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    Chapter 1   
 Integrated Care: A Potential Solution 
to Behavioral Health Disparities 
Among Latinos                     

     Lorraine     T.     Benuto       and     William       O’Donohue    

          Introduction: A Potential Solution to Behavioral Health 
Disparities Among Latinos 

    Latinos in the United States 

 Latinos constitute the largest minority group in the United States making up 
 approximately 16 % of the total US population (U.S. Census Bureau,  2010 ).  The 
Center for Disease Control defi nes Latinos   and Hispanics as peoples of “Cuban, 
Mexican, Puerto Rican, South or Central American, or other Spanish culture or 
origin, regardless of race.” In addition to nationality, there is substantial heterogene-
ity among Latinos with regard to  immigrant status  , English-language fl uency, and 
acculturation, socioeconomic level, among other factors. 

 In the United States, persons of  Mexican origin   comprise the largest proportion 
of Latinos (almost two-thirds), with the remaining third distributed primarily among 
persons of Puerto Rican, Cuban, and Central American origin (U.S. Census Bureau, 
 2010 ). With regard to immigrant status, of the 55 million people in 2014 who identi-
fi ed themselves as of Hispanic or Latino origin, 35 % (19.4 million) were recent 
immigrants (U.S. Census Bureau,  2010 ). This constitutes about 6 % of the total US 
population. The other two-thirds of Latinos (64 %) living in the United Sates were 
born in the U.S. (Zong & Batalova,  2016 ). Given the high number of Latino immi-
grants in the United States, it is not surprising that a large portion of Latinos aren’t 
fl uent in English. Approximately 78 % of Latinos aged 5 and older speak Spanish as 
their primary language in the home (Weil,  2010 ), and less than half of Latino 
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 immigrants residing in the United States have  even  limited  English-language 
 profi ciency   (Patten,  2012 ). In addition to the above, acculturation level is also a 
relevant factor that contributes to the heterogeneity of the Latino population in the 
United States.  

     Contemporary Issues   in the Latino Community 

 Benuto ( 2017 ) summarized the contemporary issues that Latinos face. These include 
issues related to cultural self-identifi cation, acculturation level, immigration status, 
discrimination, English-language profi ciency, and poverty. With regard to cultural 
self-identifi cation and acculturation, ethnic identity can be a key component of psy-
chosocial development and it may serve as a resource for people who experience 
discrimination or inequitable treatment (Brittian, Umaña-Taylor, & Derlan,  2013 ) 
and self-identity is relevant to acculturation. Acculturation is characterized by adap-
tation to the host culture, maintenance of the cultural practices and values of coulter 
or origin, or a combination of both (Berry,  2005 ). Latinos and other ethnic minority 
groups may experience a phenomenon known as acculturative stress, which is a 
stress reaction to the life events that are related to the acculturation process (Berry, 
 2005 ). Prevalence of mental health conditions also have been noted to be related to 
acculturation level. Specifi cally Latinos who were born in the United States have 
higher rates of mental health disorders (Alegría et al.,  2008 ) and because accultura-
tion may result in added stressors or maladaptive coping and a loss of indigenous 
protective factors (Alamilla, Kim, & Lam,  2010 ), it has been suggested that the 
acculturation process and acculturative stress may play a role in the development 
and/or maintenance of mental health conditions. This needs to be studied more. 

 Arguably the biggest issue that Latinos face is related to immigration status 
(Benuto,  2017 ). There are over fi ve million undocumented Latinos in the United 
States (Krogstad & Passel,  2015 ) and undocumented Latinos have a diverse range 
of experiences with regard to how they arrived in United States, how their immigra-
tion status impacts their day-to-day lives, and how their immigration status affects 
their overall functioning in the United States. Indeed, Latinos may have suffered 
when crossing of the border and likely had to leave key family members behind. 
Moreover, working as an undocumented immigrant can be dangerous and demoral-
izing experience as undocumented workers may be subject to abuse and exposure to 
occupational hazards because of their undocumented status (Arellano-Morales, 
Liang, Ruiz, & Rios-Oropeza et al.  2016 ). Documented  Latinos   may also face issues 
including worries and concerns about their undocumented parents as well as racism 
and discrimination. Indeed, regardless of legal status, the chronic experience of rac-
ism is a risk factor in the development for depression, isolation, and psychological 
distress (Arellano-Morales et al.,  2016 ). 

 Lack of English-language profi ciency can also pose a signifi cant problem for 
Latinos. Because less than half of Latino immigrants residing in the United States 
have  even  limited English-language profi ciency (Patten,  2012 ), many Latinos face 
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language barriers that make it challenging for Latinos to access healthcare, impacts 
their ability to be employed, and can impact how others perceive and treat them 
(Benuto,  2017 ). Finally, Latinos are disproportionately impacted by poverty and 
have lower household income than Whites in this country (Feeding America,  n.d. ). 
This indicates that Latinos may live in substandard housing, have inadequate nutri-
tion, live in unsafe neighborhoods, and attend under-resourced schools (American 
Psychological Association,  2016 ). There is also extensive documentation that 
Latinos experience barriers to accessing healthcare and the majority of these barri-
ers are related to socioeconomic status (Benuto & Leany,  2011 ). However, because 
there is so much heterogeneity in the broad classifi cation of “Latinos” it is also 
important to say that none of the above may be true: Latinos also comprise middle- 
and upper-class socioeconomic strata and enjoy all the benefi ts associated with this.  

    The Behavioral Health of Latinos 

 With regard to prevalence rates of mental health disorders among Latinos, in the 
most  comprehensive study   of  Hispanics/Latinos   of different national backgrounds 
conducted to date (the HCHS/SOL), the prevalence of depression among Latinos 
was found to 27 % and while the authors did look at anxiety they did not provide 
an actual prevalence rate but indicated that the rates were similar for anxiety 
(Wassertheil-Smoller et al.,  2014 ). While this is not higher than what is seen with 
non-Latinos, this does suggest that, similarly, a large number of Latinos experience 
 depression and anxiety  . This study also found that factors such as US-born status 
was related to prevalence rate with US-born Latinos having higher rates of depres-
sion and anxiety than foreign-born Latinos and this highlights some of the intrica-
cies that can be seen with this group. In fact, across the board US-born Latinos 
experience higher rates of depression, anxiety disorders, and substance use disor-
ders (Alegría et al.,  2008 ). Alegria and colleagues have also noted that lifetime 
prevalence rates of mental health disorders vary by country of origin with Puerto 
Ricans experiencing the highest lifetime disorder rate (37.4 %), followed by 
Mexicans (29.5 %), Cubans (28.2 %) and other Latinos (27 %).  

    Challenges in Accessing Behavioral Health Services 

 Latinos experience a number of  barriers   to accessing behavioral health care, many 
of which are related to socioeconomic status. Benuto and Leany ( 2011 ) have sum-
marized these as consisting of lack of transportation, long waits, infl exible hours, 
distance between the home and treatment location, lack of health insurance, cost, 
language, and stigma surrounding the use of mental health disorders. The bulk of 
the literature on addressing the needs of Latinos is focused on the application of 
culturally adapted service delivery. 

1 Integrated Care: A Potential Solution to Behavioral Health…
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 Over the last several decades, two  parallel movements   have been at play in the 
fi eld of clinical psychology: the movement toward the use of evidence-based inter-
ventions and the cultural sensitivity movement. Indeed, the fi eld of clinical 
psycho logy is currently oriented towards evidence-based practice (e.g., Chambless 
& Ollendick,  2001 ) and increasingly clients are delivered empirically supported 
treatments (ESTs: Chambless & Ollendick,  2001 ). Benuto and O’Donohue ( 2015 ) 
discussed how the focus on ESTs is consistent with the Affordable Care Act, which 
emphasizes effi cient, effective health care interventions in an attempt to improve 
safety, costs, and outcomes (Wendel, O’Donohue, & Serratt,  2013 ). With regard to 
the push towards the provision of culturally sensitive services, the extent to which 
ESTs generalize to ethnic minority clients has been questioned. Specifi cally some 
have alleged that ethnic minorities are underrepresented in the original outcome 
research (Bernal & Scharró-del-Río,  2001 ), the majority culture values and 
assumptions are exclusively represented in these therapies (Benish, Quintana, & 
Wampold,  2011 ), and the dependent measures used to assess the outcomes of these 
therapies were not validated on ethnic minority clients (Cardemil,  2010 ). 

 Given these two parallel movements, Benuto and O’Donohue ( 2015 ) reviewed 
the literature to determine what  “culturally sensitive” interventions   (whereby 
 “culturally sensitive” was defi ned as any study that included a specifi c focus on the 
cultural group of interest) could be considered well-established, benefi cial treat-
ments for use with Latinos. They noted that while there are several hundred publica-
tions on the general issues related to Latinos and cultural sensitivity, there were only 
12 peer-reviewed articles that evaluated empirically supported treatments for the 
mental health disorders most commonly diagnosed among this population. Benuto 
and O’Donohue noted that these 12 studies had signifi cant methodological limita-
tions and few employed the “gold standard” designs associated with randomized 
clinical trials. From this review Benuto and O’Donohue concluded that there is evi-
dence that Latinos may be effectively treated using conventional cognitive behav-
ioral therapy (perhaps translated into Spanish) and that there is little evidence that 
cultural adaptations result in consistently improved effect sizes. In addition, they 
noted that the cultural adaptation process was quite variable with different assump-
tions and assertions across studies regarding what constituted Latino culture. Thus 
while the majority of the literature has focused on the delivery of culturally sensitiv-
ity interventions, there is little empirical support to suggest that such an approach is 
necessary. However, the  barriers   to behavioral health services that Latinos experi-
ence are substantial and well documented. Thus, it is necessary that a means to 
address these barriers be established. One possible solution is integrated care.  

    Integrated Care as a Potential Solution for Latinos 

 Integrated care is a mechanism of delivering care that attempts to make  service deliv-
ery   more effi cient, effective, and client-centered. The basic idea is to collocate and 
coordinate behavioral health care in a medical setting, particularly primary care. 
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This allows  “one stop” care   where both the physical health needs and behavioral 
health needs can be identifi ed and treated. Part of the rationale for this is that patients’ 
bodies and minds are interconnected and as such cannot be cleanly parsed and treated 
in two distinct and usually uncoordinated treatment centers. For example, diabetes 
often has behavioral health components such as comorbid depression, treatment 
compliance issues, and lifestyle change issues. A coordinated team of medical and 
behavioral health providers in one treatment center can provide more effi cient and 
effective care than siloed specialty care. In addition, the goals of primary care are not 
to miss  behavioral health problems   sand create medical errors in the medical setting 
as well as to provide prevention services. Interestingly the goals of integrated care 
match nicely to the needs of Latinos. 

 Integrated care fi ts with the needs of Latinos in several ways. First, integrated 
care is more comprehensive. Specifi cally, integrated care offers a comprehensive 
and team-based approach to care so that the patient can have both physical and 
behavioral healthcare needs met in a single location. It is well documented that 
Latinos have  high-comorbidity   between mental health disorders and physical condi-
tions (Sin,  2012 ). For example, comorbid depression and anxiety and heart disease 
among Latinos it is well documented in the literature (Wassertheil-Smoller et al., 
 2014 ). Given the high  comorbidity   that Latinos experience, providing comprehen-
sive care in a single location is ideal. Moreover, given the barriers to care that 
Latinos experience, proving care in a single location can help alleviate some of the 
challenges Latinos experience in terms of physically accessing care. 

 Second, integrated care is  patient-centered  . Patient-centered care places the 
patient and their families as core members of the care team and actively involves 
them in treatment planning. Latino culture tends to be focused on the nuclear and 
extended family (Smith,  2000 ) so including families as members of the treatment 
team is consistent with Latino cultural values. Third, integrated care is coordinated 
across the healthcare system. Given the barriers that Latinos face in accessing care, 
having care coordinated is critical to removing the barriers that Latinos face in 
accessing treatment. Lastly, integrated care is accessible. For example in patient- 
centered medical homes care settings there are enhanced in-person hours so that 
patients have access to more hours of service. Because issues of access are one of 
the most pressing issues that Latinos face, fl exibility is key.  

    The  Unmet Research Agenda   

 There is an evidential burden that must be met both with respect to integrated care 
in general and integrated care with Latino populations. Integrated care delivery 
models must be evaluated to see to what extent they actually represent a solution to 
problems encountered by Latinos. The promise of integrated care is just that: a 
promise and this delivery model must be evaluated in each setting in which it is 
implemented to actually determine the extent to which this promise is met. 

1 Integrated Care: A Potential Solution to Behavioral Health…
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 There are reasons to be only cautiously optimistic. Integrated care does not solve 
the workforce problem in behavioral health but may in fact exacerbate it (O’Donohue 
& Maragakis,  2016 ).  There   are still too few behavioral health professionals with 
skills in integrated care service delivery and fewer who have these skills and can 
deliver services in Spanish. This is a key problem in workforce development that 
there is too little work is done either in a strategic vision or in practical implementa-
tion. Also there is the question raised earlier of what cultural adaptations for what 
problems for what kind of patients need to be developed and evaluated. There is too 
little research addressing this question for Latinos in the integrated care service 
model. Of course this question is made more complex by the diverse number of 
cultural minorities that may present in integrated care. The same lack of evidence is 
found in screens and other assessment devices for Latinos in integrated care. 
Similarly, as one of the goals of integrated care is prevention, more prevention 
research is needed with Latinos in integrated care. 

 The major problem is that for some integrated care is seen by some as such a 
“good idea” (as compared to fractionated care)—that too little concern has been 
placed on the question of demonstrated quality in integrated care. Too many inte-
grated care service delivery settings for any populations hire professionals untrained 
in integrated care, do not clearly and properly defi ne clinical and operational path-
ways; do not train medical personnel to work as part of an integrated care team, do 
not train support staff, do not use appropriate screens, do not utilize psychometri-
cally proper follow up assessment, do not use evidence based treatments, do not use 
a step care approach, do not properly treat the full range of behavior health prob-
lems, do not properly coordinate interventions with the medical teams, do not 
deliver prevention when called for, miss intervening with important problems like 
smoking and obesity, do not have the behavioral health provider suffi ciently produc-
tive, do not show cost reductions, and do not utilize quality improvement proce-
dures to measure and improve key aspects of the integrative efforts. These are many 
of the problems that also can be found in specialty care in traditional mental health. 
It is unfortunate and will limit or doom the integrated care movement if the same or 
similar weaknesses found in traditional mental health also fi nd a place in “new” 
integrated care settings (see O’Donohue & Maragakis,  2016  for an extended treat-
ment of quality improvement tools in integrated care). Thus, we recommend highly 
that any integrated care program oriented toward Latinos orient toward these qual-
ity issues and not just assume that because the label of “integrated care” is being 
applied that the program is good. 

 It is useful to  evaluate   any program on several quality improvement indices 
including these 14:

    1.    Patient satisfaction   
   2.    Physician satisfaction   
   3.    Clinical improvement   
   4.    Use of integrated care interventions vs. Specialty care   
   5.    Medical cost offset   
   6.    Kinds of problems addressed   
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   7.    Use of evidence based assessments and interventions   
   8.    Proper use of behavioral health screens   
   9.    Productivity of behavioral health staff   
   10.    Appropriate documentation   
   11.    Prevention   
   12.    Appropriate referrals   
   13.    Comprehensive care   
   14.    Coordination of care    

  We recommend a quarterly quality improvement report where each of these dimen-
sions is measured and strategies are used to make continual improvements in these.   

    Summary and Organization of the Book 

 In sum, integrated care is perfectly positioned to solve many of the issues that 
Latinos face with regard to behavioral health care. There is some limited research 
on using integrated care with this population---Bridges and colleagues ( 2014 ) found 
that both non-Latino whites and Latinos had comparable  utilization rates   and com-
parable and clinically signifi cant improvements in symptoms when they accessed 
integrated care. Latinos also expressed high satisfaction with integrated behavioral 
services. These data provide preliminary evidence suggesting that the integration of 
behavioral health services into primary care clinics may help reduce mental health 
disparities for Latinos. 

 While the fi eld is shifting rapidly towards an integrated care model, discussions 
on  cultural factors   and how they interplay with integrated care are largely lacking. 
This book attempts to fi ll this gap and provides practical and easy to use solutions 
to the issues that the behavioral health care specialist is likely to encounter when 
working with Latinos in a primary care setting. The health disparities among Latinos 
are vast and this text provides culturally relevant recommendations that could ulti-
mately lead to a reduction in these disparities. 

 The book is organized so that there are several chapters dedicated to a discussion 
on working with Latinos who might present with variable circumstances (i.e., immi-
grants have characteristics and experiences that are fairly distinct from non- 
immigrants, Cubans and Puerto Ricans both have distinct histories given the 
relationship with the United States and Cuba and Puerto Rico—thus there are spe-
cifi c chapters on these special populations). Because there are fi nancial elements to 
healthcare, there is a specialty chapter on community health centers and payment for 
integrated care. Similarly given recent legislation that has changed the health care 
system, we also included a chapter on health policy. Finally, there are chapters that 
focus on the major mental health conditions that are likely to present in an integrated 
care setting (including presentations such as chronic disease that have important 
behavioral health implications). Each of these chapters includes recommendations 
for screening instruments that can be administered to this population in an integrated 
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care setting; how the issue in question (e.g., depression, chronic disease) might 
 present in an integrated care setting; what transpires are the hallway hand-off occurs 
(i.e., in a primary care setting or patient-centered medical home) and the person is 
placed in the care of the behavioral healthcare specialist; stepped-care options for the 
behavioral healthcare specialist; how cultural considerations can be made and applied 
to evidence-based interventions in an integrated care setting; and how behavioral 
health care specialists can work in concert with medical professionals to improve the 
health of Latinos in this country.     
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    Chapter 2   
 Integrated Health Care for Latino Immigrants 
and Refugees: What Do They Need?                     

     Deirdre     Lanesskog       and     Lissette     M.     Piedra     

          Introduction 

 The idea that health care providers should consider both the health and mental 
health needs of patients and provide treatment based on an integration of the two 
is hardly new or novel.  Practitioners and scholars   have frequently underscored 
how such an approach would particularly benefi t low income and minority cli-
ents who frequently turn to health care providers with mental health needs 
(Sanchez, Chapa, Ybara, & Martinez,  2012 ). However, the growth of integrated 
services and the diversity of ways such services can be implemented have created 
a need for a conversation about best practices. Two tensions frame this discus-
sion. On the one hand, the rising  health care   costs require an effi cient delivery 
system and integrated services can expedite that mandate. On the other hand, 
institutional effi cacy does not necessarily translate into better service provision 
for patients, especially those with unique service needs. This chapter explores 
what immigrants and refugees need in terms of integrated health care. We begin 
this discussion with a look at the diversity of integrated health care services and 
the normal tension of  crafting service delivery   in a way that balances patients’ 
needs for time, attention, and individualized care and providers’ needs for expe-
dience and effi ciency.  
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    What Are Integrated Settings? 

 Immigrants and refugees frequently turn to  primary caregivers   for their mental 
health needs (White, Solid, Hodges, & Boehm,  2014 ). Yet, primary care physicians 
may be unfamiliar with the relationships between migrants’ physical symptoms and 
underlying mental health problems related to migration. Thus, the integration of 
mental health and health care services holds particular relevance for these vulnera-
ble groups. However, what is meant by integrated health varies and therefore, merits 
a brief discussion. 

 The Hogg Foundation for Mental Health defi nes integrated health care as the 
“systematic coordination of physical and mental health care” ( 2008 , p. 7). Such a 
defi nition has multiple interpretations, as the   coordination  of services   can be quite 
different from the  integration  of services. For example, services may be coordinated 
across locations, professions, and providers, or services and providers may be co- 
located within the same space. However, the integration of health and mental health 
care includes more than just coordinating or co-locating services, it encompasses 
the complete integration of treatment so that patients experience seamless, holistic, 
patient-centered care provided by a multidisciplinary team (Alvarez, Marroquin, 
Sandoval, & Carlson,  2014 ; Blount,  2003 ; World Health Organization,  2008 ).  The 
World Health Organization   ( 2008 ) offers a broader defi nition of integrated health 
care services that focuses on the “right care” in the “right place,” or more specifi -
cally, “the organization and management of health services so that people get the 
care they need, when they need it, in ways that are user-friendly, achieve the desired 
results and provide value for money” (p. 1). 

 Although integrated care is often touted for its potential to improve services for 
patients, a variety of other  stakeholders   are impacted by its use. Managed health 
care organizations, public and private insurers and institutions, practitioners across 
professions, and patient advocates bring distinct and sometimes competing priori-
ties to these efforts (Blount,  2003 ). In addition to improving patient outcomes, 
stakeholders’ goals likely include some combination of effi ciency, cost- containment, 
provider and patient satisfaction, equity, effi cacy, and sustainability. Thus, the ways 
and extent to which services are integrated can vary accordingly in response. For 
example, integrated delivery organizations—large networks that provide a highly 
coordinated continuum of care—may improve patient access to care and  streamline 
processes   and costs for providers. However, these systems do not necessarily pro-
duce integrated care (Blount,  2003 ), in which treatment is holistic, is sensitive to 
patient preferences, and includes one comprehensive treatment plan developed and 
attended to by a team of professionals who share responsibility for the patient 
(Singer et al.,  2011 ). These tensions between the needs of patients and the needs of 
institutions shape the ways integrated care is approached and introduced. 

 Integrated care is touted as having the potential to improve access to care (World 
Health Organization,  2008 ), especially for ethnic, racial, and linguistic minority 
populations more likely to seek  mental health care   via a primary care physician 
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(Sanchez et al.,  2012 ). Alvarez and colleagues ( 2014 ) point out that while IHC 
increases access to mental health services, not much is known about its effective-
ness with racial and ethnic groups. Along with other scholars, they underscore the 
need for cultural-specifi c strategies to improve minority health outcomes (Bao 
et al.,  2011 ). This chapter focuses on the potential for integrated care of to meet the 
unique health and mental health needs of immigrant and refugee clients.  

    What Do Immigrants and Refugees Need? 

 The health and mental health needs of immigrants differ from those of the general 
population. Immigrants and refugees often arrive with better  physical and mental 
health   than their non-immigrant peers (Okie,  2007 ). Over time, diffi cult  migratory 
experiences   and the subsequent stress of adapting to a new country generate rates of 
health and mental health problems that approach those found in the general public 
(Kirmayer et al.,  2011 ). Exposure to violence, loss of family and social supports, 
economic uncertainty, and acculturation stress due to changes in gender roles and 
intergenerational confl ict all contribute to increased prevalence of post-migration 
health and mental health problems (Kirmayer et al.,  2011 ; Okie,  2007 ; White et al., 
 2014 ). Yet, immigrants and refugees tend to avoid the  health care system   in general. 
When they do seek treatment, they are likely to encounter a constellation of barriers 
to access and appropriate care. 

  Linguistic and cultural barriers   to service access are perhaps the most widely 
recognized hurdles immigrants and refugees confront when seeking care. Attempts 
to address these types of barriers have focused on worker practices and institutional 
policies that facilitate professional behavior and communication across cultures 
(Alvarez et al.,  2014 ). However, other obstacles exist; poverty and low levels of 
literacy limit access to institutional structures and processes designed for literate 
and self-suffi cient consumers.  Eligibility restrictions   for public safety net programs, 
including Medicaid, relegate immigrants to a loosely connected network of free 
clinics, public health agencies, and emergency rooms (Frank, Liebman, Ryder, 
Weir, & Arcury,  2013 ). Furthermore, immigrants and refugees must navigate these 
barriers within a hostile political context and across a range of different landscapes; 
from the large, urban centers with established immigrant communities to the smaller 
cities, suburbs, and rural areas in which immigrants and refugees are relative new-
comers (Gresenz, Derose, Ruder, & Escarce,  2012 ). Thus, for immigrants and refu-
gees, gaining entrée to appropriate services frequently requires the aid of workers 
who understand these barriers, have the skills and knowledge needed to overcome 
them, and who also possess empathy and the will to act on behalf of clients in 
 systems of care not designed to meet their unique needs (Lanesskog, Piedra, & 
Maldonado,  2015 ). 
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    Attending to Linguistic and Cultural Barriers 

 Federal laws mandating language assistance for clients with  limited English pro-
fi ciency (LEP)   recognize the importance of a minimum level of communication 
between provider and client in health and mental health services. Although these 
laws are unevenly enforced and are often addressed using unreliable and  ad hoc 
methods   of interpretation (Partida,  2007 ; Portes, Fernandez-Kelly, & Light,  2012 ), 
they are intended to improve communication, and therefore the quality of care, 
between immigrant clients and their providers. However, the mere interpretation of 
words, either by a bilingual practitioner or by an in-person or over the phone inter-
preter, does not guarantee understanding. Among bilingual professional staff, the 
lack of standardized assessments of fl uency contributes to self-assessments and pre-
sumptions of language skills rather than objective evaluation of ability (Engstrom, 
Piedra, & Min,  2009 ; Piedra, Andrade, & Larrison,  2011 ). Similar  competency 
issues  , as well as ethical concerns, surround the use of ad-hoc interpreters (e.g. jani-
torial and clerical staff, friends and family members), who are frequently used in 
smaller facilities lacking bilingual staff and access to telephone interpreter services. 
Even the use of telephone interpreters can be problematic, as telephone discussions 
miss the important cues delivered by body language and facial expression (Portes 
et al.,  2012 ). These communicative challenges can lead to negative interactions 
between clients who are sometimes viewed as unwilling or unable to follow instruc-
tions, and providers who may be viewed as rude or impatient (Liebert & Ameringer, 
 2013 ; Portes, Light, & Fernandez-Kelly,  2009 ). Particularly  in mental health   
 diagnosis and treatment, although also in other health services, the use of trained, 
in- person, interpreters can improve outcomes and reduce disparities by facilitating 
patient trust and disclosure (Kirmayer et al.,  2011 ). 

 Overcoming linguistic and cultural barriers requires workers who can under-
stand clients’ words, but also the ways life experiences, attitudes, and traditions 
impact the meanings behind those words (Gregg & Saha,  2007 ; Imberti,  2007 ; Sue 
et al.,  1982 ). Even within  ethnic and racial groups  , immigrants may share aspects of 
culture and language, but their countries of origin, community and familial relation-
ships, and migratory experiences vary greatly. These differences in  background and 
experience   shape worldviews, and generate distinct cultural conceptions of health 
and mental health care. For example, among many Latinos, mental health problems 
are often viewed as routine life experiences, to be countered by supportive family 
relationships, rather than by  professional treatment   (Ruiz, Aguirre, & Mitschke, 
 2013 ). Similarly, among many ethnic groups, folk remedies and traditional healers 
are important sources of care and treatment (Kirmayer et al.,  2011 ; Portes et al., 
 2009 ,  2012 ) as are unlicensed, but trained medical providers who often share the 
patient’s ethnicity, language, or country of origin, but who have not met U.S. licens-
ing requirements (Portes et al.,  2012 ). Reliance on alternative care providers and 
treatments highlights the importance of trust and familiarity to immigrants seeking 
care, but also likely stems from unfamiliarity with and lack of access to American 
systems of care, which were not developed with immigrants in mind (Engstrom & 
Okamura,  2007 ; Jones-Correa,  2008 ).  

D. Lanesskog and L.M. Piedra



15

    Addressing Systemic and Institutional Barriers 

 American health and mental health systems presume that prospective clients pos-
sess a basic understanding of how institutions operate and possess the skills and 
resources to advocate for their own care (Engstrom & Okamura,  2007 ). Institutions 
take for granted that clients know where to go to fi nd health and mental health ser-
vices (Portes et al.,  2012 ) and that they have the  transportation and fl exible work   
schedules required to access services during business hours (Liebert & Ameringer, 
 2013 ; Portes et al.,  2009 ; Ruiz et al.,  2013 ). Clients are expected to know how to 
navigate agency websites, appointment scheduling systems, waiting lists, and refer-
ral protocols (Engstrom & Okamura,  2007 ). Once they have gained initial access, 
immigrant and refugee clients are sometimes compelled to complete  intake proce-
dures  , including complex forms and medical histories, in English (Liebert & 
Ameringer,  2013 ). Yet, immigrants and refugees often need help with all of these 
processes, let alone with fi guring out how to pay for services. 

