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Foreword

We are pleased to write this Foreword to our Mental Health for Hispanic 
Communities: A Guide for Practitioners.

The Hispanic/Latinx community in the U.S. is very diverse, including people 
from many different nations and regions of the world. As with any community, the 
mental health needs and experiences of Hispanic/Latinx people vary among sub-
groups [1]. While there is great diversity within this community, there are some 
shared cultural factors that connect people regardless of ancestry or national origin 
[2]. A large portion of this community speaks the Spanish language. There is also a 
shared connection of religious affiliations, strong family bonds, connections to 
extended networks, and a resilient approach to life and work. When mental health is 
not commonly or openly talked about, people seeking treatment may have limited 
knowledge and comfort with different types of therapy and psychiatric medica-
tions [3].

Clinicians should use a Culturally and Linguistically Competent Care to engage 
Hispanic/Latinx patients in treatment planning. Incorporating education, symptom 
monitoring, and engagement with community resources can be important to support 
a person’s decision to start therapy or psychiatric medication [4].

In this book, we present an accessible approach to diagnosing and treating 
Hispanic/Latinx psychiatric patients. We begin by presenting an overview of the 
history and address the key factors influencing mental health in Hispanic communi-
ties: The role of religion, culture, and stigma in mental health.

Perhaps the most important reason of all for developing psychiatric expertise in 
Hispanic/Latinx population is that the lack of a culturally oriented assessment 
makes the management of psychiatric illness—that is the diagnosis and treatment—
much more difficult.

We have produced a practical and readable guide to the diagnosis and treatment 
of Hispanic/Latinx patients with psychiatric disorders. We encourage you to read it 
and take it to heart. Your Hispanic/Latinx patients and families suffering from psy-
chiatric disorders will thank you for it.

Our book will not eliminate the universal experience of non-Hispanic clinicians 
feeling like playactors, but it will go a long way toward providing a practical frame-
work that the clinician can use to anchor the early stages of learning how to work 
with Hispanic/Latinx patients.



vi

References

	1.	 Office of the Surgeon General (US); Center for Mental Health Services (US); 
National Institute of Mental Health (US). Mental Health: Culture, Race, and 
Ethnicity: A Supplement to Mental Health: A Report of the Surgeon General. 
Rockville (MD): Substance Abuse and Mental Health Services Administration 
(US); 2001 Aug. Chapter 6 Mental Health Care for Hispanic Americans. 
Available from: https://www.ncbi.nlm.nih.gov/books/NBK44247/

	2.	 Center for Substance Abuse Treatment (US). Improving Cultural Competence. 
Rockville (MD): Substance Abuse and Mental Health Services Administration 
(US); 2014. (Treatment Improvement Protocol (TIP) Series, No. 59.) 1, 
Introduction to Cultural Competence. Available from: https://www.ncbi.nlm.nih.
gov/books/NBK248431/

	3.	 Dixon LB, Holoshitz Y, Nossel I. Treatment engagement of individuals experi-
encing mental illness: review and update [published correction appears in World 
Psychiatry. 2016 Jun;15(2):189]. World Psychiatry. 2016;15(1):13–20. 
https://doi.org/10.1002/wps.20306

	4.	 Valdez CR, Dvorscek MJ, Budge SL, Esmond S. Provider Perspectives about 
Latino Patients: Determinants of Care and Implications for Treatment. Couns 
Psychol. 2011;39(4):497–526.

Cincinnati, OH, USA� Ruby Castilla-Puentes
Cleveland, OH, USA� Tatiana Falcone

Foreword

https://www.ncbi.nlm.nih.gov/books/NBK44247/
https://www.ncbi.nlm.nih.gov/books/NBK248431/
https://www.ncbi.nlm.nih.gov/books/NBK248431/
https://doi.org/10.1002/wps.20306


vii

Preface

We wrote this book for practitioners. For psychiatrists, psychologists, physicians, 
nurse practitioners, physician assistants, and social workers—and for students, par-
ticularly for their family medicine, internal medicine, pediatrics, and psychiatry 
clerkships. Our aim is to provide help for clinicians in providing mental health care 
to Hispanic/Latinx patients and to guide educators in their training of students, resi-
dents, and practitioners in these areas.

There is an urgent need for all practitioners to become skilled in caring for 
Hispanic/Latinx patients with mental disorders. Why? As part of the fastest growing 
and largest ethnic minority group, projections indicate that approximately 130 mil-
lion Hispanic/Latinx will reside in the United States (U.S.) by 2050. In addition, the 
Hispanic/Latinx community in the U.S. is very diverse, including people from many 
different nations and regions of the world. Individuals of Mexican, Puerto Rican, 
Cuban, Central American, and South American descent have been part of the 
American cultural framework for centuries.

While there is great diversity within this community, there are some shared cul-
tural factors that connect people regardless of indigenous roots, ancestry, or national 
origin. A large portion of this community speaks the Spanish language. Our first 
recommendation is very simple, if you can make every effort to interact more with 
people of Hispanic roots, visit a country where they only speak Spanish and make a 
conscious attempt to understand Hispanic culture better. There is also a shared con-
nection of religious affiliations, strong family bonds, connections to extended net-
works, and a resilient approach to life and work that only Hispanic/Latinx people 
could understand.

Offering culturally sensitive education to providers is critical. This failure leads 
not only to suffering in patients and families but also to frustration and burnout as 
clinicians. It’s hard to give care you’re not trained to provide. That’s why we’ve 
written this book—to offer some help. We can be more empathic with our patients, 
when we can understand their culture better.

For psychiatrists and mental health providers working with Hispanic/Latinx 
patients, exploring cultural identity may offer important information to tailor their 
mental health treatment. Cultural humility is necessary to provide quality care. This 
refers to the ability to recognize that culture plays a large role in a person’s health 
and well-being and may sometimes affect the provider’s ability to best serve their 
patient’s needs.
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However, untrained providers for culturally appropriate mental health care can 
have difficulty with diagnosis and managing patients from different ethnic back-
grounds. It’s not just mental health care that suffers when mental health problems 
aren’t treated. With the frequent co-occurrence of a medical disease and a mental 
disorder, we know that medical care suffers until the psychiatric disorder is also 
recognized and treated effectively.

A provider who understands a patient’s culture and needs will know culturally 
specific information. A culturally sensitive doctor would be aware of Hispanic/
Latinx interpretations and would ask for more information. Greatly compounding 
this problem, psychiatric disorders are the most common health problem in the 
U.S., more common than heart disease and cancer combined. One-half of the entire 
U.S. population will have a mental disorder at some point during their lives, one-
fourth in any given year. In the average clinic, approximately one-half of patients 
will have some psychiatric diagnosis.

Specifically, this book (1) describes how to identify in Hispanic/Latinx patients 
common core of mental disorders for which clinicians need significant mastery—
e.g., depression, anxiety disorders, psychotic disorders, and substance use prob-
lems; (2) describes how to identify in Hispanic/Latinx patients less common and 
more severe mental disorders that require early recognition and early referral—for 
example, psychotic disorders, schizophrenia, and suicide; and (3) describes the 
main risk factors for the presence and persistence of mental health conditions in 
Hispanic/Latinx population (e.g., religion, acculturation, etc.).

The authors are psychiatrists and mental health professionals, and they have been 
trained medical students, faculty, and residents for many years. Their clinical, 
research, experience with Hispanic/Latinx patients will support many practitioners 
improve mental care for Hispanic/Latinx population.

We do not propose to make culturally competent mental health professionals in 
Hispanic/Latinx culture out of readers but, rather, to prepare them to manage the 
common mental disorders which are likely to be encountered in practice with 
Hispanic/Latinx patients.

Cincinnati, OH, USA� Ruby Castilla-Puentes  
Cleveland, OH, USA� Tatiana Falcone   
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1The Role of Religion in Mental Health

Juan R. Jaramillo

Vocatus atque non vocatus Deus aderit (Bidden or not bidden, God is present). 
Delphi Oracle. Sentence carved above Carl Jung’s door at his house in Kusnacht, 
Switzerland.

No topic should be forbidden when it comes to mental health. Religion and spiri-
tuality (R/S) are no exceptions. According to Gallup, 64% to 87% of Americans 
believe in God [1]. Asking about R/S should be part of every psychiatric assess-
ment. Just like practitioners ask about depression and panic, stress and hobbies, 
sexuality and intimacy, financial and work issues, among others, they should ask 
about R/S issues.

R/S and Psychiatry have had a difficult relation. Freud boasted about being “an 
infidel Jew” and called religion a collective delusion. Much has changed since then. 
As a Psychiatry Fellow, 25 years ago, I was taught at Memorial Sloan-Kettering 
Cancer Center to respect my patients’ spiritual beliefs, to inquire about them and to 
be comfortable working with Chaplains.

Talking about the role of Religion, the Massachusetts General Hospital’s book of 
Consult/Liaison Psychiatry says that “ignoring religious content risks omitting an 
important element of the psychotherapeutic armamentarium” [2]. This may reflect 
the perhaps more relevant role of R/S in Consult/Liaison Psychiatry, where patients 
face, frequently, big existential issues. However, the World Psychiatric Association, 
in its official statement on R/S says that “spirituality and religion are concerned with 
the core beliefs, values and experiences of human beings [3]. A consideration of 
their relevance to the origins, understanding and treatment of psychiatric disorders 
and the patient’s attitude toward illness should therefore be central to clinical and 
academic psychiatry.” In the same statement a number of recommendations follow, 
including things like “a tactful consideration of patients’ religious beliefs and prac-
tices as well as their spirituality should routinely be considered and will sometimes 

J. R. Jaramillo (*) 
The Sidney & Lois Eskenazi Hospital, Indianapolis, IN, USA
e-mail: juan.jaramillo@eskenazi.edu
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be an essential component of psychiatric history taking.” The document also talks 
about the need to include R/S competencies in the training of Residents.

An important question on this topic is how Religion and Spirituality are defined. 
It is not easy to find a good consensus. In 1998 Duke University opened the “Center 
for Spirituality, Theology and Health,” under the leadership of Dr. Harold Koenig. 
For the sake of practicality, I will use the definitions put forth by him in the book 
“Religion and Mental Health” [4]. Religion there is defined as “a set of beliefs, 
practices and rituals related to the transcendent, where the transcendent is that 
which relates to the mystical, supernatural or God in Western religious traditions, or 
to Brahman, Ultimate Truth, Ultimate Reality, or practices leading to Enlightenment, 
in Eastern traditions. (It) may also involve beliefs about spirits, angels or demons. 
Usually religion involves specific beliefs about life after death and rules to guide 
personal behaviors and interactions with others during this life. Religion is often 
organized and practiced within a community, but it can also be practiced alone and 
in private, outside of an institution, such as personal beliefs about and commitment 
to the transcendent and private activities such as prayer, meditation and scripture 
study.” Regarding Spirituality Koenig says that “it is distinguished from its conse-
quences (human values, moral, meaning, purpose, peace, connectedness, feelings of 
awe and wonder) by its link to the transcendent. The transcendent is that which is 
outside of the self, and yet also within the self, and in western traditions is called 
God, Allah, HaShem or a higher power and in Eastern traditions is called Ultimate 
Truth or Reality, Brahman, the Dharma or Budda.”

R/S can play a positive or negative role when it comes to mental health. Among 
the positive, it may be associated with better coping, resilience, higher sense of 
meaning, and good mental health overall. Among the negative, religious beliefs may 
be incorporated in the psychopathology of the patient. About a third of schizo-
phrenic patients suffer from religious delusions when psychotic. For bipolar disor-
der patients, the rate is 15 to 22% [5]. Religious hallucinations are also common.

Although traditionally Catholic, Hispanics with an interest in R/S issues have 
been open, more and more, to others’ faiths and ways of believing when it comes to 
how to relate to the transcendent or sacred. It is not uncommon to find Hispanic 
patients that have embraced or frankly converted to non-Catholic Christian denomi-
nations (“Protestantism”), Buddhism, atheism (often times with an emphasis more 
on values and principles), Judaism, and others. It is not common (in my experience) 
to see Hispanic patients that convert to the Muslim faith.

Some of the main topics encountered in the literature about Hispanics, religion, 
and mental health include things like mental health stigma in Latinos, their use of 
religion for coping with stress, the possible protective role of religion in Latinos, the 
use of religion to increase access to mental health in Latinos and other minori-
ties, etc.

In terms of protection from mental health problems, Meyers et al. looked at the 
data from the National Epidemiologic Survey on Alcohol and Related Conditions 
(NESARC) regarding religiosity, race, and alcohol use behaviors in the United 
States [6]. Frequency of religious attendance was inversely associated with alcohol 
use disorders. The association was more robust in Blacks than in Whites or 
Hispanics, but it also happened in the latter two groups.

J. R. Jaramillo
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Ai et al. investigated the association between childhood abuse, cultural factors, 
and lifetime substance use disorder (LT-SUD) among Latinas nationwide [7]. 
Religious attendance at a weekly level was negatively related to LT-SUD.  The 
authors concluded that “religious attendance may have potential protection for 
Latinas.”

Kirchner and Patino looked into religiosity in a sample of 295 Latino immigrants 
to Spain (63.1% of them were women) and found that religiosity was correlated 
with less depression, but only in women [8]. In women also, “the sense of spiritual 
fulfillment had mediating value in buffering the relationship between stress and 
depression symptoms.” They conclude, naturally, that it is difficult to determine 
what part of the protection was due to religion and what part to social support 
received in the religious community.

Access to Mental Health Care in Latino immigrants is known to be significantly 
lower, compared with non-immigrant Latinos and non-Hispanic Whites. Faith 
Based Organizations (FBO) have been considered for helping this situation. 
According to the Department of Health and Human Services, one in four people 
with mental health concerns turn to faith leaders before they seek help from clinical 
professionals. Dalencour et  al. report on 947 individuals from the Community 
Partners in Care Study, to see if they received depression care (determined by inter-
view) in six FBOs in Los Angeles [9]. Sixty percent of the patients attended a reli-
gious place. Of those, 39% received depression services. The patients that used 
FOB mental health services had significantly higher mental health needs than those 
who did not use those services. This included prior diagnosis of depression, mania, 
or psychosis. Younger patients were more likely to use the services and to be African 
Americans and non-US born Hispanics. Due to the stigma associated with Mental 
Health in the Hispanic community, in general, many patients don’t request or receive 
care. Frequently, in my experience, Hispanic patients are seen only when the situa-
tion can no longer be hidden like, for instance, in case of a suicide attempt, an epi-
sode of mania or psychosis, a panic attack that makes the patient go to the ER 
thinking they are having a heart attack, etc.

Another concern that Hispanic patients voice is that seeing a mental health pro-
vider (or just going to see a primary care provider), and having to register in a clinic, 
may come to haunt them back later as a problem with immigration services, if not 
with a quick detention on the spot followed by a speedy deportation.

Due the above two factors, efforts to “recruit” Hispanic patients into clinics that 
provide even virtually free care often times don’t achieve much, and are met with 
frustration on the part of the staff in those clinics.

What could be some of the basic recommendations for providers that want to 
include R/S in their mental health practice?

	1.	 Deal with your own issues first.
	2.	 Elicit a thorough spiritual history.
	3.	 Respect and support the patients’ beliefs.
	4.	 If necessary, challenge those beliefs.
	5.	 Prayer with patients.
	6.	 Consider working with a Chaplain.

1  The Role of Religion in Mental Health
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	1.	 I have heard Residents (and other practitioners) say that “we are not supposed to 
talk religion with our patients.” Or that religion and politics should be left out of 
the therapeutic encounter. I agree that talking about politics is almost never help-
ful in psychiatric treatment. But R/S is different. Statements like the one from 
the World Psychiatric Association quoted above can do a lot to change that per-
spective. Residents and seasoned practitioners need to have a good understand-
ing of how they perceive the themes of R/S, God, faith, and prayer. And to 
understand that patients have their own positions. Most importantly they need to 
understand that this areas need to be respected and explored regardless of our 
own beliefs or lack of.

R/S also affect health providers. An interesting recent article published in the 
JAMA Journal of Psychiatry in May of 2020 found that religious attendance in 
almost 65.000 US nurses was associated with lower risk of death from 
despair [10].

	2.	 Elicit a thorough spiritual history, including religious background and spiritual 
experiences throughout life (childhood, adolescence, adulthood). Determine 
how religion has been used to cope with life stressors. Any positive or negative 
experiences with religion should be recorded as well as religious beliefs and 
activities. As recommended by Koening, the response on the part of the patient 
that he is not spiritual should not stop a gentle exploration of the past. If the 
patient shows resistance to the topic, it is better to drop the subject. But espe-
cially when the patient engages in psychotherapy, the topic should be revisited at 
a later point, when the therapeutic alliance is more solid.

	3.	 Respect and support the patients’ beliefs. Respect, regardless of what they gen-
erate in you, in terms of countertransference, is important to the patient. And 
respect regardless of any degree of psychopathology you may perceive in those 
same beliefs. Take initially a more neutral exploratory stand, before deciding if 
they need to be supported or not. A great example of respect for religion in psy-
chotherapy is in the book “Schopenhauer’s Porcupine,” by Deborah Anna 
Luepnitz, PhD. [11]. In Chap. 2 she describes the case of an 11-year-old 
Orthodox Jewish girl, daughter of a Rabbi, who presented with brittle diabetes 
(presumably due to psychological issues) that is beautifully and respectfully 
treated by a Catholic Psychologist.

	4.	 If the beliefs are maladaptive, they need to be gently challenged. This is a touchy 
endeavor. It is better to do it once a therapeutic alliance has been established, and 
some progress in therapy in other areas has been achieved. A beautiful example 
of challenging spiritual beliefs is in the book “Love’s Executioner” by Irvin 
Yalom, in the chapter “If rape was legal…” [12].

	5.	 Prayer with patients. This is acceptable, if done with common sense and some 
basic requirements. The patient should initiate the request, the provider should 
have a good understanding of the patients’ religious background and psychiatric 
diagnosis, both patient and provider should (ideally) share the same religious 
background, and the provider should have a clear understanding of what the 
prayer is for.

J. R. Jaramillo
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	6.	 Consider working with a Chaplain. Any provider that believes that R/S are 
important issues when working in mental health but that does not feel well pre-
pared or comfortable to deal with them, can refer the patient to a Chaplain, one 
that is ideally known to be able, in turn, to work with the provider (and not, for 
instance, recommend to the patient to stop taking psychiatric medication in order 
to let God heal him). Just like providers have specialists they feel more comfort-
able referring patients to for consultation, the same can be said of working with 
Chaplains.

Two personal vignettes may be worth mentioning briefly:
I was once called to see a 10-year-old Hispanic girl from Central America who 

came to the USA for treatment of osteosarcoma. The prognosis was grim and her 
mother (a highly educated person) was told from the beginning and in no uncertain 
terms. In fact, the girl died about a year later. The reason for the consult was that the 
mother expressed that if her only daughter was going to die despite receiving treat-
ment she might as well “just kill her and then kill myself.” I worked with that mother 
during that year. Two days before dying, the girl (who had dealt with the whole situ-
ation with nothing but grace, courage and no psychiatric issues) was telling me still 
that she “knew” that God was going to save her. For her mother, in psychotherapy 
for depression, the issue was not so simple. She was not particularly religious but 
she was open to the inclusion of the topic in therapy, at times. She felt challenged 
by her daughter’s faith and found a degree of comfort in it. She was also able to 
speak about issues like feeling abandoned by God. In the end, she was able to accept 
her daughter’s death with some sense of peace and she abandoned the idea of sui-
cide. I followed her from a distance for at least four more years and she remained 
well adjusted to her loss and to life.

I was asked to see a 9-year-old boy from South America, who was battling a 
neuroblastoma. His case had a very poor prognosis. His father was a Physician and 
his mother a Psychologist. There were 3 more siblings involved, two older than the 
patient and one younger. I tried to work with this family as best as I could, but it felt 
up the hill for me, despite having excellent supervision. At some point I spoke with 
the father about their faith. He said they were Catholic. They said it was difficult to 
go to Mass because being with their son was a 24/7 duty plus Mass in English was 
“not the same.” I offered to get them a Spanish speaking Priest, but the father 
declined, politely but firmly so I dropped the issue. The day the patient was dying, I 
stopped by to visit him. As I was arriving I noticed that he was totally alone in his 
room except for his mother, who was by the door, in a chair, quietly praying the 
Rosary. I spent some time with them. After a while, the father pulled me aside and 
told me that this was perhaps “the” moment to get that Priest if I could. I had recently 
become acquainted with a Priest from Spain that was spending some time in the 
city, and I went to his Church to tell him about the situation. He quickly went back 
with me to the Hospital and administered the last rites to my patient, with the whole 
family (and me), present. At the time I was agnostic, but I treasure the memory of 
that moment.

1  The Role of Religion in Mental Health
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�Conclusion

Religion and Spirituality need to be included in the psychotherapeutic encounter 
with Hispanic patients. The old antagonism between Psychiatry and Religion is 
weaning. For those interested in learning more about this, there are plenty of 
resources out there.

As we have discussed in this chapter, Psychiatry is changing its approach to 
R/S issues. Religion, in turn, is changing its approach to mental health. As an 
example, in a visit that American Psychiatrists paid to the late John Paul II, he 
told them:

“The meeting affords me a welcome opportunity to express the church’s esteem 
of the many physicians and health care professionals involved in the important and 
delicate area of psychiatric medicine…. By its very nature your work often brings 
you to the threshold of human mystery. It involves sensitivity to the tangled work-
ings of the human mind and heart, and openness to the ultimate concerns that give 
meaning to people’s lives. These areas are of the utmost importance to the church, 
and they call to mind the urgent need for a constructive dialogue between science 
and religion for the sake of shedding greater light on the mystery of man in his full-
ness” [13].
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2A History of Mental Health Treatment 
in the Hispanic World

Fernando Espí Forcén

The Hispanic world entails a number of territories with the Spanish language as a 
common denominator. The medical and psychiatric care in these territories has had 
unique particularities linked to the different civilizations that invaded the Iberian 
Peninsula and the mix of ethnicities that populated the Americas and other territo-
ries throughout history. In this chapter, we review from a historical viewpoint how 
the care of the mentally ill has been shaped by these unique circumstances in 
Europe, America, and rest of the Hispanic world.

�Iberia: Before “Hispania”

The area known today geographically as the Iberian Peninsula was named “Hispania” 
by the Romans after invading the area around the third century BCE.  Under the 
Roman rule, the Greeks used the term Iberia to designate the peninsula below the 
Pyrenees. Before the Roman invasion, there had been in Iberia a few Greek colonies 
like Empúries, who participated in the Greek Olympics like any other Greek city. 
Also, the Phoenicians had come from the Middle East and had founded colonies in 
North Africa. One of these Phoenician colonies was Carthage that originated the 
Carthaginian civilization, a military empire in the Mediterranean Sea. The 
Carthaginians settled also in Southeast Iberia, founding the city of Qart Hadasht 
(Cartagena) and Sicily. Despite different colonizers the peninsula was populated by 
different people mainly the Celts who occupied two-thirds of the peninsula in the 
West and the so-called Iberians who populated one-third of the peninsula in the East. 
Among the Celts, there were Astures and Galacos in the northwest and Lusitanians in 
the west. The Celtiberians were Celtic people with influence from other Iberian peo-
ple and lived in central Iberia. The Celts spoke Celtic language and had a Celtic 
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culture. In Spanish, still there are some Celtic words that we have inherited from the 
Celtic culture such as “gancho” (hook) or “greñas” (long hair). The Iberians spoke 
different languages and included a variety of people including the Turdulos (former 
Tartessians), Turdetanos, Contestanos, and Edetani among others. Between the Celtic 
and the Iberian people lived the Vascones in central north who spoke Basque, a differ-
ent language with Indo European roots. Basque language is still spoken today in this 
area [1, 2].

It is possible that the Celts and and Iberians inherited knowledge from Greek 
medicine as Greek and Phoenician traders visited frequently the peninsula, but the 
celts also had a medicine consisting of a mix between the magical and the use of 
plants for healing. Especially in Northwest Spain, there were different priests, being 
the druids the most valued. Druids used substances for healing like barley mixed 
with honey named “hidromiel” and liquor. They were considered the wisest people 
in their culture. Though Iberians had probably sophisticated medicine, to this day 
we have not yet been able to decode their writing [1, 2].

�Hispania: The Greek-Roman Heritage

The Greek culture was assimilated by the Romans. With the invasion of the Iberian 
Peninsula by the Romans, the Celts and Iberians learned Latin and assimilated the 
Greek-Roman culture too. Iberia was called “Hispania” and became one province in 
the Roman empire. People living in Hispania gradually lost the Celtiberian lan-
guages and customs and became Romanized.

The philosophical and medical approach to mental illness in ancient Greece has 
been inherited to our present tense. For instance, Theophrastus of Eresus moved to 
Athens at a young age to study at Plato’s Academy. Theophrastus described the dif-
ferent moral characters that people could have. Character was the Greek word for 
seal. For Theophrastus, character reflected on a predictable pattern of behavior that 
any person could have. Around the same time, Hippocrates was a Greek physician 
who lived in the island of Kos between the fifth and fourth century BCE. We don’t 
know many details about the life of the Greek physician, but after his death the 
school of medicine was named after him. We know about his existence because he 
is mentioned in Plato’s dialogues. The Hippocratic School understood all medical 
problems as an imbalance between the four humors in our body: the blood, the 
phlegm, the yellow bile, and the black bile. For ancient Greeks, the equilibrium of 
these humors would result in health or “eucrasia.” In contrast, humoral disequilib-
rium would result in disease or “dyscrasia.” Like other pathologies, mental illness 
was thought to result from dyscrasia. Thus, the Hippocratic School established a 
distinction between “mania” (due to problems with yellow bile), “melancholy” (in 
relation to black bile), and “frenesis” (a mania with fever). In the first century ACE, 
the Greek physician Dioscorides published the most popular pharmacopeia of the 
classic era. A century later, Galen of Pergamum embraced Hippocratic ideas and 
proposed more aggressive medical treatments such as purging and bloodletting in 
an attempt to restore eucrasia. Galen also discussed the four different temperaments 
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that humans could have. As such, individuals could be sanguineous, phlegmatic, 
choleric, and melancholic. The four different temperaments set the base of all per-
sonality. Today psychologists differentiate between temperament as biologically 
based vs. character which is more environmentally influenced. After the fall of the 
Roman Empire, a group of Germanic people named the Visigoths from the area of 
Sweden invaded the Visigoths, invaded the Roman province of Hispania and created 
for the first time a judicial unity in the Iberian Peninsula. The Visigoths abandoned 
their Germanic languages and embraced Christianity and Latin. Due to the Visigoths, 
the most popular Spanish names are now Germanic like Alvaro, Gonzalo, Fernando, 
Carlos, Sancho, Lope, or Rodrigo. Also we have inherited Germanic vocabulary in 
the Spanish language from these Visigoths, like the words “guerra” or “tregua” [3–7].

Al-Andalus: Islamic Medicine in Iberia

Following the triumph of Christianity in the Western world, classic medicine fell in 
Europe. In contrast, Islam became the dominant religion in the East. Muslim doc-
tors continued the legacy of Greek physicians at the Islamic hospitals named 
bimaristans or maristans (Persian word for hospital). In the eighth century, the 
Visigothic Hispania was conquered by the Umayyad caliphate and Hispania or 
Spania was renamed as Al-Andalus (land of the vandals). Eventually Cordoba 
became the capital of this Umayyad empire. In Baghdad, Avicena published in the 
eleventh century ACE the Cannon of Medicine. The book used an Aristotelian clas-
sification for the different medical afflictions. This book became the standard medi-
cal textbook in the Islamic empire. Some important physicians of Al-Andalus were 
the Sephardic physician Maimonides, father of medicine in the Jewish world, or the 
surgeon Albucasis among others. In Al-Andalus, the official language was Arab and 
people abandoned the Latin language. The Spanish language today entails a big 
amount of Arab words as part of its Muslim legacy [8–15].

�From the Middle Ages to the Modern Era: The Creation 
of Hospitals for the Mentally Ill

Some Christian territories resisted the Muslim invasion and preserved their religion 
and the Latin language. They preserved the ideas of taking the Visigothic territories 
from the Umayyad empire under the Christian rule. They saw themselves as the 
direct descendants of these Germanic Visigoths that had once ruled the Iberian 
Peninsula. In these territories, a Romance language derived from Latin emerged 
between the ninth and eleventh centuries ACE. This Romance language was the 
origin of the Castilian. Other languages however emerged from Latin such as 
Asturian, Galician-Portuguese, Catalan, and Aragonese. Eventually Castilian 
became the dominant language among all these different territories. Because of that, 
Castilian is today also known as Spanish. This period of reconquering the Iberian 
Peninsula named La Reconquista took about 800  years and ended with the 
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conquering of the Nazari kingdom of Granada by the Catholic monarchs in 1492. 
The same year Christopher Columbus arrived in the Island known today as the 
Dominican Republic. After the reconquering of Toledo by Alphonse VI of Castile, 
a number of humanists from all over Europe came to the city to translate the Islamic 
texts. Avicena’s Cannon of Medicine was translated into Latin and became the most 
popular textbook in the Latin West until the mid-seventeenth century. However dur-
ing the Middle Ages, due to lack of accessibility to Greek medicine, a spiritual 
approach was often taken to approach mental illness in the Hispanic kingdoms and 
rest of Europe [11].

During the Reconquista, a number of hospitals opened in Castile, Aragon, and 
Navarre (Hispanic kingdoms) in different territories to take care of outcasts, pil-
grims, and the poor. In the end of the Middle Ages, the first hospital for specific 
treatment of the mentally ill was founded in the city of Valencia. One day in February 
of 1409, Father Joan Gilabert Jofre, a priest of the Mercedarian order was walking 
to the cathedral of Valencia to prepare his sermon when he saw a group of bullies 
beating up a man with mental illness in the street. Father Jofre stopped these people 
from harming this person. The following week he preached in the cathedral against 
the physical and sexual abuse that homeless people with severe mental illness expe-
rienced. Father Jofre proposed the construction of a hospital for the protection and 
care of people with mental illness. The sermon was heard by the bourgeois Lorenzo 
Salom who collected the funds for the construction of the new hospital. In 1410, the 
hospital of Santa Maria d’Innocents, Folls e Orats (Saint Mary of the Innocents, 
Mad and Demented) opened its doors. The name of the hospital, Santa Maria 
d’Innocents, Folls e Orats (Saint Mary of the Innocents, Mad and Demented), 
implies a classification of different mental pathologies. In Valencian language, inno-
cent or ignoscent was a term used for people with intellectual disabilities. The 
Spanish translation would be inocente (in English innocent). Foll in Castilian 
Spanish could be translated as loco (in English mad or crazy). This term was likely 
used for people with mania or psychoses who would say “crazy things.” Orat in Old 
Castilian Spanish could be translated as dementado (in English demented), a term 
used at the time for anyone deprived of reason or judgment [4, 16–20].

Following the foundation of the hospital in Valencia, the hospital of Holy Cross 
in Barcelona started to receive patients with mental illness in 1412. In 1419, the 
General Hospital of Jesus Christ in Cordoba also attended patients with mental 
health problems. In 1425, Alfonse V of Aragon, the new king of Aragon from the 
house of Trastamara, founded The Hospital of Our Lady Grace in Saragossa. This 
hospital soon started to welcome patients from all over the Iberian Peninsula (today 
Spain) and from different nations. In 1436, Marcos Sanchez Contreras founded the 
hospital of Saint Cosme and Saint Damien for the mentally ill in Seville. In 1445, 
the hospital of Saint Mary in Lerida also hosted patients with mental illness. The 
General Hospital of Palma de Mallorca also started to receive mentally ill patients 
in 1456. In 1483, the Nuncio (Vatican Diplomate) Francisco Ortiz travelled to 
Toledo and used his personal wealth to found the Hospital Nuncio in Toledo for the 
mentally ill. In 1489, the city of Valladolid also saw the foundation of a Hospital for 
the Innocents and Mad and in 1511 the Royal Hospital of Granada also received 
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patients with mental illnesses. At the beginning of the modern era, the mentally ill 
in the Iberian Peninsula received standard medical care [4].

The diagnoses and treatments used in these hospitals were influenced by the clas-
sic Greek medicine that had reentered the Christian world through Islam. Therefore 
mania, melancholy, and frenesis were frequent diagnoses. The treatment also was 
focused on restoring the humoral balance. As such, purging, bloodletting, diet, and 
exercise were the common treatments. Chaplains would provide spiritual care and 
there were also workshops for occupational therapy and rehabilitations. The goal of 
the stay was always to cure the patient but those with chronic afflictions could reside 
in the hospital. If families could not pay, the cost of the stay was funded through 
charity. This model of medical care for the mentally ill was revolutionary in 
Medieval Europe and anticipated the Moral treatment of the Enlightenment 
[4, 16–25].

�The Medical Approach in Pre-Columbian America

Before the arrival of the Spaniards to the new continent, the Aztecs, Mayans, and 
Inca people had developed relatively sophisticated medical treatments for their 
time. They had shamans and healers who used a combination of plants, dances, 
charms, and religious rituals with the goal of helping people with medical and men-
tal afflictions restore health. In a magical way, shamans could inspect corn kernels 
or animal’s guts to establish prognoses. They had obstetric experts to assist in deliv-
eries and surgeons to cure and sew wounds. Therefore magical and somatic treat-
ments were frequently intertwined. The use of psychedelic plants and fungus was 
also frequent in their rituals and healing practices. Psychedelic medicine has sur-
vived to this day. To date, psychedelic medicine is perhaps the biggest legacy of 
pre-Columbian medicine. Today psychedelics are widely considered in psychiatry 
for the treatment of depression, anxiety, and other mental afflictions. In addition, 
there is an underground psychedelic culture in society which entails trips to Peru, 
Mexico, and other Latin American countries in the search of shamanistic psyche-
delic treatments [26].

�Medical and Mental Health Care in the Americas: 
The Foundation of the First Western Hospitals

The Greek classic model of medical care in the Iberian Peninsula was brought to 
America soon after the arrival of the first Spaniards. As such, already in 1503, Friar 
Nicolas Ovando founded in Santo Domingo the Hospital of Saint Nicolas of Bari. 
In 1524, and Hernan Cortes founded the Hospital of Jesus Nazarene in 1538 (Ayala-
García, 2014).

Though all general hospitals regularly assisted people with mental illnesses, the 
first hospital for the treatment of people with mental illness in America was founded 
by Bernardino Alvarez in 1567. Bernardino was a former soldier who became a friar 

2  A History of Mental Health Treatment in the Hispanic World



14

at the end of his life. After entering the clergy he volunteered at the hospitals of 
Mexico-Tenochtitlan. Seeing how there were not enough hospitals in the city to 
attend all patients who needed medical care, he used his personal wealth to found 
the hospital of Saint Hipolito. The local archbishop Alonso Montufar gave permis-
sions for using the land next to the church of San Hipolito with the condition of 
using the same name. Bernardino proposed that patients deprived of reason should 
share time and space with those who had normal judgment as he believed virtue 
could be learned. Priests assisted with occupational activities and spiritual care. The 
first known physician to work in Saint Hipolito was José de Cabas. The treatment of 
the hospital was mainly European based. Thus, bathing and purging were often 
prescribed as remedies to treat mental illnesses. This hospital attended patients from 
all the different ethnicities at the time including people with mental illness of 
African, Native, and European origin. Saint Hipolito remained in use until 1910 
[27–31]. The same model of Greek classical medicine was brought to the Philippines 
where the native treatments for medical problems were also used [32, 33].

�The Contribution of African Medicine in the Americas

Despite the existence of hospitals, there was in general a scarcity of European phy-
sicians in the Americas. Many African people were brought by Europeans to work 
as slaves in the new continent. As part of the slave trade, different African plants in 
the form of seeds came as well. Some of these plants were used for healing pur-
poses. A number of magical healing rituals with the use of plants emerged in the 
Americas concomitantly with European and Native American medicine. These 
African medical practices persist to this day. Voudon or Voodoo, Santeria, Gullah, 
Shango, and Tambor das Minas are examples of these kinds of practice. African 
priests and healers found in the Americas some of the same plants they had used in 
Africa. At the same time they learned how to use Native American plants with the 
help of Spanish Jesuit Priests [34].

�The Crisis in the Nineteenth Century and the Birth 
of Modern Neuroscience

After Napoleon invaded Spain and the beginning of the peninsular war, Francisco 
de Miranda, Simón Bolívar, Antonio José de Sucre, José de San Martín among oth-
ers declared the independence from the Iberian Peninsula leading to the establish-
ment of a number of independent republics in the Americas. During the peninsular 
war, Napoleon troops bombed the hospital of Saragossa, at the time the most impor-
tant psychiatric hospital in Spain. Many patients with mental illness died during the 
bombing. Father Monal, a catholic priest, found refuge for those who survived the 
bombing. The quality of medical care for the mentally ill declined in the Iberian 
Peninsula following the French invasion. Following the Spanish independence from 
France, the new government ordered ecclesiastical confiscations. The problem is 
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that the hospitals for the mentally ill became organized by the public local adminis-
trations who lacked resources. As a result, the care for the mentally ill declined. In 
both Spain and Latin America, the nineteenth century was dominated by frequent 
and disastrous fraternal civil wars. The golden years of psychiatric and medical care 
in the Hispanic world came to an end. Nonetheless, the new ideas that came from 
North Europe like phrenology and mesmerism arrived in Spain and Latin America 
too. It is important to note that despite the health crisis in the Hispanic world some 
scientists became international leaders. Perhaps the most significant example is the 
figure of Santiago Ramón y Cajal who probed the neuron theory, described the den-
dritic spines and the direction in which neurons communicate with each other, 
developed a model for memory formation and anticipated neuroplasticity. In the  
early twentieth century, he was awarded the Nobel Prize in Medicine together with 
Camilo Golgi. As such, Cajal can be considered as the father of modern neurosci-
ence and a prominent historical scientific figure in the Hispanic world [4, 19, 35].
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3Mental Health Stigma in the Latinx 
Population: Treatment Implications 
and Future Directions

Stacie Craft DeFreitas

�Introduction

Mental health stigma, also known as mental illness stigma, is the social judgement or 
devaluation of a person with mental illness or of mental health treatment. Because 
those with mental illness may experience discrimination such as denial of housing and 
employment, there are real-life consequences for those who face stigma. Often, such 
stigma beliefs are driven by lack of knowledge about mental health, but among Latinx 
communities, mental health stigma may have a particularly profound impact as a 
result of their cultural values and norms as well as experience with racial discrimina-
tion. This chapter examines mental health stigma in the Latinx community by high-
lighting the various types of stigma, the potential negative outcomes of stigma, factors 
that influence rates of stigma, and how practitioners can address mental health stigma.

Types of mental health stigma:
Mental health stigma is complex in its conceptualization, but for the purposes of 

this chapter, the focus will be on perceived- and self-stigma. Perceived (public) 
stigma concerns beliefs that others have negative views about those with mental ill-
ness or about mental health treatment. Public stigma is often assessed using mea-
sures of social distance or by asking stigma-related questions about vignettes 
concerning individuals with mental health problems. Perceived stigma beliefs can 
cause people to fear being labeled as a person with mental illness because of con-
cerns about being judged negatively. Latinx parents have reported concerns that 
their family, friends, and community members would stigmatize them if they sought 
treatment for their children who suffered from worry and sadness [1]. Not only can 
perceived stigma beliefs impact treatment seeking, they can also impact mental 
health. For example, youth, including Latinxs, with higher rates of perceived stigma 
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had greater odds of suicidal ideation and attempts [2]. Perceptions that others harbor 
stigma about mental illness and treatment impair treatment seeking and mental 
health overall.

Self-stigma, which is also known as personal stigma, is when public stigma 
becomes internalized such that individuals with mental health problems have nega-
tive beliefs about themselves due to their illness. Such beliefs can result in lower 
self-esteem and are related to feelings of shame [3]. In a predominantly Latinx 
sample of youth under psychiatric treatment, all but one of them reported feelings 
of shame related to their diagnosis that led to feelings of low self-worth [4]. 
Perceived stigma and self-stigma are related such that believing that others have 
mental health stigma beliefs is related to greater self-stigma [5]. Perceived- and self-
stigma, both have deleterious impacts on mental health care.

Other types of mental health stigma are also important to consider, though they 
have been less widely researched. Structural stigma focuses on the institutional con-
sequences of mental health stigma. An example of this would be that Latinx Americans 
are more likely to believe that those with mental illness are dangerous than European 
Americans [6] and such beliefs can have institutional consequences such that a person 
with mental illness would potentially be denied housing and jobs because of this false 
belief about dangerousness. Another structural stigma issue is that Latinx parents are 
concerned about such matters for their children, noting worry about whether their 
children will be placed in special education or have difficulty obtaining employment 
as a result of seeking treatment [7]. They also have concerns about losing their paren-
tal rights [1]. Another type of stigma is intersectional stigma which involves the com-
bination of multiple stigma identities within a person or group and is sometimes 
known as double stigma. The term double stigma can be misleading however, as it 
suggests that the effects of stigma are merely added together when in truth they inter-
act in a much more complicated, multiplicative manner [8]. Intersectional stigma is 
affected by how severely each of the identities differs from the social norm and how 
much victim blaming is associated with each identity. Therefore a gay Latinx man 
with a substance abuse problem would likely experience more severe stigma than a 
heterosexual Latinx woman with an anxiety disorder. It is important to remember that 
mental health stigma is found among all ethnic/racial groups within the United States. 
This is not a problem that is unique to the Latinx community, but understandings of 
mental health stigma that consider culture are important to addressing this problem.

Levels of Mental Health Stigma in the Latinx Community:
Various studies have been conducted comparing rates of mental health stigma 

between sectors of the Latinx community and other ethnic/racial groups with mixed 
results (Table  3.1). Some have found Latinxs to have higher rates of mental health 
stigma than other groups such as European Americans [7, 9, 10]. Others have found 
them to exhibit lower rates of mental health stigma than African Americans [11, 12] and 
Asian Americans [5]. In contrast, studies have found that the stigma beliefs of Latinx 
populations are similar to European Americans [12] and African Americans [13]. 
Comparison studies present an unclear picture and may not be most helpful in develop-
ing understanding of the impact of mental health stigma in the Latinx population.

Perhaps more important are studies that only focus on Latino populations when 
examining rates of mental health stigma (Table  3.2). Studies that examine the 
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Table 3.1  Ethnic comparisons of mental health stigma

Sample Findings Source
609 college students of 
color

Asian American students exhibited higher rates of 
stigma than Latinx or African American students

Cheng et al. 
(2013)

238 parents of children 
in Head Start, 17% 
Latinx

Latinx parents had less mental health stigma beliefs 
than African American parents, but were similar to 
European American parents

Turner et al. 
(2015)

29 families with 
children with anxiety

70% of Latinx parents reported stigma-related 
concerns about seeking treatment while 17% of 
European American parents reported concerns

Chavira et al. 
(2017)

122 African American 
and Latinx college 
students

Latinx college students exhibited lower rates of 
self-stigma and perceived stigma than African 
American students

DeFreitas et al. 
(2018)

271 participants from a 
primary care clinic

Latinx participants had higher self- and perceived 
stigma than European American participants

Benuto et al. 
(2019)

55 adolescents of color African American and Latinx adolescents did not 
differ in mental health stigma

Wang et al. 
(2019)

667 adolescents Latinx and African American youth had greater 
desire for social distance from peers with mental 
illness than European Americans

Dupont-Reyes 
et al. (2020)

Table 3.2  Rates of mental health stigma in Latinx samples

Population Rates of MHS endorsement Study
Depressed community 
sample

51% endorsed at least one MHS belief Vega et al. 
(2010)

Latinx parents of children 
with anxiety

70% reported stigma concerns about seeking 
treatment for their children

Chavira et al. 
(2017)

Depressed, Spanish 
speaking Latinx

83% of sample endorsed at least one MHS 
belief

Collado et al. 
(2019)

Adolescents, 45.5% Latinx 86.4% of the youth cited stigma as a barrier to 
seeking treatment

Wang et al. 
(2019)

levels of mental health stigma in the Latinx community find that it is typically 
present in the majority of the sample. For example, among depressed, Spanish 
speaking Latinxs, 83% endorsed at least one mental health stigma belief [14]. 
When examining adolescents, 86.4% of a diverse students sample reported that 
stigma was a barrier to seeking treatment [13]. It is important to note that mental 
health stigma rates may be even higher than is suggested by research due to fac-
tors such as social desirability. Though individuals may endorse low rates of 
stigma on a survey, they may really have greater stigma beliefs. This is suggested 
by a study conducted with a primarily Dominican sample using a method called 
Preguntas con Cartas (Questions with Cards) [15]. Participants were presented 
with questions about mental health stigma, then permitted to respond using cards 
that were placed face down and compiled anonymously in the group. The anony-
mous group score indicated higher levels of stigma when compared with survey 
responses about stigma. This discrepancy suggests that the ability to respond 
anonymously reduced pressure to answer in the socially desirable manner. These 
findings indicate that mental health stigma is a concern in the Latinx community 
that should be combatted.
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�Impact of Mental Health Stigma on Treatment

Mental health is particularly important because of its impact on treatment. For those 
who harbor self-stigma, they may be reluctant to even seek the knowledge that they 
need in order to address their mental health needs. The shame and fear of someone 
finding out about their issues and being labeled as mentally ill may be too great. 
Latinx individuals are less likely than European Americans to seek mental health 
treatment [9]. Though there are a variety of external barriers to treatment such as less 
access to mental health insurance, even when studies control for these factors, the 
discrepancy remains. For example, Benuto and colleagues [9] found that even when 
controlling for age, gender, income, and education among a community sample, 
70.3% of European Americans and 34.6% of Latinxs reported using mental health 
treatment. Mental health stigma likely plays a significant role in this difference.

Mental health stigma beliefs are likely related to a lower desire to seek treatment 
among Latinx populations (Table 3.3). This appears to be the case in community 

Table 3.3  Relationships between mental health stigma to treatment and mental health outcomes

Stigma 
Construct Outcome Population Study
Self-stigma Greater stigma predicted lower mental 

health service use
Community sample Benuto 

et al., 
(2019)

Greater stigma predicted lower willingness 
to seek mental health service

Mexican American 
college female 
students

Choi et al. 
(2019)

Perceived 
stigma

Higher perceived stigma was related to less 
likelihood to disclose mental health issues 
to family/friends, less likely to take 
depression medication and more likely to 
miss mental health appointments

Community sample 
with depression risk

Vega et al. 
(2010)

Lower stigma was related to more positive 
attitudes about seeking help

Latinx college 
students

Mendoza 
et al. (2015)

Parent stigma was related to a lower 
intention of seeking help for their children

Latinx parents of 
children in Head 
Start

Turner et al. 
(2015)

Parent stigma was related to a greater belief 
that they would delay or not seek treatment 
for their children

Latinx parents of 
third and fourth 
graders

Young et al. 
(2015)

Greater stigma was related to higher odds 
of suicidal ideation and attempts

A diverse sample of 
students of color 
that included 8402 
Latinxs

Goodwill, 
Zhou 
(2020)

General 
MHS

Parents with stigma were less likely to seek 
treatment for their anxious children

Parents of children 
with anxiety, 34.5% 
Latinx

Chavira 
et al. (2017)

Stigma 
related to 
eating 
disorders

Higher rates of stigma were related to lower 
likelihood of seeking or receiving treatment

Latinx females with 
a history of bulimia 
or binge eating 
disorder

Higgins 
et al. (2019)
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samples [9, 16], among parents [12], and within college samples [17]. Perceived 
stigma beliefs were related to being more likely to miss scheduled mental health 
meetings and being less likely to take antidepressants among a community sample 
[16]. In line with this finding, having lower rates of public stigma is related to more 
positive attitudes about help-seeking [18]. When Latinx parents have concerns 
about mental health stigma, they are less likely to seek treatment for their children 
who suffer from anxiety [7]. Specifically, concerns that their child’s teacher will 
find out about their mental health treatment, that this knowledge would reflect 
poorly on them as parents, that the child would be teased, and that the parent would 
be embarrassed were all related to avoiding seeking treatment or delaying seeking 
treatment for their children [19]. Similar results are also found in college students. 
Mexican American college students with higher stigma concerning mental illness 
being incurable and beliefs that those with them were dangerous and untrustworthy 
were more like to have a preference for no treatment or for religious treatment as 
opposed to conventional treatment [20]. Further, among Latinx women with a his-
tory of eating disorders, having stigma about eating disorders was related to a lower 
likelihood of them seeking or participating in treatment [21]. Despite this collection 
of findings, it is important to note that mental health stigma does not always predict 
service use for those in the Latinx community. A meta-analysis, that included two 
studies, found that among Latino, Cuban, and Puerto Rican samples, mental health 
stigma was not related to help-seeking [22]. Further, Sánchez and colleagues’ [23] 
examination of a Puerto Rican, immigrant Latino, and Brazilian sample also found 
no relationship between stigma and help-seeking; however, it is important to note 
that their stigma measure focused on beliefs about whether people with mental ill-
ness are discriminated against. Despite these few findings that do not demonstrate a 
relationship, there is significant evidence to suggest that among Latinx communi-
ties, having mental health stigma reduces the likelihood that individuals are willing 
to seek mental health treatment.

�Factors that May Increase Mental Health Stigma

In order to challenge the impact of mental health stigma in the Latinx community, 
factors that potentially foster it must be examined (Table 3.4). Many mediators of 
the relationship between mental health stigma and treatment outcomes have been 
examined, but those that seem to have the most profound impact include past treat-
ment experiences, perceived racial discrimination, mental health knowledge, and 
cultural values.

Treatment can have a positive or negative impact on mental health stigma. Latinx 
clients, particularly immigrants, often have problems with dropping out of treat-
ment early or with receiving care that is of lower quality. When treatment experi-
ences are negative, such experiences are likely to increase mental health stigma and 
may in turn reduce further mental health service use [24]. However, when experi-
ences are positive, they may reduce mental health stigma. For example among 
depressed, Spanish speaking clients receiving supportive counseling in which they 
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Table 3.4  Factors related to higher mental health stigma

Construct Potential Impact Source
Acculturation No impact on mental health stigma Choi et al. 

