %
Male 82 25.2%
Other 0 0%
Age (Years)

18 76 23.3%
19 87 26.7%
20 54 16.6%
21+ 109 33.4%
Highest Level of Education Completed

High School 83 25.5%
Freshman 95 29.1%
Sophomore 51 15.6%
Junior 55 16.9%
Senior 31 9.5%
Graduate School 11 3.4%
Generational Status

First Generation (includes'l 25 7.7%
and 1.5 generation)

Second Generation 58 17.8%
Third Generation 47 14.4%
Fourth+ Generation 196 60.1%
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Table 2

Mean Scores, Standard Deviations, and CronbachafphFemale, Male, and Full

Sample
Female Male All

Mean SD « Mean SD « Mean SD o
Stress 6.07 463 .86 4.76 478 90 574 470 .87
Depression 4.55 465 .91 5.27 556 .93 473 489 .92
Anxiety 4.05 4.04 .83 4.27 480 .89 411 424 85
DASS 1468 11.76.94 1429 14.22 96 1458 12.40 .94
Heritage 63.24 154492 60.84 1224 85 62.64 14.72 .90
Mainstream 68.51 14.61.93 66.22 14.09 91 67.94 1450 .92
Ethnic 18.29 6.59 .95 17.33 509 .87 18.05 6.25 .94
|dentity
Race-related 3.26 510 .94 4.11 6.49 97 347 548 .95
stress
Self-stigma 30.69 6.46 .7630.13 593 .67 3055 6.33 .74
Public Stigma 26.83 875 .8528.80 748 .73 2733 848 .83
Personal 2847 250 .73 4.44° 330 .79 324 280 .76
Stigma
Cultural 5.64 274 61 6.34 278 .65 5.82 2.76 .62
Stigma
Attitudes 11.98° 4.97 .74 1515 396 .57 12.78 4.93 .73
Intentions 4957 18.40.93 43.79 18.64 94 48.12 18.60 .93

"p<.05.7 p<.01.” p<.001.
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Table 3

Mean Scores, Standard Deviations, and CronbachafphWhites and Nonwhites

White Nonwhite
Mean SD o« Mean SD «
Stress 5.78 474 87564 459 .85
Depression 457 5.05 .935.16 444 .87
Anxiety 405 442 87 425 372 .77
DASS_Full Scale 1441 12.7895 15.05 11.40 .93
Heritage 61.66 14.66.90 65.24 14.67 .91
Mainstream 68.72 15.0093 65.84 1291 .90
Ethnic Identity 17.35 599 .941990 6.59 .93
Race-related stres2.52" 5.13 .96 6.02° 5.60 .93
Self-stigma 30.79 6.37 .7629.91 6.22 .71
Public Stigma 2729 831 .8227.42 g9 87
Personal Stigma 3.09 269 .753.63 3.06 .81
Cultural Stigma 553 247 55 660 332 .75
Attitudes 1259 493 .741329 489 .71
Intentions 48.09 18.50.93 48.20 18.96 .93

"p<.05." p<.01.”" p<.001.
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Pearson correlations for independent and dependeiables are listed in

Table 4. Depression was significantly correlatethwiie Stress subscale<0.70)

Table 4

Pearson Correlations for Independent and Depentfamniables

Scale 1 2 3 4 5 6 7 8 9 1011 1213
1. DASS_Stress

2. DASS_Dep 70"

3. DASS_Anx 73" 69"

4. VIA_Heritage -01 -11 -14

5. VIA_Mainstream o1 _07 -11 71"

6. Race-related Stre: pg 14 18 -14 -26"

7. Self-Stigma 05 .00 -09 -04 .01 -08 --

8. Ethnic ldentity .02 -06 -01 .38" .09 -00-10 -

9. Public Stigma 13 17" 06 -14 -07 .07 -02-17

10. Attitudes -06 .04 .10 -16" -13 .10 .08 -.13 .17
11.Intentions 27" 27" 23" 08 .05 -06.01.18" .021-31" --

12.Personal Stigma g2 13 15" -20" -23" .13 .02 -07 .33 27" .03

13.Cultural Stigma o8 10 .03 -21" -14 .06 -.04 -.05 .45 21" -.05.27" --
"p<.05.” p<.01.” p<.001.

and Anxiety ¢ = 0.69); Anxiety subscale was significantly coated with Stress (=
0.73), suggesting some overlap of symptoms betwesse subscales. Heritage culture
was significantly correlated with depressiorn=(-.11) and anxietyr (= -.14), which

will be further explored in subsequent analysesinsteeam and heritage culture were
significantly correlatedr(= .71); this strong correlation suggests multioelrity,

violating the orthogonal relationship proposed lyg&, Alden, & Paulhus (2000).

32



Even for the racial/ethnic minority sample, herégamnd mainstream culture were
significantly correlatedd = .74). Race-related stress was significantly coreelavith
depressionr(= .14), anxiety( = .18), heritage culture € -.14), and mainstream
culture ¢ = -.26), which will be further explored in subsequanalyses. Ethnic
identity was significantly correlated with heritagdture ¢ = .38).

In terms of the stigma variables, self-stigma waissngnificantly correlated
with any of the measures in the study. Public stigmas significantly correlated with
Stress (= .13), depressiorr € .17), heritage culture & -.14) and ethnic identity (
= -.11). Attitudes towards help seeking was signiftbacorrelated with heritage
culture ¢ = -.16), mainstream culture € -.13), ethnic identityr(= -.13), and public
stigma ¢ = .17). Intention to seek counseling was significantrrelated with stress
(r =.27), depression £ .27), anxietyr(= .23), ethnic identityr(= .18), and attitudes
towards help seeking € -.31). Personal stigma was significantly correlaith
depressionr(=.13), anxiety( = .15), heritage culture € -.20), mainstream culture
(r =-.23), race-related stress<.13), public stigmar(= .33), and attitudes towards
help seekingr(= .27). Cultural stigma was significantly correlateih heritage
culture ¢ = -.21), mainstream culture € -.14), public stigmar(= .45), attitudes

towards help seeking € .21), and personal stigma<.27).
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Path Analysis

In order to test hypothesis 1, direct, mediatioaad full models were
analyzed and compared for goodness of fit (Seerésgl, 2, and 3). Skewness and
Kurtosis indices were examined and were found twiti@n normal limits (Curran,
West, & Finch, 1996; DeCarlo & Finch, 1997). Duehe high correlation between
the heritage and mainstream culture variablesg@i@stream culture variable was
dropped from the model. Mainstream culture wasused as opposed as heritage
culture because it was not significantly correlatedny of the other study variables.
Therefore, the predictor variable of Acculturatisas measured by heritage culture
and ethnic identity. The second predictor, racateel stress, was measured by the
Race-related Events Scale. The mediator varialigmg, was measured by self,
public, and personal stigma. The outcome varialae attitudes towards seeking
mental health treatment. Path analysis resultsarenarized in Table 5.

First, the fit of each model was evaluated, withsideration of several
indices. Ay?that was close to non-significant and ideally clsthe degrees of
freedom, which was interpreted as indicating gaobddtween the model and the
population (Bollen, 1989). In addition, the Congiare Fit Index value (CFI) >.90
and a Root Mean-Square Error of Approximation (RMHE.05 was considered a
good fit (Bentler, 1992; Browne & Cudeck, 1993) efilthe three models (Figure 1,
Figure 2, and Figure 3) were compared. The indiééis were evaluated separately
for each model and thenyadifference test was conducted to evaluate thefitist

model.
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Direct Modd. In this model, acculturation and race-relatedsstors were
direct predictors of attitudes towards seeking midmealth treatment. Thé was
significant and not close to the degrees of free@@efer to Table 5). The CFIl was
.93, which meets the criteria for good fit. HoweVMSEA was .10, which is not a
good indication of fit. Overall, the direct modsldonsidered to be a poor fit.

