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Preface to the Portfolio

This portfolio is primarily concerned with aspects of theory and practice in
Counselling Psychology. | will outline the three elements of this Doctorate Portfolio
and their connection throughout whilst explaining my personal motivations for
each piece of work. This portfolio reflects the culmination of my professional and

personal experience over the course of my training.

Part A: | will present the research study.

Part B: | will present the journal article.

Part C: | will present a clinical case study.

The area of mental health is a crucial topic in our current socio-economic climate
and cultural context. Different efforts have been made to meet an individual’s
needs within the mental health system. Counselling psychology, with its roots in a
humanistic tradition and its commitment to a scientist-practitioner model,
(American Psychological Association (APA), 2013; see British Psychological
Society (BPS), 2004; Strawbridge & Woolfe, 2004) may help to advance research
and/or focus minds on the relevant questions and perhaps shed light into relevant
issues. By adopting clients’ subjective experiences within the counselling
psychology field, mental health professionals aim towards a coherent knowledge-
base to inform practice which reflects their particular needs. As a trainee
counselling psychologist, | believe it is important to avoid complacency by
adopting a critical stance as a researcher and practitioner. It is hoped that this
philosophy will be reflected within the research and clinical practice covered in this

this portfolio.

11



For the purpose of this portfolio, | generally refer to culturally sensitive counselling
with Hispanic/Latino clients as the counselling and/or therapeutic encounters
between a client and therapist from different cultural backgrounds, and where the
therapist/counsellor aims to introduce therapeutic interventions that consider the
client’s individual differences, enabling contextual/cultural congruence and respect

for diversity.

Working with diverse clients has a cross-cultural aspect because of ethnic and
micro-cultural differences which have always been a relevant issue for me from a
personal and professional perspective, and taking into consideration the
substantial differences at the level of individual characteristics and relational
processes. Such differences tend to provide evidence of both universal (etic) as
well as culture/context specific (emic) aspects of healing within the therapeutic

relationship (Chang & Berk, 2009).

Cross-cultural issues are also becoming more relevant in the United Kingdom due
to the rapid growth of ethnic minority groups (Office for National Statistics (ONS),
2001). This movement is reflected in counselling psychology in terms of clients’
and therapists’ diverse backgrounds. Such increased cultural diversity in the UK
has generated greater interest and demand for cross-cultural therapy
(Eleftheriadou, 2015; Lago, 2011). Therefore, the Professional Practice Guidelines
for Counselling Psychologists (BPS, 2008) encourages a culturally sensitive and
anti-discriminatory approach to practice. Accordingly, cross-cultural therapy should
embrace culturally sensitive therapy, knowledge about a culture and a certain
attitude towards engagement with it as a prominent feature of therapy. The central

linking theme between the parts of this DPsych portfolio is the consideration of

12



cultural awareness and sensitivity in research findings and clinical practice. This

theme is illustrated, in different ways, by the three sections of the portfolio.

Part A. The research

This piece of work is a qualitative research study that investigates the counselling
experiences of Hispanic/Latino clients with English-speaking therapists. A
homogenous sample of 10 participants who identified themselves as
Hispanics/Latinos who spoke Spanish as their first language and who had
undergone counselling/therapy with English-speaking therapists took part in this
investigation. One of my motivations for investigating cross-cultural relationships,
particularly between therapists and clients, arose from my personal experiences
as a counselling psychology trainee and client, meaning that as a Colombian and
a minority individual, and accepting the view that all knowledge is situated
Wetherell, Taylor & Yates (2001) and therefore so is training and counselling
practice in the UK. | brought my cultural heritage into an academic institution and
clinical setting that has a predominantly British cultural context. Hence, |
experienced such training and experiences of therapy from my own cultural
perspective. This experience indicates that there is a cross-cultural aspect within
these roles that | undertook which in one way or another determine my actions
and viewpoints. |, therefore, was interested in understanding how other minority
individuals, in this case Hispanic/Latinos, experienced their counselling/therapy
encounters with English-speaking therapists. In the context of semi-structured
interview, participants answered some open questions that gave insight into their
experiences of counselling/therapy. The interviews were analysed using
Interpretative Phenomenological Analysis (IPA Smith, Flowers & Larking, 2009).