(2019)
Higher levels of acculturation were related to fewer 
negative beliefs about mental illness and therapy

Rojas-Vilches 
et al. (2011)

Age Parents had greater social stigma concerning mental health 
and a greater belief that mental illness was incurable than 
their college-aged children

Rojas-Vilches 
et al. (2011)

College 
education

Those with more education had greater stigma concerning 
taking antidepressants and less desire for social distancing

Lopez et al. 
(2018)

Depression Higher rates of depression were related to higher rates of 
stigma

Collado et al. 
(2019)

Enculturation Those with higher enculturation had greater stigma Hirai et al. 
(2015)

Mental health 
knowledge

Those with greater mental health knowledge exhibited less 
mental health stigma, but more stigma about 
antidepressants

Lopez et al. 
(2018)

Social anxiety Having anxiety about interacting with someone with a 
mental health disorder was related to greater mental health 
stigma

DeFreitas et al. 
(2018)

Spanish media 
preference

Having a preference for Spanish media over English media 
was related to greater social distance preference

Dupont-Reyes 
et al. (2019)

were permitted to vent their concerns, mental health stigma decreased over time and 
more so than those in behavioral activation treatment [14]. The authors suggested 
that the venting process may be compatible with clients’ perceptions of what ther-
apy is and therefore reduce stigma. They suggest allowing clients to vent even 
within therapy formats that do not typically allow for that process. Positive therapy 
experiences reduce negative beliefs that individuals have about therapy, allowing 
them to reap the benefits of therapy.

When individuals have experiences with racism, these negative interactions can 
also impact their levels of mental health stigma. For example, among a diverse sam-
ple of college students, the more discrimination that they experienced, the more 
likely they were to anticipate greater perceived stigma concerning mental health 
help-seeking and in turn had greater self-stigma [5]. Quinn and colleagues [25] sug-
gest that when a person has experiences with racial discrimination, then this increases 
their belief in the likelihood that they would be discriminated against as a result of a 
concealed stigmatized identity such as having a mental illness or substance abuse 
problem. Further, racist stereotypes such as Latinx individuals being prone to drug 
abuse, may be related to increased stigma for psychotropic medications such as anti-
depressants when compared to psychotherapy [26]. Beliefs that antidepressants are 
addictive [27] create hesitancy in the Latinx community in which they do not want to 
associate with drugs, even medications to treat mental illness. Experience with rac-
ism may foster greater stigma towards medication to treat mental illness and make 
individuals more likely to expect discrimination due to having a mental illness.

Another factor that impacts mental health stigma is knowledge about mental 
health or mental health literacy. For example, some Latinx immigrants harbor 
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stigma beliefs about depression because they believe that it is caused by evil forces 
and sinfulness [28]. A similar conclusion was found from a study among Mexican 
American college women who were more likely to harbor self-stigma beliefs if they 
believed that the causes of mental illness were spiritual in nature (i.e., punishment 
for sins) [29]. When individuals have better understanding about the biological eti-
ology of mental health disorders, they have fewer stigma views [30]. Knowledge 
may also be important because increasing knowledge is likely to reduce the level of 
anxiety someone has about interacting with someone with a disorder as they will 
have a better understanding of what to expect. Having less anxiety about social 
interactions with mentally ill individuals is related to less mental health stigma [11]. 
With psychoeducation about how mental illnesses present and treatment options, 
mental health literacy can be increased and stigma, in turn, reduced.

One of the most important factors that one must consider when examining men-
tal health stigma in the Latinx community is the influence of cultural values and 
norms. One compelling study found that a preference for consuming media in 
Spanish versus English is related to higher levels of mental health stigma among 
youth [31]. The assumption is that Spanish media (film, television, radio, or music) 
is less likely to include anti-stigma messages and information about mental health 
help-seeking, perhaps as a result of cultural beliefs. Further evidence that connects 
Latinx culture to stigma was found in a study of Mexican American college students 
in which those with greater enculturation—connection to Mexican culture as 
opposed to mainstream American culture—was related to higher levels of mental 
health stigma as well as a greater preference for no treatment or religious treatment 
as opposed to conventional treatment [20]. One’s level of acculturation may also 
impact mental health stigma, but research has been mixed. Studies of Mexican 
American female college students found no relationship between acculturation and 
mental health stigma [29] while acculturation was related to less stigma about men-
tal illness and treatment among Latinx college students and their parents [17]. 
Overall, these examinations of connection to Latinx culture in general suggest that 
there may be some aspects of the culture that foster mental health stigma.

Considerations of more specific aspects of Latinx culture also demonstrate a 
connection to mental health stigma. Family or courtesy stigma refers to the belief 
that family and friends may experience discrimination as a result of their relation-
ship to a person with a mental illness [3]. Though not examined well, family stigma 
is likely important for Latinos due to familismo beliefs. Familismo refers to the high 
value in family connection within many Latinx groups. Family members may be 
blamed for their kin’s mental illness or others might perceive that they could be 
“infected” by it. Because of stigma beliefs, despite their strong connection to fam-
ily, many members of the Latinx community are hesitant to share their mental health 
concerns with their family members. Among Latinx at risk for depression, greater 
perceived stigma was related to less likelihood that they would disclose their depres-
sion diagnosis to family or friends [16]. Research has also connected familismo to 
treatment use finding that those with high familismo behaviors were more likely to 
utilize informal or religious mental health treatment than medical or specialty psy-
chological interventions [32]. These findings indicate that valuing family may 
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complicate the treatment process of members of Latinx communities because of 
stigma beliefs.

The hesitancy to disclose mental health problems to others is likely due to the 
judgement that individuals anticipate from sharing that they are having mental 
health difficulties. This may be particularly problematic among Latinx youth who 
report greater desire for social distance from those who have mental health prob-
lems than European American youth [10]. Latinx adolescents, particularly males 
and those with higher rates of public stigma, likely expect that disclosure will result 
in social isolation. When such isolation includes the family, this may worsen mental 
health outcomes, so many choose to remain silent.

Other Latinx cultural ideas such as machismo and marianismo may also impact 
mental health stigma. Marianismo suggests that Latinx women should be dignified 
and always self-sacrifice even during suffering while machismo values state that 
Latinx men should be strong and the protectors of their families. These cultural 
beliefs may influence mental health stigma because having a mental illness would 
be seen as a sign of being weak (débil) as it goes against these cultural views. 
Further some members of the Latinx community feel as if they are not worthy of 
respect if they must seek treatment [33]. The belief that one is not fulfilling cultural 
norms and expectations if they seek treatment can have a profound impact on one’s 
judgement of mental health and treatment. These beliefs can influence feelings of 
self-worth making denial that one has a problem and avoidance of treatment a likely 
outcome.

�Interventions to Reduce Mental Health Stigma

Due to the profound impact that mental health stigma can have on the lives of those 
with mental illness, various intervention programs have been developed to reduce 
such beliefs. Unfortunately, many of these programs fail to consider culture or even 
include Latinx participants [34]. Contact programs are interventions in which indi-
viduals are exposed to people who have mental health disorders. These interven-
tions can be done in person, using video, or online, but in vivo approaches have a 
more significant impact on reducing mental health stigma [3]. Among adults, con-
tact programs typically lead to reductions in mental health stigma and the willing-
ness to seek treatment in turn [34]. However, among adolescents, such programs do 
not have this effect. One study of adolescents in which 40% of the sample was 
Latinx found that contact with college students who had a history of bipolar disor-
der did not result in reductions of mental health stigma [35]. This was similar to 
Corrigan and colleagues’ [34] finding from their meta-analysis that contact inter-
ventions are ineffective with adolescent populations. Contact programs may reduce 
mental health stigma among Latinx adults, but are likely not useful for adolescents; 
however, little has been done to examine whether culture is an important consider-
ation for such interventions.

One culturally adapted intervention method that has been used to reduce mental 
health stigma among Latinxs is the use of an educational fotonovela. A fotonovela 
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is an entertainment-education strategy that uses a popular media form to increase 
knowledge, shift social norms, and induce individuals to engage in socially respon-
sible action. Typically they include cultural norms, popular images, simple lan-
guage, and colorful, entertaining drawings that are designed to be engaging. Ideally 
the characters are perceived as similar to the reader, likeable and real. One such tool 
is “Secret Feelings.” Cabassa and colleagues [36] developed this depression focused 
fotonovela with input from primarily Mexican and Central American individuals. It 
was designed to help readers know that depression is a common disorder that, 
though it is serious, can be treated. “Secret Feelings” challenges common misper-
ceptions about the addictiveness of depression medications and that depression is 
related to weakness, as well as encourages speaking to a doctor about symptoms.

“Secret Feelings” has been used to reduce mental health stigma in a variety of 
Latinx samples (Table 3.5). A randomized clinical trial using a convenience sample 
of adult night school students found that the use of the fotonovela did not reduce 
desires for social distancing or perceptions of dangerous more than the control group, 
though it did result in greater knowledge about depression treatment [37]. The 
authors did note that overall the sample had very low social distancing scores and this 
floor effect could account for the lack of findings. Another study demonstrated that 
“Secret Feelings” can reduce social distancing desires from pre- to post-test among 
a mostly Spanish speaking sample of Latinx women with depression [38]. Among a 
sample of immigrant Latinx women, those who read “Secret Feelings” had greater 
decreases in antidepressant stigma, but no change in general mental health stigma 
when compared to a control group [39]. Their exposure to the fotonovela also 
increased their depression knowledge and intent to seek treatment. One important 
aspect of the fotonovela is that it is designed to be shared with family and friends as 
it is entertaining and generates conversation. Among Latinx participants from a com-
munity adult school, 55% of those who received the fotonovela reported passing it on 
to someone else compared to 36% of those who were given a depression pamphlet 
[40]. This finding suggests that the fotonovela may be a good tool to spread 

Table 3.5  Summary of fotonovela, “Secret Feelings,” and mental health stigma studies

Study Sample Outcomes
Hernandez 
et al. (2013)

142 immigrant women, 
primarily from Mexico

Fotonovela group had greater decreases in 
antidepressant stigma but not change in stigma about 
mental health treatment generally than control group

Unger et al. 
(2013)

157 adults in a 
community ESL school

Exposure to the fotonovela was related to greater 
reduction in antidepressant stigma and mental health 
stigma when compared with those given a depression 
pamphlet

Cabassa et al. 
(2015)

132 adult night school 
participants, primarily 
Mexican

Fotonovela group did not differ from depression 
brochure group on social distance or perceptions of 
dangerousness

Sanchez 
et al. (2019)

305 primarily Spanish 
speaking and female 
Latinx with depression

Exposure to the fotonovela was related to less desire 
for social distance from those with mental illness and 
less stigma about general mental health care, but 
increases in antidepressant stigma
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information about mental illness throughout the Latinx community. Overall, “Secret 
Feelings” appears to be a culturally appropriate tool for some Latinx individuals and 
is a good resource for primary care and mental health care providers.

�Ways to Address Mental Health Stigma in Treatment

Mental health care providers should strive to assess stigma beliefs and address them 
within the therapy process (Table 3.6). Basic tasks such as psychoeducation and 
focusing on building rapport that are typical to the therapy process are critical to 

Table 3.6  Mental health practitioner strategies to address stigma concerns

Specific Latinx 
Population Strategy to address mental health stigma
General Assess stigma at intake and discuss stigma concerns during the first 

session
Explore possible mistrust in the therapy relationship and address any 
concerns
Avoid a color-blind mentality and address issues of ethnicity and 
race, particularly if the provider is not ethnically matched with the 
client
Allow clients time in therapy to vent their frustrations

Depressed clients Because of high levels of antidepressant stigma, assess stigma beliefs 
in this area. Reserve discussions of antidepressants until rapport has 
been built and only for those with severe depression.

Familismo believers Inclusion of family in the therapy process for psychoeducation and to 
build a support network for the client.

K-12 Treatment in the schools should be conducted in a discreet manner in 
order to address stigma concerns including making sure that the 
location of treatment support confidentiality

LGBTQ+ Consider how the additional stigma due to sexual orientation may 
result in a more complicated intersectional stigma

Mothers Consider that mothers may be experiencing additional stigma if they 
are having difficulty caring for their children which should be 
addressed in therapy.

Parents with children 
with mental health 
needs

Address concerns that parents may have, including the feeling that 
their child’s mental health problems reflect their poor parenting

Psychotic Recognize that they may have particularly strong feelings of 
self-stigma that impact their relationships with family and friends 
that need to addressed

Religious Collaborate with trusted religious healer in the community to 
incorporate religious values into the therapy practice

Spanish speaking 
preference

Survey all clients’ language preference and discuss what it means if 
it cannot be fulfilled. Provide options for referral if necessary.
Distribute mental health information in Spanish, perhaps using a 
culturally appropriate tool such as a fotonovela

Undocumented Consider the additional stress concerning their immigration status, 
potential trauma from crossing, work conditions, and how they can 
potentially impact mental health stigma
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reducing mental health stigma in current patients; however, it is critical to assess the 
individual needs of each client and consider culture when treating Latinx clients.

�Increasing the Number of Culturally Matched Providers

Though Latinx Americans account for almost 20% of the population in the United 
States, only 4% of the mental health psychologists are Latinx [41]. A greater num-
ber of Latinx mental health providers are needed to assist in the struggle to reduce 
mental health stigma and provide effective therapy in the Latinx community. Latinx 
mental health providers typically have the cultural knowledge to develop treatments 
and interventions that can address stigma concerns and reduce mental illness symp-
toms. However, this does not mean that members of other ethnic groups cannot 
provide effective treatment to Latinx individuals. With cultural competence, appro-
priate and efficacious treatment can be produced.

Mental health practitioners have a responsibility to address issues of culture in 
the therapy process. Principle E of the APA Ethics code states that psychologists 
must consider and respect cultural differences [42]. There are a variety of cultural 
factors that should be considered when treating members of the Latinx community 
including personalismo. The cultural value of personalismo—valuing warm and 
emotional connections—suggests that the relationship between the client and the 
mental health provider may be even more important than the provider’s expertise. 
Building a strong, trusting relationship should be the first priority of the therapist.

A key idea noted by Abdullah and Brown [33] is that interventions should not be 
designed to change cultural values, but instead to emphasize values that support less 
stigma or shifting the client’s views of mental illness or treatment so that it fits better 
with their cultural values. For example, instead of trying to change machismo val-
ues, demonstrate how engaging in therapy will allow a severely depressed father to 
be the protector that he desires because he will be mentally well and better able to 
fulfill those duties. Culturally competent mental health providers would be able to 
assess the cultural value of caballerismo—a positive male image that focuses on the 
man as the nurturing provider that defends the weak, is chivalrous and respects oth-
ers—and utilize it to encourage fathers to seek treatment for their mental health 
issues so that they can continue to provide for their families instead of trying to stifle 
machismo beliefs. Therapists must be adept enough to demonstrate that they respect 
their client’s cultural beliefs while getting them to consider other values that might 
be more supportive of good mental health.

�Increasing Mental Health Knowledge

Most mental health providers, without hesitation, would suggest that increasing 
mental health knowledge is a clear way to reduce stigma. Research demonstrates 
that when people learn about the biological etiology of psychological disorders, this 
tends to result in reduced stigma for them [3]. Yet, this may be more complicated for 
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Latinx community members. Lopez and colleagues [43] found that among college 
students though greater depression knowledge was related to lower levels of stigma 
about mental health and reduced desire for social distance from someone with a 
disorder, it was also related to greater stigma about antidepressant medications. A 
similar finding was attained among a Latinx sample of depression clients in which 
their stigma for antidepressants increased with knowledge, purportedly as a result of 
learning about side effects [23]. Because of the strong cultural view that antidepres-
sants are addictive, which may be increased with knowledge about side effects, this 
may be an area in which mental health providers must be very cautious when pro-
viding education. Antidepressants may be a last resort reserved only for those with 
severe depression and discussions of them must be handled carefully. However, in 
general, increasing knowledge about mental health can lead to reduced stigma with 
Latinx clients; therefore, psychoeducation should be a key aspect of all treatment.

�Inclusion of Family in Treatment

Due to cultural values such as familismo and the interdependent nature of many in 
the Latinx community, support from family and friends may be a critical aspect of 
the treatment process for those with mental health stigma. Latinxs are more likely 
to disclose their mental health problems to family than friends [44], therefore the 
inclusion of family in the therapy process may be even more critical than including 
friends. Despite the likely cultural appropriateness of including family, this can be 
complicated due to stigma. A group of predominantly Puerto Ricans who utilized 
mental health treatment wanted their family members to participate in a psychoedu-
cation program, but were fearful that they would not participate due to stigma [30]. 
But the inclusion of family in treatment or anti-stigma interventions programs could 
allow for conversations about mental illness which could lead to more positive fam-
ily interactions. Psychoeducation or interventions may be an important first step 
before including family in the therapy process. Latinx clients will likely suffer addi-
tional distress if they feel they must hide their therapy from family members. It is 
critical that clinicians assist clients in navigating the process of disclosing their 
mental health treatment and inviting their family to join in their process.

�Conclusion

There is much diversity within the American Latinx population that includes English 
language fluency, nationality, immigration status, acculturation, experiences with 
discrimination, and socioeconomic status among others. These factors must be con-
sidered by practitioners as they consider mental health stigma. There is no one size 
fits all approach. There is still much that we do not know about mental health stigma 
in the Latinx community, therefore researchers should strive to fill these gaps. 
Concerns that still need to be addressed more fully include a better understanding of 
heterogeneity among Latinxs, closer examination of the role of cultural values in 
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understanding mental health stigma, issues within the measurement of mental health 
stigma, and examination of outcomes and concerns for disorders other than depres-
sion. Better knowledge about mental health stigma will assist mental health provid-
ers in offering more efficacious treatment to members of the Latinx community.
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4Psychotic Disorders in Hispanics

Tatiana Falcone, Ruby Castilla-Puentes, and Alireza Minagar

�Introduction

Psychotic disorders constitute a wide gamut of medical diseases (e.g., psychiatric, 
neurologic), which share certain clinical manifestations such as hallucination, delu-
sions, and significant decline in the patient’s intellectual and professional abilities 
and achievements. These illnesses present with different epidemiology, and under-
lying pathophysiology, and their diagnosis and treatment depend on the underlying 
cause. As of 2019, approximately 55 million Hispanics live in the USA, which 
roughly constitutes 18.5% of the population [1]. The three largest Latino groups in 
the USA include Mexicans, Cubans, and Dominicans [2]. Psychotic disorders have 
been partially studied across different racial and ethnic groups with efforts to define 
the variability of frequency of occurrence of certain clinical manifestations among 
these patients. With the growing trend of the Hispanic population in the USA, clini-
cians should learn about the presentations and therapy of this subpopulation. The 
present chapter discusses psychotic disorders and explores their occurrence and 
unique clinical features focus in Hispanic American patients. It is also noteworthy 
that, in this chapter, the terms “Hispanic,” “Latino,” and “Hispanic American” are 
used interchangeably to describe the Hispanic population.
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�Schizophrenia

Schizophrenia, as a heterogeneous clinical syndrome, constitutes one of the most 
serious psychiatric illnesses. The assemblage of manifestations of schizophrenia is 
classified in three areas of positive, negative symptoms and cognitive impairment. 
Diagnosis of schizophrenia rests on a comprehensive interview and assessment of 
the patient and utilization of DSM-5 diagnostic criteria. Schizophrenia occurs glob-
ally with a prevalence of approximately 1% and an incidence of 1.5 per 10,000 
individuals and is usually diagnosed in the late teen years to the early part of the 
third decade of life [3]. It tends to present earlier in males (modal age 18–25) than 
females (modal age 25–35 with a second peak around the menopause) and interest-
ingly subtle alterations of cognition and impairment of social functions and rela-
tionship may manifest, even year, prior to psychiatric diagnosis is made. Almost 
half of the schizophrenia patients suffer from concurrent mental and/or behavioral 
abnormalities [4]. Hereditability and family history of schizophrenia is a significant 
risk factor, while the role of other factors such as season and birthplace, socioeco-
nomic status, and maternal infections remain hypothetical. Epidemiologic assess-
ments of patients with schizophrenia and bipolar disorder with psychotic features 
demonstrate 50% concordance of certain genetic loci between identical twins as 
well as among parents and siblings [5].

Pathophysiology of schizophrenia includes dysregulation and potential dysfunc-
tion of neuroanatomic pathways involving dopaminergic system, GABAergic, and 
hypofunction of the N-methyl-d-aspartate receptor [6]. In addition, functional 
abnormalities of the dorsolateral prefrontal cortex circuit have been implicated in 
the development of schizophrenia. One recent study revealed that enhanced expres-
sion of schizophrenia-associated gene C4 is associated with hypoconnectivity of the 
prefrontal cortex and decreased social interaction [7].

Schizophrenic patients commonly reveal affective symptoms as decreased emo-
tional responsiveness (sometimes called anhedonia) or overly active and improper 
emotions such as excessive rage, delightedness, and anxiety. Patients with flat or 
blunted affect may suffer from antipsychotic-associated parkinsonism, profound 
depression, or it may be due to underlying illness. Additionally, patients report feel-
ings of omnipotence, perplexity, a feeling of seclusion, and being ambivalent.

Catatonic patients demonstrate muteness, negativism, and automatic conformity. 
Waxy flexibility, as a form of mannerism, is uncommonly seen in patients with 
schizophrenia.

As a disease, schizophrenia involves and distorts the process or the content of the 
patient’s thoughts and the clinician can detect thought disorder during the psychiat-
ric interview. Patients with schizophrenia and thought abnormality may show tan-
gential thinking, neologisms, echolalia, word salad, mutism, and circumstantiality. 
Delusions, a cardinal feature of schizophrenia and as a sign of disorder of thought 
content, vary and may present as delusions of control, grandiosity, guilt, reference, 
persecution, thought insertion, withdrawal, or broadcasting, and somatic form. 
Another frequently encountered thought problem is hallucinations. Schizophrenic 
patients commonly suffer from hallucinations and the most common one is audi-
tory, when the patient may hear threatening, obscene, critical, or offensive voices. 
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Some patients report two dissimilar voices conversing among themselves or a single 
voice commenting on the patient’s behavior [8]. Visual hallucination is the next 
common form. Tactile, olfactory, or gustatory ones are less frequent, and once pres-
ent, the possibilities of an underlying medical or neurologic illness should be enter-
tained [9].

Patients with schizophrenia are usually fully oriented during the interview; how-
ever, many suffer from cognitive decline. While memory remains relatively intact, 
further probing reveals subtle cognitive impairment with a decline in domains of 
working memory, executive function, attention, and episodic memory. In general, 
cognitive decline in schizophrenia is not progressive.

In most cases, schizophrenic patients demonstrate poor insight into the nature 
and depth of their illness, which is further complicated by poor compliance with 
treatment. The treating physician should particularly assess the patient for his or her 
understanding of the diagnosis and reliability and compliance with treatment meth-
ods. Schizophrenia patients should be assessed for safety concerns regarding sui-
cide and homicide.

The criteria of DSM-5 are used for the diagnosis of schizophrenia. Briefly, diag-
nosis of schizophrenia requires that the patient shows any two or more of the psy-
chotic symptoms (delusions, hallucinations, disorganized speech, grossly 
disorganized or catatonic behavior, negative symptoms) for at least 6 months (except 
if the patient has been treated). Each of these symptoms which include delusions, 
hallucinations, and disorganized speech should be present for a 1-month period (for 
ICD-10) and 6 months (for DSM-5). The presence of delusion or hallucination is 
not necessarily required for a diagnosis of schizophrenia. In addition, in all patients 
suspected of having schizophrenia, schizoaffective disorder and bipolar disorder 
with psychotic features should be excluded. Substance use disorder, use of certain 
medications which cause psychosis, and underlying medical diseases should be 
excluded. When evaluating patients with catatonia, clinicians should look carefully 
for a past history of manic or depressive episodes and for a family history of mood 
disorders. Manic symptoms in persons from minority groups (particularly blacks 
and Hispanics) are often misdiagnosed as schizophrenic symptoms [10].

Neuropsychological assessment is not required for the formation of a diagnosis, 
though it can reveal the cognitive decline and assist in targeted cognitive treatment.

�Differential Diagnosis of Schizophrenia

A wide spectrum of medical and psychiatric conditions come in the differential 
diagnosis of schizophrenia. These include the central nervous system (CNS) tumors 
and trauma, ischemic stroke, CNS metal toxicity, epilepsy, viral encephalitis, AIDS, 
neurosyphilis, Huntington’s disease, Lyme disease, acute intermittent porphyria, 
metachromatic leukodystrophy, and neuropsychiatric syndrome of systemic lupus 
erythematosus. Major psychiatric disorders coming to the differential diagnosis of 
schizophrenia consist of autism spectrum disorder, brief psychotic disorder, schizo-
phreniform disorder, mood disorders with psychotic features, schizoaffective disor-
der, drug-associated psychosis, and delusional disorder.

4  Psychotic Disorders in Hispanics
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�Schizophreniform Disorder

Schizophreniform disorder recognized as a psychotic disorder while the psychotic 
symptoms (delusions and hallucinations), with or without the presence of the nega-
tive symptoms, last more than one month and less than 6 months and this is fol-
lowed by recovery.

�Schizoaffective Disorder

Schizoaffective disorder, with a lifetime prevalence of less than 1%, is charac-
terized by the development of prominent mood symptoms such as depression or 
mania during the course of chronic psychotic disorder. Schizoaffective disorder 
probably is a heterogeneous disorder with multiple underlying etiologies. The 
course and outcome of the schizoaffective disorder varies depending on whether 
it clinically presents with episodes of bipolar cycling or the presence of bouts of 
depression without manic episodes. Women are more frequently affected 
than men.

Diagnosis of schizoaffective disorder needs that a continuous period of illness (at 
least 6 months) with major mood episodes (manic or depressive attack) should hap-
pen simultaneously with core psychotic symptoms (criterion A of schizophrenia) 
and last for most of the entire course of psychotic periods. When the abnormal 
mood is absent, then delusions or hallucinations should be present for at least two 
weeks. The clinical symptoms of major mood disorder are present for most of the 
entire length of the active and residual segments of the illness. No better diagnoses 
or explanation for the clinical disorder can be identified. Patients with schizoaffec-
tive disorder possess a 5% risk of suicide and the existence of depression enhances 
this risk. In addition, this disorder can significantly impair the social, occupational, 
and academic functions of the patient.

Both schizophreniform disorder and schizoaffective disorders are among the dif-
ferential diagnoses of schizophrenia.

�Mood Disorders

Patients with bipolar disorder and those with major depressive episodes may mani-
fest delusions and hallucinations. Patients suffering from psychotic depression 
demonstrate delusions that are consistent with their depressed mood such as guilt, 
warranted punishment, and self-criticizing. Patients with mood disorders with psy-
chotic features do reveal a decline in self-care, isolation, and loss of ability to func-
tion in society. The opposite scenario also exists and manic patients frequently 
reveal delusions and hallucinations. Interestingly, delusions in manic patients are 
congruent with their underlying mood disorder and suffer from grandiosity and 
flight of ideas. Detailed psychiatric assessment assists the clinician to differentiate 
these mood disorders from schizophrenia.
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�Psychosis as a Manifestation of Medical Illness

It is well recognized that patients with medical conditions manifest with psychiatric 
symptoms such as psychosis, agitation, alterations of personality, mania, and cognitive 
decline. Patients with neurologic diseases, infectious illnesses, endocrine diseases, 
malignancies, and metabolic conditions present with psychosis. The encephalitis due to 
anti-NMDA receptor autoantibodies, which is an example of an autoimmune neurologic 
disorder with psychiatric presentations present with delusions, hallucination, or mania.

�Neurologic Diseases

Patients with stroke, multiple sclerosis, and epilepsy can show psychiatric manifes-
tations. Both ischemic and hemorrhagic strokes present with a wide range of psy-
chiatric symptoms including psychosis, cognitive impairment, and mood changes.

Both ischemic and hemorrhagic strokes happen with greater frequency in 
Hispanics than non-Hispanics. Ischemic strokes produce a range of neuropsychiat-
ric manifestations and disorders including delusional disorder, schizophrenic-like 
psychosis, mood disorder with psychotic features and hallucinations. Stroke lesions 
which involve certain neuroanatomic regions such as the right hemisphere (particu-
larly frontal, temporal, and parietal areas) and the right caudate nucleus produce 
neuropsychiatric syndromes and their presence may be associated with a less favor-
able prognosis. Patients with post-stroke psychosis may or may not respond to ther-
apy with antipsychotics (Stangeland JNNP).

Patients suffering of epilepsy may present with psychosis, particularly during 
post-ictal and interictal periods. Patients with complex partial seizures, particularly 
cases where the seizures involve the temporal lobes, present with psychotic epi-
sodes, which may resemble schizophrenia. Certain features such as the early onset 
of epileptic fits, lesions located in the medial temporal lobe, and the presence of 
seizure on the left side are accompanied by the manifestation of psychosis [11]. 
Uncommonly, schizophrenia patients may have concurrent complex partial epi-
lepsy. Antiepileptics may be associated with psychiatric features.

Multiple sclerosis (MS), an immune-mediated demyelinating and neurodegen-
erative disease of the human central nervous system, presents with a spectrum of 
neuropsychiatric syndromes, which include cognitive impairment and memory loss, 
dementia, depression, mania, delusion, and hallucination. In addition, some of the 
medications such as corticosteroids and beta-interferons which are used for the 
treatment of MS patients possess their own psychiatric side effects including manic 
behavior and depression, respectively [12].

�Infectious Illnesses

Both systemic and central nervous system infections present with psychiatric pre-
sentations. Patients with untreated syphilis may present with psychiatric manifesta-
tions such as cognitive decline, personality disorders, delirium confusion, paranoia, 
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hallucinations, mood alterations including mania ([13], J neuropsychiatry Clin 
Neuroscin).

Patient with AIDS demonstrates various psychiatric symptoms and syndrome 
which stem from the direct impact underlying HIV infection or other variables such 
as pre-existing psychiatric disorders, substance use disorder, opportunistic infec-
tion, or even adverse effects of medical therapies. Major behavioral and psychiatric 
disorders among these patients include mania, depression, anxiety, delusion, hallu-
cination, and apathy.

Patients with herpes simplex virus present with agitation, bizarre behavior, and psy-
chosis. Herpetic encephalitis affects the temporoparietal regions of the human brain 
and patients develop focal or generalized seizures, olfactory hallucinations, personality 
changes, psychosis, and dysphasia or aphasia. Rarely, patients with herpes simplex 
encephalitis develop Kluver-Bucy syndrome with bilateral involvement of the tempo-
ral lobes and demonstrate hypersexuality, hyperorality, irritability, and psychosis.

Prion diseases, particularly Creutzfeldt–Jakob disease, are uncommon lethal 
neurodegenerative pathologies of the human brain and clinically present with rap-
idly progressive dementia, alterations of personality, obsessive-compulsive symp-
toms, hallucinations, and psychosis. Variant CJD with a slower course of 
deterioration presents with CJD may be familial, sporadic, or acquired [14].

Systemic lupus erythematosus (SLE), an immune-mediated vasculitis, presents 
with neuropsychiatric disorders which consist of cognitive impairment, anxiety and 
mania, and depression. Patients may also develop corticosteroid-induced psychosis.

�Endocrine and Metabolic Diseases

Vitamin B1 and B12 deficiencies manifest with a wide gamut of psychiatric manifesta-
tions such as dementia, psychosis, mania, and mood alterations. Vitamin B1 (thiamine) 
deficiency, common among alcoholics and patients with malnutrition or malabsorp-
tion, presents with a Wernicke-Korsakoff syndrome, which clinically manifests with 
ataxia, nystagmus, intranuclear ophthalmoplegia, psychosis, confusion, and agitation.

�Malignancies

Patients with the central nervous system (both primary and metastatic) and systemic 
cancers present with psychiatric symptoms including psychosis, mania, depression, 
cognitive decline and dementia, mood disorders, and personality changes.

Paraneoplastic syndromes indicate how the neoplasms outside the central ner-
vous system can affect its activities without direct invasion or metastasizing. 
Paraneoplastic syndrome is frequently associated with lung, breast, and ovarian 
malignancies. A common syndrome is limbic encephalitis which presents with 
short-term amnesia, sleep disturbances, delusions, hallucinations, seizures, and 
psychosis.
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�Drug-Induced Psychosis

Both use and withdrawal from certain medications and illegal substances may be 
associated with psychosis. Some of these medications include sedative-hypnotics, 
alcohol, and anxiolytics.

Patients withdrawing from alcohol, benzodiazepines, and barbiturates may man-
ifest psychosis, delirium, seizures, hypertension, and agitation.

In patients with drug-induced psychosis, the treating physician should seek for 
signs and symptoms of acute intoxication or chronic utilization and the psychotic 
features should resolute with abstinence. Part of the assessment of psychiatric 
patients should include blood and urine toxicology screening to exclude drug use 
and drug-induced psychosis. The list of medications and substances which are asso-
ciated with the generation of psychosis is extensive and the most significant ones 
consist of antidepressants, anticholinergics, dopamine agonists (such as pramipex-
ole and L-dopa), hallucinogens (such as phencyclidine, cannabis, mescaline, and 
LSD), histamine-2 antagonists, psychostimulants (such as cocaine and amphet-
amine), and sympathomimetics.

Cannabis, as the most frequently used illegal substance in many countries, gener-
ates temporary and usually mild psychotic and affective experiences in healthy 
users. Once an individual smokes marijuana, euphoria develops within minutes, 
peaks in almost 30 minutes and such effect lasts 2 to 4 hours. Cannabis use and can-
nabis intoxication are associated with psychosis (cannabis-induced psychosis), 
which come in the differential diagnosis of schizophrenia [15]. In addition, many 
schizophrenias use cannabis. There is not much data about the use of cannabis 
across various ethnic groups. Based on the existing data on Hispanic Americans, in 
2018, 8.6 million Hispanic adults had a mental and/or substance use disorder. 
According to American Addiction Centers, 7.1% of Hispanic Americans suffer 
from a substance use disorder, compared to 7.4% rate of substance use disorder in 
the general population. Approximately, one-third of Americans meet the diagnostic 
criteria for alcohol use disorder on a lifetime basis [16].

Amphetamines such as methamphetamine and 3,4 methylenedioxymethamphet-
amine (MDMA) belong to a group of chemical compounds known as phenethyl-
amine and exert catecholaminergic effects on the CNS and peripheral circulation. 
While amphetamines are clinically used for treatment of certain medical conditions 
such as narcolepsy and attention-deficit disorder with hyperactivity, they are also 
used recreationally. The use of amphetamines can be associated with acute psycho-
sis with visual hallucination, persecutory delusions, and the clinical presentation 
simulates schizophrenia [17].

Certain medications such as anabolic-androgenic steroids, estrogens, and corti-
costeroids can induce euphoria, hyperactive behavior, alterations of mood, violence, 
and hallucinations. Patients under the effect of these medications may develop psy-
chosis and even attempt suicide [18].

Inhalants (such as gasoline, toluene, and spray paint) are a group of substances 
that can cause delirium and disturbing behavior. They can also cause psychosis and 
the patient shows paranoid behavior, anxiety, and agitation [19].
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�Brief Psychotic Disorder

As a disorder on the list of differential diagnoses of schizophrenia, the brief psy-
chotic disorder usually presents with an acute demonstration of psychotic symp-
toms, particularly following a social or psychological stressor associated with fair 
premorbid functioning. Recently, a brief psychotic disorder associated with 
COVID-19 infection has been reported [20]. It is expected that brief psychotic dis-
order resolves swiftly and totally in response to treatment with antipsychotics. The 
social stressors and precipitating factors should be identified and eliminated. In 
most cases, inpatient treatment is indicated followed by psychopharmacologic ther-
apy. Antipsychotics and sedatives are utilized to relieve the acute symptoms and 
improve the patient’s rest and sleep.

�Treatment of Psychotic Disorders

Treatment of patients consists of three main objectives: symptomatic treatment, 
maintenance and promotion of general health and sense of well-being, and reducing 
the debilitating psychosocial impairments. Antipsychotic medications are utilized 
to manage the clinical features and circumvent relapses. These medications, in 
many cases, effectively control disease manifestations and decrease relapses. 
Antipsychotics are categorized as first generation versus the second generation. 
Chlorpromazine and fluphenazine represent the first generation while aripiprazole 
and asenapine are examples of the second generation of antipsychotics. Tables 4.1 
and 4.2. contain the list, dosage, and side effects, and other issues regarding utiliz-
ing these medications. Both first and second generation of antipsychotic medica-
tions possess unique side effects and complications. Briefly, neurologic adverse 
effects of antipsychotics consist of acute dystonia, akathisia, parkinsonian syn-
drome, neuroleptic malignant syndrome, tardive dyskinesia, and peri-oral tremor. 
These issues are further expanded in Table 4.1.

Indications for hospitalizations include acute exacerbations (e.g. when psychot-
ics symptoms are severe and cause distress), the presence of disturbing behaviors, 
the risk of suicide, and when the patient demonstrates aggressive violent behavior.

Uncommonly, electroconvulsive therapy (ECT) is employed for the treatment of 
schizophrenic patients with severe unrelenting symptoms of catatonia, and insuffi-
cient response to pharmacotherapy.

Psychological evaluation and rehabilitative therapy include cognitive and behav-
ioral therapy, psychoeducation, cognitive remediation, and providing supportive 
and motivational interventions for the patients and their families. Once the acute 
psychosis is stable and the patient is no longer violent and does not present to self 
or others, psychological therapy with emphasis on social skills training initiates. 
Psychological training and education of the family member is another approach to 
empower family members in support of the patient. Cognitive rehabilitation may be 
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Table 4.1  List of FDA-approved first-generation antipsychotics

Medication name
First-generation 
antipsychotic Dosage Comments

In all patients before initiating treatment with antipsychotics, 
treating physician should establish baseline ECG, serum 
glucose and lipid profile and then at month 3 and then 
annually unless otherwise needed

Chlorpromazine 300–
1000 mg

Droperidol
Fluphenazine 5–20 mg
Haloperidol 5–20 mg
Loxapine 60–

100 mg
Perphenazine 16–64 mg
Pimozide 2–4 mg
Thiothixene 20–30 mg
Trifluoperazine 15–50 mg
Thioridazine 200–

800 mg

Note: Antipsychotics are approved by the FDA for a number of indications which consist of 
schizophrenia, bipolar affective disorder, major depressive disorder, agitation accompanied with 
schizophrenia and bipolar mania, autism, Tourette’s syndrome, and psychosis
Doses cited are the maintenance dosages

Table 4.2.  List of FDA-approved second-generation antipsychotics

Medication name
Second-generation 
antipsychotic Dosage Comments
Aripiprazole 10–30 mg Start the antipsychotic at lowest dose

Be on alert for extrapyramidal syndrome (more common 
with first-generation antipsychotics)
Endocrine adverse effects including hyperprolactinemia
Weight gain, abnormalities of serum glucose and lipid 
profile
Once the patient on antipsychotic for 2 weeks or more, 
assess the efficacy

Asenapine 5–10 mg
Clozapine 250–

450 mg
Iloperidone 6–12 mg
Olanzapine 10–20 mg
Quetiapine 400–

800 mg
Paliperidone 3–12 mg
Risperidone 2–6 mg
Ziprasidone 80–

160 mg

beneficial for the resolution of psychotic features and help psychotic patients, such 
as those with schizophrenia, to restructure their beliefs and decrease stress due to 
hallucinations and delusions [21].

Usually, patients benefit from taking healthy diets and regular exercise. Patients 
with schizophrenia tend to be more obese and carry a higher risk of diabetes melli-
tus type-II compared to the general population. Elevated risks of diabetes mellitus, 
obesity, smoking, and other substance use disorders increase the risk of cardiovas-
cular morbidity and mortality.
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Prognosis of schizophrenia is complicated and assists treating physicians in the 
treatment process. Patients with schizophrenia present with an elevated risk of sub-
stance abuse, which in turn is associated with more often inpatient admissions, first 
hospitalization at a younger age, and more compromised individual and family 
impairment. Firmer commitment to the delusions and more compromised executive 
function increases the chance of rehospitalization and more need for the outpatient 
clinics [22]. Severe psychotic features are associated with more aggression and 
divorce is more common in schizophrenia. Patients with schizophrenia have a 
higher rate of accelerated cardiac disease, which is partly due to an elevated risk of 
cigarette smoking in this population. Schizophrenia patients have a 10% lifetime 
risk of suicide and certain issues such as drug abuse, profound depression, earlier 
suicide attempts, poor compliance with treatment, and restless behavior elevate the 
chance of suicide attempt [23]. As comorbid conditions, substance use disorders 
have lifetime prevalence over 70% in patients with schizophrenia. Many patients 
develop dependence on tobacco, alcohol, cannabis and cocaine. Certainly, co-
existing substance use disorder(s) complicates the therapy and does not improve the 
prognosis.

�Psychotic Disorders Among Hispanic Americans

Hispanic Americans is perhaps the largest and most rapidly growing minority 
groups in the USA and it is expected that, by 2060, this ethnic group makes up to 
28.6% of US population [1]. Among the Hispanic Americans, there are diverse sub-
groups such as Mexican Americans, Cuban Americans, and Puerto Ricans. For 
decades, a number of epidemiological studies have assessed the rates of psychiatric 
disorders among various ethnic groups, particularly Hispanic Americans and 
African Americans [24]. These studies have also attempted to identify the diagnosis 
rate of these disorders and access to the healthcare of Hispanic Americans.

It is believed that cultural factors influence or even form the pattern, content, and 
extent of clinical manifestations of psychiatric disorders. Assessment of the Hispanic 
Americans reveal the existence of certain ethnic and racial prejudiced opinions 
regarding psychiatric disorders. For example, many Latinos consider mental and 
psychiatric disorders as sign of weakness and some even use disparaging terms such 
as “loco” when they refer to these patients. The underlying culture also may impact 
the presentation of psychiatric disorders. The study by Weisman (Weisman, Lopez, 
Ventura) compared the psychiatric symptoms between White Americans and 
Hispanic Americans of Mexican origin. The authors reported that Hispanic 
Americans of Mexican origin reported more often physical symptoms than White 
Americans. They reported a lower frequency of psychiatric symptoms such as per-
secutory delusions, blunted affect, and nervous tension. Assessing the psychotic 
symptoms in Hispanic Americans is difficult, particularly in patients with mood and 
anxiety disorders because their manifestation may differ from those encountered in 
non-Hispanic patients. Hispanic patients with anxiety and depression report atypi-
cal auditory and visual hallucinations, while the mental status is otherwise unre-
markable with no evidence of thought disorder. Such effect of culture in the clinical 
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presentation of psychotic disorders in Hispanic Americans may make the correct 
diagnosis of psychotic disorder a diagnostic challenge [25]. Anglin and Malaspina 
[26] evaluated the ethnicity effects on clinical diagnoses compared to best-estimate 
diagnoses in patients with psychosis. During this retrospective medical chart review, 
the authors compared the two methods. The findings of the study demonstrated in 
Hispanic patients than African American patients and also found that diagnostic 
concurrence for paranoid schizophrenia was the best in Hispanic patients.

Schizophrenia carries the same prevalence rate between Hispanics and non-
Hispanics; however, dissimilarities in clinical presentations have been observed in 
certain subgroups of Hispanic patients compared to non-Hispanics.

Psychotic symptoms occur in the context of post-traumatic stress disorder 
(PTSD) and they have been reported to occur more frequently in Hispanic veterans 
[27]. Hispanic Americans compared to Whites are less likely to receive minimal 
trials of psychopharmacological treatments for PTSD. Such a shortcoming in treat-
ment of these patients further complicates the process of learning more about the 
epidemiologic features of PTSD among Hispanics in the United States.

An interesting study by Escamilla et al. [28] concentrated on defining evidence 
in favor of association of the Epsin 4 gene to schizophrenia in a cohort of 1423 
subjects from 337 Latino families who were genotyped utilizing third-degree single 
nucleotide polymorphisms (SNPs) spanning Epsin 4 gene. The investigators 
reported variation in Epsin 4 gene showed a significant association with psychotic 
disorder in the Latino population.

Substance use disorders are common among various ethnic groups in the USA 
and the use of many of these compounds is associated with delusion, hallucination, 
and psychosis. In addition, some of these substances such as marijuana are consid-
ered “gateway drugs” and their use is associated with an elevated risk of progression 
to other illegal drugs. Yet, race and ethnicity also play role in the rate of their use. 
Assessment of the rate of marijuana use among White Americans, African 
Americans, and Hispanic Americans reveals that in the age group 17 to 34, 
Hispanics’ use of marijuana is less than the other two ethnic groups. Again, in the 
age group 35 years and older, White Americans and African Americans show higher 
rates than Hispanic Americans. Hallucinogen drugs are used by various racial and 
ethnic groups. White Americans use hallucinogens more than African Americans 
(2:1), while the ratio for White to Hispanics is 1.5:1.

Another epidemiologic study (based on the findings from the 2015–2018 
National Survey of Drug Use and Health) assessed cocaine use among Hispanics 
[29]. The investigators utilized weighted analyses to identify correlates to past-year 
cocaine use and their findings showed that 4.11% of Hispanic young adults used 
cocaine during the past year. A separate epidemiologic study of cocaine and over-
dose mortality revealed a less rate of cocaine-associated overdose mortality in 
Hispanic Americans compared to African Americans [30].

A significant subject is the impact of migration and citizenship status on 
Hispanics who live in America. Migration from one country to another is inherently 
a stressful event and may affect the individual’s mental status and may act as a pre-
disposing factor to the emergence of psychiatric disorders in Hispanics with uncer-
tain immigration status.

4  Psychotic Disorders in Hispanics



44

Socioeconomically, Hispanic American minority have more restricted revenue, 
with fewer access to educational opportunities, and more difficult access to the 
healthcare system. Such social disparities, in turn, may promote noncompliance and 
less reliable follow-up care. One should bear in mind that many Hispanic Americans 
with low income have no or minimal health coverage, which in turn limits their 
access to mental health clinics. Other factors which restrict these patients’ access to 
mental health include the absence of knowledge regarding available mental and 
health services, language difficulties which bars them from properly expressing 
their symptoms and seeking appropriate medical advice and treatment, concerns, 
and anxiety about local and federal agencies and law enforcement, and significant 
discomfort of being diagnosed with psychiatric disorders and feel they are marked 
with certain social stigmata.

Even treatment of psychotic disorders may be influenced by ethnic parameters. 
Puyat et al. [31] presented a systematic review and meta-analysis assessing the racial 
and ethnic disparities in the utilization of antipsychotics. The authors reported no 
significant disparities and inequalities in the utilization versus non-use of antipsychot-
ics; however, they noted that ethnic minorities (including Hispanic Americans) were 
continuously less treated with newer antipsychotics than non-ethnic groups. A signifi-
cant issue is the racial disparities in the diagnosis of psychiatric disorders. The authors 
reported a clear and pervasive pattern of Latino American/Hispanic patients was dis-
proportionately diagnosed with a psychotic disorder on average three times more 
commonly than Euro-American/White patients. Possible explanations for such dis-
parity in clinical diagnosis may stem from clinical bias and sociological roots such as 
unequal access to the healthcare service and tendency to participate in the mental 
healthcare system. In another study, Oluwoye et al. [32] assessed the role of racial and 
ethnic differences in therapy outcomes among participants via a randomized con-
trolled trial of a therapeutic intervention for the first-episode psychosis. The investiga-
tors reviewed the impact of race and ethnicity on psychiatric symptoms and 
psychological education. According to the findings of this clinical study, Hispanic 
subjects were more likely than non-Hispanic White participants to receive medication 
management. A separate study reviewed the family processes and therapy seeking 
among Latinos with first-episode psychosis [33]. The authors assessed family pro-
cesses before the treatment and their relation to the duration of untreated psychosis 
among Latino individuals with the first-episode psychosis. The results of the study 
indicated the relevance and significance of family context in the provision of early 
therapy for Latino patients with first-episode psychosis. Based on their findings, fam-
ily-based supportive services were required to enhance knowledge of the manifesta-
tion of psychosis and afford families with the support that enables patient therapy 
during the critical period of psychosis. Another clinical observation by Chartier et al. 
[34] entailing three Hispanic subgroups (Cuban American, Mexican American, and 
Puerto Ricans) explored their dissimilarities in substance use therapy and the relation-
ship of acculturation features to the therapy outcomes. Based on the findings of this 
multicenter randomized clinical trial of motivational therapy versus usual therapy, the 
investigators reported that Cuban Americans and those study participants who were 
more connected to Hispanic culture demonstrated lower therapy retention. Hispanic 
patients who were born in the USA and those who spoke English revealed a less 
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percentage of the number of days abstinent during weeks 5–16. However, Puerto 
Ricans and Cuban Americans who has stayed in the USA for an extended period dem-
onstrated higher rates of days being sober in weeks 1–4 and 5–16, respectively. The 
study emphasized the role of the connection between acculturation and therapy 
outcome.

�Conclusion

Psychotic disorders, while present as interesting illnesses with unrelated underlying 
mechanisms include a vast number of disorders. The common feature among this is 
the fact that the patient disconnects from the world of reality and manifests halluci-
nation, delusion, and abnormalities of thought content which often compromise 
patient’s academic achievement, ability to work, and capability to interact with 
other members of the society. Some of the psychotic patients particularly during the 
acute phase become violent, may pose threat to self or others, and may take their 
life. Both ethnic and cultural factors play roles in clinical manifestations of psy-
chotic disorders. In addition, epidemiologic studies have revealed racial and ethnics 
differences in the epidemiology and manifestations of these disorders. Psychotic 
disorders in Hispanic Americans, as a rising ethnic group in the USA, are signifi-
cantly underexplored and certain factors such as language barrier and personal 
understanding of these disorders as well as socioeconomic factors may restrict this 
subpopulation access to mental healthcare. More research effort, funding, and more 
resources, including bioinformatics, pharmacogenomic, artificial intelligence, and 
biotechnologic tools, are required to appropriately perform culturally based studies 
into prevalence, clinical presentations, and treatments for psychotic disorders 
among Hispanic population in the USA.
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5Mood Disorders in Hispanic/Latinos

Mauricio Tohen and Hugo Gomez Rueda

�Epidemiology of Depression and Bipolar Disorder in Hispanic 
and Latino Population

�Hispanic/Latino Groups Composition

The term “Hispanic” refers to someone that speaks Spanish and resides in the USA, 
with a Latin-American ancestry [1]. The term “Latino” refers to the actual origin 
that an individual is coming from. For instance, a Latin-American originates from 
the North, Central, or South America. However, for purposes of the US Census both 
terms are used interchangeable [2].