Figure 1: Direct Model

0.07

Att

-0.18

Acc = Heritage Subscale (Her) and Ethnic Ident) (
RRS = Race-related Stressors scale
Stigma = Self-stigma (SS), Public stigma (Pub), Betsonal stigma (PS) scales
Att = Help-seeking attitudes scale

Mediational Model. In this model, acculturation and race-related stvesre
predictors of attitudes towards seeking mentalthéedatment, with stigma as a
mediator. The? was not significant and it was close to the degafdreedom (Refer
to Table 5), which is a good indication of fit.dddition, the CFI was .99 and RMSEA

was .02, which is an indication of fit. Overalletmediational model is considered to

be a good fit.
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In the mediational model, the path from accultematio stigma was
statistically significantf = -.30,p < .05), indicating that participants with lowevét
of identification with heritage culture and ethrdentity had a higher level of stigma.
There was a medium effect size, with= 0.13 (Cohen, 1992). However, the path
from race-related stress to stigma was not sigmti@g = .15,p > .05), indicating that
participants’ race-related stress was not a dpesdictor of stigma. The path from
stigma to attitudes towards seeking mental heedtitinent was significang & .40,p
<.05), indicating that higher levels of stigma @eglated to more positive attitudes
towards seeking mental health treatment. Thereavasdium effect size, with? =
0.16. In addition, both heritage culture and ethaéntity loaded on significantly onto
acculturation and public and personal stigma loadedignificantly onto stigma;
however, self-stigma was not significant.

Figure 2: Mediational Model
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Att
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PS

Her El

Full Model. In this model, acculturation and race-related stvesre direct
predictors of stigma and attitudes towards seekiagtal health treatment, with
stigma as a mediator between acculturation andredated stress and the outcome

variable, attitudes towards seeking mental headfitinent. Thg” was not significant

36



and close to the degrees of freedom (Refer to Ta&bl€he CFl was .99 and RMSEA
was .02, which is a good indication of fit.

In the full model, the direct paths from race-rethstress to attitudes towards
seeking mental health treatment and from acculanad attitudes towards seeking
mental health treatment were not significant. Idi&on, the path from race-related
stress to stigma was not significant. However gl from acculturation to stigma
was significantf = -.29,p < .05), indicating that participants with lowevé of
identification with heritage culture and ethnicrtiey had a higher level of stigma.
There was a small effect size, wih= 0.11. Furthermore, the path between stigma
and attitudes towards seeking mental health tra@tmas also significanp(= .35,p
< .05), indicating that high levels of stigma weetated to high levels of attitudes
towards seeking mental health treatment, with aiumeeffect size R=.15). Similar
to the mediational model, both heritage culture etthic identity loaded on
significantly onto acculturation and public andgmeral stigma loaded on significantly
onto stigma; however, self-stigma was not significa

Figure 3: Full Model

Att
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Table 5

Structural Equational Model Fit Criteria Values

Model 72 df  Sig. ) CFlI RMSEA

Direct 136.47 15 .00 .93 .16
Mediational 13.01 12 .37 .99 .02
Full 11.89 10 29 .99 .02

Multiple Regressions within White and Nonwhite Samples

To test hypotheses 2 and 3, a series of standdltplauegressions were
conducted to on both the White and Nonwhite pgréicts to examine whether
acculturation, race-related stressors, ethnic igerind different types of stigma were
predictors of attitudes towards seeking mentalthéetatment. The hypotheses were
based on the proposed models (Figures 1, 2, arich8)analyses were conducted in
three different steps to map onto these modelsjmihe Nonwhite and White
participants. First, multiple regressions were aoned to examine the relationship
between cultural factors and attitudes towardsiagakental health treatment;
intentions towards seeking counseling was additipeaxamined as well, although it
was not a part of the original model. Second, mldtregressions were conducted to
examine the relationship between cultural factoes, (@cculturation and ethnic
identity) and various types of stigma. Third, npulki regressions were conducted to
examine the relationship between various typesigins and attitudes towards
seeking mental health treatment; intentions towaegking counseling was examined
as well. All these analyses were conducted foitingte participants and then
repeated for Nonwhite participants, as the avaléldrature suggests that ethnic

minorities may be even more susceptible to stignmutmental health.
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Cultural factors, stigma, attitudes towards and intentions to seek help,
and mental health (White participants). To test hypothesis 2, a standard multiple
regression was conducted with mainstream cultweetaye culture, and ethnic
identity as independent variables predicting atggitowards seeking mental health
treatment among White participants. Identificatrath mainstream culture,
identification with heritage culture, and ethniemdity were not significant predictors
of attitudes towards seeking mental health treatmeraddition, a standard multiple
regression was conducted with the same independeables predicting intentions
towards seeking counseling. Identification with nsiileam culture, identification with
heritage culture, and ethnic identity were alsosignificantly related to intentions
towards seeking counseling. A multiple regressias wonducted with race-related
stressor as a predictor of attitudes towards sgekiental health treatment. Race-
related stressors was significantly related tdwattéis towards seeking mental health
treatmentF(1, 235) = 3.95p = .048], withp = .129, indicating that increased race-
related stress was associated with better attitiadesrds seeking mental health
treatment. However, tH&® = 0.017 and adjuste® = 0.012 did not meet criteria for
even a small effect size. Similarly, race-relatedssors was significantly related to
intention to seek counseling (L, 235) = 4.15p = .043], withp = -.132, indicating
that increased race-related stress was associ#tetbwer intention to seek
counseling. However, tH& = 0.017 and adjuste®® = 0.013 did not meet criteria for

even a small effect size.
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A series of standard multiple regressions were gotadl with mainstream
culture, heritage culture, and ethnic identityradependent variables predicting
public, self, personal, and cultural stigma, sef@gdyaThe Mainstream and Heritage
subscales of the VIA and ethnic identity were nghiicant predictors of public
stigma or self-stigma. For personal stigma, ongnidication with mainstream culture
was a significant predictoF[3, 233) = 8.11p = .000], with = -.206, indicating that
less identification with mainstream culture wasoassted with greater levels of
personal stigma. There was a small multivariateatfize, withR? = 0.095 and
adjusted?? = 0.083. Regression coefficients are presentecbiel6. For cultural
stigma, only identification with heritage culturesva significant predictoF[3, 232)
=7.02,p = .000], withp = -.387, indicating that greater identificatiorthvheritage
culture was associated with lower cultural stigiflaere was a small multivariate
effect size, withR? = 0.083 and adjuste®f = 0.071. Regression coefficients are
presented in Table 7.

Table 6

Multiple Regression Analysis for Cultural FactorsdaPersonal Stigma, White
Participants

Model B SEB 4 R AR

095" .08
Heritage -02 .02 -11
Mainstream -04 .02 -271

Ethnic Identity -.03 .03 -.06

"p<.05." p<.01.”" p<.001.
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Table 7

Multiple Regression Analysis for Cultural FactorsdaCultural Stigma, White
Participants

Model B SEB B R AR
05~ .04

Heritage -07 .02 -39

Mainstream .02 .02 13

Ethnic Identity .03 .03 .08

"p<.05." p<.01.”" p<.001.

A standard multiple regression was conducted viighdifferent types of
stigma (public, self, personal, and cultural) pcéidg attitudes towards seeking mental
health treatment. Regression coefficients are pteddan Table 8. Public stigma, self-
stigma, and personal stigma were examined as poesliof attitudes towards seeking
mental health treatment. Only personal stigma waigraficant predictorf(3, 233) =
8.73,p = .000], withp =.276, indicating that a higher level of perscstadma was
associated with more positive attitudes towardgiagenental health treatment. There
was a small multivariate effect size, wigh= 0.101 and adjuste®f = 0.090. In
addition, a standard multiple regression was cotaduwith the different types of
stigma (public, self, personal, and cultural) pcédg intentions towards seeking
counseling. None of the stigma variables were figamt predictors of intentions to
seek counseling.
Table 8

Multiple Regression Analysis of Stigma and Attisgyd&hite Participants

Model B SEB S R AR
Fkk .09

Self 38 .48 .05
Public S5 46 .08

KAk

Personal .50 12 .28

"p<.05." p<.01.” p<.001.
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Additional analyses examined the relationship betweultural factors and
mental health. A series of standard multiple regjoes were conducted with heritage,
mainstream, and race-related stressors predidim®ASS subscales of depression,
anxiety, and stress. The acculturation predict@sewot significant. Race-related
stressor was a significant predictor of anxiéifl] 235) = 7.05p = .008], withf
=.171,R? = 0.029 and adjuste®’ = 0.025, indicating a small multivariate effectesiz
This result indicates the greater level of racetesl stress was associated with higher
levels of anxious symptoms.