This method provides the researcher with a perspective into participants’

13



subjective experience, and acknowledges the dynamic, interpretative interplay
between myself as a researcher’s and the participant’s subjective world, in the
process of meaning making (Smith, Flowers & Larkin, 2010; Smith & Eatough,

2006).

Whilst the mental health experiences of Black and Minority Ethnic (BME) users in
the UK have been described as poorer compared to the majority White population
(Mental Health Foundation, 2015; Department of Health, 2005) the present
research reported both ‘positive’ and ‘negative’ counselling/therapy experiences
amongst this Hispanic/Latino group. Accordingly, participants’ cultural values were
perceived/experienced as determinants for the development of rapport and
participants’ overall counselling experiences. It is hoped that these findings may
potentially contribute to enhancing understanding of this minority ethnic group
within the counselling/therapeutic context, so as to better serve them within the

mental health care system in the UK.

Part B. The journal article

The journal article presents one of several themes that emerged from the research
study. It refers to ‘The healing presence’, meaning participants’ cultural
expectations for their therapists to convey attitudes that they considered in
agreement with their cultural values. Such therapists’ attitudes were referred to as
their ability to relate to participants either in an interpersonal manner or impersonal
manner. These therapists’ interactional attitudes were acknowledged as
representing participants’ cultural values of respeto (respect- Aguilar-Gaxiola,
Loera, Mendez, Sala, Latino Mental Health Concilio & Nakamoto, 2012; Ho,
Rasheed, & Rasheed, 2004), respect for their cultural differences and

perspectives, and problems brought to therapy. Also, personalismo (personalism-
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Garza & Watts, 2010; Comas-Diaz, 2006), a value that reflects participant’s
collectivistic world-views, and appreciated in positive interpersonal relationships,
and confianza, trust that takes time to develop (Garza & Watts, 2010) or
trustworthiness needed for engagement in the therapeutic process. Therapists’
attitudes were therefore perceived as critical for the development of a therapeutic
bond and successful therapy for this minority group. My motivation to elect this
theme was encouraged by the paucity of literature that addresses this cultural
value within the therapeutic encounters between Hispanics/Latinos and Western

therapists.

This article is intended for the Counselling Psychology Review. Although
presented here in a form consistent with this portfolio, it will be submitted in
accordance with the journal's own guidelines (see Appendix N in part B of the

portfolio).

Part C. The client study

The chosen clinical study was designed to reflect clinical skills, a nuance
understanding of the chosen therapeutic model in relation to the client’s
presentation and to demonstrate cultural awareness and sensitivity within the
therapeutic process. It explores the therapeutic collaboration between myself and
a client (Lola), who wanted to address issues related to a previously given
diagnosis of Borderline Personality Disorder (BPD), and for whom culture played
an important role in the understanding and ways of dealing with her concerns (i.e.,
anger, interpersonal difficulties, emotional instability, hopelessness etc). When
searching for literature about the interplay between culture and personality

disorders that may have helped my understating of this client, it was difficult to find
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related research (Coid, 2003; Maughan & McCarthy, 1997). Nevertheless, |
endeavoured to explore Lola’s subjective experience, whilst trying to adopt a
culturally sensitive stance (Sue, Zane, Hall & Berger, 2009). Due to the complexity
of her experience, Dialectical Behaviour Therapy (DBT Linehan, 1993) integrative
model was chosen at the core to work with Lola. At the same time, cultural
values/beliefs influencing Lola’s perception and response to her experience were
addressed within this integrative model, so as to foster understanding of Lola’s
concerns and progress throughout. This therefore illustrated the underlying
cultural context between the client and the problem, that is, the communication
facilitated by the BPD treatment and the cultural aspects that in some instances
served as a function to access the client's underlying conflict during the
therapeutic process. This case study demonstrates Lola’s journey moving from
anger to acceptance and change, while enhancing connection to her own feelings

and needs, hence her own self and others.
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Part A. The Research

An Interpretative Phenomenological Study of the
Counselling/Therapy Experiences of Hispanic/Latino Clients
with English-speaking Therapists