 These systems also presume that clients are covered by public or private health 
insurance, or have the ability to pay for services outright.  Federal resettlement pro-
grams   typically provide refugees with Medicaid coverage and time-limited fi nan-
cial support. Employers usually provide highly skilled, professional immigrants 
with private health insurance. However, for other immigrants, who are unlikely to 
have private health insurance, eligibility for Medicaid is limited and is tied to resi-
dency status.  Legal immigrants   are eligible for these programs only after residing in 
the U.S. for 5 years (Okie,  2007 ). Undocumented immigrants are barred from such 
programs almost entirely (Portes et al.,  2012 ). As a result, low-skilled and undocu-
mented immigrants are often underinsured or uninsured, with very limited ability to 
pay out of pocket (Portes et al.,  2012 ). In fact, half of all Hispanic immigrants and 
60 % of undocumented Hispanic immigrants in the U.S. have no health insurance 
(Brown & Patten,  2014 ; Livingston,  2009 ). The inability to pay for care severely 
constrains service options for immigrant clients. Further, the fear of generating 
 life- altering medical bills often drives poor immigrants to delay seeking care 
until a crisis (Liebert & Ameringer,  2013 ), or to use free clinics, many of which 
require proof of income and residency (Liebert & Ameringer,  2013 ; Portes et al., 
 2009 ,  2012 ). 

 For immigrants who lack  health insurance   and the ability to pay out-of-pocket 
for care, even getting from the waiting room into the provider’s offi ce can be chal-
lenging. Many immigrants report receiving high-quality, compassionate care from 
dedicated providers. However, they must fi rst get past front-desk staff who serve as 
gatekeepers: protecting the institution from fi nancial concerns and protecting pro-
fessional staff from the economic and ethical realities of providing indigent care 
(Portes et al.,  2009 ,  2012 ). Doctors, nurses, and other health professionals are 
 obligated by professional standards to care for the immigrant patients who reach 
their exam rooms. Yet,  front-desk staff   have no corresponding obligation to help 
immigrant clients fi ll out forms in English, to schedule appointments around 
work schedules, or to fi nd ways around providing a social security number, proof of 
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residency, or payment for services. These administrative workers play considerable 
roles in determining which clients are served and which are turned away, and yet 
their impact on service access receives limited attention. 

 Recent health care reforms, including the  Affordable Care Act  , have improved 
access and affordability in health and mental health care for millions of low-income 
Americans. Still, these reforms provide little remedy for immigrants, whose lack of 
insurance and inability to pay for services often relegates them to a “parallel” sys-
tem of care comprised of  Community and Migrant Health Centers (C/MHCs)  , 
 Federally Qualifi ed Health Centers (FQHCs)  , public health departments, pro-bono 
providers, and emergency rooms (Frank et al.,  2013 ). For example, immigrants can 
often rely upon free clinic and public health agency programs for cancer screening 
and detection, as well as for reproductive health care. However, once cancer is 
detected, immigrant patients fi nd they have few options as these agencies rarely 
provide specialty care. Emergency rooms are required to treat life-threatening ill-
nesses, but only when the patient’s life is in immediate danger. Therefore, this 
loosely connected health safety net, which operates alongside and sometimes in 
tandem with mainstream private and  nonprofi t provider   networks, addresses some 
gaps in health and mental health care for low-income residents. However, it does not 
approach the level of specialty care and coordination of services one might receive 
from the type of private or nonprofi t networks used by the majority of Americans 
(Portes et al.,  2012 ).  

    Overcoming Contextual Barriers 

 The perception of immigrants residing in centuries-old ethnic enclaves in America’s 
largest cities belies the fact that immigrants are increasingly spread throughout the 
nation. They reside in cities, suburbs, and small towns of both traditional and new 
immigrant destinations—places only recently settled by  immigrants   (Lichter & 
Johnson,  2006 ,  2009 ; Suro, Wilson, & Singer,  2011 ). As they settle in different 
communities, immigrants and refugees fi nd themselves immersed in a variety of 
different contexts. They elicit a range of reactions from established residents who 
may be unaccustomed to neighbors who look, speak, and act differently. They also 
encounter variations in  political environments   across states and localities; some 
places tolerate or even actively welcome newcomers, while others remain markedly 
hostile to their arrival. For immigrants and refugees, these variations in place trans-
late into different experiences in employment and quality of life, attitudes and 
reception, eligibility for social welfare programs, support from ethnic communities, 
interactions with law enforcement, and access to human services. These contextual 
variations impact the extent to which immigrant and refugee clients are willing to 
seek out and are able to fi nd appropriate health and mental health services. 

 Regardless of the state in which they reside,  immigrants   have limited access to 
the federal safety net programs designed to aid the poor (e.g. Medicaid, Foodstamps, 
cash assistance). Yet, states and localities possess considerable discretion in 
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 administering these programs, in determining eligibility (Perreira et al.,  2012 ), and 
in taking measures to either fi ll gaps in service delivery or to heighten barriers to 
service access for immigrants (Portes et al.,  2012 ). One third of states offer medical 
insurance to residents regardless of immigration status (Derose, Bahney, Lurie, & 
Escarce,  2009 ). Other states and localities have developed creative funding initia-
tives to bolster health services for underserved groups, including immigrants. For 
example,  Miami-Dade County (FL)   instituted a half-cent sales tax to fund indigent 
care, much of which serves immigrants. Conversely, San Diego County (CA) enacted 
restrictive measures to curtail immigrant access to all public services, including 
health and mental health care, leading some practitioners to refer their  immigrant 
clients   to providers in Mexico (Portes et al.,  2012 ). In order to effectively serve 
immigrant clients, workers must understand these complex rules and must carefully 
inquire about the citizenship status of all family members to accurately assess eligi-
bility, especially in families whose members have mixed citizenship status. 

 In large cities with centuries-old immigrant communities—places like New York 
City, Chicago, or Los Angeles—recently arriving immigrants can rely upon the sup-
port of co-ethnic communities. In these ethnic enclaves, immigrants are often sur-
rounded by established  multigenerational families   whose members empathize with 
the challenges of adapting to a new environment and can guide newcomers to local 
service providers who speak their language, understand their culture, and can help 
navigate eligibility and cost concerns. However, in new destination cities, and espe-
cially in the suburbs of both new and traditional destinations, immigrants are 
less likely to encounter such entrenched  co-ethnic communities   and coordinated 
networks of immigrant service providers (Roth, Golzales, & Lesniewski,  2015 ). 
Although suburban communities typically enjoy greater resources than their urban 
or rural counterparts, the development and funding of suburban safety nets for 
immigrants have not kept pace with the needs and growth of  suburban immigrant 
populations  . 

 In small-town and rural new destinations, immigrants trade the amenities of 
more  cosmopolitan cities   and suburbs for low-skill work and a lower cost of living. 
These jobs, in agriculture, manufacturing, and food processing, typically do not 
include health insurance and draw a disproportionate number of undocumented 
immigrants (Passel & Cohn,  2009 ) who are largely ineligible for welfare programs. 
The lower cost of living in rural areas is countered by the presence of fragile human 
service systems, characterized by fewer institutions with limited resources and little 
experience serving linguistically and culturally diverse clients (Suro et al.,  2011 ). 
Further, these communities often lack the  bilingual and bicultural professionals   
needed to provide culturally and linguistically competent care and to negotiate ten-
sions between new and established residents. As a result, immigrants report greater 
social isolation, fear (Harari, Davis, & Heisler,  2008 ), and exclusion in new  destina-
tions   (Jiménez,  2010 ), as well as more emergency room usage, hospitalization, and 
medical expenses than their traditional destination peers (Gresenz et al.,  2012 ). 

 For  immigrants and refugees  , the bureaucratic and fi nancial challenges of access-
ing care are often confounded by migratory histories that generate trauma and 
fear. Refugees are especially likely to have experienced trauma from war, forced 
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migration, and various types of violence infl icted on themselves and their family 
members. Yet, their  traumatic experiences   are not likely to be investigated or 
addressed by the primary care physicians who treat their somatic symptoms 
(Kirmayer et al.,  2011 ; White et al.,  2014 ). When referred for mental health care, 
refugees in particular are often reluctant to follow through with either initial visits 
or follow-up care. Certainly refugees encounter many of the same barriers as immi-
grants, but these barriers are likely compounded by trauma histories, stigma, and 
reluctance to disclose mental health problems and to engage in treatment (Kirmayer 
et al.,  2011 ; White et al.,  2014 ). This specifi c constellation of barriers refugees expe-
rience may require interventions which use integrated care to build trust between 
refugees and their  primary care   providers in order to facilitate patient openness and 
access to mental health treatment (White et al.,  2014 ). 

 Immigrants are likely to experience the loss of having left behind  family mem-
bers  , belongings, and familiar ways of life. Certainly some may have experienced 
trauma in their home countries or along their migratory journeys; all of these experi-
ences have the potential to inhibit clients’ willingness to trust unfamiliar institutions 
and providers. However, among undocumented immigrants, pervasive fear of detec-
tion and subsequent deportation infl uences immigrants’ decisions on if, when, and 
where they seek care (Portes et al.,  2012 ). In some cases, these fears are unwar-
ranted and emanate from misconceptions about communication or coordination 
among health care providers and immigration  enforcement authorities  . However, 
high profi le cases in which health care providers have been targeted for ICE 
raids, or in which state and local governments engage in staunch efforts to restrict 
undocumented immigrants’ access to care, heighten fears among undocumented 
immigrants everywhere (Portes et al.,  2012 ).  

    Providing Integrated Care 

  Immigrant and refugee   clients need the aid of providers who understand the ways 
linguistic, cultural, systemic, institutional, and contextual factors impede access to 
care. On a most basic level, they need to be understood by providers who either 
speak the patient’s language or use reliable means of interpretation. Yet, although 
language  skills and cultural knowledge   are important, they alone are not enough to 
facilitate service access and delivery in health and mental health care (Schwartz, 
Domenech Rodríguez, Santiago-Rivera, Arredondo, & Field,  2010 ; Schyve,  2007 ). 
Immigrant and refugee clients require providers who have the skills and knowledge 
to overcome  communicative and cultural barriers  , but who also possess empathy 
and will to act on their clients’ behalf (Lanesskog et al.,  2015 ). For providers, this 
means taking extra time and care to inquire about patients’ cultures: about their 
beliefs and concerns surrounding mental health treatment, about their migratory 
experiences, and about their preferences for incorporating family, community, and 
nontraditional practices into their care. 
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 In  accessing systems and institution   not designed with them in mind, immigrants 
and refugees require extra time from staff who can explain appointment and referral 
systems, help manage paperwork, and follow-up to ensure that clients understand 
and complete treatment protocols. This necessitates that workers perform extra 
tasks beyond their usual job responsibilities. For the majority of immigrants who 
have limited access to  health insurance and minimal ability   to pay out of pocket, 
they must rely on providers to inquire, to consider, and to discuss the fi nancial 
implications of service options. They need providers to have a more thorough and 
detailed understanding of variations in eligibility criteria, available providers, and 
costs—across systems, institutions, and geographic locations. Similarly, if provid-
ers are to overcome patients’ fears—of immigration enforcement, medical bills, or 
unfamiliar environments—they must be able to differentiate between  real and per-
ceived risks  . Broadly speaking, immigrant and refugee clients need advocates who 
are motivated to help clients access the most appropriate, accessible, and affordable 
care in their communities, but who are also committed to identifying and to chang-
ing the systemic structures, institutional processes, and political environments that 
result in service gaps for immigrants and refugees in the fi rst place. The integration 
of  health and mental health services      provides a framework for overcoming many 
of these barriers. For example, using interdisciplinary, cross-trained teams may 
improve providers’ ability to inquire about, to understand, and to integrate patients’ 
medical and behavioral health needs into treatment. Co-locating services and unify-
ing information systems may help address barriers to referral and follow-up, poten-
tially reducing transportation and  time constraints  , attending to eligibility concerns, 
and allowing patients to receive different types of care at one trusted location.   

     Institution and Provider Perspectives   on Integrated 
Health Care 

 Regardless of their locations and the types of clients they serve, health and mental 
health providers throughout the U.S. are increasingly called upon to administer high-
quality care while controlling costs. Consequently, institution and provider desires 
for effi ciency are often at odds with immigrants’ desires for effi cacy. The extra time, 
attention, and assistance immigrant clients require, whether to build rapport, to 
explain medical terms, or to arrange for referrals, likely generates indirect costs. 
These costs are above and beyond those incurred for hiring interpreters and translat-
ing written materials into clients’ languages. Institutions and providers are simply 
required to spend more time and money helping immigrant and refugee clients 
receive appropriate care or accept the possibility that these clients may fall through 
the cracks. For immigrants, this tension between effectiveness and effi ciency can 
lead to poor health outcomes. For providers, such tension can lead to frustration with 
immigrant clients’ inability to follow through on advice, but also to signifi cant costs 
associated with poor health outcomes and more expensive treatments in the future. 
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 Integrated health care has the potential to increase access, to improve health 
outcomes, and to decrease overall health care costs, but the signifi cant costs of 
implementation fall largely on primary care providers and institutions (Auxier, 
Farley, & Seifert,  2011 ). Hiring additional mental health providers, cross-training 
staff to work as a team, co-locating services, and adopting information systems 
capable of managing more complex patient records and billing constitute just some 
of the upfront costs providers are likely to incur. Further, Medicaid and private 
health insurance billing systems are not designed with integrated care in mind, so 
providers may be unable to recoup the costs associated with seeing multiple provid-
ers during one visit (Auxier et al.,  2011 ; Okie,  2007 ; Singer et al.,  2011 ), even for 
refugee and immigrant clients who have health insurance. 

 Uncompensated care—that which is not reimbursed by either Medicaid or pri-
vate insurance—presents an even greater challenge to integrated care providers. 
Hospitals do not routinely collect data on the citizenship status of their patients, so 
the uncompensated health and mental health costs associated with the  care   of immi-
grants, whether in the emergency room or in inpatient settings are largely estimated. 
These costs, incurred by hospitals that treat indigent patients, some of whom are 
immigrants, continue to rise (Okie,  2007 ). Although immigrants tend to use fewer 
medical services and generate less medical expenditures than their American-born 
peers, even when they have health insurance (López-Cevallos,  2014 ), their limited 
access to preventive and primary care contributes to their overuse of expensive 
emergency room services (Okie,  2007 ). The proliferation of immigrants who seek 
emergency care for conditions that are effectively managed via routine doctor visits 
in other segments of the population, suggests signifi cant shortcomings in our exist-
ing system (Frank et al.,  2013 ). 

 These costs and their implications for health care providers and the communities 
in which they reside generate contentious political debates about immigrant access to 
health and mental health services. For society as a whole and particularly for immi-
grants, refugees, and the institutions that serve them, integrated care may reduce 
long-term costs. Yet, overcoming the disincentives to implementing integrated care 
will likely prove diffi cult, and measuring the cost-effectiveness of such efforts may 
be equally challenging (Auxier et al.,  2011 ). As a result, for providers and institu-
tions, integrating health and mental health care may prove quite costly with returns 
on investments taking many years to materialize, if ever (Burns & Pauly,  2002 ).  

     Social Work Perspective   on Integrative Health Care 

 The fi eld of social work was initiated via work helping immigrants in the late nine-
teenth and early twentieth centuries cope with the myriad of adjustments to life in the 
United States. Although the fi eld has branched out to serve other vulnerable popula-
tions, the profession’s central tenets emphasize the importance of attending to the needs 
of individuals within the contexts in which they are situated: a person- in- environment 
approach. For immigrants, the integration of health and mental health care attends to 
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their unique needs for linguistically and culturally competent care, while attempting to 
mitigate institutional, systemic, and contextual barriers to care. The holistic and person-
centered approach of integrated care underscores the central role that immigration 
experience and status play in shaping the life course of  immigrants   and refugees (Piedra & 
Engstrom,  2009 ). Integrated care builds on the resilience of immigrants and refugees, 
but also leverages the strengths of multidisciplinary providers and institutions who, 
working in concert, have the potential to positively impact the health of this new 
 century’s immigrants.     
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    Chapter 3   
 Eliminating Disparities Through Integrated 
Behavioral and Primary Care: Special 
Considerations for Working with Puerto 
Ricans                     

     Nanet     M.     López-Córdova       and     José     J.     Cabiya    

       According to the latest US census estimate, Hispanics represent the largest minor-
ity, with 17.1% of the total estimated population for 2013. Recognizing the diversity 
within the Hispanic population of the United States in modern times is an important 
step when integrated behavioral  and primary care services   are provided. Thus, one 
important aspect is the recognition of the within- group differences in the Hispanic 
population and other minority groups. One example is the Puerto Rican population, 
which has a very particular sociopolitical and biopsychosocial background that 
should be taken into consideration when quality health services are provided. It is 
important to recognize these differences because knowledge of the history and 
worldview of the Puerto Rican population regarding issues of health, disease, 
 health-seeking behaviors  , and interaction with health providers among other topics 
will make it easier for the teams of health professionals to bring better services to 
the patients being served. This aspect includes the importance of prevention, assess-
ment, and treatment of disease and the development of a  professional relationship   
between the interprofessional/interdisciplinary teams and this population. 

    General Description of Puerto Ricans 

 Puerto Ricans are an important group within the growing  Hispanic population   in the 
United States because between 2000 and 2010 their number grew by 43 % from 3.4 
million to 4.6 million. Although they share some common  characteristics   with other 
Latinos,  Puerto Ricans   are can be distinguished clearly from other Latinos. This 
diversity could be attributed to differences in  cultural and historical backgrounds   
and how they have assimilated into the mainstream society (Ramos,  2005 ). 
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According to Ramos ( 2005 ), Puerto Ricans tend to migrate in circulatory patterns in 
a back-and-forth movement between the island and the continental United States, as 
a result of economic factors, including  employment conditions   in both places. The 
importance of recognizing, discussing, and teaching the diversity of the Hispanic 
population results in a better understanding of the four largest Hispanic groups in 
the United States—Mexican Americans, Puerto Ricans, Cuban Americans, and 
Dominicans—and their particular  characteristics and needs   will promote the impor-
tance of personalizing health services and reducing the misconceptions and stereo-
types that could be factors that hinder the process of seeking health services at all 
levels. 

 A 2013 report by the  Pew Research Center   on the results of the American 
Community Survey conducted in 2011 by the US Census Bureau with the Puerto 
Rican community in the United States presents a revealing portrait (Brown & 
Patten,  2013 ). An estimated 4.9 million Hispanics (9.5 %) are of Puerto Rican origin 
and thus are ranked as the second-largest population of Hispanics living in the 
United States, after the Mexicans, who account for 64.6 %, according to the  US 
Census Bureau’s American Community Survey   (Brown & Patten,  2013 ). According 
to the  American Community Survey  , their median age is 27 years, well below the 
average of 37 years for the total population. They are less likely to be married than 
Hispanics in general, 36 % versus 44 %, among all Hispanics, and they have higher 
levels of education than the overall Hispanic population, with 16 % older than 
25 years having obtained a bachelor’s degree. More than 80 % of those aged 5 years 
or older speak English profi ciently. The  poverty rate   among Puerto Ricans is 27 %, 
which is higher than both the overall Hispanic rate and the general US rate (25 % 
and 15 % respectively.) Only 38 % of Puerto Ricans are homeowners, less than the 
rate for Hispanics overall (47 %) and for the general US population (65 %). Voter 
turnout among Puerto Ricans was up 3.1 % in 2012 from 2008, with 52.8 % voting, 
above the 48 % rate for the overall Hispanic population eligible to vote in the United 
States. Most Puerto Ricans in the United States—3.4 million in all—were born in 
the 50 states or the District of Columbia. Additionally, about one third (31 %) of the 
Puerto Rican population in the United States—1.5 million—were born in Puerto 
Rico. People born in Puerto Rico are also considered native born because they are 
 US citizens   by birth (Brown & Patten,  2013 ). 

 Moreover, according to the  American Community Survey  , more than eight in 
ten Puerto Ricans (82 %) aged 5 years or older speak English profi ciently. The 
other 18 % report speaking English less than very well, compared with 34 % of all 
Hispanics. Puerto Ricans are concentrated in the Northeast (53 %), mostly in 
New York (23 %), and in the South (30 %), mostly in Florida (18 %). Puerto 
Ricans have higher levels of education than the Hispanic population overall but 
lower levels than the US population overall. Some 16 % of Puerto Ricans aged 
25 years or older compared with 13 % of all US Hispanics and 29 % of the US 
population have obtained at least a bachelor’s degree. According to the American 
Community Survey, Hispanics of Puerto Rican origin aged 16 years or older in 
the United States had median annual personal earnings of $25,000 in the year 
before the survey—greater than the  median earnings   for all US Hispanics 
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($20,000) but less than the median earnings for the US population ($29,000). The 
share of Puerto Ricans who live in poverty, 28 %, is higher than the rate both for 
the general US population (16 %) and for Hispanics overall (26 %). Fifteen per-
cent of Puerto Ricans do not have health insurance, compared with 30 % of all 
Hispanics and 15 % of the general US population (Brown & Patten,  2013 ). 

 A study by Rivera-Batiz and Santiago indicates that Puerto Ricans born on the 
mainland are improving their  economic status  , although a signifi cant proportion 
(30 %) of mainland Puerto Ricans remain in poverty. It is not surprising that the group 
with the highest rate of psychological distress and disorders is the poorest segment of 
the population regardless of where they reside as the Puerto Rican mental health pro-
fi le resembles that of the general US population. Loss of cultural identity is a promi-
nent issue related to Puerto Rican mental health (Flores, 1993). Decades of efforts to 
Americanize Puerto Rico have taken their toll on the sense of  cultural autonomy   
Puerto Ricans experience relative to other Latino groups, who draw renewal from 
relatively intact home cultures. The development of a “Nuyorican” culture, although 
a vibrant force on the mainland, has led to discrimination when migrants return to 
Puerto Rico to live. The high rates of circular migration have created a subpopulation 
that is “neither here nor there.” Although the implications of these issues are diffi cult 
to document in terms of specifi c mental health outcomes, they provide an important 
context for understanding the Puerto Rican migrant experience in comparison with 
that of other Latino immigrants.  

    Health Service Use and Health Disparities Among 
Puerto Ricans 

 Puerto Ricans are relatively high users of health services, particularly the general 
 medical sector   (Martinez, Interian, & Guarnaccia,  2013 ). Access to a widespread pub-
lic health system in Puerto Rico and eligibility for health benefi ts and federal health 
programs on the mainland make  fi nancial access   issues less of a barrier than for other 
Latinos. Given the high use of the medical sector both in Puerto Rico and on the main-
land, recognition of mental health problems by primary care providers is a signifi cant 
issue.  Recognition   of the expressions of  nervios  and  ataque de nervios  as important 
signs of psychological distress among many Spanish-speaking Puerto Ricans, espe-
cially those from working class and poor backgrounds, can contribute to recognition 
of  psychosocial problems   in primary care. At the same time, there are not simple 
translations of these idioms of distress into psychiatric diagnoses; rather they cut 
across a range of distress and disorders requiring careful assessment of both the symp-
toms and the contexts of the experience (Martinez et al.,  2013 ). These representations 
of symptoms have been recognized lately as cultural manifestations in the DSM-5. 

 Both Espiritismo and Santeria continue to fl ourish in  Latino neighborhoods   of 
New York City. Their presence is more variable in smaller cities in the northeast, 
where Puerto Ricans have spread. Epidemiological studies with Puerto Ricans 
(Guarnaccia et al.,  2005 ) report that the use of these alternatives to traditional medi-
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cine appears to be more frequent when Puerto ricans seek assistance with their mental 
health problems. Better educated Puerto Ricans have done well economically and 
adjusting to the American society mainstream and rely less on folk alternatives while 
less educated rely more on these alternatives when seeking mental health assistance. 
Although the role of the Catholic and newer protestant churches, including their 
clergy and layorganizations, in support of people in psychological distress has been 
less studied (Guarnaccia et al.,  2005 ), it is equally important as the folk sector. 

 Puerto Ricans despite being  US citizens   still experience high levels of discrimina-
tion. On arrival many are treated as a foreigner for having a different language and 
culture. Thus, they have to navigate new and menacing environments, including the 
health system. Some of their cultural values, such as family values, gender role, and 
assumption of mental health, have their roots in their Puerto Rican culture and heri-
tage, which often clash with those of mainstream society. Thus, they face the possi-
bility of not achieving full acculturation. At the same time, because of the circulatory 
nature of the migration of Puerto Ricans mentioned before, some elements of the 
Puerto Rican culture remain very active as they face the challenges of a very trau-
matic acculturation experience (Ramos,  2005 ). From an ecological perspective, 
acculturation occurs as individuals socialized in one  cultural context   try to adjust to 
a different cultural milieu to improve the person–environment fi t. This process of 
adaptation could be conceptualized as very fl uid oriented to action and change 
instead of adjustment to the status quo (Ramos,  2005 ). For individuals with a sepa-
rate distinct culture, acculturation can be a source of stress in a society that is strongly 
infl uenced by a mainstream culture.  Stressors   stemming from, for example, language 
differences and confl icting cultural values disrupt the person–environment fi t and, 
depending on an individual’s coping resources, may result in an increased risk of 
psychological distress. Puerto Ricans who traditionally learn to rely on the family 
and community and are rewarded for respectful, less assertive behavior may experi-
ence confl ict and anxiety in a society that discourages passivity and promotes inde-
pendence and individualism (Martinez et al.,  2013 ).  Minority status   can inhibit the 
ability to adjust freely and successfully to the new environment and negotiate mis-
matches in value systems.  

    Rates of Behavioral Health  Problems   Among Latinos 
and Puerto Ricans 

 As discussed already, Puerto Ricans have a lower  educational and economic status   
on average. Thus, Puerto Rican children and adults are at a higher risk of mental 
health problems than other Latino groups, such as Cuban Americans, given their 
lower educational and economic resources. Puerto Rican Americans reported more 
sick days due to health disability, more days spent in bed, and more hospitalizations 
than did  Mexican Americans and Cuban Americans  , according to Hajat (2000), 
who conducted interviews in English and Spanish of a nationally representative 
sample. 
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 Another set of epidemiological studies using diagnostic measures found that 
Puerto Ricans who reside in Puerto Rico had lower  prevalence rates   of depression 
and other mental health disorders than did Mexican Americans who were born in 
the United States, Mexican immigrants had who lived in the United States for 
13 years or more, or Puerto Ricans who lived on the mainland. This consistent pat-
tern of fi ndings across independent investigations, different sites, and Latino sub-
groups suggests that factors associated with daily living in the United States lead 
to an increased risk of mental disorders. Some authors have interpreted these fi nd-
ings as suggesting that acculturation may lead to an increased risk of mental disor-
ders. One limitation of this type of research is that the relationship between 
acculturation and prevalence has never been tested to show that these rates are 
indeed related. At best, the place of birth and the number of years living in the 
United States are proxy measures of  acculturation  . Moreover, acculturation is a 
complex process; it is not clear what aspect or aspects of acculturation could be 
related to higher rates of disorders. Is it the changing cultural values and practices, 
the stressors associated with such changes, or negative encounters with American 
institutions (e.g., schools or employers) that underlie some of the different preva-
lence rates. 

 Lewis-Fernandez et al. examined the  clinical risk factors   for major depression in 
US Hispanics in a meta-analysis of previous research on the topic. They noticed that 
this research has grown signifi cantly during the past two decades. Moreover, Ortega 
completed an analysis of the  National Comorbidity Study   and concluded that even 
after age, income, and education had been controlled for, US-born Hispanics had a 
signifi cantly higher risk of psychiatric disorder than foreign- born Hispanics. A sig-
nifi cant association was observed among separate analyses of Puerto Ricans, 
Mexican Americans, and other Hispanics. In addition, a comparative study of 
Puerto Ricans living in poor residential areas in Puerto Rico and New York City 
revealed similar levels of clinically signifi cant self- reported depressive symptoms 
in each group. Comparatively, high levels of  depressive symptoms   were found 
among Puerto Ricans living in Puerto Rico (29.1 %) and Puerto Ricans living in 
New York City (28.6 %). These fi ndings suggest that we should not overgeneralize 
that acculturation increases the risk of depression and suggest a need to examine in 
greater detail cultural differences between and within Hispanic subgroups and eval-
uate cultural variation across self-report and structured research interviews of 
depression. 