Table 9

Multiple Regression Analysis for Cultural FactorsdaStress, White Participants

Model B SEB f  F AR
04" .03

Heritage -01 .03 -31

Mainstream .08 .03 .25

Ethnic Identity .06 .05 .08

"p<.05." p<.01.”" p<.001.
Cultural factors, stigma, attitudes towards and intentions to seek help, and
mental health (Nonwhite participants).

To test hypothesis 3, the same multiple regressi@ne conducted with the
further explored with racial/ethnic minority parpants.Similar to the White sample,
identification with mainstream culture, identificat with heritage culture, and ethnic
identity were not significant predictors of attiagdtowards seeking mental health
treatment. Mainstream and Heritage culture were add significantly related to

intentions towards seeking counseling.
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Ethnic identity was a significant predictor of intens to seek counseling
[F(3, 87) = 3.139p = .029],B = .343, indicating that greater identification hvéthnic
identity was associated with higher intention aflseg counseling. There was a small
multivariate effect size, witR* = 0.098 and adjuste®’ = 0.067. Regression
coefficients are presented in Table 10. None otthiriral variables were significant
predictors of stigma and none of the stigma vaesere significant predictors of
attitudes towards seeking mental health treatmemtentions of seeking counseling.
Acculturation and ethnic identity were not sigrefint predictors of anxiety or
depression. However, both mainstream and heritaljeral affiliation were
significant predictors of stresB(3, 87) = 3.751p = .014],p = .448 an@ = -.556,
respectively. This result indicates that greatentdication with mainstream culture
was associated with higher levels of stress andtgrédentification with heritage
culture was associated with lowers levels of stréksre was a small multivariate
effect size, withR? = 0.115 and adjusteé®’ = 0.084. Regression coefficients are
presented in Table 11. Race-related stressorsnagiggnificantly related to any of
stigma variables or to attitudes and intentionsatwls seeking help. Race-related
stressors were a significant predictor of stré£%,[89) = 5.063p = .027], withp} =
.232,R? = 0.054 and adjuste®f = 0.043, indicating a small multivariate effectesiz
and that greater levels of race-related stressagssciated with higher levels of stress.
In addition, race-related stressors were a sigmfipredictor of anxietyH(1, 89) =
5.117,p = .026], R = 0.054 and adjuste®f = 0.044, indicating a small multivariate

effect size. This result indicates the greaterllefeace-related stress was associated
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with higher levels of anxious symptoms. Race-relatieessors were not a significant
predictor of depression.
Table 10

Multiple Regression Analysis for Cultural Factorsdalntentions (Racial/Ethnic
Minorities)

Model B SEB S F AR
A0 .07

Heritage -08 .23 -.06

Mainstream -19 22 -13

Ethnic Identity .98 .37 .34

"p<.05." p<.01.”" p<.001.
Table 11

Multiple Regression Analysis for Cultural FactorsdaStress (Racial/Ethnic
Minorities)

Model B SEB f R AR
12 .08

Heritage -17 .06 -56

Mainstream 16 .05 .49

Ethnic Identity .07 .09 A1

"p<.05.” p<.01.” p<.001.
Gender and Racial/ethnic Comparisons

To test hypotheses 4a and 5a, a 2 x 2 multivaaiaéatysis of variance
(MANOVA) was conducted to examine racial (White ahohwhite) and gender
group differences in heritage acculturation, mae#sn acculturation, ethnic identity,
and race-related stress. Preliminary testing waducted to examine for normality,
linearity, and homogeneity of variance. Homogenetftyariance was violated for
ethnic identity and race-related strgss=(.008 andp = .000, respectively); similar
criteria for interpretation as described previousily be used. As a result, Pillai’s

trace as opposed to the commonly used Wilks’ Lamiitlde used to interpret the
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overall group differences, with a larger value iipteted accounting for more of the
variance in the linear combination DVs explainedWy. Pillai’'s trace is the most
robust index of group difference and is preferrdgtvthere are violations of
homogeneity of variance or unequal sample sizés, dfowvhich occur with the
current model (Harlow, 2005). In addition, a cona#ive alpha level of .025 or .01 is
recommended in examining the univariate F-tesherathan .05 alpha level
(Tabachnick & Fidell, 2007); all results for thisAMOVA will be interpreted using
the above criteria. There were significant ovegatlup differences between White and
Nonwhite participants on the DVs, F(4, 319) = 6,36,.000; Pillai’'s Trace = .073;
n? = .073, indicating a small effect size. Howevhere were no significant group
differences between male and female participanthem®Vs of heritage
acculturation, mainstream acculturation, ethnioidg, and race-related stress.
Additionally, there was no interaction effect betémeacial group and gender.
Univariate between-subject tests showed that Naewdarticipants were significantly
different than White participants on race-relatedss, (F(3, 322) = 13.38,=. 000).
An examination of the mean scores (Table 3) indataéihat Nonwhites reported higher
levels of race-related stresd € 6.02,SD= 5.60) than Whited| = 2.52,SD=5.13).
Univariate between-subject tests showed that Naewdarticipants were significantly
different than White participants on ethnic identf(3, 322) = 4.87p = .028).
However, given the more stringent criteria beingdufor alpha level, this result will
not be further interpreted.

To test hypotheses 4b and 5b, a 2 x 2 MANOVA waslacted to examine

racial (White and Nonwhite) and gender group déferes in self, public, personal,
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and cultural stigma. Preliminary testing was corneddo examine for normality,
linearity, and homogeneity of variance. Homogeneftyariance was violated for
personal and cultural stigmp € .004 ando = .005, respectively). There were
significant overall group differences between Wiaitel Nonwhite participants on the
stigma variables, F(4, 318) = 2.485+ .043; Pillai’'s Trace = .03, with a small effect
size. In addition, there were significant groudetiénces between male and female
participants on public, self, personal, and cultat@gma variables,

F(4, 318) = 4.70p = .001,; Pillai's Trace = .056, indicating a smdfket size.
However, there was no interaction effect betweerargroup and gender. Univariate
between-subject tests showed that Nonwhite paatitgpwere significantly different
than White participants on cultural stigma, (F(31B8=5.96p =. 015). An
examination of the mean scores (Table 3) indictitatiNonwhites reported slightly
higher levels of cultural stigm&i(= 6.60,SD= 3.32) than Whited{ = 5.53,SD=
2.47). Additionally, univariate between-subjectsaadicated that Female participants
were significantly different from male participamts personal stigma, F(3, 321) =
17.33,p =.000). An examination of the mean scores (Tapladicated that males
reported higher levels of personal stigrive< 4.44,SD = 3.30) than femaled/ =
2.84,SD= 2.50).

To test hypotheses 4c¢ and 5c¢, a 2 x 2 MANOVA waslooted to examine
racial (White and Nonwhite) and gender group dédferes in attitudes towards help
seeking and intentions of seeking counseling. Preary testing was conducted to
examine for normality, linearity, and homogeneityariance. Homogeneity of

variance was violated for attitudes towards hegks®g ( = .020); similar criteria for
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interpretation as described previously will be usdtere were no significant overall
group differences between White and Nonwhite pigdrtts on attitudes towards
seeking help and intentions to seek counseling.d¥ew there were significant group
differences between male and female participanthemVs of attitudes towards
seeking help and intentions to seek counseling, 32) = 11.74p = .000; Pillai’'s
Trace= .068), indicating a small effect size. Anbally, there was no interaction
effect between racial group and gender. Univabateeen-subject tests showed that
female and male participants differed significamtyattitudes towards seeking help,
F(3, 322) = 23.25) = .000). An examination of the mean scores (Tapiedcated
that males reported greater attitudes towards sesging 1 = 25.00,SD = 3.91) than
females 1 = 21.88,SD = 4.90).