Supervised by Dr Jacqui Farrants
Dr Jessica Jones Nielsen

Dr Greg Madison
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Abstract

The underutilization of mental health services by ethnic minorities has been a
growing concern in research and clinical practice. This is of increasing importance
for Hispanic/Latinos in the United Kingdom due to the rapid growth of this
population. Further, there seems to be a paucity of research about the mental
health needs and service utilization among Hispanic/Latinos in the U.K. In
response to the dearth of literature for naturalistic studies of counselling/therapy
with this population, this research adopted a qualitative approach using semi-
structured interviews with 10 Hispanic/Latino, Spanish-speaking participants,
exploring their individual counselling experiences with English-speaking therapists.
Interviews were analysed using the guiding theoretical framework of Interpretative
Phenomenological Analysis (IPA) (Smith, Flowers & Larkin, 2009). Four master
themes emerged: a) “Emotional Expressiveness”, b) “Cultural Competence or
Encapsulation”, ¢) “The Healing Presence”, d) “Cultural Liberation or Formulation”.
Each master theme yielded super-ordinate themes illuminating different aspects of
the participants’ experiences. The findings were discussed in relation to
participants’ ability to communicate and emotionally express and overall
experiences of their therapists’ attitudes towards them, their problems and cultural
differences, particularly, cultural awareness and sensitivity. The findings provided
insight into how participants’ cultural values impacted the development of rapport
and overall counselling experiences with their English-speaking therapists. It is
hoped that the findings will be considered within both counselling/therapy settings
and potentially more broadly in educational contexts, to enhance awareness and
practice of a culturally sensitive approach for these clients. Efforts to reach the
Latino population, implications for clinical practice and suggestions for future

research are discussed.
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Chapter 1: Introduction

In the U.K, the underutilization of mental health services by ethnic minorities has
been a growing concern in research and clinical practice (Mental Health
Foundation, 2015). Latin Americans make up a significant and growing proportion
of the population in the UK today. In 2016 Mcllwaine and Bunge, following the
2011 Census and the project “No Longer Invisible (NLI)", suggested that an
estimate of 250,000 Latin Americans live in the UK, of which around 145,000 live
in London (Census 2011; Mcllwaine, Cock & Linneker 2011; Mcllwaine, 2012).
However, the number of Latin Americans in the U.K was estimated as at 700.000
to 1,000,000, significantly more than any census figure of Latin American-born in
the UK has shown (Mcllwaine et al., 2011). Therefore, taking into consideration
that the Latino population is rapidly growing in the U.K, it is important to ensure

that they receive adequate mental health care.

Pertinent Terminology

It is important to define some of the ambiguous terminology used within this

research before discussing any literature in this topic.

Hispanic/Latino

The term “Hispanic” refers to Spanish-speaking people in the Americans; and
“Latino” refers to people from the Caribbean (Cuba, Puerto Rican, Dominican
Republic), North America (Mexico), South America (Colombia, Venezuela,

Ecuador, Peru, Bolivia, Chile, Paraguay, Argentina and Uruguay), and Central

19



America (Guatemala, Honduras, El Salvador, Nicaragua, Costa Rica and
Panama) who speak Spanish or a language derived from the Latin (Holden,

McGregor, Thandi, Fresh, Sheats et al., 2014).

Hispanic/Latinos comprise a highly heterogeneous population with many
between-group and within-group differences despite their common bond of cultural
background, language, socio-economic, cultural and historical influences
(Gonzales Burchard et al., 2005). For the purpose of this study, a more
homogeneous group will include Hispanic/Latinos from developing countries
whose first language is Spanish, namely participants coming from North America,
Central America, and those from South American as the main nationalities, and
those from Spanish-speaking Caribbean Islands of Cuba and the Dominican

Republic (see Appendix C for list of developing countries).

The terms Hispanic, Latino and Latin American will be used interchangeably
throughout this study. These are the terms most often used in the mental health
profession, including counselling and psychotherapy literature, when referring to
people from Spanish-speaking cultures or origins from North, Central, and South
America (Marin & Marin, 1991). Similarly, and when referring to the therapeutic
relationship, the terms therapeutic bond, therapeutic alliance, rapport, counselling

relationship will be used interchangeably.

English-speaking Therapists/ Western Therapists

In this study by English-speaking therapists or Western therapists, | referred to
native English-speaking therapists from within the U.K. and/or therapists who
originated from other countries and who dominate the English language within the

therapeutic setting.
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Ethnic Minority

Ethnic minorities are those with cultural heritage distinct from the majority

population (Royal College of Psychiatrists, 2009).