�Difficulties Studying Minorities, Hispanic and Latino 
Groups Included

In general, the inclusion of minorities in research studies represents a challenge. 
Certain difficulties identified while studying minority populations such as Latinos 
and Hispanics are: help seeking due to negative attitudes towards psychotherapy or 
psychiatry, language barriers, religious beliefs, lack of trust, stigma from the patient 
or family, fear of being reported to immigration, lack of childcare, transportation 
provisions, financial constraints, lack of medical insurance, the location of inter-
view/appointments, family perspectives, the underutilization of mental health ser-
vices, language used on professional interventions, lack of communication and 
cultural awareness between staff and participants, staff personal attributes, limited 
willingness and/or enthusiasm of researchers, lack of understanding the need for 
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ethnic participation, paucity of resources, appropriateness of assessment tools, non-
availability of translated materials, lack of culturally competent staff, lack of cultur-
ally matched staff, underrepresentation of ethnic minorities at recruitment sites, and 
lack of understanding of consent process [3].

It is important to keep in mind, most of all the studies regarding minorities of 
Hispanics and Latinos have an inherited bias, due to the lack of or poor participa-
tion. More interventions to enhance recruitment of ethnic groups must be made in 
order to promote the importance of minorities in research studies, and control the 
aforementioned bias [3].

�Prevalence of Depression on Hispanic and Latino Groups 
in Comparison with Other Ethnicities Living in the USA

The prevalence of depression is different among US race/ethnic groups [4]. In order 
to provide information regarding such differences of major depressive disorder and 
dysthymic disorder, the 2005 Riolo et al. article published data from The National 
Health and Nutrition Examination Survey III, which was conducted between the 
years 1988 and 1994 by the National Center for Health Statistics [4].

The sample size included 8449 subjects, between ages 15–40 years, and with 
96.1% response rate in the participation. The diagnoses of major depressive disor-
der or dysthymic disorder were provided employing the Diagnostic and Statistical 
Manual of Mental Disorders, Revised Third Edition (DSM-III-R), valid at that time. 
The authors observed that the prevalence of major depressive disorder was higher in 
participants with White race and ethnicity. Moreover, Mexican Americans and 
White individuals had significantly earlier onset of major depressive disorder [4].

Interestingly, dysthymic disorder was more prevalent in African American and 
Mexican American individuals, in comparison with White participants. The lack of 
education, less than 8 years of education, was the risk factor associated with a higher 
prevalence of dysthymic disorder in the mentioned races/ethnicities, which had sta-
tistically significant p-value after the logistic regression analysis controlling for age, 
gender, income, education, and marital status [4].

The trend of depression in the general population has been changing over time 
[5]. In an annual cross-sectional study by Weinberger et al. in the year 2018 they 
analyzed the trend with 607,520 participants in the USA, from ages 12 years old and 
older. The variable analyzed was a past-year depression prevalence between the 
years 2005 and 2015. According to the presented trending data from the National 
Survey on Drug Use and Health (NSDUH), the prevalence of depression showed an 
increase during the studied period (Fig. 5.1) [5].

Moreover, Weinberger et al. compared depression of the surveyed years among 
races and ethnicities. The races and ethnicities in the study were Non-Hispanic 
whites, Hispanics, Non-Hispanic blacks, and all other races. The race and ethnic 
group that was most affected by depression in the past year of the survey was non-
Hispanic whites, which was also the reference group with 95% CI (1.01–1.02), 
followed by all other races and ethnicities 95%CI (1.01–1.05), and Hispanics 95% 
CI (1.00–1.03), as shown in Fig. 5.2 [5].
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Fig. 5.1  Depression in the USA from 2005 to 2015. Reproduced with permission from [5]
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Fig. 5.2  Depression by race, 2005–2015. Reproduced with permission from [5]

Most recently, in the year 2020 Hargrove et al. showed statistical data that chal-
lenges the “immigrant paradox,” as well as the prevalence showed in previous stud-
ies [6]. It is important to highlight that the authors presented results based on 
depressive symptoms without establishing a formal DSM-based diagnosis [6].

In order to identify depressive symptoms in 18,566 participants, the authors used 
four items derived from the 20-item Center for Epidemiologic Studies-Depression 
Scale (CES-D). The items were: (1) “you could not shake off the blues, even with 
help from your family and your friends,” (2) “you were depressed,” (3) “you were 
sad,” and (4) “you felt happy.” The participants were then enrolled in the school 
grades from 7 to 12 at baseline during in the years 1994–1995 (Wave I). Follow-up 
data were subsequently collected in the year 1996 (Wave II), 2001–2002 (Wave III), 
and 2008–2009 (Wave IV). The races and ethnicities taken into account in this 
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analysis were: non-Hispanic White, non-Hispanic Black, Hispanic, and non-His-
panic Asian American. The non-Hispanic White race and ethnicity served as the 
reference group [6].

As shown in Fig. 5.3, African American, Hispanic, and Asian American men and 
women reported higher average levels of depressive symptoms across the ages of 
12–42, in comparison with their White race and ethnicity counterparts. Additionally, 
as presented in Fig. 5.4, the presentation of such depressive symptoms occurred in 
early teens, with a recurrence peak in the mid and late third decade of life, extended 
to early forties.

Men Women
White Hispanic Asian AmericanBlack

0.0

0.5

1.0

1.5

2.0

2.5

D
ep

re
ss

iv
e 

S
ym

pt
om

s

Fig. 5.3  Average 
depressive symptoms by 
race/ethnicity and gender 
across the ages 12–42 
(N = 18,566). Reproduced 
with permission from [6]
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(N = 18,566). Reproduced with permission from [6]
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The results are highly suggestive of the existence of a bimodal presentation in 
depressive symptoms in the interviewed participants between ages of 12–42 years 
old (Fig.  5.4). Also, there is a population-dependent presentation of depressive 
symptoms markedly seen in minorities (Fig. 5.3). Further research is essential to 
determine if the results presented in the mentioned study are statistically significant, 
or are valid only for the studied population [6].

�Prevalence of Depression on Hispanic and Latino Groups, 
Differences by Ethnic Group

Differences in the prevalence of depression between Hispanic and Latino groups 
have been identified [7, 8]. In the study in the year 2007, Alegría et al. showed dif-
ferences in the prevalence reported in 2554 English- and Spanish-speaking Latinos. 
The population was composed by 868 Mexicans, 495 Puerto Ricans, 577 Cubans, 
and 614 classified as other Hispanic or Latino ethnicity and race. The analyzed data 
was from the National Latino and Asian American Study (NLAAS) conducted 
between May 2002 and December 2003. The study included an analysis of a life-
time report of psychiatric disorders, and an analysis of psychiatric disorders the 
previous year before the NLAAS [7].

In order to estimate psychiatric disorders rates, including depressive disorders, 
the instrument employed in this study was the World Health Organization Composite 
International Diagnostic Interview (WMH-CIDI) [9]. The variables taken into 
account in the analysis were gender, age, racial and ethnic group, educational level, 
nativity status, English-language proficiency, years of residence in the United 
States, age at the time of immigration, and generational status [7].

The study suggested that in comparison with Puerto Ricans men and women, 
Mexican men and women were less likely to have a lifetime history of depressive 
disorders (dysthymia or major depressive disorder), with OR  =  0.57 (95% 
CI = 0.34–0.97) and OR = 0.69 (95% CI = 0.48–0.99) [7].

In the lifetime analysis of psychiatric disorders, it was observed that Latino men 
with “Excellent” or “Good English” proficiency level reported a higher risk of 
depression in their lifetime in comparison to Latino men with “Fair” or “Poor 
English” proficiency levels, with OR = 1.62 (95% CI = 1.04–2.54). This pattern was 
not present in the lifetime report provided by Latino women with “Excellent” or 
“Good English” proficiency level OR = 1.29 (95% CI = 0.96–1.72). However, in the 
lifetime report of psychiatric disorders, Latino women of third-generation US born 
were more prone to have depression in their lifetime with OR  =  1.63 (95% 
CI  =  1.02–2.62), in comparison with second generation, OR  =  0.85 (95% 
CI = 0.58–1.23) or first generation, OR = 1 (reference group in the study) [7].

On the contrary, in the bivariate correlation in Latinos with a depressive disorder 
in the previous year before the NLAAS 2002–2003, there was not a significant dif-
ference between Puerto Ricans, Cubans, Mexicans, or other Latino ethnicities for 
women and men. Nevertheless, for Latino men with “Excellent” or “Good English” 
proficiency level, and Latino men of third-generation US born, there was an 
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increased risk of having depression in the previous year before the NLAAS 
2002–2003, with OR  =  2.28 (95% CI  =  1.14–4.58) and OR  =  2.16 (95% 
CI = 1.20–3.89), respectively [7].

In 2014, Wassertheil-Smoller et al. presented epidemiological data from a more 
broad and diverse population, including Mexicans, Puerto Ricans, Dominicans, 
Cubans, Central Americans and South Americans in their analysis. The data was 
collected through the Hispanic Community Health Study/Study of Latinos (HCHS/
SOL), which enrolled 16,415 Hispanic/Latino participants, between the ages of 18 
and 74 years. The surveyed participants resided in communities from the Bronx, 
New York; San Diego, California; Miami, Florida; and Chicago, Illinois during the 
years 2008 to 2011 [8].

The depressive symptoms were assessed with the 10-item form obtained from 
the Center for Epidemiological Studies Depression Scale, CES-D10 [10]. Of the 
original 16,415 enrolled participants, 15,864 interviewees (97%) completed all sur-
veys. The Odds Ratio (OR) was reported as unadjusted known as Model 1. In Model 
2, the logistic regression of the OR was adjusted for age, gender, clinical site, and 
Hispanic/Latino background. Finally, in addition to the co-variables of Model 2, in 
Model 3 the logistic regression of the OR was adjusted for marital status, education, 
current smoker, diabetes, hypertension, dyslipidemia, obesity, and self-report of 
prior coronary heart disease or strokes [8].

The self-reported background of the studied cohort was represented by 40% 
Mexicans, 16% Puerto Ricans, 14% Cubans, 11% Central Americans, 9% 
Dominicans, and 7% South Americans, with an overall prevalence of depression of 
27.0% (95% CI 25.8–28.2). Mexican and Puerto Rican races and ethnicities had the 
lowest prevalence of 22.3% (95% CI 20.4–24.3) and highest of 38.0% (95% CI 
35.2–41.0) prevalence, respectively [8].

The Mexican Hispanic/Latino group was used as a reference in the study, because 
presented the lowest prevalence of depression. The ethnic groups presenting with 
more depressive symptoms were Cubans and Puerto Rican, with a higher OR, and a 
score of ≥10 on CES-D10, in comparison to Mexicans in the 3 proposed models. 
Also, for Cubans the OR was 1.36 (95% CI = 1.16–1.61) for Model 1, OR = 1.35 
(95% CI = 1.04–1.75) for Model 2, and OR = 1.44 (95% CI = 1.11–1.85) for Model 
3. Lastly, in the case of Puerto Ricans, the results were OR  =  2.15 (95% 
CI  =  1.82–2.54, OR  =  1.62 (95% CI  =  1.25–2.10), and OR  =  1.54 (95% 
CI = 1.20–1.98) for Models 1, 2, and 3, respectively. Other aspects such as being 
single, or divorced, as well as second-generation immigrant, showed a significant 
OR with 95% CI higher than 1 in their respective comparisons in the 3 Models [8].

This study also reported the percentage of participants that were taking antide-
pressants for depressive symptoms. From the overall percentage in this cohort of 
15,586 participants, it was reported that 5% were taking antidepressants (95% 
CI = 4.5–5.5). Puerto Ricans and Cubans were the ethnicities with a higher preva-
lence of using antidepressants, 8.3 (95% CI = 7.0–9.8) and 7.2 (5.9–8.7), respec-
tively. On the other hand, Central Americans and South Americans had a lower 
prevalence of using antidepressants, with 2.5 (1.7–3.6) and 2.3 (1.4–3.6), respec-
tively [8].
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There was a significant difference in the use of antidepressants due to insurance 
status, with 8.2% (7.3–9.2) of insured participants in comparison with 1.8% 
(1.5–2.2) of uninsured participants taking antidepressants. Furthermore, among the 
participants taking antidepressants, 62.7% used selective serotonin reuptake inhibi-
tors (SSRI) in monotherapy, 10.4% used tricyclic antidepressants in monotherapy, 
and 26.8% took a combination or other antidepressants [8].

�Prevalence of Bipolar Affective Disorder on Hispanic 
and Latino Groups

The prevalence of bipolar affective disorder (BPAD) in minority ethnic groups has 
been determined by different authors. In the year 2010, Hwang et al. published a 
chart review analysis coming from the Bipolar Disorders Clinic seen at Stanford 
University between June 2000 and March 2007, of 172 patients out of the 557 out-
patients. The patients had the diagnosis of Bipolar disorder type I, type II, and Not 
Other Specified (Unspecified according to the current DSM-5). The minority groups 
reported in this analysis were 86 Caucasian, 35 Latino, and 51 Asian patients. The 
variables taken into account in this analysis were age, gender, marital status, educa-
tion, employment, insurance, and annual household income, with no statistical dif-
ferences between the mentioned variables in the analyzed patients [11].

The reported prevalence was different among the studied groups. Bipolar type I 
disorder was more prevalent in Asian patients 58.8% (30/51) and Latinos patients 
60% (21/35) compared to Caucasian patients with 37.2% (32/86) prevalence. 
However, bipolar II disorder and bipolar NOS were more common in Caucasian 
patients with 62.8% (54/86), in comparison to Latinos 40% (14/35) and Asian 
patients 41.2% (21/51). Moreover, in the further description of the cohort, there was 
no statistical difference in the type and number of medications used for treatment, 
the duration of illness, age of first episode, age of first treatment, and the delay in 
treatment. The only trending difference, with a p-value = 0.08, was in the number of 
visits made with a Mental Health Professional. Results indicate more visits occurred 
within Caucasian patients in the past 3 months of the study [11].

In the year 2017, Blanco et al. published the results of the National Epidemiologic 
Survey on Alcohol and Related Conditions-III (NESARC-III), conducted between 
the years 2012 and 2013. The sample size was 36,309 participants, ages 18 and 
older [12]. The results were presented as 12-month and Lifetime DSM-5 Bipolar I 
Disorder. The races and ethnicities in the analysis were White (used as a reference 
in the comparisons), Black, Native American, Asian/Pacific Islander, and Hispanic. 
The statistical analysis included Odds Ratio (OR), and prevalence with Standard 
Error (SE) [12].

It is worth noting that the reported Odds Ratio (OR) were adjusted for all other 
sociodemographic characteristics. In the lifetime and 12-month report in the total 
sample, Native American had the highest prevalence of 5.6% (SE = 1.05) and 3.9% 
(SE = 0.93), respectively, compared to participants with White race/ethnicity [12]. 
Focused specifically on Hispanic population, the authors indicated that in the 
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12-month and lifetime reports, the prevalence was 1.6 (SE  =  0.19) and 1.9 
(SE = 0.21), respectively. The adjusted OR were 0.7 (95% CI = 0.48–0.95) in the 
12-month report, while in the lifetime report were 0.7 (95% CI = 0.5–0.9) [12].

Interestingly, grouping by gender, Hispanic males and females were not statisti-
cally different from their correspondent White participants. The reported 12-month 
prevalence in Hispanic males was 1.7% (SE  =  0.25) and OR  =  0.7 (95% 
CI  =  0.47–1.05), while in Hispanic females the calculated prevalence was 1.4% 
(SE = 0.24), with OR = 0.7 (95% CI = 0.41–1.02). In the comparison of Hispanic 
and White men and women, the lifetime report showed that the prevalence was 
lower for Hispanics than with White participants. In their lifetime, Hispanic men 
participants reported a prevalence of 2.1% (SE  =  0.27) with OR  =  0.7 (95% 
CI = 0.47–1.0), and for Hispanic women the prevalence was 1.7% (SE = 0.25) with 
OR = 0.7 (95% CI = 0.45–0.96) [12].

Additionally, the presentation of manic symptoms of Bipolar Disorder type I, 
number of depressive episodes, and functional impairments have a different preva-
lence among the racial and ethnic groups [13]. A study made during 2001–2002 by 
Perron et al., presented it in the year 2010, described these differences in 43,093 
interviewees, ages >15 years old, in the National Epidemiologic Survey on Alcohol 
and Related Conditions (NESARC). The lifetime prevalence of participants that 
gathered criteria for Bipolar Disorder type I was 3.6% from the surveyed popula-
tion, and when allotting by race/ethnic groups the prevalence were 3.8%, 3.6%, and 
3.4%, for African Americans, Whites, and Latinos, respectively, with no statistical 
differences [13].

Moreover, from the 16 manic symptoms included in the analysis, only 2 symp-
toms were statistically different among the ethnic groups. Such symptoms were 
excessive restlessness and inflated self-esteem/grandiosity. These symptoms were 
more prevalent in African Americans (39.9%) and Latinos (38.8%) in comparison 
with Whites (25.3%) [13]. Also, Whites had the highest rates of depressive episodes 
(75.0%), followed by African Americans (62.4%) and then Latinos (55.6%). The 
level of functioning was measured using scales from the 12-item Short-Form Health 
Survey, version 2 (SF-12v2). This took into account physical, mental, and psychoso-
cial domains, where the lower scores are associated with higher functionality. In the 
multivariate linear analysis controlling for socio-demographics and clinical charac-
teristics, White and African American participants had lower scores in comparison 
with Latinos. The means of vitality measured in SF-12v2 were 48.5 for White inter-
viewees, and 48.8 for African American participants, with no report for Latinos [13].

�Disinformation and Stigma, Two Big Barriers in the Treatment 
of Depression in Hispanic/Latino

The preference in the treatment of depression varies by race and ethnicity. In the 
year 2007, Givens et al. described these differences in different races and ethnici-
ties. The study included 78,753 participants with significant depressive symptoms, 
including 68,319 Whites, 3596 African Americans, 2794 Asians/Pacific Islanders, 
and 3203 Hispanics. The participants with ethnic minority of African Americans, 
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Asians/Pacific Islanders, and Hispanics preferred counseling above antidepressant 
medications OR  =  2.6 (95% CI  =  2.4–2.8), OR  =  2.5 (95% CI  =  2.2–2.7), and 
OR = 1.8 (95% CI = 1.7–2.0), respectively. Moreover, the participants believed that 
antidepressants are addictive, as well as that counseling and praying were effective 
for the treatment of depression [14].

The agreement for an antidepressant as a primary component in the treatment of 
depression is different between Spanish-speaking Hispanics, English-speaking 
Hispanics, and non-Hispanic White individuals. During a telephone interview anal-
ysis of 839 non-Hispanic White participants and 139 Hispanic participants, Garcia 
et  al. determined that Spanish-speaking Hispanics preferred antidepressants less 
with adjusted OR = 0.41 (95% CI = 0.19–0.90), while English-speaking Hispanics 
was OR = 1.18 (95% CI = 0.60–2.33), in comparison with White participants. The 
aforementioned was determined after adjusting for age, gender, history of depres-
sion diagnosis, and current depressive symptoms. Also, the biomedical explanation 
of depression was associated with an increased acceptance of antidepressants 
OR = 4.76 (95% CI = 3.13–7.14), where it can be inferred that Spanish-speaking 
Hispanics do not believe that depression has a biomedical explanation [15].

The stigma of Hispanic patients towards antidepressants has been consistently 
negative in time. In the years 2007 and 2010, Interian et al. provided statistical data 
that backup this asseveration [16, 17]. In the year 2007, after the analysis of qualita-
tive data, the conclusion was that participants with Latino ethnicity believe that the 
use of antidepressants relates to a more severe illness, weakness or failure to cope 
with problems, or being under the influence of a drug [16]. In the year 2010, a more 
formal statistical analysis showed that Latinos who scored higher on the Stigma 
Concerns About Mental Health Care (SCMHC) scale, and in the Latino Scale for 
Antidepressant Stigma (LSAS), were less likely to take antidepressants. In partici-
pants taking medications during their participation, the OR reported for SCMHC 
was 0.64 (95% CI = 0.45–0.93), and LSAS was OR = 0.77 (95% CI = 0.62–0.97) [17].

�Cultural Influence of Depression Manifestation in Hispanic 
and Latino Groups

�Different Cultural Factors Influencing Depression in Hispanics

Multiple cultural components in relation to depression in Hispanic and Latino 
groups have been described, such as ethnic identity, familism, discrimination, and 
acculturative stress, among others [18]. The aspect of familism is a cultural value 
commonly found in Hispanic families where respect, support, obligation, and refer-
ence play a center role in the Hispanic family dynamic [19]. Familism was found to 
be a protective factor against depression [20–22]. However, in the year 2016, 
Valdvieso-Mora et  al. conducted a systematic review of 39 studies related to 
familism and depression, suicide, internalizing symptoms, externalizing symptoms, 
and substance abuse. The results showed that the effect size measured with a 
Cohen’s d for depression in patients with familism was between d = 0.02 and 0.75. 
Moreover, out of the 24 studies included for depression and familism, 13 studies 
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(54.2%) showed no effect of familism in depression, 8 studies (33.3%) presented a 
small effect, and 3 studies (12.5%) indicated a moderate effect [19].

In order to determine the role in the development of depression in Hispanic/
Latino groups, other cultural aspects have been studied. In the year 2019, Calzada 
et  al. studied how depression influence the pressure to acculturate, the pressure 
against acculturation, perceived discrimination, ethnicity identity, and familism, 
within 175 Hispanic mothers. Surprisingly, the results showed that strong ethnic 
identity and perceived discrimination were protective factors for depression later in 
life in Hispanic mothers. The logistic regression coefficients were −  0.17 (95% 
CI = −0.32; −0.01), and − 0.21 (95% CI = −0.39; −0.03), respectively. Interestingly, 
the aspects of pressure to acculturate and familism were identified as a risk factor 
for depression later in life in the same population, with logistic regression coeffi-
cients of 0.14 (95% CI = 0.01–0.27), and 0.13 (95% CI = 0.00–0.25) [18].

Other aspect that many Hispanics and Latinos face when residing in the USA is 
discrimination [23]. In the year 2014, Budwhani et al. explored the impact of nativ-
ity and discrimination, through 5 logistic regression Models of race, ethnicity, nativ-
ity, gender, socioeconomics, health lifestyles, discrimination, and race/nativity 
interactions. The study was conducted with 17,249 participants of the Collaborative 
Psychiatric Epidemiology Surveys. Participants included were 3369 Hispanics 
(19.53%), whom 1920 of them (11.13%) were foreign-born. Surprisingly, for 
Hispanics being foreign-born did not represent a risk factor to develop depression, 
OR = 0.946 (95% CI = 0.626–1.429), taking into account their Model 5, which 
included an interaction term of born origin with race/ethnicity. However, discrimi-
nation was a factor that can develop depression OR = 1.446 (95% CI = 1.374–1.523, 
p-value <0.001) in their Model 4 adding the discrimination scale. The scale of dis-
crimination included aspects such as felt dishonest, treated as less smart, treated 
with disrespect, threatened, or called names [23].

It is worth noting certain factors that Latino immigrants will face, or are facing, 
during the acculturative process which contribute to added stress. These factors 
include: 1) Environmental (financial, language barrier, lack of access to health care, 
unsafe neighborhoods, unemployment, lack of education), 2) Social/Interpersonal 
(loss of social networks, loss of social status, family conflict, intergenerational con-
flicts, changing gender roles), and 3) Societal (discrimination, stigma, legal status, 
political, and historical forces) [24]. Such factors can impact the mental health of 
the Latino and Hispanic patient.

�Psychopharmacogenetics and Genetic Studies in Hispanic 
and Latinos Populations

�Psychopharmacogenetic Studies

The number of studies related to pharmacogenomics in Hispanic populations is sig-
nificantly smaller in comparison with Caucasian and Asian populations [25]. The 
term psychopharmacogenetics is arbitrarily proposed by the authors to indicate the 
association between genetics and psychopharmacology. It is also a fundamental 
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field for our better understanding of the observed differences in response to treat-
ment in psychotropics in different ethnicities.

The association between Single Nucleotide Polymorphisms (SNPs) in genes 
related to major depression disorder (MDD), and antidepressant response, has been 
studied in Mexican Americans [26]. Dong et  al. sequenced the following genes: 
ATP-binding cassette subfamily B member 1 (ABCB1), the noradrenaline, dopa-
mine, three serotonin transporters (SLC6A2, SLC6A3, and SLC6A4), cyclic AMP-
responsive element binding protein 1 (CREB1), corticotropin-releasing hormone 
receptor 1 (CRHR1), and neurotrophic tyrosine kinase type 2 receptor (NTRK2). 
The Mexican American population included 536 random participants originating 
from Los Angeles, CA in which 264 participants were healthy controls and 272 
participants had MDD. An extensive analysis comprised a correction based on a 
general linear model, controlling for age, gender, and baseline HAM-D21 score, 
and then applying a Benjamini–Hochberg false discovery rate after correcting for 
multiple testing. After an 8-week antidepressant treatment with desipramine, in 
Mexican Americans population of Los Angeles, the polymorphisms rs2289657 and 
rs56142442 who were homozygous for C allele, synonymous of the gene NTRK2, 
were associated with higher relative reduction of HAM-D21 scale score (27% 
larger), pointing at least to a distinction in that specific population [26].

Other studies had centered their attention on the cytochrome P450, because it is 
a limiting factor for drug availability and effectivity. It metabolizes between 70% 
and 80% of all drugs in clinical use [27]. From that family, the subunit 2D6 
(CYP2D6) is very important to psychopharmacogenetics, because, according to 
National Institutes of Health (NIH), CYP2D6 metabolizes approximately 25% of 
the prescribed drug, including antipsychotics, antidepressants, beta-blockers, anal-
gesics, antiarrhythmics, and antiemetics [28]. Implicating that a Single Nucleotide 
Polymorphism (SNP), or a Copy Number Variation (CNV) in CYP2D6, could affect 
the therapeutic response in psychotropic medications [27].

In 2017, Salyakina et al. conducted a study in South Florida to measure the allele 
frequencies of CYP2D6, including 22 different alleles. The population was 413 
participants, including 75% self-reported as Hispanics. The study showed statistical 
differences between White Hispanics and Black Hispanics in the alleles *4, *17, 
*41, and *2A in the gene CYP2D6, which indicates a distinctive Hispanic popula-
tion in South Florida. However, the frequencies between poor, normal, intermediate 
and ultra-rapid metabolizers were not different between the different racial and eth-
nic groups, and this effect can be associated with the sample size [29].

�Other Genetic Studies in Hispanic and Latino Population

In an effort to identify distinctive SNPs in the Hispanic population with depressive 
symptoms, Dunn et al. explored this possibility in 12,310 adults from the Hispanic 
Community Health Study/Study of Latinos (HCHS/SOL) which was the most 
extensive study of Genome-wide Association Study (GWAS) made with Latinos. 
The participants had reported depressive symptoms in the past week before their 
interview. The phenotypes taken into account in the analysis were: total depression 
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score, total score modified to account for psychiatric medication use, and score 
excluding antidepressant medication users. Interestingly, no single SNP was an 
indicator of depression in association with the three mentioned phenotypes. 
Moreover, there was no genetic evidence of risk factors across ancestry groups [30].

Other GWAS associations have been found with depressive symptoms in 
Hispanic/Latina women. In the year 2015, Dunn et al. analyzed the SHARe cohort 
of the Women’s Health Initiative, including 3138 Hispanics/Latina women. 
Although no SNPs achieved genome-wide significance, the analysis showed top 
signals associated with MDD. The signals associated to depression in Hispanics/
Latina women were rs2532087 (located 27 kb from the gene CD38, p = 2.44 × 10−7) 
and rs4542757 (intronic to the gene DCC (deleted in colon cancer), 
p = 7.31 × 10−7) [31].

Similarly to other diseases, MDD is present in different subpopulations that 
have shared genetic similarities, as well as certain clinical traits [32]. In the year 
2017, Yu et al. grouped 203 Mexican American with MDD and 196 healthy con-
trols aged 19–65 years, based on their SNP characteristic using 83,898 SNP vari-
ants. From that analysis, a total of 19 genes were significantly associated with 
MDD with the genome-wide false discovery rate < 0.05. The clustering process 
employed the tree method and the Hamming distance matrix. During their cluster-
ing analysis, the authors identified that 41 patients with MDD created a unique 
cluster. This cluster of patients was grouped using the 83,898 SNPs and also using 
the 19 statistically significant genes. The authors named this group as the latent 
subtype of the Mexican American patients with MDD. This latent subtype popula-
tion had statistically higher levels of anxiety and fewer symptoms of middle insom-
nia, depersonalization, derealization, and paranoid symptoms in the HAM-D of 21 
items [32].

In bipolar disorder, there is a possible association between mood oscillations of 
bipolar affective disorder (BPAD), and the rhythmic change in expression of circa-
dian genes in Latino population. Gonzalez et al. analyzed 884 individuals from 207 
pedigrees (473 BPAD phenotype and 411 unaffected family members). Although 
none of the SNPs were significantly associated with BPAD after correction for mul-
tiple testing, the permutation analysis showed that a 4-locus with the SNP 
rs1534891  in the gene CSNK1E, and a 3-locus haplotype (GAA) of the gene 
ARNTL, had a statistically significant association with BPAD.  It is essential to 
highlight the importance of a confirmatory study in a larger Latino population with 
BPAD to corroborate this observation [33].
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6Anxiety in Hispanics

Pilar Lachhwani

�Anxiety Disorders in Hispanics

As a Hispanic myself, I wrote this chapter to reconcile my understanding of anxiety 
presentation in the Hispanic population.

I organized this chapter by using the same framework of diagnostic entities 
established by the Diagnostic and Statistical Manual of Mental Health Disorders 
(DSM-5). The reason I did this is because the DSM-5 diagnostic criteria is most 
familiar to the US practitioner.

As health care providers, understanding cultural context, barriers, and singulari-
ties of Hispanics will give us a higher leverage point in the clinical setting to increase 
diagnostic accuracy and patient engagement. This will translate to provide compre-
hensive, compassionate, and effective care for the Hispanic/Latino population.

In order to give practitioners a deeper understanding of the cultural background 
of their Hispanic patients, I will provide general information about Hispanics to 
complement the DSM-5 diagnostic criteria.

There is merit in complementing a diagnostic formulation with a cultural frame-
work. Such an approach can enrich a patient’s and a provider’s experience.

A study published in 1999 [1] suggested that essential components would 
include:

	(a)	 Cultural identity of the individual.
	(b)	 Cultural explanation of the individual’s illness.
	(c)	 Cultural factors related to psychosocial environment and functioning.
	(d)	 Cultural elements of the relationship between the individual and the clinician.
	(e)	 Cultural assessment for comprehensive diagnosis and care.

P. Lachhwani (*) 
Department of Psychiatry, Cleveland Clinic, Cleveland, OH, USA
e-mail: lachhwp@ccf.org

© Springer Nature Switzerland AG 2022
R. Castilla-Puentes, T. Falcone (eds.), Mental Health for Hispanic Communities, 
https://doi.org/10.1007/978-3-031-13195-0_6

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-13195-0_6&domain=pdf
mailto:lachhwp@ccf.org
https://doi.org/10.1007/978-3-031-13195-0_6


64

�Who Are the Hispanic/Latinos in the United States?

Hispanic and Latino Americans are people who are descendant from Iberia (Spain, 
Portugal), and Latin American countries.

The U.S. Census Bureau defines being Hispanic/ Latino as an ethnicity, rather 
than a race, and thus people of this group may be of any race, and their origins trace 
back to Africa, Asia, Europe, or the Americas.

The term Hispanics/Latinos will be used in this chapter.

�Demographics

After Asian Americans, Hispanics are the second fastest growing ethnic group in the 
United States. As of 2019, the Census Bureau estimated that there were almost 60 
million Hispanics living in the United States (about 18% of the overall population) 
and by 2050 is predicted to increase to 97 million (one fourth of the US projected 
population on that date) [2].

2019 Census Bureau found that 62% of the nation’s Hispanic population were of 
Mexican origin, 9% were from Puerto Rico, 4% were Cubans, and 9.3% were 
Central Americans.

The remaining Hispanic population were from other Central and South American 
countries or from Spain [2].

Central Americans are the newest Latino subgroup in the United States due to 
political and civil wars in El Salvador, Guatemala, and Nicaragua. These conflicts 
resulted in significant emigration from these countries during the 1980s. After hur-
ricane Mitch in Honduras and Nicaragua in 1998, and earthquakes in El Salvador in 
early 2001, the United States designated nationals from those countries eligible for 
Temporary Protected Status (TPS). Proposed changes to not renew the TPS for 
those countries in 2017–2018 are been challenged in federal court in 2020 [3].

�Education

Hispanics compromised 24% of all enrollments in the United States in 2011–2012, 
including 52% and 51% of enrollment in California and Texas, respectively. 
However, academic achievement in early childhood, elementary and secondary edu-
cation of this subset of the population lags behind other groups. Latinos have the 
highest dropout rate of any group. Only 52.4% of Latinos over the age of 25 have 
graduated from high school, and only 10.4% have graduated from college [4].

Overall, Hispanics have less formal education than the national average. There 
are several potential reasons for the education disparities including language barri-
ers, poverty, and immigration status.
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�Immigration Status

The experiences Hispanics have upon entering the United States vary greatly. The 
U.S. Government has provided Cubans support through refugee or reentrant status, 
work permits, and citizenship, due to their fleeing an oppressive Communist 
Government [4].

Fifty one percent of Cuban immigrants have become US citizens. Puerto Ricans 
are by definition US citizens and, as a result, have access to government sponsored 
support services.

However, Central American immigrants, predominantly from El Salvador, 
Honduras, and Guatemala are not recognized as political refugees. The 2018 pro-
posed changes to immigration policies include zero tolerance and criminalization of 
illegal entry. Often this leads to children being separated from their parents.

Furthermore, the public-charge rule proposes additional barriers for immigrants 
who apply for visas and green cards, changes to Deferred Action for Childhood 
Arrivals (DACA), the use of Medicaid, the Children’s health insurance program 
(CHIP), multiple housing programs, the supplemental nutrition assistance program 
(SNAP), and temporary protective status (TPS). Hispanics depend on these pro-
grams greatly to survive.

Changes to these programs could have extremely negative implications on 
the mental and physical health of Hispanic children, adults, and family func-
tioning [5].

�Health Care

In 2010, 43.25% of working-age Hispanic adults did not have health insurance. 
After the passage of the affordable care act (ACA) in 2010, the percentage of unin-
sured Hispanics has since fallen to 24.8% in 2016 [6].

While ACA has been able to help documented immigrants, it fails to help undoc-
umented immigrants or legal immigrants with less than five years’ residence in the 
United States to gain coverage.

�Income

The current income levels of the Latino subgroups are related to the political and 
historical circumstances of their immigration as well as their educational status.

Elite Cuban immigrants have contributed in part to the relatively strong eco-
nomic status of Cuban Americans in contrast to Mexican Americans, Puerto Ricans, 
and Central Americans, most of whom come to the United States as unskilled 
laborers.
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According to the U.S. Census, the poverty rate for Hispanics was 18.3% in 2017, 
down from 19.4% in 2016. Hispanics accounted for 10.8 million individuals in pov-
erty. In comparison, the average poverty rate in 2017 for non-Hispanic white 
Americans was 8.7% [7].

�Language

The Spanish language is a unifying factor among Hispanics and is tied with the 
person’s family, heritage, and overall culture. Spanish is the predominant language 
spoken at home in most Hispanic families. About 40% of Hispanics reported that 
they did not speak English at all or did not speak well enough to communicate effec-
tively [8]. Needless to say, many Hispanics feel more comfortable speaking in 
Spanish than in English.

�Religion

Among American Hispanics, as of 2018–2019, 47% are Catholic, 24% are 
Protestant, 1% are Mormon, fewer than 1% are Orthodox Christian, 3% are mem-
bers of non-Christian faiths, and 23% are unaffiliated. The proportion of Hispanics 
who are Catholic has dropped from 2009 (was 57%) while the proportion of unaf-
filiated Hispanics has increased since 2009 (was 15%) [9].

�Media

Radio is the largest non-English broadcasting media used by many Hispanics. 
Spanish language media serves to promote a sense of group consciousness among 
Latinos by reinforcing roots in Latin America.

�Family Values

Family is very important for Hispanics.
Hispanic families prefer to live near other family members. The role of grandpar-

ents is very important in the upbringing of children. The extended family plays an 
important role and frequent social, family gatherings are common including birth-
days, quinceaneras (15th), graduations, weddings, etc.

�Cultural Matters

The geographic, political, social, economic, and racial diversity of Hispanic and 
Latino Americans makes all Hispanics very different. Despite this, language, 
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religion, media, cuisine, and family traditions tend to unite Hispanics from diverse 
backgrounds.

Marin and Marin (1991) described key characteristics of Hispanic culture with 
respect to the following values [10]:

	(a)	 Group orientation rather than individualistic orientation.
	(b)	 Emphasis on harmony in interpersonal relations and the avoidance of 

confrontation.
	(c)	 Strong loyalty and attachment to one’s nuclear and extended family.
	(d)	 Deference and obedience to authority figures and revered relatives.
	(e)	 Preference for closeness in interpersonal space, thus perceiving physical and 

social space as aspects of interpersonal warmth.
	(f)	 Present time orientation focused on here-and-now activities rather than punctu-

ality or a detailed planning of future activities.
	(g)	 Strong gender role expectations for men and women.

�Anxiety General Considerations

In the United States, anxiety disorders have a lifetime prevalence of about 46.4%, 
followed by mood disorders and somatoform disorders [11].

Higher rates of anxiety disorders are found in Hispanics either born in the United 
States or those who have lived in the country for more than thirteen years [12].

There are many factors contributing to the high prevalence of anxiety in the 
Hispanic population. Some of these factors include family dysfunction through 
separation, deportation, larger and crowded households, low educational and eco-
nomic status.

Hispanic females tend to be more expressive of internalized emotional dis-
tress, particularly through somatic expressions, while undergoing acculturation 
[13–15].

Some other studies indicated Mexican-American women over age 40 and people 
from Puerto Rico had higher rates of somatic symptoms than other non-Hispanic 
populations [14].

Glover and colleagues [13] found that Hispanic children in middle schools, spe-
cifically Mexican-origin youth from Texas, reported more anxiety-related problem 
behaviors than white students. Mexican-American adults and adolescents in general 
have been reported to have high levels of anxiety. Factors associated with higher 
anxiety scores included being born outside USA, linguistic fluency, an absent father, 
uneducated mothers, and household size and acculturation difficulties.

The Puerto Rican population seems to have a similar risk for psychiatric disor-
ders when compared to the US population. This may be explained by the fact that 
Puerto Rico has been under the influence of US culture for more than a century and 
has adopted many aspects of the US culture and lifestyle. There is frequent circular 
migration between the island and the USA, which may also explain the lack of dif-
ferences [8].
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�Diagnostic and Testing Issues

About 40% of Hispanics reported that they did not speak English at all or did not 
speak well enough to communicate effectively. Furthermore, there is no national 
data to indicate the language skills of the mental health professionals. A large num-
ber of English-speaking only providers are evaluating bilingual children and adults 
with limited English proficiency. This could affect the quality of the evaluation in 
many aspects [16].

Several studies have found that bilingual patients are evaluated differently when 
interviewed in English as opposed to Spanish [17]; however, the extent to which 
these factors result in misdiagnosis is not known. Further research is needed to 
clarify how cultural and linguistic factors influence diagnosis.

Summary of Anxiety Disorder measures most Commonly Used 

Measure Construct Assessed
Available in 
Spanish Recommended Use

Beck anxiety 
inventory (BAI)

Consists of 21 items 
measures primarily 
somatic symptoms

YES In English/Spanish
Strong psychometrics
Highly recommended for 
Hispanics

Anxiety severity 
index (ASI)

Measures both psych 
and somatic symptoms

YES In English/Spanish
Good psychometrics
Recommended for Hispanics

State-trait anxiety 
inventory (STAI)

Examines two 
dimensions: State and 
trait anxiety

YES English and Spanish version 
(IDARE) good psychometrics, 
recommended for use in 
Hispanics

PTSD checklist 
(PCL)

Assess 17 symptoms 
associated with PTSD

YES Both the English and Spanish 
version are recommended for use 
with Hispanic/Latinos

Structured clinical 
interview for 
DSM-IV Axis I 
(SCID-I)

Assess the presence of 
DSM-IV anxiety dis.

YES It has not been standardized on 
Hispanic population, bilingual 
interviewers use it

GAD-7 Assess psych 
symptoms

YES Self-administered, widely used, 
not-validated for Hispanics

GAD Q-IV Full diagnostic criteria NO Good psychometric properties, 
not validated for use in Hispanics

Anxiety disorder 
interview schedule
(ADIS-IV)

Assess anxiety and 
mood disorders

NO Good psychometric properties, 
not validated for use in Hispanics

P. Lachhwani



69

Anxiety Disorders per Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5)

Topics most relevant to Hispanics are listed first:

	 1.	 Other specified anxiety disorder including cultural concepts of distress related 
to Hispanics. In the appendix of DSM-5: Ataque de Nervios, Nervios, and susto.

	 2.	 Problems related to the social environment including:
	 (a)	 Acculturation difficulty.
	 (b)	 Social exclusion or rejection.
	 (c)	 Target of (perceived) adverse discrimination or persecution (immigration 

stress).
	 3.	 Separation anxiety.
	 4.	 Selective mutism.
	 5.	 Specific phobia.
	 6.	 Social anxiety disorder.
	 7.	 Panic disorder-panic attack specifier.
	 8.	 Agoraphobia.
	 9.	 Generalized anxiety disorder.
	10.	 Substance/Medication-induced anxiety disorder.
	11.	 Anxiety disorder due to another medical condition.
	12.	 Anxiety that is better explained by another mental condition.
	13.	 Other relevant anxiety topics to consider.

�Other Specified Anxiety Disorder Including Cultural Concepts 
of Distress Related to Hispanics in the Appendix of DSM-5

�Ataque de Nervios, Nervios, and Susto

Also, notice: mal de ojo (evil eye, jealousy, envy), Not included in the DSM.
The presentation of symptoms in this category cause significant distress but fall 

short of meeting the full criteria for any of the anxiety disorder class.
DSM diagnostic criteria prioritizes psychological over somatic symptoms of 

anxiety and may not capture anxiety that does not conform to these diagnostic 
assumptions. Cultural syndromes help to expand beyond usual mental health cri-
teria [1].
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�Ataque de Nervios (Attack of Nerves)

It is common among Latinos, characterized by being out of control with intense 
emotional upset, acute anxiety, anger, or grief; screaming, crying, trembling, and 
sometimes verbal and physical aggression. It is commonly associated with Caribbean 
Latinos [18].

Other symptoms might include:
Dissociative experiences (e.g., depersonalization, derealization, amnesia).
Non-epileptic seizures, fainting episodes, suicidal behaviors.
“Ataque de Nervios” is related to stressful family events. Events can include 

news of a relatives’ death, conflicts with a spouse or children, or witnessing an acci-
dent involving a family member. “Ataque de Nervios” might represent normative 
expressions of acute distress (e.g., at a funeral) without clinical sequelae.

“Ataque de Nervios” can overlap with panic attacks, panic disorders, dissociative 
disorders, conversion disorders, intermittent explosive disorder, trauma and stressor 
related disorder.

“Ataque de Nervios“in Caribbean Latinos, Puerto Ricans, and Dominicans may 
meet criteria for panic disorders.

�Nervios (Nerves)

Emotional distress among Latinos is expressed as “nervios.” It is a general state of 
vulnerability to stressful life experiences, and includes somatic disturbances, and 
inability to function.

Somatic symptoms attributed to “nervios” are headaches, irritability, stomach 
disturbances, sleep difficulties, nervousness, tearfulness, lack of concentration, 
trembling, tingling sensations, and dizziness (“mareos”).

“Nervios” share many commonalities with adjustment, anxiety, depressive, dis-
sociative, somatic symptom, or psychotic disorders.

Many people of Mexican origin loosely apply the concept of “Nervios” to dis-
tress that is not associated with DSM disorders, as well as to distress that is associ-
ated with anxiety and depression [19].

�Susto (Fright)

Susto is an expression of tribulation and tragedy, common among Latinos in the 
United States and Latin America.

Symptoms reported include poor sleep, appetite disturbances, low self-esteem, 
sadness, interpersonal sensitivity, and lack of motivation to do anything.

Somatic symptoms may include headaches, muscle aches and pains, cold in the 
extremities, stomach aches, and diarrhea.

“Susto” may overlap with major depressive disorder, post-traumatic stress disor-
der, other specified or unspecified trauma and stressor-related disorders, and somatic 
symptom disorder.
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�Problems Related to the Social Environment Relevant 
to Hispanic Minorities in the United States Include

	(a)	 Acculturation difficulty.
	(b)	 Social exclusion or rejection.
	(c)	 Target of (perceived) adverse discrimination or persecution (immigration 

stress).

	(a)	 Acculturation Difficulty.

Consider when an individual has difficulty in adjusting to a new culture and is 
not functioning well.

Multiple aspects of acculturation could be related to higher rate of mental disor-
ders like anxiety in Hispanics, for instance, changes in cultural values and practices, 
the stressors associated with it or negative encounters with American Institutions 
(e.g., employers, schools) would be some examples [20].

	(b)	 Social Exclusion or Rejection.

Consider when there is an imbalance of social power resulting in social exclu-
sion or rejection by others. Many Hispanics experience bullying, teasing, and intim-
idation by others; verbal abuse and humiliation; exclusion from the activities of 
peers, workmates in their social environment.

Poverty and inequality by themselves foster exclusion in general populations.
Many Hispanic families live in low-income neighborhoods prone to violence and 

gang activities. They live in constant fear which can contribute to development of 
anxiety, PTSD, aggression, and depression.

When referring to exclusion or rejection, consider that many Hispanic immi-
grants come to the United States as unskilled laborers. They lack social and eco-
nomic resources to ease their adjustment to the new country. They may have to 
relocate frequently to meet job demands, which strains family ties and makes devel-
oping friendships difficult. This is a hurdle in developing a sense of belonging to a 
determined area or community.

	(c)	 Target of (Perceived) Adverse Discrimination or Persecution.

This is when there is perceived or experienced discrimination against a person 
based on his or her ethnicity, race, gender, gender identity, religion, or sexual 
orientation.

Studies reported that 31% of Hispanics reported personal experiences with dis-
crimination while 82% believed that discrimination plays a crucial role in whether 
they will find success living in the USA. The current legislation on immigration 
policies plays a crucial role in creating a hostile and discriminatory environment for 
immigrants. The immigrant experience is associated with lower self-esteem, inter-
nalizing symptoms, and problematic behaviors among Mexican youth.
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It is also known that more time spent living in the USA is associated with 
increased feelings of distress, depression, and anxiety [12].

Like many other Hispanic and Latin American groups that migrate to the USA, 
all immigrant groups are often stigmatized and given a bad reputation.

�Separation Anxiety Disorder

Separation anxiety is when an individual is afraid of being separated from an 
attached person including a pet. The person develops extreme anxiety as a result 
from separation. While separation anxiety is a normal stage of development for 
infants and toddlers, most children outgrow it by 3 years of age. Childhood adver-
sity and traumatic events increase the risk of intense and/or prolonged separation 
anxiety. When separation anxiety occurs in teenagers and adults, it happens in the 
context of moving out or going away, leaving home for college, going to work, ill-
ness or death of a loved one, and divorce of parents. This condition also affects new 
mothers when temporarily separated from their newborn, especially in cases of high 
risk and stressful pregnancies.

Adults and children differ in their somatic symptoms. Symptoms that are usually 
prominent in children such as nausea and stomach aches, seem to be less frequent 
in adults who instead show more cognitive and emotional symptoms (making fre-
quent calls, adhering to rigid routines, talking excessively).

�Cultural Issues

In some cultures, children stay with parents for a long time. There is wide variation 
across countries with respect to the age at which children are expected to leave their 
parents’ home. Hispanics tend to have large multigenerational families and place a 
high value on interdependence among family members [10].

Hispanic families might experience separation during the process of migrating to 
the United States. Family separation puts US-born children, undocumented children 
and their undocumented parents at high risk for separation anxiety, depression, 
PTSD, and family maladaptive dynamics.

One study found that 85% of Central American youth were separated from both 
parents during immigration. If separation is from only one parent, it is most likely 
to be from the father. About 28% of the children have also been separated from their 
siblings [21].

Children and adults will experience emotional trauma with separation, often 
resulting in long-term changes in behaviors. Harsh immigration laws and re-entry 
restrictions make reunification difficult which further affect the mental health of 
children and parents.
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Hispanic children were more likely to display a primary diagnosis of separation 
anxiety and were more likely to come from families with lower incomes compared 
to Caucasians [22].

�Epidemiology

Separation anxiety is among the most common type of anxiety disorder in children.
It accounts for half of all referrals for mental health treatment for anxiety in chil-

dren [23].
In children ages 7–11, 4% have the disorder.
In adolescents, the 12-month prevalence is 1.6%.
In adults in the United States is 0.9%–1.9%.
The disorder is equally common in males and females.
Data from the World Health Organization (WHO) shows lifetime prevalence of 

separation anxiety disorder as high as 4.8% across countries occurring after the 
age of 18.

�Diagnosis

A complete psychiatric/psychological evaluation is needed when symptoms of 
separation anxiety are excessive for the developmental age and interfere with 
functioning. A suggested screening tool for children is the Children’s separation 
anxiety symptom inventory and for adults is the adult separation anxiety symp-
tom questionnaire (ASA-27). These surveys have not been validated for 
Hispanics.

�Treatment

A multimodal comprehensive treatment approach may include cognitive behavioral 
therapy (CBT), family education, family psychosocial interventions, and pharmaco-
logical interventions.

Most relevant data to treat separation anxiety is reported to have a trial of CBT 
first if available.

Coping Cat is the most widely used form of CBT for children to recognize anx-
ious feelings and physical reactions to anxiety and develop a plan to face and man-
age fears about separation and uncertainty.

Selective Serotonin Reuptake Inhibitors (SSRIs) may be prescribed in cases 
when the symptoms are severe and non-pharmacological interventions are 
not enough.
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SSRIs are both safe and efficacious. Common SSRIs include fluvoxamine, fluox-
etine, and sertraline.

Tricyclics are indicated with careful monitoring of cardiac functioning.
Benzodiazepines should be used only when a rapid reduction of symptoms 

is needed.

�Selective Mutism

Selective mutism is the failure to speak where there is an expectation for speaking 
in social situations.