To test hypotheses 4d and 5d, a 2 x 2 MANOVA waslacted to examine
racial (White and Nonwhite) and gender group déferes in the mental health
variables of depression, anxiety, and stress.Rirgiry testing was conducted to
examine for normality, linearity, and homogeneityariance, with no violations
observed. There were no significant overall groififeiénces between White and
Nonwhite participants on depression, anxiety, aress. However, there were
significant group differences between male and ferparticipants on the DVs of
depression, anxiety, and stress, F(3, 320) = §.26000; Wilks'A= .945:1° = .055),
indicating a small effect size. Additionally, themas no interaction effect between
racial group and gender. Although there were sicgmit macro-level differences,
univariate between-subject tests showed that fearalemale participants did not

differ significantly on depression, anxiety, ancess.
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CHAPTER 5
DISCUSSION AND CONCLUSIONS

The main objective of this study was to examineeptal cultural, social, and
psychological predictors of attitudes towards miemealth seeking. Seeking help for
mental healthcare is a complex issue, particulduly to stigma against people with
mental health concerns. There have been mixedisaauhe literature as to what type
of stigma (public vs. self) plays a more promineé in predicting attitudes,
intentions, and behaviors related to mental hegiiisg. In addition, race/ethnicity is
often used as a proxy measure of culture in thet@héelp seeking literature. The
current study extends the literature by more diyaokeasuring cultural experiences,
through examining the constructs of acculturatethnic identity, and race-related
stress in White and Nonwhite college students amijuthese constructs of culture as
predictors of attitudes and intentions towards ‘seleking.

The sample was predominantly White and female.tibthe participants
were not first generation college students (87.4R4&)ticipants generally reported
being mentally and physically healthy; approximatE.6% of the participants
indicated being physically ill for 6 or more daysthe past 30 days. Additionally,
92.9% of the participants described their genengbral health as excellent, very
good, or good, indicating that this sample is oN@taysically healthy. The
measurement of physical health as part of the sissad of mental health is
important, due to overlap of somatic symptoms imewn mental health concerns,
such as anxiety and depression (e.g., shortnds®ath, insomnia, weight changes).

In addition, literature indicates that there arkural variations in the expression and
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experience of mental health symptoms, with a palgrcemphasis on somatic
symptoms for racial/ethnic minorities (e.g., LinGheung, 1999). However, physical
health was not utilized in subsequent analysedalttee homogeneity of the group.

A small segment (13.1%) of the sample is takingcpmtric medications and
less than a quarter of the sample (18.9%) indickgelthg the need to seek mental
health treatment. However, quarter of the sampleated that they would seek
treatment in the next six months, if needed. OVemadst of the sample (81.4%) feels
that they had the resources to seek mental healtntent, if needed. This confidence
about having available resources may be indicativbe sample being college
students, all on campuses with access to collegaaniversity counseling centers.
However, it may also be a result of college stusl&eing more aware of mental
health concerns and resources in general due iod¢heased educational efforts
targeting this generational cohort (Eisenberg .e28i09).

Psychometricsand Correlations

The subscales of the DASS are significantly cateal, particularly depression
with stress and anxiety and the anxiety subscatglstgnificantly correlated with the
stress subscale. These results suggest overlgpnptems and are consistent with the
correlations in the literature (Lovibond & LovibontB95). In addition, the overlap
may also be representative of the comorbidity bebwaood and anxiety disorders
(DSM-IV-TR, 2000). Since the measure is a self-repad due to the symptom
overlap, the results of this questionnaire areimetpreted diagnostically; they

represent more of a reflection of some level of taemealth distress.

49



The VIA was designed to measure an individual’atrehship to heritage
culture and an individual’s relationship to maiesain culture independently and as a
result the correlations between the subscalesx@ected to be low (Ryder, Alden, &
Paulhus, 2000). For this particular sample, thensteeam and heritage culture are
significantly correlatedd = .71). The high and significant correlation ie fample
indicates multicollinearity, where both subscalesraeasuring the same construct.
This high correlation reflects the fact that thenpée is predominantly White and
therefore the terms “heritage” and “mainstream” mggyresent the same aspect of
their cultural experience. In addition, the sampés predominantly second generation
or higher (92.3%), in terms of being born in thatda States. Within the racial/ethnic
minority sample, where some variation may be exqubut terms of the relationship to
heritage and mainstream culture, the subscalesirarkarly significantly correlatedy(
= .74). Similarly, most of this subsample was alssexfond generation or higher
(71%), which may explain the highly correlated tielaship between the heritage and
mainstream culture subscales.

Race-related stress is positively correlated d@pression and anxiety for the
overall sample, consistent with the literature thase who endorse experiencing a
race-related stress exhibit symptoms of anxietgcifigally posttraumatic stress
disorder (Waelde et al., 2010). When this signiftalationship was further explored
with White participants, race-related stress wagaificant predictor of anxiety,
which does not support hypothesis 2. Within theéat&thnic minority sample, race-
related stress was a significant predictor of agnaad stress, but not depression,

which is in partial support of hypothesis 3. In gidd, race-related stress indicated a
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negative correlation with both heritage and maeestr cultures in the overall sample,
indicating that strong identification with a culiigroup may be a potential buffer for
race-related stress. However, race-related strassat significant in terms of stigma
and/or attitudes towards treatment for both Whated Nonwhites. Overall, there is
some support that race-related stress is an imqpaspect of one’s cultural
experience that warrants further exploration witthi@ context of mental health.

Although there was significant negative correlati@ween heritage and
mainstream culture, and attitudes towards helpisgekeither heritage nor
mainstream culture were significant predictorsttfuades towards help seeking for
White participants. Similarly ethnic identity was@not a significant predictor of
attitudes towards help seeking for the White pgudicts. These results not being
significant is in support of hypothesis 2 and maydie to the homogeneity of the
sample. Within the racial/ethnic minority sampleege cultural factors were not
significant predictors of attitudes towards helplgeg, which is not in support of
hypothesis 3. However, ethnic identity was a sigairit predicator of intention to seek
counseling, indicating that stronger ethnic idgnstrelated to a greater intention to
seek counseling. In contrast, race-related strassansignificant predictor of attitudes
towards seeking mental health treatment and irdenta seek counseling within the
White sample; however the effect size for both mteds did not meet criteria for
even a small effect size (i.e., negligible) ant mot be further interpreted.

Public stigma is positively correlated with strassl depression, indicating that
higher levels of stigma are related to higher Iewélstress and depression. Since the

study was not designed to establish causal rekdtips, it is unclear if public stigma
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results in increased symptoms, due to not seeka&agnhent or if having symptoms of
mental health increases public stigma. In addifpuilic stigma is negatively
correlated with heritage culture and ethnic idgnsuggesting that a closer affiliation
with heritage culture and/or greater level of ethdentity may indicate lower level of
public stigma. However, neither one of these calttactors were significant
predictors of public stigma, in the White samptesupport of Hypothesis 2, or the
racial/ethnic minority sample, which does not suppgpothesis 3. Public stigma was
not a significant predictor of attitudes towardslseg mental health treatment in both
of the subsamples. This is in contrast to the Hygses 2 and 3 and the literature
(Barney, Griffiths, Jorm, and Christensen, 2006)em a negative correlation was
expected between the two variables.

Personal stigma was significantly correlated withitiple measures; in
particular it was a significant predictor of atties towards help seeking for White
participants. The results indicate that higher geas stigma meant more positive
attitudes towards seeking help. However, self-séigras not a significant predictor.
Additionally, self-stigma was not significantly eetated with any of the study
measures, which explains the very low loading @héostigma latent variable in the
path analysis.

Mainstream culture was a significant predictor efgonal stigma, with a
negative correlation between the two variablesddition, mainstream culture was a
significant predictor of cultural stigma, with agative correlation between the two
variables. For the White participants, lower adfilon with mainstream culture was

affiliated with higher personal stigma, indicatitingt affiliation with a cultural group
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is important, in contrast to the prediction in hirsis 2 where null findings were
expected. In addition, higher affiliation with hage culture was related to lower
cultural stigma, potentially implying that for p@aipants where the heritage culture
experience is distinctly different from mainstreauiture, experience with cultural
stigma is important to explore. These results wertesignificant for racial/ethnic
minorities and not in support of hypothesis 3. Both subsamples, mainstream
culture was not a significant predictor of any otftems of stigma; heritage culture
was also not significant predictor of any of puppersonal, and self-stigma. Heritage
culture was negatively correlated with public, peE, and cultural stigma; heritage
culture was a significant predictor of culturabstia in the overall sample. Ethnic
identity was not a significant predictor of anyrfar of stigma.
Predicting Mental Health Help-seeking

Direct, mediational, and full models were compasgith acculturation and
race-related stressors predicting stigma, whidhrin predicted attitudes towards
mental health help-seeking. The direct model wittuéturation and race-related
stressors as a predictor of attitudes towards sgekental health treatment was not
significant. This result is important, given thattaral variables, particularly
acculturation and race/ethnicity, have been foanplday a key role in barriers to
seeking help, but not on a consistent basis (Saremt al., 2006). The missing piece
in these prior examinations may have been includiediating variables, such as
stigma. Beliefs about health and perception oegkhave also been implicated to be
examined closer and the not significant direct nhéeteds support to further

investigate mediating variables in the decision imgprocess of seeking treatment.
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Although the mediational model and the full modekea good fit for the
data, the direct paths in the full model were mgi§icant, which is to be expected
given that the direct model was not significantefidiore, the full model did not
appear to add any additional improvement of fierahe mediational model. As a
result, the mediational model appeared to bettditdata and was chosen as the best
fitting, due to parsimony (Bentler, 2004). Thessutts were only in partial support of
hypothesis 1; stigma about mental health treatriehtnediate the relationship
between acculturation and attitudes towards seekimgtal health treatment.
Specifically, it was found that the less identifioa with heritage culture and lower
ethnic identity, the higher the stigma is towaresksng mental health treatment.
Therefore, a strong relationship with one’s heetaglture and strong ethnic identity
may be a protective factor against having stigngduhbctioning as some sort of
buffer. However, race-related stress was not afggnt factor.