Culture

Culture is defined as a shared set-learned system of behaviours, beliefs/values
and attitudes, as well as knowledge and norms that are shared by a group of
people (Marsella & Yamada, 2000). Culture is also seen as influencing an
individual’s way of living and interacting, and their mental wellbeing, which impacts
on various aspects of mental illness (Guarnaccia & Rogler, 1999; US Department
of Health and Human Services (USDHHS), 2001; APA, 2003) and its treatment

(Lopez, 1989; Donlan & Lee, 2010).

Cultural Diversity

Cultural diversity is defined as evolving from the unique nature of each culture.
This encompasses the values, elements and context of an individual culture that is

distinguishable from the others (Beebe, Beebe, & Redmond, 2005).

Black and minority ethnic (BME)

BME refers to populations and groups who are in a racial or ethnic minority. This
term not only refers to skin colour, but also represents distinct racial and minority
groups who may experience discrimination and disadvantage, such as those of
Irish and Mediterranean origin and East European migrants (Department of

Health, 2005 p. 11).
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Individualism and Collectivism

One important dimension in understanding the differences between culture is
individualism and collectivism. In collectivist societies rights are derived by mutual
respect and understanding that every citizen has a responsibility/duty to carry out
certain roles in society. On the other hand, individualist societies (Western
Culture) believe that every citizen has certain rights that cannot be infringed upon
by any individual, group or government body; for any reason. Consequently, the
individual’s betterment or success is paramount, rather than that of the family or
group (Cardenas, 2007). Individualism is seen as characteristic of many Western
countries, and collectivism of many Asian, African and Latin American Countries
(Schwartz, 2009). In this instance, the meaning and relation of “self” and “personal
identity” is different for Latin Americans, regarding their tendency to endorse
collectivism at higher rates than non-Hispanic White Americans and other non-

collectivists groups (Marin & Marin 1991; Marin, 1994).

For Hispanics, and as collectivists, family and/or the group activities are foremost,
and responsibility and accountability is collective rather than individual functioning
(Cardenas, 2007; Gudykunst, 1998). Latinos maintain a hierarchical family
system, where the father is the head of the household and is responsible for
providing financial and disciplinary roles. The mother follows the commands of her
husband and anyone else on the husband’s side of the family (Cardenas, 2007).
Furthermore, name and reputation are key in collectivist societies, hence choice is
made to uphold a family’s reputation. Problems or disputes are considered private,
so any public display of trouble in a family can destroy its reputation. Collectivist

societies also emphasise the individual’s ambitions may be sacrificed for the
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betterment or success of the collective, which is not only paramount, but also

honourable (Cardenas, 2007).

Hispanics’ group orientation may serve as an advantage in terms of health
promotion. For example, dissemination of information about good health habits
can be easily achieved in a cost-effective manner (Sargent, n.d.). Latino migrants’
struggle is to healthily meld the individualist and collectivist cultures into a win-win
for the Latino that is a combination of and balance between these two cultures
(Cardenas, 2007). Therefore, interactions amongst different groups is useful for
the investigation of how these cultural values influence communication,
perceptions of roles in their counselling/therapy interactions.

This chapter will review literature on cultural counselling with Hispanics/Latinos.

Literature Review and Problem Statement

Research suggests that one quarter of those affected by mental health disorders
in the U.K receive regular treatment (Mental Health Foundation, 2015). In their
project Towards Visibility, Mcllwaine and Bunge (2016) indicated that Latin
Americans in the UK receive fewer mental health services and their access to
metal health support is lower than other groups, even though the prevalence of
mental illness in this population is similar to that in other groups. For example,
amongst Onward Latin Americans in London (Latin American migrants in London
who previously lived in Europe before moving to the city (OLAs)) only 6% access
mental health services, despite the fact that more than a quarter suggested that
they had experienced stress and other difficulties due to migration status, implying

that they are not receiving help despite the need (Mcllwaine & Bunge, 2016).
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Research available is however very limited and seems to imply that there is a lack

of evidence of mental health services use in the U.K by Hispanic/Latinos.

Chapter overview

Due to the scarcity of literature on mental health services for Hispanic/Latinos in
the U.K, and considering that most of the research on Latin Americans’ mental
health has been conducted in the United States (U.S), this chapter begins with an
overview of mental health status of ethnic minorities in the U.K., whilst highlighting
mental health status of BME in the U.S, especially Latinos’ mental health.
Following on, attempts to reach the Hispanic/Latino will be highlighted, as well as
clinical approaches to working with Hispanic/Latino clients. Afterwards is an
overview of some therapeutic interventions that have been developed, evaluated
and proposed for Hispanic/Latinos and then an emphasis will be made about what
is still lacking in the provision of Latinos’ quality of care. Ultimately, follows a
summary, as well as rationale for the study and implications for counselling

psychology and aims of the research question will be illustrated.