The individual chooses to communicate via non-verbal means such as pointing, 
gesturing, nodding, whispering, writing, etc. The inability to speak is not due to lack 
of knowledge of the language.

Collaboration between the speech-language pathologist, and other health care 
providers (clinical psychologist, social worker, psychiatrist), classroom teacher and 
child’s family, is necessary for assessment and treatment planning. Other conditions 
such as speech and language delays must also be considered.

Selective mutism may coexist with social anxiety, separation anxiety, and OCD.
Individuals with timid personality traits might be prone to develop selec-

tive mutism.

�Cultural Issues

New immigrants to a country where a different language is spoken may refuse to 
speak the new language because of lack of knowledge of the language.

Higher prevalence rates of selective mutism have been noted in immigrant 
children and in language minority children when compared to non-immigrant 
children.

Sometimes it is a way of self-protection during an experience of intense anxiety.
Accurate diagnosis of selective mutism can be difficult due to the initial non-

verbal stage (i.e., “silent period”) common to second language learners; they appear 
quiet as they focus on listening and comprehension [24].

Consider school stressors, when treating an English Learner with selective mut-
ism, including lack of class support for learning a second language, negative views 
of the child’s culture or language, limited communication between parent/caregiver 
and school.

Bilingual children with true selective mutism present mutism in both languages 
in several unfamiliar settings and for significant periods of time. Interviewing par-
ents and caregivers to determine if the child speaks in his/her language successfully 
outside of the home environment is important information [25].

Consider determining educational eligibility within the public school setting 
under the Individuals with Disability Education Act of 2004 (IDEA 2004), in the 
categories of other health impairment, speech-language impairment, or emotional 
disturbance/disability.
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If the child does not qualify for an individualized educational program (IEP) then 
consider whether a 504 Plan would meet some of the child’s needs in the classroom.

�Epidemiology

Selective mutism is a rare disorder.
Prevalence estimates range between 0.03% and 1% depending on the setting 

(e.g., clinic vs school vs general population). It does not seem to vary by sex or race/
ethnicity.

It is more common in 3–6-year-old.
The disorder is more likely to manifest in young children than in adolescents 

and adults.

�Diagnosis

Screening individuals who present with language and communication difficulties to 
determine need for further assessment and/or referral for other services needed 
include:

Collateral information from parent/caregiver to describe home behaviors, rou-
tines, eating and sleeping patterns, teacher report from classroom observations.

Hearing screening to rule out hearing loss.
Psychologist evaluation to guide IQ testing for learning difficulties and other 

mental conditions such as autism spectrum disorder and schizophrenia.

�Treatment

The goal of treatment is to decrease anxiety and to increase verbal 
communication.

Early and consistent behavioral interventions at home and school are key to 
remediation. Adults and other children are not to speak for the affected individual.

Providing predictability and control for the child will decrease anxiety.
A multidisciplinary team approach consistent of pediatrician, psychologist, lan-

guage pathologist, teacher, counselor, and family’s report is necessary to evaluate 
speech, language, and communication domains in children with selective mutism.

Affected children may require personalized treatment sessions to establish rap-
port and to practice relaxation techniques in a safe and comfortable setting.

Behavioral strategies to explore include: graded exposure to anxiety provoking 
situations, systematic desensitization along with relaxation techniques, stimulus fad-
ing and contingency management, giving positive reinforcement upon verbalization.

Adolescents and Adults.
Treatment of adolescents and adults with selective mutism can prove difficult.
Cognitive behavioral therapy and motivational interviewing could be beneficial.
Consider anti-anxiety medications to address social anxiety if appropriate.
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�Specific Phobia

It is a persistent fear and anxiety of a specific object or situation, which may be 
expressed as fear of losing control, or getting harmed, or having dizziness or faint-
ing spells.

Typical phobic objects or situations include heights, storms, enclosed places, 
animals (e.g., snakes, bugs), witnessing blood, driving on bridges and through tun-
nels among some examples.

�Cultural Issues

Hispanics/Latinos report significantly lower rates of specific phobias than non-
Latino whites.

�Epidemiology

World Mental Health Survey [26] suggests specific phobia is one of the most com-
mon disorders in the general population with a lifetime prevalence ranging from 
7.7% to 9% in the United States; in South American countries it is 2%–4%.

Prevalence rates are approximately 5% in children and 16% in 13–17-year-old.
Females are more frequently affected than males.
The median age of onset is 8 years of age.
Specific phobia is rarely seen in medical-clinical settings in the absence of other 

psychopathology.

�Treatment

Cognitive Behavioral Therapy (CBT) with cognitive restructuring, and gradual 
desensitization through increased exposure to the stimulus can be effective treat-
ment and relaxation techniques.

Exposure response prevention is the main form of treatment [27, 28].
Selective serotonin reuptake inhibitors and benzodiazepines are effective medi-

cations to consider.

�Social Anxiety Disorder (Social Phobia)

Social anxiety is a chronic condition with excessive fears in social situations when 
exposed to scrutiny by others. It might last a lifetime, rates of complete remission 
are rare.

Typical social situations include fear of public speaking or performing in public, 
fear of being criticized for poor school or work performance.
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Individuals are sensitive to criticism, and they have low self-esteem and poor 
social skills.

Social anxiety may coexist with avoidant personality, making it difficult to dis-
tinguish between the two.

�Cultural Issues

Immigrant status has lower rates of social anxiety disorder in both Latino and non-
Latino white groups. Individuals living in urban or populated regions have lower risk.

Lower risk among minorities is more pronounced at lower levels of education.

�Epidemiology

The 12-month prevalence estimate of social anxiety for the United States ranges 
from 2.8% to 7% depending on the study but is still considerably higher than in 
most non-European countries.

Lower 12-month prevalence is seen in other parts of the world, around 0.5%–2%. 
In Europe it is 2.3%. In Mexico, it was 1.7% [29]. Mean age at onset is about 
15 years. Social anxiety is unlikely to begin after age 30.

The lower risk among Latinos, relative to non-Latinos whites in the United 
States, was found only among the young cohort (age < 43 years) [30].

�Treatment

The most effective treatment [31] is the combination of Selective Serotonin 
Reuptake Inhibitors (SSRIs) with Cognitive Behavioral Therapy (CBT).

SSRIs including sertraline (Zoloft), paroxetine (Paxil), and fluvoxamine (Luvox) 
are first-line medications for treatment of social anxiety (paroxetine has more evi-
dence than any other SSRI, but other SSRIs are similar including fluvoxamine, ser-
traline, fluoxetine, and citalopram).

SSRIs are generally well tolerated, easy to dose, and relatively safe in overdose 
and their ability to treat co-morbid conditions.

Other medications to consider are: SNR: Venlafaxine (Effexor), Beta Blockers: 
Propranolol (Inderal), Buspirone.

Benzodiazepines: Clonazepam has the largest effect size of all medications. 
There are concerns of excessive sedation, potential with withdrawal and depen-
dence and risks or relapse after discontinuation [32].

Augmenters/alternatives in treatment consider: gabapentin, pregabalin.
Psychosocial treatment interventions.
Cognitive Behavioral Therapy (CBT) including: cognitive restructuring, expo-

sure response prevention, relaxation techniques.
Social Rehabilitation: social skills training (individual or group format), com-

munication and assertiveness training, role playing, joining clubs.
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�Panic Disorder

Panic disorder has panic attacks several times a week. Panic attacks can last minutes 
or hours. Symptoms can occur from a calm state or an anxious state. It is a chronic 
condition with waxing and waning course and intensity.

Different medical disorders, psychiatric disorders, substance abuse disorders, 
and medications can induce panic attacks. Panic attacks are a symptom and do not 
confer a diagnosis of panic disorder necessarily.

Patients with panic disorders are first seen by primary care or in Emergency 
departments with frequent visits due to physical and emotional symptoms.

Panic disorder is frequently underrecognized.

�Panic Attack Specifier

Panic attacks could occur with any anxiety disorder as well as other mental disor-
ders (e.g., depressive disorders, post-traumatic stress disorder, substance use disor-
ders) and some medical conditions (e.g., cardiac, respiratory, vestibular, 
gastrointestinal).

It may be expressed with autonomic hyperarousal from different body systems 
including:

Cardiac: chest pain, palpitations, chills/hot flushes, fast heart rate, sweating. 
Consider a correlation between panic disorder and mitral valve prolapse, 
Echocardiogram is diagnostic.

Neurological: shaking, dizziness, numbness, spells. There is some correlation 
with seizure disorders. EEG is diagnostic.

Respiratory: choking sensations, shortness of breath, asthmatic crisis.
Gastrointestinal: nausea, abdominal discomfort, diarrhea.
Others: Derealization, depersonalization, fear of losing control or dying.

�Cultural Issues

Panic attacks might be an expression of cultural distress in Hispanics.
Cultural syndromes among Latinos including Ataque de Nervios are associated 

with panic disorder often.
Some clinical presentations of “Ataque de Nervios” fulfill criteria for conditions 

other than panic attacks including dissociated disorder, conversion disorder, or anx-
iety NOS.

�Epidemiology

The lifetime prevalence of panic disorder in the United States is 4.7% to 5.1%.
It was 0.6% in Mexico.
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Two peaks of onset are between ages 17 and 35 years. More common in females.
Onset after age 40 suggests an underlying medical condition or depression.
In the United States, significantly lower rates of panic disorder are reported 

among Latinos, Caribbean blacks when compared to non-Latino whites.
Rates among Puerto Ricans are higher 4.9% than in other Latino subgroups 

2.1%–3.2%.
The causes of these cross-cultural differences and differences in prevalence 

remain unclear.
In the survey samples, more respondents received an anxiety disorder NOS diag-

nosis than all specified anxiety.

�Treatment

Recommended treatment for panic disorder involves the use of antidepressants 
SSRIs, SNRI, benzodiazepines, TCAs, augmentation strategies, combined with 
panic-focused CBT.

SSRIs: Fluoxetine (Prozac), Sertraline (Zoloft), and Paroxetine (Paxil) are FDA 
approved for the treatment of panic disorder. Consider combination or augmenta-
tion strategies (e.g., an SSRI + a TCA, Trazodone, Buspirone, a benzodiazepine, or 
an atypical antipsychotic medication) for optimization as needed.

SNRI: Venlafaxine XR (FDA approved).
Benzodiazepines are the most common treatment prescribed.
Alprazolam (Xanax) and Clonazepam (Klonopin) are FDA approved for treat-

ment of panic disorder.
The potential for abuse should always be considered prior to initiating treatment 

with a benzodiazepine.
Combining a benzodiazepine and an SSRI can be especially effective.
Tricyclics (TCAs), imipramine, and clomipramine are effective for panic 

disorder (Not FDA approved for this indication). Side effects may limit their 
usefulness.

Panic-Focused Cognitive Behavioral Therapy (CBT) is an effective treatment 
alone or in combination with anti-panic medications for panic disorder. Sessions 
focused on cognitive restructuring, breathing, and bodily sensation awareness.

�Agoraphobia

It is excessive anxiety of being in places where escape or help might be difficult 
including:

Public transportation, open and enclosed spaces, crowded gatherings, or being 
outside alone.

Agoraphobic fears may decrease in the presence of a trusted individual.
Anxiety is out of proportion to the actual danger.
Agoraphobia is diagnosed irrespective of the presence of panic disorder.
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�Cultural Issues

The cross-racial/ethnic variability of agoraphobia without panic disorder in the 
United States has received little attention.

Prevalence rates of agoraphobia do not appear to vary systematically across cul-
tural/racial groups.

�Epidemiology

The 12-month prevalence of agoraphobia is approximately 1.7% of adolescents and 
adults in the United States. It was 0.7% in Mexico [1].

Latinos and non-Latino whites report similar lifetime prevalence, but Puerto 
Ricans endorse a significant higher rate 6% than other Latino groups 2.1%–3.2% 
[33]. Females are twice as likely as males to experience agoraphobia.

Agoraphobia may occur in childhood, but incidence peaks in late adolescence 
and early adulthood. For older individuals, it is 0.4%.

�Generalized Anxiety Disorder (GAD)

Anxiety is intense and relates to life matters (e.g., health, family, work, social, 
financial).

It consists of psychological and physical symptoms including: constant worries, 
restlessness, irritability, lack of concentration, fatigue, muscle tension: body, neck, 
back pains, headaches, sleep difficulties.

If anxiety is attributed to an identifiable cause with short duration, consider an 
adjustment disorder with anxiety.

If anxiety is due to a substance or medication, consider a substance/medication-
induced anxiety disorder.

If panic attacks or anxiety is a consequence of a medical condition, consider 
anxiety disorder due to another medical condition.

Generalized anxiety disorder with/without panic attacks are highly co-morbid 
(up to 50%) with many medical, mood disorders, alcohol use, and other anxiety 
disorder.

�Cultural Issues

The expression of Generalized Anxiety Disorder (GAD) has cultural variations.
Hispanics might tend to exhibit more somatic symptoms than cognitive 

symptoms.
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�Epidemiology

In the United States, the lifetime prevalence is estimated to be about 5%, some dis-
crepancy in community-based rate studies 2.1%–2.9%. It was 0.4% in Mexico [29]. 
GAD is seen in women twice as frequently as in men.

Age of onset is variable.
Some individuals reported in childhood and before age 20.
The Epidemiologic Catchment Area (ECA) study (1980–1985) found that life-

time rates of DSM-III GAD varied with non-Latino whites reporting twice the prev-
alence than US-born Mexican Americans and over four times the prevalence 
reported by Mexican immigrants 6.9% vs 3.4%. (do we need a reference here?)

This discrepancy was attributed to Hispanics participants inability to understand 
key instrument items, lack of semantic equivalence in instrument translation rather 
than symptom variability.

The most common somatic subscale of the Beck Anxiety Inventory (BAI) 
endorsed by Hispanics was dizziness and indigestion. The US non-Hispanic partici-
pants scored higher on the psychological subscale “scared” and “nervous.”

A cross-national comparison study of Mexican youth in Mexico reported more 
anxiety-related somatic symptoms than Euro-American youth [34].

Differences in reports of somatic versus psychological symptoms associated 
with GAD have been found in the same individuals, depending on the language 
used to report their symptoms.

The finding that bilingual Latinos tend to use somatic expressions to describe 
their GAD symptoms in Spanish and psychological ones to describe the same con-
dition in English suggests that Spanish-monolingual Latinos with GAD may be less 
likely to be identified, if largely psychological criteria are adopted for the disor-
der [35].

Psychological Testing for Generalized Anxiety Disorder and Panic Disorder.
Measure scales are used for screening and monitoring of symptoms severity and 

cannot replace a clinical assessment and diagnoses. The cross-cultural validity of 
instruments assessing anxiety/worry is limited and has produced mixed results.

The most widely used scales are:
Beck Anxiety Inventory is a 21 question multiple choice self-report inventory to 

measure severity of anxiety in children and adults. It has been criticized for its pre-
dominant focus on physical symptoms of anxiety. It may not function well for social 
anxiety or OCD which have stronger cognitive or behavioral component. There is a 
Spanish version [36].

Hamilton Anxiety rating scale (Ham-A) was developed to measure the severity 
of anxiety symptoms. The scale consists of 14 items, each defined by a series of 
symptoms, and measures both psychic anxiety (mental agitation and psychological 
distress) and somatic anxiety (physical complaints related to anxiety). It remains 
widely used as an outcome measure in clinical trials.
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It has been translated into Spanish.
Self-rating scales:
GAD-7 is an easy to use self-administered patient questionnaire with seven items 

on 4-point scale. Using the threshold score of 10, the GAD-7 has a sensitivity of 
89% and a specificity of 82% for GAD, it is moderately good at screening panic 
disorder, social anxiety, and PTSD.

It has a Spanish version.
GAD-2 item scale is also available.
Panic attack scale is a 7-question scale to measure severity of panic attacks using 

0 to 4 for scoring. Any score over 9 is considered important. It has a Spanish version 
but few data exist on this instrument in non-white American samples [37].

�Treatment

SSRIs: Escitalopram (Lexapro) and Paroxetine (Paroxetine, Pexeva) are FDA 
approved for GAD. Consider initiating treatment at a lower than therapeutic dose 
with gradual increase to avoid initial worsening anxiety.

SNRI: Venlafaxine (Effexor), Duloxetine (Cymbalta)(FDA approved for GAD).
Buspirone: (Buspar): FDA approved, it is a serotonergic agonist agent effective 

for treatment of GAD and for the maintenance treatment of GAD, no addiction 
potential.

Benzodiazepines: Alprazolam (Xanax), Clonazepam (Klonopin) (FDA approved) 
clinically indicated for anxiety symptoms and insomnia, augmentation of antide-
pressants, mood stabilizers, and antipsychotic medications, alcohol and hypnotic 
withdrawals, seizures, muscle strain. Rapid onset of action, favorable side effect 
profile. Because of potential for dependence, recommendations are for short-term 
rather than long-term use and may cause disinhibition, memory deficits, and 
dizziness.

Most agents are cross tolerant with each other.

Other Medications  TCAs and other heterocyclics: are not FDA approved for the 
treatment of GAD. However, imipramine (Tofranil), doxepin (Sinequan), and trazo-
done (Desyrel) can be effective agents.

Hydroxyzine (Vistaril, Atarax): Anti-histaminergic medications can decrease 
anxiety, nausea, vomiting, allergies, skin rash, hives, and itching.

Psychotherapeutic approaches:
Include insight-oriented or supportive psychotherapy, interpersonal therapy, 

cognitive behavioral therapy (CBT) with cognitive restructuring, exposure 
response prevention, relaxation training, group therapy, yoga, meditation, and 
lifestyle changes (e.g., reduction of stressful environment, improved sleep 
hygiene, exercise).
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�Substance/Medication-Induced Anxiety Disorder

Panic attacks/Anxiety are seen often in the presentation.
The panic attacks developed after a substance intoxication or withdrawal or after 

exposure to a substance/medication.

�Epidemiology

Prevalence of substance/medication-induced anxiety disorder is not clearly 
understood.

It may be rare, 0.002%. No data found for Hispanics.

�Anxiety Disorder Due to another Medical Condition

Panic attacks/Anxiety are seen often in the presentation.
Panic attacks are the direct pathophysiological consequence of another medical 

condition.

�Epidemiology

Prevalence of anxiety disorder due to another medical condition is not clearly 
understood. Patients with asthma, hypertension, ulcers, and arthritis are common 
medical conditions with high risk of anxiety disorders.

�Other Specified Anxiety Disorder

It applies to an anxiety presentation that does not meet the full criteria for any of the 
disorders in the anxiety disorders diagnostic class. It is also used when the clinician 
chooses to communicate specific reasons for not meeting criteria (e.g., Ataque de 
Nervios).

�Unspecified Anxiety Disorder

It applies to an anxiety disorder that does not meet the full criteria for any of 
the disorders in the diagnostic class. The clinician chooses Not to specify the 
reason for not meeting criteria. (e.g., in emergency room setting, lack of 
information).
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In past studies, individuals from minority groups, including Hispanics, did not 
meet full criteria for specified anxiety disorders and therefore had lower prevalence 
rates when compared to white Americans.

It is possible that the WMH-CIDI (World Mental Health Survey Initiative ver-
sion of the World Health Organization Composite International Interview) falls 
short across language and cultural differences to capture the anxiety in the minori-
ties [38].

�Other Relevant Anxiety Topics to Consider

A.Recurrent thoughts and repetitive behaviors, as in Obsessive Compulsive 
Disorder (OCD).

Cross-cultural homogeneity data with DSM criteria found 1% in the United 
States, 1.8% in Puerto Rico. Data on cross-cultural assessment of OCD severity and 
impairment are very scarce. OCD epidemiology indicates similarity in gender dis-
tribution, age of onset, and comorbidity. OCD is common in different cultural set-
tings in male children and adolescents and in female adults. Late adolescence is a 
period of increased vulnerability, and individuals with OCD may also have mood 
and anxiety disorders.

B.Re-experiencing Trauma, as in Post-Traumatic Stress Disorder (PTSD). Many 
Central Americans immigrants are at high risk for PTSD for war-related trauma and 
terror that preceded their immigration to the United States and may make adjust-
ment to their new home more difficult. In a national study of Vietnam veterans [39], 
Kulka et  al. found that Hispanics were at higher risk for PTSD than their white 
counterparts. Ortega and Rosenheck [15] studied Puerto Ricans veterans in particu-
lar and found to have higher probability of experiencing PTSD than others with 
similar levels of war zone stress.

C.Preoccupation with appearance, as in Body Dysmorphic Disorder. Data on 
cross-cultural.

Assessment of Body Dysmorphic Disorder is scarce. Adolescent girls were most 
dissatisfied with their bodies than adolescent boys. The interaction between gender 
and ethnicity was not significant [40].

D.Difficulty discarding or parting with possessions, as in Hoarding Disorder. 
The majority of studies have been conducted in samples with white/Caucasian indi-
viduals. Data on Hispanics is scarce [41].

E.Hair Pulling, as in Trichotillomania. A review of the literature suggested 
that research on Latinos/Hispanics is limited to case studies and first person 
accounts [42].

F. Skin Picking, as in Excoriation Disorder. A Pubmed review of the literature 
showed no reports on Hispanics.

The limited literature is reflective of the general state of research involving 
minorities and Anxiety Disorders, more research needs to be done to test guidelines, 
standards, or models to develop sensitive interventions for Hispanic/Latinos and 
other minorities.
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7The Role of Acculturation in the Mental 
Health of Hispanics

Renato D. Alarcón

�Introduction

Acculturation is a term of fluid use in a variety of social sciences, historical and 
even philosophical topics [1, 2]. Although preferentially incorporated in the litera-
ture related to migration phenomena and their resulting changes, adjustments and 
adaptations across time, location and context [3, 4], it is also the subject of journal-
istic inquiries, methodological documents, social policies, political debates, and 
even fiction masterpieces. From a predominantly psychiatric perspective, accultura-
tion occupies significant spaces in diagnostic and therapeutic areas: it plays a patho-
genic role as a precipitating factor of a number of clinical conditions [5], and can be 
the source of therapy-oriented approaches for a variety of emotional disorders in 
members of different ethnic or cultural groups.

In spite of its very long history as a unique process of human interactions, the 
systematic and consistent study of acculturation may have started only in the first 
decades of the twentieth century when social scientists fixed their research interests 
in the complex process of world migrations and their many modalities, causal fac-
tors, evolvement, and outcomes. Culture, traditionally defined as a repository of 
experiences, traditions, habits, religion, values, and identities of human groups or 
communities [6, 7], entails also as a dynamic process, a changeable scenario result-
ing from the growing interactions between migrant groups and host collectivities 
[8]. Such unavoidable interactions take place in a variety of circumstances, dressed 
up by a variety of emotions: curiosity, predisposing aversion, hatred, fear, resigna-
tion, wish to help or compassion, among the members of the host society; and 
expectations, hope, illusions, uncertainty, fear, defensiveness, or anxiety in the 
migrant population. The concept, practice, and study of acculturation, thus 
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generated, defined it as the uniquely contextualized process of experiential 
exchanges between the two protagonist groups of the migratory encounter, the 
resulting set of habits, beliefs, customs and everyday life practices in migrants and 
hosts [9].

There are many approaches to the study of the acculturative phenomena, depending 
on a variety of methodologies and perspectives covering different magnitudes of 
change [4, 5, 10]. The first criterion entails a causal approach, i.e., the reasons compel-
ling people to take the route of migration: Was it voluntary or forced? If the former, be 
that determined by economic, occupational, deliberate factors and more or less planned 
organization, an open, amenable disposition to face the acculturative process and its 
specific experiences can be expected. If forced by social, financial, political reasons, or 
even by natural disasters, migration can become a profoundly traumatic event with 
refugee or displaced crowds unwillingly compelled to abandon familiar places and 
enter into unknown, even hostile scenarios [11, 12]: acculturation would then be an 
unexpected, imposed, multiplied traumatic process. An additional component has to do 
with whether the migration is internal (i.e., within a known territory such as the same 
country or region) or external, implying the crossing of international borders and the 
confrontation with more complex, testing, and demanding circumstances.

Among the many types or cases of migratory phenomena across world regions or 
continents, the movement of millions of Hispanic or Latin American (Latino) 
groups towards North America (mostly the United States) has a number of unique 
characteristics [13]. To cite a few of them, it can be said that most of the migrants 
come from Central American countries and Mexico, most are of modest socio-
economic population segments, take on the route pushed by labor and work needs, 
and use either plain walking or crowded transportation means (i.e., buses, trucks, or 
trains) for their displacement to the Mexico–US border. At that point, they start 
probably the most complicated phase of the process, choosing either an uncertain 
chain of bureaucratic procedures, or the desperate and costly illegal entry led by 
demanding, abusive, unscrupulous “guides,” properly called coyotes [14]. These 
immigrants are mostly adult males, but thousands of women, adolescents, children, 
and even senior people also make this dramatic journey.

This chapter will briefly examine different aspects of the acculturation of Hispanic 
immigrants in the USA, described both as a socio-cultural process and as a specific 
human experience [10, 15, 16]. It will mostly focus on the health (physical and, mostly, 
mental or emotional) implications of acculturation, centering on the acculturative stress 
as both a critical component of the adaptational process, and a clinical condition, even-
tually recognized by classification manuals and other diagnostic resources. It will fin-
ish outlining management steps when necessary, and elaborating didactic conclusions 
and recommendations related to the various perspectives on the topic.

�The Process and the Experience of Acculturation

Individual and collective changes induced by acculturation have been systemati-
cally studied through a variety of models and across several domains. The process 
generates changes in attitudes, behaviors, values, and cultural identity. Many authors 
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mention acculturative motivations, availability of resources, and modeling factors 
as varied as personality dispositions, vocational interests, food preferences, peer 
relations, and media usage patterns [17–19]. In turn, these acculturation models 
vary in function of uni- or pluri-dimensional modeling factors. Perhaps the most 
consistently accepted approach to the study of this issue is Berry’s orthogonal, two-
factor model of acculturation [20, 21] determined by the ethnic-heritage, and the 
dominant-culture mainstream dimensions whose dynamic, reciprocal interactions 
produce four distinctive, grade-based acculturative states: integration, assimilation, 
separation, and marginalization. Like in many other fields of scientific inquiry, this 
approach is not unanimously accepted, as purely socio-demographic and socio-
economic factors seem to play a larger role than acculturation itself on the mental 
health implications of migration [22]. Furthermore, moderating factors such as cul-
tural intelligence and perceived diversity climate of the host entities seem to be 
powerful pivots of a positive international acculturation [23].

The main components of acculturation as a process are, of course, the protago-
nists of the encounter: members of the migrant group and the host community or 
society. As important as they are, however, a crucial component is the set of circum-
stances that resulted in the migration itself, that is, a series of factors that evolve, 
silently or noisily, as triggers of a more or less predictable type of reception. For 
instance, if the migration was related to political situations (civil wars, dictator-
ships, persecutions, formal or violent exile, etc.), the reaction of the host society 
may include either sympathy, compassion and open support or rejection, distrust or 
different levels of uncertainty [19, 24, 25]. On the other hand, if migration responds 
to economic needs, joblessness in the country or region of origin, or pervasive levels 
of poverty and subsequent violence, the migrants will do it out of desperation but 
still embracing levels of hope, while the hosts may feel this as an opportunity of 
increasing its workforce at a relatively low cost, or as an inappropriate attempt to 
take over existing jobs [26, 27]. Whether the migration process takes place within or 
outside legal frames of reference, adds an important conditioning factor to the 
process.

The setting in which acculturation occurs is also a critical component. It has to 
do with the part of the host community where the immigrant arrives or decides to 
settle down. Massive migrations like that of Hispanics into the United States, usu-
ally lead to more or less deprived urban or peripheral areas in large cities [28] to the 
point that they seem unable to establish direct contact with members of the host 
communities: however, the fact is that the acculturation process starts almost imme-
diately, regardless of whether the protagonists are or are not aware of its occurrence 
[29, 30]. Even though living in areas with high concentration of Latinos seems to 
make acculturation advance more slowly [28, 31], newly arrived immigrants are 
constantly reminded of the fact that they are in a different milieu, facing a different 
reality, subjected to new rules that they may, at first, attempt to deny or minimize, 
compelled to familiarize themselves with sets of psychosocial boundaries (i.e., lan-
guage, food or communication styles, gender relationships, family life, authority 
principles, educational and religious practices, etc.) that in the end will generate a 
different behavioral repertoire [32, 33]. Acculturation as a process, however, may be 
more a portrait, an academic description, even an animated narrative.

7  The Role of Acculturation in the Mental Health of Hispanics
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As an experience, on the other hand, acculturation is, in many cases, an agitated, 
dynamic, at times chaotic succession of events, a personal story of intense learning 
and confronting circumstances and situations whose outcome remains uncertain for 
long periods. The constantly changing contexts (neighborhood, school, workplaces, 
churches, streets, transportation) challenge the adaptive capacities of migrant indi-
viduals and groups in a sequence that may be extremely disorganizing [17–19, 26, 
28, 34, 35]. The environment into which the immigrant has arrived makes him/her 
aware of his otherness [36, 37], of his precarious standing of anonymity that, para-
doxically, is not going to make him/her less visible, quite the contrary. And the 
problem becomes even more complicated because the immigrant is not or, many 
times, does not want to be aware of this collective ambiguity.

Acculturation is, therefore, a process that defies polite academic descriptions 
because it is constituted by intense experiences and variations. The most sophisti-
cated research describes different outcomes, mostly qualified by the degree in which 
the newcomer adopts, absorbs, tolerates or rejects the social and cultural rules of the 
host society, against the background of individual personality, mood, cognitive, and 
other psychobiological traits [30, 31, 38–40]. Many authors consider the extremes 
of this process (i.e., total, almost unconditional acceptance vs. total, almost absolute 
rejection) as undesirable. The former, because it may reflect total subjugation or 
subordination to the “new” norms and the forging of a new form of renegade 
renouncing to history and legacies; the latter, because it would show unwillingness 
to reasonable adaptations, an unrealistic denial of the practicality of changing to 
advance without abandoning the telluric essences of one’s own self.

�Acculturation in Hispanic Communities

Perhaps more than any other ethno-cultural group among migrant communities, 
Hispanics (or Latinx) coming into the United States offer the best examples of the 
good and bad sides of the acculturative phenomenon. Currently being the largest 
minority population in the country and having made unquestionable progress in a 
variety of areas, it is clear however that a lot remains to be done [41, 42]. The major-
ity of Hispanic immigrants are from Mexico and Central America. A large propor-
tion continues to be immersed in deep levels of poverty, unstable occupational and 
labor positions, deprived living conditions and risks of discrimination, stigmatiza-
tion and neglect [43, 44]. A good percentage of the Hispanic population in the USA 
is made out of immigrants mostly devoted to rural, agricultural or moving work 
locations with predictable family instability, financial limitations, and scarce oppor-
tunities of physical, social, and emotional well-being [27, 29, 33, 45]. Its political 
impact is still far lower than the other largest minority group—African-Americans—
and it is not yet possible to speak of strong or consistent efforts to coordinate and 
solidify common objectives.

A lot has been studied and written about the strengths and weaknesses of the 
Hispanic population and communities in the USA. Familism continues to be a well-
preserved value among Latinos, together with its solid connections to respect for the 
elderly, the mother’s figure (and its resulting Marianism), and strong religious 
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(mostly Catholic) devotions and practices [25, 46, 47]. On the other hand, economic 
factors generate many times family separations, particularly at the start of the migra-
tion process, as fathers and adolescents come first leaving the rest of the family 
awaiting and hoping. The same circumstances may contribute to nutritional deficits 
and lack of healthy physical practices, disagreements, criticisms, and eventual 
breaks of domestic violence [43, 45, 48]. Interestingly, there are differences between 
Hispanic immigrant groups (South Americans, Central Americans, Caribbeans), 
i.e., heterogeneity about peer choices, willingness to meet guidelines, new habit 
acquisitions, and other variables [49–51].

Throughout the whole time, acculturation’s complex operations are taking place 
even if the protagonists themselves do not realize it. The appearance of juvenile 
Hispanic gangs or pandillas has been explained both as a behavior copied from 
American-born delinquent groups deliberately devoted to the commission of crimi-
nal acts, and as a defensive reaction from young Latinos against the systematic hos-
tility and harassments that the population’s majority inflicts on them [29, 43, 52]. The 
adaptation levels of Hispanic immigrants vary as a result of numerous factors: from 
the inner disposition to adapt that each individual brings into the new reality to the 
degree of hospitality of rejection on the side of the host community. The former has 
to do with the weight and the meaning of the person’s formative years, the shaping 
up of identity [3, 7, 12, 29, 44, 53], while the latter is a product of collective mentali-
ties shaped up by history, culture, and socio-economic demands [23, 24].

�The Clinical Scene

The clinical repercussions of acculturation operate, as well, at the individual and at 
the group or social level. They can impact both the physical and psychological health 
of the migrants, and the link with the migration process itself may not always be 
suspected, as the clinical manifestation may be noticed long after the arrival. The 
physical problems may be carried on by the immigrants (infectious or chronic dis-
eases, allergies, fragile pre-dispositions, etc.) and triggered by environmental factors 
in the new setting, i.e., the impact of the “new” diet on an increased prevalence of 
colorectal cancer in first and second generation Hispanic immigrants [54]. Moreover, 
situations such as poor food intake and subsequent malnourishment and physical 
weakness or, on the contrary, disorganized intake, unbalanced diets, population den-
sities in deprived urban or rural areas, and early exposition to alcohol or drugs, may 
contribute to obesity, hypertension, cardiovascular, respiratory or other conditions 
[55–58]. The lack of or difficult access to clinical services (determined by poverty, 
deprivation, isolation or sheer, systemic discriminatory practices by administrative 
border agencies [59]) may dramatically contribute to these tribulations [60, 61]. 
Contrarywise, a number of studies conclude that unidentified protective factors oper-
ate effectively among young adult and mature Hispanic immigrants [62, 63].

In the mental/emotional terrain, there is no doubt about the role of acculturation 
problems as triggering factors of a number of diagnostic conditions. It is appropriate 
to start with an entity included in both the WHO’s International Classification of 
Diseases 10th. Edition (ICD-10) [64] and the APA’s Diagnostic and Statistical 
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Manual, 5th. Edition (DSM-5) [65], under the general heading of Other Conditions 
that may be the Focus of Clinical Attention: Acculturation Difficulty or Acculturative 
Stress. The difficulties in adjusting to a new culture affect the individual’s function-
ing and may induce clinical manifestations as varied as anxiety, fear, irritability, 
anger, “psychosomatic” (mostly gastrointestinal and cardiovascular), and physical 
(tremor, headaches, myalgias, etc.) symptoms. On occasions, and due to different 
severity levels of the acculturation process, or to the co-occurrence of other causal 
events, stress manifestations fit more precisely the picture of post-traumatic stress 
disorder (PTSD), with a variety of complex and severe clinical findings [66, 67].

Acculturation also plays a pathogenic role in a variety of other clinical condi-
tions. Anxiety-related conditions, particularly generalized anxiety disorder (GAD), 
are probably the most frequent diagnoses, characteristic symptoms include irritabil-
ity, short-temperedness, emotional lability, and insomnia. According to Hovey and 
Magaña [68], elevated acculturative stress, low self-esteem, ineffective social sup-
port, lack of control and decision-making capabilities, low religiosity, and high edu-
cation are significantly related to high anxiety levels among Mexican immigrants. 
These patients may also report thinking almost obsessively about family members 
left behind, inability to concentrate, sudden impulses to run (at times, fantasizing 
with a return to their native country), mixed thoughts of violence, “anger towards 
God,” and incessant praying and imploring for divine help. In the relationship with 
their physical and human surroundings, they may experience a mix of rejection, 
fear, avoidance, and impulsiveness. Panic-like reactions are not infrequently seen.

Closely related to anxiety-related conditions, depression in different clinical 
modalities is also present in this population, particularly among undocumented ado-
lescents [69]. To typical manifestations such as sadness, low mood, profoundly nos-
talgic memories, social isolation, anorexia (or hyperorexia), self-critical ruminations 
and a sense of failure or profound discouragement, a variety of physical/somatic 
symptoms, i.e., headaches, shortness of breath, chest pain, or fatigability, can be 
added [70]. While the disruption of social networks, particularly family separation, 
is a strong predictor of depression [71], it is important to note, however, that in 
Hispanic immigrant populations, suicide or suicidal behaviors are, at times, signifi-
cantly less frequent than among the majority segments: this feature is explained on 
the basis of religious convictions, shame in the face of suicide’s meaning of defeat, 
pride and mutual feelings of solidarity and support [47, 72, 73].

Substance use disorders (SUDs) have also emerged with increasing force in the 
psychopathology of Hispanic immigrants, in spite of genuinely culture- and family-
based protective resources and, ultimately, a small association between, for instance, 
current measures of acculturation and alcohol use among Hispanic immigrants [74]. 
A normative interpretation of acculturation’s effects, i.e., a more intimate exposure 
to Anglo culture through, for instance, language use, showed stronger connections 
with drinking outcomes among Hispanic male and female immigrants [75].

Furthermore, the role of acculturation in these disorders has to do mainly with 
the opportunistic presence of narcotic traffickers in the midst of the newly arrived 
human groups, the offer of alcohol or substances as means of relief, the fragility and 
suggestibility of many newcomers, and perhaps even a sense of being “accepted” if 
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they do what they are “invited” to do. It is clear that some segments of the migrant 
communities (particularly adolescents) and individual adults may show spontane-
ous disposition, established habits, and/or active search of drugs and alcohol before 
the actual transition process [76, 77].

Last but not least, acculturation may trigger true personality disorders in indi-
viduals probably predisposed by genetic-biological factors, or contribute to their 
appearance by inflicting powerful stressing experiences, particularly to immigrant 
children who, then, become vulnerable to environmental factors leading to the dis-
orders. An important study by Breslau et al. [78] reveals the dramatic increase of 
behavioral disorders across generations of Mexican origin after migration to the 
USA: lower in the general population of the country, higher in children of Mexican-
born immigrants raised in the USA, and higher still in Mexican-American children 
of US-born parents; nevertheless, the association with migration was markedly 
weaker for aggressive than for nonaggressive symptoms. Moreover, it is somewhat 
surprising that antisocial behaviors reach the highest levels among Hispanic adoles-
cents and young adult immigrants who use the separation (rather than marginaliza-
tion) strategy of Berry’s model [20, 21, 79]. Finally, without specific epidemiological 
details, it seems likely that antisocial, borderline, histrionic, and passive-dependent 
types may be the most frequently personality disorders seen among Hispanic immi-
grants. Each label would have a more or less precise pathogenic chain of events 
leading to a final diagnosis [80, 81].

�Management of Acculturation and Related Conditions

Although described primarily as a collective process, an event related to and expe-
rienced by groups of people and configured by institutional rules and norms, habits 
and dispositions, acculturation is also, in many ways, an individual phenomenon, a 
particular set of situations lived and led by a person exposed to a new, different 
environment, his/her new “home.” Most of the studies conducted in this area, how-
ever, use a group-oriented approach, a “public health” perspective [82] together 
with inputs from a variety of social sciences focused, again, on collective experi-
ences and exchanges (families, communities, neighborhoods, etc.). On its side, the 
individual approach seems to mostly adopt the form of “clinical cases,” behavioral, 
mood-related or psychotic-like reports of conditions triggered and/or managed by 
acculturative factors [83].

The management of acculturation-related phenomena in a group context entails 
different foci:

	1.	 Educational or formative, fundamentally oriented to basic aspects of everyday 
life that would make the adaptation process more manageable. Primary among 
them is the learning of the new language. It is well known that most Latino 
migrants to the USA do not speak English, so a more or less regular language-
oriented training would provide them with probably the most decisive instru-
ment for a good, constructive acculturation process [30, 42, 84]. In turn, the role 

7  The Role of Acculturation in the Mental Health of Hispanics



94

of religious organizations is extremely important both for their purpose of spiri-
tual and emotional support and the concrete actions of solidarity and material 
assistance [34, 85]. On the immigrant’s side, the use of integration as accultura-
tion style serves as a protective resource [49, 86]. Needless to say, the immi-
grants are expected to take advantage of these opportunities, mostly implemented 
by school- and church-based organizations; if they do not, the result is, many 
times, a growing sense of isolation and self-exclusion [26, 27, 40]. Unfortunately, 
the numbers of those who adopt such intransigent position, dictated mainly by 
defensive, self-protective or anger-nourished elaborations, is not small.

	2.	 Social, legal, and administrative rules, dictated by federal, state, county or local 
legislatures and other public organizations, supposedly in charge of an orderly 
location of immigrant groups, the implementation of dispositions related to per-
sonal documentation, potential job search or arrangements, living conditions, 
police and public order agencies, social living norms, etc. Undoubtedly well-
intentioned, these tools cannot avoid a marked impersonal, bureaucratic flavor 
that, on occasions, may generate rejection on the side of the immigrants; their 
deficient use as rules to “reinforce” public order and tranquility can deviate or be 
interpreted, at times, as arbitrary, abusive, or discriminatory against the newcom-
ers [5, 16, 19, 87]. The role of social media, in turn, makes communications and 
information-sharing a much more complex process [88].

	3.	 Public Health proper, that is, mostly informative, prevention-oriented, guidelines-
providing activities implemented in settings such as community centers, schools, 
city or municipal agencies or social organizations [89]. Entities formed by previ-
ous groups or waves of immigrants, already more or less established or inte-
grated in the host society, occupy a front-line position in the implementation of 
these strategies [87, 90]. The actual procedures include public lectures, group 
conversations, home or neighborhood visits, city tours, telephone or online con-
tacts. The newcomers are specifically invited to these activities, and clearly told 
about their purpose: make them feel comfortable enough to become quickly 
familiarized with their surroundings, know the rules, initiate job, school, church 
or other searches, and be reaffirmed in the main objectives of their move [91, 92].

	4.	 The political management of the acculturation experiences falls in the hands of 
leaders, authorities, agencies, and parties guided by ideologies and doctrines, 
and implemented by public acts, manifestations, proclaims, and pronounce-
ments. It may have, therefore, both positive and negative implications, with dif-
ferent measures of acceptance, popularity, persuasiveness, and effectiveness. A 
positive impact of the political management of acculturation is reflected in social 
order, equities, mutual acceptance, and pragmatic integration of the immigrant 
and local communities [15–19, 34, 90]. Negative impact, many times due to 
divisive, demagogic, confusing, changing or opportunistic positions adopted by 
political leaders, results in social injuries to the forthcoming members of the so-
called “human capital” [93] in the form of pervasive discrimination, aversion, 
racism against “colored” people, and violence of all kinds (domestic, criminal, 
sexual and even police-led) [94–97].
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The individual clinical management of acculturation-related conditions depends 
on the nature (physical/medical or mental/emotional) of the disorders. In either 
case, it becomes the responsibility of medical personnel in outpatient, hospital- or 
community-based settings: immigrants with acute or chronic physical or medical 
problems must be treated with the same professional dedication and promptness 
offered to local patients [98]. In the case of Hispanics, other than the language and 
communication issues [30, 42] the culturally determined attitudes towards figures of 
authority (i.e., health professionals) are an important factor for the success of the 
interactions [99, 100]. As mentioned above, probably the most frequent diagnostic 
conditions faced under these circumstances are nutrition-related (thinness or obe-
sity), infectious, cardiovascular, gastrointestinal, or respiratory problems [54–58]; 
nevertheless, acculturation-related factors seem to accentuate ethnic and nativity-
related low cardiovascular risk among foreign-born Mexican Americans when com-
pared with non-Hispanic Whites [101]. On the other hand, lack of insurance 
coverage and financial restrictions among immigrants are definitely damaging fac-
tors in their overall management.

The psychological, mental, or emotional clinical conditions with acculturative 
stress as a point of departure require specialized care in many cases, including psy-
chotic conditions [102]. The use of psychopharmacological agents (i.e., anxiolytics, 
antidepressants, major tranquilizers) is totally justified in order to treat specific tar-
get symptoms. The doses for Hispanic patients may be higher or lower than those 
required by Anglo-Saxon ones, depending on genetic/metabolic patterns, tolerance 
levels, side effect occurrences, history of previous use, etc., but the general recom-
mendation is to start with mild to moderate amounts, and continue with periodic 
increments over a period of several weeks [103]. It is important to keep in mind that 
anxiolytic agents may induce tolerance, subsequent habituation and with further 
addiction and physical dependency. If there is a previous history of substance use or 
abuse, this chain of events becomes a complex management barrier.

These considerations make even more important the need to install a truly com-
prehensive treatment plan that includes appropriate psychotherapy arrangements. 
As acculturation is an essentially existential experience, the need to establish empa-
thetic connections with the innermost aspects of the Hispanic patient’s psyche is 
mandatory [96, 99, 104]. Psychotherapy, independent of school-oriented tech-
niques, allows an open discussion of the different phases of the migration process, 
and particularly the impact of, until then, unknown circumstances. The approach to 
be used needs to emphasize the common ingredients of all psychotherapeutic pro-
cedures [105], but also the recognition of features inherent to the Hispanic condi-
tion, such as cautiousness, initial distrust, further demandingness, respect towards 
authority, and willingness to follow instructions once the relationship has been duly 
established. Some cultural psychotherapies such as the use of typical short stories or 
proverb interpretations [106] may be particularly effective. Biculturality in Hispanic 
migrants seems to predict lower HIV acquisition risk [107]. Actually, prevention 
and treatment services for Hispanic immigrants, aimed at increasing levels of emo-
tional support, self-esteem, and coping skills [72, 104, 108] are critically relevant.
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�Discussion

Acculturation as the culminating and most powerful phase of the migration process 
has, in the case of Hispanic populations, a number of unique features that impose a 
characteristically complex structure to the bio-psycho-socio-cultural-spiritual tex-
ture of this particular aspect of their life experience [109]. In other words, it affects 
the total human entity of the Hispanic migrant and may become a decisive factor in 
the final quality of his/her adaptation to the North-American milieu. That is why, 
pertinent steps of the acculturative journey [110–112] must be carefully explored in 
any kind of interpersonal contact, administrative inquiry or clinical assessment and, 
if possible, integrated in an individual life report, memoir, or healthcare record.

It must also be remembered that Hispanic migrants bring with them a unique 
table of values, one in which family ties, religious principles and social interaction 
norms play crucial roles [96, 99, 110]. Acculturation in the North-American sce-
nario truly puts such values to a critical test as adaptation, no matter how successful, 
entails both change and permanence: the former as a condition of co-existence with 
the host population’s norms and lifestyles [113], some of which will be incorporated 
anyway; and permanence because renouncing totally to their original identity would 
make the Hispanic immigrant a victim of a blind, cognitive enculturation, a de-
personalized, confused, self-damaging and alienated being [114]. That is why the 
main objective of a healthy acculturation, or of any management process to assist in 
it, must entail a deliberate search of harmony and balance [92, 96, 115, 116] in the 
context of a renewed identity [3, 34, 83, 117].

As a subject of research, acculturation offers a wide range of possibilities. 
Numerous studies on Hispanic immigrants in the USA clearly reflect the impor-
tance of the topic. Public Health inquiries suggest the need to refine existing tools 
aimed at the study of linguistic and other cultural elements looking for validity 
and usefulness across ethnic and subethnic groups [11, 118, 119]. The fascinating 
epidemiological “Hispanic Paradox” [120] constitutes a topic of almost endless 
possibilities in both methodological and clinical (physical and mental) areas 
addressing its validity and transcendency [121, 122]. Similarly, the theme of resil-
ience and its role in the Hispanic acculturation process and experience, presents a 
crucial challenge both as an implicit preventive resource and an interventional 
strategy [123].

The risks of a failed acculturation are enormous. Whether they are originated in 
the personal structure of the migrant him/herself, or related to adverse features of 
the host community, the sequel of events in a denaturalized acculturation process go 
from behavioral and affective traits to well-documented clinical entities. The impact 
is, likewise, multifaceted because it reaches beyond the individual’s life alone, to 
touch on his family (by his side or distant, left behind), job, finances, links to socio-
political institutions, and existential outcomes. The need of a firm, constructive 
acculturation is not only a fact relevant to the migrant or his/her family: it is of criti-
cal relevance for the fate and stability of the world community as a whole.
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�Conclusions

The complexity of issues involved in the consideration and the study of accultura-
tion has captured the attention of academicians and researchers alike, as the migra-
tory phenomena become a decisive factor in the current realities of globalization 
[124, 125]. The purpose of such studies is to dissect the different components of the 
process from the individual and collective perspectives, in order to take away the 
undesirable features of a failed acculturation, and make of it, instead, a pillar of 
constructive coexistences. Research on acculturation is extensive and keeps grow-
ing; it has provided interesting routes of knowledge towards its true nature, its 
phases, ingredients and as a factor of success or failure [126]; at the same time, 
however, it has uncovered sources of complexity, risks, and inconveniences in clini-
cal, demographic, socio-cultural, and financial spheres. Ultimately, research on this 
topic can only be thorough if and when international efforts take place in attempts 
to identify commonalities of constructive acculturation experiences in different 
parts of the world and with different populations, ethnic or cultural groups—all 
efforts oriented to the elimination of dissension and conflicts.
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�Introduction: Suicidal Thoughts and Behaviors

Suicide is one of the leading causes of death worldwide, accounting for almost one 
million deaths per year [1]. It is a highly complex global health issue with marked 
differences across gender, age, race, ethnicity, socioeconomic status, and culture. 
Despite the severity of this problem, progress in suicide prevention is impeded by 
the lack of consistent data on how social, economic, political, and cultural factors 
influence suicidal behavior among diverse populations [2]. A stronger understand-
ing of specific risk factors would facilitate more efficient and effective identification 
of high-risk individuals, and catalyze appropriate intervention and treatment [3].
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Suicide-related behaviors are classified by several distinct but overlapping cate-
gories ranging from completed suicide to non-suicidal self-injury (NSSI) [2, 4]. 
Traditional process models conceptualize the suicidal process as a sequence of 
thoughts and behaviors that occur in order of increasing severity beginning with 
passive suicidal ideation, followed by active suicidal ideation, development of a 
suicidal plan, and finally, suicide attempt, which may lead to death [5].

�Passive Suicidal Ideation Among Hispanic 
and Latino Communities

Passive suicidal ideation (SI) is defined as the feeling that one’s life is not worth 
living or fighting for, or that one would be better if dead. Passive SI is associated 
with increased lifetime risk of suicide attempt [6], and in fact it has been suggested 
that passive and active SI are equally related to increased suicide risk [5]. Passive SI 
can arise in the setting of stressful life events, such as familial, financial, or legal 
issues [7].