 Although it remains unclear why Puerto Ricans living in the United States have 
higher rates of mental health problems than other Latinos, researchers have sug-
gested several possible explanations. Research has indicated that the relatively low 
 socioeconomic status   of Puerto Ricans could contribute to the risk of worse mental 
health outcomes (Guarnaccia et al.,  2005 ). According to Sanchez et al., another pos-
sible explanation that researchers have postulated for the relatively poor health out-
comes for Puerto Ricans is related to the circular migration patterns of Puerto Ricans 
because of their status as US citizens. In particular, some studies have suggested that 
many Puerto Ricans come to the United States for treatment of medical problems 
(Guarnaccia et al.,  2005 ). If that is the case, it might prove useful to examine the 

3 Eliminating Disparities Through Integrated Behavioral and Primary Care…



30

comorbidity between mental health problems and physical health problems, which 
might help researchers understand this pattern. These factors assist us in making bet-
ter and informed clinical diagnoses and recommendations when working with the 
Spanish-speaking Puerto Rican population in primary care settings.  

    Signifi cant Prejudices Experienced by Puerto Ricans 
and the Behavioral Health Impact 

 One important aspect of the prejudices that Puerto Ricans living in the United States 
experience daily could be categorized as multifactorial and thought provoking. This 
is because this cultural group is not as homogeneous as many would like to think, 
as will be explained next. Since 1917 Puerto Ricans have been  US citizens   through 
the  Jones–Shafroth Act  , and the opportunities they have to travel, live, and work 
freely on the US mainland are derived from the rights of being a United States citi-
zen. However, this citizenship is guaranteed only as long as the US Congress deter-
mines it so. The US Congress has the power to change laws and in this respect the 
Jones–Shafroth Act is not dissimilar from other laws. Despite this, Puerto Ricans 
have to clarify their legal status and even when it has been clarifi ed still receive dif-
ferent social services, in contrast to their Caucasian counterparts. 

 The main  language   spoken in Puerto Rico is Spanish and less than half of the 
population of Puerto Rico is fl uent in English. The language barrier when Puerto 
Ricans are in the United States as a result of migration and/or living on the mainland 
but not being acculturated or assimilated impacts the mobility of the group in main-
stream society (Guarnaccia et al.,  2005 ). According to the  Pew Research Center   
(Brown & Patten,  2013 ), in the United States more than 82 % of Puerto Ricans aged 
5 years or older speak English profi ciently. The other 18 % report speaking English 
not profi ciently, which is lower of the 34 % for the rest of the Hispanics (Brown & 
Patten,  2013 ). Language fl uency is an important factor that could positively or 
 negatively impact most Puerto Ricans in their mobility through North American 
society, and at the same time this impacts the process of receiving medical and/or 
mental health services that help reduce the health disparities experienced by the 
group. Urciuoli ( 1996 ) describes how racism and prejudice operate for Puerto 
Ricans in “English-only America.” Urla describes how Urciuoli ( 1996 ) in her book 
describes how the mainstream society’s discourse points out that Puerto Ricans 
speak “bad” or broken English and that if they get rid of their “accent” they will be 
able to move to mainstream society with all the economic and sociopolitical benefi ts 
that represent being part of the “ American dream  .” However, working class, low-
income Puerto Ricans who do not speak the language, face exclusion in many 
aspects, including access to better social services, increasing as a consequence 
health disparities. The limited number of  health providers   both in the medical realm 
and in the mental health realm that speak Spanish and are culturally competent often 
impacts the active participation of Puerto Ricans in the dynamic of health-seeking 
behaviors and adhering to treatment. 
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 Another factor is the lack of health insurance because of the nonexistence of 
provision of insurance by  employers   of Latinos (Guarnaccia et al.,  2005 ). There is 
also discrimination against Latinos in  mental health services  . According to 
Guarnaccia et al. ( 2005 ), this discrimination results from both racial and cultural 
bias. Although there is more evidence of discrimination for medical conditions 
(Institute of Medicine,  2002 ), it is likely these factors operate in the mental health 
sector as well. Prejudice can also be exhibited by health providers by their having 
 negative attitudes   toward minority populations with mental health issues. This 
could be noticeable by service providers’ communication of negative, hopeless, and 
stigmatizing messages that defi ne people solely by their illness or illness labels 
(Nemec, Swarbrick, & Legere,  2015 ). “Microaggression” is a term used by Sue 
et al. ( 2007 ) in the study of cross-cultural communication. According to Deegan 
( 2004 ), microaggressions tend to be invisible, yet the cumulative effect creates 
unmistakable tensions between people. For Reidy ( 1993 ), patronizing phrases such 
as “my client,” a condescending tone of voice, and dehumanizing language are fre-
quently cited as examples of prejudice. It is for this reason that the most promising 
approaches for  stigma reduction   are education and contact (Corrigan, Mueser, 
Bond, Drake, & Solomon,  2008 ). The best recommendation to reduce the stigma 
and prejudice from service provision to minority patients with mental health issues 
according to Nemec et al. ( 2015 ) is the following: education of care staff to guide 
and shape the work of direct care staff by teaching monitoring, evaluating, and cor-
recting communication skills that express prejudice and discrimination.  Teaching 
and training settings   can be structured according to the Nemec et al. to convey a 
message of hope and recovery rather than focusing on the person served in negative 
terms, as belligerent, resistant, unmotivated, or disinterested. It is important to 
model positive and respectful attitudes by use of person-fi rst and culturally sensitive 
language by the sharing of examples of multidimensional people with strengths, 
successes, and multiple roles, not just illustrations of illness, failure, and risk. 
Contact with the population seems to improve attitudes and behavioral intentions 
toward people with mental illness(es) (Corrigan, Morris, Michaels, Rafacz, & 
Rüsch,  2012 ). The infl uence of the  service system impacts   the provision of services 
and perpetuates the stigma toward minorities with mental health issues. For this 
reason, it is important to change the culture by instilling a sense of hope and opti-
mism by the sharing of achievements and not only the negative aspects of the dif-
ferent interventions (Nemec et al.,  2015 ). Although the system cannot be changed 
instantly, it is important to have training programs for students, health professionals, 
and service staff directed at making them aware of the cultural issues experience by 
the different minority population. Nemec and associates ( 2015 ) also proposed that 
more opportunities to interact with the patients of minority populations need to be 
provided to service staffs to make them more sensitive to these populations’ needs 
and problems.  
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    Other Stressors Associated with Acculturation 

 Although  acculturation   can be stressful for both sexes, Puerto Rican males and females 
may need to face different types of stressors, specifi cally, stressors that are the result of 
having to adapt to the new gender roles and family structure as defi ned by the new 
mainstream society. For example, adherence to traditional gender roles in a mainstream 
society that does not value such roles as machismo can be confl ictive and burdensome. 
Women may also experience role strain as they try to fulfi ll expected idealized roles of 
wife and mother while simultaneously working outside the home and adapting to a 
society with a different set of values and expected roles for women. For traditional 
men, stressors may relate to role reversal, especially when they are not able to be the 
main source of income or cannot bring any income at all, which is not unusual given 
the limited access to employment of many Puerto Ricans in the United States. Ethnic 
discrimination is associated with poorer mental and physical health, worse health 
behaviors, and increased mortality, in addition to overall health disparities (Martinez 
et al.,  2013 ). More specifi cally, it has been suggested as a possible determinant of the 
signifi cant race/ethnic differences in the quantity and quality of medical care received 
by individuals in the United States. 

 Given the growing diversity in the United States and the prevalence of discrimi-
nation, more research regarding the impact on health care utilization is needed. 
Only when all the factors infl uencing patient behaviors are better understood will 
policies and interventions designed to improve them be successful. These are 
important steps that will help us achieve our national goal of eliminating race/ethnic 
 disparities   in health (Schenker et al.,  2010 ) Health disparities need to be diminished 
in minorities, and the adherence factor is essential to improve their quality of life. 
Schenker et al. ( 2010 ) studied how limitations in English profi ciency and concor-
dance between the patient’s language and the physician’s language negatively 
impact the treatment of patients with diabetes. They point out the importance of 
assessing the association of limited English profi ciency and physician language 
concordance with patient reports of clinical interactions is that the provision of ser-
vices in the native language requires to be improved. Quality and performance 
assessments should consider physician–patient language concordance. 

 Nevertheless, Hispanic Americans are the ethnic group least likely to have health 
insurance coverage, and one third lack a regular source of primary health care Andrés-
Hyman, Ortiz, Añez, Paris, and Davidson ( 2006 ). Reversing the tide of health disparities 
for US Hispanics will entail redressing socioeconomic barriers to treatment and improv-
ing access, engagement, and therapeutic strategies that operate within specifi c cultural 
contexts (Andrés-Hyman et al.  2006 ). Baig et al. ( 2014 ) designed a study that assessed 
the relationship between community health center providers’ Spanish language skills 
and cultural awareness. They found that providers that saw a signifi cant number of 
Latinos had good access to interpreter services but that did not have any formal cultural 
competency training. It is for this reason that Spanish language skills training and better 
access to cultural competency training with Latinos are needed to provide more effec-
tive linguistically and culturally tailored medical care to Latino patients. 
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 According to Ho et al. ( 2006 ), more studies are warranted to examine if the 
acculturated lifestyle, quality of health services, access to health care, and effective-
ness in controlling diabetes and its complications are factors associated with the 
poor health status of mainland Puerto Ricans. This inquiry could be extended to 
other medical conditions as well as to the provision of mental health services. It is 
for this reason that we should be aware of the studies available and their fi ndings to 
help understand the different factors that impact and could impact the provision of 
primary care services to Puerto Ricans in the United States. For example, Andrés- 
Hyman et al. ( 2006 ) proposed a model where cultural concepts were analyzed from 
an ecological perspective. They offer practical recommendations that follow from a 
model based on the specifi c cultural beliefs of the patients. Although not compre-
hensive, these recommendations do offer specifi c approaches for the provision of 
health services that are consistent with the understanding of Puerto Ricans in their 
context and consistent with their heritage. This model considers information related 
not only to the history, value systems, and psychosocial stressors of each patient, 
but also to the needs of providers and thus demonstrates an appreciation of the 
patient’s and the provider’s whole context (Andrés-Hyman et al.,  2006 ). 

 The literature suggests that treatment of native Spanish-speaking Latinos by  bilin-
gual providers   is preferable (Comas-Diaz,  1988 ), even for bilingual clients. As 
Schyve has reported, the Joint Commission has stated that there are three threats to 
effective health communication. The health service providers have called this set of 
threats the “ triple threat  ” to effective health communication; namely, low health lit-
eracy, cultural barriers, and limited English profi ciency. However, health literacy has 
often been seen apart from interventions designed to overcome cultural and linguistic 
barriers. Thus, researchers such as Hahn et al. and DeWalt et al. are working to 
understand the relationship between health culture, literacy, and language and health 
outcomes. Despite mastery of a second language, a bilingual client may fi nd that 
certain feelings or emotions are diffi cult or impossible to adequately convey in a 
language other than his or her native tongue. This incompatibility may ensue because 
emotions are anchored to the fi rst language learned as a child (Guttfreund,  1990 ), and 
many words and concepts do not exist or have the same meaning in different lan-
guages. In recognition of these issues, many behavioral health agencies have 
employed bilingual interpreters to translate information. However, several authors 
have raised misgivings about  confi dentiality  , client discomfort, and the potentially 
negative impact of third parties on the therapeutic alliance (Altarriba & Santiago-
Rivera,  1994 ; Rivera et al.,  2011 ; Schwartz, Rodríguez, Santiago-Rivera, Arredondo, 
& Field,  2010 ). Clients validated these concerns during focus groups, characterizing 
the use of interpreters in other programs as “no good” (Altarriba & Santiago-Rivera, 
 1994 ; Rivera et al.,  2011 ; Schwartz et al.,  2010 ). Moreover, even with interpreters 
who are carefully selected and trained, information distortion may occur because of 
differences in dialect and the challenge of matching a client’s words with their 
intended meaning in another language (Altarriba & Santiago-Rivera,  1994 ; Rivera 
et al.,  2011 ). Whereas words with concrete referents are easily translated, words that 
describe abstract concepts (e.g., emotions) are not as readily interpreted (Rivera 
et al.,  2011 ). Bilingual  providers   may also be better able to address issues associated 
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with code switching, or reverting to speaking a second language when describing an 
upsetting event, ostensibly to acquire psychological distance from threatening emo-
tions. Code switching has been proposed as a treatment method to recognize forms 
of avoidance and to approach diffi cult topics (Altarriba & Santiago-Rivera,  1994 ; 
Andrés-Hyman et al.,  2006 ; Rivera et al.,  2011 ). Therefore, it is crucial that health 
practitioners familiarize themselves with the cultural values of the Puerto Rican pop-
ulation and other Latino groups.  

    Puerto Rican  Cultural Elements   ( Marianismo ,  Familismo , etc.) 
and Their Relation to Behavioral Health 

 The importance of recognizing the importance of cultural elements and/or values in 
the provision of services in behavioral health and/or in the health-seeking behaviors 
of individuals provides opportunities to approach the Puerto Rican population from 
a more culturally competent and culturally sensitive perspective. According to 
Guarnaccia et al. ( 2005 ), examples are the recognition of the idioms/culturally 
bound syndrome of  nervios  and  ataque de nervios . Importance should also be given 
to both Espiritismo and Santeria, and to the role of the Catholic and newer Protestants 
churches, their clergy, and lay organizations in support of people with psychological 
distress. Another important aspect within the religion/Espiritismo aspects of reli-
gion are that many patients prefer to go fi rst to their religious leaders/community 
rather than the mental health providers because of the stigma that still permeates the 
Puerto Rican community seeking help for mental health issues. Given the high use 
of the medical sector both in Puerto Rico and on the mainland, recognition of men-
tal health problems by primary care providers is a signifi cant issue (Guarnaccia 
et al.  2005 ). 

 Regarding the cultural element of machismo and  marianismo  it is important and 
relevant to bring it into the process of recruiting Puerto Ricans to behavioral health 
services by working on eliminating the stigma of men receiving mental health ser-
vices and not wanting to be seen as “weak” or less of a man and, in addition, by 
allowing them the space and opportunity to recognize the existence of more adap-
tive options of masculinity. In regard to the element of  marianismo , the inclusion of 
this element provides the opportunity to discuss it and help reduce the pressure of 
being “perfect” and not vulnerable despite the different stressors of their daily lives. 
 Dignity   and respect are important elements to include in the provision of services as 
a way to retain patients. Providing services in Spanish and recognizing the impor-
tance of cultural traditions and nuances could make a difference when mental health 
services are engaging with patients and increase their sense of trust and will impact 
adherence. One example of these types of inclusion in treatment would be the rec-
ognition of cultural expressions, celebrations of cultural holidays, and cultural 
beliefs when working with the Puerto Rican population (Andrés-Hyman et al., 
 2006 ). Another important aspect is to provide information regarding treatment and 
the condition/s in the preferred language. The same applies to the labels on the 
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medications. Finally, the inclusion of the element/value of  familismo  is a key factor 
to engage with, work with, and promote a respectful relationship with patients and 
their loved ones. Engagement of family members with the patient’s authorization in 
the treatment helps to develop a sense of teamwork that resonates in attendance at 
appointments, communication with openness to discuss health issues and questions, 
and adherence to treatment protocols. 

 By recognizing the importance of the previously mentioned aspects, providers 
will be able to deliver more culturally sensitive and competent services to the Puerto 
Rican community taking into consideration the particular characteristics, in addi-
tion to not looking at this group as a stereotype but as a group with a lot of diversity 
from within and as a very important part of the “American collage.” The extension 
of this knowledge to health-related issues for services cannot be the exception. 

 It is important to not generalize that all Latinos have the same values and in that 
way perpetuate ethnic stereotypes. Therefore, each value related to Latino values 
and especially to Puerto Ricans is discussed in the following sections  

     Dignidad y Respeto  ( Dignity and Respect  ) 

 “Dignity” (honor) and “respect” refer to a cultural value that underscores a rever-
ence for all forms of life, particularly the intrinsic worth of humanity. Accordingly, 
irrespective of status or wealth, all people merit respect. Respect is also closely 
associated with a hierarchy of deference in which elders and parents are at the pin-
nacle (Andrés-Hyman et al.,  2006 ). By convention, youth defers to age, children to 
parents, women to men, employees to employers, laypeople to experts, and so forth. 
However,  respeto  promotes “equality, empathy, and connection” in every relation-
ship, even within those perceived as hierarchical (Torres, Solberg, & Carlstrom, 
 2002 , p. 166). The tenets of  respeto  are reinforced through the use of proverbs 
( dichos ), which are moral and life lessons recounted in everyday conversation as 
well as in the instruction of children (Andrés-Hyman et al.,  2006 ). 

 Beliefs in the intrinsic  merit   of humanity may be a protective factor and a source 
of strength. Individuals may avoid discussing problems that compromise dignity. 
Dissent may be communicated indirectly (e.g., nod as if in tacit agreement). 
Individuals may seek the provider’s advice and recommendations because of her or 
his professional status. Even if someone does not personally ascribe to the tenets of 
 respeto , early learning experiences and enduring cultural expectations may be con-
sonant with these values, and others may anticipate adherence to these mores. 

 You should attend to the physical environment to communicate respect for the 
culture (e.g., Hispanic artwork, Spanish reading material, bilingual phone recep-
tion), use a formal address before broaching the subject of a person’s preferred 
address, engage in a measured exploration of problems to safeguard dignity, 
avoid asking personal questions before establishing trust ( confi anza ), and explore 
treatment expectations and offer your view of your role in the helping 
relationship.  
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     Dignidad y Respeto  in Practice 

 Language barriers were overcome by offering services and forms in Spanish. In 
addition, the recruitment and retention of bilingual and bicultural staff served to 
convey esteem and an agency-wide investment in the language and traditions of 
clients. Bicultural providers also often used  dichos  in their work remind clients of 
 las condiciones madres  (conditions of the motherland) or of shared cultural experi-
ences and commonly held truths. Admiration of the richness of Hispanic cultural 
traditions was also communicated through the observance of traditional holidays 
(e.g., Epiphany) that included the elements of family and community, typical dishes 
and music, and saying  grace   before dinner.  

     Familismo  (Family Values and the Value of the Family) 

   Familismo    is an all-centric cultural value related to stressing the centrality of family 
attachments, reciprocity, and loyalty to family members beyond the boundaries of 
the nuclear family (Martinez et al.,  2013 ). Allocentrism is a “cultural value by which 
people understand themselves through others, emphasizing social relationships and 
highlighting group goals rather than individual ones” (La Roche,  2002 , p. 116). 
Traditionally, the bounds of the family extend far beyond the nuclear family to 
include extended relatives and close family friends who are assimilated into the fam-
ily as godparents, conferring an elevated role in the family system somewhat akin to 
co-parenthood (i.e.,  compadrazco ). Families tend to be emotionally close (Comas-
Diaz,  1988 ) and often live together in the same households or neighborhoods and 
function interdependently. Members of a family may strengthen their bonds by visit-
ing and/or talking with each other daily, celebrating life cycle milestones together 
(e.g., anniversaries), and proffering fi nancial support and gifts (Falicov,  2005 ).  

     Personalismo  

   Personalismo    refers to preferring to relate to others in a personal manner instead of 
a formal manner. Among the many cultural manifestations of  personalismo  is the 
permeability of Hispanic households. Relatives and friends commonly drop by one 
another’s homes unannounced for informal conversation. Another implication for 
social etiquette involves the form of greetings. The most ubiquitous greeting among 
women is a quick kiss on the cheek and an embrace; among men, a handshake or a 
pat on the shoulder or back; and among mixed pairs possibly an embrace or kiss. 
Irrespective of gender, however, physical touch is used more often by Puerto Ricans 
than Euro-Americans as a sign of warmth and a more personal relationship by the 
same token, the appropriate physical proximity during a normal conversation for 
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Puerto Ricans is much closer than for Euro-Americans. Thus, the use of appropriate 
touch (e.g., handshake) in a greeting or to bid farewell is consistent with the value 
of personalismo. Thus, it is recommended to introduce clients to new providers 
when care is being transferred (e.g., from triage). 

 Moreover, children and parents may continue to have a profound interdepen-
dence into adulthood. Immigration and/or family separation may be linked to 
behavioral health problems, and  failure   to send money to the family may be a dis-
grace (Falicov,  2005 ). Individuals may avoid or feel guilty about disparaging the 
family in conversation. Professional assistance may be sought as a last resort (after 
the family or clergy). Parents may leave children with grandparents as they estab-
lish fi nancial stability in the United States (Falicov,  2005 ; La Roche,  2002 ). If the 
person is in accord, family members should be integrated into the treatment and the 
family’s troubles (e.g., immigration) should be attended to if these are a priority. 
Family narratives and photos should be elicited to enhance rapport (La Roche, 
 2002 ). The family’s treatment expectations, level of adherence to traditional values, 
and support of recovery goals should be explored. Family problems should be 
framed constructively to temper guilt about disclosure.  

    Machismo 

 Popular lore and the academic literature describe a largely negative and stereotypic 
conceptualization of Latino  machismo  , typifi ed by controlling behavior toward 
women and children, promiscuity, alcohol abuse, stoicism, and aggression (Torres 
et al.,  2002 ). However, this represents a pathological extension of masculinity 
observed across ethnicities and cultures, including among Euro- American men, 
rather than an accurate characterization of a genuine Latino cultural phenomenon 
(Torres et al.,  2002 ). 

 Masculinity and gender roles in Puerto Rican culture are alive and well. Despite 
the stereotype of machismo in Puerto Rican culture both on the island and on the 
mainland, the cultural value of machismo and gender roles regarding the role of 
men in society has been evolving. The rapid changes in modern society, women’s 
role in the working world, and gender–role ambiguity among other factors have 
impacted the “traditional perception” of what machismo is. Traditionally, accord-
ing to Torres ( 1998 ), researchers have focused on the negative connotation of 
machismo as dominance, aggression,  patriarchy  , authoritarianism, and oppressive 
behavior toward women and children, failing to recognize the positive aspects 
such as emphasis on self-respect and on responsibility for protecting and providing 
for the family, patience, sensitivity, artistic appreciation, and open verbal commu-
nication that exist within the Puerto Rican culture. It is for this reason that Torres 
( 1998 ) emphasizes the fact that the dominant culture does not permit Latino men 
to explore adaptive options of masculinity. For example, according to Torres et al., 
( 2002 ) women’s new role as self-suffi cient breadwinners impacts their traditional 
sense of masculinity, but the question for us will be what can they do to change this 
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schema? The schema could be changed by the emphasizing of the positive aspects 
of being a  machista  (i.e., self-assertiveness) and by the presenting of emotional 
aspects of themselves. For Gil and Vasquez ( 1996 ) the adjustment to the male role 
also includes a change in the vision of  marianismo , another cultural value that 
emphasizes the moral and spiritual superiority of women. At the same time this 
includes adjustment to changing gender roles in the Puerto Rican family and to the 
constructs of machismo and  marianismo  and its impact on the different levels of 
acculturation. Doyle ( 1983 ) described that the mainland’s societal criteria for man-
hood are intensifi ed by the psychological stress and role strains stemming from 
immigration, acculturation, racism, and poverty. According to Torres ( 1998 ), one 
way to address the changes regarding “the new way of doing things” is the adop-
tion of an ecosystemic orientation that takes into account multiple elements such 
as cultural, linguistic, educational, economic, gender, political, and environmental 
context engaging the positive aspects of machismo, and other cultural values such 
as  respeto  and  dignidad . Another aspect worth mentioning is empowerment of men 
by facilitative approaches by the societal systems such as providing psychoeduca-
tional groups for men and culturally competent providers that emphasize the 
importance of change for men without diminishing their sense of self but empower 
them by facilitating their adaptation to healthier roles in their personal and social 
lives. As a consequence this will impact different areas of their  lives  , including 
health- seeking behaviors.  

     Marianismo  

  Marianismo , which is rooted in the Roman Catholic  adoration   of the Virgin Mary, 
refers to the traditional cultural prescriptive assigned to women. Accordingly, 
unmarried women are expected to remain chaste before marriage, and the onus for 
remaining virginal and for transmitting religious and cultural traditions to suc-
ceeding generations rests with women. Moreover, women can achieve a higher 
status of spiritual achievement with motherhood than men and consequently enjoy 
a commensurate amount of power (Comas-Diaz,  1988 ). On the other hand, 
Madonna mothers are expected to embody the virtues of selfl essness and to endure 
suffering with dignity. This value leads to aspirations of humility and kindness 
and the transmission of norms (for both sexes) to treat others with kindness and 
display sympathy for others’ feelings (i.e., value of  simpatía ; Andrés-Hyman 
et al.,  2006 ). The pathological extension of  marianismo  is that a woman may 
become submissive, or a perception of martyrdom may engender confl ict with her 
US-born children.  
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    Religion and Spirituality 

 Faith, rooted in Roman  Catholicism  , is generally the cornerstone of Hispanic life 
(Andrés-Hyman et al.,  2006 ). The rituals of the indigenous peoples of the Americas 
and of Africans transported to Hispaniola during the slave trade are also evident in the 
contemporary practices of spiritism and folk healing. In the Hispanic Caribbean, two 
main forms of spiritism exist: Espiritismo (Mesa Blanca) and Santeria (the worship of 
saints). As a whole, spiritists attribute problems to either spiritual or material causes, or 
stated differently, those requiring spiritual or medical intercession, and turn to indige-
nous healers ( espiritistas  or  santeros ) for aid with problems with spiritual origins, such 
as being affl icted with and tormented by bad spirits (Andrés- Hyman et al.,  2006 ; 
Berthold,  1989 ). Women may avoid appointments that confl ict with spending time 
with their family. Sex may be an improper or private subject, particularly with male 
providers. Substance abuse may cause or exacerbate feelings of worthlessness. Women 
may view acceptance of problems and/or suffering as obligatory and proper and hesi-
tate to complain about problems or loved ones. Goals should be framed in line with 
personal narratives (e.g., helping a mother to assist her family). One should inquire 
about a potential preference for a woman provider. The level o adherence to traditional 
gender norms should be explored. Intimate topics should be explored tentatively. One 
should inquire about a woman’s relationship with her family, particularly her children. 
Socioeconomic concerns should be considered when operating hours are being devised. 

 Although spiritism is  practiced   by only a small subset of Puerto Ricans, the belief 
that the individuals “destiny is at the mercy of God is prevalent across the Spanish-
speaking world and is evident in widespread references to God’s Will” (Andrés-
Hyman et al.,  2006 ; Falicov,  2005 ). The importance of spirituality and religion in 
Puerto Rican culture is demonstrated in the structure of the New Life Program of 
Connecticut: a faith-based agency, composed of a cooperative of churches, formed 
one arm of the tripartite project. In addition, community spiritual leaders were invited 
to join advisory boards and other important decision-making bodies. Through these 
collaborations, a spiritual component was incorporated into each program event.  

    Culturally Adapted, Tailored Treatment Versus Standard 
Treatment of Puerto Rican Patients in Primary Care 

 Culturally competent practices may have a profound impact on treatment access, 
adherence, and outcomes. These  recommendations   are intended to serve as a 
resource for improving the quality of behavioral health care for Puerto Ricans 
through the use of approaches that are compatible with commonly held cultural 
values. Additional research is required to examine the effectiveness of these 
approaches through the use of clinical trials (Sue,  2003 ). The importance of incor-
porating a  cross-cultural interview   in primary medicine has been related to a 
patient’s perception of the illness and any alternative therapies he or she is 
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undergoing and facilitates the development of a mutually acceptable treatment plan 
(Juckett,  2005 ,  2013 ). According to Juckett ( 2005 ,  2013 ), patients should under-
stand instructions from their physicians and be able to repeat them in their own 
words. Potential cultural confl icts between a physician and a patient include differ-
ing attitudes toward time, personal space, eye contact, body language, and even 
what is important in life. 