It is important to note that the next two following sub-sections (prevalence and
barriers to mental health care) do not intend to compare and contrast experiences
in mental health between BME groups in the U.K. with BME groups and
Hispanic/Latinos in the U.S..| Instead, and due to the scarcity of literature with
Hispanic/Latinos in the U.K., the unique purpose is to illustrate data, thereby
increasing understanding of the context of this ethnic minority group in mental

health.
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Prevalence of Mental Health Across Different BME Groups in the UK
and the US

Some of the factors contributing to mental health problems for BME groups in the
U.K. (McKenzie, 2008) and the U.S. (Stuber, Galea, Ahern, Blaney, & Fuller,
2003; Berrios, 2003; Office of the Surgeon General, 2001), and Latinos’ mental
health (U.S. Census Bureau, 2004; Berrios, 2003; Alegria, Mulvaney-Day, Torres,
Polo, Cao, & Canino, 2007) include cultural, socio-economic factors, lack of

support, racism and discrimination, adaptation and assimilation issues.

It is important to clarify that some of the studies addressed in the following two
sections (prevalence and barriers to mental health) from both the UK and the US,
discussed Black and White males and females without giving a clear explanation
to whom the authors refer. | therefore illustrated them in this study under the
assumption that White and Black male and females in the cited UK studies are
referred to as European/Caucasian and African-Caribbean, and in the cited US

studies, as European-Americans/Caucasians and African-Americans.

Depression

In the U.K, the prevalence of mental health disorders has been found to vary
noticeably in different BME groups. For instance, a higher prevalence of
depression and anxiety was found in South Asian women than Black groups
(Rehman & Owen, 2013; Weich, Nazroo, Sproston et al., 2004; Bebbington,
Brugha, Coid et al., 2007). South Asian women were also found to have much
higher rates of common mental disorders (i.e., depression, anxiety) compared to

white and black women (Bebbington et al., 2009).

Similarly, in the U.S, depression is identified as a leading cause of disability
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amongst major ethnic and racial groups and of big concern in mental health,
especially among Latino youth (McKenna, Michaud, Murray, & Marks, 2005). For
example, in a study comparing the prevalence of psychiatric disorders in
Caucasians, African Americans, and Latinos, higher rates of depression,
depressive symptoms and diagnosed mental iliness were found in Latinos
(Radloff, 1977; Vernon & Roberts, 1982). However, higher rates of anxiety
disorders, affective disorders, and substance use and dependency were found
amongst non-immigrant Latinos when compared to immigrants (Grant, Stinosn,
Hasin, Dawson, Chou & Anderson, 2004). Other studies showed Mexican
Americans reporting significantly higher scores of depression than other Latino
sub-groups (i.e., Cuban, Puerto Rican, other, Roberts & Sobhan, 1992). Moreover,
samples comparing mental health prevalence among Latinos are broadly
representative, comparative illness has been found to not assess individual needs
and research frequently concludes that prevalence of an iliness is greater in one
group than the other. Nonetheless, one would expect greater within-group
differences than between-group differences since much of the research with
Latinos is mainly focused on Mexican Americans (Kouyoumdjian, Zamboanga,
Hansen, 2003). This therefore calls for more attention to the inclusion of other

samples so as to enhance applicability of studies’ findings.

Schizophrenia

In the U.K Schizophrenia was found as the third most diagnosed mental health
disorder amongst ethnic minorities in the U.K, with higher rates among Afro-
Caribbeans than Asians (Rehman & Owen, 2013). Psychotic disorders were also
reported by Afro-Caribbean men compared to Caucasian men (3.1% and 0.2%
respectively, Bebbington et al., 2007; McKenzie et al, 2008; Mental Health