Research suggests that the suicidal process is not linear but rather characterized 
by many possible pathways. One possible pathway is direct progression from pas-
sive suicidal ideation to suicide attempt. Therefore, although active suicidal ideation 
receives significant attention in research, effective suicide prevention requires rec-
ognition of passive suicidal ideation as an important element of the suicidal process 
[5]. This is particularly important given that high rates (20–30%) of passive suicidal 
ideation have been reported in Hispanic populations [6].

�Active Suicidal Ideation Among Hispanic 
and Latino Communities

�Prevalence

Active SI refers to thoughts about taking action to end one’s own life [3]. The lifetime 
prevalence of suicidal ideation among Hispanics in the United States has been reported 
to be 10.2% [8]. Data from the National Latino and Asian American Study (NLAAS) 
found no statistically significant differences in prevalence of suicidal ideation across 
the Latino subgroups of Puerto Rican, Cuban, Mexican, and Other Latino [8]. 
Interestingly, although female Hispanics were found to have higher rates of suicide 
attempt, they were not at greater risk for suicidal thoughts than male Hispanics [8].

Throughout the last decade, suicidal ideation among US Hispanics has increased 
significantly across generations. These results have been attributed to acculturative 
stress, degradation of individual values, and the weight of social bonds. The preva-
lence of SI among Latinos varies across gender differences, sexual orientation, and 
socio-economical differences across heterogeneous Hispanic cultures [9]. Although 
Hispanics are at greater risk for suicidal behavior compared to other ethnic groups, 
they have been reported to have a lower risk of death by suicide compared to non-
Hispanics, which is known as the “Latino paradox” [10].
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�Risk Factors

Comorbid psychiatric illness has been found to be highly correlated with suicidal 
ideation (those who answered yes to having ever seriously thought about commit-
ting suicide) among Latino populations, even after adjusting for age, gender, and 
language [8]. Specifically, Latinos who had depression, anxiety, or substance use 
disorders were more likely to endorse suicidal ideation than those who did not [8]. 
Data from the National Latino and Asian American Study (NLAAS) found that 
comorbid psychiatric disorder, English proficiency, family conflict, having a 
US-born parent, and not attending church were all positively correlated with sui-
cidal ideation among Latinos [8].

Identification of risk factors that are relevant to Hispanic and Latino communi-
ties has contributed to improved prevention of suicide in these communities [11]. 
The variation of suicide risk factors among the Latino community highlights the 
great need for culturally relevant suicide research for this specific population.

�Suicide Plans Among Hispanic and Latino Communities

Cross-national studies suggest that having a suicide plan significantly increases the 
risk of SA among those with SI (those who said yes to seriously thinking about 
committing suicide) [7]. This finding persists in Latino populations, wherein sui-
cidal ideation, plans, and attempts are all correlated with one another [12].

�Prevalence

The lifetime prevalence of suicidal plans among adults in the United States is 3.9% 
[13]. Many studies [14, 15] though not all [16–18] suggest that rates of suicide plans 
are higher in Hispanics than non-Hispanic whites and African Americans. 
Epidemiologic data corroborates this finding, as Hispanic youth have been found to 
be more likely to develop suicidal plans than their non-Hispanic white and African 
American peers [19–21].

�Risk Factors, Gender, and Comorbidities

Risk factors for suicidal behaviors, such as developing suicide plans, include 
comorbid psychiatric illness and being unmarried, young, or female [13]. While 
males are more likely to complete suicide, females are at greater risk for non-
fatal suicidal behaviors including suicidal ideation, attempt, and plan [13, 15, 
22–24]. Young female Latinas appear to be particularly high risk for suicidal 
behavior when compared to non-Hispanic white females and Hispanic males 
[12, 25]. One study of 650 Latina adolescents found that rates of SI (24%), sui-
cide plans (17%), and suicide attempts (12%) were all higher than the national 
averages [12].
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Depression may be a particularly salient risk factor in Hispanic communities, as 
studies suggest that rates of depression are higher among Hispanic adolescents than 
non-Hispanic white and black adolescents [21, 26, 27]. More specifically, young 
Hispanic females have higher rates of depression than their Hispanic male counter-
parts [16, 28–31]. Studies involving Latina adolescents suggest that depressive 
symptoms are associated with suicidal ideation, plans, and attempts, in addition to 
a higher propensity to engage in bullying [12]. More specifically, young Latinas 
who bullied others were more likely to have developed suicide plans [12] (Tables 
8.1 and 8.2).

�Suicide Attempts among Hispanic and Latino Communities

�Prevalence

The relationship between ethnicity and risk for SA is not well established. Some 
studies suggest that Hispanics have lower rates of suicide attempts than non-Hispanic 
whites [24, 32–34], while others posit that there is no significant difference [8, 15, 
35]. Recent reports suggest that the rate of past-year suicide rates among Hispanic 
adults is slightly greater than that of US adults overall [36]. Epidemiologic data from 
2018 found that the rate of past-year suicide attempt in those older than 18 was 0.8% 
among Hispanics and Latinos compared to 0.6% among US adults overall [36].

The inconsistency of these findings may be attributable to the highly heteroge-
neous nature of Hispanic populations [8, 9]. To this point, the prevalence of SA 
appears to vary within Latino subgroups. Multiple studies report higher lifetime risk 
of suicide attempt in Puerto Ricans than in other ethnic subgroups [2, 8, 20, 37–39]. 
Reviews of epidemiologic data provide greater insight. After stratifying by age and 
sex, the National Epidemiological Survey on Alcohol and Related Conditions 
(NESARC) from 2001-2002 found that Puerto Rican women ages 45–64 were the 
only high-risk group identified, though their rates of lifetime suicide attempt were 
not statistically different from that of white women of the same age [40].

Table 8.1  Key points: suicide plans

• � Hispanic youth more likely to develop suicide plans than non-Hispanic white and African 
American youth.

• � Young female Latinas at higher risk for non-fatal suicidal behavior compared to other ethnic 
and gender subgroups.

•  Depression is a prevalent risk factor for suicide plans among Latinos.

Table 8.2  Risk factors for suicide plans among Latinos

•  Comorbid psychiatric illness including depression
•  Female gender
•  Younger age
•  Being unmarried
•  Engaging in bullying against others (for females)
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Recent reports from the CDC suggest that Hispanic youth are at greater risk for 
SA when compared to youth nationwide. Epidemiologic data from 2017 reports that 
the rate of past-year SA among Hispanic high schoolers is 8.2%, a sizable increase 
from 7.4% in high schoolers overall [41]. Numerous studies corroborate this report, 
noting elevated rates of suicide attempt in Hispanic youth compared to non-Hispanic 
white peers [14, 19, 42, 43].

�Risk Factors and Comorbidities

Risk factors for SA, including previous attempt, comorbid psychiatric illness, low 
socioeconomic status, substance use, stressful life events, being unmarried, and 
being female [13, 44, 45] also apply to Hispanic populations [8, 16, 17, 34, 38, 46, 
47]. However, several risk factors are more prevalent among Latino populations. 
For instance, national reports from 2018 suggest that rates of depression are higher 
among Hispanic adults (8.2%) compared to non-Hispanic white (7.9%) and non-
Hispanic Asian adults (3.1%) [48]. Higher rates of depression in specific Hispanic 
subgroups, including Hispanic youth [12, 21, 26, 27] and Puerto Ricans [9, 33, 38] 
may in part explain their higher rates of SA. Prevalence of low socioeconomic status 
is also greater among Hispanics compared to non-Hispanic whites [49]. Hispanics 
on average have lower incomes, lower levels of educational attainment, and higher 
rates of poverty compared to non-Hispanic whites [49].

Studies have found that among Hispanic populations, greater acculturation, 
which is the process by which immigrants adopt a dominant society’s cultural prac-
tices, is associated with elevated risk for SA [34, 50]. Among Latino populations, 
various aspects of acculturation, including language proficiency and birthplace, 
have been found to confer increased risk for the development of psychiatric disor-
ders [47, 51, 52] and suicide attempts [8, 53]. A study of Mexican-American teens 
found that greater acculturation was associated with elevated suicidality but only in 
combination with depression and poor self-esteem [30]. Diminished cultural and 
religious protective factors as a result of acculturation may contribute to elevated 
suicide risk [8, 54].

�Gender Differences

Studies suggest that the rates of SA may be two to three times greater in females 
versus males [45], a finding that appears to be consistent in Hispanic populations [8, 
43, 45]. Young Hispanic females are at particularly high risk [12, 43], as nearly one 
in five Hispanic girls in the US attempts suicide [43, 55, 56]. The high rates of 
depression among Hispanic women may be driving the data on suicidality. Research 
suggests that Hispanic women experience depression at twice the rate of Hispanic 
males, and they are also more likely to be depressed than Caucasian and African 
American women [57]. Hispanic norms around culture, gender, and family have 
also been discussed as contributing factors [12, 43] (Tables 8.3 and 8.4).
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�Non-suicidal Self-Injury (NSSI) Among Hispanic 
and Latino Communities

Non-suicidal self-injury (NSSI) is defined as the act of injuring oneself without con-
scious suicidal intent, i.e., without intent to die [58]. NSSI peaks in adolescence to 
early-adulthood [59, 60] and typically plays a role in emotional regulation [61–64].

�Prevalence

The prevalence of NSSI among adolescents may be as high as 13–28% within the 
community [65] and 68% among psychiatric inpatients [66]. The relationship 
between race or ethnicity and risk of NSSI is not well established. While some stud-
ies purport that non-Caucasian adolescents have lower rates of NSSI compared to 
white teens [46, 67], other studies have found no significant differences in preva-
lence of NSSI between these two ethnic groups [68–70].

The reported risk of NSSI in Latino populations is variable. Some studies sug-
gest that rates of NSSI are lower in Hispanic youth compared to Caucasian counter-
parts [71–74]. Other studies suggest that prevalence of NSSI among Hispanic 
students is not significantly different from that of Caucasian students [20, 63, 64, 
75, 76]. Still, other studies have reported rates of NSSI among Hispanics to be 
higher than those reported among white individuals [73]. These inconclusive find-
ings may be attributable in part to inadequate representation of Hispanic popula-
tions in studies assessing NSSI [71].

�Risk Factors, Comorbidities, and Gender Differences

Risk factors for NSSI include childhood trauma and sexual abuse [77–82], familial 
conflict [83], and reduced ability to cope with stress [84–86]. Researchers have 

Table 8.3  Key points: suicide attempt

• � Rate of past-year suicide attempt higher in Hispanic adults (0.8%) compared to US adults 
overall (0.6%).

• � Rate of past-year suicide attempt higher in Hispanic high schoolers (8.2%) than US high 
schoolers overall (7.4%).

•  Rates of suicide attempt higher among Hispanic females than Hispanic males.

Table 8.4  Risk factors for suicide attempt among Latinos

•  Prior suicide attempt
•  Comorbid psychiatric illness including depression
•  Female gender
•  Low socioeconomic status
•  Being unmarried
•  Stressful life events
•  Greater degree of acculturation
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proposed various theoretical explanations for the link between childhood abuse and 
neglect and NSSI, including disruptions of secure attachment between children and 
their caregivers [75, 87]. Other risk factors for NSSI, which have found to be rele-
vant in populations of ethnically diverse adolescents, include dissociative symptoms 
and borderline personality traits [46, 71, 75].

Among a cohort of Latina adolescents, those who endorse NSSI were more 
likely to engage in bullying [88]. Also among Latina adolescents, those who per-
ceive negative feelings as alterable are more likely to engage in NSSI, utilizing it as 
a tool for emotional regulation, whereas those without feelings of control are more 
likely to attempt suicide [88]. Nevertheless, Latina adolescents represent a particu-
larly vulnerable group, as even those who perceive negative feelings as alterable are 
still at risk for suicidal behaviors.

Despite the fact that males are more likely to die by suicide, females are more 
likely to engage in NSSI, in addition to other non-fatal suicidal behaviors [15, 
22–24, 64, 86, 89–92]. The overall female to male ratio of those who engage in 
NSSI is approximately 3:1 to 4:1 [93]. While some studies have highlighted the 
high rates of NSSI among Latina adolescents [43], others suggest that the rates 
of NSSI may be comparable among both female and male Hispanics [94] argu-
ing that the gender difference may actually be attenuated in non-Western popu-
lations [95].

Risk factors for NSSI among Hispanic individuals may vary based on gen-
der. One study involving 1651 Hispanic adolescents found that discrimina-
tion-related stress was associated with self-harm behavior among Hispanic 
males [94]. Among Hispanic females, immigration, acculturation, and family 
drug related stressors were associated with self-harm behavior [94] (Tables 
8.5 and 8.6).

Table 8.5  Key points: Non-suicidal self-injury among Hispanic and Latino communities

•  Prevalence of NSSI in Latino populations is not well established.
•  NSSI is more prevalent among females than males.
•  Risk factors for NSSI among Latino communities may differ by gender.
•  Ethnic identity and belonging may be protective against NSSI in Latino populations.

Table 8.6  Risk factors for NSSI among Latinos

•  Female gender
•  Childhood trauma, including sexual abuse
•  Family conflict
•  Poor ability to cope with stress
•  Dissociative symptoms
•  Borderline personality traits
•  Engaging in bullying behavior
•  Stress related to discrimination (particularly in males)
•  Stress related to immigration, acculturation, and drugs (particularly in females)
•  Stress related to family relations (particularly in females)
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�Effect of Acculturation, Discrimination, and the Stress 
of Migration on Suicidal Thought and Behaviors Among 
Hispanic and Latino Communities

Acculturation has been associated with an increased risk of suicidal ideation [96], 
attempts [97], and lifetime prevalence of psychiatric disorders [98] among Hispanics. 
Through acculturation immigrants may experience cultural estrangement and dis-
crimination that contribute significant psychological stress, known as the accultura-
tive stress hypothesis. Immigration, by definition, imposes a new set of cultural 
expectations, and thus, a new identity, on minority groups. The process of redefining 
one’s values, such as those tied to the Hispanic ethnic identity, could contribute to a 
greater sense of alienation [99] that increases the risk of suicide in this population.

A multi-site study demonstrated that the rate of 30-day SI was significantly 
associated with a lower sense of belonging, as captured by the Cultural Identity 
Scale for Latinos [6]. Questions from this scale inquire about identification with, 
closeness to, and amount of time spent with people of the same ethnic background, 
all of which are disrupted with greater integration into a foreign culture. Another 
study of over 4000 immigrants of diverse ethnic backgrounds demonstrated that 
longer time spent in the United States is associated with greater suicidality [100]. 
Specifically, this cross-sectional study demonstrated that Latinos who have lived in 
the United States for greater than 20 years have almost 3 times greater risk of SI 
compared to those who have been in the United States for less than 5 years, sug-
gesting that increased duration of acculturation may result in a greater accumula-
tion of stressors linked to suicidality. This finding was replicated by another study 
that found immigrants to have a lower lifetime prevalence of any psychiatric disor-
der compared to Mexican Americans born in the United States and the US popula-
tion as a whole [101].

One major stressor that results from acculturation is separation and disruption of 
existing social networks, such as family, that could protect against suicidality. A 
study showed that with greater acculturation, perceived obligation to family, tied to 
the previously mentioned Hispanic value known as familism, decreased among 
Hispanics [102]. A separate study of almost 1000 ethnically diverse adults demon-
strated that familial acculturative stress predicted almost 2 times greater odds of a 
previous SA, and that in Latinos, social acculturative stress specifically was associ-
ated with almost 3 times higher odds of a SA [103].

A large, nationally representative study of over 6000 Hispanic adults in the 
United States from the National Epidemiological Survey of Alcohol and Related 
Conditions (NESARC) reported that several factors linked to greater acculturation, 
such as younger age at migration, longer time in the United States, higher degree of 
English language orientation, lower composition of Hispanic social network, and 
lower identification with the Hispanic ethnic identity were all associated with 
increased lifetime risk for SI and SA . This study also specifically highlighted that 
perceived discrimination was linked to greater risk of lifetime SI and SA [53] which 
has been confirmed by several recent large population studies [104]. A multi-site 
study from cities in the United States and Europe highlighted that perceived 
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exposure to discrimination due to inability to speak English or as a result of being 
Latino was significantly associated with 30-day SI in Hispanics [6]. In one study, 
discrimination was associated with as high as 3 times risk of SA among Latinos [103].

�Suicidal Behavior in US-born Versus Foreign-born Hispanics

One’s propensity to experience stress from acculturation may be dependent on 
birthplace, as foreign-born individuals who’ve spent less time interacting with indi-
viduals of their immigrant country appear to be protected from psychological mor-
bidity. One possible explanation is that country of origin influences the extent to 
which native culture is preserved among Hispanic groups. Alternatively, regardless 
of national Hispanic origin, rates of suicidality may be disproportionately elevated 
for US-born Hispanics who’ve experienced greater acculturation.

A nationally representative study of over 8000 Mexican individuals in the United 
States and Mexico demonstrated that Hispanics who have immigrated to or have a 
family member in the United States have higher rates of suicidal behavior compared 
to Hispanics who have not immigrated to the United States or do not have a family 
member in the United States [105]. These researchers and others also examined 
rates of SI and SA in Hispanics born in the United States, compared to those who 
were not. Several studies have reported significantly higher rates of SI and SA in 
US-born Hispanics compared to non-US-born Hispanics [105, 106].

One study specifically reported almost 3x greater suicidal thoughts in Mexican 
Americans born in the United States (13%), compared to those born in Mexico 
(4.5%), even after adjusting for age and gender-specific rates of suicidality. Compared 
to non-Hispanic whites born in the United States, this study demonstrated that the 
rate of suicidal thoughts remained significantly lowest among Mexican Americans 
born in the Mexico (1.6%) and highest in Mexican Americans (4.8%) and non-His-
panic whites (4.4.%) born in the United States, suggesting that regardless of national 
Hispanic origin, rates of suicidality are disproportionately elevated for Hispanics 
born in the United States [34]. In fact, data from a large population-based study of 
immigrants from several geographic regions across Latin America, Europe, and Asia 
reported lower rates of suicidality in immigrants in the United States compared to 
US-born individuals [107], further suggesting that the higher rates of suicidality in 
US-born minority groups may not be unique to Latin American immigrants.

In comparison to Hispanics of Mexican and Cuban descent, Hispanics of Puerto 
Rican descent have the highest frequency of depression [33] and suicide attempts 
[38, 39], even when accounting for demographic, psychiatric, and sociocultural fac-
tors [8]. One study also reported that compared to non-Hispanic whites, Puerto 
Ricans have higher rates of suicide attempts, particularly Puerto Rican middle-aged 
women [40]. Given that Puerto Rican culture consists of a hybrid of American and 
Latin American traditions, this data provides further evidence for acculturation as a 
risk factor, and conversely, for the presence of a well-defined culture as a buffer 
against suicidal behavior. This data also suggests that suicidal behavior in Hispanic 
populations varies across nationalities.
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These higher trends of suicidal behavior in US-born Latin Americans compared 
to foreign-born Latin Americans are evident prior to immigration [105] and can be 
seen as early as young adulthood. One study demonstrated that second-generation 
youth (US-born Hispanics with immigrant parents) may be almost 3 times more 
likely to attempt suicide than first-generation (foreign-born) youth. Later genera-
tions of US-born Hispanic youth with US-born parents have even higher rates of 
suicidality, almost 4 times that of first-generation youth, thought to be partially 
mediated by substance use [108]. A larger study similarly reported that the lower 
prevalence of depression among Mexicans who had arrived in the United States at a 
later age, compared to those who immigrated as children, was no longer significant 
when accounting for contextual factors, such as integration to a disadvantaged 
neighborhood [109].

There are studies that have reported opposite trends of higher suicidality in 
immigrants compared to US-born Latin Americans. A frequently cited study 
reported higher risk of suicide in immigrants compared to native-born counterparts, 
specifically in areas with smaller immigrant populations. On the other hand, 
US-born Hispanics had a greater risk of suicide in areas with large immigrant popu-
lations [99]. These findings suggest that feeling as if one belongs to a minority or 
“other” group may pose a greater burden to mental health than country of ori-
gin itself.

Given the significant diversity of culture and experiences with acculturation 
among Hispanic groups, researchers who used data from one of the largest 
population-based survey studies of Latino and Asian Americans in the United States 
known as the National Latino and Asian American Study (NLAAS) argue that a 
contextual approach has to be taken by acculturation studies to appropriately under-
stand the impact of cultural integration in Hispanic groups [109, 110] (Table 8.7).

�Protective Factors Among Hispanic and Latino Communities

Despite the fact that Hispanics are at greater risk for suicidal behavior, they have 
been found to be at lower risk to die by suicide. Several reasons have been postu-
lated for this so-called “Latino paradox” [10]. As demonstrated by a study that 
administered the Reasons For Living Inventory (RFLI) to Latinos and non-Latinos 
with various psychiatric disorders, Latinos scored higher on subscales assessing 
survival and coping beliefs, responsibility to family, and moral objections to sui-
cide, which are associated with decreased SI and less lethal attempts [54]. Taking all 
of this together, it could be that one protective factor against suicidality is percep-
tion of belonging to a particular cultural group.

Table 8.7  Key points: immigration, acculturation, and discrimination

• � Difficulties with acculturation, such as cultural estrangement and discrimination, may lead 
to significant psychological stress.

• � Higher rates of acculturation from greater time spent in a foreign country may be a unique 
risk factor for suicidality among US-born Hispanics, compared to foreign-born.
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Several studies have found that ethnic belonging is protective against suicidal 
behavior [109, 111] including NSSI [76]. In a cohort of Hispanic male university 
students, strong Mexican ethnic identity was found to be protective against NSSI 
[20]. As suggested by Wadsworth and Kubrin [99], an explanation for this could be 
that a strong sense of cultural identity and integration, tied to Hispanic values such 
as familism and religiosity, may attenuate feelings of alienation, reducing the risk of 
suicide.

�Familism

The tendency to place the needs of the family before the needs of the individual is a 
common Hispanic social value known as familism. According to Sabogal et  al., 
familism specifically refers to “a strong identification and attachment of individuals 
and their families … and strong feelings of loyalty, reciprocity and solidarity among 
members of the same family,” which has been noted to be a core characteristic of 
Hispanic culture, regardless of ethnic origin [102]. Several studies have demon-
strated that responsibility to family [54] and particularly for youth, close, positive 
relationships with family members [112–114] protect against suicidality among 
Hispanics.

�Religious/Moral Beliefs Against Suicide

Similarly, given high rates of religiosity in Hispanic populations [115], several stud-
ies have focused on the protective role of religion in suicidal behavior. Researchers 
have demonstrated that greater influence of religion as demonstrated by greater 
church attendance, for example, serves a protective factor against SI in Latin 
American immigrants [32, 34, 116]. Religion appears to uniquely influence US-born 
Hispanics compared to foreign-born Hispanics, as demonstrated by a study that 
showed that US-born Hispanics benefit from participation in religious communities, 
regardless of denomination, while foreign-born Hispanics benefit specifically from 
Catholicism [106]. One reason could be that compared to other religious groups, 
Catholics tend to show greater levels of social integration and stronger ties with the 
community, which may be particularly important for foreign-born individuals. This 
stronger link to the community has been found to result in lower suicide rates com-
pared to other religious groups [117, 118].

A well-known hypothesis for why religion could protect against suicidality is the 
community support theory, which suggests that belonging to homogenous religious 
communities provides individuals with “networks” of emotional and social support 
which protect against suicide [117]. Another theory is the community norms theory, 
which suggests that rather than provide individuals with social support, religion 
protects against suicidality by virtue of condemning suicidality as bad and unac-
ceptable behavior [119]. The majority of research supports the community support 
theory, as early on, Durkheim suggested that the level of integration to a religious 
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community is inversely proportional to suicide rates [120]. Similarly, Wadsworth 
and Kubrin point out “when immigrants arrive in a new city without emotional sup-
port systems…or ability to effectively connect with friend of kinship networks, they 
are more likely to experience alienation and loneliness, which in extreme cases may 
result in suicide” [99] (Table 8.8).

�Evidence-Based Interventions to Prevent Suicidal Thoughts 
and Behaviors Among Hispanic and Latino Communities

Establishing effective interventions against suicidality in Hispanics is particularly 
important given unique barriers to mental health treatment noted in this population. 
Several studies have demonstrated that compared to non-Hispanics, Hispanics are 
less likely to utilize mental health services [121–124]. Cultural and immigration 
factors appear to influence the likelihood that Hispanics will seek mental health 
services, as one study demonstrated that Puerto Ricans and US-born Latinos are 
more likely than foreign-born Latinos to seek mental health treatment [109], and 
another highlighted lower acculturation as a risk factor for not seeking mental health 
services [125]. There are financial and nonfinancial reasons for this phenomenon as 
well. A major barrier is that compared to white counterparts, Hispanics in the United 
States have a lower level of educational achievement compared to non-Hispanic 
whites, which results in lower income and ability to pay for healthcare [126, 127]. 
A large population-based study highlighted that in the United States, compared to 
non-Hispanics, a greater proportion of Hispanics are employed in low-wage sectors 
in which employers fail to provide health insurance. Uninsured Hispanics are less 
likely to have a regular source of healthcare compared to Hispanics with private 
health insurance [128]. Furthermore, undocumented immigrants who face addi-
tional concerns, such as mistrust of providers due to fear of deportation or discrimi-
nation [129], have been noted to utilize health services significantly less than their 
US-born counterparts [130]. Interventions aimed at reducing this gap include 
greater educational guidance from an early age, identifying Hispanics who may 
need additional guidance in school or financial assistance to complete educational 
training required for employment in higher-wage sectors. Furthermore, community 
outreach programs that may link Hispanic migrants to appropriate follow-up care 
may facilitate access to healthcare in this population [131].

Other reasons that Hispanics are less likely to access mental health care include 
poor health literacy, stigma, and negative attitudes towards mental health care, even 
from healthcare providers [132]. One study assessed the impact of an educational 
intervention for Emergency Department staff on adherence to outpatient mental 

Table 8.8  Key points: protective factors among Hispanic and Latino communities

• � A strong sense of cultural identity may attenuate feelings of alienation and protect Hispanic 
immigrants against suicidality.

• � Strong ties to Hispanic values, such as familism and religiosity, may protect against 
suicidality, partially through the provision of social support.
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health treatment. This intervention trained ED providers to properly identify sui-
cidal behavior, reinforce the importance of outpatient treatment, and provide an 
initial family-based therapy session in the ED when a patient presented with sui-
cidal behavior. Results highlight the effectiveness of this intervention in decreasing 
depression and increasing outpatient follow-up in a group of 140 Latina adoles-
cents, in line with the US Department of Health and Human Services goal to ensure 
adequate outpatient treatment as a means of preventing suicidality [133]. Another 
RCT study that examined the effect of educational brochures on health literacy, 
stigma, and attitudes towards seeking mental health treatment found that while this 
form of passive psychoeducation was effective in increasing knowledge on suicidal 
behavior, it was not effective in reducing stigma or increasing help-seeking attitudes 
in a group of first-generation Hispanic immigrants mostly of Mexican origin [134]. 
Thus, interventions specifically targeting stigma towards mental health treatment 
have great potential in increasing access to care among Hispanics.

Furthermore, culturally sensitive mental health resources need to be made more 
available to decrease discrimination and stigma among this population [53]. At 
present, language in itself is a barrier to Hispanics seeking mental health treatment 
[135]. Future efforts to address this barrier should focus on incorporating validated 
Spanish medical resources into clinics and incentivizing physicians to become certi-
fied in medical Spanish or use interpreters in their provision of healthcare [136].

Given ample evidence that acculturation poses an increased risk for suicidality 
via disintegration of cultural values, other researchers have focused on culturally 
based preventive interventions as a means of reducing suicide rates in Hispanics. 
One parent-centered intervention aimed at decreasing adolescent drug use and 
unsafe sexual activity, known as Familias Unidas, shows potential in fostering 
familism as demonstrated by greater parent–adolescent communication [137] and 
efficacy in reducing internalizing symptoms [137, 138] that are linked to suicidality 
[139] in this population. This intervention was noted to be particularly effective for 
families with high stress and low levels of social support [139]. Findings of greater 
church attendance linked to lower rates of suicidality [34] and of interventions 
aimed at fostering positive relationships with school adults as buffers against suicid-
ality [140] imply that the Catholic church and high schools could be a focus of 
community-based interventions [34].

To this date, no studies have assessed the effectiveness of interventions intended 
to augment cultural engagement in this group. Nonetheless, a group of researchers 
recently proposed a conceptual model based on Joiner’s interpersonal theory of sui-
cide, which proposes that low belonging and perceived burdensomeness are critical 
risk factors for suicide [141]. Based on this notion, Silva et al. suggest that cultural 
activities involving interactions with other Hispanics, such as those related to 
familism or religion, may increase engagement and feelings of belonging in 
Hispanic immigrant populations, in turn reducing suicide risk [142]. It is imperative 
to expand research on specific cultural interventions, given evidence that Hispanics 
are not a homogenous group. The differential suicide rates in Hispanic nationalities 
highlight the importance of the sociocultural context in understanding suicidality 
and the need for group-specific interventions (Tables 8.9 and 8.10).
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Table 8.9  Key points: evidence-based interventions to prevent suicidality among Hispanic and 
Latino communities

• � Compared to non-Hispanics, Hispanics are less likely to utilize mental health services. (see 
“barriers to accessing healthcare…” table).

• � Interventions aimed at reducing the educational and language barrier gap among Hispanics 
may increase access to healthcare.

• � Community-based interventions that increase cultural engagement have been found to 
decrease rate of suicidality in this population.

Table 8.10  Barriers to accessing healthcare among Latinos

Low educational achievement
Low income
High rates of uninsured migrants
Distrust of providers
Poor health literacy
Stigma towards mental health care
Language barrier

�Discussion

Suicidal behavior in Hispanic and Latino populations varies widely by age, gender, 
ethnic subgroup, and experiences of immigration and acculturation. Certain risk 
factors are especially pertinent to Hispanic and Latino populations, such as young 
age, female gender, comorbid depression, low socioeconomic status, stressful life 
events, and greater acculturation. Immigration appears to play an important role in 
mental health outcomes and suicidality in Hispanic and Latino communities, as 
Hispanics who were born in or immigrated to the United States have higher rates of 
suicidal behavior than Hispanics who were not born in or did not immigrate to the 
United States. Certain risk factors related to the immigration process, including 
perceived discrimination and greater acculturation, evidenced in time spent in the 
new country and foreign language abilities, are critical to understanding risk for 
suicidality among Hispanics.

Although some Hispanic subgroups are at greater risk for suicidal behavior than 
non-Hispanics, research suggests that they may be less likely to die by suicide. 
Reconciling this so-called “Latino paradox” (Abraído-Lanza et al., 1999) involves 
understanding the strong protective factors against suicide among Hispanic and 
Latino populations. These protective factors, including familism, religiosity, and 
moral beliefs, may facilitate a stronger sense of ethnic or cultural belonging that 
safeguards against the alienation and isolation that can arise through acculturation.

Reducing suicidal behavior in Hispanic and Latino populations requires under-
standing the unique challenges and risk factors facing these communities. It is 
imperative to address the barriers to effective diagnosis and treatment of mental 
health issues in Hispanic communities, including lower educational attainment, 
socioeconomic status, health literacy, stigma, and lower English language profi-
ciency. Impactful, lasting interventions must account for the diverse ethnic and 

D. Torres et al.



119

cultural identities among Hispanic populations. They must be contextual, culturally 
specific, and embrace the protective factors already bolstering these communities.
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9Substance Use in the Latino Population 
in the United States

Youssef Mahfoud, Michael Ignatowski, 
and Jessica Gonzalez-Tindle

Substance use disorders involve the recurrent use of alcohol and/or other drugs lead-
ing to consumption of amounts larger than intended, use in hazardous situations, 
and the inability to stop using a substance. The use leads to clinical and functional 
impairment, which can include health problems, disability, or social deficiency such 
as failure to meet major work, school, or home responsibilities. Physical addiction 
such as tolerance and withdrawal symptoms often develop with continued use. The 
substance use disorders can be defined as mild, moderate, and severe depending on 
the degree of impairment and the number of diagnostic criteria met [1].

The 2018 National Survey on Drug Use and Health (NSDUH) in the United States 
estimates that over 55% of adults used alcohol in the past month. Another 9.9 million 
reported misusing prescription pain relievers, and over 808,000 reported using heroin 
in the past year. Overall, 7.8% of the adult population (19.3 million) likely meet crite-
ria for a substance use disorder. Among those with a substance use disorder, 74.5% 
(14.4 million) struggled with alcohol use, 38.% (7.4 million) struggled with illicit 
drug use, and 12.9% (2.5 million) struggled with both illicit drugs and alcohol [2].

Estimates of the rate of substance use in the Latino population in the United 
States have emerged over the past decades with collection of NSDUH ethnicity 
data. The 2018 survey revealed that 7.6% of Latino adults (3.1 million) likely meet 
criteria for a substance use disorder, only slightly less than the overall adult popula-
tion. Among those with substance use disorders, 77.1% (2.4 million) struggle with 
alcohol use, 39.5% struggle with illicit drug use (1.2 million), and 16.6% struggle 
with both [2].
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Latinos report using less alcohol in the past month compared to the national aver-
age in all age categories: ages 12–17 (7.4% vs 9%), ages 18–25 (48.9% vs. 55.1%), 
and 26+ (46.4% vs. 55.3%). Despite this, rates of alcohol dependence (5.3%) and 
binge drinking (24.6%) among Hispanics are similar to those of European Americans 
and slightly higher than those of African Americans [2].

Although past year and past month drug use is similar to other ethnic groups, 
Hispanic Americans report lower rates of lifetime illicit drug use (37.7%) than 
European (54.5%) and African Americans (45.9%). The exception to this is ages 
12–17, lifetime adolescent use rates increase more than non-Hispanic White 
Americans (25.2% vs. 23.4%).

Opioid misuse was reported by 3.6% of Hispanic Americans in the past year 
which is similar to the general population, although the use of heroin among those 
who misuse is less in the Hispanic American population (6.4% vs 7.9%). Heroin-
related opioid use disorders were also slightly lower than the general population 
(0.1% vs. 0.3%) [2]. Occupational exposures may shift the Hispanic population to 
prescription opioid pain pill use rather than heroin. In 2017 the overdose death rate 
among Hispanic Americans was 6.8 deaths per 100,000, significantly lower than the 
national average of 14.9 deaths per 100,000 [3].

Rates of adolescent marijuana use in the past month are similar to the general 
population, but rates of adult marijuana use are reported less than the general popu-
lation, in ages 18–25 (19.3% vs. 22.1%), and ages 26 and older (6.5% vs. 8.6%). 
Rates of marijuana use disorder are less than the general population for ages 18–25 
(4.8% vs. 5.9%), but similar in the 26 or older category (both 0.9%). Cocaine and 
methamphetamine use is similar to the national average.

As of 2018, prevalence of tobacco use among Hispanics is lower than the general 
population (9.8% vs. 13.7%) [4]. Hispanics have lower health insurance coverage 
and less healthcare access than non-Hispanic Whites translating into less counsel-
ling and less access to cessation treatments. Nonetheless, they quit smoking at 
higher rates than non-Hispanic Whites and the general population [5].

�Role of Acculturation

Studies suggest that there is likely to be an increasing prevalence of substance use 
disorders among Hispanics that may be attributable to increasing levels of assimila-
tion to dominant culture in the United States [6].

A positive correlation exists between substance use and proficiency and prefer-
ence with the English language, compared to those primarily speaking Spanish [7, 
8]. Those that have undergone acculturation in the United States may have use rates 
more similar to the national average. Assimilated language may represent a loss of 
closeness with family, and stronger connection to peers. One consideration, how-
ever, is that individuals who predominantly speak Spanish may be more reluctant to 
report on national surveys [9].

National survey data indicates that Hispanic individuals immigrating to the 
United States have a lower chance of using alcohol and drugs than those born in the 
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United States [10]. Those born in the USA or residing for over 15 years, had higher 
rates of alcohol use. Similar results are seen with tobacco use. The prevalence of 
cigarette smoking is higher among Hispanic adults born in the United States than 
those who immigrated [11]. Having one parent born in the United States also 
appears to be a risk factor for developing a substance use disorder [6].

�Gender and Substance Use

Rates of substance use among Hispanic females have historically been lower than 
males [12]. Rates of use in Hispanic women tend to be lower than non-Hispanic 
White women as well [13]. Most significant is the NSDUH survey data related to 
pregnancy. Rates of past month substance use among pregnant Hispanic women are 
significantly lower than the general population. The categories showing this trend 
include alcohol use (6.2% vs 9.9%), tobacco use (5.2% vs. 11.6%), marijuana use 
(1% vs. 4.7%), and overall illicit drug use (1% vs. 5.4%). Hispanic women gener-
ally have a low prevalence of cigarette smoking during pregnancy as well. Most 
significant is the NSDUH survey data related to pregnancy. Rates of past month 
substance use among pregnant Hispanic women are significantly lower than the 
general population. The categories showing this trend include alcohol use (6.2% vs 
9.9%), tobacco use (5.2% vs. 11.6%), marijuana use (1% vs. 4.7%), and overall 
illicit drug use (1% vs. 5.4%) [2]. Hispanic women generally have a low prevalence 
of cigarette smoking during pregnancy as well [14].

�Differences in Latin American Place of Origin

Hispanic Americans are often studied as a single population, but important differ-
ences arise when looking at Hispanic subgroups. Puerto Ricans have the highest rate 
of recent illicit drug use including marijuana and South Americans have the low-
est [15].

A 2014 study indicated that Puerto Rican men and women tend to be the heaviest 
drinkers as well compared to other Hispanic Americans. Puerto Rican Americans have 
a threefold chance of developing an alcohol use disorder than non-Hispanic White 
Americans. This may be due in part to the acceptance of earlier alcohol initiation and 
lack of stigma compared to other regions. The study also notes that Cuban men drink 
the least of Hispanic men and Mexican women drink the least of Hispanic women. 
Beer is the preferred drink across all Hispanic subgroups in the United States [16].

Cigarette smoking prevalence varies by Hispanic/Latino subgroups, as well, 
tending to also be higher among the Puerto Rican community [17]. Among daily 
smokers, Cuban daily smokers tend to smoke more cigarettes per day, while those 
of Mexican heritage tend to be the least likely to report smoking 20 cigarettes per 
day or more, and are the most likely group to be intermittent smokers as opposed to 
daily, 15.5% compared to 9.8% of Central American men, 9% of Puerto Rican men, 
and 4.9% of Cuban men [18].
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�Treatment

Despite the wealth of information regarding the prevalence of substance use in the 
Latino population, there is a paucity of research assessing the effectiveness of treat-
ment modalities in this population. Of the 3.3 million Latinos with substance use 
disorders, 89.7% received no treatment, which is similar to the national average. Of 
note, the 1.3 million with dual diagnoses of mental illness and substance use are 
more likely to get no treatment than the general population (93% vs. 90.4%). In the 
overall adult population, Hispanic Americans are less likely to get specialty sub-
stance use care than the general population (0.6% vs. 1%) [2]. Compared to those in 
treatment, individuals with no treatment are more likely to have poor outcomes that 
can include development of chronic health conditions, Hepatitis C, HIV, premature 
mortality, and interactions with the criminal justice system [19].

Other national surveys also have shown that Latinos have less access to special-
ized substance use treatment than the rest of the population, their wait time to access 
services is longer and they are less satisfied with the treatment [20–22]. Studies have 
also shown that Latinos were less likely to express a need for treatment and to partici-
pate in it than other ethnicities [23, 24] and that utilization of treatment was even 
lower in Latino immigrants than in those born in the USA [25, 26]. Shame and con-
cerns about disrupting family relationships may be the reasons why some Latinos 
avoid checking in into residential treatment according to some studies [27, 28].

Additional studies have found that Latinos are more likely to terminate prema-
turely outpatient substance use treatment [29–31] and more than half of this popula-
tion using mental health services discontinue therapy after only one session [32]. 
Some of the reasons noted for premature termination are the lack of bilingual and 
bicultural therapist and failed outreach, recruitment, and retention strategies [33, 
34]. However, in contrast to the findings that showed poorer outcomes and prema-
ture treatment termination, some studies involving alcohol use have found similar 
outcomes to those of other ethnic groups [35, 36].

The cultural mismatch between patients and clinicians may explain some of 
studies that revealed a higher early termination rate and the poorer outcomes of 
Latinos in substance use services. The importance of considering culture in deliver-
ing substance use treatment has been pointed out in a certain number of studies 
[37–39]. Latinos endorsed the positive impact of having Latino providers as well as 
the importance of family and religion and spirituality in recovery.

�Cultural Aspects to Consider When Treating Substance Use 
in the Latino Population

It is crucial that clinicians take into account the cultural framework and select cul-
turally informed interventions. Culturally informed treatment interventions are: (1) 
based on the cultural values of the group, (2) consider the attitudes, expectations, 
and norms of the group, and (3) consider behavioral preferences and expectations 
of group members [40].
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It is important to note that substance use treatment is not culturally accepted in 
the Latino population. While Latinos have significantly higher drug addiction 
stigma scores than that of African Americans, stigma has been shown to decrease 
with acculturation [41]. Although there remains a gap in the literature to understand 
the barriers behind Latino’s low utilization of substance use treatment, especially 
those with co-occurring mental illness [2, 42], one qualitative study has found that 
Latinos largely avoided specialty treatment due to: (1) beliefs that treatment is not 
culturally informed, (2) perceptions that substance use treatment was ineffective, 
(3) a fear of judgment from providers related to differing recovery goals (e.g., if a 
patient was not seeking abstinence), (4) a lower perceived need for treatment (if able 
to maintain familial duties), (5) a lack of support from their family, and last but 
certainly not least (6) stigma, which contributed to frequent descriptions of seeing 
treatment as a “personal failure” or “defeat” [41].

Familismo (familism) is a term used in the Latino culture to identify the strong 
influence of the family system on an individual; there is a strong emphasis on family 
dynamics, extended social networks, and the collective resources shared and pro-
vided within the family system [43]. Furthermore, familismo is characterized by a 
strong sense of loyalty, reciprocity, and solidarity [44]. There is also a strong sense 
of duty to protect the emotional and physical well-being of the family unit [45], 
which may have the potential to inadvertently exacerbate substance use. If a Latino 
client feels that a therapist is soliciting disclosure of information that may bring 
about shame to the family, they may minimize or withhold information, and may 
ultimately withdraw from services. It will be essential to not imply blame towards 
family system as a means for continued substance use, but to influence the family 
system to support non-use, instead [46]. Therapy that stresses role and responsibili-
ties of each family member should be considered. For example, re-establishing fam-
ily ties that have been severed due to substance use [47].

Simpatía can be defined as the value of behaviors that contribute to smooth and 
pleasant interactions [46]. In an earnest attempt to establish or maintain the sense of 
harmony and respect congruent with this value, there is a general tendency for Latinos 
to avoid interpersonal conflict, minimize the impact of negative behaviors, and empha-
size agreement in social situations [48, 49]. In the context of a Latino patient, with a 
substance use disorder, the value of minimizing conflict may result in the patient’s 
family system unintentionally enabling continued substance use, and may shield the 
user from natural consequences associated with their use. In this example, it is recom-
mend the provider explore how continued avoidance of addressing behaviors associ-
ated with substance use, promotes (rather than prevent) future conflict.

In the Latino population, personalismo is a style of communication, in which 
there is a preference for personal interactions over impersonal [50]. Developing an 
authentic relationship with a Latino client, as they are inviting you into their family 
system, is especially important. It is not uncommon for a Latino client to ask a 
therapist about their personal experiences, in an attempt to develop an interpersonal 
connection and to develop trust. Failure to establish a personal connection with a 
Latino client may increase the odds of the client dropping out of treatment prema-
turely [46].
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Machismo is defined as a socio-cultural construct that describes the beliefs and 
expectations of masculinity [51]. The construct of Latino families is largely influ-
enced by a patriarchal structure and traditional gender roles, where males are 
expected to be strong and provide to the family [46]. Common characteristics of 
machismo include: bravery, honor, dominance, aggression, sexual prowess, reserved 
emotions [52, 53]. While there is limited literature related to masculinity and addic-
tion, Davis [54] describes heavy drinking as being socially sanctioned, whereas the 
mere labeling of a Latino male as an addict elicits feelings of shame and moral 
weakness. The Latino culture defines alcoholism as an individual’s inability to 
uphold their social responsibilities, undermining their sense of masculinity 
(machismo). It will be important to explore the extent the Latino client’s internal-
izing beliefs, related to being in substance use treatment. Culturally informed inter-
ventions should then be considered subsequently.

Marianismo is the inverse construct of machismo, that describes the beliefs and 
expectations of female gender roles [51]. In the Latino culture, women are expected 
to be nurturing, submissive, and self-sacrificing to the male [55–58]. Other common 
characteristics of marianismo include: family and home centered, passive, and chas-
tity [53, 59]. Boyd-Franklin and Garcia Preto [55] have described Latina women as 
living in a “cultural paradox,” due to the contradictory expectation that they are seen 
as “morally and spiritually superior to men”, yet are expected to accept male author-
ity. Contrary to machismo, it is thought that the cultural expectations of marianismo 
serve as a protective factor for a Latina woman to develop substance use disorders, 
by encouraging abstinence and may be especially protective during pregnancy com-
pared to other ethnicities [60–62].

As many as 82% of Latinos identify with a religion [63]. The value of spiritual-
ism in the Latino Culture is largely influenced by Roman Catholic practices, as 
Catholism is the predominate religion in the Latino population. Within this religious 
practice is the belief of spirits and divine interventions [50]. There may be a belief 
that the problem of substance use/abuse is attributable to God’s will, witchcraft [64, 
65], or as the influence of some higher order spiritual power [46]. When working 
with a Latino client, it will be helpful to explore their belief system, regarding spiri-
tual factors that they feel sustain their substance use [64].

In summary, although Latinos have statistically lower rates of substance use dis-
orders, these rates have been shown to increase with US acculturation. Furthermore, 
Latinos have less access to treatment than other minority groups and lower rates of 
continuation of services than the general population. It is recommended that clini-
cians incorporate culturally informed interventions, when working with Latino cli-
ents, to increase access to services, reduce language barriers, and overall improve 
treatment outcomes for Latinos with substance use disorders.

There is definitely a need for more research about the impact of various types of 
substances use treatments and interventions on the Latino population as well as the 
effect of incorporating culturally sensitive protocols in the treatment plan.
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10Dementia and Cognitive Disorders 
in Geriatric Hispanic/Latinos

Bernardo Ng and Nancy C. Colimon-Ardila

�Introduction

Although the terms “Hispanic” and “Latino” are often used interchangeably in the 
medical literature, they are not synonyms. The term “Hispanic” refers to people 
born in a country that was “conquered” by Spaniards and for whom Spanish is their 
primary language. This applies to most countries in Latin America, except Brazil, 
the Guianas, Belize, Haiti, and Trinidad and Tobago. The term “Latino” on the other 
hand is a broader term that refers to people born in a country whose language has 
evolved from Latin (Romance languages), such as Italy, Spain, France, and all coun-
tries in Latin America. Historically, different ethnicities have contributed to the con-
temporary Hispanic/Latino populations in the USA, making this population very 
heterogeneous from a biological point of view. Genome-wide analysis (GWA) 
within this population found that Dominicans and Puerto Ricans showed the highest 
levels of African ancestry, whereas Colombians have a wider distribution of African 
versus European GWA enrichment. In contrast, Mexico and Peru were two coun-
tries with high densities of native Americans during the pre-Colombian times, as it 
would be expected individuals from these countries have the highest degree of 
Native American ancestry [1]. This chapter will use the terms Latino and Hispanic 
interchangeably.
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The office of the United States Census published in 2003 that Latinos had become 
the largest minority in the USA. This fact had been projected for decades, a period 
that was apparently insufficient to prepare for the public and social needs secondary 
to the expansion of this minority group. Regarding matters of health, and particularly 
mental health, issues such as stigma, immigration and aging related stress, violence 
and alcoholism, and concerns about psychotropic medications remain unresolved up 
to date [2]. These factors and others including obesity, diabetes, and level of disabil-
ity are likely to shorten the so-called Hispanic paradox in the next decades. Even 
though, Latinos do live longer, the excess includes at least 6 years with disability 
(i.e., sensory, physical, mental, self-care, ability to leave the house), in contrast to 
4 years or less, living with disability for non-Hispanic whites [3]. Furthermore, in 
clinic environments with timely screenings for cognitive decline, Hispanics get diag-
nosed in average four years earlier in age than non-Hispanic whites [4].

This chapter will focus on factors that have placed Latinos in the USA at greater 
risk of cognitive disorders, delayed identification, and consequently untimely begin-
ning of treatment; when compared to older adults of other ethnicities. These will be 
presented in the section of risk factors, especially because it is projected that by 
2050, the elderly Hispanic population will represent 20% of the 65-year and older 
segment of the population in the United States. Furthermore, the reported preva-
lence of major neurocognitive disorder for the 65–74, 75–84, and ≥ 85 age groups 
is 7.5%, 27.9%, and 62.9% compared with the non-Hispanic Whites of 2.9%, 
10.9%, and 30.2%, respectively [5]. Furthermore, Hispanics spend more time living 
with cognitive impairment when compared with other ethnic groups. According to 
Garcia et al., in a sample of adults 50 years of age and older, Hispanics spent a larger 
segment of their late life with cognitive impairment when compared with non-
Hispanic Whites and Blacks. In the case of women, the number of years spent living 
with dementia for non-Hispanic Whites, Blacks, US-born Hispanics, and foreign-
born Hispanics was 1.6, 3.9, 4.7, and 6.0 years, respectively; whereas in the case of 
men, the years with dementia were 1.1, 3.1, 3.0, and 3.2, respectively [6].

Identification of at-risk Hispanic elderly population represents a challenge in 
both clinical and research settings due to barriers such as language, low educational 
attainment, low income, and a negative attitude towards participation in research 
[5]. Therefore, this chapter will close with evidence supported recommendations to 
address the identified gaps and risk factors, looking at improving outcomes of the 
elderly Latino population.