 In addition, many patients use  home remedies   or traditional healers before seek-
ing conventional medical treatment (Juckett,  2005 ,  2013 ). Others return to tradi-
tional healers instead of completing an ongoing conventional treatment. Juckett 
( 2005 ,  2013 ) reports that the  healing traditions   of Latinos, including Puerto Ricans, 
are rich and culturally meaningful but can affect management of chronic medical 
and psychiatric conditions. For this reason it is important to know the different tra-
ditional healing practices and their meanings given by patients and their families. 
Patients may lose confi dence in their physicians if they do not receive prompt, cul-
turally comprehensible treatment. Thus, the practitioner needs to know which non-
traditional  healing techniques   the patient is using and if possible use them 
complementarily. Efforts directed toward instituting more culturally relevant health 
care enrich the physician–patient relationship and improve patient rapport, adher-
ence, and outcomes. Clinical success often depends on communicating with these 
healers and prioritizing tests and treatments (Juckett,  2005 ,  2013 ). 

 Puerto Ricans in comparison with other cultural groups have physical health 
problems with the worst, or nearly the worst, rates for many diseases when com-
pared with other race and ethnic groups. For example,  heart disease rates   are 20 % 
higher for Puerto Ricans than for any other Hispanic group. Also, studies that have 
used these same data have reported higher levels of overweight and comparable 
hypertension rates among Puerto Ricans (especially women) than Cubans and 
Mexican Americans. The rates of  mental health problems   are no different. It is for 
this reason that the development of culturally adapted tailored treatments plays an 
important role in the engagement and process of contacting, engaging, and main-
taining adherence in the provision of health services independently if they are for 
physical or mental conditions or both. Culturally adapted treatments are defi ned as 
health care interventions that are tailored to patients’ norms, beliefs, and values, as 
well as to their language and literacy skills. This specifi c type of care may incorpo-
rate language or music preferences, or may delve more deeply into cultural consid-
erations such as social, psychological, and economic factors. Examples of culturally 
adapted care include matching specialists to patients by race or  ethnicity  ; adapting 
patient materials to refl ect patients’ culture, language, or literacy skills; offering 
education via community-based health advocates; incorporating norms about faith, 
food, family, or self-image into patient care; and implementing patient  involvement 
strategies  . 

 Kohn-Wood and Hooper provide recommendations for mental health care provid-
ers working in primary care settings, while keeping in mind racial/ethnic disparities in 
mental health, and sustainable solutions to provide culturally tailored solutions. 
According to these authors, the clinical mental health care providers (psychiatrists, 
mental health counselors, psychologists, psychiatric nurses, family therapists, and 
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social workers as well as primary care physicians) have a critical need to learn how to 
improve the treatment they provide to  racial and ethnic minorities  , given that the cur-
rent disparities lead to signifi cant rates of untreated mental illness among them. 

 Finally they emphasized that the most important issues for providers are to (1) 
recognize factors that underlie  disparities   in mental health treatment, (2) understand 
how conceptualizations of cultural competence are evolving, and (3) use and con-
tribute to the literature on cultural tailoring as a way to improve mental health treat-
ment rates for racial/ethnic minority groups in primary care settings. 

 It is important to mention examples of culturally tailored interventions for Puerto 
Ricans, such as the brief culturally tailored intervention for Puerto Ricans with type 
2 diabetes developed by Osborn et al. Another example with medical conditions is 
the culturally adapted family asthma management intervention called “ CALMA  ” 
(an acronym of the Spanish for “take control, empower yourself, and achieve man-
agement of asthma”) in reducing asthma morbidity in poor Puerto Rican children 
with asthma developed by Canino et al. 

 These interventions were conducted with both island and mainland Puerto Rican 
children. Canino et al. evaluated the effectiveness of the intervention and found it 
seems promising for the reduction of  asthma morbidity  . Finally, Duarté-Vélez et al. 
reported culturally adapted cognitive-behavioral therapy in the case of a Puerto Rican 
adolescent, who participated in a randomized clinical trial for the treatment of major 
depression disorder. They maintained fi delity to the treatment protocol, but promoted 
fl exibility addressing cultural values about sexual orientation, spirituality, the family, 
and identity development as a central part of the treatment. The results evidence that 
the intervention was successful, being tailored to the particular needs of the patient and 
taking into consideration the nuances and cultural sensitivity and cultural competence 
that are required when one is working with the  Puerto Rican population  , recognizing 
their similarities and differences under the same scope without losing the importance 
and respect for the particular characteristics of the individual being treated and that 
person’s ecological surroundings plus a holistic view of the person. These interventions 
may take more time and effort than the ones with the average population but are worth 
it considering the increase of the Puerto Rican population in the United States and the 
importance they play as Hispanics/Latinos in the fabric of that country.  

    Recommendations on Behavioral Health Screens to Screen 
for Depression, Anxiety, Pain, and Other Problems Associated 
with Physical Illnesses in an Integrated Health Care Setting 
Serving Puerto Ricans 

 First, to make decisions about implementing systematic  depression   screening for 
Spanish-speaking populations, primary care physicians and mental health providers 
need to know which Spanish language depression-screening instruments are accu-
rate. Reuland et al. reviewed systematically the evidence regarding the diagnostic 
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accuracy of depression-screening instruments in Spanish with primary care popula-
tions. They found that the Spanish language version of the Center for Epidemiologic 
Studies Depression Scale had sensitivities ranging from 76 to 92 % and specifi cities 
ranging from 70 to 74 %. The Spanish language version of the Postpartum 
Depression Screening Scale was 78 % sensitive and 85 % specifi c for combined 
major–minor depression (one US study). For depression screening in Spanish-
speaking outpatients, fair evidence supports the diagnostic accuracy of the Center 
for Epidemiologic Studies Depression Scale and the nine-item PRIME-MD in gen-
eral primary care and the 15-item Geriatric Depression Scale (Spanish) for geriatric 
patients, meaning that although they a few in number and in more instruments are 
needed for the Spanish-speaking population in the United States, clinicians could 
use these instruments in their primary care interventions. On the other hand, Rodero 
and his team in Spain validated the  Chronic Pain Acceptance Questionnaire (CPAQ)   
for the assessment of acceptance in fi bromyalgia. The value of this is that it could 
be normalized for Spanish-speaking populations in the United States. Analysis of 
results showed that the Spanish CPAQ had good test–retest reliability (intraclass 
correlation coeffi cient 0.83) and internal consistency reliability (Cronbach’s  α  
0.83). The Spanish CPAQ score signifi cantly correlated with pain intensity, anxiety, 
depression, pain catastrophizing, health status, and physical and psychosocial dis-
ability. The Scree plot and a principal components factor analysis confi rmed the 
same two-factor construct as the original English CPAQ. For this reason teams in 
the United  States   should work to validate the questionnaire for Spanish-speaking 
populations. D’Alonzo describes that as Spanish-speaking immigrants participate 
in and become the focus of research studies, questions arise about the appropriate-
ness of existing research tools, and explains that very little has been written regard-
ing the testing and evaluation of research tools among less educated Latino 
immigrants. It is for this reason that more culturally appropriate methods should be 
evaluated for use with the Spanish-speaking population, such as the Self-Effi cacy 
and Exercise Habits Survey, the Latina Values Scale Revised, and the Hispanic 
Stress Inventory. The tests could be translated and validated to provide a more com-
plete service but also to expand the scope of information to work with the Spanish-
speaking population in the United States and particularly in primary care. 

 The cross-cultural interview proposed by Juckett ( 2005 ,  2013 ) requires time and 
patience. First, small talk can establish  trust   ( confi anza  in Spanish) between the 
patient and the physician. According to Juckett ( 2005 ), physicians should use a 
patient’s formal name if they are unsure of the appropriate way to address the 
patient. According to Juckett, patients will sometimes avoid eye contact with physi-
cians out of respect, especially if they are of a different sex or social status. 
Consequently, the physician should ask the patient what the illness means to him or 
her and what treatments the patient is currently undergoing. This will allow the 
physician to explain the different treatment options and fi nd a mutually acceptable 
treatment plan. The physician should provide instructions, preferably in writing (if 
the patient or a family member is literate), and ask the patient if the plan is accept-
able. Rather than asking, “Do you understand?” the physician should have patients 
repeat the instructions in their own words. 
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 Time perception and management differ among cultures. For example, many 
Latinos and especially Puerto Ricans have a relaxed sense of time, and personal 
relationships are considered more important than schedules. Thus, practitioners 
should, if a patient is late, tactfully explain the importance of being on time in the 
US medical setting (Juckett,  2005 ,  2013 ; Sue,  2013 ). 

 Tseng and Streltzer ( 2008 ) mentioned the following as important factors in 
adherence to prescriptions that need to be taken into consideration to increase adher-
ence to prescriptions recognizing the specifi c cultural aspects of Puerto Ricans:

    1.    Patient’s concept of the illness, as well as the symbolic meaning of the illness in 
the patient’s culture   

   2.    Medication characteristics, which may be important to the patient   
   3.    The symbolic power and value of the medication in the patient’s culture   
   4.    Dietary habits and nutritional interactions with alternative treatments used by the 

patient   
   5.    The physician–patient relationship, including expectations and symbolic mean-

ing of giving and receiving medication, as well as other transferential aspects of 
the relationship    

  According to Levensky and O’Donohue ( 2006 ), several variables are extremely 
important for adherence to treatment:

    1.    Having a multicultural and multilingual staff   
   2.    Using trained interpreters and receiving training on how to integrate interpreters 

into clinical practice   
   3.    Providing written  instructions   in the language spoken by the particular patient/client   
   4.    Training professionals in multicultural awareness   
   5.    Including relevant cultural components in the treatment   
   6.    Consulting, collaborating with, and involving folk healers in the treatment   
   7.    Respecting the client’s/patient’s culturally based explanations/interpretations   
   8.    Increasing participation by extended family members.    

      Conclusions and Final Recommendations for Best Practices 
with Puerto Ricans 

 An adequate assessment that is culturally sensitive is the basis for promotion of use 
to health services and adherence to treatment in ethnic minorities, including Puerto 
Ricans. Ones should always evaluate adherence by taking into account the behav-
ioral, cultural, and environmental factors that affect it. People bring into the consul-
tation their own beliefs and perceptions about the illness, and this may have 
consequences in the promotion or failure of adherence to treatment that may affect 
their quality of life (Rodriguez-Gomez,  2006 ). According to Rodriguez-Gomez, it 
will be necessary to study the positive short, medium-, and long-term effects that 
culture-sensitive adherence strategies may have for the survival of minorities so as 
to diminish physical and mental health disparities (Rodriguez-Gomez,  2006 ). 
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 One of the most infl uencing factors on adherence is communication. Patients 
who do not speak the same language as their clinicians rate their visit with physi-
cians as less participatory as whites (Rodriguez-Gomez,  2006 ). It is imperative to 
take into consideration culturally sensitive elements such as the use of folk or home 
remedies that may have an effect on treatment adherence. Finally, the importance of 
becoming aware and knowledgeable as providers and teams about how race, cul-
ture, and gender affect communication styles is important to provide high-quality 
services (Sue,  2013 ). It is important for training programs in primary care and 
related professions to use an approach that call for openness and fl exibility both in 
conceptualization and in actual skill building (Sue,  2013 ). 

 According to Ho et al. ( 2006 ), more studies are warranted to examine if the 
acculturated lifestyle, quality of health services, access to health care, and effective-
ness in controlling a chronic illness such as diabetes and its complications are fac-
tors associated with the poor health status of mainland Puerto Ricans. This inquiry 
could be extended to other medical conditions as well to the provision of mental 
health services. It is for this reason that we should be aware of the studies available 
and their fi ndings to help understand the different factors that impact and could 
impact the provision of primary care services to Puerto Ricans in the United States. 
Primary-care-based interventions that have been effective in non-Latinos could 
incorporate culturally appropriate elements, and lessons from community-based 
research and could be applied to Latinos so that their effectiveness can be assessed 
in this group (O’Malley, Gonzalez, Sheppard, Huerta, & Mandelblatt,  2003 ). If we 
recognize these variables and expand the opportunities for teaching, training, super-
vision, research, and practice with Latinos, in particular with the mainland Puerto 
Rican population, and exchange information with the treatment and research teams 
on the island, it should be possible to improve and increase the cultural competence 
knowledge and skills in the setting of the Puerto Rican population in primary care.     
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    Chapter 4   
 Special Considerations for Working 
with Cubans in Integrated Care: 
Intergenerational Perspectives on Life-Course 
Health Promotion                     

     Ester     R.     Shapiro    

          Setting the Stage: Cuban Americans, Wellness, 
and Geopolitics of the Heart 

 At the time this chapter was being completed, Cuban Americans were prominently 
in the national news, with President Barack Obama visiting Cuba as part of the fi rst 
opening of U.S. Cuba  diplomatic relations   since the 1959 socialist revolution, and 
two Cuban Americans who had benefi tted from preferential immigration treatment 
were Republican candidates for the Presidential primary, running on anti-immigrant 
platforms. The polarized, Cold War politics characterizing U.S./Cuba relations have 
greatly affected family relationships which Falicov ( 2014 ) terms “A Geopolitics of 
the Heart,” creating dilemmas of family separations, responsibility, and loyalty both 
for Cuban Americans living in largest concentrations in South Florida or New 
Jersey/New  York   as well as for those of us living outside these enclaves. I am a 
Cuban American of Eastern European Jewish descent who grew up in South Florida 
but currently lives and works in Boston, and a clinical psychologist strongly infl u-
enced by Cuba’s exemplary family  medicine-centered health care system   and model 
of integrative care (Shapiro & Louro Bernal,  2014 ), personal and professional expe-
riences informing the theoretical frameworks, sources of evidence, and clinical 
practice perspectives informing this chapter. 

 In exploring treatment recommendations for Cuban Americans  in Integrative 
Care  , clinicians discover the specifi city by which particular moments in evolving 
Cuba/U.S. political relationships have marked the shared family life course and 
dilemmas of politics interwoven with intergenerational differences in acculturation, 
meaningfully impacting health and mental health care. Those of us with elderly 
parents of the 1960s immigration immediately  post-revolution   are struggling to 
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 support their care, facing the expectations that family members, particularly 
 daughters, will directly provide or supervise caretakers so that their parents can 
remain in their homes as long as possible. Others, whose families experienced more 
time in socialist Cuba, face the scrutiny of earlier immigrants, especially those in 
the South Florida enclave community, regarding their political opinions, their fail-
ure to obey highly valued patriarchal, hierarchical family obligations, or to honor 
the Catholic Church and its strict prohibitions against abortion, both accepted and 
publicly funded in Cuba. Cuban immigrants, particularly those of African diaspora 
descent who are socially identifi ed in the U.S. as Black, experience a different defi -
nition of race or  racialization   in which any visible African features type them for 
racial stereotyping in absolute terms, in contrast to the Cuban experience of racial 
categorizing that also includes social class, educational achievement, and profes-
sional status (Perez,  2009 ). Understanding what ails us as Cuban Americans, and 
how best to evaluate and implement integrative care, requires a highly specifi c 
assessment of  immigration histories and dislocations  , experiences of acculturation, 
and their impacts on the intergenerational and extended family relationships which 
are at the heart of Cuban American health and wellness. 

 Clinicians working with  Latino families   in general, and Cuban American fami-
lies in particular, highlight the importance of refl exivity as an element of cultural 
competence (Kirmeyer,  2012 ). Refl exivity is defi ned as critical assessment of per-
sonal subjectivity as infl uenced by intersecting aspects of personal and professional 
background and social location, to appreciate how these infl uence interventions 
both explicitly and implicitly (Bernal & Shapiro,  2005 ; Comas-Diaz,  2012 ; Falicov, 
 2014 ; Laroche,  2013 ). This chapter, which draws on an interdisciplinary literature 
review that includes knowledge of Cuban American contexts of  migration and 
appreciation   of the Cuban health care system, addresses both professional and per-
sonal perspectives on knowledge as they impact fi ndings and recommendations, 
encouraging readers to both refl ect on and extend personal sources of knowledge in 
the service of work with Cuban American families. Both professionally and politi-
cally, I believe that compassionate, constructive dialogue across differences and 
societal commitment to equity contribute to health and growth promotion. The fol-
lowing chapter draws from the published research literature as well as personal and 
professional experiences of negotiating subjectivities and developing partnerships 
for health promotion on both sides of the divide, striving to learn from both without 
demonizing either. Clinicians seeking to work with Cuban American families will 
fi nd that  sociopolitical contexts   of migration, generating unique circumstances and 
intergenerational connections and confl icts, have meaningful implications for their 
lived experience, health/mental health status, and best practices for engaging in 
treatment within integrative care. 

 Writers in the fi elds of integrative health care, arguing for  transdisciplinary 
approaches   capable of person-centered care that also contextualizes social determi-
nants of chronic illness care (Cloninger et al.,  2014 ; Juster et al.,  2011 ; Martin & 
Petersen,  2009 ) and evidence-based practice (Satterfi eld et al.,  2009 ), suggest that 
when health literature reviews cross disciplines they require “refl exive synthesis” 
sensitive to both societal ideologies and disciplinary perspectives, inevitably shaped 
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by disciplinary assumptions and values as well as economic benefi t and societal 
power inequalities. In arguing for integrative health care in the U.S., practitioners 
face signifi cant economic and ideological biases favoring fragmented specialty 
health care and ignoring contexts of inequality (Starfi eld,  2009 ).  The Affordable 
Care Act   offers new incentives supporting integrative care (Mechanic,  2012 ), yet 
due to political compromises was not designed for universal health care access in its 
global understanding as a human right, but simply expanded access to health insur-
ance, speaking to continuing barriers in delivering quality integrative care to any 
U.S. population. 

  Self-awareness   of personal subjectivity is particularly important in working with 
Cuban Americans in family-centered, culturally meaningful integrative health. For 
Cuban Americans, individual and family lived experiences have been ruptured by 
Cold War politics that separated families and mandated politically based family 
loyalties either for or against the Socialist revolution. Clinicians working with 
Cuban Americans should be aware that the timing and circumstances of Cuban 
immigration to the U.S. are rooted in very particular political histories as they inter-
sect with intergenerational, family life course processes (Bernal & Shapiro,  2005 ; 
Duany,  2011 ; Eckstein,  2009 ; Falicov,  2014 ; Szapocsnik, Schwartz, Muir, & Brown, 
 2012 ) with consequences for health and mental health status and access to health 
resources. Cuban American political identifi cations affecting individuals and divid-
ing families emerged in the context of embattled, evolving Cold War animosities 
and changing circumstances as they have impacted immigration and the shared life 
course. I am a Cuban American of  Eastern European Jewish descent  , born in Cuba 
within an immigrant extended family who reluctantly left Cuba in 1960 when I was 
8 years old. I was brought up within and enduringly connected through extended 
family ties and academic networks to the large South Florida Cuban American 
enclaves, but moved to Massachusetts for college, and clinical psychology training. 
I now live and work in Boston where the very small Cuban American community 
is heterogeneous in  social class and educational levels   as well as politically mixed. 
I have established strong personal and academic networks supporting engagement 
with Cuban health and educational institutions and appreciating their accomplish-
ments (Shapiro,  1994 ; Shapiro & Louro Bernal,  2014 ), guiding the perspective I 
bring to all my work. I teach culturally informed clinical and health promotion 
practice in Boston, emphasizing strengths-based ecosystemic life-course and  family-
centered social justice   perspectives highlighting the societal resources individuals, 
families, and communities need to maintain “wellness as fairness” (Prilleltensky, 
 2012 ). I have preserved ties to both my anti-Castro extended family in South Florida, 
as well as to family, friends, and colleagues in Cuba and the U.S. who appreciate the 
values and contributions of the Cuban socialist government to the fi elds of health 
and education and to government responsibility in economic equality while recog-
nizing the current system’s limitations (Shapiro,  2010a ,  2010b ; Shapiro & Louro 
Bernal,  2014 ). Maintaining this balance requires a critical stance on the strident 
 ideologies and suppression   of dissent imposed by both sides of the divide, and sen-
sitivity to the concerns of all members of our expanding Cuban transnational com-
munities. Both the Cuban government and the Cuban exile community have used 
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violence to control dissent. My friends and colleagues in Boston and Miami were 
targets of Cuban American right-wing terrorism. Many Cuban Americans in the 
U.S. have enduring memories of the violence during both the socialist revolution 
and its aftermath, and my Cuban colleagues live in a community where a special 
police force evaluates their publications to ensure that any critiques of the govern-
ment fall within an accepted language. A punitive economic embargo (termed a 
blockade by Cuba) which has helped impoverish Cuba and failed to change Cuban 
politics remains in place, even though it has failed to meet the poli tical objective of 
inspiring uprising against Fidel and Raul Castro’s socialist government. 

 For guidance in working with Cuban American families in integrative health set-
tings, the available literature on  health and mental health   has tended to aggregate 
data on Latinos, lacking needed specifi city on nativity, immigration status, and 
years in the U.S. This chapter draws on the limited literature focusing on Cuban 
Americans while including a wider range of studies in migration and cultural stud-
ies as well as in integrative health and mental health. Because the literature on 
health and mental health for Latino populations is only beginning to publish work 
that disaggregates populations by immigration status and nationality, this chapter 
reviews the available literature on demographics and contexts of migration, illus-
trating the impact of these factors through case vignettes. The  treatment literature   
on Cuban Americans is also limited, with a few research teams working in the 
Miami area collecting health and mental health data and developing and testing 
treatment protocols based specifi cally on Cuban Americans. The work of Szapocsnik 
and colleagues at the University of Miami (Muir, Schwartz, & Szapocznik,  2004 ; 
Szapocsnik et al.,  2012 ; Szapocsnik, Muir, Duff, Schwartz, & Brown,  2015 ) is par-
ticularly noteworthy, as this team has studied health and mental health status for 
Cuban American families focusing on both  adolescents and elders  . Further, they 
have developed family-centered interventions to address differential acculturation 
across generations and develop culturally meaningful strengths-based approaches. 
Given the limited available intervention literature, the chapter will also draw from 
Latino-centric approaches to cultural adaptation of health and mental health  services 
(Bernal & Domenech-Rodriguez,  2012 ), literatures on bridging patient- centered 
and culturally competent care, particularly for Latinos (Nielsen, Wall, & Tucker, 
 2016 ) and a  transdisciplinary approach   to culturally sensitive integrative care that 
highlights health equity resources supporting family resilience throughout the life 
course (Shapiro,  2013a ,  2013b ). Because most of the current literature on integra-
tive care does not focus specifi cally on Cuban Americans, the following discussion 
of clinical considerations draws on a  transdisciplinary literature   and uses an integra-
tive family life course theoretical approach emphasizing social determinants of inte-
grative health and mental health, and highlighting cultural resources supporting 
family resilience particularly for families facing challenges of chronic illness 
(Shapiro,  2013a ). This approach can help illuminate both aspects of culture and of 
circumstances of migration as they shape the presentation of Cuban Americans in 
 health care settings  , and inform strategies for effective, culturally sensitive care. 
Finally, the chapter includes brief case illustrations throughout of clinical services, 
supervision, and consultations; identifying information in these case illustrations 
has been altered to protect patient privacy.  
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    Frameworks for Integrative Care with Cuban Americans: 
Cultural/Ecological Perspectives on Integrative and Evidence- 
Based Care 

 A person-centered primary health care perspective has been recommended as an 
impactful way of reducing disparities by directly addressing  social determinants   of 
health as they impact particular patients (Cloninger et al.,  2014 ; Starfi eld,  2009 ). 
Nielsen et al. ( 2016 ) tested Tucker’s model of patient-centered, culturally sensitive 
care (Tucker, Marsiske, Rice, Nielson, & Herman,  2011 ) for Latino patients with 
both Spanish and English language preference, evaluating the impact of these vari-
ables on treatment adherence. Tucker’s model of patient-centered culturally sensi-
tive care, developed for racially/culturally diverse populations that included a Latino 
subsample, focused on how patients perceived their interactions with the clinician 
in the domains of trust, satisfaction with treatment including cultural and religious 
sensitivity, and patient sense of personal control/empowerment. The study found 
that all dimensions of their model’s patient-centered, culturally sensitive care 
enhanced patient satisfaction and treatment adherence for this sample of Latino 
patients, although effect sizes were considerably larger for the English preferred 
compared to the Spanish preferred patients. Additionally, the study found that for 
Spanish language preference Latino patients, patient-perceived  Provider Cultural 
Sensitivity (PCS)   also reduced patient sense of control in treatment decision- 
making. The authors suggested that increasing  PCS   for these patients may also raise 
their awareness of barriers due to language differences, lowering sense of personal 
control. Because the study relied exclusively on patient self-report, and enrolled 
patients across multiple sites nationally, the research did not directly evaluate 
whether Spanish-preference Latino patients received linguistically appropriate 
 services whether through a Spanish speaking provider or a trained interpreter. 
Exploration of Spanish language preference as a dimension of acculturation is espe-
cially important to evaluate for Cuban Americans living in ethnic enclaves, and for 
women within those enclaves, as they may be able to navigate their daily lives with 
limited use of English. Although the  South Florida area  , and other areas with larger 
numbers of Cuban Americans, may also offer more choices for Spanish-speaking 
health care providers, this study’s fi nding that patient-centered, culturally compe-
tent care may actually lower sense of control for Latino patients suggests the com-
plexity and sensitivity of these intersecting language, culture, and relational themes 
in the health care setting. 

 Models of integrative care addressing both health and mental health disparities 
among ethnic minorities further need to take into account the complexity of unique 
patient characteristics and the characteristics of the health care setting as these vary 
greatly in their approach to integration and availability of culturally and linguistically 
competent clinicians. The Cuban values of respeto/respect for authority and  person-
alismo/emphasis   on personal networks and relationships offer an excellent bridge to 
models of primary care that emphasize narrative and storytelling, while linking 
these to enhanced understanding of person-centered care, leading to enhanced use 
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of evidence-based practice (Silva, Charon, & Wyer,  2011 ). However, it is also 
important to critically evaluate constructs from the cultural/ethnographic literature 
describing cultural characteristics to consider whether patterns attributed to cultural 
beliefs are interwoven with or confounded by challenges associated with health 
disparities due to social determinants of health (Lopez, Barrio, Kopelowicz, & 
Vega,  2012 ). For example, the construct of “fatalismo” attributed to Latino families, 
arguing that cultural and religious factors lead to fatalism in the face of illness and 
will be associated with delayed or avoided care, can be better understood in light of 
structural barriers such as lack of health insurance, negative experiences with the 
health care system, or lack of culturally and linguistically trained providers 
(Abraído-Lanza et al.,  2007 ). 

 Holden et al. ( 2014 ) address the complexity of centering integrative mental 
health care on cultural factors by arguing for a multi-level approach that addresses 
both provider cultural competence skills and systemic/organizational competence 
in integrative care. Their Culturally Centered Model of Behavioral health Care 
brings together cultural competence skills using a “CRASH” mnemonic of cultural 
competence skills, with characteristics of a Primary Care Mental Health approach. 
 CRASH   includes:  Culture  as shared values and connections in the experience of 
health and health care and in patient/professional interaction;  Respect  demonstrated 
with appreciation of cultural expressions;  Assess  to appreciate the wide range of 
“within-group differences” and inquire about cultural identity, health preferences, 
beliefs, and understanding of health conditions, language competency, acculturation 
level, and health literacy;  Affi rm  by recognizing that each individual is the world’s 
expert on his/her own experiences, listening for and affi rming experiences and 
 identifying cultural strengths in differences;  Sensitivity , developing awareness of 
cultural expectations that might cause offense or break down trust and communica-
tion;   Self-Awareness   , becoming aware of personal cultural norms, values, and reac-
tivities leading providers to miscommunicate or misjudge others; and  Humility , 
recognizing that none of us attains “cultural competence” but commits to a life-time 
of learning. At the Organizational level,  continuity of care , a  whole-patient orien-
tation ,  safety and quality , and  care coordination and integration  support the 
culturally centered provider/patient relationship. This approach to centering culture 
within integrative care is especially useful for work with Cuban Americans, as it 
recognizes the within-family cultural complexity associated with migration status 
and acculturation levels, the centrality of respect which also includes appreciation 
of gendered generational roles and acculturation differences, and allows for assess-
ment of migration stories and their impacts. 