Acculturation has been found to have inconsistelationships to attitudes
towards seeking mental health treatment in thealitee. The current data provides
more support for examining the construct of stigre&rucial in the decision to seek
mental health treatment.

Hypothesis 1a was not supported; race-relatedsstras not a direct predictor
of attitudes towards seeking mental health treatraed it was not significantly
related to stigma or attitudes towards help seekihg hypothesis may not have been
supported because of the predominantly White sgmbie are not expected to have
as many race-related stressors (Waelde et al.,)2BYpothesis 1b was not supported,

since the direct path between acculturation anaidéts towards mental health seeking
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was not significant, further lending support tomxaing the mediating variable of
stigma.

Hypothesis 1c was partially supported, with acaalion being a significant
predictor of stigma about mental health treatmieotyever, the two constructs are
negatively correlated, as opposed to the predptsitive correlation. Higher
identification with heritage culture was found ® & potential barrier for seeking
mental health treatment (Schepper et al., 2006)pagh the assumption was that
higher identification with heritage culture meamwer identification with mainstream
culture. In the current sample, participants idedihighly with both heritage and
mainstream culture. Given the predominance of Wtaiicipants, for some
participants both subscales may be measuring the saltural relationship. Since
formal mental health treatment was viewed as mbee\Western concept, it was
speculated that lower identification with heritaggdture may imply lower levels of
stigma. In contrast, the current result indicaked higher identification with heritage
culture and higher identification with ethnic idgytare associated with lower levels
of stigma. This may be due the highly correlatddti@nship between heritage and
mainstream culture; at any rate, higher identifaratvith mainstream culture is
associated with lower level of stigma. Howevery¢hs another component to the
acculturation construct, which is ethnic identiterefore, the current result suggests
that having a high identification with heritagetaué and a high ethnic identity may
be a protective factor against stigma about mdmalth treatment.

Hypothesis 1d was partially supported, with stigmeang significantly, but

positively related to attitudes as opposed to atmeg correlation. It is possible that
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those who have a need to seek mental health treatireeboth more aware of stigma
and the need to seek the treatment. In additiggmatwas a significant mediator
between acculturation and attitudes towards seekiggtal health treatment in all the
three models, direct, mediational, and full.
Race/Ethnicity and Gender: Stigma, Mental Health, and Help-seeking
Comparable to the results in the White samplejlag@ation and ethnic
identity were not significant predictors of attiagdtowards seeking mental health
treatment. Results were similar to another studyibg & Hwang (2009), where
acculturation was measured bidimensionally amoitigge students. Similar to the
current study, there was not much variability iswdturation in their sample as well.
Although heritage and mainstream culture were igptificant predictors of intentions
to seek counseling, ethnic identity was a signifigaredictor of intentions to seeking
counseling. This result may be reflective of thghhproportion (81.4%) of the overall
current sample indicating that they would seek @mldmtalth treatment in the next six
months, if needed. Cultural factors in the ovesalhple were not related to stigma
among racial/ethnic minority participants. In théai¥& sample, mainstream culture
was a significant predictor of personal stigma hedtage culture was a significant
predictor of cultural stigma. Since the racial/éthminority sample is smaller, both
cultural and personal stigmas, which are 3-itenseales, may not have been
significant in the multiple regressions. In additimone of the stigma variables were
significant predictors of attitudes and/or intensdowards seeking mental health
treatment, in contrast to the White sample, whersgnal stigma was a significant

predictor of attitudes towards seeking mental hea#tatment. It is possible that
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stigma towards mental health treatment is mediayeather potential cultural
experiences within racial/ethnic minorities, sushdatrust of the system.

Increased affiliation with mainstream culture wasaxiated with increased
stress for the racial/ethnic minority sample, iadiieg that association with
mainstream culture is not a protective factor agfastress. However, association with
heritage culture is protective factor against stresth increased affiliation with
heritage culture being associated with lower lewélstress. These results further lend
support to the importance of exploring culturabtenship from a bidimensional
perspective. In addition, the disparate resultesbeh mainstream acculturation and
heritage acculturation with stress are particulaflyote given the high positive
correlation between heritage and mainstream acatilbn. Overall, acculturation
being significantly related to stress offers furteepport to investigate mental health
variables in relation to cultural variables.

Race-related stress was a significant predictstress and anxiety as well. In
the White sample, race-related stress was a gnifipredictor of anxiety. Given the
high correlation among the subscales of anxietgsst and depression, the subscales
may not be interpreted as indicative of Major Depiee Disorder or an anxiety
disorder. However, generally, the results regardaog-related stress are consistent
with greater stress being correlated with symptofrenxiety and distress (Waelde et
al., 2010).

In support of hypothesis 4a and 5a, racial/ethmiworities had higher levels of
race-related stress than Whites, as expected ansistent with the literature (Waelde

et al., 2010). However, there was no significaffedence in levels of acculturation,
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which is not in support of hypothesis 4a and 5adrtial support of hypothesis 4b
and 5b, Nonwhites had higher levels of culturagret than Whites. Cultural stigma
items, adapted from the personal stigma scalénfsrparticular study, only showed
good internal consistency of the items for the Nbievparticipants. This, as well as
the significant group difference between Nonwhéad Whites for cultural stigma
lends support to further exploring stigma that rhbayspecific to one’s cultural group
when it pertains to mental health treatment. Restarch examined public stigma,
personal stigma, and self-stigma as perceived dynhinstream culture only.
Although there no significant difference betweenit®hand Nonwhites for public,
personal, and self-stigma, as predicted in hypethdb and 5b, past research has
found such differences and cultural stigma may keyavariable in explaining these
differences. A potential reason there may not geiicant differences between the
groups on other indicators of stigma may be becappeoximately half the
racial/ethnic minority sample was Hispanic/Latimalan a particular study examining
stigma from the same framework in an urban colksgaple, Latinos were found to
have less stigma compared to their counterparts, (Reinglass, & Corrigan, 2007).
Overall, given the group differences in culturadsta and past literature suggesting
racial/ethnic group differences regarding stigntignsa should continue to be
explored further as an important component of #ax@silon making process to seek
mental health treatment.

In support of hypotheses 4b and 5b, male partitgoandorsed higher levels of
personal stigma compared to female participantg;twis a factor to further examine

in the differences of help-seeking between menvemen, with men particularly
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delaying treatment seeking (Galdas, Cheater, & Maks2005). In addition, personal
stigma items had the greatest internal consist@rayale participants (.79) compared
to other measures of stigma. Self-stigma, in paldic did not have good internal
consistency with male participants. In additionifades towards seeking help had
poor internal consistency for male participantsuFeistudies could examine
psychometric differences regarding gender, stigind,help seeking attitudes,
Additional items that are particularly corresporgito masculinity and help seeking
would further the research in developing intervamsito address lower levels of help-
seeking among men.

Despite the differences regarding some typesigiinst across race/ethnicity
and gender, there were no significant differenodbe type of help sought, indicating
that when help is sought male/female and White/Noterare equal in seeking out
informal, formal, and electronic sources of helpisTresult suggests that efforts to
address help seeking behaviors may not be abotypkeof help available, but that
intervention would occur earlier in the decisionkg cycle to increase the chance of
seeking help.