�Risk Factors

�Ethnicity and Race

The terms “race” and “ethnicity” merit some explanation. “Race” primarily alludes 
to those physical features that are usually determined by genetics. On the other hand, 
Hispanic and Latino, and the most recently used Latinx, are ethnicity-based terms, 
since “ethnicity” refers to features that provide a particular distinctiveness to those 
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belonging to a given group of individuals, expressed in language, values, family tra-
ditions, religion, art, music, literature, use of names, public life, and culture [1]. 
Furthermore, any and/or all the features that define an ethnic group, impact the way 
symptoms and diseases are understood and interpreted by the individuals belonging 
to such ethnic group, and by the health professionals providing care to them [7–9].

�Ethnoracial Studies

Ethnoracial studies of brain structure change and cognitive change have contributed 
greatly in the understanding of the most likely pathophysiology of cognitive disor-
ders in Latinos. Gavett et al. [10] compared African Americans (n = 121), Hispanics 
(n = 111), and non-Hispanic Whites (n = 212); using as main outcome measure, 
MRI hippocampal gray matter (GM) volume and white matter hyperintensity 
(WMH), in a multivariate model. The cognitive outcomes in this study were com-
posite measures of episodic memory, semantic memory, executive function, and 
spatial ability. Even though all groups showed a mixture of GM volume loss and 
WMH, as measured by MRI, there were varied degrees that showed a clear ten-
dency in each group. African Americans had a predominance of global GM volume 
loss, non-Hispanic Whites had a mix of GM and WMH volume loss, whereas 
Hispanics had a predominance of WMH (p < 0.05).

Although not entirely specific, gray matter atrophy, specifically temporal lobe 
atrophy is commonly associated with Alzheimer’s disease pathology, whereas 
WMH is a marker of microvascular disease associated with non-AD processes such 
as type 2 diabetes and cerebrovascular disease. This pivotal finding gives a singular 
perspective to those involved in the treatment of cognitive disorders in Latinos, 
especially in the opportunities to intervene preventively. Given its importance, both 
diabetes and hypertension in Latinos are further addressed in this chapter.

�Migration Status

Latinos continue to comprise the largest ethnic group of immigrants to the USA [11]. 
The phenomenon of immigration has complex effects on cognitive function. Both the 
educational attainment, and the utilization and type of health systems in the country of 
origin, in the pre-migration phase; followed by the actual migration process where a 
number of “selection factors” come in play; and eventually the process of accultura-
tion once the migration process has been completed, must all be considered. Moon 
et al. studied the level of cognitive function of 7609 older adults, and found that immi-
grant status moderated the relationship between ethnic and dementia, establishing that 
US-born Hispanics had a better level cognition than Hispanic immigrants [12].

Both pre- and post-migration-related stress have an impact in the health and 
mental health of Latinos, either documented or undocumented. In the case of 
undocumented immigrants that become older adults in this country, they continue to 
live in the face of anxiety about possible apprehension and deportation. They also 
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carry the burden of having left close family members behind, whom in many cases 
do not get to see for decades [3].

The phenomenon of migration has also been studied in Latinos with cognitive 
impairment. A study by Garcia et  al., with 20  years of data from the Hispanic 
Established Populations for the Epidemiologic Study of the Elderly or Hispanic-
EPESE, including over 13,000 subjects generated important findings. The total 
sample was 44% immigrants and 56% US-born, with 58% being women. The main 
outcome measure was the mini mental status examination, that could be adminis-
tered either in English or Spanish. This group found that Mexican American immi-
grants regardless of gender live more years with cognitive impairment after age 65, 
compared to US-born Mexican Americans, discrepant with the Hispanic paradox. 
Potential contributors are the lower levels of education of Latino immigrants. They 
also found that immigrant women were at a greater disadvantage than immigrant 
men, suggesting that men may be more health selected for migration. Another find-
ing was that US-born Mexican Americans had a later onset of cognitive decline, but 
once installed the decline would eventually draw near the deficit of immigrants. The 
authors suggest that the higher educational level and better access to preventive care 
of the US-born worked as a protective factor [13].

Another finding by the same group, reporting in regard to age of migration, was 
that those that arrive in mid-life have a healthier cognitive function after age 65, 
compared to early- and late-life immigrants. The authors highlight the fact that 
immigrants are a very heterogenous group, and that numerous factors including 
economic and educational level, gender, and age of migration, impact the level of 
cognitive decline among Latinos [14].

�Education Level

It is well established that Latinos hold a lower educational level in the USA com-
pared to other ethnic groups. As per the US Census, in 2019, 40.1% of non-Hispanic 
whites age 25 and older had a bachelor’s degree or higher, up from 33.2% in 2010. 
During the same periods, the percentage of African Americans age 25 and older 
with a bachelor’s degree or higher scaled from 19.8% to 26.1%; Asians from 52.4% 
to 58.1%; and Hispanics from 13.9% to 18.8% [15].

Mungas et al. analyzed data from the SALSA study, where they studied the cog-
nitive trajectories based on level of education, with up to seven assessment waves in 
a total of nine years. They were able to establish that a higher educational level did 
have a protective factor on the baseline assessment. By the same token the preferred 
language, or the status of monolingualism vs. bilingualism did not have an effect 
[16]. Interestingly enough, a study by Wilson et al. compared the trajectory of cog-
nitive decline for an average of 6 years, in annual assessment of a group of Latinos 
(n = 104) compared with a group of non-Latinos (n = 104), matched in educational 
level, showed no differences in the rate of decline. This study suggests that educa-
tional attainment could obliterate the effect of variables such as migration and/or 
ethnicity itself [17].
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�Health Literacy

A genetic study, to explore cultural beliefs about Alzheimer disease (AD), included 
37 Mexican American family members of patients diagnosed with cognitive impair-
ment, reported findings of interest. First, that the majority believed that AD was a 
normal part of aging, or it was a mental illness caused by bad habits. Second, very 
few understood being at risk of inheriting the disease, but once informed, most 
expressed a strong desire to be tested. The researchers recommended comprehensive 
counseling about AD and genetic testing. Albeit small, this study points two impor-
tant features, the commonly known low literacy in cognitive disorders, and more 
important, the positive response to adequate and comprehensive literacy efforts [18].

On the other hand, interethnic comparison studies have shown that older Latinos 
are less likely to use computers or other digital technologies, which represents yet 
another disadvantage when trying to improve educational attainment and health lit-
eracy in this ethnic group. If the intention is to take advantage of new information 
technologies, training in the use of such technologies should be part of the plan [19].

�Socioeconomic Status

Socioeconomic status (SES) also plays a role in access to preventive health mea-
sures, and impact cognitive decline at later life. Data from the SALSA study that 
included 1789 community dwelling Latinos, evaluated SES defined as a variable 
created by level of education, income, and occupation. Cognitive function was mea-
sured by the Mini Mental Status Examination and the Spanish English Verbal 
Learning Test. Their results showed that SES trajectories in the subjects’ life span, 
had an impact, both on global cognitive function and short-term verbal memory. 
Those subjects with higher SES in childhood and adulthood experienced less global 
cognitive and verbal memory decline than those with lower SES (p  <  0.0001). 
Furthermore, those with an SES trajectory from low to high was also associated 
with less decline (p < 0.0001). This study is significant for the composition of the 
SES variable, where not only income but occupation and education status were 
evaluated, which attempts to illustrate how these social determinants hardly operate 
independent from each other. The results of these studies strongly suggest that a 
favorable trajectory in SES promotes a benefit to health outcomes decades later, in 
this case cognitive function in older life. Furthermore, even if SES is low early in 
life but the trajectory moves to a higher SES, also promotes a benefit in later life [20].

�Non-psychiatric Comorbidities

Cardiovascular and metabolic comorbidities are important in the study of cognition, 
especially hypertension and diabetes. The literature has discussed several potential 
mechanisms through which heart rate variability (HRV) may influence brain struc-
ture and function. The baroreflex mechanism regulates blood flow and maintains 
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proper perfusion to vital organs, including the brain, through modulation of the 
heart rate and contractibility. In other words, cardiac autonomic function and the 
sympathetic and parasympathetic activity interact to maintain blood pressure within 
a normal range. In fact, HRV and blood pressure variability (BPV) have been shown 
to be inversely associated. Furthermore, fluctuations in blood pressure (i.e., BPV) 
are associated with cognitive impairment and with structural brain changes related 
to hypertension, such as cerebral white matter lesions, and lacunar infarctions. 
Additionally, HRV may influence cognitive function through cardiac autonomic 
neuropathy and its associations with diabetes, impaired plasma glucose, and insulin 
sensitivity. A study of 869 elderly Latinos by the University of California, San 
Francisco, demonstrated that those with low HRV scored 4 points lower than those 
with normal HRV in a modified version of the Mini Mental Status Exam (p < 0.01), 
supporting the hypothesis of diabetic-related cardiac autonomic neuropathy [21].

By the same token, it is well known that Latinos in the USA have a dispropor-
tionately higher prevalence of type 2 diabetes, compared to other ethnic groups. 
According to a recent study by Cheng et  al., the weighted age-and-sex adjusted 
prevalence for Hispanic adults in the USA is of 22.1%, compared to 12.1% for non-
Hispanic white, 20.4% for non-Hispanic Black, and 19.1% for non-Hispanic Asian 
adults (p < 0.001). Within the different groups of Hispanics, the prevalence was 
24.6% for Mexicans, 21.7% for Puerto Rican, 20.5% for Cuban/Dominican, 19.3% 
for Central American, and 12.3% for South American subgroups (p < 0.001) [22].

The group of Strizich et al. was able to collect data supporting the hypothetical 
notion that the relationship between type 2 diabetes and cognitive impairment may 
be bidirectional, based on results of neuropsychological testing. They administered 
the DSST and the Word Fluency and Learning delayed recall components of the 
Spanish English Verbal Learning Test, to 1794 Hispanic diabetics ages 45 to 76. In 
this study they used HbA1c ≥ 7% to identify cases of uncontrolled diabetes. Besides 
the neuropsychological tests, the group administered questionnaires covering 
sociodemographic, medical, environmental, and lifestyle components. After adjust-
ment, lower DSST scores showed an association with poorly controlled diabetes 
(p = 0.03); interestingly enough this result was accentuated in cases of poor family 
support. Among those with low family support, persons in the lower quartile of 
global cognitive function were more than twice as likely to have uncontrolled dia-
betes, than those in the highest performing quartile (OR = 2.31; 95% CI:1.17–4.55); 
there was no comparable effect among those with high family support. The latter 
suggested that high family support appeared to attenuate the effect [23].

On the other hand, Bangen et al. examined the progression of cognitive decline 
in a multiethnic sample of 1493 older adults (≥65 years of age), that included 346 
diabetic and 151 non-diabetic Latinos. The subjects were assessed at baseline with 
a neuropsychological battery that included measurements of memory, language, 
processing speed, executive functioning, and visuospatial abilities. The assessment 
was repeated every 18 months for an average of 6 years. Although the rate of pro-
gression of cognitive decline was similar between the groups, the cognitive perfor-
mance of the diabetic sample performed significantly more poorly (p < 0.05) from 
baseline and all follow-up measurements, relative to those without diabetes. The 
researchers suggest that diabetes impacts cognition since the onset of the metabolic 
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dysfunction, and by age 65 the cognitive performance measured by this neuropsy-
chological battery exhibits compromised function, persistently poorer than the cog-
nitive performance of non-diabetics of the same age [24].

Cardiovascular disease and cardiovascular risk factors including dyslipidemia 
(i.e., total cholesterol ≥240 mg/dL, LDL cholesterol ≥160 mg/dL, or HDL ≤40 mg/
dL, or receiving cholesterol-lowering medication), hypertension (systolic blood 
pressure ≥ 140 mm Hg, diastolic blood pressure ≥ 90 mm Hg, or receiving antihy-
pertensive medication), and obesity (i.e., ≥BMI of 30.0) were explored differen-
tially by Daviglus et al. among 15,079 Latinos of diverse backgrounds. Dyslipidemia 
was present in 52% of men, especially represented by Dominican and Puerto Rican; 
and 37% of women, particularly Puerto Rican. Hypertension was present in 25% of 
men, highest among Dominican, and 24% in women with Puerto Rican being more 
affected. Obesity was present in 37% of men and 43% of women, in both cases 
mostly Puerto Rican. About 15% of men and women were using antihypertensive 
medication. The prevalence of coronary heart disease was 4% for men and 2% for 
women, whereas stroke was 2% for men and 1% for women [25].

Although the evidence above comes from different studies, it is presented to 
illustrate the challenge for those involved in treating cognitive disorders in older 
Latinos. Clinicians and researchers must keep in mind that a quarter of adult Latinos 
in the USA has diabetes, a half dyslipidemia, and about a fifth deal with hyperten-
sion, coronary heart disease, and stroke. More important yet, all these brain-related 
factors that increase the risk of developing cognitive disorders are preventable.

�Depressive Symptomatology

Depressive symptoms will be addressed from two viewpoints, on the one hand 
depressive symptoms, stress, and unhealthy behaviors; and on the other hand, as 
manifestations of a degenerative disorder.

On the first aspect, Rodriquez et al. studied a multiethnic sample (N = 6479) of 
adults between ages 50 and 59, to see the development of depressive symptoms, 
measured by the CES-D, as a result of the interaction of chronic stress and unhealthy 
behaviors, in a period of two years. This study defined as chronic stress factors, 
conditions such as serious physical attacks, accidental injury, life-threatening ill-
nesses; and as unhealthy behaviors, obesity as a proxy for poor diet and physical 
inactivity, use of alcohol, and/or tobacco. Latinos (30.7%) compared to non-Latino 
Whites (16.8%) and African Americans (21.0%), had higher rates of depressive 
symptoms (p < 0.001), but not as many stress factors. As to the unhealthy behaviors, 
Latinos main risk factor for future development of depressive symptoms was mild 
obesity (OR 2.5), which also represents a risk factor for cognitive impairment. In 
this study, educational attainment was a secondary outcome, and in all cases a 
higher level was a protective factor [26].

Data from the ¡Caminemos! study analyzed by Hernandez et al. showed that the 
presence of depressive symptoms was significantly and negatively associated with 
cognitive function. This study included 572 participants where 77.1% were women 
and had a mean age of 77.3 (SD = 6.76) years. However, the association was lost at 
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1-year and 2-year follow-up assessments. At baseline, participants that screened 
positive to depression were 1.58 times more likely to experience cognitive impair-
ment (p = 0.04). Subjects identified for this study were sedentary at baseline, and 
recruited to participate in an exercise program (see below), while measuring both 
depressive and cognitive symptoms until the completion of the study. The study 
results suggest that physical exercise can improve both symptoms, suggesting a 
bidirectional relationship of both clinical conditions [27].

Finally, Guerrero-Berroa et  al. [5] studied the weight of different depressive 
symptoms as predictors for cognitive disorders, in a sample of 4334 subjects, com-
paring Hispanics vs. non-Hispanic Whites. Their findings support the idea that apa-
thy, lack of motivation, anhedonia, and mental slowness measured in depression 
scales are associated with brain dysfunction and major cognitive disorders, and not 
only a mood disorder.

In summary, depressive symptoms in Latino older adults interact with cognitive 
symptoms in complex ways. Symptoms of major depressive disorder, especially apa-
thy and mental slowness may actually be an early manifestation of a cognitive disorder.

�Barriers to Care

One of the main barriers to care is the deficiency of clinicians with sufficient cul-
tural competence to administer tests on Latinos on the one hand, and the availability 
of instruments in Spanish on the other hand [28].

In regard to the available instruments in Spanish, batteries for cognitive testing 
have been translated and adapted to “neutral” Spanish, with reliable psychometric 
properties in episodic memory, working memory, semantic memory, perceptual 
speed, and visuospatial ability, for over a decade. This adaptation by Krueger et al. 
was done with community dwelling elderly adults between 60 and 75 years of age, 
showing that with a trained clinician the test results are reliable. However, the group 
also noted as a limitation that their results could not be generalized to elderly Latino 
individuals in different living conditions, such as nursing or retirement homes [29].

�Recommendations

�Literacy Campaigns

Health literacy efforts with good results have already been tested, these include the 
use of infographics, “fotonovela,” and pictograms. Sixteen caregivers, adult chil-
dren, and/or spouses were included in a literacy program for caregivers with good 
results. The study demonstrated that the use of infographics that can be tailored to 
the caregivers needs and situation can enhance the understanding of the disease and 
improve self-care measures. A fotonovela (FN) named “Together We Can! Facing 
memory loss as a family” gave good results when tested during a study of 110 care-
givers. They were exposed to either FN or information-as-usual-material, to get 
educated on self-care and identification of dementia symptoms. The group that 
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received the FN intervention had a larger improvement in depressive symptoms, 
after a six-month follow-up assessment [30–32].

�Training of Clinicians

Teletesting either by phone or video meeting, arises as an obvious solution to over-
come the shortage of qualified clinicians. Testing by phone is not new and has been 
examined in Latinos with the Dementia Questionnaire (DQ) and the Telephone 
Interview for Cognitive Status (TICS) to identify Major Neurocognitive Disorder 
(MaND) and Minor Neurocognitive Disorder (MiND), respectively [33]. In this 
study, the assessments by phone correctly identified 66.5% of participants with nor-
mal cognition, 55.4% of those with MiND, and 92.7% of those with MaND.

Proper training is also important, since a study of older Hispanics complaining of 
subjective cognitive decline (SCD) were more likely to be depressed when objectively 
screened for memory impairment. According to Mainly et al. (2011), who studied 145 
Hispanic subjects in California, with the Mini Mental Status Examination, Wechsler 
Memory Scale-Revised Logical Memory Test, the Consortium to Establish a Registry 
for Alzheimer’s Disease (CERAD) Word List Memory Task, the Clock Drawing Test, 
the Trail Making Test (parts A and B), and a Category Fluency test, and the Geriatric 
Depression Scale (GDS). A multiple regression analysis showed a significant relation-
ship of SCD with GDS scores (p = 0.001), and not with Global Cognitive Composite 
scores (p = 0.066) or Memory Composite scores (p = 0.936) [33].

These data underscore the importance of appropriate training, in order to have 
the necesary compentence to work through the clinical challenge of differentiating 
major depressive from major neurocognitive disorders.

�Optimize Medication Adherence

According to Mohan et al. (2014), the use of “PictureRx illustrated” medication list 
depicting each medication’s indication and dosing instructions, improved overall 
understanding of their medications (p < 0.001), including greater ability to report 
the drug indication (p < 0.01), strength (p < 0.05), dosing (p < 0.01), and frequency 
of administration (p < 0.001), in a group of 200 Latinos [34]. From the point of view 
of cognitive impairment, the goal would be to optimize adherence to dementia med-
ication, as well as comorbidities like diabetes and hypertension [35, 36].

�Participation in Clinical Trials

Also important, and of great long-term value, is promoting the increased participa-
tion of Latinos in clinical trials that are on the search of new pharmacological 
options for the treatment of neurocognitive disorders [37]. This should include sup-
port to clinical research sites located in communities of predominantly Latino popu-
lations, especially those located in remote areas [38].
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�Physical Exercise and Dietary Adjustments

Physical activity has demonstrated benefit in muscle strength, balance, aerobic 
power, endurance, and mobility. It has also been proposed as protective against 
negative effects of aging on the brain. The study ¡Caminemos! including Latino 
individuals 60 years or older (N = 571) by the group of Piedra et al. demonstrated 
that regular physical exercise can prevent deterioration and even improve cognitive 
function, for as long as two years. Improvement was statistically significant after the 
first year (p = 0.001) and the second year (p = 0.013) when compared to baseline. In 
their study, the exercise program consisted of a series of four, weekly 1-hour ses-
sions of exercise class targeting muscle strength, endurance, balance, and flexibility 
for one month, which were based on a modified version of the Lifetime Fitness 
Program. They were followed by monthly reinforcement sessions for 11 additional 
months, and bi-monthly sessions for 12 more months, which completed the 
24 months of the study. These exercise sessions were implemented after an inter-
vention session on attribution-retraining (treatment group) or a health education 
session (control group). The benefit was not significantly different between the 
groups (p = 0.582), suggesting that exercise offered an advantage regardless of the 
intervention. It is important to mention that people who were already physically 
active at least three times a week were not included in this study [39].

This study illustrates at two very important issues to be considered as recom-
mendations, first that physical exercise benefits cognitive function in elderly Latinos, 
and second that Latinos do engage in physical exercise interventions.

A study of 2702 Mexican Americans from Texas demonstrated that those partici-
pants who met recommendations of five or more servings of fruit and vegetable per 
day had 58% decreased odds of mental disorders symptoms (OR = 0.42; 85% CI: 
0.18–0.97), as measured with the Mini Mental Status Exam, the Centers for 
Epidemiologic Studies Scale in English and Spanish, and the Zung’s self-Rating 
Anxiety Scale [40]. This is of great importance, since historically the origin of 
Mexican food and that from other Latin countries consists of herbs and vegetables 
that are not generally recognized in current Latino meals in the USA [41].

Regular physical exercise and dietary adjustments can clearly help prevent and 
improve cognitive impairment both in the short and long term. At the same time the 
same measures can improve outcomes in other risk factors already reviewed, such 
as obesity, hypertension, type 2 diabetes, that directly and indirectly can prevent 
cognitive impairment.

�Community-Based Adult Services

Community-Based Adult Services (CBAS) or as previously known Adult Day 
Healthcare Centers (ADHC) are intended to offer services that are expected to close 
the gap of care needed by the elderly population that requires a level higher than 
outpatient services, but do not meet criteria for services at a nursing skilled facility. 
They have been available in the USA and other countries for decades, and are espe-
cially directed to the population who are identified as cognitively impaired/no 
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dementia (CIND), these are people with measurable impairment but without mea-
surable impact in function. Research has demonstrated that the services provided at 
these programs can delay the onset of cognitive disorder [6]. Based on the fact that 
Latinos tend to live more years in CIND status, strategies should target specific 
needs for this population segment with culturally appropriate programs. These pro-
grams have been associated with improvement in cognitive function and depressive 
symptoms and include professional nursing services; physical, occupational and 
speech therapies; mental health services; therapeutic activities, such as listening to 
music, physical activity, dancing, and solving puzzles; social services; personal 
care; a meal and nutritional counseling; transportation to and from the participant’s 
residence and the CBAS center [19, 42].

Properly trained personnel at these centers can assist in a better understanding of 
prevention strategies in cognitive, mood, metabolic, and cardiovascular disorders, 
as well as become the avenue to educate the elderly and their families in genetic 
aspects of brain degenerative diseases [43–45].

�Caring for the Caregivers

It is generally believed that due to the widely identified familism among Latinos, 
care for the elderly would be guaranteed. However, social forces (i.e., financial, 
family disruption) prevent some families to provide care to the full extent. There are 
at least three variations of Latino families identified [46]:

	(a)	 Extensive, defined as the one provided by the entire family both with instru-
mental and emotional support. Caregivers with extensive support usually have 
a larger family size, adaptable family members, help outside of the family, and 
formalized processes for spreading caregiving duties across multiple persons.

	(b)	 Limited, includes instrumental support provided by only one family member, 
who is at high risk for burnout and distress. In this scenario the dementia-related 
neuropsychiatric symptoms are frequently seen as obstacles to family unity.

	(c)	 Absent, is the complete lack of support, and have the worst outcomes, requiring 
institutional services very early.

The study cited above by Garcia et al. also found that cognitive impairment espe-
cially when complicated by neuropsychiatric symptoms, is an important predictor 
for family caregiver psychological distress [13].

According to Rote et al., culturally competent interventions should take into con-
sideration diversity in Latino dementia care by providing psychoeducation on prob-
lem solving and communication skills to multiple family members, particularly 
with respect to the natural history of cognitive disorders and neuropsychiatric symp-
toms, and by assisting caregivers in managing family tensions and disruption, with 
the goal to mobilize support when needed [46]. Regardless of the type of family 
caring for a Latino elderly patient, proper care cannot be provided without including 
the family members in the treatment plan. This is a premise while applicable to 
families of any ethnic background, is extremely important in Latino families.
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�COVID-19 Pandemic

During the writing of this chapter, we were in the middle of the COVID-19 pan-
demic, so it was considered appropriate to include a comment. Given the data 
reviewed so far, it is evident that the Hispanic/Latino geriatric population is at an 
unfortunate disadvantage. Among the independent risk factors associated with 
increased COVID-19 mortality are history of diabetes, hypertension, and older age 
[47]. Among the independent factors for advanced medical care (i.e., mechanical 
ventilation) is the presence of obesity (BMI > 35 kg/m2) [48]. As mentioned through 
this chapter, all these factors are overrepresented in the Hispanic elderly population.

On the other hand, neuroinflammation related to metabolic and cardiovascular 
factors, especially related to type 2 diabetes, is a prominent feature in brain degen-
erative disease in Latinos. Proposed immunological activation and excessive inflam-
mation related to COVID-19 may fast-track the progression of pre-existing brain 
inflammatory neurodegeneration during this pandemic, making elderly individuals 
more susceptible to adverse outcomes when contracting SARS-CoV-2 infection. It 
is therefore reasonable to argue that the elderly Hispanic in the USA, when com-
pared to other ethnic groups, are at an increased risk for neurocognitive disorders, 
as well as severe outcomes after SARS-CoV-2 infection [49].

It is plausible to consider then that the convergent genetic, socioeconomic, 
comorbid (type 2 diabetes) factors recognized as linked to COVID-19 infection 
severity may create an exceptionally high-risk profile for Latinos for poor outcomes 
during this pandemic [50].

It is worth mentioning that Adult Day Care Centers across the country have been 
instrumental in providing aid to the Latino elderly and their families through tele-
health services. This has helped with treatment adherence, prescriptions refills, and 
continued contact with their providers during this public health disaster, repeating 
what has been achieved in previous emergencies, such as the 2010 earthquake in 
California [51, 52].

�Conclusions

This chapter has presented information unique to the Latino elderly with cognitive 
impairment and cognitive disorders. It is our opinion that there are many open and 
pending issues to address, especially socioeconomic status and educational attain-
ment as social determinants of these disorders. Even though change in these areas 
may take a long time, in the short term the use of proven methods to improve the 
level of health literacy, medication adherence, in a friendly and non-threatening way 
shall permit the elderly Latino and his/her families, feel confident and at ease to 
seek advice and care in a timely manner. One of the most important features to 
address is generating mechanisms to enhance the understanding of the differences 
between normal aging and pathological cognitive decline.

Another outstanding feature in this chapter is the great opportunity of preventive 
programs to address the physiological, dietary, and metabolic issues, that in the long 

B. Ng and N. C. Colimon-Ardila



149

run have an impact on cognitive function. It is foreseeable that strategic collabora-
tion among the neuroscientific, metabolic, and cardiovascular fields can optimize 
resources and have an impact in longevity, quality of life, and eventually reduce the 
number of years with cognitive impairment, at a lower cost.

It is our expectation that the material here presented is useful to clinicians and 
non-clinicians in the area of neurosciences, either Latinos or not, and it will hope-
fully trigger the curiosity to learn more about neurocognitive disorders in the 
Hispanic/Latino elderly population.

References

1.	Aguayo-Mazzucato C, Diaque P, Hernandez S, Rosas S, Kostic A, Caballero AE. Understanding 
the growing epidemic of type 2 diabetes in the Hispanic population living in the United States. 
Diabetes Metab Res Rev. 2019 Feb;35(2):e3097. https://doi.org/10.1002/dmrr.3097.

2.	Watson MR, Kaltman S, Townsend TG, Goode T, Campoli M. A collaborative mental Health 
Research agenda in a community of poor and underserved Latinos. J Health Care Poor 
Underserved. 2013 May;24(2):671–87. https://doi.org/10.1353/hpu.2013.0079.

3.	Goldman N. Will the Latino Mortality advantage endure? Res Aging. 2016. Apr;38(3):263–82. 
https://doi.org/10.1177/0164027515620242.

4.	Fitten LJ, Ortiz F, Fairbanks L, Bartzokis G, Lu P, Klein E, Coppola G. Ringman JYounger age 
of dementia diagnosis in a Hispanic population in southern California. Int J Geriatr Psychiatry. 
2014 Jun;29(6):586–93. https://doi.org/10.1002/gps.4040.

5.	Guerrero-Berroa E, Kluger A, Schmeidler J, Sailor K, Lizardi H, Golomb J, Ferris S, Reisberg 
B. Neuropsychological and neuropsychiatric prediction of global cognitive status among older 
Spanish-speaking Hispanics and English-speaking whites. J Geriatr Psychiatry Neurol. 2014 
Dec;27(4):266–75. https://doi.org/10.1177/0891988714532020.

6.	Garcia MA, Downer B, Chiu CT, Saenz JL, Rote S, Wong R. Racial/ethnic and nativity dif-
ferences in cognitive life expectancies among older adults in the United States. Gerontologist. 
2019;59(2):281–9. https://doi.org/10.1093/geront/gnx142.

7.	Rosenbloom JM, Burns SM, Kim E, August DA, Ortiz VE, Houle TT.  Race/ethnicity and 
sex and opioid Administration in the Emergency Room. Anesth Analg. 2019;128(5):1005–12.

8.	Braksmajer A, Fedor TM, Chen SR, Corales R, Holt S, Valenti W, McMahon JM. Willingness 
to take PrEP for HIV prevention: the combined effects of race/ethnicity and provider trust. 
AIDS Educ Prev. 2018 Feb;30(1):1–12.

9.	Ng B, Dimsdale JE, Shragg GP, Deutsch R. Ethnic differences in analgesic consumption for 
post-operative pain. Psychosom Med. 1996;58:125–9.

10.	Gavett BE, Fletcher E, Harvey D, Farias ST, Olichney J, Beckett L, DeCarli C, Mungas 
D. Ethnoracial differences in brain structure change and cognitive change. Neuropsychology. 
2018 Jul;32(5):529–40. https://doi.org/10.1037/neu0000452.

11.	Largest immigrant group. https://www.migrationpolicy.org/programs/data-hub/charts/largest-
immigrant-groups-over-time (consulted 06/12/2020).

12.	Moon H, Badana ANS, Hwang SY, Sears JS, Haley WE. Dementia prevalence in older adults: 
variation by race/ethnicity and immigrant status. Am J Geriatr Psychiatry. 2019;27(3):241–50. 
https://doi.org/10.1016/j.jagp.2018.11.003. Epub 2018 Nov 28

13.	Garcia MA, Saenz JL, Downer B, Chiu CT, Rote S, Wong R.  Age of migration differen-
tials in life expectancy with cognitive impairment: 20-year findings from the Hispanic-
EPESE. Gerontologist. 2018 Sep 14;58(5):894–903. https://doi.org/10.1093/geront/gnx062.

14.	Garcia MA, Ortiz K, Arévalo SP, Diminich ED, Briceño E, Vega IE, Tarraf W. Age of migra-
tion and cognitive function among older Latinos in the United States. J Alzheimers Dis. 2020 
Jul 8; https://doi.org/10.3233/JAD-191296.

10  Dementia and Cognitive Disorders in Geriatric Hispanic/Latinos

https://doi.org/10.1002/dmrr.3097
https://doi.org/10.1353/hpu.2013.0079
https://doi.org/10.1177/0164027515620242
https://doi.org/10.1002/gps.4040
https://doi.org/10.1177/0891988714532020
https://doi.org/10.1093/geront/gnx142
https://doi.org/10.1037/neu0000452
https://www.migrationpolicy.org/programs/data-hub/charts/largest-immigrant-groups-over-time
https://www.migrationpolicy.org/programs/data-hub/charts/largest-immigrant-groups-over-time
https://doi.org/10.1016/j.jagp.2018.11.003
https://doi.org/10.1093/geront/gnx062
https://doi.org/10.3233/JAD-191296


150

15.	Educational attainment US census. https://www.census.gov/newsroom/press-releases/2020/
educational-attainment.html#:~:text=In%202019%2C%2040.1%25%20of%20non,from%20
13.9%25%20to%2018.8%25. (Consulted 08/09/2020).

16.	Mungas D, Early DR, Glymour MM, Zeki Al Hazzouri A, Haan MN. Education, bilingualism, 
and cognitive trajectories: sacramento area Latino aging study (SALSA). Neuropsychology. 
2018 Jan;32(1):77–88. https://doi.org/10.1037/neu0000356.

17.	Wilson RS, Capuano AW, Marquez DX, Amofa P, Barnes LL, Bennett DA.  Change in 
Cognitive Abilities in Older Latinos. J Int Neuropsychol Soc. 2016 Jan;22(1):58–65. https://
doi.org/10.1017/S1355617715001058.

18.	Withers M, Sayegh P, Rodriguez-Agudelo Y, Ernstrom K, Raman R, Montoya L, Zuno-Reyes 
A, Mosieri C, Matute E, Ringman JM. A mixed-methods study of cultural beliefs about demen-
tia and genetic testing among Mexicans and Mexican-Americans at-risk for autosomal domi-
nant Alzheimer's disease. J Genet Couns. 2019 Oct;28(5):921–32. https://doi.org/10.1002/
jgc4.1133.

19.	Herrera AP, Meeks TW, Dawes SE, Hernandez DM, Thompson WK, Sommerfeld DH, Allison 
MA, Jeste DV. Emotional and cognitive health correlates of leisure activities in older Latino 
and Caucasian women. Psychol Health Med. 2011;16(6):661–74. https://doi.org/10.108
0/13548506.2011.555773.

20.	Haan MN, Zeki Al-Hazzouri A, Aiello AE. Life-span socioeconomic trajectory, nativity, and 
cognitive aging in Mexican Americans: the Sacramento area Latino study on aging. J Gerontol 
B Psychol Sci Soc Sci. 2011 Jul;66(Suppl 1):i102–10. https://doi.org/10.1093/geronb/gbq071.

21.	Al Hazzouri AZ, Haan MN, Deng Y, Neuhaus J, Yaffe K. Reduced heart rate variability is asso-
ciated with worse cognitive performance in elderly Mexican Americans. Hypertension. 2014 
Jan;63(1):181–7. https://doi.org/10.1161/HYPERTENSIONAHA.113.01888.

22.	Cheng YJ, Kanaya AM, Araneta MRG, Saydah SH, Kahn HS, Gregg EW, Fujimoto WY, 
Imperatore G. Prevalence of diabetes by race and ethnicity in the United States, 2011-2016. 
JAMA. 2019 Dec 24;322(24):2389–98. https://doi.org/10.1001/jama.2019.19365.

23.	Strizich G, Kaplan RC, González HM, Daviglus ML, Giachello AL, Teng Y, Lipton RB, Grober 
E. Glycemic control, cognitive function, and family support among middle-aged and older 
Hispanics with diabetes: the Hispanic community health study/study of Latinos. Diabetes Res 
Clin Pract. 2016 Jul;117:64–73. https://doi.org/10.1016/j.diabres.2016.04.052.

24.	Bangen KJ, Gu Y, Gross AL, Schneider BC, Skinner JC, Benitez A, Sachs BC, Shih R, Sisco S, 
Schupf N, Mayeux R, Manly JJ, Luchsinger JA. Relationship between type 2 diabetes mellitus 
and cognitive change in a multiethnic elderly cohort. J Am Geriatr Soc. 2015;63(6):1075–83. 
https://doi.org/10.1111/jgs.13441. Epub 2015 Jun 11

25.	Daviglus ML, Talavera GA, Avilés-Santa ML, Allison M, Cai J, Criqui MH, Gellman 
M, Giachello AL, Gouskova N, Kaplan RC, LaVange L, Penedo F, Perreira K, Pirzada A, 
Schneiderman N, Wassertheil-Smoller S, Sorlie PD, Stamler J.  Prevalence of major car-
diovascular risk factors and cardiovascular diseases among Hispanic/Latino individuals of 
diverse backgrounds in the United States. JAMA. 2012 Nov. 7;308(17):1775–84. https://doi.
org/10.1001/jama.2012.14517.

26.	Rodriquez EJ, Gregorich SE, Livaudais-Toman J, Pérez-Stable EJ. Coping with chronic stress 
by unhealthy behaviors: a re-evaluation among older adults by race/ethnicity. J Aging Health. 
2017;29(5):805–25. https://doi.org/10.1177/0898264316645548. Epub 2016 May 12

27.	Hernandez R, Cheung E, Liao M, Boughton SW, Tito LG, Sarkisian C.  The association 
between depressive symptoms and cognitive functioning in older Hispanic/Latino adults 
enrolled in an exercise intervention: results from the “¡Caminemos!”. Study J Aging Health. 
2018 Jul;30(6):843–62. https://doi.org/10.1177/0898264317696776.

28.	Ramirez-Gomez L, Jain FA, D'Orazio LM. Assessment of the Hispanic cognitively impaired 
elderly patient. Review Neurol Clin. 2017 May;35(2):207–29. https://doi.org/10.1016/j.
ncl.2017.01.003.

B. Ng and N. C. Colimon-Ardila

https://www.census.gov/newsroom/press-releases/2020/educational-attainment.html#:~:text=In 2019, 40.1% of non,from 13.9% to 18.8%
https://www.census.gov/newsroom/press-releases/2020/educational-attainment.html#:~:text=In 2019, 40.1% of non,from 13.9% to 18.8%
https://www.census.gov/newsroom/press-releases/2020/educational-attainment.html#:~:text=In 2019, 40.1% of non,from 13.9% to 18.8%
https://doi.org/10.1037/neu0000356
https://doi.org/10.1017/S1355617715001058
https://doi.org/10.1017/S1355617715001058
https://doi.org/10.1002/jgc4.1133
https://doi.org/10.1002/jgc4.1133
https://doi.org/10.1080/13548506.2011.555773
https://doi.org/10.1080/13548506.2011.555773
https://doi.org/10.1093/geronb/gbq071
https://doi.org/10.1161/HYPERTENSIONAHA.113.01888
https://doi.org/10.1001/jama.2019.19365
https://doi.org/10.1016/j.diabres.2016.04.052
https://doi.org/10.1111/jgs.13441
https://doi.org/10.1001/jama.2012.14517
https://doi.org/10.1001/jama.2012.14517
https://doi.org/10.1177/0898264316645548
https://doi.org/10.1177/0898264317696776
https://doi.org/10.1016/j.ncl.2017.01.003
https://doi.org/10.1016/j.ncl.2017.01.003


151

29.	Krueger KR, Wilson RS, Bennett DA, Aggarwall NT. A battery of tests of assessing cognitive 
function in older Latino persons. Alzheimer Dis Assoc Disord. 2009;23(4):384–8. https://doi.
org/10.1097/WAD.0b013e31819e0bfc.

30.	Arcia A, Suero-Tejeda N, Bakken S. Development of pictograms for an interactive web appli-
cation to help hispanic caregivers learn about the functional stages of Dementia.

31.	Arcia A, Suero-Tejeda N, Spiegel-Gotsch N, Luchsinger JA, Mittelman M, Bakken S. Helping 
Hispanic family caregivers of persons with dementia "get the picture" about health sta-
tus through tailored infographics. Gerontologist. 2019 Sep 17;59(5):e479–89. https://doi.
org/10.1093/geront/gnz085.

32.	Gallagher-Thompson D, Tzuang M, Hinton L, Alvarez P, Rengifo J, Valverde I, Chen N, 
Emrani T, Thompson LW. Effectiveness of a fotonovela for reducing depression and stress in 
Latino dementia family caregivers. Alzheimer Dis Assoc Disord. 2015 Apr-Jun;29(2):146–53. 
https://doi.org/10.1097/WAD.0000000000000077.

33.	Manly JJ, Schupf N, Stern Y, Brickman AM, Tang MX, Mayeux R. Telephone-based identifi-
cation of mild cognitive impairment and dementia in a multicultural cohort. Arch Neurol. 2011 
May;68(5):607–14. https://doi.org/10.1001/archneurol.2011.88.

34.	Zlatar ZZ, Muniz MC, Espinoza SG, Gratianne R, Gollan TH, Galasko D, Salmon DP. Subjective 
cognitive decline, objective cognition, and depression in older Hispanics screened for memory 
impairment. J Alzheimers Dis. 2018;63(3):949–56. https://doi.org/10.3233/JAD-170865.

35.	Mohan A, Riley B, Schmotzer B, Boyington DR, Kripalani S. Improving medication under-
standing among Latinos through illustrated medication lists. Am J Manag Care. 2014 Dec 
1;20(12):e547–55.

36.	Chandler J, Sox L, Kellam K, Feder L, Nemeth L, Treiber F. Impact of a culturally tailored 
mHealth medication regimen self-management program upon blood pressure among hyper-
tensive Hispanic adults. Int J Environ Res Public Health. 2019 Apr 6;16(7):1226. https://doi.
org/10.3390/ijerph16071226.

37.	Cooper C, Tandy AR, Balamurali TB, Livingston G. A systematic review and meta-analysis of 
ethnic differences in use of dementia treatment, care, and research. Am J Geriatr Psychiatry. 
2010 Mar;18(3):193–203. https://doi.org/10.1097/JGP.0b013e3181bf9caf.

38.	Ng B, Camacho A, Dimsdale J. Rural psychiatrists creating value for academic institutions. 
Frontline Reports Psychiatric Services. 2013;64(11):1177–8.

39.	Piedra LM, Andrade FCD, Hernandez R, Boughton SW, Trejo L, Sarkisian CA. The influ-
ence of exercise on cognitive function in older Hispanic/Latino adults: results from the 
"¡Caminemos!". Study Gerontologist. 2017 Nov 10;57(6):1072–83. https://doi.org/10.1093/
geront/gnw256.

40.	Wu S, Fisher-Hoch SP, Reininger BM, McCormick JB. Association between fruit and vegeta-
ble intake and symptoms of mental health conditions in Mexican Americans. Health Psychol. 
2018;37(11):1059–66. https://doi.org/10.1037/hea0000646. Epub 2018 Oct 8

41.	Mexican Food History. https://world-food-and-wine.com/mexican-food-
history#:~:text=The%20history%20of%20Mexican%20food,%2C%20tropic%20
fruits%2C%20and%20fish. (consulted 8/30/2020).

42.	Community Based Adult Services. https://www.dhcs.ca.gov/services/Pages/Community-
BasedAdultServices(CBAS)AdultDayHealthCare(ADHC)Transition.aspx (consulted 
09/09/2020).

43.	Gutierrez AP, McCurley JL, Roesch SC, Gonzalez P, Castañeda SF, Penedo FJ, Gallo 
LC. Fatalism and hypertension prevalence, awareness, treatment and control in US Hispanics/
Latinos: results from HCHS/SOL sociocultural ancillary study. J Behav Med. 2017 
Apr;40(2):271–80. https://doi.org/10.1007/s10865-016-9779-x.

44.	Ward JB, Albrecht SS, Robinson WR, Pence BW, Maselko J, Haan MN, Aiello 
AE. Neighborhood language isolation and depressive symptoms among elderly U.S. Latinos 
Ann Epidemiol. 2018 Nov;28(11):774–82. https://doi.org/10.1016/j.annepidem.2018.08.009.

10  Dementia and Cognitive Disorders in Geriatric Hispanic/Latinos

https://doi.org/10.1097/WAD.0b013e31819e0bfc
https://doi.org/10.1097/WAD.0b013e31819e0bfc
https://doi.org/10.1093/geront/gnz085
https://doi.org/10.1093/geront/gnz085
https://doi.org/10.1097/WAD.0000000000000077
https://doi.org/10.1001/archneurol.2011.88
https://doi.org/10.3233/JAD-170865
https://doi.org/10.3390/ijerph16071226
https://doi.org/10.3390/ijerph16071226
https://doi.org/10.1097/JGP.0b013e3181bf9caf
https://doi.org/10.1093/geront/gnw256
https://doi.org/10.1093/geront/gnw256
https://doi.org/10.1037/hea0000646
https://world-food-and-wine.com/mexican-food-history#:~:text=The history of Mexican food,, tropic fruits, and fish
https://world-food-and-wine.com/mexican-food-history#:~:text=The history of Mexican food,, tropic fruits, and fish
https://world-food-and-wine.com/mexican-food-history#:~:text=The history of Mexican food,, tropic fruits, and fish
https://www.dhcs.ca.gov/services/Pages/Community-BasedAdultServices(CBAS)AdultDayHealthCare(ADHC)Transition.aspx
https://www.dhcs.ca.gov/services/Pages/Community-BasedAdultServices(CBAS)AdultDayHealthCare(ADHC)Transition.aspx
https://doi.org/10.1007/s10865-016-9779-x
https://doi.org/10.1016/j.annepidem.2018.08.009


152

45.	Mosieri C, Matute E, Ringman JM. A mixed-methods study of cultural beliefs about dementia 
and genetic testing among Mexicans and Mexican-Americans at-risk for autosomal dominant 
Alzheimer's disease. J Genet Couns. 2019;28(5):921–32. https://doi.org/10.1002/jgc4.1133. 
Epub 2019 Jun 17

46.	Rote S, Angel J, Hinton L.  Characteristics and consequences of family support in Latino 
dementia care. J Cross Cult Gerontol. 2019;34(4):337–54. https://doi.org/10.1007/
s10823-019-09378-4.

47.	Yu C, Lei Q, Li W, Wang X, Liu W, Fan X, Li W. Clinical characteristics, associated factors, 
and predicting COVID-19 mortality risk: a retrospective study in Wuhan. China Am J Prev 
Med. 2020;59(2):168–75. https://doi.org/10.1016/j.amepre.2020.05.002. Epub 2020 May 27

48.	Tamara A, Tahapary DL. Obesity as a predictor for a poor prognosis of COVID-19: a systematic 
review. Diabetes Metab Syndr. 2020;14(4):655–9. https://doi.org/10.1016/j.dsx.2020.05.020. 
Epub 2020 May 12

49.	Abboud H, Abboud FZ, Kharbouch H, Arkha Y, El Abbadi N, El Ouahabi A. COVID-19 and 
SARS-Cov-2 infection: pathophysiology and clinical effects on the nervous system. World 
Neurosurg. 2020 Aug;140:49–53. https://doi.org/10.1016/j.wneu.2020.05.193.

50.	Naughton SX, Raval U, Pasinetti GM. Potential novel role of COVID-19 in Alzheimer’s dis-
ease and preventative mitigation strategies. J Alzheimers Dis. 2020;76(1):21–5. https://doi.
org/10.3233/JAD-200537.

51.	Adult day treatment Centers. https://www.caads.org/adultdday/adultday.html (consulted 
8/22/2020).

52.	Ng B, Verdugo B, Vahia I. A role of adult day health care centers in earthquake relief efforts. 
Psychiatr Serv. 2012;63(12):1264.

B. Ng and N. C. Colimon-Ardila

https://doi.org/10.1002/jgc4.1133
https://doi.org/10.1007/s10823-019-09378-4
https://doi.org/10.1007/s10823-019-09378-4
https://doi.org/10.1016/j.amepre.2020.05.002
https://doi.org/10.1016/j.dsx.2020.05.020
https://doi.org/10.1016/j.wneu.2020.05.193
https://doi.org/10.3233/JAD-200537
https://doi.org/10.3233/JAD-200537
https://www.caads.org/adultdday/adultday.html


153

11Mental Health Issues in Latinx/Hispanic 
Children and Adolescents

Tatiana Falcone and Anjali Dagar

�Introduction

The prevalence of mental health disorders in children varies according to the differ-
ent instruments used to measure them; studies have ranged from 1% to 51% accord-
ing to the publication chosen [1–3]. There is also the issue of how many of the same 
instruments are validated and appropriately translated to the language; significant 
differences have been observed when comparing the prevalence of mental disorders 
in developed countries vs. developing countries [4]. In Latin American countries, 
the reported prevalence of psychiatric disorders during childhood has been reported 
with immense variability depending on the methodological differences ranging 
from 5% to 22% [5]. For example, in a Chilean study, the prevalence of mental 
health disorders during childhood was reported 22.5% [4]; in a Puerto Rican 
study, 19.8%.

When assessing the prevalence of mental health disorders in developing coun-
tries, it is important to consider the role of poverty and how the different social 
determinants of health might impact the prevalence rates [6–8]. It is also important 
to consider the role that stigma can play in Latin American countries accessing 
appropriate mental health resources, which will delay early diagnosis and prolong 
mental suffering because patients will be unable to access proper diagnosis and 
treatment.

Another vital factor to consider is the impact of trauma in immigrant popula-
tions. Immigrant youth compared to US origin youth are more likely to have been 
exposed to community violence and traumatic grief. Some studies in this population 
have reported refugee Hispanic youth to have lower rates of substance abuse and 
oppositional defiant disorders [9].
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Latinx youth are the fastest-growing population in the United States, represent-
ing around 25% of all children in the USA [10–12]. Even though they are group as 
a homogeneous population, Latinx youth originate from 20 different countries, they 
represent a very heterogeneous group with multiple diverse needs [13].

�Depression in Latinx Youth

Sadly to report, Latinx youth have the highest rates of depression among minority 
groups. A big percentage of Latinx youth in crucial need of mental health services 
remained underdiagnosed and undertreated, with very limited access to appropriate 
mental health services in the culturally and linguistically appropriate commu-
nity [14].

For those Latinx youth who were foreign-born and recently immigrated to the 
USA, the immigration process’s pressure for them and their family can have a del-
eterious impact on their mental health [15]. Depending on the immigration circum-
stances, for example those exposed to society violence, poverty, violence exposure, 
and displacement can certainly impact the development of depression [16]. In the 
last 10 years, the USA has seen an unprecedented amount of displaced youth from 
Mexico, Honduras, Nicaragua, and El Salvador secondary to being displaced by 
violence and in many of the cases remain in the country as unaccompanied minor 
since 2014 [17, 18]. In recent years, natural disasters have led to the displacement 
of many Puerto Ricans to the USA [16].

Depression, one of the most frequently recognized sources of disability, is frequently 
under recognized and undertreated in youth. The longer an episode of depression last, 
the most difficult it is to treat [19]. Compared with non-Latinx youth, Latinx have higher 
levels of sadness and hopelessness [20]. Several studies have reported that Latino youth 
have higher rates of depression and suicide attempts than non-Latino US youth [21]. 
The role of culture plays an important factor as observed by the fact that US-born Latino 
youth have consistently high rates of depression and suicide attempts compared to the 
non-US-born Latino youth [22]. When looking at the gender issue, Latinas are twice 
more likely compared to Latino men to have suicidal thought, have a suicidal plan or 
suicide attempts in the last 12 months [20].

Inequities accessing mental health care are highly prevalent in Latinx youth [23]. 
Studies have demonstrated that Latinx youth are less likely to receive mental health 
services compared to non-Hispanic white youth [24]; they are also less likely to 
receive psychotherapy and to be prescribed antidepressants [25]. Financial barriers 
are another important factors to consider; lack of insurance coverage is something 
that disproportionally affects Latinx youth’s ability to access competent mental 
health care [26].