 In integrative care, depending on the setting and the practice model for bridging 
 primary care   and behavioral/mental health care, practitioners will need to refer Cuban 
American patients with specifi c mental health needs to a mental health  practitioner. 
Because a limited number of empirically validated treatments have been tested for 
Latinos in general, and Cuban Americans in particular, approaches to cultural adapta-
tion of “empirically supported” or “evidence-based” practice take a broader approach 
to identifying culturally meaningful adaptations of interventions based on evidence 
(Bernal & Domenech-Rodriguez,  2012 ). The Ecological Validity Framework (EVF), 
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proposed by Bernal, Bonilla & Bellido (in Bernal & Domenech- Rodriguez,  2012 ) is 
an especially useful guide in evaluating the domains for cultural adaptation of behav-
ioral health/mental health interventions, identifying eight areas of an intervention that 
may be culturally adapted. Guillermo Bernal, also a Cuban American who left Cuba 
as a child in the early 1960s migration and who has maintained ties with Cuban psy-
chologists, has developed a body of work on cultural adaptation of  evidence-based 
practices   that draws from Cuban perspectives on psychology within socialist health 
care and cultural values (Bernal,  2016 ; Bernal & Shapiro,  2005 ). In the Ecological 
Validity Framework,  Language  refers to culturally relevant oral and written forms of 
communication (e.g., translation, specifi c jargon). The persons dimension captures 
the client-therapist dyad dynamics (e.g., ethnic match).  Metaphors  include express-
ing ideas in culturally relevant visual and verbal forms (e.g., role models, sayings). 
 Content  refers to attending to the client’s values, traditions, and interpersonal styles 
(e.g., familismo, simpatia). The  concepts  about the treatment, the   treatment goals   , 
and the  treatment methods  also need to be consistent with the cultural values and 
expectations of the client. Finally, the  context  is taken into consideration in the assess-
ment and intervention (e.g., acculturation, country of origin, family constitution, etc.). 
Consistent with person- centered care perspectives across disciplines, applying this 
approach to Cuban Americans emphasizes the importance of starting with a relation-
ship that builds trust and respects cultural values such as gendered hierarchy within 
family relationships. Discovering culturally meaningful narratives can be best served 
with a narrative approach, which also allows the emergence of concepts about treat-
ment as well as patient experiences of contexts. Clinicians working within these 
frameworks also need to become informed about demographic characteristics of the 
Cuban American population which will be discussed later in the chapter. 

 In my own  clinical and educational practice  , I apply a holistic family-centered, 
ecosystemic life-course perspective sensitive to gender and generation as these 
intersect with sociopolitical timing and circumstances of migration in both sending 
and receiving communities (Falicov,  2014 ; Shapiro,  2013a ; Shapiro & Atallah- 
Gutierrez,  2012 ). Person- and family-centered inquires begin with how individuals 
view a presenting problem, their understanding of relevant resources and barriers, 
their goals for intervention, treatment considerations and constraints in a particular 
setting, and broader contextual resources and challenges (Shapiro,  2013a ,  2013b ). 
Further, I strive to integrate health and growth promotion and problem prevention 
into treatment, regardless of the setting. When applied to Cuban Americans, this 
broader approach allows clinicians to assess presenting health and mental health 
concerns holistically, contextualizing these in light of migration experiences as they 
contribute to gender and generational differences in experiences of U.S. accultura-
tion, and macro-level social determinants of health and mental health. At the same 
time, it is important to consider unique circumstances and lived experiences of any 
individual Cuban American patient, their family and community setting, and cul-
tural resources they bring to their specifi c health concerns. For this perspective, the 
chapter turns next to an overview of Cuban Americans in the U.S., their demo-
graphic characteristics and conditions of migration, as these create contexts for 
health and mental health treatment.  
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    Overview of Cuban Americans in the U.S. 

 Cuban Americans are counted as the third largest group of Latino/a descent in the 
United States, accounting for 3.7 % of the U.S.  Hispanic population  , after those of 
Mexican background (64 %) and Puerto Rican background (9.5). The most recent U.S. 
census reports an estimated two million self-identifi ed as Hispanics of Cuban origin, 
meaning they are themselves Cuban immigrants or trace their family ancestry to Cuba. 
Cuban Americans are the most geographically concentrated of the 14 largest Hispanic 
origin groups, with 68 % living in Florida, many in ethnic enclaves particularly in the 
greater Miami area, 78 % living in the South, and smaller groups located in New York, 
New Jersey, and California (Lopez,  2015 ; Rothe & Pumariega,  2008 ). The Cuban-
origin population has more than doubled since 1980, with the foreign-born population 
growing by 78 %, comprising about 58 % of the Cuban American population, com-
pared to 37 % of U.S. Latinos (Lopez,  2015 ). The Cuban- origin population  in South 
Florida   has been dominated economically and politically by the fi rst arrivals in the 
immediate period following the 1959 Socialist Revolution, self-described “exiles” who 
considered their stay in the U.S. a temporary one and did not identify as “Cuban 
American” because they planned on returning (Colona & Grenier,  2010 ; Gomez, 
 2016 ). That fi rst group came of age prior to the revolution, many experiencing signifi -
cant social and economic privilege but with limited experience of democratic processes 
(Eckstein,  2009 ). The fi rst Cuban American exile cohort encouraged a strong sense of 
Cuban identity among their Cuban-born and U.S. born children, and cultivate a deep 
sense of outrage and longing regarding the loss of the Cuba they knew as young adults 
(Eckstein,  2009 ; Perez,  2013 ). Compared to other Latino groups, Cuban Americans are 
more likely to identify as either Cubans or Americans rather than as “Latinos” or 
Hispanics more broadly (Lopez,  2015 ). 

 The Cuban American population continues to be older than both Whites and 
other Latinos; the median age for Cubans in the U.S. is 40, compared to the  Hispanic/
Latino   median of 27 and the total U.S. median age of 37. More than half of Cuban 
immigrants arrived after 1990, and Cuban immigrants arriving subsequently are 
increasingly viewed as economic rather than political immigrants. Cuban Americans 
continue to receive favored immigration status compared to other Latinos, with fast- 
track status to residency, U.S. citizenship and public benefi ts, with no concerns 
about documentation status which is a signifi cant burden for other Latino immigrant 
communities (Lopez et al.,  2012 ). Compared to other Latinos, Cuban Americans are 
more profi cient in English, with 60 % reporting profi ciency compared to 35 % of the 
total Latino population (Brown & Patten,  2013 ; Lopez,  2015 ). Cuban Americans 
are less likely to be poor than other Latinos, with 20 % reporting living in poverty 
compared to 25 % of the overall Latino population (Lopez,  2015 ). Finally Cuban 
Americans report higher educational achievement, with 24 % of Cubans 25 and 
older obtaining at least a Bachelor’s degree compared to 13 % of the total Latino 
population (Brown & Patten,  2013 ). 

 Psychologically, Cuban Americans have been described as having highly cohe-
sive, interdependent families with clear roles according to  gender and generation   
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and high expectations for family closeness and mutual care (Bernal & Shapiro, 
 2005 ; Szapocsnik et al.,  2012 ). Strong emphasis on family cohesion often termed 
“familismo”/familism, and respect for hierarchical, gender-typed family roles or 
“respeto”/respect, guide both within-family relationships and relationships in health 
care settings. It is not unusual to hear U.S. born Cuban young adults with their own 
established homes and families report that they speak to their mothers at least once 
daily. When education or employment require relocation away from the family 
enclave, this is considered a breach of family togetherness. The expectation is typi-
cally that once these temporary demands are completed the goal will be to return to 
the closeness of the extended family setting. There are high expectations for the care 
of dependents within the family at every age from infancy to elders. Whenever pos-
sible a family member will either be expected to provide hands-on care or to super-
vise care closely, as when an elder can no longer be cared for in the home. 

 These family-centered  psychological processes   emphasizing highly gendered 
family roles, familismo with a strong sense of obligation and hierarchy, and daily 
expectations of shared lives and interdependence, represent major cultural strengths, 
but can also create circumstances of intergenerational family confl ict leading to 
mental health concerns (Muir et al.,  2004 ; Szapocsnik et al.,  2012 ,  2015 ). Szapocsnik 
and colleagues, conducting research over three decades on Cuban American fami-
lies with adolescents demonstrating conduct or substance abuse problems, have 
developed family-centered culturally sensitive interventions including  Bicultural 
Effectiveness Training and Brief Strategic Family Therapy   centered on Cuban 
American family values and cultural strengths while recognizing that within-family 
generational differences in acculturation and family expectations can result in fam-
ily confl icts, problematic communication, and maladaptation. More recently, clini-
cal and epidemiological research has focused on challenges for Cuban American 
elders, an aging population with multiple chronic conditions and high expectations 
for family-based care particularly from adult daughters with multiple family and 
work responsibilities in a society that lacks the support for family-based care. 
Cultural patterns at this stage of the life-course may benefi t dependent elders at a 
high cost to adult daughters. These clinical literatures suggest the importance of 
sensitively negotiating cultural expectations and health burdens to ensure that all 
family members are respected and supported in ways that promote positive health 
outcomes. 

 For example, Carolina, the middle of three sisters all in their early 70s and living 
in Miami, approached her  primary care physician   with complaints of frequent 
 headaches and lack of energy. Her widowed mother had recently died at the age of 
96, of complications from pneumonia, with her three daughters and dedicated 
 caretaker of many years all at her side. Carolina had immigrated to Miami from 
Havana as a young adolescent in the early 1960s. She worked alongside her mother 
and father in a small clothing store with modest fi nancial success. She kept the busi-
ness open and worked there 6 days a week far after she would have preferred to sell 
it, because the store offered her aging parents a place to go to every day, a sense of 
their own worth as working adults, and a meaningful psychological role and status 
in the community. Carolina’s younger sister had the fi nancial means to provide a 
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home and increasing caretaking for their aging parents, as they grew more impaired 
by chronic conditions including severe arthritis for her mother and heart disease for 
her father. However, Carolina, while bringing up two daughters of her own, who 
married, had children who were now adolescents, and expected her assistance with 
childcare, was designated as the daughter with the closest bond to both parents and 
was expected to see them daily, accompany them on doctor’s visits and coordinate 
their daily care. Her father died of a heart attack at 75, but her mother remained 
active in the  business and family affairs   into her 90s. While Carolina’s headaches 
and exhaustion were connected to her grief over her mother’s death, the loss of her 
parents was interwoven with the sense of loss for her own possibilities as a woman 
and a wife. Speaking with her primary physician, she disclosed her regret that now 
herself in her 70s, with demands on her time as a grandmother, she and her husband 
had delayed much-desired time to focus on their own lives and marriage. He sug-
gested that she and her husband consult with a family counselor who could help 
them assess their priorities and possibilities for focusing on their marriage. She 
accepted a referral for brief marital counseling, along with a referral to behavioral 
medicine for guided meditation to assist with her headaches. Carolina began to 
speak to her two daughters about these personal dilemmas, encouraging them to 
consider their own personal priorities and letting them know she and their father 
were planning some regular time for themselves as a couple. Carolina also began to 
reach out to other women of the “sandwich” generation in the extended family, 
caught between the demands of their children and their aging parents, encouraging 
them to make time for their marriages and for their personal health, a role which 
gave her a great deal of satisfaction.  

    Contexts of Cuban American Immigration and Integrative 
Health Impacts 

 Clinical understanding of Cuban American populations and their presentation in a 
variety of integrative care settings needs to take into account their unique immigra-
tion contexts evolving over time, leading to “ segmented migration  ” (Skop,  2001 ) in 
which (1) the conditions of departure; (2) the initial resources immigrants bring 
with them; and (3) the social/economic context that greets immigrants in the host 
culture have varied within the Cuban immigrant community over time, leading to 
major waves of migration and corresponding health/mental health contexts. From a 
clinical perspective, the best framework for understanding immigrant families and 
Latino families in general, and Cuban American families in particular, is offered by 
Celia Falicov’s Multidimensional Ecological Cultural Assessment ( MECA  , Falicov, 
 2014 ). MECA offers clinicians an assessment tool that incorporates key dimensions 
of family experience and functioning including circumstances of migration and 
sociocultural contexts as they impacted both sending and receiving communities, 
stage of the family life course, and social justice contexts including experiences of 
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discrimination. As a family therapist she highlights family interdependence, though 
she makes it clear that a family systemic approach can inform work with individuals 
whose families highly value interdependence. 

 Cuba’s proximity to the U.S., the impacts of the Cuban socialist revolution in 
1959, the still evolving Cold War politics enshrined in favored status for Cuban 
immigrants to the U.S., and earlier attempts to destabilize the Cuban government, 
have impacted the Cuban American migration story as one in which a group that 
cherishes extended family connections has been forced to endure unbridgeable fam-
ily divisions of politics and physical distance (Lemkin & Stug,  2008 ). Geopolitically, 
Cuba, the largest island in the Caribbean, has been considered by both colonial-era 
Spain and later by the United States to have signifi cant  economic and military stra-
tegic value  . Cuban culture and dynamics of Cuban immigration to the U.S. have 
been deeply shaped by Spanish colonialism and the slave trade, by the 1898 U.S. 
invasion of Cuba (along with Puerto Rico, Guam, and the Philippines) during the 
Spanish/American war, and by continued  U.S. interference   in Cuba’s internal poli-
tics. At the time Cuba declared independence the U.S. imposed the Platt Amendment 
giving the U.S. the right to intervene in Cuban internal affairs (repealed in 1933) 
and established the Guantanamo Bay military base, which remains a highly contro-
versial symbol of U.S. interference in Cuban sovereignty throughout the Caribbean/
Latin American region. 

 Cubans migrating to the United States have historically received favored status 
in both entering the country and qualifying for  U.S. social benefi ts  , in constant to 
other immigrants from Mexico, other regions of Central and Latin America, and 
across the Caribbean. As of this writing, with signifi cant opening of U.S./Cuba rela-
tions if not yet the lifting of the economic embargo, U.S./Cuba politics are once 
again impacting the fl ow of Cuban immigration to the U.S. The fi rst Cuban immi-
grants from 1959 to 1965 were predominantly White and from higher socioeco-
nomic classes, locating primarily in Miami, New York, and New Jersey, receiving 
many federal benefi ts, and with very limited opportunities for family contact or 
visits to the island. Initially supportive of the Cuban revolution in its opposition to 
Batista’s dictatorship, this Cuban immigrant cohort sometimes termed the “ Golden 
Exiles  ” (Eckstein,  2009 ) left Cuba due to political and economic opposition to both 
Cuba’s socialism and its political suppression of dissent. This aging population, 
located primarily in South Florida, continues to have disproportionate economic 
and political power, intensifi ed by the strong culturally based valuing of respect for 
elders within cohesive extended families. 

 From a  mental health standpoint  , this generation has been described as less likely 
to report mental health concerns when compared to later arrivals (Cisio, Spence, & 
Gayman,  2010 ). However, this generation experienced a deep sense of disruption 
and betrayal, which was intensifi ed by their belief that Castro’s socialism was tem-
porary and they would be able to return to their homeland. Their profound sense of 
outrage and longing over the loss of Cuba remain powerful forces impacting mental 
health for this aging population (Perez,  2013 ,  2015 ), even as this generation has 
experienced signifi cant economic success and the benefi ts of strong social and 
familial ties particularly in the Miami ethnic enclave. However, this generation’s 
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insistence on strict control of “exile ideology” has had had powerful impacts on 
intergenerational family relationships resulting in some vulnerabilities due to fam-
ily confl icts as documented in the clinical literature (Bernal & Shapiro,  2005 ; 
Falicov,  2014 ; Szapocsnik et al.,  2012 ). As an example, elders of this generation 
demonize Fidel Castro, and experience a deep sense of betrayal at any sign of nego-
tiation with socialist Cuba, whether it is through personal visits or through political 
negotiations. Ramon, an 86-year-old elder who immigrated in 1961, whose adult 
daughter and her husband are both  Cuban American academics   living in Boston 
with professional ties to Cuba, threatened to excommunicate them from the family 
for visiting Cuba and only stopped out of fear that he would lose access to his col-
lege aged grandchildren who had also visited Cuba. At a family gathering in Miami, 
his oldest grandson Julio shared photographs of his family’s visit to Ramon’s home 
town in rural central Cuba, where they had met extended family and visited their 
family home and church. Fighting tears, Ramon said, “I don’t like to think about 
Cuba as it is today, it forces me to remember all I have lost, it is too much sadness.” 
The strategy of complete disengagement, with its geographic, interpersonal, and 
psychological dimensions, had taken its toll on Ramon’s family relationships and 
added to his own personal health stressors. As an embattled patriarch fi ghting for 
dominance he was reluctant to allow his daughter to speak with him about her inter-
ests in Cuba, but his investment in his relationship with his grandson allowed for an 
opening of a more constructive dialogue and greater access to family support. 

 Additionally, while this group migrated with greater  social advantages  , it is 
important to remember that not all were able to establish themselves with high lev-
els of fi nancial success, which can itself become a strain when facing demands of 
aging with limited economic resources. Perrino, Brown, Mason, and Szapocsnik 
( 2009 ) conducted the Hispanic Elders Behavioral Health Study, investigating the 
relationship between neighborhood factors and residents’ physical and mental 
health outcomes in a predominantly Cuban low-income urban Miami community. 
Their study documented a 35 % prevalence of clinical level depressive symptoms, a 
rate comparable to, or higher than, prevalence rates reported by most other 
population- based samples of U.S. older adults, and signifi cantly associated with 
perceived fi nancial strain. The wide range of economic success experienced within 
this cohort can itself lead to strains both within extended families and across neigh-
borhood groups in the South Florida Cuban American enclaves. The  psychological 
experience   of these aging elders is characterized by a deep sense of loss and grief 
complicated by the long postponement of the much anticipated return, which Perez 
conducting qualitative interviews with members of this exile generation discussed 
using the construct of “ ambiguous loss  ” (Perez,  2013 ). For this generation, any 
movement toward reconciliation with the Cuban socialist government embodied in 
the Castro brothers’ dictatorship represents an unacceptable betrayal. 

 The 1980 Mariel port immigration opened the way for 135,000 Cuban immigrants 
who had grown disillusioned with the economic privations of the socialist govern-
ment. The fi rst group immigrating in that era was initially Cubans with relatives from 
the fi rst wave of migration who were willing to sponsor them, predominantly white 
and middle class. However, these were followed by a more diverse immigrant group, 
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primarily working class or unemployed with a larger Afro-Cuban descent, and who 
found it much more diffi cult to establish themselves in the U.S. Those immigrants 
termed “ Marielitos  ” were associated in the popular press, especially the  Miami  
Herald, with the incarcerated and institutionalized mentally ill, even though those 
arrivals were not predominantly from criminal or psychiatric populations but were 
more likely to be poor and to be Afro-descendants. Estimates of the number of Mariel 
wave immigrants who had been incarcerated were about 10 %, but as many as 9 % of 
those had been jailed for black-market infractions such as possession and sale of food 
and other items. Estimates of “Marielitos” who were either jailed for violent criminal 
offenses or institutionalized mentally ill were 1–3 % (West Duran,  2010 ). Cuban 
immigrants from this period had lived much more of their lives within the Cuban 
socialist experience, and within the Miami Cuban American enclave they were 
viewed as suspect, stereotyped as having less of a work ethic and accused of disloy-
alty to the exile identity due to their more nuanced views of the Cuban government. 
This negative local and national press in turn fueled anti-immigrant sentiment nation-
ally, increased by the economic recession of that time (Eckstein,  2009 ). 

 The 1991 dissolution of the Soviet Union and end of economic aid to Cuba 
resulted in a fi nancial crisis termed the Special Period (Periodo Especial) which cre-
ated signifi cant hardship on the island and led to an immigration crisis during which 
many thousands tried to leave the island on rafts. These immigrants, called “balse-
ros” or “ rafters  ” began to be detained and sent to camps in Guantanamo, Cuba, 
where conditions were crowded with outbreaks of violence, creating highly stressful 
circumstances and elevated rates of PTSD (Rothe, Lewis, Pumariega, & Martinez, 
 2002 ). Nelson, a day laborer who had left Cuba as a “balsero” and was detained in 
Guantanamo, had been working in Boston doing construction and had established a 
stable family and working life. However, after a mild cold turned into bronchitis and 
then pneumonia requiring a week’s hospitalization, he became panicked and 
 psychologically destabilized, remembering his  traumatic experience   in Guantanamo, 
where he ate dirt and debris to deliberately become ill, hoping to be sent to Miami. 
With the help of hospital staff, he was able to share these memories with his wife 
and daughter, and appreciate their enduring impact on his health and mental health. 
He accepted a referral to brief individual psychotherapy as part of his hospital 
 discharge planning. 

 In 1996, the Cuban Adjustment Act negotiated between the  U.S. and Cuba   allowed 
Cubans who entered the United States to apply for residency after 1 year, and further 
negotiated 20,000 Cubans a year to legally emigrate through a lottery system. 
Popularly termed “Wet Foot, Dry Foot,” this law allows Cubans seized on the sea to 
be returned to Cuba, while those entering on land to become eligible for legal resi-
dency. Part of the U.S. Cuba agreement was that Cubans who returned would not be 
subjected to reprisals by the Cuban government, and additionally, Cubans who feared 
reprisal were permitted a hearing and could be repatriated to a third country (Eckstein, 
 2009 ; Skaine,  2004 ). Emblematic of this cohort of arrivals was the tragic story of 
Elian Gonzalez, whose mother and stepfather brought him when they left Cuba for 
Miami on a precarious raft in 1999, the 6-year-old child among the few survivors 
who washed up on shore. Both Cuban and U.S. governments advocated for Elian’s 
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return to his father who had not been informed of the planned fl ight, while his Cuban 
American Uncle and extended family in Miami refused to give up a child whose 
mother had, as they saw it, sacrifi ced her life for Elian’s freedom. Elian was returned 
to Cuba and his father’s family, but only after an armed federal raid on his uncle’s 
home in Miami, compounding the tragic losses on all sides. Research on the mental 
health of these later arrivals found them to experience signifi cantly higher rates of 
anxiety and low self-esteem and somewhat more depression, typically associated 
with their lower levels of SES, education, and family and social support (Cisio et al., 
 2010 ). In this study, the authors believed that the poorer mental health outcomes for 
later arrivals were best explained by English language acquisition, other indicators of 
acculturation including level of education and employment success, and family 
support. 

 Through these multiple migration pathways, the Cuban American community 
continues to grow, both through the birth of second and third generations closely 
identifi ed with Cuban identity and the arrival of Cubans through multiple migration 
pathways have created a growing “transnational” Cuban experience more compa-
rable to the transnational identities of other  Caribbean groups   (Duany,  2011 ). These 
groups have experienced economic challenges in both Cuba and post-recession 
U.S., and have struggled with the differences in the quality and availability of health 
and mental health care. The recent opening of U.S. Cuba relations has caused a 
surge in Cuban immigration through Central America and Mexico, because of fears 
that this privileged migration status will come to an end. These multiple decades of 
shifting immigration policies and circumstances have resulted in Cuban families 
and communities with mixed circumstances of immigration and political views 
across generations. 

 Intriguingly, quality of health care and health  literacy   have been historically of 
great value in Cuba, both prior to the 1959 socialist revolution and subsequent to it 
(Shapiro,  2010a ; Shapiro & Louro Bernal,  2014 ). Prior to the revolution, Cuba was 
considered to have had one of the most advanced health care systems in Latin 
America and the Caribbean, although with great inequalities in quality and access to 
care by poverty status, by race, and by region of the country (Shapiro,  2010a ). After 
the  revolution  , Cuba went through a period where many physicians and nearly all 
the medical faculty left for Miami. Cuba had an opportunity to build a world- class 
health care system with universal government funded free access, focused on neigh-
borhood level access to family-centered primary care as the base of operations for 
entry into a tiered system of collaborative teams offering specialty care including 
local polyclinics and more specialized care hospitals including those for psychiatric 
care. Beginning in the 1990s, Cuba reevaluated its integrative health care to address 
the over-use of  psychiatric hospitalizations   and fully transformed its mental health 
system of care (Shapiro & Louro Bernal,  2014 ). Additionally, Cuba has one of the 
world’s most health literate populations, with health literacy supported by strong 
science programs in public education and by government controlled media particu-
larly television that delivers health oriented programs. As economic conditions in 
Cuba have deteriorated, and Cuba has expanded its programs of “ medical diplo-
macy  ” for both economic and political reasons, deploying Cuban doctors all over 
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the world, the Cuban health care system has experienced challenges in both materi-
als such as equipment and pharmaceuticals and consistent neighborhood level 
access (Brotherton,  2012 ). Cuban doctors are paid low wages in national currency 
(Peso Nacional), when many goods must be purchased with the Cuban foreign cur-
rency ( CUC  , with 1$ equal to 24 Cuban pesos), leading many to hold  part-time jobs   
paid in foreign currency or seek opportunities to work outside Cuba. However, the 
Cuban health care system continues to excel in all global indicators of quality as 
measured by morbidity and mortality and patient access to all levels of care from 
primary to specialty care (Cloninger et al.,  2014 ). The Cuban health system demon-
strates globally recognized leadership in areas like maternal and infant health, han-
dling of the AIDS epidemic (Shapiro,  2010a ,  2010b ), and management of cardiac 
care and metabolic syndromes. Cuba has left behind health problems of developing 
countries like infections but with a growing aging population and burdens of chronic 
diseases, leading Cubans on the island to joke, “We live like the poor and die like 
the rich.” Most of the foreign-born Cubans in the U.S. have lived at least part of 
their lives with exposure to the Cuban health care system, and the knowledge and 
expectations of health care quality and access to both primary and specialized ser-
vices. As I will discuss later in this chapter, the new “transnational” Cuban experi-
ence with greater freedom to live in both the island and the mainland and to maintain 
dual citizenship have created circumstances in which Cubans “shop” for their most 
favorable location for their health care needs.  

    Clinical Interventions for Cuban Americans:  Family-Centered 
Life Course Approach   to Integrative Health and Mental 
Health 

 For providers working in integrated health care settings, these contexts of Cuban 
American immigration require culturally sensitive assessment of a patient’s immi-
gration history and current circumstances, conceptualized in intergenerational terms. 
In health and mental health research and practice, the terms Hispanic or Latino have 
most often aggregated data and obscured critical contextual and sociopolitical dif-
ferences generated by culture of origin, timing and circumstances of migration, 
and characteristics of sending and receiving communities (Alegria et al.,  2007 ; 
Lopez et al.,  2012 ). Cuban Americans as a population are more likely to have 
 benefi tted from U.S. immigration policies leading to higher economic and educa-
tional achievements, associated with better health and mental health outcomes in 
some domains. These contextual differences are particularly important for practitio-
ners committed to addressing health and mental health disparities by recognizing 
how societal resources promoting health, and societal burdens interfering with 
recovery from illness and maintenance of wellness, are not created equal. Yet the 
Cuban American community, particularly in urban enclave settings like Miami, 
New York City, Union City, New Jersey, or San Juan, Puerto Rico is characterized 
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by signifi cant diversity, both in economic status as noted  earlier   in the chapter, and 
additionally in areas that are unmentioned in the health and mental health or demo-
graphic literature. These areas of diversity include the region of Cuba from which 
they immigrated, particularly as Havana in the West of the island has a larger propor-
tion of White, educated individuals while Santiago de Cuba and the Eastern prov-
inces have a larger proportion of African descendants and less consistent access to 
education and employment. Racial characteristics, defi ned differently under racial-
ization in the U.S. as compared to racial defi nitions in Cuba, can vary widely among 
Cuban Americans (Perez,  2009 ), with colorism defi ned as skin color-based racial 
bias strong in both countries but “Blackness” defi ned more elastically in Cuba where 
a mixture of education, skin color, and hair texture can defi ne racial characteristics 
where in the U.S. any appearance of mixed-race status more often defi nes an indi-
vidual as “Black.” Finally, Cubans identify as predominantly Catholic, with 49 % 
reporting that they belong to this group; 17 % identify as Protestant, evenly divided 
between Evangelical and Mainline Protestant; 26 % report that they are unaffi liated, 
and 8 % report religious affi liation as “Other.” Cuban Catholicism is deeply infl u-
enced by religious syncretism incorporating Afro-Cuban religions into Cuban 
Catholicism, which some ethnographers suggest has intensifi ed both in Cuba and in 
the U.S. diaspora as resilience strategies in coping with stressors (West Duran,  2010 ). 