Foundation, 2015; Livingston, Leavey, Kitchen, Manela, Sembhi & Katona, 2001;
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Coid et al., 2008). Likewise, in the U.S., many individuals from BME communities
(i.e., Black/African Americans (Schwartz & Blankenship, 2014; American
Psychological Association (APA, 2016)) reported higher rates of incidence of
psychotic disorders and are more likely to experience compulsory admission to
psychiatric hospitals than Caucasians (Morgan, Mallet, Hutchinson et al., 2005).
On the other hand, and although many studies in the U.S. suggest that Latinos are
more likely to experience higher rates of psychopathology than Whites, Latinos
were found to have lower overall population rates of psychiatric disorders than
Caucasians or African Americans (Alderete, Vega, Kolody, & Aguilar-Gaxiola,
2000; Vega, alderete, Kolody, Aguilar & Gaxiola, 1998). In another study, both
Hispanics and Blacks reported lower lifetime risk for psychiatric disorders than
Caucasians in representative samples of the U.S. English-speaking population
(Breslau, Kendler, Su, Gaxiola-aguilar & Kessler, 2004; Breslau, Aguilar-Gaxiola,
Kendler et al., 2005). However, some of the possible explanations as to why
research comparing the psychopathology prevalence rates between Latinos and
other ethnic-groups has generated mixed findings include the heterogeneity of
Latinos and/or the use of mainstream instruments to measure psychopathology
may have validity problems when used with Latinos. Also, the possible
inconsistencies of factors such as acculturation levels and acculturative stress,
and the lack of control for confounding variables (i.e., age, sex, socio-economic

status) may account for the discrepancies.

Post-Traumatic Stress Disorder

Furthermore, in the U.K the most common problem among refugees and asylum
seekers is Post Traumatic Stress Disorder (PTSD), psychiatric disorders,
including depression, and suicide (Carswell, Blackburn, & Barker 2009;

Department of Health 1999, p 17). Similarly, PTSD in the U.S has been found to
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be prevalent among Black/African American refugees of all ages (APA, 2016).
Also, Hispanic refugees that arrived to the U.S were found to be more
prone to PTSD and depression than their Anglo and African counterparts
(Pole, Gone & Kulkarni 2008), especially Central American refugees, who
are said to have experienced violent experiences (i.e., witnessing beatings
and killings, fearing for their own lives and/or those of their family members)
(Sue & Sue, 2013). However, there is limited research/data about the
incidence of psychiatric disorders and use of mental health services
amongst both the male and female refugee population in the U.K. (Murphy

et al., 2002) and the U.S. (Refugee Health, 2011).

Alcoholism

In the U.K higher rates of alcohol related problems have been reported amongst
Indian men (Mental Health Foundation, 2015). The Irish also reported the highest
rates of admission for depression and alcohol abuse compare to all other BME
groups (Muinteras, 1996; Walls, 1996; Luce, Heather & MacCarthy, 2000).
Similarly, in the U.S, and compared with a nationally representative sample of its
population, American Indians were found to be at heightened risk for alcohol
dependence (Beals, Manson, Whitesell, et al., 2005). Likewise, alcoholism and
drug abuse were recognized as major problems among Latino’ young males in
the U.S. (Comas-Diaz, 2006; Galvan & Caetano, 2003). In a study, Puerto Ricans
and Mexican-American males reported higher rates of alcohol consumption and
binge drinking than Caucasian men and alcoholism amongst Latinos is also more
likely to be chronic (Chartier & Caetano, 2010). Another study reported rates of
alcohol dependence and binge drinking amongst Latinos as similar to those of

European Americans and marginally higher than those of African Americans
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(Substance Abuse and Mental Health Services Administration [SAMHSA], 2003,
2004). Some of the identified predictors of substance abuse among Latinos are
socio-demographic variables and assimilation into the U.S culture. Treatment
programs for Latinos/as in this regard have reported poorer outcomes, however
there is limited empirical evidence that explains the problems Latinos experience

in treatment (Alvarez, Jason, Olson, Ferrari & Davis, 2007).

Suicide and Self-harm

Research in the U.K indicates differences in the prevalence and incidence of
mental illness between men and women (Mind, 2003a). For example, higher
rates of suicide and self-harm have been found amongst Asian women, African-
Caribbean and Irish people (Keating, Robertson & Kotecha, 2003). In the U.S, the
Center for Disease Control and Prevention (CDC) reported higher suicide rates for
65+ Asian American women than those for Caucasian females, and young Latino
females were nearly as twice as likely as males both to consider and to attempt
suicide (USDHHS Office of Minority Mental Health, 2014). Although, literature
about the mental health needs of women is very limited both in the U.K (Keating,
Robertson & Kotecha, 2003) and the U.S (USDHHS, 2001). This suggests that
there is a lack of systemic inquiry into the needs of BME women, as well as
gender differences in the prevalence of mental health disorders among ethnic

minorities.