Other important social variables to consider for the development of depression in 
Latinx youth are discrimination, acculturation, and the stress of belonging to a new 
culture when they want to continue to be part of their original culture; all these fac-
tors might adversely impact the development of depression in Latinx youth [27–29]. 
Language barriers in the kid or the family are an essential component to be 
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considered when assessing Latinx youth. Some studies have reported that for those 
youth who become the language broker for their family, this can be perceived by 
them as a burden and increased their risk of alcohol and marijuana use [30]. Also, it 
has been linked with an increased risk of depression [31]. When there is an added 
stress of having parents or other family members with undocumented status, or 
being deported, it can also increase the risk of depression [32].

Some factors inherent to Latin culture can be protective for depression, family 
(the close connections created among Latin families that will extend the youth 
social support and coping strategies), religion, respect, and resilience can positively 
counter the effect of acculturative stress [33].

Taking into account all these factors, treatment for depression in Latinx youth 
should include a multimodal approach that includes a strong component of psycho-
education, making sure that the parents and the youth agree and understand the 
importance of treatment, not including the family in the treatment of depression in 
youth is a big mistake since one parent might agree with mental health treatment 
while the other might be against, exploring and discussing the barriers for treatment 
is key when treating Hispanic families. Studies have reported that cognitive-
behavioral therapy and interpersonal psychotherapy have demonstrated empirical 
support for treating depression in Latinx youth [34]. Some studies have also reported 
that group interventions and family interventions can be as effective as 1:1 therapy 
in this population [35]. Brent et al. reported Brief Behavioral Therapy (BBT) effec-
tiveness in Hispanic youth being superior to referral to care [36]. Alegria M on a 
commentary of the BBT study, comments on how the lack of access to services, the 
delay in identifying the symptoms, and the difficulty navigating the mental health 
services can play an important role in the disparity of care for Latinx youth [37].

Please also see chapter on mood disorders in Hispanics in this book.

�Anxiety

Anxiety disorders are the most frequent psychiatric comorbidities experienced by 
children and adolescents [38, 39]. Some studies have reported that Latino youth 
might be at high risk of developing anxiety disorders [40]. In a study of youth from 
Central America, authors reported a difference in the prevalence in separation anxi-
ety disorders compared to whites, but not other differences in prevalence with other 
anxiety disorders [41]. Children learn to cope from observations on how their par-
ents cope. Several studies have been reported that Latinx parents tend to worry more 
than their Caucasian counterparts [41] and Latinx youth reporting to worrying more 
than other ethnicities. This finding has been corroborated by multiple studies of 
Latinx youth in the USA and Latinx youth living in Latin America [42]. Age and 
gender seem to have an effect on the development of anxiety disorder, similar to 
non-Latinx white patients, younger children tend to report more fears than older 
children. Girls tend to report more anxiety symptoms than boys [43]. Considering 
the negative connotations in some Hispanic cultures about mental illness, Hispanics 
have used other terms that might be more socially accepted when describing 
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anxiety, such as “nervios” or “ataque de nervios,” when describing some panic 
attack symptoms [44, 45]. Some of the studies in Latinx youth have evaluated the 
use of “nervios” when describing their youth disruptive behavior and found that 
parents were describing some of the symptoms of ADHD, ODD, and conduct disor-
der as “nervios” [46].

Some studies have reported that psychosomatic symptoms might be more cultur-
ally accepted in Latinx youth than the expression of psychological symptoms of anxi-
ety [40]. Also, studies have reported differences between Mexican American youth 
and American youth when reporting physical symptoms of anxiety [42]; the same was 
reported in Colombian youth vs. American youth [47]. When considering the evalua-
tion of anxiety disorders in Latinx youth, it is important to remember that somatic 
symptoms are more prevalent and reported as a symptom of anxiety in this population, 
as well as functional impairment secondary to anxiety, in youth the effect of discrimi-
nation is important to take into account when examining the risk for anxiety in Latinx 
youth [48]. In a study of health care utilization comparing Hispanic youth vs. non-
Hispanic youth, authors concluded that Hispanic youth utilized health care services at 
a higher rate than non-Hispanic youth and youth with an anxiety disorder had an 
increased number of medical visits vs. youth with no anxiety disorders [49].

Studies in Latinx youth have reported increased anxiety disorders, especially 
separation anxiety, especially after the change of US immigration policies in 
2017 [50].

The effect of discrimination has also been studied in Mexican students. In a 
group of Mexican students, the level of discrimination was assessed in fifth, sev-
enth, and ninth grade. Researchers reported that discrimination by peers in seventh 
and ninth grade was predictive of developing anxiety disorder by 12th grade [51, 
52]. In a study evaluating data of 1466 Hispanic youth from Chicago, Miami, 
New York, and San Diego, authors evaluated the association between immigrant 
generation, acculturation, different sources of stress and resilience with outcomes 
related to depression, anxiety, susceptibility to alcohol consumption, and smoking 
and concluded the impact of acculturative stress in the development of anxiety and 
depression play an important role, good family function and positive ethnic identity 
with close community support had a protective effect in Latinx youth against the 
consequences of stress [53].

The Deferred Action for Childhood Arrivals (DACA) program granted tempo-
rary protection from deportation to 780,000 immigrants. In a study evaluating 
children’s mental health issues with parents at risk of deportation, researchers 
reported decreased adjustment and anxiety disorders among the children of par-
ents who were granted DACA eligibility status. DACA protection in their mothers 
led to improvement in their youth mental health, decreased anxiety and adjust-
ment disorder by 4.3 percentage points which translates to a 50% decrease in 
youth anxiety disorders. Authors hypothesized that parents’ unauthorized status is 
a major stressor that impacts normal child development and consequently per-
petuates health inequalities transferring all the parental disadvantages to the chil-
dren [54].

Like non-Hispanic whites (59%), Latinx youth were 54% more likely to have an 
increase in the diagnosis of anxiety and depression together [55].
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Evaluating the National Comorbidity Survey adolescent supplement data on 
identification and referral for mental health treatment, comparing externalizing dis-
orders (ADHD, ODD, conduct disorder) vs. internalizing disorders (MDD, Anxiety, 
and Dysthymia), service utilization for adolescents and ethnic differences among 
the services were examined. The authors concluded that identification increased the 
likelihood of seeking services.

Previous studies have indicated that minority parents are less likely than other 
parents to identify and refer their children for mental health treatment [56–58]. 
Even when referred, they are less likely to follow up with appropriate mental health 
care [59]. Some of the barriers include: perception and attitude towards mental 
health treatment [56], perception that treatment is not likely to help [59]; and poor 
knowledge about mental health conditions and their treatment [60]. Ethnic minority 
children are less likely to be identified and referred for mental health treatment [61]. 
In this study, non-Latino black students were less likely to be identified and referred 
for mental health services and were less likely to pursue any services [56].

In a study evaluating preferences for anxiety treatment among parents of Latinx 
youth and non-Latin youth, there were no differences between the two groups on 
parental involvement in the CBT group for youth, Latinx parents reported increased 
worries about the accessibility of culturally appropriate CBT that was available for 
their youth [62–64]. Indicated prevention and early intervention for childhood anxi-
ety: a randomized trial with Caucasian and Hispanic/Latino youth [64]. Latinos are 
nevertheless less likely to seek mental health treatment [65–67].

Race and ethnicity is a strong predictor of poor adherence to treatment with anti-
depressant medication; in a study comparing adherence to antidepressant treatment 
in diverse health care settings, authors concluded that race/ethnicity was a strong 
predictor of early adherence, ethnic minority patients were less likely (OR 0.5–0.59) 
to refill their prescription than non-Hispanic whites. Patients who received their 
antidepressants from psychiatrist were more likely to take it vs. primary care. 
Patients who lived in neighborhoods with lower level of education were less likely 
to take their antidepressants. Patients participating in psychotherapy were more 
likely to refill their medication. Authors discussed the possibility that genetic differ-
ences and ethnopharmacology differences might impact the tolerability of antide-
pressants in minorities as one explanation of poor adherence secondary to side 
effects or tolerability on minorities [68].

In a study evaluating Medicaid claims data evaluating 45,816 adolescents across 
9 states, authors analyzed outcomes on: minimally adequate psychotherapy (receiv-
ing at least 4 sessions in 12 weeks), minimally adequate antidepressant treatment (1 
prescription for an antidepressant fill from 84–144 days), and minimally adequate 
treatment (medication or psychotherapy) and described that 38% received mini-
mally adequate psychotherapy, 19% received minimally adequate pharmacother-
apy, 49.9% received minimally adequate treatment, and 16% received no treatment. 
Percentages for Hispanic 48% and blacks 42% were significantly lower than whites 
54% for minimally adequate treatment. The same was observed for blacks 20% and 
Hispanics 15% vs. whites 12% who received no treatment. Authors concluded that 
it is imperative to improve quality of depression treatment in minority youth [69].

Please also see the chapter of anxiety disorders in Hispanics in this book.
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�Suicide

Suicide is the tenth leading cause of death in the USA. In adolescents, it is currently 
the second cause of death. In the last decade, there are increased reports of suicidal 
ideation and behavior in Latinx, the trend being higher in Latinx youth. Studies have 
reported high rate of suicidal ideation among Latinx adolescents, with slightly high 
numbers reported recently in Latina adolescents. The rate is the highest for US-born 
Latinx adolescents [70].

In a study evaluating a sample from Minnesota, of Latinx from 9th–12th grade, the 
authors reported that 1 in 5 latinx high school students have had suicidal thoughts in 
the last year. In the same sample, the rate for suicidal attempt ranged from 6% to 
18%. Latinas in 9–10th grade had 30–40% suicidal ideation and up to 19% reported 
a suicide attempt in the last 12 months [71]. When comparing Latina adolescents 
with their white and African American counterparts, Latina adolescents are two 
times more likely to report suicidal behavior [72]. Some studies have reported that 
latina adolescents have higher rates of depression compared to white adolescents [73].

In the National Latino and Asian American Study (NLAAS), evaluating the life-
time prevalence of suicidal ideation 10.2% and attempts 4.4% attempts authors 
identified female gender, acculturation, and high family conflict independent and 
positively associated with suicide attempts among Latinos. Latinos with a psychiat-
ric diagnosis were more likely to report suicide attempts. Among latinx with no 
psychiatric disorders, being female and having high family conflict increased the 
risk of suicide attempts, church attendance was a protective factor for this group [22].

Among suicidal adolescents, studies have reported that up to 77% of them are 
not getting the mental health services they need, the problem is even worst for latinx 
suicidal adolescents and up to 88% are not receiving lifesaving mental health care 
[74]. Studies have identified some barriers and facilitators for mental health treat-
ment among adolescents. Among the factors that will increase the likelihood of 
accessing services are: level of depressive symptoms, degree of suicidality, parent 
perception of need for treatment. Some of the factors that will enable access are: 
socioeconomic status, health insurance coverage, use of health services that will 
refer them to psychiatric care. Attitudes and perception about treatment are also an 
important factor. For Latinx adolescents the factors that impacted health care utili-
zation were mood fluctuations and executive dysfunction difficulties (such as diffi-
culty with impulsivity and attention) [75].

The role of friendship was examined in a study of 648 adolescents, half of the 
group were latinx. Authors make the case that having unsupportive friends is worse 
than having no friends at all [76, 77]. Friends was one of the strongest predictors of 
adolescent dysfunctional behavior [77, 78]. In a very comprehensive study of 
friendship and suicidality, authors concluded that social isolation and intransitive 
friendship were associated with SI in girls but not boys [79]. In this study, 31% of 
the students reported suicidal ideation, 11.5% reported non-fatal suicidal behavior 
in the last year. No difference in suicidality by educational status (or good academic 
standing). The role of friendship problems in the group of Hispanic adolescent girl 
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accounts for 13.3% in the variance of suicidality. School disconnectedness was 
associated with suicidality in Hispanic girls and having delinquent friends was asso-
ciated with increased suicidality with suicidality in boys and girls [80]. In a follow-
up study of the same group of adolescents 3 years later, for Hispanic youth having 
delinquent friends predicted suicidal ideation 3 years later. For white youth having 
socially disconnected friends was mediated by depression as a risk factor for sui-
cidal ideation [81].

In a study of 1651 Hispanic adolescents from 3 different states in the USA, 
researchers reported that suicidal ideation was higher in Hispanic female adoles-
cents compared to Hispanic male adolescents, some of the factors that were signifi-
cantly different was the impact of rupture of the family, the presence of drug abuse 
in the family, and decrease in family support. In Hispanic adolescent males, 
discrimination-related stress places an important role in the developing of suicidal 
ideation. Immigration stress in this study was predictive of self-harm behavior in 
Hispanic females [82].

Evaluating the data from the Youth Risk Behavior Surveillance System (YRBSS) 
cross sectional to identify latinx adolescents, authors concluded that Latina girls 
were more likely than boys to report suicidal ideation, they were more likely to 
make a suicide attempt and to report bullying and cyberbullying. Youth who carried 
a gun were more likely to commit suicide, boys in this group were more likely to 
carry guns, although in the last 10 years the number of Latino boys carrying guns 
have decreased [83].

In a qualitative study evaluating treatment narrative in a group of 68 Latina ado-
lescent suicide attempters, authors described that adults in 72% of the cases initiated 
the referral to access for services (including family members, teachers, and counsel-
ors), up to 27% of the transfers to the hospital involved the police, 48% of the par-
ticipants were referred to inpatient psychiatric services after the emergency 
department visit, 81% of the participants reported aggressive behaviors in conjunc-
tion with suicidal behaviors. Suicidal Latinas identified as positive experience dur-
ing the admission to inpatient psychiatry: when providers frame suicidal behavior in 
the context of everyday experiences, when the treatment team decreased the stigma 
associated with suicidal behavior. In the outpatient services they found helpful 
when the provider: normalized the experience, fostering agency and improve family 
interactions. Clinician strategies on communication were key to engage this popula-
tion, patients identified that communicating their distress had cathartic effect, the 
more they communicated the more they felt connected with the clinician, inviting 
teens to make decisions on choosing their treatment help later adherence to their 
treatment [84].

In a study evaluating data from LGBT latinx youth from 2017-National Youth 
Risk Behavioral Survey, 451 participants who self-identified as Latinx LGBT data 
was analyzed, suicidal ideation was reported in 40% of the participants, patients 
reported having a plan in 34% of the cases, and a suicide attempt in 21% of the 
cases. Suicide attempts were significantly associated with cannabis use, sexual 
assault, history of depression, and being bullied at school [85].
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�Attention Deficit Hyperactivity Disorder (ADHD)

ADHD and learning disorders are the most common neurodevelopmental disorders 
of childhood [86]. In 2016–2018, 13.8% of children aged 3–17 suffered ADHD or a 
learning disability [87]. Data from 2009–2017 National Health Interview Survey 
found a significant increasing trend in the prevalence of attention-deficit/hyperactiv-
ity disorder in the USA, ranging between 8.5% and 9.5% [88]. The analysis of 
National Survey of Children’s Health from the year 2003, 2007, and 2011 found that 
although the prevalence of ADHD remained highest among the white population, the 
most notable increase in prevalence was noted among the Latino population, which 
increased by 83% from 2003 to 2011, there is an 83% increase in ADHD [89].

The Latino population is deemed particularly vulnerable to the lack of recogni-
tion of ADHD because of barriers of various reasons. These reasons include lack of 
culturally sensitive of diagnostic instrumentation, language barrier, or difficult ther-
apeutic relationship between patients and clinicians [90, 91]. Knowledge about 
ADHD and its causes also appears limited in the Latino population, as Latinos are 
less likely than Caucasians to report familiarity with ADHD in large national sur-
veys [91]. In addition to these general factors, one must consider socioeconomic 
influences to problem recognition in Latino youth, as Latino families are dispropor-
tionately impoverished and underinsured in the USA.  The lack of parental 
employment-linked benefits, procedural barriers to enrollment, and lack of clarifica-
tion on eligibility for children of noncitizen parents are associated with low levels 
of insurance coverage among Latino children [92, 93]. Latino youth appear to 
receive fewer health-care and follow-up visits with physicians than Caucasian 
youth, thus providing fewer opportunities for health care professionals to inquire 
about ADHD problems [94]. Additionally, there are lower rates of parent–teacher 
communication and family-school involvement in Latinos than in non-Latino com-
munities [95]. The discussion of child behavior between teachers and parents may 
further suffer from language barriers.

Latino families lack knowledge about etiology and effective treatment for 
ADHD. Many Latino families believe the cause of ADHD to be family-related fac-
tors, such as lack of parental attention or discipline, and believe that the symptoms 
are likely to go away on their own [96]. Additionally, Latino parents perceive chil-
dren’s behavior as an issue with lack of manners or disrespect for authority rather 
than accepting their child’s behavior problems as a medical disability [97]. In con-
trast, Latino parents may be less concerned about ADHD symptomology, particu-
larly in the hyperactivity-impulsivity domain. They consider it a saturation point 
compared to problem recognition, and instead may believe these behaviors are a 
regular aspect of child development [98, 99]. Mothers typically acknowledge the 
problem after their children enter school programs and school reports negative 
behavior. Orientation to cultural values may help explain Latino parents’ beliefs 
about the cause and burden of various ADHD behaviors. Collectivistic values, such 
as personalismo (i.e., emphasis on warm, interpersonal closeness), familismo (i.e., 
emphasis on family connectedness and loyalty), respeto (i.e., emphasis on obedi-
ence and compliance to authority), spiritualismo (i.e., religiosity), and traditional 
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gender roles or machismo (i.e., emphasis on masculine pride and feminine submis-
siveness) are particularly relevant to perceptions about and treatment of child’s 
behavior problems [91, 100–102].

Accurate assessment and diagnosis of ADHD relies heavily on parental report, 
mainly when using tools like standardized behavior rating scales. Studies suggest 
that Latino youth were less likely than Caucasian and African American children to 
be diagnosed with ADHD, particularly due to parent-reported symptoms [103, 104]. 
Conversely, once diagnosed with ADHD, there is an increase in utilization of men-
tal health services among Latino children. Having an ADHD diagnosis significantly 
predicted mental health service use across multiple sectors of care. A large study 
examining mental health service use for ADHD during a 3-year period among a 
sample of 2491 Puerto Rican children living in the South Bronx, NY (n = 1138) and 
Puerto Rico (n = 1353) found that Puerto Rican children with ADHD were about 
three times more likely to use mental health services than children diagnosed with 
a different mental health disorder [105]. This study also indicated that although 
prevalence rates of ADHD were similar across the two contexts (4%–7%), general 
mental health service use was significantly lower among children living in Puerto 
Rico. This difference is likely partly related to a greater availability of mental health 
services in New York than Puerto Rico.

Therefore, the literature overall suggests that Latino children are less likely to be 
diagnosed with ADHD compared to other racial populations but once the diagnosis 
is confirmed, there is robust adherence with treatment among them. These findings 
have important implications concerning the assessment of ADHD among Latino 
children. They highlight the need to consider factors such as parental perceptions of 
child behavior in the assessment process. In addition to contributing to mental 
health service’s underutilization, language serves as a barrier to advancing research 
about this underserved population. Both for convenience and practicality, many epi-
demiological and treatment outcome studies screen for and exclude all individuals 
who do not speak English, which has resulted in a lack of research examining preva-
lence rates and treatment outcomes for Latino youth [106–108]. The studies over-
come language barrier report that Latino youth are at a higher risk for several mental 
health problems [109, 110], including behavioral disorders, such as ADHD 
[106, 109].

Given the frequency and long-lasting impact of ADHD [110–112], and the higher 
risk for behavioral disorders in Latino youth, it seems particularly important to 
devote more research efforts and resources to examining ADHD in Latinos.

Some important considerations to take into the account before providing mental 
health services for Latinx youth are (adapted from 11):

	1.	 It is important to address the English language proficiency in the family. If the 
youth or the family need translator services, the use of medical interpreters 
should be essential; using the youth or other family members as translators 
should be discouraged.

Discuss with the interpreter before the appointment the importance of fully 
translating all the words to provider for a better understanding of whole family.
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Consider that provider might need extra time for a first-time patient if inter-
preter services are being used.

	2.	 Be prepared for the first visit (think Latinx families will potentially bring many 
family members to the appointment), have appropriate seating for everybody in 
the family in your office. For Latinx families it is very important to build a good 
relationship based on trust, meet each one of the members of the families who 
came to the appointment. Give each one of them the opportunity to participate at 
the beginning of the appointment, then ask for permission to talk to the youth 
along (to improve your relationship with the patient), then bring the family back 
at the end of the appointment.

For Latinx families, it is always important to explore the level of connected-
ness, their belief system, and the barriers against mental health care, identify if 
there are different views about treatment in the family, and make sure to engage 
them on the decision to improve treatment adherence.

	3.	 Always listen to each family’s unique history, take time to understand their 
immigration status, put them at ease in the office, and understand how their 
migratory experiences can impact the family and youth’s mental health. Always 
ask about country of origin, explore exposure to past or current violence experi-
ences. Explore how many people or families live under the same roof and how 
they are currently getting along, exploring challenges related to intergenera-
tional conflict, exploring deportation fears and past history of intergenera-
tional trauma.

	4.	 Explore how the family is integrating into the American culture and the role that 
acculturative stress is playing in the mental well-being of the child. Explore 
gender roles and gender perception in the family (with the parents and when they 
leave the room with the youth).

	5.	 Explore how the family has experienced mental illness in the past. Their beliefs 
around mental illness and mental health treatment are clear about their expecta-
tions on the doctor–patient relationship. Explore if stigma played a role in 
accessing or delaying mental health care. Explore if they consulted other healers 
and the recommendations for the current issues, explore any herbal supplements 
or other alternative treatment that the patient might be taking or is considering to 
take, and do psychoeducation about the potential interactions between them 
some of the herbal remedies and antidepressants.

	6.	 Organizations like NAMI, can increase resilience, encourage activities and 
social support. Provide written documents (ask the family if they prefer them in 
Spanish or English) about the specific mental health issues that the youth is fac-
ing and the treatment indicated for that specific condition. Encourage them to 
learn about the illness, use appropriate sources, ask questions and communicate 
if they are having side effects from their medication or considering stopping 
treatment early.

	7.	 Decreasing stigma is probably the best intervention to increase treatment adher-
ence, focus on psychoeducation in each appointment, and reassess family, and 
youth commitment to continue treatment at each appointment.
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12Cultural Sensitive Services for Latinos

Andrea Mendiola-Iparraguirre, Juan Rodriguez-Guzman, 
and Esperanza Diaz

�Introduction

Healthcare problems, including mental health issues, are exacerbated because of 
ethnic health disparities [1–3]. For instance, an analysis of more than 45 years of 
data found that Latinos have lower access to specialty mental healthcare [4], and 
these numbers prevail despite adjustments to socioeconomic status [5]. Factors that 
could explain the significant disparity in healthcare are language fluency, cultural 
differences, access to Medicaid specialty services in Latino neighborhoods, differ-
ences in recognition of mental health problems, and lower quality of mental health-
care [5]. Additionally, social determinants of health impact access to care, 
appropriate treatment, equality in treatment, follow-up and continuing care services, 
and recovery from mental illness [6, 7].

Therefore, developing culturally sensitive mental health services is essential to 
provide appropriate care and to mitigate these disparities.

In this chapter, we summarize the recovery-oriented and culturally sensitive ser-
vices for Latinos, including services provided in main facilities, community organi-
zations and peer support, their benefits and challenges, and suggestions to 
implement them.
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�Cultural Sensitive Services for Latinos in the United States 
over Time

The development of Hispanic mental health services needed multiple perspectives: 
Psychiatry, Cultural Psychiatry, Psychology, Social Work, Anthropology, Sociology, 
Epidemiology, Public Health, among others. Professionals from these disciplines 
have worked together to provide understandings, develop theories, research, and 
interviewing skills. The initial aim of the researchers focused on describing the dif-
ferent perspectives a culture could provide in mental illness and health beliefs 
according to religion, spirituality, terms used by the population, language, stigma of 
mental illness, and indigenous treatments [8–10].

In 1995, the DSM published a glossary of terms used by different cultures to talk 
about mental illness. For Hispanics, the examples include susto, nervios, mal de ojo, 
ataque de nervios [11]. They emphasize the importance of understanding a person’s 
culture in order to be culturally sensitive. They provide a way to name presentations 
outside of the DSM psychiatric diagnoses. Along with the glossary of cultural-
bound syndromes, the DSM published the Cultural Formulation outline, which is 
useful up to this day [12]. It is the basis for the Cultural Formulation Interview 
(CFI), developed and published in DSM 5 [13]. The CFI provides sixteen questions 
to elicit information about the person to understand the unique perspective and 
wishes for treatment and to develop an individualized formulation avoiding 
stereotypes.

The influences on Hispanic mental health outcomes were multiple: disparities, 
immigration, the differences between first, second and third generations of 
Hispanics, the diversity of Latinos, the Latino Paradox, discrimination, and diagno-
ses all based on studies made in America for Americans. It was noticed that the 
expression of emotions takes many ways, and for Hispanics, somatic symptoms 
were prevalent [14]. Somatization takes many Hispanic to primary care with ail-
ments that they can never resolve, such as headache, stomach pain, chest pain, and 
shortness of breath. Escobar et al. researched and promoted the inclusion of mental 
health professionals in primary care.

�Community Services for Latinos with a Cultural Approach

Reports from government agencies give us information about the use and availabil-
ity of Hispanic mental health services. From SAMHSA report 2018 [15]:

–– 2 in 9 Hispanics have a serious mental illness.
–– 43.2% of Hispanic young adults with severe mental illness (SMI) received 

treatment.
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–– 60.4% of Hispanic Adults (ages 26–49) with SMI received treatment.

Information about substance use and Hispanics does not differ regarding dispari-
ties. For example, among those who needed treatment for drug use and alcohol, 
Hispanics were less likely than non-Hispanics to receive specialty treatment (data 
from 2003 to 2011) [16].

Unfortunately, treatment gaps remain vast. Historically Hispanics have not 
received mental health services as needed. For instance, over the years, there has not 
been a comprehensive description of Hispanic mental health services. Here are a 
couple of examples of the first mental health services for Latinos in the literature:

–– 1979, “La Frontera” South Tucson, Arizona [17]: a clinic in Arizona that pro-
vides mental health services to Mexican Americans.

–– 1974, “Hispanic Clinic” New Haven, Connecticut [18]: a pioneering develop-
ment of mental health services serving Spanish speaking minorities. A collabo-
ration from the state government and an academic institution supports the clinic. 
Multiple factors increased and improved the services provided at this clinic. The 
underutilization of services by Hispanics prompted a close relationship with the 
community to increase engagement, developing the clinic as a trusted place. 
Also, the development of programs was informed by feedback and continuous 
communication with religious communities and leaders, local Hispanic news-
papers, radio stations in Spanish, and Hispanic related community agencies. 
The community outreach via conferences and family programs helped to tailor 
the services to the community needs. The development of links to useful agen-
cies, legal education, substance use education, and political information persists 
until the present time. When a service expansion was planned, these connec-
tions facilitated the formation of a network to create the Connecticut Latino 
Behavioral Health Services (LBHS), providing bilingual and bicultural clini-
cians to chosen community agencies for clinical discussions and outcome mea-
suring [19].

Reports about admissions from facilities providing services in Spanish inform 
about the current delivery of services to Latinos in the United States. A report from 
2010 cited that 40.7% of all admissions of Hispanic origin for substance use treat-
ment were in the West, and only 38.5% of all facilities providing services in Spanish 
were located in that region. The West and North East account for 79.7% of all 
Hispanic admissions and 65.5% of all facilities that provided behavioral health ser-
vices in Spanish [20] (Fig. 12.1).

In more recent history, after the worldwide COVID-19 pandemic preventing 
measures forced providers to use telehealth to follow patient care. Few reports on 
telehealth considering Hispanics have been published by this time. One study 
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Fig. 12.1  Substance abuse treatment facilities that provide services in Spanish and admission of 
Hispanic origins, by region. Adapted from SAMHSA 2010

describes a favorable reception, but another pointed out that lack of insurance pre-
clude the use of telehealth services [21].

�Influences Promoting the Development of Hispanic Mental 
Health Services

�Research

When developing culturally sensitive services, we have to confront the reality that 
one of the significant barriers for Hispanics in the United States is language. Besides 
affecting the quality of services, language is also an obstacle to obtaining informa-
tion about sources of mental healthcare [22]. According to the 2017 Census, 30% of 
Hispanics are not proficient in English, and it is noteworthy that age and gender 
affect this number. Along with studies recommending that the therapist needs to 
look like the person in treatment [23], health service professionals need to work to 
address research, mental health services, and education focused on Hispanics [24].

The focus of Latino community mental health interventions turned to underuti-
lization of services and how to increase access to care [25]. It was described that 
perceptions of mental illness vary culturally; thus, access to mental healthcare var-
ies by ethnic group [22]. For instance, Puerto Ricans have a higher rate of utiliza-
tion, and in general, Latinos tend to consult mental health problems in primary or 
family care [14]. Access continues to be a significant problem due to economic 
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constraints, lack of insurance, citizenship limitations, no information about where 
to go, and staying away from care [26].

Several authors report that Mexican American immigrants in the USA are healthier 
than Americans and that their offsprings were not as healthy as them, resembling 
more the American population. In other words, life expectancy is longer for Hispanics 
from abroad than Americans and second-generation Hispanics. This phenomenon is 
also known as the Latino Paradox. Moreover, it is suggested that the lack of extended 
families and social support might be essential influences in this finding. On the other 
hand, the Latino Paradox does not seem to affect Puerto Ricans, since this group has 
the worst health of Hispanic groups with increased cardiovascular disorders. A meta-
analysis [27] suggests that there is enough evidence of the influence of the Latino 
Paradox on the health of Hispanics, and there is a need to move beyond and explore 
risks and resilience mechanisms for these differences. A commentary about the Latino 
paradox [28] emphasizes the importance of examining the data by country, as the 
political and socioeconomic variables are different.

The National Latino and Asian American study (NLAAS) is a nationally repre-
sentative community household survey estimating the prevalence of mental disor-
ders and rates of mental health service utilization by Latinos and Asian Americans. 
The aim was to assess associations among social position, environmental context, 
and psychosocial factors with the prevalence of psychiatric disorders and compare 
to a national representative sample of non-Latino Whites and African Americans. 
NLAAS was a formal research effort to investigate cultural, ethnic, and environ-
mental considerations often ignored in mental health research. The survey includes 
the major categories of DSM diagnosis as well as nervous attacks, language prefer-
ence, discrimination, migration status, and history [29].

The scarcity of Hispanic mental health professionals is a target for intervention. 
Efforts to increase the racial and ethnic diversity in psychiatry include training of 
minorities from diverse backgrounds [30], encouraging homegrown candidates by 
offering support such as scholarships, assure the presence of role models of similar 
ethnicity, include minorities in boards or administrative positions, advocate for 
changes, and political involvement [31]. Diversity initiatives address the develop-
ment of teaching, research, services, and recruitment of minorities [32, 33]. These 
initiatives aim to assure that educational leadership is diverse and that the new gen-
erations of health providers consist of a diverse group representing minorities and 
underrepresented groups.

�Education

Reports from the early 1990s described the scarcity of Latino professionals able to 
speak Spanish and understand the Latino culture. For example, the Psychology 
Professional groups reported only 1% of Spanish speaking mental health providers 
at that time. The scarcity was magnified by the lack of culturally sensitive services 
for Hispanics; therefore, the efforts focused on cultural competence.
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There are many models to teach cultural competence. The Tulane model [34] 
offers core concepts to address, avoid stereotypes of individuals and groups, learn 
to ask the right questions, and connect the cultural competence teaching with the 
clinical skills learned. Kirmayer provides a comprehensive set of educational expe-
riences in cultural psychiatry [35], and by using social science, they aid the trainee 
to appreciate their backgrounds and to understand culture, ethnicity, and identity. 
Then the trainee learns to make cultural evaluations as part of all psychiatric assess-
ments [33].

Understanding the ethnic identity and acculturation process that immigrants go 
through is crucial to provide culturally sensitive psychotherapy and psychiatric 
treatment [36, 37]. Respect to Hispanic values promotes easy access to treatment 
and promotes trust. Cultural constructs of the Hispanic population, such as empathy 
and honesty, are essential for engagement [38, 39]. Support for immigrants should 
address community and family support, acculturative stress, discrimination, migra-
tion history, history of trauma exposure, idioms of distress and resilience, native 
language and communication preference, and origin [19].

The revision of the DSM IV-TR prompted a look at the outline of the Cultural 
formulation published in 1994 [12]. In response to requests from clinicians to facili-
tate cross-cultural evaluations, the Cultural Formulation Interview (CFI) was devel-
oped. The use of the Spanish CFI provides information about the unique aspects of 
the person consulting and his/her culture. By learning the CFI themes and ques-
tions, the trainee becomes an expert in eliciting culturally relevant information in all 
psychiatric assessments. The use of the CFI questions aim that the person consult-
ing reveals the belief of what causes the problem, how do they call it, a description 
to a friend, their identity, barriers to care, stressors, structural challenges, past and 
current supports, and their treatment preference [39].

�The Inclusion of Culture in Mental Health Services for Latinos

Overall, one of the interventions that increase culturally sensitive services includes 
using bilingual health providers [40]. Bilingual and bicultural professionals can 
understand mental health illness from a cultural approach. Studies report that match-
ing patients and providers by the same ethnicity and language increases the rate of 
resolution of symptoms and increases the patient–provider alliance. Other interven-
tions include adding educational materials in Spanish, embedding cultural values, 
norms and preferences in the services, and developing tools and training materials 
to increase staff knowledge and skills regarding mental illness [40, 41].

A successful program that provides culturally oriented and recovery-focused ser-
vices to the Latino community is the Connecticut Latino Behavioral Health System 
(LBHS), developed as a culturally informed community-academic collaboration 
focused on mental health, addiction, and behavioral health [42]. Main points and 
lessons from the creation and ongoing delivery of services are the inclusion of cul-
tural Latino values, considering recovery the primary goal of treatment, increasing 
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access to services, and promoting the collaboration between community organiza-
tions and a state mental health facility [42].

In regard to new programs and the use of technology in mental health, there is no 
much research in the area of apps, websites, or e-tools in Spanish. Younger genera-
tions tend to look towards technology when trying to find more information or refer-
rals to mental health [43, 44]. This lack of services contributes to the gap of care 
received by the Latino community [45]. Other barriers that contribute to the dispari-
ties in access to new programs include the insufficient funding of community pro-
grams that would deliver these services to Hispanics [46]. On the other hand, older 
adults also suffer from disparities in accessing appropriate mental healthcare [38]. 
Culturally sensitive mental health services focused on recovery must overcome the 
barriers affecting the older Latino population, such as identifying their particular 
needs, making services available and accessible, and acceptance of mental health-
care treatment [38, 47].

One of the most important cultural values in the Latino community is familismo 
(familism), the value that refers to warm, close, and supportive family relationships, 
and that the individual would prioritize the family before themselves [48–50]. 
Consequently, including and promoting family participation in the treatment of 
mental illness and the pursue of recovery in mental health is essential [39, 44, 
51, 52].

Regarding peer support in mental health services to the Latino community, the 
lack of Spanish speaking peers is unfortunate and detrimental to the recovery of this 
community affected by mental health problems. Studies have shown the positive 
impact of incorporating peer support in the Latino community to new mothers in 
perinatal care [51]. Utilizing services with same culture peer support increased 
retention of participants and enhanced participant motivation [53].

Cultural competence in outpatient and inpatient providers is a crucial component 
of culturally sensitive services and their impact on patients’ recovery [52, 54]. For 
example, the participation of culturally competent health providers in health pro-
grams has shown to increase engagement in treatment, retention, and response in 
family-based interventions [55, 56].

�Benefits of Implementing and Protecting Cultural Sensitive 
Services for Latinos

The two most significant benefits of implementing culturally sensitive services for 
Latinos relate to decreasing barriers to engage and complete treatment [57] as well 
as increasing the therapeutic alliance between provider and patient [58].

Culturally sensitive services aim at the engagement and retention of patients in 
treatment. Latinos tend to be skeptical of diagnostic labels and the benefits of stan-
dard forms of mental health treatment [59]. Successful culturally sensitive programs 
target the gap between ethnic and medical culture as it has been shown that the dif-
ferences between provider–patient explanatory models of illness are a barrier in 
accessing mental healthcare [60].
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Independence and the belief of being able to treat mental health issues with home 
remedies is another vital factor related to Latino immigrants and access to treatment 
[61]. Programs that address Latino’s self-sufficient attitudes of behavioral health, a 
cultural aspect of the Latino community, may increase initiation and reduce attrition 
from treatment [62]. Concerning ways of expressing distress and understanding of 
symptoms, Latinos are more likely to conceptualize mental illness as a somatic 
problem [59]. Therefore, the models that emphasize behavioral change interven-
tions that target physical ailments may seem less stigmatizing and more culturally 
relevant because they match Latinos’ somatic beliefs about mental illness [63].

Culturally sensitive programs take advantage of the strong social ties in the 
Latino community to engage patients with treatment. Though social collectivism 
can make engagement in treatment among Latinos a more laborious process [64], 
peer navigator programs take advantage of this cultural element to enhance service 
engagement and recovery among Latinos with serious mental illness [65].

Successful culturally sensitive programs breach the gap between language and 
culture. Though language is a barrier to access care among Latino immigrants [61], 
mastery of Spanish without an understanding and curiosity for specific cultural 
details might lead to less successful treatment results. For example, culture-bound 
syndromes such as mal de ojo or ataque de nervios can be better understood when 
a provider is culturally aware of the significance of those terms in the Latino com-
munity [66]. Latino proverbs and sayings (known as dichos) are another essential 
cultural element that culturally competent providers can use to connect with patients. 
As outlined by psychologist Marlene de Rios, dichos “can link the phenomenologi-
cal world of the Latino immigrant with the symbols and metaphors available” [67], 
which in turn can create a stronger therapeutic alliance between provider and 
patient.

�Challenges Encountered When Incorporating Culturally 
Sensitive Services

Despite the many benefits that culturally sensitive services can provide, unfortu-
nately, these competences are not widespread across the country. One of the main 
challenges in implementing these services is the availability of qualified staff to 
provide local training and implementing these programs. Highly successful, cultur-
ally sensitive programs rely on bilingual staff to adapt and adequately tailor success-
ful behavioral models into culturally sensitive interventions. Unfortunately, the 
number of bilingual mental health providers in the United States is not enough to 
widely disseminate these programs [68]. Without adequate qualified bilingual train-
ers, it is difficult to emphasize and disseminate the importance of not only language 
but culture-bound nuisances of mental health seen in the Latino community.
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Adapting culturally sensitive services to the Hispanic community has its chal-
lenges; however, it is essential. Maintaining content equivalency between the origi-
nal intervention and the culturally sensitive intervention can prove challenging and 
raise into question the validity of the latter [69]. This difficulty can be minimized by 
using a systematic approach that documents the different adaptations and focuses 
on understanding theoretical driven principles and processes instead of making a 
rigid translation of the first intervention [70]. By following the above, cultural adap-
tation models of services can provide flexible guidelines to work with minority 
populations, such as Latinos [70].

In the presented context, another barrier to the delivery of culturally sensitive 
services is the diversity within the Latino community. Even though most Central 
and South America share the same language, specific culture-bound mental health 
syndromes, for example, “susto,” appear to have different treatments and descrip-
tions among different regions [71]. The above leads for a need to further special-
ize in different interventions based on specific Latino demographics, which, in 
turn, makes it more challenging to implement these programs on a national 
scale widely.

Lastly, implementing any kind of additional training incurs financial and time 
constraints. Persuading administrators of an already financially burden medical sys-
tem requires cultural humility that might not always be present. It is presumed that 
as cultural sensitivity becomes more widespread and accepted as a norm, the imple-
mentation of culturally sensitive services can be more warmly welcomed.

�Advocacy for Development and Maintenance of Culturally 
Sensitive Services for Hispanics

The development of services has been guided by advocacy from multiple disci-
plines to address policies, education, research, and funding for Hispanic mental 
health services [Table 12.1].

Professional groups providing mental health services have debated how to assure 
that all people from all races and Culturally And Linguistically Diverse (CALD) 
populations receive equitable and effective healthcare. Formal efforts to address 
cultural sensitivity to minorities started in 1980; it was named cultural competence. 
The guidelines from the Accreditation Council for Graduate Medical Education 
(ACGME) competencies related to cultural competence, as well as the American 
Academy of Child and Adolescent Psychiatry’s (AACAP) recommendations for the 
cultural competence training of child/adolescent fellows are useful. However, they 
have not solved the problem of health disparities and the scarcity of minorities in 
Psychiatry.
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Table 12.1  Funding sources for Hispanic mental Health

Affordable Care Act
(ACA)

After the ACA Hispanics, had the most significant percentage increased 
in health coverage from 32.6% to 19.1% in the states where the 
expansion took place [26, 72]. This coverage affected Hispanics eligible 
for Medicaid. Undocumented Immigrants do not qualify for government 
coverages and continue to struggle with disparities in healthcare.

Substance Abuse 
and Mental Health 
Services 
Administration
(SAMHSA)

SAMHSA Grants provide financial support for agencies to increase 
substance use and behavioral health services to Latinx yearly. They also 
provide education on evidence-based medicine and culturally competent 
services. SAMHSA website provides a behavioral health treatment 
services locator, but they do not identify what agencies offer treatment in 
Spanish. The seeker would have to call the agency to obtain that 
information. https://findtreatment.samhsa.gov

National Alliance 
on Mental Illness 
(NAMI)

NAMI provides support and information in Spanish for people in need of 
mental healthcare and their families. https://www.nami.org/Your-Journey/
Identity-and-Cultural-Dimensions/Latinx-Hispanic/
La-salud-mental-en-la-comunidad-latina

National Institute of 
Mental Health 
(NIMH)

NIMH provides research support to understand healthcare by ethnicity, 
study health outcomes, and try new interventions.

American 
Psychiatric 
Association (APA)

The APA, specifically the Hispanic caucus, aims to address mental health 
services for Hispanics and to educate the group

American Society 
of Hispanic 
Psychiatry (ASHP)

ASHP is a professional organization of mental health professionals 
interested in supporting the development of Hispanic services and 
research since 1982. This group was created to address research, services, 
and education in Latino mental health professionals. Senior members 
provide guidance and mentorship to younger generations to advance the 
field of Hispanic psychiatry and contribute to the pipeline of bilingual, 
bicultural, psychiatrists. The latter could provide not only adequate 
services but also do research.

Spurlock leadership was the first formal intervention to promote a diverse work-
force. The minority fellowship program was funded in 1974 by the National Institute 
of Mental Health to train underrepresented minorities, contributing to diverse and 
culturally sensitive professionals. Examples of successful outcomes are the forma-
tion of scholarly networks on Hispanic mental health [73] and the support to create 
new educational programs in medical schools of states in need of culturally sensi-
tive psychiatrists.

�Conclusions

Delivery of culturally sensitive mental health services helps provide high quality 
and appropriate care. Most care models are developed in a non-Hispanic culture; 
therefore, these services need to be translated and culturally adapted to the 
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population that will serve. The bilingual and bicultural professionals should take the 
task of adapting and translating such models.

As mentioned in this chapter, continued research, and clinical and community 
programs focused on the Hispanic culture are a crucial piece to develop services 
that help equally to this population and consider culture as a principal pillar [74]. 
However, in order to provide the best care to Hispanic patients, culturally sensi-
tive mental health services must be accompanied by social justice, advocacy, dis-
semination of research, and policies [75]. As mental health professionals, we must 
develop and protect those tools in order to fulfill the essential needs of the Latino 
population.
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13Medical Comorbidities of Hispanics 
with Mental Health Problems

David Martinez Garza, Elliott R. Weinstein, 
and Daniel E. Jimenez

Individuals with chronic physical health conditions are more likely to have a mental 
health disorder than those without chronic physical health conditions [1–3]. The 
co-occurrence of mental and physical illness (i.e., comorbidity) incrementally wors-
ens health compared with mental illness alone, chronic disease alone, and with any 
combination of chronic diseases without mental illness [4]. Previous studies suggest 
that when a mental illness is comorbid with a physical illness, the comorbidity is 
associated with greater disease severity, high degree of functional impairment, 
increased health care services needed to manage the comorbid conditions; decreased 
quality of life, and mortality [5–9].

Racial/ethnic differences in the full array of comorbid conditions are not avail-
able, but we do know that the physical and mental health of Hispanics is compli-
cated by age, subethnicity (i.e., Mexican, Cuban, Puerto Rican, etc.), and time in the 
United States. National surveys that combine Hispanic adults into one large, homo-
geneous group indicate that Hispanics are at lower risk for psychiatric disorders 
such as major depressive disorder and generalized anxiety disorder compared to 
non-Hispanic whites [10–12]. However, if taken at face value, this might convey the 
false impression that Hispanics are healthier (i.e., immigrant paradox) rather than 
the more nuanced picture when subethnicity, age, and time in the United States are 
contextualized.
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Some ethnic subgroups have higher rates of psychiatric diagnoses, such as Puerto 
Ricans and Cubans. In a study comparing lifetime and 12-month prevalence of the 
fourth edition of the Diagnostic and Statistical Manual (DSM-IV) psychiatric disor-
ders, Hispanics and non-Hispanic whites had similar lifetime prevalence rates of 
any depressive disorder (16.4% vs. 12.2%) and of any anxiety disorder (15.3% vs. 
13.5%; [13]). When stratified by time in the United States, recent immigrants had 
the lowest rates of mental health comorbidities, yet the risk increases in a time-
dependent manner with longer stays, reaching a very close approximate to the US 
general population after 13 years of living in the United States. The same is true for 
medical comorbidities, as recent migrant Hispanics, as a whole, have a high risk for 
certain chronic medical conditions but low for other conditions. For example, 
Hispanics have a greater prevalence of diabetes and obesity but lower prevalence of 
cardiovascular disease and cancer compared to non-Hispanic whites [14–19]. This 
difference tends to disappear over time. The results of these two studies suggest that 
immigrant health advantages earlier in life yield to the cumulative adversity of 
homeland estrangement, social isolation, and the overwhelming effects of socioeco-
nomic disadvantages in later years when health needs and costs rise sharply [20]. 
This is most likely secondary to a breakdown of the family network and social sup-
port systems the longer migrants reside in the United States, as well as to accultura-
tion and adaptation of American lifestyles (e.g., diets high in fat, salt, and cholesterol, 
smoking patterns, and sedentarism) and traditions (e.g., less of an emphasis in 
familism, and different family bonds and social values).

As clinicians, it is critical to understand that Hispanics and their subgroups may 
show very different patterns of psychiatric and medical comorbidities, as well as 
different responses to preventive measures, treatment, and prognosis relative to non-
Hispanic white or Black populations. The purpose of this chapter is two-fold. First, 
we provide the reader with a more in-depth picture of the role that medical comor-
bidities play among the different Hispanic subgroups with mental health disorders. 
To describe the full array of comorbid conditions would be beyond the scope of this 
chapter; therefore, we focus on six comorbid conditions that consistently impact the 
mental health of Hispanics. Second, we provide treatment recommendations from a 
psychiatric and psychological perspective on how to treat Hispanics given these 
comorbidities. Throughout the chapter, we make clear when the research is based on 
Hispanics as a whole or on specific subgroups.

�Cardiovascular Disease

Cardiovascular disease (CVD) is the leading cause of death in the United States. 
One in three adults over the age of 35 years ultimately dies of cardiovascular dis-
ease. These include, but are not limited to, hypertension, atherosclerosis, coronary 
artery disease (CAD), myocardial infarction (MI), conduction abnormalities, 
peripheral artery disease, and the most common final pathway of the above, conges-
tive heart failure (CHF). The symptoms of these can vary from none (as in the case 
of hypertension) to chest pain, fatigue, peripheral edema, and to debilitating short-
ness of breath at rest in end-stage CHF. Hispanics have a higher incidence of heart 
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failure compared with non-Hispanic whites, and Hispanics who present with heart 
failure are younger with more comorbidities [21–23]. However, Hispanics represent 
a relatively young demographic such that the future public health burden of clinical 
heart failure as this population ages is potentially underestimated.

Psychiatric patients are specifically vulnerable to CVD given a number of risk 
factors. Behavioral patterns associated with mental health conditions such as smok-
ing, a sedentary lifestyle, poor nutrition, and a lack of compliance with treatment 
increase the risk of developing CVD. Most antipsychotics and many antidepressants 
carry unfavorable cardiometabolic side effect profiles such as weight gain, and 
increased risk of developing laboratory abnormalities such as elevated glucose and 
lipids. Furthermore, psychological factors such as acute stress and anxiety, depres-
sion, and personality profiles of anger and hostility have all been linked to an ele-
vated risk of developing CVD [24].

CVD has a prevalence of 5–10% with co-occurring anxiety disorder (primarily 
panic disorder) and 10–15% with mood disorders (primarily major depressive and 
persistent depressive disorders). Moreover, anxiety disorders in general have been 
found to be predictors of the incidence of hypertension (relative risk of 1.5–3.0) and 
major depressive disorder occurs in 15–20% after an MI and in up to 40% individu-
als 6 months after coronary artery bypass surgery. Finally, 15% of patients post MI 
or post cardiac surgery develop post-traumatic stress disorder (PTSD), which is in 
and of itself associated with a relative risk of 2.0 of recurrent cardiac events and 
death. Therefore, patients who suffer an MI and develop PTSD are 2 times more 
likely to have another MI and die than their peers who do not develop PTSD [24].

Of all psychiatric disorder, depression has been the most studied regarding its 
link to CVD. Depression is an independent risk factor associated with developing 
CAD and individuals with depression are 1.5 to 2 times more likely to have an MI 
and cardiac-related mortality. There appears to be a dose–response relationship 
between the severity of depression and cardiovascular outcomes. For example, in a 
prospective study (4.5 years) of more than 4500 patients with CVD risk factors, 
CHF developed in 8.1% with high depressive symptoms compared to only 3.2% in 
patients with low depressive symptoms [25]. In another retrospective study, the 
mortality rate after 5 years was 36% in depressed patients with CHF compared to 
16% in non-depressed patients with CHF. These effects appear to persist chroni-
cally, according to 10–20-year follow-up longitudinal studies [26]. Depression has 
also been independently associated with the risk of developing conduction abnor-
malities, including atrial fibrillation and ventricular arrhythmias with secondary 
sudden cardiac death [24].