 Liliana illustrates some of the complexities of Cuban American experiences 
regarding diversity across immigration, region, and racial dynamics, as well as both 
extended family and health seeking behaviors addressing barriers and opportunities 
in moving between Cuba and Miami. Liliana is a 44-year-old married mother of a 
25-year-old daughter who had been in treatment for hyperthyroid disease, and 
sought a brief consultation for an integrative review of her clinical care. Liliana’s 
58-year-old husband Carlos had left their rural Eastern province home town of 
Holguin for Miami during the Mariel migration and had courted and married her 
during one of his visits home. Although in her home town Liliana considered herself 
part of a White elite with roots in the landowning history of her region, she found 
when she came to the United States that her thick kinky hair (termed pelo malo/“bad 
hair” in Cuban and other Latino communities) and light-coffee-colored skin identi-
fi ed her as having African diaspora ancestry. She commented that her racial heritage 
had not been much noted in her home town, where it had been common for White 
landowners to incorporate children from their Black slaves into their household (as 
a colony of Spain, Cuba ended slavery in 1898), but she felt her race affected her 
interactions in work and health settings. Liliana, who had worked as a housekeeper 
in the household of Cuban elders from the fi rst migration for many years, struggled 
with health and mental health issues focused on family separations, particularly as 
she had to endure very long separations during critical periods of illness in the fam-
ily due to Bush administration era punitive restrictions on family visits. Her favorite 
maternal aunt died of uterine cancer, and her limited opportunities for visiting dur-
ing that time and her inability to attend her aunt’s funeral due to U.S. visa restric-
tions continued as a source of enduring grief. Her mother was also diagnosed with 
uterine cancer at an earlier stage, and experienced intensive treatment with a more 
positive prognosis. For economic reasons, as well as the administrative challenges 
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of receiving travel visas from both the U.S. and Cuban governments, Liliana tended 
to visit her mother for annual month-long visits. However, her Cuban American 
employer was reluctant to approve these visits and complained bitterly of these 
disruptions to their household routines. He believed her fi rst responsibility was to 
fulfi lling her work obligations and such long visits were too disruptive, overlooking 
the fact that Bush era travel prohibitions at that time only permitted 1 trip every 
3 years, so that most Cuban Americans visiting their relatives stayed for the maxi-
mum time allowed. The family separations and employment situation caused her a 
great deal of stress, and she began to notice an elevated heart rate and labile emo-
tions which she associated with these realistic stressors. Her employer did not pro-
vide health insurance, but as soon as the Affordable Care Act allowed her to enroll 
in a plan and visit a primary health clinic she did so. At that time, Liliana was diag-
nosed with hyperthyroid disease and was treated with a combination of radiation to 
reduce thyroid  activity   and medication to bring her thyroid levels to normal range, 
a process that took many months and was emotionally challenging. However, she 
refused a mental health referral at that time, preferring to focus on the benefi ts of a 
specifi c diagnosis and treatment plan and improved capacity for mood regulation as 
her thyroid levels stabilized. 

 A year after her thyroid treatment, she became particularly alarmed when she 
began to experience intense pain and severe bleeding during her menstrual cycles, 
which was diagnosed as due to fi broid tumors. Her insurance plan did not approve her 
for surgery to remove her uterus, which she believed was the best choice given her 
symptoms and her family cancer history, and she chose to travel home to Cuba and 
pay for the surgery there. As part of her treatment in the general surgical hospital in 
Holguin, she was offered the services of a Health Psychologist associated with that 
hospital’s gynecological services team. A trained Health Psychologist scheduled three 
individual sessions with her, where she discussed the impact of her surgery while also 
exploring the deep meaning and sense of loss as she faced the loss of her aunt, the 
near-loss of her mother, and her fears about her own health and sense of vulnerability 
compounded by these family separations. Upon her return, her employer volunteered 
to pay for her surgery as a peace offering (costing $5000 U.S. out of pocket), and to 
begin to cover her health insurance. In consultation with her primary physician, she 
resumed physical exercise and enrolled in meditation workshops, both designed to 
help her manage her experiences of stress. The  reconciliation with her employer, and 
the gradual easing of travel restrictions during the current administration, also relieved 
her worry that she would be unable to travel to Cuba for an emergency. 

 The most established area of research on Cuban American mental health services 
has emerged from the work of Jose Szapocsnik and colleagues (Muir et al.,  2004 ; 
Szapocsnik et al.,  2012 ,  2015 ), who fi rst began to document intergenerational accul-
turation confl icts in Cuban families in the 1980s, and developed a program of 
research enhancing family communication and negotiation across cultural differ-
ences which they termed Bicultural Effectiveness Training. Bicultural Effectiveness 
Training combined a psychoeducational and family systems/family structural 
approach, fi rst helping Cuban American adults appreciate the individualistic cul-
tural  perspectives   and values encouraged by U.S. society in the cultural adaptation 
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of their acculturated children, while also helping these adolescents to better under-
stand the core cultural values of familism and respect that guided their parents. With 
this foundation of enhanced understanding of different generational experiences of 
cultural values, they proceeded to focus on reestablishing culturally congruent 
parental authority, at the same time encouraging greater fl exibility in encouraging 
parents to appreciate their adolescents’ experiences in a new societal context. More 
recently, this work has evolved to inform a broader or transcultural approach to fam-
ily work with other immigrant families that share these values, which in the Miami 
community include other families of Latin American, Central American, and 
Caribbean descent including Haitian families as well as African American/Black 
families. Brief Strategic Family Therapy (Szapocsnik et al.,  2015 ) was designed to 
match the value orientations reported by early Cuban immigrants in Miami, but 
were found in their intervention research to have positive transcultural qualities. 
BSFT’s major therapeutic techniques fall into three major categories: Joining, diag-
nosing, and restructuring. The therapist joins the family by initially supporting the 
family structure, by tracking its patterns of interactions, by refl ecting the family’s 
style, affect, activity, and mood, and by affi rming the family’s characteristic interac-
tions and behaviors. Maladaptive behaviors are identifi ed and respectful intergen-
erational relationships are supported so that the family can address both their clinical 
challenges and other ongoing problems in culturally meaningful, mutually support-
ive ways. Even for providers who are not trained as family therapists, attention to 
family acculturation experiences and sensitive negotiating of mutual understanding 
regarding these different cultural worlds can greatly enhance family relationships 
and reduce adolescent behavior problems. Rosita, a 19-year-old Cuban American 
born in the U.S. to parents who immigrated in the late 1990s during the Special 
Period, was attending her fi rst year at the University of Miami and living in the 
dormitory during the academic year. She saw her family physician during her return 
home for the summer, disclosed that she was sexually active and requested a referral 
for gynecological services. When she met with her nurse practitioner, she shared 
that she had truly enjoyed the freedom of having a social life outside of her family’s 
scrutiny, and confessed that her previously excellent grades had suffered as a result. 
Rosita’s parents had been brought up in a more sexually liberated era in socialist 
Cuba, but the maternal uncle and aunt who sponsored their U.S. residency and had 
helped support them fi nancially while in Cuba were strict Catholics and closely 
supervised her cousins who were more socially conservative. A serious family con-
fl ict over these different values for sexual health and behavior had intensifi ed when 
Rosita’s cousins told her parents about her social and sexual activities while in 
school, and her parents had grounded her for the duration of the summer, strictly 
limiting any social events where she was not supervised by a family member. The 
nurse practitioner suggested a family consult, and the family agreed to engage in 
 Brief Family therapy      with a trained clinician. The six sessions of therapy included 
support for the parents in setting clear limits not only with their daughter but also 
with the extended family whose more strict expectations for watching over their 
daughter’s virtue they did not share in the same way. These honest, direct conversa-
tions helped reduce intergenerational family confl ict, both within the nuclear and 
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extended family. When Rosita returned to school, she found she was more focused 
on her academic work with greater balance between her social, family, and univer-
sity life. She decided to pursue brief counseling within her University Counseling 
Center to help her negotiate greater independence while respecting deep family 
cultural values of interdependence.  

    Cuban Americans  and Health Disparities  : Applying Social/
Cultural Health Promotion Frameworks 

 The Institute of Medicine Report Unequal Treatment (Smedley, Stith, & Nelson, 
 2009 ) established the signifi cance of health disparities based on racial discrimina-
tion and other forms of social disadvantage as they impacted both health care 
encounters and equality of opportunities to gain access to resources supporting 
positive health and mental health outcomes. In a follow-up IOM report (Ulmer 
 2009 ), researchers suggested that a “granular approach”  would   be needed to advance 
health disparities research by identifying relevant factors impacting disparities. The 
complexity of these variables is illustrated by Jerant, Arellanes, and Franks ( 2008 ), 
whose research used cross-sectional data from the 1998–2004 National Health 
Interview Survey (NHIS) and the 1999–2005 Medical Expenditure Panel Survey 
(MEPS) to compare four Hispanic groups—Mexican (13,522 persons), Cuban 
(778), Puerto Rican (1360), and Dominican (829) including persons born in 
the United States and elsewhere—with 45,422 English-speaking Whites born in the 
United States. On self-rated health and mental health status (using the SF-12) both 
Mexican immigrants and U.S. born Mexican Americans tended to have better self- 
reported outcomes than Whites and other Hispanic groups. However, U.S. nativity 
was associated with worse health and mental health outcomes for Mexican 
Americans, and better health/mental health outcomes for Cuban Americans. After 
adjusting for SES and other demographic variables Cuban Americans who immi-
grated reported the lowest mental health scores, while those of Puerto Rican heri-
tage reported the worst physical health scores. Both self-reported health and mental 
health status for Cuban, Puerto Rican, and Dominican groups were worse than 
Whites. This research suggests that the much discussed Latino or immigrant health 
paradox, in which immigrant groups present with better health and mental 
health outcomes than predicted by their low economic status, but which are eroded 
with more time in the U.S. (Garcia-Coll & Marks,  2011 ; Zambrana,  2011 ) must be 
disaggregated by both nation of origin and nativity status. Both these authors sug-
gest that exposure to discrimination by the U.S. born generation erodes the positive 
benefi ts of cultural and family protective factors, leading Garcia-Coll and Marks to 
ask, as in the title of their book: The Immigrant Paradox in Children and Adolescents: 
Is Becoming American a Developmental Risk?. One way to understand the Cuban 
American data is that for this community, immigrants experienced more psycho-
logical stressors due to family separations and the prohibition of contact, even with 
their greater privileges with regard to U.S. migration status, education, and 
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socioeconomic status. Additionally, these and other authors noted that life in a 
Cuban American dominated ethnic enclave reduces discrimination experiences for 
Cuban Americans. 

 In a study using data from the National Latino and Asian American Study, Ai 
et al. ( 2012 ,  2013 ) conducted analyses comparing Latino group health and mental 
health status, further disaggregating data by gender to suggest some intriguing gen-
der by group differences. She found that Cuban American women reported the high-
est rates of cardiovascular disease and hypertension, and were the most likely of the 
Latino groups to seek medical care but not mental health care. While Puerto Rican 
men  reported   the poorest health and mental health indicators, Cuban-American men 
shared similar rates of heart disease and cancer with Puerto Rican-American men as 
well as similarly low health and mental health utilization rates. Ai (2013) noted that 
additional variables in addition to gender, class, and ethnic origin need to be consid-
ered in making health comparisons across Latino groups. For example, while Cuban 
Americans have higher SES than Puerto Ricans, both groups tend to reside in cities, 
generating some areas of comparable health and mental health stressors while also 
increasing likelihood of access to culturally sensitive health and mental health care. 

 As an aging population, Cuban Americans are experiencing chronic illnesses 
requiring both visits to health care providers, compliance with medication protocols 
to address specifi c illnesses, and the challenges of health behavior change. Specifi c 
challenges embedded in cultural practices are connected to higher rates of smoking 
than the general population, especially among men (Burroughs Peña, Patel, 
Rodríguez Leyva, Khan, & Sperling,  2012 ), higher levels of sedentary behaviors, 
and preference for a diet high in meat, carbohydrates, and fat and limited variety of 
vegetables contributing to high rates of metabolic syndrome (Huffman et al,  2009 , 
 2011 ). Both prior to and after 1959, Cubans in both periods considered rice, beans, 
viandas (tubers such as potatoes, taros, yams, and sweet potatoes), and meat as the 
essentials in the national diet (Darias Alfonso,  2012 ). Further, Darias Alfonso notes 
the importance of idealized Cuban food practices as part of maintaining cultural 
identity in the diaspora. While the Cuban government supported food security 
through a rationing system or monthly “libreta”/coupon book early in the revolu-
tion, this practice led to a more restricted/monotonous diet as well as a shrinking of 
the food ration during the post-Soviet economic crisis, particularly during the 
“Special Period” in the 1990s when most ordinary Cubans went hungry and some 
suffered from malnutrition related illnesses including dental and vision loss. 
Currently, Cubans on the island have access to U.S. dollars, leading to increased access 
to food for those with work in tourist trade, informal economy, and “Fe”/faith, a 
joking reference to the fact that these two letters also spell out “Familia en el 
Extranjero”/Family Abroad who provide foreign currency. Although seldom dis-
cussed either in the published literature or among friends and family, I have found 
that the hunger and scarcity of that period along with the continuing challenges of 
fi nding and affording a choice of food in Cuba has led to a mentality for some of 
eating as much as you can when you can. More documented is the need for creativ-
ity and fl exibility in the capacity to “resolver”/solve problems and “el invento”/
inventiveness and improvisation, which characterize all aspects of life in Cuba, not 
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only in putting food on the table but also transportation, household repairs, and 
other material demands of daily life. Further, dependence on family in the diaspora 
to help pay for essentials in Cuba has created new complexities in extended family 
relationships. Sergio, an Afro-Cuban student from the far Eastern province of 
Santiago who was a student in my UMASS Boston Gender Culture and Health 
 Class   was participating in a class discussion of healthy eating practices as infl u-
enced by culture for a health promotion outreach event, when he suddenly pulled 
out his phone and showed the class a remarkable family portrait. Sergio’s older 
sister and maternal Aunt had gone to visit their relatives in Santiago the previous 
year, and had brought foreign currency and other gifts. To celebrate, the family had 
purchased and roasted a large pig, and the pig on a spit was held across the arms of 
the gathered relatives like an additional member of the family. While all of us found 
this photograph charming and amusing, the story behind it, of a long-standing fam-
ily separation initiated during the Mariel migration of the 1980s and only recently 
bridged, revealed the mistrust Sergio felt as he wondered if these relatives were only 
interested in them for their money. Sergio himself had been brought up to think of 
the Cuban socialist government very negatively, and like his mother, refused to 
visit, causing confl icts with his sister and Aunt, his only other close relatives in the 
Boston area. When his mother died suddenly of cardiac disease, he sought treatment 
at the University Counseling Center, where he explored his loss in light of family 
separations and migrations, and received help reconciling with his sister and Aunt. 

 In one of the few studies that reviewed both Cuban and Cuban American health 
practices, Burroughs Peña et al. ( 2012 ) reviewed research literatures compared the 
life style habits of Cubans on the island and Cuban Americans as they impacted 
rates of cardiovascular disease. They used available data from multiple sources, not-
ing that the available data on Cuba was more up to date than the Cuban American 
data, which relied heavily on the Hispanic Health and Nutrition Examination Survey 
(HHANES), 1982–1984 for national data, considered problematic due to oversam-
pling of higher SES Cuban Americans, supplemented by more recent available 
research on specifi c health behaviors. In the area of food consumption, the review 
found that among Cubans on the island, food preferences for meat and a limited 
range of vegetables as well as growing access to fast food on the island mirrored 
Cuban American health practices of high consumption of fast food and a limited 
diet. The authors concluded that Cuban and Cuban American food practices are 
highly comparable and problematic for cardiac health. The authors found physical 
inactivity to be higher in Cuba than for Cuban Americans, with Cuban American 
men more sedentary compared to White and African American men, but Cuban 
American women less sedentary than White and African American women. Obesity 
rates in Cuba were found to be lower than in Cuban American populations, but ris-
ing. In the U.S., 9 % Cuban American men and 15 % of Cuban American women 
were classifi ed as obese, with 30 % of men and 34 % of women as overweight, both 
rates comparable to other Latinos. Hypertensive Cuban Americans were more likely 
to be overweight. The authors note that the limited available literature does not 
associate increased BMI in Cuban Americans with social indicators such as with 
income, education, acculturation, or socioeconomic status, while emphasizing that 
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the older available data from the HHANES study overrepresented higher SES par-
ticipants. In examining smoking as a health behavior, tobacco use in Cuba was 
found to be among the highest in Latin America and the Caribbean, with men’s 
smoking rates higher than women which is a typical fi nding internationally. The 
survey identifi ed data estimating that 40 % of all men smoke tobacco daily, with a 
higher rate of 60 % in middle age men. Elderly Cubans reported smoking at higher 
rates than the rest of the population, with data from a 2011 study in Havana estimat-
ing that 46.5 % of elderly men and 21.5 % of elderly women (over 60) smoked 
tobacco, a much higher rate than other countries in the region, while an additional 
31 % of men and 15 % of women were former smokers. Case control studies in 
Havana suggest that smoking accounted for one third of the burden of heart attacks. 
Among Cuban Americans, smoking rates have been declining since the HHANES 
study with data collected in the 1980s. More recent studies have found smoking 
rates among Cuban American men ranged from 21.4 to 30.3 %, and in women 11.6–
25.9 %. Compared to other Latino groups, Cuban American men who were smokers 
had the highest mean daily cigarette use of 17.8 cigarettes a day (Perez-Stable, 
Ramirez, & Villareal,  2001 ). The authors note that due to Cuban’s access to compre-
hensive primary care as well as neighborhood clinic-based cardiac care, patients 
have access to medication and follow-up. However, these life style behaviors will 
continue to compromise patient health outcomes. In the United States, researchers 
have explored the value of primary  care   as a setting to reduce health disparities for 
Latino populations in general, but not for Cuban Americans in particular (Juckett, 
 2013 ). Although patients from many cultural backgrounds fi nd it challenging to fol-
low habit change protocols including smoking cessation, increased physical exer-
cise, and dietary change, work with Cuban American patients presents specifi c 
challenges of culturally established habits and preferences and of a highly hierarchi-
cal family and social structure. Clinical providers can mobilize the authority hierar-
chy in culturally appropriate ways that can increase motivation and compliance with 
health promotion recommendations, by working from their own position of exper-
tise, while encouraging male elders to take care of their health so they can  maintain   
their important family roles as providers and guides for the younger generation, 
while encouraging older women to take care of themselves so they can continue to 
care for others (Shapiro,  2014 ).  

    Family Life Course, Gender, and Generation: Cultivating 
Resilience 

 An extensive literature on Latinos in general, and Cuban Americans in particular, 
identifi es family cohesion or “familismo” as a central value guiding intergenerational 
and extended  family relationships   (Bernal & Shapiro,  2005 ; Falicov,  2014 ). 
Additionally, family continuity of cultural values including “familismo” and reli-
gion/spirituality have been associated with protection from acculturative stressors 
and both individual and family resilience. A family life course perspective 
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highlighting shared development in linked generations (Shapiro,  2008 ;  2013a , 
 2013b ) is particularly useful in understanding the health and mental health needs of 
Cuban American families, who strongly enforce norms of family loyalty and have 
high, gendered expectations for family connections and caretaking during times of 
health care needs. A family-centered perspective focused on the family life course 
also allows the practitioner to identify how immigration experiences have impacted 
individuals while shaping relationships across the generations. 

 Bernal and Shapiro ( 2005 ) described Cuban American family characteristics 
associated with gender roles with signifi cant impacts on health and mental health 
concerns. A  traditional family hierarchy   with the man as provider is highly valued, 
and expectations of Respeto/Respect can be a means of reinforcing male authority 
over women and children. Confl icts may arise when the wife works, shifting the 
economic basis of the marriage. However, one characteristic of the  Cuban 
American migration   has been its capacity to permit women to work outside the 
home within socially sanctioned gendered settings in family and friend owned 
businesses, supporting a gendered acculturation process within cultural expecta-
tions. Also, as family members acculturate, confl icts emerge from the clash of 
values between generations. Szapocznik & collaborators (Muir et al.,  2004 ; 
Szapocsnik et al.,  2012 ,  2015 ) studied intergenerational confl icts between Cuban 
American parents and adolescents, particularly over obedience to family-based 
cultural expectations, fi nding that “bicultural training” that helped each generation 
understand the other’s needs was associated with improved mental health and 
reduction of adolescent risk taking. 

 Cuban American women receive the message, both from their experiences in 
Cuba and in the U.S., that women are expected to work while at the same time 
expected to uphold gendered family responsibilities for young children and for 
family elders. What policy makers in the U.S. are increasingly calling “the  triple 
shift  ” in women’s family responsibilities—work outside the home to help support 
the family in an economy that often requires two incomes for middle class status; 
household responsibilities for children’s care, family meals and house cleaning; 
and responsibilities for elderly or disabled kin—have created a great deal of stress 
that is particularly intense for Cuban American women facing unyielding family 
expectations for family-based caretaking (Bernal & Shapiro,  2005 ; Falicov,  2014 ). 

 An additional factor of growing importance in the treatment of  Latino families   is 
their maintenance of transnational ties (Falicov,  2007 ). Due to the restrictions on 
travel and return for both Cubans on the island and in the U.S., Cuban Americans 
were viewed from more one-directional perspectives on acculturation or “exile” 
longing for the home country with an emphasis on traumatic loss and without pos-
sibilities of maintaining transnational ties through travel or contribution of remit-
tances. Due to internal  political restrictions   on communications, particularly internet 
access which remains costly and restricted, Cubans have very limited access to 
internet communications. Telephone calls which were at one time prohibitively 
expensive and closely monitored by the government have become more frequent 
and affordable. Many Cubans now have cell phones which they use like beepers, to 
signal that someone is trying to reach them, returning the call on a land line to avoid 
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expensive charges. Yet Cubans on the island marshall the creativity of “el invento”/
inventiveness and “el resuelve”/the solution to seek ways to stay connected to 
friends and family on and off the island. By sharing internet connections both at 
home and in work settings, many Cubans communicate with relatives in the dias-
pora through Facebook. An affordable pirated service substituting for broadband 
Internet, the off-the-books El  Paquete Semanal   (“The Weekly Package”) or El 
Paquete is a one terabyte collection of digital material distributed directly to indi-
vidual homes where it can be shared by multiple families for a modest payment, 
circulating since around 2014 on the underground market (though many speculate 
that it must have some government support or sanction). The most popular content 
is TV series, soap operas, music and classifi ed ads for local Cuban businesses, as 
well as fi lms, video clips, Spanish language news websites, computer technology 
websites, and instructional videos and advertisements for local Cuban businesses. 
Most buyers request only certain parts of the Package which may sell for as little as 
$1 US, allowing Cubans to bypass Cuban government controlled television with its 
limited offerings (Helft,  2015 ). Further, both travel to Cuba and economic support 
of relatives on the island have become much more prevalent with changes in Cuban 
and U.S. policies (Vang & Eckstein,  2012 ). Cuban family separations due to travel 
prohibitions on both sides of the divide have been particularly cruel for a culture 
that is so focused on the centrality of family ties (Lemkin & Stug,  2008 ). Duany 
( 2011 ) suggests that Cubans can now be considered as transnational as every other 
immigrant community of the Caribbean. For example, remittances from U.S. Cuban 
Americans to relatives in Cuba have become a signifi cant component of the Cuban 
economy, with estimates ranging from $1 to $3 billion U.S.; estimates vary widely 
because money is often exchanged through informal as well as formal channels. 
A great deal of current Cuban small business economic activity, termed “ cuentapro-
pista  ”/self-employed or entrepreneurial is funded by both cash and material contri-
butions by relatives visiting from the U.S. The economic hardships on the island 
have created truly transnational families with relatives living in the Miami area who 
host Cuban relatives who come visit for a year, establish residency, and then travel 
back and forth between Cuba and the U.S. depending on their own needs or the 
needs of relatives. For example, I met Marina at a Cuban American academic event, 
where she presented on the challenges of her recent immigration to Miami and her 
involvement in a local church-based program emphasizing family reconciliation. 
Marina was a staff member at the  Union for Artists and Writers (UNEAC)   and a 
writer of fi ction, who accepted early retirement at the age of 64 to move to Miami 
where both of her adult children, an older daughter and a younger son, had moved 
to seek employment opportunities. Her husband and elderly mother remained in 
Cuba. Her daughter had recently gone through a painful divorce, and needed help 
with the care of her early adolescent children. Marina accepted this responsibility, 
eager to spend more time with her grandchildren, and disillusioned by the great 
changes in economic situation and disappointment in the loss of socialist values. 
However, the adjustment to her life, from a valued professional to a stay at home 
mother, and the lack of opportunities to speak honestly about her experiences in 
both Cuba and Miami, made her feel dispirited and frustrated. She was also deeply 
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worried about her husband who was now responsible for coordinating her mother’s 
care which was paid for by a brother living in New York who had migrated during 
the 1990s Special Period. Unable to return to Cuba for the year she needed to estab-
lish her  residency  , she was invited to attend a special program at her local Catholic 
church which helped bring together groups from confl icting political backgrounds 
for dialogues and reconciliation. Marina found attendance to the group supportive 
as she found other recent immigrants who faced similar dilemmas of Cuban wom-
en’s lives in divided, transnational families.  

    Conclusion: Working with Cuban American Families 
in Integrative Care 

 This chapter has brought a transdisciplinary perspective drawing across health, 
mental health, and cultural studies literatures to guide work with Cuban American 
patients in integrative care. Recognizing the “Geopolitics of the Heart” character-
izing Cuban American experience, I have reviewed some of the sociopolitical and 
demographic contexts shaping Cuban America, including the gradual transforma-
tion of a divided community into a more fl uid, transnational one. Cuban American 
families in the U.S. have demonstrated a great deal of economic and educational 
success and political infl uence, building on granted immigration advantages to 
 create residential enclaves and family continuity promoting wellness and resilience. 
The stories of Cuban American families continue to change, and this chapter recom-
mends careful assessment of person- and family-centered health status from a life- 
course perspective, of within-family differences in acculturation and political 
affi liations, and clinician refl exivity in assessing personal and professional attitudes 
and values as they impact patient care. These recommendations, emerging from 
within the care of Cuban American families, will increase clinician cultural and 
contextual sensitivity in work with other Latino and other immigrant families.     
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    Chapter 5   
 Latino Trends and Health Policy: 
From Walking on Eggshells to Commitment                     

     Silvia     L.     Mazzula     and     Aileen     Torres    

       Relevant and effective integrated care models require decision-makers who are 
informed on the general state of the fi eld in addressing the mental  health   needs of 
Americans. The  National Alliance for the Mentally Ill   ( NAMI  ,  2009 ) highlighted 
the “dismal” state of mental  health   services across the nation. The United States 
received an alarming grade of an overall “D”—only six states received a “B” grade, 
and these were categorized as top-performing states. According to the report, areas 
in most need of improvement included funding, consumer/family empowerment, 
cultural competency, and stigma reduction. In the 2000s, mental disorders were one 
of the fi ve most costly conditions in the country, with care expenditures rising from 
$35.2 billion in 1996 to 57.5 billion in 2006 ( Agency for Healthcare Research and 
Quality [AHRQ]  ,  2009 ). However, the increased costs have not translated to 
improved budget allocations for public health, which have in general resulted in 
decreased quantity and quality of care. In fact,  NAMI   ( 2015 ) recently posited that 
state mental  health   budget cuts, and the lack of policy enforcement authority, have 
impaired the efforts to strengthen parity requirements of initiatives such as the  Paul 
Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act   or the 
 Affordable Care Act   of  2010  . 