Contrary to the predictions of hypotheses 4c andMhite and Nonwhite
participants did not differ on attitudes towardslseg help and intentions of seeking
counseling. However, there were significant differes between male and female
participants on attitudes towards seeking helpjrbttie opposite direction, with
males having slightly better attitudes towards segkelp than females. This result
further supports the complex nature of stigma fatenparticipants and their

subsequent decision making process of seeking ifeed#h treatment.
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Despite significant differences in race-relateésdtr which is related to higher
levels of anxiety and stress, there are no sigmtigroup differences between Whites
and Nonwhites on mental health variables, whiatotsin support of hypotheses 4d
and 5d. The non-significance may be due to the kab®ng relatively healthy, both
physically and mentally. Although there were sigraht group differences in gender
for depression, anxiety, and stress, which suppymstheses 4d and 5d, the lack of
micro-level differences makes it difficult to inpeet the nature of the difference.
Limitations

Despite some of the significant findings in thigdst, there are some
limitations to consider. The sample in the studg wat as diverse as anticipated in
terms of race/ethnicity and generational statubénUS. As a result, it is difficult to
interpret some of the results as they relate talagation. In addition, the sample is a
relatively healthy cohort, in terms of physical andntal health. Since this is not a
psychiatric sample, the results related to stignthattitudes and/or intentions of
seeking mental health treatment may not be germaldé to a more need-based
population. In addition, the study did not meadargitudinal assess if attitudes
and/or intention to seek help predicted actual bieinao seek help. Previous literature
demonstrates that there can be an establisheféinkeen attitudes and behaviors.
The current sample is a young cohort and may na¢ baen exposed as much to the
society’s attitudes about stigma towards mentaltihé&aatment. Furthermore, the
current study examined mental health treatmenbfach a closed access system,

where college/university students had access tedheol counseling center and other
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health services. However, attitudinal barriers hagen found to be just as prevalent,
if not more prevalent, than structural barrierg@&o, Cox, Stein, & Sareen, 2009).
Conclusions

Addressing barriers to seeking mental health treatris a complex area of
study, with many variables to consider. Stigma accllturation are key variables in
predicting attitudes towards seeking mental headtitment. Particularly, stigma
mediates the relationship between acculturationadimdides towards seeking mental
health treatment suggesting that researchers cansidasuring stigma when studying
cultural variables, within the context of treatmeaéeking. The model was significant
even within a predominantly White, female, and fiost-generation college sample,
lending support to previous results that stigmaigespread problem. Although the
nature of some of relationships between the diffetgoes of stigma and acculturation
was not always clear, they were significantly agged with one and other, which
warrants further exploration.

Another key issue to consider when examining mergalth factors is the
measurement of stigma, acculturation, ethnic idgrdnd attitudes towards treatment
seeking. It is crucial to assess the psychometapgaties of these measures along
gender and race/ethnicity. There was heterogengitythe relationship of
acculturation with variables study variables. Hoerma stronger relationship to a
cultural group (either mainstream or heritage) appéo be buffer in experiencing
race-related stressors, which were associatedsyatiptoms of distress, regardless of
race/ethnicity. A strong relationship with heritagéture and a high ethnic identity

may not necessarily be risk factors for lower atk#ts of seeking mental health
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treatment; they may potentially serve as protedaesors. The results also lend
support to measuring cultural variables in varisays, including heritage
acculturation, ethnic identity, and race-relatedss, given the different relationships
that the cultural variables had with stigma andwatés and intentions towards seeking
treatment. The literature indicates that ethniaidy is a component of acculturation.
The VIA-heritage subscale measures behavioral coems of acculturation and the
MEIM-R measures the strength of one’s relationsimg sense of belongingness to
his/her ethnic group.

Furthermore, cultural stigma, examining an indiatisicultural group’s view
of mental health treatment shows promise for furéxgloration, given the
significance of this factor for Nonwhite particiganin particular. In contrast, self-
stigma did not contribute significantly to attited®wards helps seeking and was not
significantly related to any study variables. Gitba relatively healthy sample in this
study, there may not yet have been an internabzadf public stigma. In designing
interventions to address stigma, public stigma@erdonal stigma should be directly
focused on more prominently, particularly amonglthgayoung adult samples, who
may not yet have developed self-stigma.

Another area of further study is the measuremehetd-seeking for males
may in particular need to incorporate issues untquaen, such as masculinity, since
the literature indicates that men are less likelgdek help. Overall, the results in this
study support further exploration of cultural fastan relation to stigma, as part of the

decision making process to seek mental healthneatt
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Appendices

Appendix A: Survey Measures
Demographics
General Help-Seeking Questionnaire (GHSQ)
Actual Help-Seeking Questionnaire (AHSQ)
Depression Anxiety Stress Scale (DASS-21)
Discrimination-Devaluation Scale (DDS)
Self-Stigma Scale (SSS)
Attitudes Toward Seeking Professional Psycholdditedp (ATSPPH)
Intention of Seeking Counseling Inventory (ISCI)
Vancouver Index of Acculturation (VIA)
Cultural Stigma (CS)
Race-related Events Scale (RRES)

Multigroup Ethnic Identity Measure-Revised (MEIM-R)
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Appendix A
Survey Measures
Demographics'
1. Please indicate where you heard about the survey.

U Lower level (100 or 200 level) psychology course
Q4 Upper level (300+) psychology course

U Course other than psychology

Q Flyer

U Email

4 Word of mouth

4 Other

2. Please indicate your gendei:M U F O Other
3. Please indicate your race/ethnicity:

U Black/African-American Asian Hispanic/Latinod White
U Native AmericanU Biracial U Other

4. Please indicate your age:
5. Choose your highest education level completed:

U High Schoold Freshman Yeaid Sophomore Yedd Junior Yeartd
Senior Yeafd Graduate School

6. My mother’s highest level of education:

Q4 High school or less
U Some college

U College degree

U Graduate degree
U Don’t know

7. My father’s highest level of education:

U High school or less
U Some college

U College degree

U Graduate degree
U Don’t know

! Questions 6-11 are from Kue (2010).
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8. My family’s income is:

U Not sufficient to cover basic living expenses

U Sufficient to cover living expenses but not myitan at all

U Sufficient to cover living expenses and my tuitieith some loans
U Sufficient to cover living expenses and my tuitlmrt not much else
U Sufficient for a comfortable lifestyle for my pate and me

Q4 I am not supported financially by my family at all

9. | am paying for college by: (Check all that apply)

U One full-time job

U One part-time job

U Two or more part-time jobs
U Scholarships or grants

Q4 Student or parent loans

U Support from parents

4 Don’t know

U Other support, please specify

10.For me, paying for my college tuition and expenses

U Very stressful

U Somewhat stressful

U Somewhat not stressful
U Not at all stressful

11.In addition to going to college, | am responsilde {Check all that apply)

Q Caring for my parent(s)

U Caring for my child(ren)
Q4 Caring for my sibling(s)

U Volunteering

O Working one or more jobs
U Other, please specify

12.English fluency
U What is your primary language?

U Do you speak English fluently?
U What other languages are you fluent in?
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13.Please indicate your generation status in the diStated:

U1st generation (born outside the United Statescante as an adult)

Q4 1.5 generation (immigrated to the United Stateadpy 13)

U 2nd generation (born in the United States, at leas parent was not born
here)

U 3rd generation (born in the United States, attleas parent was born here)

4 4th+ generation (born in the United States, onmare grandparents were also
born here)
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Help-seeking History/I ntention

Please answer the following questions as honestpoasible; you will not be judged
for the answers.

14.Thinking about your physical health, which inclughdsysical illness and
injury, for how many days during the past 30 dags wour physical health not
good?

15. Thinking about your mental health, which includé®ss, depression, and
problems with emotions, for how many days duringplast 30 days was your
mental health not good?

16.Would you say that in general your physical heatéxcellent, very good,

good, fair, or poor?

17.Would you say that in general your mental healtexisellent, very good,

good, fair, or poor?

18. Are you now taking medicine or receiving treatmiain a doctor or other
health professional for any type of mental heatthdition or emotional
problem? Yes No

19.Do you feel the need to seek mental health treaffméas No

20.Do you expect to get mental health treatment im#nd 6 months, if you
believe that you need it? Yes No

21.Do you have resources where you could get mentdithzeatment, if

needed? Yes No
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General Help-Seeking Questionnaire (GHSQ; Deane, Wilson, & Ciarrochi, 2001)

Below is a list of people who you might seek hel@dvice from if you were
experiencing a personal or emotional problem.