Overall, problems with methodology, including sampling bias, diagnoses based
solely on questionnaires and use of untrained interviewers may contribute to the
explanations for the variability of psychopathology prevalence rates among ethno-
cultural groups (Flaskerud & Hu, 1992). Also, the fact that certain BME individuals

are less likely to access mental health services makes them less available for
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studies that recruit through service contacts, hence they are under-represented in
mental health research (Oliver, Pearson, Coe & Gunnell, 2005). Consequently, to
better understand the psychopathology of Latinos, it is crucial to examine the
influence of the given variables on their health status. Additionally, in the UK, a
possible factor contributing to the lack of acknowledgment of Latino Americans in
mental health research is the lack of recognition of this ethnic minority group in the

Census (Mas Giralt & Granada, 2015).

There is a probability that other studies may include other ethnic minority groups
and/or show different statistics than the presented literature in this chapter,
however these are not definite statistics for either the BME groups in the U.K. or

the U.S.

Identified Barriers to Mental Health Services Among BME
Communities in the U.K and the U.S.

Although minority ethnic groups have been identified as more likely to experience
mental health problems, research in the U.K. (Butt et al., 2015; Sewell, 2012;
Mental Health Foundation, 2015; Kovandzi¢ et al., 2011; Suresh & Bhui; 2006;
Dowrick et al., 2009) and the U.S. (Aguilar-Gaxiola et al., 2012; The National
Healthcare Disparities Report, 2005; USDHHS, 2001) shows that BME
communities have considerably poorer mental health outcomes and poorer
experience of services, and are more likely to experience meaningful disparities

when accessing mental health care pathways.

Attempts to explain mental health disparities and underutilization of services by
minority ethnic groups in the U.K (Suresh & Bhui, 2006; Knifton et al., 2010; Gary,

2005) and the U.S. (Leong & Kalibatseva, 2011; Latinos: Christancho, Garces,
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Peters & Mueller, 2008) include cultural factors/models of illness; stigma and
variation in clinical practice and service provision, socio-economic factors,

discriminatory practices or cultural misunderstandings.

Stigma

Studies in the U.K show that stigma of mental illness is one reason why some
ethnic minority group members elect not to seek or adequately participate in
mental health treatment compared to Whites (Memon et al., 2016; Corrigan et
al.,2001). For example, amongst African individuals, for whom the fear of being
labelled ‘mad’ or to be ‘avoided by family and friends leads some of them to
appear normal and undisturbed' (BME Health Forum, 2013; Memon et al., 2016),
which prevents them from seeking mental health support (Holt Garner, 2006).
Similarly, studies in the U.S. have also identified stigma of mental illness as
preventing some minority ethnic individuals from seeking mental health support
(Leong & Kalibatseva, 2011). For example, amongst Black/African American men
(Agency for Health Care Research & Quality, 2014). Stigma in Asian Americans is
said to be due to the concern regarding loss of face (see Zane & Yeh, 2002;
Leong & Kalibatseva, 2011; Holden & Xanthos, 2009). Stigma is also seen as
constituting a major factor preventing Latinos from seeking psychological
treatment (Sue & Sue, 2013; Dichoso, 2010; Vega, Rodriguez & Ang, 2010).
Accordingly, Latino/Hispanic immigrants are more likely to fear embarrassment or
social discrimination from family, friends and employment if they acknowledge
psychological distress, thus they are more likely to express psychological distress
via somatic symptoms. Therefore, despite their social class and level of education,
some Latinos may be hesitant to use mental health services because of fear of

being labeled as mentally ill (Barrio, et al., 2008), or “loco” (crazy) (Dichoso, 2010)
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and also experience distrust towards mental health professionals due to fear of
stigma, deportation, and shame (Falicov 1998, 2009). Hence, many Latinos prefer
to seek support for their mental health concerns from a physician to avoid the
stigma of seeing a psychologist (Gonzalez, 1997), so treatment for their
psychological difficulties will usually be medically based and referral to a mental
health clinic may be unlikely (Acosta, 1979). It is likely that stigma, a lack of health
knowledge among many Hispanics/Latinos and inadequate provider training will
decrease the likelihood that mental health disorders will be accurately diagnosed
or appropriately treated or referred, especially when the entry point into the health
care system is primary care. However, the reasons why many BME individuals
avoid needed mental health treatment are not yet fully understood, even though it
is an enduring and concerning theme throughout the mental health system. Some

of the identified reasons include:

Communication Barriers

In the U.K., one of the main barriers for many BME service users to access and
adhere to mental health services is the lack of proficiency with English language
(Grey et al., 2013; Memon et al., 2016). Tribe and Raval (2002) indicating that UK
language difficulties, compounded with the lack of trained interpreters, increases
the difficulty in making accurate assessments. For instance, in a study identifying
barriers to mental health for Chinese individuals, Lee, Logan, Yee and Ng (1999);
and Suresh and Bhui (2006) found that many Chinese individuals were not fluent
in English yet only a few had access to an interpreter. This has been leading to the
use of relatives or members of staff as interpreters, which although inappropriate,

is a way to help meet the needs of this population.
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Similarly, in the U.S., English proficiency and scarcity of bicultural and bilingual
mental health providers also acts as barrier to seeking help for some BME
individuals (Leong & Kalibatseva, 2011). For example, language difficulties have
been reported as particularly challenging for recent immigrants from Spanish-
speaking and Asian countries, who may be less likely to enter and stay in
treatment due to lack of understanding (Leong & Kalibatseva, 2011). Actually, for
many Latinos in the U.S., English proficiency is considered the main cultural
barrier in the utilization of mental health services (Gaviria & Stern, 1980; Wells et
al., 1987). This limits many Latinos’ ability to communicate with monolingual
therapists and contributes to dissatisfaction with services and early termination of
treatment (Kouyoumdjian, Zamboanga, & Hansen, 2003). Lack of interpreters or
lack of available information in the language of preference are also of concern to
Latinos with Limited English skills trying to access mental health services (Alegria
et al., 2007; Barrio et al., 2008; Sentell, Shumway & Snowden, 2007). Further,
several studies found that bilingual patients were evaluated differently when
interviewed in English as opposed to Spanish (Del Castillo, 1970; Marcos Urcuyo,
Kesselman, Alpert, 1973; Price & Cuellar, 1981; Malgady & Costantino, 1998). For
example, a study examining records with patients with bipolar disorder, found that
in the past, both African American and Latinos patients were more likely to have
been misdiagnosed as schizophrenic than Caucasians (Mukherjee et al., 1983).
However, the extent to which these factors result in misdiagnosis is not known and
more research is therefore needed to clarify how language and acculturation of
patients influence symptom presentation, level of client disclosure and diagnosis

(Vega et al., 2007).
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Socio-economic Factors

BME communities in the U.K. may often have their mental health experiences
aggravated by socio-economic difficulties (Marmot Review, 2010). For example,
unemployment, poverty, poor housing and lack of support from statutory services
(Beasor, 2011; Garre, Piddington & Nicol, 2014). Roma, Gypsy and Traveller
groups in the U.K. experience significant social and economic disadvantage,
though they are highly considered in mental health research (Karlsen, 2007;
Karlsen, et al.,, 2005). Research in the U.K, however, mainly highlights socio-
economic factors among BME group members in terms of poor mental health

rather than a barrier to access mental health care.

Contradictorily, in the U.S, structural barriers such as low socio-economic status
(SES), have been reported as making services unaffordable for some racial and
ethnic minorities individuals with low SES. For instance, in a study examining
variations in predictors of the use of mental health services amongst different
racial and ethnic groups (White, African American, Hispanic, and other), and after
controlling variables such as health insurance, health status, low-income, Dobalian
and Rivers (2008) found that African Americans and Hispanics with low income
were less likely to utilize mental health services than those with higher income and
compared to Whites. Similarly, compared to Caucasians, African Americans
experience mental health disadvantages due to social determinants such as poor
education, lack of health insurance coverage, economic challenges (Treadwell,
Xanthos, & Holden, 2012). Furthermore, for all the ethnic groups in the U.S., lack
of health insurance reduces the possibility of accessing mental health care (Vega
& Atdjian, 2005), however Latinos have been found to have the lowest rates of

insurance coverage in the U.S. (Vega & Lopez, 2001; Bridges et al., 2012). For
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instance, Mexican Americans from low-income backgrounds reported th