 Nonetheless, these two very important laws represent advancement in public 
policy that can lead to equality, with the appropriate enforcement of relevant poli-
cies. As the national agenda moves towards the ultimate goals of mental  health   
integration and parity, barriers to these goals need to be explicitly detailed, with 
particular attention to the plethora of diverse consumers in our country. It is well 
noted that  primary care   will be the gateway to improving the health of Americans—a 
large amount of mental  health   disorders are being treated in  primary care   settings 
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(Bower & Gilbody, 2005; Unutzer et al.,  2006 ). When considering racial/ethnic 
differences, racial and ethnic minority populations are more likely to receive 
mental  health   care in  primary care   settings despite the appropriateness of this care 
(Chapa,  2004 ). It is also well documented that  Hispanic   populations, specifi cally, 
tend to use primary healthcare services for mental  health   concerns (Arredondo, 
Gallardo- Cooper, Delgado-Romero, & Zapata,  2014 ; Rios-Ellis,  2005 ) and also 
tend to use emergency healthcare services instead of having a consistent healthcare 
provider (Weinick & Jacobs,  2000 ). 

 The role of  primary care   in addressing mental  health   is also projected to increase 
signifi cantly in the future. For example, a taskforce created by the American Board 
of Pediatrics estimated that, by 2020, mental  health   care would constitute 30 % or 
more of general pediatric practice (Satterfi eld & Dover,  2012 ). Therefore, across the 
lifespan,  primary care   is, and will increasingly be, in a unique position to address 
mental  health   needs. However, policies must be revisited to integrate structural and 
sociocultural factors that inform treatments’ relevancy to diverse populations. There 
are several major areas that warrant attention. First, Americans in general continue 
to experience signifi cant problems in access to good quality care. Yet, there are 
worst barriers for racial and ethnic minority populations in general, and  Latinos   
specifi cally. According to the report “Movilizandonos por Nuestro Futuro: Strategic 
Development of a Mental Health Workforce for Latinos” ( USDHHS  ,  2010 ), unmet 
behavioral health needs of the  Latino   population in the U.S. is a major public health 
crisis. Second,  primary care   providers are increasingly challenged to provide treatment 
that is culturally competent to address the needs of a diverse U.S. population, inclusive 
of Latinas/ o  s who hold intersections of diverse identities, needs, and challenges. 
However, we continue to be challenged by a dearth of culturally responsive research 
(Arredondo et al.,  2014 ; Mazzula & Victoria, 2008; Rios-Ellis,  2005 ) or a diverse 
workforce who can contribute diverse perspectives (USDHHS,  2010 ) to solve 
pressing health problems of Latinos in the U.S. 

 Policy-makers, decision-makers, and  primary care   physicians play an important 
role in ensuring policies improve the health care of  Latino populations  . They also 
have an important role in developing comprehensive plans and policies that are 
relevant and effective. However, at best,  primary care   providers may feel like they 
are walking on eggshells, unsure how to navigate the challenges of addressing the 
relevant mental  health   needs of a growing  Latino population  . As such, there is a 
strong need for collaboration with practitioners who are experts in mental  health   
and in cultural competent treatment. Whereas integrated emergency care clinical 
frameworks exist for psychiatric crises, models for standard integrated care are 
not well-developed. Without assessing how psychological factors may impact 
client’s physical presentation and their treatment adherence, the  biopsychoso-
cial model   is not being effectively implemented by medical practitioners. Furthermore, 
while Mind-Body research is being conducted at places like Johns Hopkins 
University, more translational research on how to implement the knowledge in 
real-world practices is necessary. 

 Therefore, the purpose of this chapter is to provide an overview of some of the 
major challenges that clients with mental  health   diffi culties face. With that in mind, 
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the policy recommendations will focus on how to reduce treatment barriers, improve 
screening procedures, require cross-cultural translational research, increase mental 
 health   coverage by insurance companies and strengthen workforce diversity. First, 
we provide an overview of the extant literature on barriers to access and service 
utilization, inclusive of structural and social barriers. Particular attention will be 
given to documented barriers in access to treatment (e.g., culture, language, medical 
insurance, etc.) and service utilization (e.g., poor service quality, improper screen-
ing and diagnosis). The chapter concludes with recommendations for policy- and 
decision-makers to implement, re-design, and assess the effectiveness of integrated 
care with  Latino populations  . We infuse a psychological perspective to addressing 
health policy to move from walking on eggshells to commitment to culturally 
responsive treatment, research, and policies. 

    Access to Treatment 

 Although the National Healthcare Disparities Report ( USDHHS  ,  2012 ) showed that 
26.4 % of Americans have diffi culties accessing healthcare, there were signifi cant 
differences when racial and ethnic demographic characteristics were considered—
racial and ethnic minorities reported greater barriers than their White American 
counterparts. While  Latinos  ’ access to healthcare has improved, they continue to be 
one of the ethnic groups with worst access in the United States. In 2011, 35.2 % of 
Latinos reported barriers to healthcare access (USDHHS,  2012 ; also see Mazzula & 
Rangel, 2011 for review). Latino adults in need of mental  health   care are also less 
likely than non-Latino Whites to access mental  health   services, and when they do 
receive care, it is more likely to be poor in quality (Cabassa, Zayas, & Hansen, 
 2006 ; Institute of Medicine [IOM],  2003 ; USDHHS,  2001 ). Barriers to access are 
related to multiple factors, on individual and institutional levels. 

  Medical Insurance and Coverage : A major barrier to healthcare access among 
 Latinos   is lack of medical insurance. Overall rates of insurance coverage for adults 
are lower for Latinos than for White or African-American populations—nearly one 
in three Latinos in the U.S. are uninsured ( NAMI  ,  2013 ). When sub-ethnic groups 
are examined, disparities become even more heighted.  Mexican American popula-
tions  , for example, have lower rates of public insurance compared to their Puerto 
Rican counterparts (Bustamante, Fang, Rizzo, & Ortega,  2009 ; Vitullo & Taylor, 
 2002 ). Sub- ethnic groups also experience different barriers to obtaining insurance. 
For example, while early residency in the United States is a documented barrier 
among Mexican immigrant groups, language diffi culties are more noted among 
Puerto Rican populations. Accordingly, comprehensive patient-focused needs 
assessments, that consider structural barriers and the intersections of diverse identi-
ties among Latinos, are needed to inform relevant service planning. 

 From our experience as private practice and community mental  health   practitioners, 
it is worth mentioning the impression that low reimbursement rates, coupled with 
excessive managed care red tape and numerous claims denials, discourage mental 
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 health   providers from accepting medical insurance reimbursement. This impacts the 
quality of care provided to the  Latino population  . It also impacts highly qualifi ed 
practitioners’ ability to practice with this population. The  Paul Wellstone and Pete 
Domenici Mental Health Parity and Addiction Equity Act   requires coverage of ser-
vices for mental  health  , behavioral health, and substance-use disorders to be com-
parable to physical health coverage. However, an  American Psychological 
Association (APA)   survey found that more than 90 % of Americans were unfamiliar 
with the mental  health   parity law (APA,  2014 ). Additionally, the parity law does not 
require insurers to provide mental  health   benefi ts. Instead, the law states that if 
mental  health   benefi ts are offered, they cannot have more restrictive requirements 
than those that apply to physical health benefi ts. A health plan is allowed to specifi -
cally exclude certain diagnoses—whether those diagnoses are considered to be 
physical/medical or behavioral/mental  health   (APA,  2015 ). 

  Medical Insurance and Citizenship Status : While the  Affordable Care Act   (ACA)    
promises to help Americans, information on its impact still remains to be developed 
(Ortega, Rodriquez, & Vargas Bustamante, 2014), particularly when considering 
citizenship status. Under the ACA, any adult citizen or lawfully present non-citizen 
who has lived in the U.S. more than 5 years qualifi es for insurance. However, many 
Latino families have mixed residency status (Ortega, Rodriquez, & Vargas 
Bustamante, 2014). While one member may qualify for services, some  Latinos   may 
delay, or refrain from, seeking treatment out of fear of the consequences it will have 
on their non-citizen family members (Ortega, Rodriquez, & Vargas Bustamante, 
2014; Rivera, Rangel, & Mazzula, in press). In addition, the new health law now 
requires that all individuals have health care insurance—those who do not will be 
subject to a tax penalty ( NAMI  ,  2013 ), increasing the fi nancial burden of families 
already distressed due to mental  health   concerns. 

 Moreover, undocumented immigrants, including undocumented children, are not 
eligible for Medicaid and will not be allowed to buy insurance or request govern-
mental assistance (NAMI,  2013 ). This creates additional stressors for mixed-status 
families. It should also be noted that while information provided by applicants or 
benefi ciaries will not be used for immigration enforcement purposes (i.e., it cannot 
affect their chances of becoming a Lawful Permanent resident or citizen) ( USHHS  , 
 2014 ), emerging studies show undocumented immigrants fear “being found out,” 
and this fear itself increases mental  health   problems like anxiety and depression 
(Mazzula,  2014 ). Accordingly,  primary care   providers must consider residency and 
citizenship status of patients, and patients’ family members, in addressing access to 
treatment. Internal processes must also be in place to ensure proper documentation 
and sensitivity related to issues of residency and citizenship status across different 
health care providers. 

  Medical Insurance and Mental Health Conditions : While mental  health   
problems are “shockingly common” according to the President’s New Freedom 
Commission on Mental Health, access to care is signifi cantly associated with 
disparities in insurance coverage for mental disorders compared to other medical 
conditions (Mental Health America). In fact, the  Surgeon General report in Health 
Insurance   (USDHHS, 1999) noted that insurance plans, from private to Medicare, 
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have a long history of imposing barriers to treatment of mental  health   problems. 
Legislation enacted in 2008 indicated that group health plans and employers who 
self insure were no longer allowed to impose different limitations on mental 
 health   and substance abuse coverage (e.g., deductibles, copayments, covered hos-
pital days, and any limits on outpatient treatments) that are not imposed for medical 
treatment. In other words, limitations should be identical regardless of the condition 
being medical or psychiatric related. Under this law, insurers could still require that 
services be medically necessary and medical evidence to support the effectiveness 
of treatment. Although the Department of Health and Human Services has dissemi-
nated rules to implement these requirements ( 2010 ), information on the effectiveness 
of these efforts across systems is scares. We do know, however, that even when 
insured, individuals with psychiatric conditions have out-of-pocket health care 
costs that are more than double the costs of other insured conditions—fi ndings that 
remained after adjusting for socioeconomic factors, health status, and functional 
limitations (Harman & Keller, 2002). Therefore, policy- and decision-makers must 
tackle discriminatory practices against people with mental  health   problems and be 
willing to assess existing practices, or develop new ones, to ensure anti-discriminatory 
processes. These also require leadership across systems who are committed to 
hostile- free environments and who are willing to enforce such policies and practices 
when necessary for the benefi t of maintaining patient-focused integrated care. 

 Given the long-term consequences of not having insurance, from deteriorating 
health to fi nancial strains due to out-of pocket expenses ( Mental Health America ; 
 USDHHS  ,  1999 ), we need comprehensive policies and models that adequately 
assess the diverse needs of Latino families and their children. We believe that given 
 Latinos   often experience discrimination based on sociocultural identities (e.g., race, 
ethnicity, language, etc.), additional experiences of discrimination due to mental 
illness only exacerbate distress and multiplies barriers to service access. Furthermore, 
it is well noted that individuals who lack insurance are more likely to seek emer-
gency services than their insured counterparts (USDHHS,  2012 ). Therefore, lack of 
insurance is likely to create a signifi cant infl ux of Latinos in emergency services.  

     Service Use   

 Fewer than one in 11  Latinos  /as with mental  health   problems contact mental  health   
specialists, while less than one in fi ve contact general health care providers ( NAMI  , 
 2006 ). Although many Latinos with mental  health   disorders rarely seek services, 
recent immigrants have even lower rates of service utilization (Acosta,  2006 ; 
NAMI,  2006 ;  USDHHS  ,  2001 )—one in 20 use services from mental  health   spe-
cialists compared to one out of ten who use services from general health care pro-
viders (USDHHS,  2001 ). There are multiple structural barriers that limit service 
utilization such as lack of health insurance, as noted above. However, the very high 
drop-out rates are even more concerning—50 % of Latinos who seek treatment 
never return to a psychologist after the fi rst session, compared to 30 % of their 
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Caucasian counterparts. Furthermore, despite service need, once clients enter treat-
ment, it is well documented that racial and ethnic minorities receive poorer quality 
of services (Mazzula & Rangel, 2011; Rivera et al., in Press; USDHSS,  2001 ,  2012 ). 

 Therefore, we need to move from the status quo to really understanding the 
 complex needs of  Latinos   once they enter treatment. Truly understanding the needs 
of Latino clients is consistent with a patient-centered approach—that is, the “justi-
fi cation for integrated delivery systems is to meet patients’ needs rather than provid-
ers” (Rogers & Sheaff,  2000 ). As psychologists who have seen many clients attend 
their fi rst “second” session, after years of attending the fi rst session, it is clear that 
we need to be careful with the oversimplifi cation of the reasons for the high drop-
out rates. However, we have also learned that for individuals that do not understand 
the medical system, the more the treatment is integrated, the easier it is for the client 
to have the space to ask questions. As noted previously,  primary care   providers will 
be at the forefront of treating diverse needs, from physical to psychological. Yet, 
they will be challenged to provide culturally competent treatment to engage and 
retain  Latino populations  . When Latino clients, and any other racial or ethnic minor-
ity, feel understood, they are more likely to engage in treatment. Below we discuss 
the extant literature on some of the major  problems   that we believe need to be 
address to ensure patient-centered treatment across systems and providers. We 
infuse a psychological perspective to these barriers, both from scholarship and our 
own clinical work, and pay particular attention to issues that may not be related to 
their physical ailment but have been documented to have serious and long term 
consequences on emotional well-being, and stressors that ultimately impact clients’ 
physical health. 

   Language   : Language perhaps has been the most documented barrier in service 
utilization and relevant care. Language barriers have predicted, for example, out-
comes such as lack of patient satisfaction, poor-quality patient education, and lack 
of understanding of disorders (Fernandez et al., 2011; Ngo-Metzger, Sorkin, & 
Phillips,  2009 ). Specifi c to integrated care, language barriers, which obstruct effec-
tive communication, make it virtually impossible for patients to move smoothly 
from one provider to another—an important element of integrated care systems 
(Linenkugel,  2001 ). Furthermore, language barriers result in an added perception of 
lack of respect and interest in the patient on the part of the provider (Ida, SooHoo, 
& Chapa, 2012). From our own clinical work, we have learned that language barri-
ers have also resulted in clients’ premature termination from treatment—clients 
have mentioned comments such as “they [prior clinicians] didn’t get it”. 

 Moreover, it has been documented that there are disparities in diagnosis and 
assessment when language is considered. For example, non-native English speaking 
patients tend to be misdiagnosed and also perceived to lack awareness of their medi-
cal conditions (Sue & Sue, 2008). Often  times  , providers may misjudge the pres-
ence of physical or psychological symptoms, which are simply a result of clients’ 
exhaustion in attempting to communicate with providers in a non-native language 
(Mazzula & Rangel, 2011). Accordingly, policies must include adequate integration 
of linguistically relevant assessment and diagnostic tools. 
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 Language barriers also call for inclusion of providers who are well-versed in the 
clients’ language. Recent statistics show over 73 % of  Latinos   report speaking 
 Spanish   at home, only about a third speak only English (Hugo Lopez & Gonzalez, 
 2013 ). However, most providers do not speak Spanish ( USDHHS  ,  2001 ). When 
providers do speak Spanish, the limited data on this information shows that most 
only have a high-school level of Spanish language competence (Council of La 
Raza). However, language competency requires understanding of nuances as terms 
cannot be simply translated from one language to another without losing their 
meaning. Moreover, when Spanish speaking providers are not available, facilities 
often address language barriers by using interpreters, which may not adequately 
translate the patients’ physical and or psychological distress at best—at worst, fam-
ily members are used to translate. While including members to assist in the transla-
tion may appear a collaborative effort, it can disrupt family dynamics, disrupt 
parent–child structures when children are used as the language- broker   and can also 
increase stress levels for clients do not openly discuss health concerns with their 
family or cultural community (Sue & Sue, 2008; Rivera et al., in press; Umaña- 
Taylor,  2003 ). Including family members as translators also has the potential to 
increase risk of violence, particularly in cases of domestic violence when a transla-
tor is the perpetrator unbeknown to the provider. Scholars, and in some cases poli-
cies, have noted that using family members is “not optimal.” Including this, and 
similar statements, however, suggests that it is acceptable when a more appropriate 
option is not available. However, the USDHHS ( 2012 ) has noted, specifi cally, that 
language barriers continue to be related to the provision of “suboptimal” care. 
Therefore, policy- and decision-makers must ensure better systems are in place, 
from information management to provider-trainings, to ensure Latinos, or any non- 
native English speaker, receive treatment that is linguistically competent. Polices 
must also be revised to remove statements such as “not optimal” and enforce lin-
guistically competent  services   and providers. 

  Client    Worldviews   : Understanding how clients’ worldviews are related to  Latinos  ’ 
underutilization, premature discontinuation of treatment, or overutilization of emer-
gency services will better inform policies to engage and retain  Latino populations  . 
In general, acculturation stressors or loss of family support, as a result of migration, 
have been cited often as a source of stress for many  Latino/a   Americans (Arredondo 
et al.,  2014 ; Rios-Ellis,  2005 ). For example, studies have noted that Latinos who are 
second or third generation immigrants have higher risk for mental  health   problems 
compared to recent immigrants (Alegria et al.,  2007 ;  NAMI  ,  2006 ). Latino youth in 
particular are noted to have increased risk for emotional distress as they adapt in the 
mainstream American culture. Recent studies highlight this stress may explain, for 
example, suicide attempts among Americanized Latino adolescent girls—who 
experience higher rates compared to other ethnic groups in the U.S. (Humensky, 
Santiago, Gill, Mazzula, & Lewis-Fernández,  2014 ; Zayas,  2011 ). 

 In addition to acculturation, there are other more nuanced values and belief 
systems that impact treatment seeking and engagement—although these are rarely 
included in mainstream discussions. It is well  documented  , for example, that some 
Latino sub-ethnic groups endorse collectivist values, and therefore tend to fi rst 
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seek support from family and close social support networks (Arredondo et al., 
 2014 ; Berdahl & Stone, 2009; Cabassa, 2007; Rios-Ellis,  2005 ; Sanders Thompson, 
Bazile, & Akbar,  2004 ). Yet, most medical and psychological treatment is grounded 
in Western values of individuality and work under the assumption that each indi-
vidual client has the sole responsibility to seek services, and to also decide on 
treatment course without considering his/her family or informal support systems 
(Arredondo et al.,  2014 ; Mazzula & Rangel, 2011; Sue & Sue, 2008). Other world-
views that have been documented to impact utilization and engagement include 
values of fatalism (Rios-Ellis,  2005 )—that is, the belief that a higher power has 
control over an individual’s future, and consequently ailments (see Gallo et al., 
2009; Mazzula & Rangel, 2011; Nadal, 2011). Therefore, policies must include 
adequate assessment and integration of cultural values, from intakes to treatment 
plans, to better assist clients in management their  illness  . However, it should be 
noted that endorsement of worldviews is not so clear-cut and should not be consid-
ered as a simple checklist for  primary care   providers to use. Studies have docu-
mented that worldviews are more complex and include the interplay of other 
factors such as acculturation or racial cultural identity (Arredondo et al.,  2014 ; 
Carter, Yeh, & Mazzula,  2008 ). Therefore, internal processes must be in place with 
standardized protocols and best practice guidelines to assess client worldviews, for 
providers across systems, to improve integrated care systems’ patient-centered 
approach and quality of care. 

  Discrimination and    Stigma   : Policies to improve quality of care also require 
attention to experiences of discrimination. Ethnic minority populations continue to 
experience discrimination on individual, institutional, and system levels (Carter 
et al.,  2013 ; Carter, Forsyth, Mazzula, & Williams,  2005 ). Studies show discrimina-
tion is directly linked with unhealthy behaviors, such as smoking or noncompliance 
with medical treatment (Lee, Ayers, & Kronenfeld, 2009), to overall negative out-
look on life (Nadal, Mazzula, Rivera, & Fujii-Doe,  2014 ) and traumatic stress reac-
tions (Carter et al.,  2013 ). Internalized racism, or negative stereotypes about being 
a racial/ethnic minority, also leads to low self-esteem and mental  health   problems 
(Campón & Carter,  2015 ). Studies also show racial/ethnic minorities may delay 
seeking services because of the stigma associated with mental  health   problems, fear 
of misdiagnosis, or due to perceived burden it may have on their family (Kramer, 
Kwong, Lee, & Chung, 2002; Nadeem, Lange, Edge, Fongwa, Belin, & Miranda, 
2007). Stigma or discrimination experiences are added stressors that  primary care   
providers must be willing to include in their assessment and treatment planning—
these are also exacerbated when other factors are considered, such as citizenship or 
residency status as noted previously. As clinicians who work from a culturally 
informed framework, we understand discussing issues of discrimination is diffi cult. 
Therefore, policies must be in place to train and support providers to engage these 
conversations. Addressing  issues   of discrimination or stigma also requires leader-
ship that demonstrates the value of anti-discriminatory practices in policies, mis-
sion, and overall culture of the integrated care system. This also includes protocols 
and procedures that assess patients’ experiences with discrimination and stigma 

S.L. Mazzula and A. Torres



83

within the  system  , and among providers, to improve patient satisfaction and quality 
care. 

  Trauma and    Poverty   : Policies, protocols, and guidelines are also warranted to 
prepare providers to address issues of trauma across all levels of care. Various 
 studies have documented the impact of childhood maltreatment on adult health 
such as higher rates of autoimmune disease, headaches, heart disease, liver dis-
ease, and chronic pulmonary disease (Anda et al.,  2008 ; Anda, Tietjen, Schulman, 
Felitti, & Croft,  2010 ; Corso, Edwards, Fang, & Mercy,  2008 ; Dong et al.,  2004 ; 
Dube et al.,  2009 ). Individuals with histories of trauma are also likely to live in 
poverty or to lack adequate medical insurance. Accordingly, training on trauma 
assessment is needed in general, and on intersection of identities and well-being 
of clients specifi cally. Adequate training is important given many clients do not 
present as severely psychiatrically disturbed, making it more a more complex 
phenomenon to assess. Adequate assessment should also consider noted dispari-
ties across racial/ethnic groups. For example, some studies fi nd that while Latino 
children experience lower rates of sexual abuse or neglect, they experience more 
domestic or community violence compared to their White counterparts (NCTSN, 
 2005 ). In fact,  Latinos   are three times more likely to experience community vio-
lence compared to White populations. Without proper assessment or consider-
ation of traumatic life experiences, clients may continue to develop physical 
conditions that to not respond well to medical treatment. Accordingly, integrated 
care must include protocols, guidelines, and policies that ensure adequate  assess-
ment  , sharing of information across providers and proper referrals.  

    Recommendations: Beyond the Provider 

 In general, the  Latino population   is facing several challenges. We reviewed client- 
centered barriers that impact access to treatment and quality care, which individual 
providers can address with proper support, policies, and guidelines. In this section, 
we attend to more global issues impacting health care, in general, to address sys-
temic barriers related to knowledge, assessment, research, scholarship, and work-
force development. 

    Relevant Knowledge Disseminating 

 The  Latino population   is one of the country’s largest ethnic minority groups, and the 
one of the groups with the highest uninsured rates ( NAMI  ,  2013 ). The  ACA   is help-
ing reduce this rate. For example, 913,000 Latino young adults (e.g., 19–26 years of 
age) who would not have had insurance are now covered ( USHHS  ,  2014 ). Nearly 
30 states have also expended their Medicaid programs to extend eligibility, and 
private plans now have to cover “essential health benefi t categories” such mental 

5 Latino Trends and Health Policy: From Walking on Eggshells to Commitment



84

 health   and substance use disorder services (USHHS,  2014 ). A new survey (Barreto 
& Sanchez,  2013 ), however, shows there is still considerable work ahead to reach 
this growing group of consumers, particularly as it relates to knowledge transfer that 
is relevant and accessible. In a nationally representative study of 800 Latino adult 
participants, the study (Barreto & Sanchez,  2013 ) highlighted consumer lack of 
awareness is a major area of concern. Over half (52 %) of  Latinos   surveyed felt they 
were not informed about the ACA (Barreto & Sanchez,  2013 ). When considering 
within group differences, the study found that English speakers were more informed 
compared to their  Spanish  -speaking counterparts, yet a large number of them were 
also uninformed. Similarly, they also found that even our college educated are 
unable to gain a good knowledge base about the ACA. Among Latinos who reported 
having some knowledge, (69 %) reported that the law was “confusing” and “compli-
cated” (Barreto & Sanchez,  2013 ). 

 Despite these limitations, the Latino community appears optimistic about the 
ACA. The study also found 89 % of  Latinos   reported interest in learning about the 
law (Barreto & Sanchez,  2013 ). Therefore, decision-makers must assess the extent 
to which knowledge transfer is relevant and accessible, and if it is reaching the 
intended consumers. For example, Barreto and Sanchez ( 2013 ) tested several mes-
saging strategies targeting  Latino populations  , such s messages that included 
specifi c parts of the law (e.g., OB-GYN visits). They found some were more 
effective than others calling for further assessment and deliberate transfer of knowl-
edge. As noted elsewhere in this document, we also discussed the importance of 
community involvement in knowledge transfer. Their study supported this noting 
that participants would be more likely to enroll in the ACA if they were encouraged 
to do so by their family—Latino doctors were also important in encouraging 
enrollment. Lastly, Barreto and Sanchez ( 2013 ) fi ndings provide evidence on the 
importance of attending to within group differences (e.g., level of education) 
among Latinos to effectively reach and understand their needs.   

    Relevant Screening and Assessment of Mental Health 

 There are a multitude of health problems, or every-day stressors, that may require 
mental  health   treatment and complicate the screening processes for  primary care   
physicians. On one end, the ideal scenario would be polices and protocols that 
support the inclusion of co-behavioral specialists who can regularly provide consul-
tation on mental  health   and on working with diverse populations. However, this may 
not always be possible or cost-effective. At a minimum, it would behoove  primary 
care   systems to provide  primary care   providers, across systems, with introductory 
training on screening for issues most likely to affect their treatment population. 
Accurate screening, diagnosis, and treatment, however, are entirely dependent on a 
linguistically accurate interview or assessment measures. It also requires attention 
to cultural beliefs and values. For example, some Latino clients may prefer to 
develop personal relationships that are nurturing and supportive (Arredondo 
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et al.,  2014 ; Marin & Marin,  1991 ). This focus on the relationship versus on the 
details/specifi c symptoms of the presenting problem, may result in socially desir-
able answers during assessments—that is, to facilitate a perceived nurturing rela-
tionship. At other times, these values may mask symptom presentations or may be 
falsely mistaken by providers as patients’ poor boundaries, denial of mental  health   
problems, lack of interest in treatment, or even malingering. Therefore, comprehen-
sive policies and models must be in place to support and train providers to attend to 
these more nuanced cultural factors. 

 A degree of basic knowledge is also required to inform the proper use of the 
screening tools. Generally, as mentioned above, based on psychometric training, 
psychologists are tasked with the appropriate normed and validated testing proce-
dures necessary for ruling out learning disorders, intellectual disabilities, autism, 
etc. However, they are not the only practitioners who can effectively provide treat-
ment. While there are many screening measures available, it is important to use 
screening tools that are already available in  Spanish   and have been previously uti-
lized for the  Latino/a   population. Staff should never translate these measures on 
their own, as there is signifi cant room for grammatical errors by bilingual persons, 
as well as dialectical biases (Cofresí & Gorman,  2004 ). Below, we provide a list of 
sample screening tools available from the American Association of Pediatrics 
(Satterfi eld & Dover,  2012 ) in both English and Spanish, organized by client age 
and diagnostic area. However, when in doubt,  primary care   physicians should 
become more comfortable with referring to mental  health   specialists. When a posi-
tive screen is obtained, there are several different levels of integration, which will 
require structured and clinically informed responses. Accordingly, it is our impres-
sion that behavioral and medical personnel would benefi t from co-location or strong 
referral relationships. Providers should also have knowledge of the local commu-
nity services available (Table  5.1 ).