Please circle the number that shdwsv likely isit that you would seek help from
each of these people for a personal or emotiomddl@m during thenext 4 weeks?

1= Extremely Unlikely 3 =Unlikely 5=Likely 7=Extremely Likely

a. Partner (e.g., boyfriend or girlfriend) 123 8 7

b. Friend (not relatedtoyou) 123456 7

c.Parent1234567

d. Other relative/family member 1234567

e. Mental health professional (e.g., psychologistial worker, counselor) 123456
7

f. Phone helpline 1234567

g. Doctor/lGP 1234567

h. Professor/Academic Advisor

i. Minister or religious leader (e.g., Priest, Ralbmam, Chaplain) 123456 7
J.Chatrooms 1234567

k. I would not seek help from anyone 1234567

I.  would seek help from another not listed ab@Wease list in the space provided,
(e.g., work colleague. If no, leave blank) 1234567

Prior Counseling Experience

2a. Have you ever seen a mental health professferta] counselor, social worker,
psychologist, psychiatrist) to get help for perdgrablems?

(circle one) Yes No

If you circled “no” in question 2a, you are finisheith this section. If you circled
“yes” please complete 2b, 2c, 2d below.

2b. How many visits did you have with mental hegitbfessional? Visits

2c. Do you know what type of mental health profesal(s) you've seen? If so, please
list their titles (e.g., counselor, psychologistyghiatrist?)

2d. How helpful was the visit to the mental healtbfessional? (Please circle)

Extremely unhelpful Extremélgipful
1 2 3 4 5
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Actual Help Seeking Questionnaire (AHSQ); adapted from Rickwood and
Braithwaite, 1994)

Below is a list of people who you might seek hel@dvice from if you were
experiencing a personal or emotional problem. &ick of these who you have gone to
for advice or help in thpast 2 weeks for a personal or emotional problem and if you
have ever gone for advice or help (in tiietime category).

g.
h.

Past 2 Weeks Lifetime

. Partner (e.qg., boyfriend or girlfriend)
. Friend (not related to you)

. Parent

. Other relative/family member

. Mental health professional (e.g. psychologmtjad worker, counselor)

Phone helpline
Doctor/Primary Care Physician

Professor/Academic Advisor

i. Minister or religious leader (e.g. Priest, Rahilsiam, Chaplain)

J. Chat rooms

K.

| would not seek help from anyone

I.  would seek help from another not listed ab@vease list in the space provided,

(e.g., work colleague. If no, leave blank)

69



Depression Anxiety and Stress Scale-21 (DASS-21; Lovibond & Lovibond, 1995)
Please read each statement and mark the numbéndieates how much the statement

applied to yowver the past weeKl'here are no right or wrong answers. Do notd@pen
too much time on any statement.

The rating scale is as follows:

0 Did not apply to me at all
1 Applied to me to some degree, or sonteé®time
2 Applied to me to a considerable degoee good part of the time
3 Applied to me very much, or most of timee
1 Ifound it hard to wind down 01 2 3
2 | was aware of dryness in my mouth 01 2

3 lcouldn’'t seem to experience any positiveifegatall 0 1 2 3

4 | experienced breathing difficulty (eg, excesbt 01 2 3
rapid breathing, breathlessness in the absgnce
physical exertion)

5 | found it difficult to work up the initiativeo dothings 0 1 2 3

6 |tended to over-react to situations 0 2 3
7 | experienced trembling 01 2 3
8 I felt that | was using a lot of nervous energy 01 2 3

9 | was worried about situations in which | miglainic 0 1 2 3
and make a fool of myself

10 | felt that | had nothing to look forward to @ 2 3

11 | found myself getting agitated 01 2
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Reminder of rating scale:

0 Did not apply to me at all

1 Applied to me to some degree, or sontaé®time

2 Applied to me to a considerable degoee good part of the time
3 Applied to me very much, or most of time

12 | found it difficult to relax 0 1 2 3

13 | felt down-hearted and blue 0O 1 2 3

14 | was intolerant of anything that kept me frgetting 0 1 2 3
on with what | was doing

15 | felt I was close to panic 0O 1 2 3
16 | was unable to become enthusiastic abouharmyt 0 1 2 3
17 | felt that | wasn’t much as a person 0 2 3
18 | felt that | was rather touchy 0O 1 23

19 [|was aware of the action of my heartinthsemce 0 1 2 3

of physical exertion (e.g., sense of hedd nacrease,
heart missing a beat)

20 | felt scared without any good reason 0 2 3

21 | felt that life was meaningless 0 1 2
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Discrimination-Devaluation Scale (D-D revised, Eisenberg, Downs, Golber stein,
& Zivin, 2009)

Please choose from the following answer choices: 0 = strongly agree, 1 = agree, 2 =
somewhat agree, 3 = somewhat disagree, 4 = disagree, 5 = strongly disagree.

Per ceived public stigma

Please indicate whether you agree or disagree thi¢ghfollowing statements.

1. Most people would willingly accept someone wias heceived mental health
treatment as a close friend.

0O 1 2 3 4 5

2. Most people believe that a person who has redeivental health treatment is just
as intelligent as the average person.

0O 1 2 3 4 5

3. Most people believe that someone who has regenantal health treatment is just
as trustworthy as the average person.

0O 1 2 3 4 5

4. Most people would accept someone who has fattpvered from a mental illness
as a teacher of young children in a public school.

0O 1 2 3 4 5

5. Most people feel that receiving mental heakfatiment is a sign of personal
failure.*

0O 1 2 3 4 5

6. Most people would not hire someone who has vedaemental health treatment to

take care of their children, even if he or she baen well for some time.*

0O 1 2 3 4 5
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7. Most people think less of a person who has vedamnental health treatment.*
0 1 2 3 4 5
8. Most employers will hire someone who has reaewmental health treatment if he
or she is qualified for the job.
0 1 2 3 4 5
9. Most employers will pass over the applicatiosa@ieone who has received mental
health treatment in favor of another applicant.*
0 1 2 3 4 5
10. Most people in my community would treat someahe has received mental
health treatment just as they would treat anyone.
0 1 2 3 4 5
11. Most young adults would be reluctant to dateesmne who has been hospitalized
for a serious mental disorder.*
0 1 2 3 4 5
12. Once they know a person has received menttihite@atment, most people will
take that person’s opinions less seriously.*
0 1 2 3 4 5
Personal stigma
Please indicate whether you agree or disagree thighfollowing statements.
1. I would willingly accept someone who has recdiugental health treatment as a
close friend.

0O 1 2 3 4 5
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2. 1 would think less of a person who has receivexhtal health treatment.*
3. I believe that someone who has received meetdthhtreatment is just as
trustworthy as the average person.

0 1 2 3 4 5

* indicatesreverse scored items
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Self-Stigma of Seeking Help (SSOSH, Vogel, Wade, & Haake, 2006)

Please choose from the following answer choices: 1 (strongly disagrek 2 (@gree, 3
(agree and disagree equa)lyt (disagree, 5 (strongly agreg

1. I would feel inadequate if | went to a therafastpsychological help.
1 2 3 4 5
2. My self-confidence would NOT be threatenedsbught professional help.*
1 2 3 4 5
3. Seeking psychological help would make me fesd latelligent.
1 2 3 4 5
4. My self-esteem would increase if | talked therapist.*
1 2 3 4 5
5. My view of myself would not change just becauseade the choice to see a
therapist.*
1 2 3 4 5
6. It would make me feel inferior to ask a therafis help.
1 2 3 4 5
7. 1 would feel okay about myself if | made the ideoto seek professional help.*
1 2 3 4 5
8. If | went to a therapist, | would be less satidfwith myself.
1 2 3 4 5
9. My self-confidence would remain the same ifligiat help for a problem |
could not solve.*

1 2 3 4 5
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10. I would feel worse about myself if | could rsaive my own problems.

1 2 3 4 5

76



Attitudes Toward Seeking Professional Psychological Help Scale (AT SPPHS;
Fischer & Farina, 1995)

Please answer the following questions by choogiedest option.