Even though not as thoroughly reviewed as depression, other psychiatric disor-
ders and more recently, PTSD, have also been recognized as both risk factors for 
and negative outcomes of CVD. Most theories studying this link support a biopsy-
chosocial model in which inherent biological properties of psychiatric illness (such 
as inflammation and metabolic abnormalities) as well as psychosocial factors such 
as unhealthy lifestyle habits, poor self-care, and lack of insight and adherence to 
treatment exacerbate the link between depression and other psychiatric disorders. 
According to the Updated 2013 Statistical Fact Sheet, published by the American 
Heart Association, the overall prevalence of any type of CVD among Hispanics over 
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Table 13.1  Incidence of hypertension stratified by Hispanic subgroup

Overall Dominicans Cubans
Puerto 
Ricans

Central 
Americans

South 
Americans Mexicans

Men 21.7% 28.1% 27.1% 21.9% 19.8% 18.3% 17.6%
Women 19.7% 23.3% 22.6% 28.2% 18.7% 16.1% 16.0%

20 years old is 33.4% for men and 30.7% for women, with the prevalence of CAD 
being 6.7% and 5.3%, respectively. In the Hispanic Community Health Study/Study 
of Latinos (HCHS/SOL), which included data from over 16,000 Hispanics living in 
four urban US cities, the 6-year incidence of hypertension (measured as a SBP >130 
or a DBP >80) was around 20%. Interestingly, but not surprisingly, when you strat-
ify Hispanics into ethnic subgroups, the incidence varies significantly among them 
(Table 13.1).

While the prevalence of hypertension among Hispanics is lower than their white 
counterparts (25.5% HCHS/SOL vs 27.4% NHANES), the percentage of Hispanic 
patients being in any type of pharmacological treatments is actually subpar (63.4% 
vs 76.6%) with the percentage of patients being adequately controlled dropping 
even further (37.5% vs 56.3%). These observed disparities highlight the differences 
in access and quality in which Hispanics are usually at a disadvantage [27–29].

The treatment of psychiatric disorders is generally complicated even more given 
the aforementioned cardiometabolic risks of many psychotropic agents. Nonetheless, 
given the poor outcomes associated with co-occurring psychiatric illness, it is criti-
cal to identify and aggressively treat these patients. Again, most of the literature 
available has focused on the treatment of depression in patients with comorbid 
CVD. Many psychotropics are to be used with caution when patients suffer from 
cardiac impairment. Of special consideration are agents that have an increased risk 
of conduction abnormalities, such as most of the tricyclic antidepressants and the 
selective serotonin inhibitor citalopram at doses higher than 40 mg daily. Venlafaxine, 
a selective norepinephrine-serotonin inhibitor, and bupropion, a dual dopamine-
norepinephrine inhibitor, have both been associated with risk of increasing blood 
pressure at high doses (>225 mg daily for venlafaxine and > 300 mg for bupropion). 
In the Sertraline Treatment of Major Depression in Patient with Acute MI or 
Unstable Angina (SADHART) trial, sertraline demonstrated safety and efficacy in 
treating depressive symptoms in patients following cardiac events, with a trend 
towards fewer adverse cardiac events [30]. Recently, the Escitalopram for Depression 
in Acute Coronary Syndrome (EsDEPACS) study also found escitalopram to be safe 
and effective in treating depression in patients following an acute coronary syn-
drome with improved long-term cardiac outcomes [31]. Randomized clinical trials 
have not been conducted for the treatment of anxiety disorders or PTSD in patients 
with CVD. Therefore, following general guidelines would be a reasonable approach.

�Cerebrovascular Disease

Stroke is a major cause of morbidity and mortality with strokes serving as the sec-
ond leading cause of death worldwide and the fourth leading cause of death in the 
United States (5% of deaths are related to stroke). Most strokes (85–90%) are due 
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to atherosclerotic disease with similar risk factor to those discussed in the cardio-
vascular disease section. Similar to CVD, depression increases the likelihood of 
having a stroke [32, 33]. The incidence of first-time stroke increases with age with 
an annual incidence of 2.5–5.3 per 1000 individuals between the ages of 55–64 and 
increases to 8.9–13.9 per 1000 in the group age of 75–84. The incidence of recur-
rence stroke also varies with age and is about 7% per year [32]. Hispanics have an 
overall lower stroke risk than non-Hispanic whites (odds ratio of 0.58; [34, 35]). 
However, Hispanics, specifically Mexican Americans, have higher rates of transient 
ischemic attacks and according to a recent survey in a cohort in Corpus Christi, 
Texas, there is a rise in the trend of incident stroke among Mexican Americans vs 
non-Hispanic whites (168 vs 136 per 10,000 persons). Given this trend, it is believed 
that the prevalence of stroke among Hispanics will be equal to that of their non-
Hispanic white counterparts in the near future [36, 37].

By far, the most relevant psychiatric comorbidity associated with cerebrovascu-
lar disease is post-stroke depression. Most meta-analyses place the incidence of 
post-stroke depression in the range of 29–31% within the first 5 years after stroke, 
with some cohorts having as high as 50% of prevalence within the first year; num-
bers that are substantially higher than the general prevalence of depression among 
non-stroke patients (7.1%; [33, 38]). Post-stroke depression has a negative effect on 
functional outcome and is independent of the severity of stroke itself, and more 
importantly, post-stroke depression is significantly and clinically associated with an 
increased short- and long-term mortality risk. People with post-stroke depression 
have a 50% increase in mortality at 1 year and are 3.4 times more likely of dying at 
10 years when compared with non-depressed post-stroke patients [38].

The risk of developing other psychiatric comorbidities in addition to depression 
is also elevated post stroke. For instance, the risk of developing anxiety is 18% 
(most commonly phobic disorders and generalized anxiety disorder), and the risk of 
developing both, comorbid anxiety and depression, is 14%. Apathy, the loss of moti-
vation and/or drive, develops in more than one out of every three patients post stroke 
(34.5%), and it is a characteristic manifestation of recovering stroke patients that is 
independent of depression [38].

With such high rates, it is clear that strategies to diagnose and treat post-stroke 
depression early are paramount. The first randomized clinical trials with antidepres-
sant therapy were conducted decades ago, with a superior survival rate at 9 years of 
67.9% receiving either fluoxetine or nortriptyline vs 35.7% in the placebo group. 
Since then, many have been conducted showing similar efficacy results. A Cochrane 
review by Hackett et al. [39] favored antidepressant therapy over control for post-
stroke depression. They found that antidepressants not only increased life expec-
tancy but also had a positive impact on quality of life, with improved motor recovery 
and decreased rates of disability. The American Heart Association recommends the 
use of antidepressants for post-stroke depression for at least 6 months beyond recov-
ery, albeit in clinical practice, the maintenance antidepressant therapy is usually 
used indefinitely due to the high risk of relapse.

Given the high risk of incidence of post-stroke depression, recent clinical trials 
have explored the use of antidepressant therapy prophylactically. The first such trial 
evaluated escitalopram vs problem solving therapy (PST) vs placebo in patients fol-
lowing an acute stroke found that after one year, the incidence of post-stroke 
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depression was 8.5% for the placebo group, vs 11.9% and 22.4% for the PST and 
placebo arms, respectively [40]. Since then, similar trials with matching positive 
results have been conducted with fluoxetine, sertraline, and milnacipran, with no 
significant differences in side effects [39, 41]. Even though not a mainstream of 
treatment, prophylactic antidepressant therapy should be strongly considered for 
patients with a high number of risk factors for developing post-stroke depression, 
especially those with a history of mood disorders or those with greater burden of 
lesion, and if indicated, its preventive use would be reasonable and justified.

�Cardiometabolic Diseases

Hispanics are at a disproportionately higher risk of developing cardiometabolic dis-
eases, such as metabolic syndrome (MetS) and diabetes, as well as obesity relative 
to any other racial/ethnic group in the United States [42, 43]. Moreover, Hispanics 
adults are more likely to be sedentary, and they are not as actively engaged in pursu-
ing changes in their physical activity compared to non-Hispanic whites [44, 45].

According to the World Health Organization [46], criteria for MetS include insu-
lin resistance and any two of the following: (1) raised arterial pressure, (2) raised 
plasma triglycerides, (3) low High Density Lipoprotein cholesterol (HDL-C), (4) 
central obesity or elevated body mass index (BMI), and (5) high urinary albumin 
excretion rate. MetS emerges in midlife and is related to the development of diabe-
tes, heart disease, and stroke [47]. MetS affects about one-third of United States 
adults and occurs earlier and more commonly among Hispanics compared with 
other racial/ethnic groups [48]. In the population-based cohort (HCHS/SOL), 35% 
of participants met the criteria for metabolic syndrome [49]. Similarly, a study by 
Thom et  al. [50] indicated that the prevalence of MetS in Mexican Americans 
(31.9%) was significantly higher than that of non-Hispanic whites (23.8%).

The high prevalence of MetS among Hispanics demonstrates poor metabolic 
health across several measures and can also help to explain why Hispanics are 1.7 
times more likely to have diabetes than non-Hispanic whites and 1.3 times more 
likely than non-Hispanic whites to die from diabetes [18]. In a population study of 
adults aged 45–84 years, 11.3% of Hispanics had a diagnosis of diabetes, compared 
to just 6.3% of non-Hispanic whites [51]. Another study found that Hispanic adults 
are 66% more likely to have diabetes relative to non-Hispanic white adults [52]. 
Schneiderman et al. [53] found differences in the prevalence rate of diabetes among 
a sample of 16,385 Hispanics from diverse backgrounds with Mexican (18.3%), 
Dominican and Puerto Rican (18.0%), Central American (17.0%) study participants 
having higher rates to Cuban (13.4%) and South American (10.2%).

Estimates suggest that 33.8% of the adult population of the United States meet 
criteria for obesity obese—defined as BMI ≥ 30 [54]. However, rates of obesity are 
significantly higher among Hispanics. Hispanics are 1.2 times more likely to be 
obese than non-Hispanic whites [19]. Data from the CDC [55] show that Hispanics 
(34.9%) have a higher prevalence of obesity than non-Hispanic white adults (30%). 
Rates among Hispanic women, specifically, are particularly elevated, with 35.4% 
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considered obese compared to 28.7% of the non-Hispanic white female population 
[55]. Differences between Hispanic men (34.3%) and non-Hispanic white men 
(31.2%) while not as large, but still highlight a significant disparity [55].

Regular physical activity has been shown to improve overall health and fitness, 
prevent the onset, or reduce the impact of many of the above-mentioned chronic 
diseases. Unfortunately, Hispanics are more likely to be sedentary, not engaged in 
leisure-time physical activity, or meet the recommended levels of physical activity 
compared to non-Hispanic white adults [44]. A study done by Neighbors et al. [45] 
found that while all Hispanic groups were less active than their non-Hispanic white 
counterparts, there was a lot of variability seen between Hispanic subgroups. 
Specifically, Cubans and Dominicans (19.8%) were the least active—defined as 
meeting recommended levels of physical activity set forth in Healthy People 2020 
[56]. In contrast, Mexicans were the most active (31.9% met physical activity rec-
ommendations; [45]).

MetS, diabetes, and obesity are prevalent among individuals with chronic mental 
illness [57], and the relationship between these cardiometabolic diseases and mental 
illness appears to be bidirectional. A meta-analysis conducted by Pan and colleagues 
(2014) found that those who were depressed were significantly more likely to 
develop MetS than those who were not depressed. Interestingly, individuals with 
MetS were significantly more at risk of developing depression than those without 
MetS. The same pattern was found for diabetes where depression appears to be both 
an outcome of, and a risk factor for the onset of diabetes. Rotella and Mannucci [58] 
conducted a meta-analysis encompassing 23 longitudinal studies and found that 
depression was associated with a 38% increased risk of diabetes. Other studies have 
found similar results. Depression comorbid with diabetes has been shown to signifi-
cantly increase the risk of cardiovascular mortality and all-cause mortality [59, 60]. 
In addition, those with a chronic mental illness have a nearly four-fold greater risk 
of developing obesity than people without a previous psychiatric history [61–63]. 
The burden of mental illness comorbid with cardiometabolic diseases is dispropor-
tionate among Hispanics compared to non-Hispanic whites.

The prevalence of MetS in Hispanic adults with a chronic mental illness (74%) is 
significantly greater than their non-Hispanic white counterparts (41%; [64]). 
Furthermore, Cardenas et  al. [65] conducted a study examining the links between 
depression and MetS in a sample of community-dwelling older Hispanics with type 2 
diabetes. They found that depression was associated with a six-fold increase in risk for 
MetS.  In addition, they investigated the relations between depression and specific 
MetS criteria, such as hypertension, dyslipidemia (as measured by HDL-C and plasma 
triglyceride levels), and obesity (as measured by BMI). They found that depression 
was significantly associated with elevated plasma triglyceride levels and low HDL-
C. The authors speculate that depression may be interacting with diabetes to produce 
excess buildup of triglycerides in the bloodstream. Depression and diabetes may fur-
ther interact to prevent HDL-C from transporting lipids to the liver to be broken down. 
Alternatively, it is possible that diabetic individuals with low HDL-C and high triglyc-
erides may exacerbate the physical symptoms of depression (e.g., malaise), which, in 
turn, has an impact on health behaviors [65]. For example, Hispanics who have 
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depression comorbid with diabetes may feel less motivated and have less energy to 
engage in adequate self-care, such as eating healthy and being physically active com-
pared to non-depressed individuals. Regardless it appears that depression is associated 
with the physical activity as well as the biomarkers that play important roles for 
Hispanics in their level of risk for developing cardiometabolic diseases.

Active screening for depression among patients with diabetes should be a first-
line approach for primary care providers. If depression is evident, referral of these 
patients to receive one or more evidence-based treatments (EBTs) such as anti-
depressive medications or psychosocial treatments should be considered. Problem-
solving therapy, behavioral activation, cognitive behavioral therapy, bibliotherapy, 
brief psychodynamic therapy, and reminiscence therapy have all been shown to be 
highly effective treatments for depression comorbid with a cardiometabolic disease 
[66]. It is important to note the sociocultural barriers that contribute to the dispari-
ties we see in mental health care in the Hispanic community [67–69]. Thus, it is 
imperative that any EBT be delivered within appropriate sociocultural contexts 
(e.g., delivering services in their primary language, address cultural health beliefs, 
and involve community health workers) and with affirming, person-centered lan-
guage [70–72].

�COVID-19

The novel coronavirus disease 2019 (COVID-19) pandemic has dramatically 
impacted the health and well-being of millions of individuals residing in the United 
States and around the world. A recent retrospective cohort found that one-third of 
individuals diagnosed with COVID-19 developed a neuropsychiatric disorder 6 
months after its diagnosis. Among psychiatric conditions, anxiety was the most 
common sequelae (17.39%), followed by mood disorders (13.66%), substance use 
disorders (6.58%), and psychotic disorders (1.40%). In this same cohort, the rate of 
developing any neuropsychiatric disorder increased depending on the severity of 
COVID-19 (38.73% for hospitalized patients and 46.42% among patients receiving 
intensive care treatment; [73]). Hispanics, in particular, have been disproportion-
ately impacted by the pandemic. At the time of writing, Hispanics account for one 
in three of all confirmed COVID-19 cases in the United States [16]. Furthermore, 
Hispanics have among the highest age-adjusted rates of COVID-19-associated hos-
pitalizations at 117 per 100,000 and account for approximately one in five of all 
confirmed COVID-19-related deaths in the United States [16]. The impact that the 
pandemic has had on the mental health of the Hispanic population in the United 
States is yet to be elucidated; however, there is heightened concern that COVID-19 
will exacerbate and amplify the mental health burden. Prevention and mitigation 
strategies (e.g., physical distancing, shelter-in-place, leaving home only for essen-
tial activities) help to attenuate adverse outcomes from COVID-19. These approaches 
may have unintended consequences on the physical and mental health of Hispanics 
given that Hispanics have identified the social support of family and close friends as 
an essential component to mental health and their well-being [71]. While the initial 
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focus has been on understanding the virus itself, there are also significant public 
health challenges arising from the resulting prevention and mitigation measures as 
they are associated with increased cardiometabolic risk, depression, anxiety, isola-
tion, loneliness and decreased quality of life.

Before the pandemic, insufficient physical activity was already described as a 
public health problem in the Hispanic community [44, 45] with social distancing 
measures exacerbating this disparity. Social isolation and loneliness have been cor-
related with levels of morbidity and mortality comparable to more established bio-
psychosocial risk factors like obesity, sedentary behavior, and hypertension [74, 
75]. Given that familism and social cohesion are strong hallmarks of Hispanic cul-
ture [76, 77] and that Hispanics have high levels of stigmatizing attitudes towards 
mental illness, Hispanics may experience the harmful effects of comorbid social 
isolation and stigma more intensely than their non-Hispanic white counterparts. 
COVID-19 prevention and mitigation strategies such as physical distancing and 
shelter-in-place may worsen feelings of social isolation and loneliness. The aware-
ness of vulnerability as well as the involuntary and inescapable self-isolation gener-
ate anxiety and other psychiatric symptoms of distress. While these measures are 
necessary for limiting COVID-19 cases, it seems evident that actions taken to curb 
spread of the virus will, in fact, exacerbate isolation-related vulnerabilities among 
Hispanics.

�HIV

Although the incidence of HIV has begun to decline since the mid-2000s, rates of 
infection among certain demographic groups have continued to rise, particularly 
among Hispanic communities, sexual and gender minorities, and older adults. 
Although Hispanics have been significantly affected by HIV since the early years of 
the epidemic, these HIV-related disparities have strengthened over time. In the 
United States, Hispanics account for over 20% of the national HIV prevalence 
despite Hispanics making up less than 1/5 of the entire US population [78]. 
According to the most recent annual HIV/AIDS report from the CDC, there were 
37,968 newly diagnosed Hispanics with HIV (HWH) in 2018—a 14% increase 
since 2010 [79]. These racial/ethnic disparities are further exacerbated when con-
sidering the experiences of Hispanic sexual minority men who make up nearly 25% 
of all new HIV infections [79] despite Hispanic men representing less than 9% of 
the entire US population. Additionally, less than 2/3 of HWH are engaged in routine 
care (58%) or virally suppressed (54%; [80])—two key indicators of HIV care man-
agement necessary for ending the HIV epidemic [81]. With these significant HIV 
disparities in mind, it is imperative for clinicians to be cognizant of the intersections 
between Hispanic individuals’ race/ethnicity and other marginalized identities (e.g., 
age, sexual identity, immigration status) in developing and implementing culturally 
competent mental health interventions to best support HWH.

In addition to physical comorbidities, mental health disorders have a significant 
impact on the general health and quality of life of HWH. While data suggests that 
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HWH have comparable rates of psychiatric disorders compared to non-Hispanic 
people with HIV (PWH), self-reported psychiatric stress among HWH appears to be 
quite high [82]. Depression is the most prevalent comorbid mental health condition 
affecting PWH with data suggesting that anywhere between 33 and 47% of HWH 
are experiencing moderate to severe depression at any given time [82, 83]. Besides 
the anhedonia and negative mood that comes with depression, HWH with depres-
sion suffer from greater rates of treatment non-adherence [84, 85], more severe 
measures of disease progression [86], and even mortality [87]. Additionally, while 
there are multiple precipitants that lead to depression in HWH, research suggests 
that some of the more common factors such as the trauma associated with an HIV 
diagnosis [88] or more sociocultural factors such as social isolation, intersectional 
stigma, and discrimination [89, 90] may lead to these increased risks among HWH.

HWH who suffer from depression may be at increased risk for additional mental 
health challenges that negatively influence HWH’s overall quality of life. PWH, 
including HWH, are five to ten times more likely to be living with a comorbid anxi-
ety disorder compared to the general population [91] with evidence suggesting that 
PWH have higher rates of generalized anxiety disorder (5.6% compared to 2.5%), 
panic disorder (10.2% compared to 3%), and social anxiety disorder (9.1% com-
pared to 6%) compared to HIV-negative peers [92]. For HWH in particular, high 
rates of anxiety disorder (35.4%) and post-traumatic stress disorder (24.2%) have 
been observed among HWH [93]; however, more research must be conducted that 
focuses predominantly on the prevalence of these two mental health diagnoses spe-
cifically among HWH.

Finally, in addition to mood and anxiety disorders, substance use and alcohol use 
disorders are common comorbidities for HWH. More generally, prevalence of sub-
stance use among PWH has been documented in the literature to range anywhere 
from 25% to 40% [94, 95] with a significant number of PWH self-endorsing poly-
drug use [95, 96]. Studies of HWH have observed rates of current hazardous alcohol 
use and substance use to be between 20 and 35% [93, 97] with lifetime prevalence 
rates of having ever engaged in binge drinking or substance use as high as 75% [97]. 
However, since other researchers have demonstrated less substance use or hazard-
ous alcohol use among HWH compared to non-Hispanic PWH [98], more research 
is needed to gain more clarity among substance use among HWH. Current hazard-
ous drinking or substance use has been associated with more acts of condomless sex 
[93], poor treatment adherence [99], and greater challenges in engaging with the 
HIV care continuum among HWH.

Although PWH in general have elevated rates of mental health challenges com-
pared to their HIV-negative peers, HWH may be at even greater risk for experienc-
ing psychological distress due to the additional stress associated with their various 
marginalized identities. Research indicates a strong link between HIV-related 
stigma, discrimination, and measures of psychological distress [100, 101]; there-
fore, the fact that HWH must navigate between various intersecting stigmas (e.g., 
racism, homophobia, HIV, immigration) may contribute to the high rates of mental 
health challenges among this population [102, 103]. Finally, various sociocultural 
factors associated with Hispanic culture (e.g., machismo, fatalismo, familismo, and 
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maternal role as caretaker rather than care-seeker) may put HWH at an even greater 
risk for experiencing psychological distress [99, 104]. Since familismo and social 
cohesion are foundational pillars of Hispanic culture [76, 77], it is possible that 
HWH may experience more detrimental effects of comorbid stigma and social iso-
lation from family and friends due to their status and isolation more intensely than 
non-Hispanic PWH; however, more research must be conducted to determine the 
veracity of such a hypothesis.

�Tobacco Use

Tobacco use is a leading major public health issue. Cigarette smoking remains a 
leading cause of preventable disease and premature death in the United States and 
globally with other countries. On average, 435,000 people in the United States die 
prematurely from smoking-related diseases each year; overall, smoking causes 1 in 
5 deaths. One out of five deaths attributed to cigarette smoking [105, 106]. Smoking 
is the leading cause of chronic conditions such as CVD (30% of heart disease death 
is caused by smoking) and lung cancer (the leading cause of cancer death in United 
States) and is associated with many other debilitating conditions such as cerebro-
vascular disease, chronic obstructive pulmonary disease, emphysema, peripheral 
vascular disease, and many types of cancers [107]. Individuals with mental illness 
are disproportionately affected by tobacco use compared to the general population. 
Almost one in two cigarettes in the United States are consumed by smokers with 
mental illness, and three out of four patients with a psychiatric illness are smokers. 
Unfortunately, tobacco use disorder is one of the most often ignored illness among 
physicians. While 69% of smokers want to quit, only 48% who saw a health profes-
sional the last year reported receiving advice to quit, and of those who tried to quit, 
only 31% received either counseling or medication. This is particularly true for 
psychiatrists, who have minimized, normalized, and rationalized its use among their 
patients. In a 2007 Survey of the American Association of Medical Colleagues, 47% 
of psychiatrists felt patients had more pressing problems to address and 22% 
reported that cessation would likely exacerbate comorbid psychiatric symp-
toms [107].

Rates of smoking are lower for Hispanics when compared to the general US 
population (9.8% vs 13.7 among adults and 3.8% vs 5.8% among high schoolers); 
however, it is important to note that there are broad variations among Hispanic sub-
groups, highlighting the need to disaggregate. For instance, according to data from 
the HCHS/SOL, Puerto Rican and Cuban men have higher rates of smoking preva-
lence, which exceeds the rates of non-Hispanic Whites (35% and 31.1%, respec-
tively, vs 22.6% in 2010). On the other hand, Dominican and South American men 
have a tobacco use prevalence well below the national average (11% and 15.8%, 
respectively). Mexican and central American men have smoking rates comparable 
to non-Hispanic men (23.4% and 20.6%, respectively). In general, Hispanic women 
have lower rates of smoking than men at a rate approximately equal as non-Hispanic 
women [108].
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Over the last 50 years, there has been a US-wide decline in smoking secondary 
to tobacco control efforts. For perspective, prevalence of smoking in 1970 was 50% 
compared to 18% today. Unfortunately, the impact of these smoking cessation cam-
paigns has not been as effective among the Hispanic population. A 2017 survey to 
assess smoking prevention efforts in California, which has a strong anti-tobacco 
climate, showed that Whites had a 13.3% decrease in heavy smoking between the 
1990s and the 2000s compared to a 5.1% decrease in heavy smoking among 
Mexican Americans and 2.0% among Central/South Americans, highlighting the 
need of further strategies to ensure Hispanics benefit from anti-tobacco measures 
equally [109]. Additionally, even though there has been a significant decrease in 
heavy smoking, this has been accompanied by a rising trend in light and intermittent 
smoking among Hispanics. Furthermore, Hispanic smokers have lower odds of 
receiving quitting advice from a health professional compared to their White coun-
terparts [110].

Although this section of the chapter focuses primarily on cigarette smoking as 
way of administration, it is important to note there are many other forms of tobacco 
products and alternative nicotine delivery systems (such as smokeless or dissolvable 
tobacco). Special mention should be given to the use of cigars and cigarrillos with a 
prevalence of 12.8% among daily nicotine users according to the 2012–2013 
National Adult Tobacco Survey (NATS). These products are notably more harmful 
than regular cigarettes, given the higher concentration of nicotine, toxins, and other 
carcinogens. This number might be much higher in certain Hispanics population, 
such as Cuban-American and other Caribbean-Americans, as it is notably part of 
their culture and history [108].

The reason for nicotine being so addictive is a result of psychological, biological, 
and even socioeconomic factors. First, nicotine is tremendously prone to secondary 
reinforcement; inhaled nicotine reaches the brain within 15 seconds, producing a 
sensation of pleasure, arousal, and a subjective feeling of relaxation, calmness and 
lessening of anxiety leading to a learned behavior of coping with stress via smoking. 
Second, the half-life of nicotine is only two hours, giving rise to a rapid desensitiza-
tion of nicotine receptors, and a prompt precipitation of withdrawal characterized 
by irritability, frustration, difficulty concentrating, and restlessness. Withdrawal 
usually peaks in the first three days, and can last up to three weeks, with other wors-
ening symptoms such as anxiety, depression, and insomnia. Third, the lack of an 
intoxication syndrome alongside the fact that is legal, permits smokers to use higher 
amounts of nicotine without the feel of it interfering with their daily functioning. 
Finally, the nicotine industry has specifically and heavily targeted vulnerable popu-
lation with marketing strategies, such as the mentally ill, youth, and minorities (i.e., 
Hispanics; [107]).

Contrary to common belief that tobacco cessation will exacerbate psychiatric 
symptoms, there is overwhelming evidence demonstrating significant improvement 
in mental health and quality of life, including decreases in the severity of anxiety, 
depression, and stress alongside an overall improvement in mood among individu-
als with psychiatric illness who quit smoking. Moreover, cessation of use of 
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nicotine products actually enhances that likelihood of achieving sobriety from other 
addictive substances, such as alcohol, opioids, and cocaine. Every individual should 
be screened for tobacco use in every psychiatric or medical visit, assessed for their 
motivation to quit, and assist in treatment, if indicated [107].

There are currently seven FDA-approved pharmacological interventions for 
smoking cessation and an even larger quantity of psychosocial interventions. A com-
bination of both augments the chance of success by about 50%. Non-pharmacological 
interventions that have proven efficacious include motivational interviewing, cogni-
tive behavioral training such as feedback (e.g., CO meter scores) skills training, 
relapse prevention, and stimulus control, mindfulness or relaxation-based interven-
tions, and a large number of free and easily accessible community resources (e.g., 
hotlines, websites, twelve-step facilitation groups, peer specialists, etc.; [107]).

Pharmacological interventions include five nicotine replacement therapies which 
can be obtained over the counter (e.g., gums, lozenges, patch) or with a prescription 
(nicotine inhaler and nasal spray) and two medications, bupropion (a norepinephrine-
dopamine receptor antagonist) and varenicline (an A2B4 partial ligand), all aimed 
to reduce cravings and withdrawal symptoms. All pharmacotherapies are equally 
effective in mono-therapy head-to-head trials except for varenicline, which has 
shown clinical and significant superiority.

For individuals looking to quit smoking, a reasonable strategy would be to start 
either bupropion or varenicline one to two weeks before a set quit date, followed by 
NRT upon quitting (e.g., daily patch with as needed gum/lozenges for cravings). It 
is generally recommended to continue maintenance therapy for six months and to 
gradually taper the medication afterwards over another six months. Additionally, as 
mentioned before, combining pharmacological interventions with psychosocial 
strategies enhances sobriety. There is much controversy regarding setting non-
abstinence goals (reducing tobacco intake without reaching complete sobriety). 
Data suggests this may be beneficial, as this increases the likelihood of quitting at a 
later date. To our knowledge there are no randomized clinical trials that have been 
designed to assess pharmacotherapy strictly for Hispanics.

�Health Behaviors

While psychotropic medications (e.g., antidepressants, benzodiazepines, antipsy-
chotics) are the most widely used modality for treating mental illness, the clinical 
benefits of these medications must be balanced against their risks. Specifically, anti-
psychotics use is associated with significant weight gain, hyperglycemia, and lipid 
abnormalities while benzodiazepine use in older adults is associated with an 
increased risk of falls, hip fracture, cognitive impairment, all-cause mortality, over-
dose, and substance use disorder. Additionally, Hispanics are less likely to find anti-
depressant medication acceptable than non-Hispanic whites [111] since many 
Hispanics view the use of traditional mental health services as highly stigmatizing 
[71]. In addition, available mental health treatments may not match the preferences, 
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values, and beliefs of Hispanic patients, which can lead to the decision to not even 
initiate mental health treatment in the first place [71]. In a study by Carpenter-Song 
et al. [112], Hispanics with mental illness resented diagnostic labels that carry the 
risk of social rejection. In contrast, those who conceptualized mental illness as a 
problem with nerves or as a sickness that one has, much like a physical ailment, 
experienced less stigma [112]. This helps explain why many Hispanics tend to 
express psychological distress as somatic complaints (e.g., heaviness in the chest, 
dizziness, drowning), and why they are skeptical of the utility of traditional forms 
of mental health treatment [112].

Previous studies have consistently found that among different Hispanic groups 
mental illness was perceived to have a reciprocal relationship with chronic physical 
illnesses [113, 114]. In these studies, Hispanics believed that the onset of a chronic 
physical illness, such as diabetes, was precipitated by an extreme emotional or 
stressful event. The inability to cope with these emotions presented a barrier to self-
management and limited their ability to engage in self-management behaviors. 
Conversely, the diagnosis and management of a chronic physical illness, such as 
diabetes, had a significant impact on their emotional health. Thus, it is necessary to 
develop alternative approaches that use a culturally sensitive, nonstigmatizing 
approach to improve the physical and mental health of this population. The salience 
of the chronic physical illness in participants’ conceptualizations of mental illness 
suggests that health promotion interventions—defined as behavioral interventions 
that use counseling strategies to equip participants with the necessary knowledge 
and skills to modify and sustain a healthy diet, increased physical activity, and/or 
healthy weight—are well-aligned with their perceived needs and may provide a 
tangible treatment to address these needs.

Psychosocial strategies such as health promotion interventions can play a critical 
role in treating Hispanics with comorbidities. Health promotion interventions are 
behaviorally activating, reduce vulnerability factors, and may be more desirable for 
reasons of safety and patient preference. Studies have consistently shown that 
increased physical activity effectively reduces symptoms of depression and anxiety 
in older adults. Benefits of health promotion also include improvements in systemic 
inflammation, physical fitness, and quality of life [115–118]. Studies of large popu-
lation cohorts have consistently shown an association between physical inactivity 
and low-grade systemic inflammation and interventional studies have shown a 
reduction of inflammatory markers following physical activity [119]. Thus, health 
promotion interventions may be less stigmatizing and culturally relevant while 
enhancing general well-being and bringing mental health benefits to Hispanics 
faced with health-related challenges.
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14Mental Health in Hispanic/Latina/Latinx 
Women

Wilma I. Castilla-Puentes, Ruby Castilla-Puentes, 
and Sandra Castilla-Puentes

�Introduction

Latinx people have become the largest minority group in the United States, making 
up about 17% of the population [1]. The heterogeneity of people who are Hispanic 
and Latinos, who are comprised of a variety of ethnic backgrounds such as Native 
American, African, and Spanish, makes identifying mental health needs a challeng-
ing but rewarding experience. The National Alliance on Mental Health reported that 
one in five Latinx people suffer from mental illness, making culturally competent 
outreach and treatment an urgent issue [2].

As part of the fastest growing and largest ethnic minority group, projections indi-
cate that 128 million Latinos will reside in the United States by 2050 [1, 3]. Research 
on racial and ethnic disparities in healthcare access and utilization constantly identi-
fies Latinos as one of the most disadvantaged ethnic groups. Using measures such as 
usual source of care, health insurance coverage, and the quality of care received, 
barriers for Latinas are readily identified [4]. However, an inclusive understanding of 
health and healthcare disparities must consider gender differences, given that health 
and illnesses are experienced differently by men and women. If demographic trends 
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Table 14.1  Percentage of serious psychological distress among persons 18 years of age and over, 
by gender

Gender Hispanic Non-Hispanic White Hispanic/Non-Hispanic White Ratio
Men 3.5 2.8 1.3
Women 5.5 4.8 1.1
Total 4.6 3.8 1.1

Source: CDC 2021. Summary Health Statistics: National Health Interview Survey: 2018. Table 
A-8. https://www.cdc.gov/nchs/nhis/shs/tables.htm

continue, it is suggested that Latinas will represent 25% of the total female popula-
tion in the United States and make up 52% of the growing Latino population [5]. As 
a fast-growing demographic, it is important to address the challenges and barriers 
that may affect the quality of health and healthcare among Latina women. The terms 
Latino and Hispanic are used interchangeably in research to describe this fast-grow-
ing demographic [6]. Those who identify as Latino, Latina, or Latinx may consider 
themselves of Latin American ancestry (Central America, South America, or the 
Caribbean). Since the Spanish language is typically gendered, the term Latinx is used 
to eliminate a binary choice (male vs. female) that is limiting and excluding to trans 
individuals and others who identity as fluid or non-binary. Those who identify as 
Hispanic may be referring to ancestors from Spain or other Spanish-speaking [7].

�Hispanic/Latina/Latinx Mental Health Data Related to Women 
in United States

Most of the current mental health studies combine minority groups—including 
Latina women—into a pool of research that generalizes their experience [8]. With 
the combination of ethnic groups, it is difficult to focus on one single population. A 
report at the US National Library of Medicine suggests that lifetime psychiatric 
disorder prevalence estimates were 28.1% for Hispanic men and 30.2% for Hispanic 
women. Increased rates of psychiatric disorders were observed among US-born, 
English-language-proficient, and third-generation Latinos [9]. The prevalence of 
serious mental illness is almost 70% greater in women than in men. Table 14.1 pro-
vides the percentage of serious psychological distress by gender.

Below is an overview of the most frequent psychiatric conditions affecting 
women in the United States.

�Depression

Nadeem et al. [8] conducted a qualitative study with 15,383 participants who were 
low-income Latina and Black women, screened from Women Entering Care (WCE). 
They examined whether stigma was associated with seeking care or mental health 
treatment. Depression is a stigmatized illness, which makes it difficult for women to 
accept their condition and seek help. During the interviews, many were concerned 
about being characterized as “crazy,” which decreased their disposition to employ 
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in mental health services. Nadeem et al. [8] revealed that Latina women with a men-
tal health illness were less likely to want treatment because of the stigma. This 
research lacked a certain percent of different mental illnesses that were presented in 
the study, especially a few women who were diagnosed with depression. The forth-
coming study identifies Mexican women’s presenting problem, diagnosis, and treat-
ment that have improved their well-being. Zayas [10] interviewed 148 Hispanic and 
African American women who assessed to have elevated depressive symptoms. The 
study found that Hispanic women had received less social support and support net-
works than African American women [11]. This finding is startling since family is 
an important element in the Hispanic culture; however, the study describes that 
Hispanic women had less social support due to having family in another country. In 
the qualitative study, 50–75% of women who had depressive symptoms went undi-
agnosed and untreated [11]. This study, research suggested physicians to be familiar 
with depressive symptoms, however, did not encourage Latina women with depres-
sive symptoms to seek preventive mental healthcare [11].

In addition, the amount of depression in Latino women compared to Latin men 
is much higher—46% compared to 19.6%. However, the American Psychiatric 
Association’s Office of Minority and National Affairs suggests that among Hispanics 
with a mental disorder, less than 1/11 contacts a mental health specialist, and less 
than 1/5 contacts a general healthcare provider.

Latinx women are twice as likely to develop depression as compared to Latinx 
men, white populations, or African American populations [12]. Research also indi-
cates that employed Latinx women are more stressed than unemployed ones. Findings 
show that this could be due to the added responsibilities that come with being a 
mother and working multiple jobs. Another factor regarding employment includes 
the frustration and depression that arises from Latinx women being overqualified for 
the jobs they work, due to racial and gender discrimination. Latinas are typically paid 
just 57 cents for every dollar paid to white, non-Hispanic men [13]. This gap in 
pay—which typically amounts to a loss of $2409 every month, $28,911 every year, 
and $1,156,440 over a 40-year career—means that Latinas must work over 21 months 
to make as much as white, non-Hispanic white men were paid in just 12. In 2019, 
15.2% of adult Latinas lived in poverty. That rate worsened to 16.8% in 2020 [14].

Because of Latinas’ higher rates of unemployment and economic insecurity, 
when they return to the workforce, many Latinas will be willing to accept the first 
job offer they receive because they cannot afford to be out of work any longer; 
employers, in turn, may pay lower wages to employees who have been unemployed 
or out of the workforce for long stretches of time. And because Latinas face such a 
steep gender wage gap, they were less able to afford education or professional train-
ing during the pandemic that would have allowed them to advance or move into 
another field. All of this could translate to larger race and gender wage gaps for 
Latinas moving forward.

Mental health statistics show that Hispanic women in the United States experi-
ence depression at about twice the rate of Hispanic males and are at a higher risk for 
depression than Caucasian and African American women [15]. This is, partially, due 
to multiple social determinants of health that impact Hispanic women and their 
families. Social determinants of health (i.e., education, income, health status, and 
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acculturation) among Hispanic women may play a crucial role in the development 
or exacerbation of depression [16].

In the Latino culture, a woman’s role is to informally maintain a strong founda-
tion that keeps the family united. Meanwhile, the man role is to formally manage the 
family’s basic needs [17].

�Suicide

Suicidal behavior among Hispanic youth has been reported to be higher in compari-
son to non-Hispanic Black and White youth (Centers for Disease Control and 
Prevention, 2003, 2006; Substance Abuse and Mental Health Services 
Administration, 2003). Although data do not distinguish Latino youth by country of 
origin or heritage, Latino youth of both sexes have shown consistently higher rates 
of suicidal ideation, plans, and behavior than their non-Hispanic counterparts, 
except for the category of youth designated as “Other” (which includes Native 
American youth). Despite the higher than average reports of suicidal behavior 
among Hispanic youth, their actual rates of suicides are lower than those of non-
Hispanic White and Native American adolescents, but higher than those of non-
Hispanic Black youth [11].

Latin American culture is, traditionally, very family oriented but it retains firm 
gender divisions that celebrate achievements made by males while at the same time 
relegating women to roles of homemaking. Because these divisions run deep while 
at the same time families play such a strong part in the lives of Hispanics, young 
Latina girls feel guilt by not following their patriarchal demands. Or, if they decide 
to pursue their own ambitions regardless, they will create inner turmoil by following 
their dreams and going against family wishes [18].

In 2019, suicide was the second leading cause of death for Hispanics, ages 15 to 
34 [19]. Suicide attempts for Hispanic girls, grades 9–12, were 30% higher than for 
non-Hispanic white girls in the same age group, in 2019 [19]. The high rates of 
suicidal behavior by teenage Hispanic females reported in large-scale surveys can 
be understood as a cultural phenomenon, a product of specific elements of the his-
tory, tradition, ideology, or social norms of a particular society, and that treatment 
interventions must take family and cultural factors into consideration [20]. A sum-
mary with the % of suicidal ideation among students who attempted suicide in 
grades 9–12 is noted in Table 14.2.

Table 14.2  Suicidal ideation (%) among students who attempted suicide in grades 9–12, 2018

Hispanic Non-Hispanic White Hispanic/Non-Hispanic White Ratio
Men 5.5 6.4 0.9
Women 11.9 9.4 1.3
Total 8.9 7.9 1.1

Source: CDC 2021. High School Youth Risk Behavior Survey Data. [Accessed 04/21/2021]. 
https://nccd.cdc.gov/youthonline
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�Post-partum Depression (PPD)

Post-partum depression (PPD), a major depressive episode that occurs follow-
ing delivery or within the first four weeks after delivery [21], is the leading 
medical complication among new mothers, and affects an estimated 12–19% of 
the general population of new mothers [22]. The prevalence of PPD in Latinas 
in the United States has been estimated at three to four times greater (30–43%) 
than the general population of new mothers [23]. A growing body of research 
suggests that psychosocial stressors are important risk factors for PPD [24]. 
There is evidence in the literature that prolonged exposure to stress is associated 
with hyperactivity of stress response systems, such as the hypothalamic-adre-
nal-pituitary (HPA) axis, which can become dysregulated over time, making it 
difficult for the individual to adapt to later stressors [25]. Dysregulation of the 
HPA axis has been implicated in the development of PPD [26]. However, the 
biological mechanisms by which psychosocial stressors are associated with an 
increased risk of PPD are poorly understood, particularly among immigrant and 
US-born Latinas who experience high rates of complex and long-lasting psy-
chosocial stressors, because they are not well-represented in biomedical research 
and the multifaceted stressors they encounter throughout their life 
have not been examined [27].

While pregnant women everywhere are susceptible to PPD and other mental ill-
nesses, the problem is greatest in developing countries, where WHO estimates that 
20% of mothers experience post-partum depression. Latinas are part of the fastest 
growing minority group in the United States. In 2010, Latinas accounted for 24% of 
all births and immigrant Latinas accounted for 56% of births that year [28]. Despite 
the rapid growth of this population and high fertility rates among US- and foreign-
born Latinas, there is limited information about the mental health of these women 
following delivery.

In a group of 116 Latinx immigrants, the prevalence of significant symptoms 
of PPD was 54.2% for the entire sample of 116 women. Nearly 66% of women 
who screened positive for symptoms of PPD scored above the listed cutoff score 
for suicidal thoughts [29]. PPD is exacerbated by poverty, migration, stress, and 
exposure to violence, according to research compiled by WHO. The organization 
emphasizes the need to integrate maternal mental health with general health 
guidelines, along with educating women about children’s health and reproductive 
health. Latinas experience cultural and contextual contributors for PPD that 
should be assessed simultaneously along with biological factors, such as the HPA 
axis, that are affected by high levels of stress. This study has implications for 
clinical practice. Healthcare providers should routinely assess the presence, prox-
imity, and degree of the contributors discussed here when evaluating immigrant 
and US-born post-partum Latinas for mood disorders. Similarly, health profes-
sionals should consider the potential effects of how a dysregulated HPA stress 
response might impact a woman’s mood. In sum, it is vital that healthcare provid-
ers consider the broad range of cultural, contextual, and biological contributors to 
PPD noted here. [27].
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�Anxiety

The NIMH defines General Anxiety Disorder (GAD) as experiencing “excessive 
anxiety or worry” for most days over a period of 6 months. Other anxiety disorders 
include panic disorder, obsessive-compulsive disorder, social anxiety disorder (or 
social phobia), separation anxiety disorder, and phobia-related disorders (such as 
fear of flying, fear of heights, or fear of specific objects). While 19% of all adults in 
the US report having experienced anxiety disorder in the past year, the percentage 
is much higher for women than for men (23.4% vs. 14.3%).

Symptoms of anxiety disorder include the following: chronic irritability or ner-
vousness, feelings of impending doom or disaster, racing heartbeat, hyperventilat-
ing, sweating, or trembling, weakness or tiredness, inability to concentrate, 
sleeplessness, stomach aches or other digestive problems.

Women are twice as likely as men to be impacted by Generalized Anxiety 
Disorder (GAD). The Anxiety and Depression Association of America (ADAA) 
reports that 6.8 million people in the United States are affected by GAD, although 
only 43% of them are being treated for the disorder. Women are also twice as likely 
as men to be diagnosed with panic disorder (PD), which affects six million US 
adults, and with specific phobias, which impact 19 million adults in the United States.

�Post-traumatic Stress Disorders

Post-traumatic stress disorder (PTSD) is a serious and common mental illness with 
lifetime prevalence rates in the United States ranging from 3.4% to 17.7% [30], 
depending on sampling methods. Women are more likely to experience PTSD, and 
they wait much longer than men after symptoms arise to seek diagnosis and treat-
ment. The Office of Women’s Health at the U.S. Department of Health and Human 
Services reports that women wait an average of 4 years after the onset of PTSD 
symptoms before asking for help. Men, on the other hand, seek assistance an aver-
age of 1 year after PTSD symptoms arise. Sexual violence is the primary source of 
PTSD worldwide. Recovery Across Mental Health states that women have a higher 
rate of developing PTSD after a traumatic event: 20.4% for women, compared to 
8.1% for men. According to the ADAA, 65% of male rape victims and 45.9% of 
women who are victims of rape will develop PTSD as a result [30].

�Substance Abuse

The size of the Latina/Latino population in the United States and projections for its 
growth require that substance abuse researchers and treatment providers pay greater 
attention to the prevalence and treatment of drug and alcohol abuse among this 
group [31].
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In general, Latinas are more likely than Latinos to abstain from using alcohol and 
illicit drugs and Latinas are less likely to drink heavily and become dependent on 
alcohol [9].

Substance abuse prevalence rates for Latinos/Latinas generally mirror those of 
the general US population; however, several indicators of assimilation to US culture 
as well as sociodemographic variables predict substance use and abuse among this 
group. Latinos/Latinas have poorer outcomes in substance abuse treatment pro-
grams. Yet there is little empirical evidence that explains the problems these indi-
viduals experience in treatment, and there are few studies on the use and effectiveness 
of mutual help groups among this population. New developments in the conceptu-
alization and measurement of acculturation will lead to a greater understanding of 
the role of culture in the prevalence and treatment of substance-related problems [9].

Research from [9] provides some potential reasons for a higher rate of substance 
abuse in Hispanic females including a family history of substance abuse, mood and 
anxiety disorders, acculturation issues, unmarried, unemployment, exposure to 
traumatic events, and poverty [9].

�Risk Factors for Mental Health Issues in Women

Studies suggest that the longer a Hispanic woman lives in the United States, the 
higher the risk for depressive symptoms, as there is an increased sense of loss in 
cultural values, norms, and family cohesion [16]. A key study into the social deter-
minants of depression among Hispanic women suggests that when a Hispanic 
woman does not live with her partner, has an educational level of below high school, 
and has a fair or poor health, she has a significantly higher risk of developing depres-
sion [32]. Exposure to violence makes a woman three to four times more likely to 
be affected by depression. Researchers at WHO state that women who were exposed 
to sexual abuse as children, or to a violent partner as an adult, are diagnosed with 
depression at a much higher rate. The research also found that the severity and dura-
tion of the initial sexual or violent exposure impacts the severity of the resulting 
mental illness.

Women disproportionately experience the following risk factors for common 
mental disorders than men: 1) Women earn less than men; Hispanic/Latina/Latinx 
mental health data related to women in US risk factors for women who are full time 
workers earn about one-fourth less than male counterparts in a given year [33]; 2) 
the poverty rate for women aged 18 to 64 is 14.2% compared with 10.5% for men. 
For women aged 65 and older the poverty rate is 10.3%, while the poverty rate for 
men aged 65 and older is 7.0%; 3) victims of violence: About 1 in 3 women have 
experienced sexual violence, physical violence, and/or stalking by an intimate part-
ner in their lifetime [34]; 4) an estimated 65% of caregivers are women. Female 
caregivers may spend as much as 50% Hispanic/Latina/Latinx mental health data 
related to women in US risk factors for more time providing care than male care-
givers [7].
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�Insights for Clinicians

The presence of psychosocial stressors in many women’s lives and its connection to 
depression and anxiety disorders warrants further research and evaluation for ade-
quate social and financial supports. Follow up with proposed solutions when needed. 
Consider working with women in a collaborative care model, working together with 
a patient’s primary care provider, and ancillary providers to deliver more holistic, 
comprehensive care. Be aware of biases that may come into play in the care of 
female patients, especially when there are symptoms with unique presentations.

Culture affected aspects of all the above themes, with birthplace sometimes mod-
ifying these effects. Regarding the physician–patient relationship, for instance, 
many women placed a high value on a caring social interaction whether they were 
born inside or outside the United States. Even so, birthplace (i.e., US born vs for-
eign born) seemed to influence some women’s attitudes and preferences. Studies 
suggested that women who grew up in the United States differed from those born 
outside the United States in their emphases on aspects of the patient–physician rela-
tionship and communication. Some women born in the United States gave the 
impression that they regarded their doctor’s role more as that of a paid professional, 
even though they still wished for a relationship characterized by warmth and com-
passion [35]. Women born outside the United States, however, tended to trust the 
doctor’s medical training and automatically respect him or her as the authority in 
charge of their and their families’ health. What they most desired from the relation-
ship was the physician’s ability to empathize with and understand them.

�Conclusion and Future Needs

Hispanic/Latina/Latinx women, like other women have different needs for mental 
health services throughout their life. To respond to these needs it is necessary that 
during the training period of health professional’s mental health as it relates to gen-
der be included as a relevant aspect of their academic formation. With respect to the 
evaluation of health problems in women, several variables have been considered 
and emphasis has been placed on several psychosocial conditions that are common 
to most of Hispanic/Latinx. It is necessary to educate women, since the lack of edu-
cation and poverty associated with cultural misconceptions maintains their poor life 
conditions, which in tum become psychosocial risk factors for mental disorders. Job 
conditions for Hispanic/Latinx women must improve, with access to social protec-
tion. Health services for women must integrate the mental health component in 
reproductive health services.
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