1. If I believed | was having a mental breakdown, mngtfinclination would be to
get professional attention.

Agree Partly Agree Partly Disagr Disagree

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

Agree Partly Agree Partly Disagr Disagree

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

Agree Partly Agree Partly Disagr Disagree

4. There is something admirable in the attitude oéespn who is willing to cope
with his or her conflicts and feardthoutresorting to professional help.*

Agree Partly Agree Partly Disagr Disagree

5. I'would want to get psychological help if | weremied or upset for a long
period of time.

Agree Partly Agree Partly Disagr Disagree
6. | might want to have psychological counseling ia tature.
Agree Partly Agree Partly Disagr Disagree

7. A person with an emotional problem is not likelysve it alone; he or she is
likely to solveit with professional help.

Agree Partly Agree Partly Disagr Disagree

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

Agree Partly Agree Partly Disagr Disagree
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9. A person would work out his or her own problemstigg psychological
counseling would be a last resort.*

Agree Partly Agree Partly Disagr Disagree

10.Personal and emotional troubles, like many thitgysg to work out by
themselves. *

Agree Partly Agree Partly Disagr Disagree
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Intentionsto Seek Counseling Inventory (ISCI; Cash, Begley, McCown, & Weise,

1975)

Please indicate the likelihood of seeking coungeiom each problem listed. How
likely is it that you would seek counseling if yaugre experiencing problem?

1. Weight Control

1
(very unlikely)

2. Excessive alcohol use

1
(very unlikely)

3. Relationship difficulties

1
(very unlikely)

4. Concerns about sexuality

1
(very unlikely)

5. Depression

1
(very unlikely)

6. Conflicts with parents

1
(very unlikely)

2

2

2

2

2

7. Speech anxiety

1
(very unlikely)

2
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6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)



8. Difficulties dating

1 2 3
(very unlikely)

9. Choosing a major

1 2 3
(very unlikely)

10. Difficulty in sleeping

1 2 3
(very unlikely)

11.Drug problems

1 2 3
(very unlikely)

12. Inferiority feelings

1 2 3
(very unlikely)

13.Test anxiety

1 2 3
(very unlikely)

14. Difficulty with friends

1 2 3
(very unlikely)

15. Academic work procrastination

1 2 3
(very unlikely)

16. Self-understanding

1 2 3
(very unlikely)

80

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)

6
(very likely)



17.Loneliness

1 2 3 4 5 6
(very unlikely) (very likely)
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Vancouver Index of Acculturation (VIA; Ryder, Alden & Paulhus, 2000)

Please answer each question as carefully as pessildircling one of the numbers to
the right of each question to indicate your degrfeggreement or disagreement.

Many of these questions will refer to your heritagéure, meaning the culture that
has influenced you most (other than American ca)tut may be the culture of your
birth, the culture in which you have been raisedyrmther culture that forms part of
your background. If there are several such culfyrek the one that has influenced
you most (e.g. Irish, Chinese, Mexican, Blackydti do not feel that you have been
influenced by any other culture, please try to tdgm culture that may have had an
impact on previous generations of your family.

Please write your heritage culture in the spaceigeal:

Use the following key to help guide your answers:

Strongly Disagree Disagree  Neutrgh®wels Agree Strongly Agree
1 2 3 4 5 6 7 8 9
1. | often participate in my heritage cultural itaamhs

1 2 3 4 5 6 78 9

. | often participate in mainstream American aw@taraditions
1 2 3 4 5 6 78 9

3. I would be willing to marry a person from my i&ge culture
1 2 3 4 5 6 78 9

N

4. | would be willing to marry an American person
1 2 3 4 5 6 78 9

5. I enjoy social activities with people from theense heritage culture as myself
1 2 3 4 5 6 78 9

6. | enjoy social activities with typical Americgeople
1 2 3 4 5 6 78 9

7. | am comfortable working with people of the sameeitage culture as myself

1 2 3 4 5 6 78 9
8. | am comfortable working with typical Americaaqple

1 2 3 4 5 6 78 9
9. | enjoy entertainment (e.g. movies, music) froyheritage culture

1 2 3 4 5 6 78 9
10. | enjoy American entertainment (e.g. music, iesy

1 2 3 4 5 6 78 9
11. | often behave in ways that are typical of meyitage culture

1 2 3 4 5 6 78 9
12. | often behave in ways that are ‘typically Aman’

1 2 3 4 5 6 78 9
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13. It is important for me to maintain or devetbp practices of my heritage culture

1 2 3 4 5 6 78 9
14. It is important for me to maintain or develomérican cultural practices

1 2 3 4 5 6 78 9
15. | believe in the values of my heritage culture

1 2 3 4 5 6 78 9
16. | believe in mainstream American values

1 2 3 4 5 6 78 9
17. 1 enjoy the jokes and humor of my heritageurelt

1 2 3 4 5 6 78 9
18. | enjoy typical American jokes and humor

1 2 3 4 5 6 78 9
19. | am interested in having friends from my teagé culture

1 2 3 4 5 6 78 9
20. | am interested in having American friends

1 2 3 4 5 6 78 9
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Cultural Stigma Questionnaire (adapted from Personal Stigma subscale of the
Discrimination-Devaluation Scale)

Please choose from the following answer choices: 0 = strongly agree, 1 = agree, 2 =
somewhat agree, 3 = somewhat disagree, 4 = disagree, 5 = strongly disagree.

1. Someone from my cultural/heritage group woultlingly accept someone who has
received mental health treatment as a close friéntd2 345

2. Someone from my cultural/heritage group wouldkhess of a person who has
received mental health treatment.*012345

3. Someone from my cultural/heritage group woullielbe that someone who has
received mental health treatment is just as trushwas the average person.

012345
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Race-Related Events Scale (RES; Waelde et al., 2010)

Please circle “YES” if this has ever happened to lyecause of your race or ethnicity
and “NO” if it has not:

1. Treated rudely or coldly because of my racetlonieity Yes No

2. Ignored because of my race or ethnicity Yes No

3. Treated unfairly by teacher or boss becauseyafate or ethnicity Yes No

4. Insulted or called an insulting name becaugayface or ethnicity Yes No

5. Told to leave a place and not come back beaafusy race or ethnicity Yes No
6. Followed by someone because of my race or ethnies No

7. Harassed by police or security guards becausg/atice or ethnicity Yes No

8. Verbal conflict with someone because of my mcethnicity Yes No

[(e]

. Physical fight with someone because of my racstlmicity Yes No

10. Someone hurt my family member because of his#we or ethnicity Yes No
11. Someone threw something at me because of myoraethnicity Yes No

12. Someone pushed or shoved me because of mgratenicity Yes No

13. Someone stole something from me because o&ogyar ethnicity Yes No
14. Someone chased me because of my race or &ghveés No

15. Someone beat me or hurt me because of my raatéracity Yes No

16. Threatened with a knife, gun or other weaparabse of my race or ethnicity
Yes No

17. Someone threatened to kill me because of neyoaethnicity Yes No

18. Heard about someone (who is the same rac&oicgy as me) getting injured or

killed because of their race or ethnicity Yes No
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19. Saw someone (who is the same race or ethmaigitye) get treated in a racist or
prejudiced way Yes No

20. Saw someone (who is the same race or eth@isitge) almost get seriously
injured or killed because of their race or ethyidies No

21. Saw someone (who is the same race or eth@isitge) seriously injured because
of their race or ethnicity Yes No

22. Saw someone (who is the same race or ethmisitge) get killed because of their
race or ethnicity Yes No

23. Other (please specify): Yes No

86



Multigroup Ethnic Identity Measure-Revised (MEIM-R; Phinney & Ong, 2007)

Please choose from the following answer choices.

1.

| have spent time trying to find out more about etlynic group, such as its

history, traditions, and customs.

1 2 3 4 5
(Strongly Disagree) (Strongly Agree)
| have a strong sense of belonging to my own ethroap.

1 2 3 4 5
(Strongly Disagree) (Strongly Agree)
| understand pretty well what my ethnic group mersbhig means to me.

1 2 3 4 5
(Strongly Disagree) (Strongly Agree)
| have often done things that will help me underdteny ethnic background
better.

1 2 3 4 5
(Strongly Disagree) (Strongly Agree)
| have often talked to other people in order tarleaore about my ethnic
group.

1 2 3 4 5
(Strongly Disagree) (Strongly Agree)
| feel a strong attachment towards my own ethnoaigr

1 2 3 4 5
(Strongly Disagree) (Strongly Agree)
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