        Culturally Responsive Research   

 With the goals of mental  health   parity, funding for higher levels of integration is 
required in general, and more specifi cally for research and implementation of cul-
turally informed integration. Much of the initial research in this area, however, is 
focused on the medical elements and oversimplifi es mental health disorders. In 
addition, most of the research that includes mental  health   focuses on the severely 
mentally ill or depressed client. Thus, there is a dearth of research on the impact that 
mental  health   and  primary care   integration could have on other diagnoses, such as 
eating disorders, posttraumatic stress, ADHD, etc. Very often, physicians treat 
behavioral disorders that may be better treated by a psychiatric provider. Yet, at 
other times, mental  health   issues are simply overlooked as these are not physicians’ 
areas of specialty. Co-location of behavioral health or a relevant referral to mental 
 health   agency or practitioner would be an easy solution. Community mental  health   
centers are losing funding, fees for mental  health   treatment are low and, without 
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support from medical professionals, are at risk of collapsing. Research on how to 
best plan, implement, and assess integrated care is needed. 

 Some promising culturally appropriate integration research has begun to 
emerge. For example, Ell and colleagues ( 2010 ,  2011 ) implemented culturally and 
linguistically competent integrated care models, which addressed depression in 
 Hispanic   patients with diabetes and cancer. Yeung and colleagues ( 2010 ) also 
examined a culturally sensitive collaborative treatment model based on  Ell’s model   
for the treatment of depression in  primary care  , but focused on Asian-Americans. 
The integrated health care intervention designed by Ell and colleagues ( 2009 ) 
addressed systemic barriers by using  Spanish  -speaking interviewers, adapting 
study intervention materials for literacy and cultural content, reimbursing patients 
for completing outcome interviews and paying for transportation expenses. The 
interventions consisted of bilingual social workers serving as care managers. The 
intervention also provided training in  cultural   competency for all staff, with sup-
port groups in Spanish and English (Ell et al.,  2009 ). Yeung et al. ( 2010 ) imple-
mented similar strategies, however, emphasized the screening and outreach 
components as stigma was a signifi cant cultural barrier to overcome in the Chinese 
immigrant community. Finally, in the interventions, by both Ell et al. and Yeung 
et al., patients were provided their choice in fi rst-line treatment preference, of 
which psychotherapy alone was an option, instead of antidepressant medication. 
Patients were also offered the opportunity to include family members in treatment, 
if preferred, which seemed to capture collectivist values and family loyalty often 
endorsed by racial/ethnic minority patients. 

 These models also assessed patients’ “ illness narrative  ” to understand how peo-
ple conceptualized their illness. The illness narrative or  illness myth   is a very 
important point to consider in culturally competent services particularly among 
patients whose health or treatment compliance is impacted by psychological or 
cultural  factors. Benish, Quintana, and Wampold ( 2011 ) conducted a robust 
meta-analysis that found that this very nuanced variable predicted the superiority 
of culturally modifi ed treatment. Benish and colleagues coined this variable the 
“illness myth,” which appears to support Yeung’s mention of the “illness narrative.” 
This “illness myth” refers to the client’s beliefs about the etiology, types of 
symptoms experienced, prediction of the course of illness, consequences of the 
illness, and what constitutes acceptable treatment—all of which are rooted in the 
client’s cultural worldview, as noted previously in this chapter. Knowing this will 
help providers to predict barriers and to promote culturally informed dialogues. 
However, despite these promising data, more research is needed to understand 
effective integrated care models. 

 Lastly, we understand, from our own research and clinical work, that engaging in 
such nuanced patient assessments takes more time than what the managed care 
model provides  primary care   physicians. Therefore, integrating behavioral health 
care specialists who spend longer time with clients could prove quite informative to 
medical specialists. However, policies that require appropriate reimbursement for 
these services are also necessary. It may also be benefi cial to integrate culturally 
responsive researchers as consultants in all levels of the system who can provide 
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input, assessments, and recommendations in the design and implementation of 
evidence- based practices. Yet, lack of a diverse research capital has been noted 
throughout the country, and across fi elds of study, which presents a signifi cant 
challenge for evidence-based integrated care. However, national efforts are on their 
way to address this shortage. For example, the National Institute of Health’s Division 
of Training, Workforce Development, and Diversity ( 2015 ) funds programs that 
promote the training and  development   of a diverse research capital—programs 
that target undergraduate students to postdoctoral and doctoral-level researchers.  

     Culturally Responsive Scholarship   

 Similar to the above need for research, lack of scholarship on, or with  Latinos  , is an 
additional issue that will impact effective implementation of integrated care models 
and treatment of  Latino/a   patients. It is well documented that while the inclusion of 
racial and ethnic minority populations in psychological research has increased over 
time, it continues to be limited (Carter & Forsyth, 2007; Delgado-Romero, Glavan, 
Maschino, & Rowland,  2005 ; Mazzula,  2013 ). Latinos also make up a signifi cantly 
small amount of research samples (Delgado-Romero et al.,  2005 ) thus limiting the 
generalizability of existing mental  health   scholarship. In addition to overall poor inclu-
sion of Latinos in psychological research, we know very little about psychological- 
based cultural factors such as acculturation, racial or ethnic identity—despite evidence 
to show that these factors are related to important outcomes such as self-esteem, cogni-
tive maturity, psychological adjustment, symptoms of distress, and negative affect 
(Corenblum & Armstrong, 2012; Jackson, et al., 2012), as well as depression, isolation, 
and anxiety (Sharkey, Sander, & Jimerson, 2012). For example, in our own review of 
over 2400 psychological publications in a 16 year timespan, we found most researchers 
and scholars used global terms such as “Latino” or “ Hispanic  ” without attention to 
within group differences related to ethnicity, race, or acculturation—in fact, we found 
only 3 % of publications did so (Mazzula,  2013 ). Similar fi ndings have been noted 
across psychology specialty fi elds. This less optimal state of the scholarship reveals a 
signifi cant gap in our understanding of mental  health   needs of Latinos. An alarming 
fi nding given most professional ethical boards require providers to ground their treat-
ment and interventions in relevant scholarship. 

 Therefore, systems must be in place to train providers on how to adequately and 
critically analyze culturally competent scholarship. With the move toward evidence- 
based practices, guidelines, protocols, and incentives are also needed to support 
providers in disseminating culturally relevant scholarship across all systems. 
Funding support to contract culturally competent scholars and researchers to join 
inter-disciplinary teams or as consultants may also be helpful in training staff and in 
ensuring scholarship is relevant to the needs of  Latino populations  . The mental 
 health   needs of  Latinos   depends on it—the American Psychological Association’s 
“ Guidelines on Multicultural Education ,  Training ,  Research ,  Practice ,  and 
Organizational Change for Psychologists ” noted “when research does not ade-
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quately incorporate culture as a central and  specifi c   contextual variable, behavior is 
misidentifi ed, pathologized, and, in some cases, psychologists are at risk of perpetu-
ating harm” (APA, 2002, p. 37). Thus, the scholarship that providers read and use to 
inform their treatment, as well as all material that is disseminated to patients, must 
be grounded in culturally relevant and competent scholarship.  

     Workforce Diversity   

 The last major obstacle to effective integrated care is workforce diversity. In addition 
to impacting all levels of integrated health, from the values of leadership to the 
inclusion of diverse perspectives in information management, workforce diversity 
has been noted to contribute to the persistent racial and ethnic disparities in health. 
National statistics show providers who treat minority populations are less likely to 
be board certifi ed than those who treat non- Hispanic   White patients (Institute of 
Medicine,  2003 ). Minority populations are also underrepresented in most health 
care professions and limited in high-quality subspecialists and diagnostic imaging. 
For example, while  Latinos   account for over 17 % of the US population, they repre-
sent less than 3 % of physicians, about 1 % of clinical psychologists, 4.3 % of social 
workers and 1.7 % of registered nurses in hospital settings ( USDHHS  ,  2010 ). Their 
true representation may be even lower, as these published percentages do not incor-
porate professionals who work specifi cally in behavioral health. These data also fail 
to account for levels of cultural competence and providers’ bilingual abilities rele-
vant to their treatment populations—skills which are vital to serving non-native 
English speaking clients. 

 Considering ethno-cultural factors (e.g., worldviews, experiences of discrimina-
tion, stigma, etc.), underutilization of treatment, and high drop-out rates among 
some  Latino/a   American groups, it is clear that more relevant health policies are 
needed to ensure workforce diversity and cultural competence among providers. It 
should be noted that the  Affordable Care Act   has attempted to include some recom-
mendations for workforce development. For example,  Section 5101   recommends 
the establishment of a national commission tasked with reviewing health care work-
force and projected workforce needs. This inclusion was intended to bridge the 
alignment of federal health care workforce resources with national  needs  . In  Section 
5602  , the secretary of health and human services was also directed to establish com-
prehensive methodology and criteria for designating medically underserved popula-
tions and health professional shortage areas. Workforce development policies, or 
taskforce efforts to assess needs, must consider strategies for retaining diverse pop-
ulations in health care, from technicians to physicians. These should address issues 
of proper reimbursement, given documented racial discrimination experienced by 
minority providers, and for improving cultural and linguistic competency among 
existing providers. 

 In addition to workforce development, various efforts are underway to address 
workforce diversity given the lack of diverse representation of minority populations 
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in the healthcare fi eld, particularly  Latinos  . Workforce diversity must be addressed, 
however, across the pipeline. More graduate programs are needed that focus specifi -
cally on Latino behavioral health, as well as programs that incorporate cultural 
competence in graduate curriculum and training programs. Once students enter 
behavioral health, they must also be supported. Funding and grant support is neces-
sary to develop targeted programs that engage and retain Latino students in behav-
ioral health, particularly in postgraduate education. It is well documented that racial 
and ethnic minority populations experience discrimination, both on individual and 
systemic levels. Therefore, organizational efforts must be in place to ensure Latino 
students are given the opportunity to begin their career on the same level fi eld as 
their White peers. These include, for example, policies and committed programs 
that provide access to resources, trainings, scholarships, and mentorship. 

 In addition, recent developments have shown the importance of mentorship 
networks to support those who have “made it”—that is, they have entered post-
graduate work life—given systemic barriers that impact under-represented clini-
cians, psychologist, and others such as academics and scholars (Arredondo et al., 
 2014 ; Mazzula,  2013 ; Rivera et al., in press). For example, the recently founded 
Latina Researchers Network (Mazzula,  2013 ;   www.latinaresearcehers.com    ) is a 
multidisciplinary network of faculty members, researchers, clinicians, scholars, 
and academic leaders across the United States that supports the training, recruit-
ment, and retention of under-represented populations in academia and in 
advanced research careers. Other mentorship-based networks include the  New 
Connections Program of the Robert Wood Johnson Foundation   (  www.rwjf-new-
connections.org    ), which provides networking and skill building opportunities for 
under-represented early to mid-career scholars in health and healthcare research. 
Similar efforts should be considered in integrated healthcare, and within  health-
care   systems, to diversify its workforce and support under-represented health 
care  professionals   who have shared cultural experiences that impact their career 
experiences and trajectory. Other efforts are underway, as previously noted, such 
as the work of the  National Institute of Health’s Division of Training, Workforce 
Development, and Diversity   ( 2015 ) which funds programs that specifi cally to 
train and develop a diverse research capital. In fact, the  National Institutes of 
Health (NIH)   recently awarded $31 million to academic institutions diversity its 
grant funded programs (NIH,  2015 ). 

 Workforce diversity and development must be addressed if we aim to prepare 
for our future—both to serve the growing Latino community and to increase the 
number of health care professionals who are culturally competent or representative 
of those we serve. In fact, the Report “Movilizandonos por Nuestro Futuro: 
Strategic Development of a Mental Health Workforce for  Latinos  ” provided fi ve 
consensus statements we fi nd important to highlight in conclusion: 

 (1) The  Latino population   in the U.S. is facing a public health crisis due to 
poor or unmet behavioral health needs; (2) The lack of a bilingual and bicultural 
behavioral health workforce plays a signifi cant role in disparities across behav-
ioral health care service delivery; (3) Meaningful access to behavioral healthcare 
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for  Latinos   in the U.S. is a social justice issue; (4) Latinos deserve a diverse, 
multidisciplinary, bilingual, and bicultural behavioral health workforce; and (5) 
The time for action is NOW! ( USDHHS  ,  2010 ).  

    Conclusion 

 Overall, we can expect the  Latino population   to continue to use  primary care   for 
their mental  health   needs. We can also expect increased rates of  service use   given 
various factors, from culture-bound symptom presentations to lack of insurance to 
more nuanced worldviews that lead clients to emergency care vs. mental  health   
specialty services. Therefore, a shift in paradigm in the design, planning, and imple-
mentation of integrated care must occur to provide culturally grounded services. 

 More clearly outlined, and enforced, policies that improve language accessibility 
and screening practices, that support training, funding, and development of cultur-
ally competent research and scholarships, and that build a diverse and culturally 
competent workforce will ensure access and treatment are relevant to  Latino popu-
lations  . Standard practices must be developed to increase awareness of the connec-
tion between mental  health   and chronic disease, as well as overall life stressors 
experienced by Latino populations (e.g., acculturation, family responsibilities, etc.). 
Given that stigma and discrimination experiences (whether related to ethnic minor-
ity status or mental illness) have a signifi cant impact on help-seeking, stigma aware-
ness trainings with gatekeepers will be a key step in ensuring clients enter the 
treatment room. Once they enter treatment, the patients’ needs to be spoken in a 
language that they understand and to have adequate time to describe their presenting 
problems have to be emphasized, valued, and enforced by leadership and 
 decision- makers across systems. In essence, a culturally grounded patient-focused 
approach must become the culture of the system—valued and celebrated. 

 Good care must also be taken to support both medical and mental  health   profes-
sionals who continue to be challenged with increasing managed care limitations, 
despite their efforts and commitment to our clients. Thus, polices must also include 
trainings and reimbursement—an appropriate and detailed explanation of the 
enforcement of these policies should also be included in the laws. Medical provid-
ers, mental  health   professionals, and social workers, all bring signifi cant areas of 
expertise, and must all be at the table—directly involved in the development, plan-
ning, and execution of policies, guidelines, and protocols. Therefore, integrated 
care, as an entity, must also be supported to achieve its goals of serving all clients in 
general, and Latino patients specifi cally. 

 In order to accomplish these challenging, yet manageable goals, we must fi rst 
advocate for policies that promote social justice, equity, and equality in all systems 
of care. We hope the recommendations throughout the chapter help to move us from 
walking on eggshells to commitment to culturally responsive treatment, research, 
and policies.     
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    Chapter 6   
 Community Health Centers and Payment 
for Integrated Care                     

     Charles     Duarte    

       Community Health Centers (CHCs), which include  Federally Qualifi ed Health 
Centers (FQHCs)  , have historically provided comprehensive primary care to under-
served communities that often include minority populations. Currently, there are 
over 1200 CHCs with over 9000 health center sites serving over 21 million low- 
income patients (National Association of Community Health Centers,  2013a ). 
While CHCs serve the entire community, including households with commercial 
insurance, the main focus of their services are the underserved and publicly insured 
populations (Medicaid,  Children’s Health Insurance Program (CHIP)   and Medicare) 
which often makes up 75 % of their patients (The Commonwealth Fund,  2011 ). 
Given the mission of CHCs across the U.S., this discussion will focus on the role of 
CHCs in providing integrated care and the implications for payment reform. 

 Understanding the  state and federal regulatory environment   that governs CHCs 
is essential to understanding the fi nancial opportunities and barriers to integrated 
care. CHCs operate under a federal regulatory authority detailed in Section 330 of 
the Public Health Services Act. They are required to provide comprehensive ser-
vices to patients either by formal referral arrangement, contract, or by providing 
behavioral health services directly under their federally approved scope of services. 
These rules also defi ne payment methodologies for Medicaid,  CHIP, and Medicare 
services   based on a Prospective Payment System (PPS). Prior to 2000, CHCs were 
paid using a cost-based reimbursement model. Cost-based reimbursement consid-
ered all reasonable costs associated with the mission of the FQHC in developing 
reimbursement rates for Medicaid and Medicare. In 2000, new federal rules required 
the use of a PPS rate (BIPA 2000 and CHIPRA). These new federal rules replaced 
reasonable cost methods with a PPS rate methodology which considered the cost of 
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services paid prior to 2000 and then adjusted for subsequent years for medical cost 
infl ation and changes in the scope of services provided by the FQHC. For FQHCs 
established after 2000, states use the reasonable cost of services for the prior year 
adjusted prospectively for medical infl ation and changes in the scope of FQHC 
services. A PPS rate establishes a provider’s payment rate for a service before the 
service is delivered; the rate is not dependent on the provider’s actual costs or the 
amount charged for the service. PPS rates for CHCs are considered “ fair payment  ” 
from State Medicaid Agencies, and are higher than fees paid to non-CHC providers. 
PPS reimburses FQHCs at approximately 81 % of their costs to treat Medicaid 
patients. The PPS also reimburses for comprehensive CHC services, which can 
include dental, behavioral health, pharmacy, primary care, immunizations, chronic 
care management, as well as referrals to social services. Medicaid payments to non- 
FQHC medical practices reimburses them for medical visits only. Under federal 
rules, PPS rates are guaranteed regardless of whether payments come from the State 
Medicaid Agency, the Medicare Program, a  Medicare Advantage Plan, or a Medicaid 
Managed Care Organization  . Paying for an all-inclusive package of services allows 
FQHCs to serve as medical homes for Medicaid and uninsured patients (National 
Association of Community Health Centers,  2013b ). A 2013 Texas legislative study 
reported that the average PPS rate for FQHCs in the state was $174 (Texas Legislative 
Budget Board,  2014 ). By comparison, Texas Medicaid currently pays non-FQHC 
physicians $37 for a routine offi ce visit (Texas Medicaid,  2015 ). 

 Federal rules also allow State Medicaid Agencies to establish an  Alternative 
Payment Methodology (APM)   with individual FQHCs as long as there is mutual 
agreement between the FQHC and the State. APMs are subject to approval by the 
Centers for Medicaid and Medicare Services (CMS) and must reconcile to what the 
FQHC would have otherwise been paid under a PPS methodology. FQHCs are work-
ing with State Medicaid Agencies to develop APMs. A 2014 report by the  National 
Association of Community Health Centers (NACHC)   indicated 30 % of responding 
states offer APM reimbursement models as an alternative to PPS. Nineteen percent of 
states offered both APM and PPS reimbursement models. 

  APM reimbursement models   are of growing interest to FQHCs as a means of 
reforming Medicaid reimbursement methods. They are being used to disconnect rev-
enue from the volume patient visits. APMs are also often used to reimburse FQHCs to 
provide more “in-between” care such as care coordination and case management; 
services which are essential to their role as a health care home (Buxbaum,  2012 ). 

 Many CHCs are also able to take advantage of the favorable prescription drug pric-
ing under Section 340B of the Public Health Service Act. The 340B Drug Discount 
Program requires drug makers to provide outpatient drugs to eligible health centers, 
clinics, and hospitals at signifi cantly reduced prices. CHCs are then able to pass on 
these discounts to their uninsured and underinsured patients as well as State Medicaid 
Agencies. 340B pricing is a ceiling price, meaning it is the highest price a participating 
entity can be charged, and it is determined by the CMS. 340B pricing is estimated to be 
about half of Average Wholesale Price (AWP) and about 20–50 % below true whole-
sale price (HRSA,  2004 ). Access to 340B  prescription drug pricing gives FQHCs a 
competitive advantage in providing cost-effective drug therapy to their patients. 
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 Besides use of APMs,  State Medicaid Agencies   have other regulatory tools at their 
disposal in order to change health care payment and delivery systems. States can mod-
ify their agreement with CMS by amending their State Plan. Medicaid and CHIP state 
plans are agreements between a state and the federal government. The State Plan 
describes who will be covered, services provided, methods of payment to providers, 
and administrative activities conducted by the state. It also gives assurances that a state 
will abide by federal rules.  State Plan Amendments (SPAs)   must go through a public 
review process and require approval by CMS. SPAs are a simple and common method 
of changing payment and other policies affecting CHC services. 

 States also use waivers allowed under Section 1915(b) of the  Social Security Act 
(SSA)  . These “managed care” waivers are used to implement managed care net-
works, use managed care savings to add services, or restrict the numbers of provid-
ers of certain services. 

 Comprehensive Medicaid reform initiatives are often undertaken using Section 
1115 waivers. Section 1115 refers to a section of the Social Security Act (SSA). These 
waivers, often referred to as Research and Demonstration Waivers, allow the Secretary 
of the U.S.  Department of Health and Human Services (DHHS)   to waive certain provi-
sions of the SSA in order to implement Medicaid payment and delivery system reforms. 
Often these waivers are time limited (3 or 5 years) and must achieve federal budget 
neutrality within this timeframe. Arizona implemented the nation’s most comprehen-
sive 1115 waiver program. On October 1, 1982, the Arizona Health Care Cost 
Containment System ( AHCCCS   or Arizona Medicaid) used an 1115 waiver as the 
regulatory vehicle to implement Arizona’s Medicaid program. Since then, it has been 
exempt from many provisions of the SSA allowing it to utilize managed care networks 
and other innovative approaches to paying for Medicaid services. 

 CMS has recently awarded almost $1 billion in planning grants to states to 
reform their health care systems to test innovations in health care delivery and pay-
ment systems. The  State Innovations Models (SIM)   grants seek to make sweeping 
changes in payment and delivery systems consistent with the Triple Aim: Improving 
the patient care experience; improving population health; and reducing the per cap-
ita cost of health care. 

 Still, the simplest regulatory approach to Medicaid reform specifi cally involving 
CHCs is through amendments to the Medicaid and CHIP state plans and the use of 
Medicaid APMs. 

    Payment Issues Affecting CHCs  and Integrated Care   

 By far, Medicaid is the largest payer of CHC services across the nation. A 2013 
report published by the Kaiser Family Foundation State Health Facts found that 
Medicaid payments represented 40 % of FQHC revenue followed by federal grant 
funds (21 %). By contrast, Medicare and private insurance made up 6 % and 8 % of 
revenue, respectively (Kaiser Family Foundation,  2015 ). 
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 Eligibility for Medicaid  services   varies from state to state. The saying is “If 
you’ve seen one Medicaid program you’ve seen one Medicaid program.” Medicaid 
is funded with federal and state funds, but administered by states under federal 
guidelines. As such, states have a great deal of fl exibility to design the eligibility 
criteria as well as the scope of services. While Medicaid has been traditionally 
focused on covering low-income seniors, individuals with disabilities, and families 
with children, the Affordable Care Act (ACA) allowed states to expand their 
Medicaid programs to include low-income adults without children, including many 
individuals with complex medical and behavioral health conditions. 

 Increasingly, CHCs are providing mental health and/or substance abuse services 
as a part of their scope of services. A 2010 assessment conducted by the National 
Association of Community Health Centers (NACHC) reported that over 70 % of 
CHCs provided some level of mental health services. In addition, 55 % provided 
substance abuse services and 65 % met the criteria for integrated care including 
shared treatment plans and joint decision-making between primary care and mental 
health providers (National Association of Community Health Centers,  2010 ). 

 Besides integrated care, CHCs have been leaders in other areas of health care 
delivery and patient education including Patient-Centered Medical Homes and 
Team-Based Care models. 

 Essential to the concept of the medical home and integrated care is the provision 
of “in-between care” or wrap-around support services. More CHCs are using 
Community Health Workers (CHWs) to provide patient education and chronic dis-
ease management support between primary care or behavioral health visits. 
However, the Medicaid regulatory environment has often lagged in its ability to 
fi nancially support these innovations. 

     Same Day Billing   

 Essential to the provision of integrated care are policies that allow CHCs to provide 
primary care and behavioral health services to patients with complex medical issues 
on the same day. Unless specifi cally allowed by a state Medicaid agency through its 
Medicaid state plan, FQHCs can only bill for one encounter per patient per day. A 
2011 report by the National Association of Community Health Centers (NACHC) 
indicated that 82 % of State Medicaid Agencies allow for more than one CHC visit 
per day, although many have defi ned criteria to allow payment for those additional 
visits (National Association of Community Health Centers,  2011 ). 

 An assessment was done in 2011 by NORC at the University of Chicago for the 
 Substance Abuse and Mental Health Services Administration (SAMHSA)      and the 
 Health Resources and Services Administration (HRSA)  . As a part of that survey, 
CHCs were asked about barriers to the development of patient-centered medical 
homes and integrated care models. Most of the reporting CHCs saw Medicaid reim-
bursement as an asset, but more than half reported that restrictions on same-day bill-
ing for medical and mental health services were a signifi cant problem. Additionally, 

C. Duarte



99

respondents indicated that Medicaid reimbursement for substance abuse treatment 
services was limited and presented a barrier to providing these services (NORC at the 
University of Chicago,  2011 ). 

 Restrictions on same day billing can be readily addressed by State Medicaid 
Agencies through use of a SPA. Amending the Medicaid and CHIP state plans, and 
any associated regulations, to allow multiple CHC encounters per day will help to 
resolve these issues. States may want to impose reasonable restrictions, e.g. allow-
ing one medical, behavioral health, and dental visit per day.  

    Limits on  Qualifi ed Providers   

 Federal law requires State Medicaid Agencies to cover services provided by certain 
providers approved under Medicare. These include physicians, physician assistants, 
nurse practitioners, certifi ed nurse midwives, licensed clinical social workers, and 
clinical psychologists. Adding additional provider types to this list can enhance the 
ability of CHCs to expand available behavioral health services. For example, 
Oklahoma allows licensed professional counselors, licensed marriage and family 
therapists, licensed alcohol and drug counselors, and licensed behavioral analysts 
(National Association of Community Health Centers,  2011 ). 

 An amendment to the Medicaid and CHIP state  plan  , and any necessary changes 
to state regulations, is a simple approach to expanding behavioral health providers 
available through CHCs.  

     Medicaid Managed Care   Contracting 

 Many State Medicaid Agencies contract with managed care organizations to provide 
comprehensive Medicaid benefi ts to eligible benefi ciaries. Based on 2011 report from 
the Kaiser Family Foundation, over 74 % of the Medicaid benefi ciaries were enrolled in 
managed care plans (Kaiser Family Foundation,  2016 ). States have increasingly looked 
to managed care contracts to create savings, increase access to services, and improve 
quality instead of the traditional fee-for-service Medicaid program. However, the evi-
dence supporting improvements in cost and quality using managed care contracting is 
mixed. There appears to be little evidence for cost savings from Medicaid managed care 
on a national level, but some states have been more successful than others. Studies sug-
gest the level of savings depend on how generous Medicaid fee-for-service (FFS) reim-
bursements are relative to commercial insurance rates. States with higher Medicaid 
reimbursement rates are able to demonstrate greater savings through Medicaid managed 
care than states with lower rates. Savings are usually associated with Medicaid managed 
care contracting at lower rates than FFS Medicaid or from reductions in inpatient bed 
days through utilization review and prior authorization requirements. Improvements in 
access and quality are equally mixed depending on each state’s level of provider partici-
pation in the Medicaid program (Robert Wood Johnson Foundation,  2012 ). 
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 Medicaid managed care contracts often include comprehensive mental health 
and substance abuse treatment services. To reduce costs, managed care organiza-
tions may limit behavioral health networks that could leave out CHCs. They may 
also limit assignment of patients to CHCs in favor of less costly contracted 
providers. 

 State Medicaid Agencies can address this by including contract requirements for 
Medicaid managed care plans to include  CHCs   in their medical and behavioral 
health networks.  

    Wrap-Around  Support Funding   Issues 

 The  Health Resources and Services Administration (HRSA)   implemented its 
 Patient-Centered Medical Home  (PCMH) Initiative that supports safety-net provid-
ers across the country in gaining recognition under the National Committee for 
Quality Assurance (NCQA) PCMH Program. The PCMH model provides whole 
person care that is proactive, evidence-based, and coordinated, with attention to 
high-quality care. To fully achieve whole person care requires an integrated approach 
to the physical, behavioral, and psychosocial dimensions of the people they serve. 
The initiative provides grant funding to Federally Qualifi ed Health Centers (FQHCs) 
to implement this practice model and achieve NCQA PCMH recognition. Recently, 
NCQA has included more rigorous standards for behavioral health integration in its 
updated 2014 PCMH Standards. 

 In 2014, with the growing understanding that integrated behavioral health 
must be a core principle of the PCMH, six family medicine professional societies 
put forth joint principles to integrate behavioral health care into the PCMH 
(SAMHSA- HRSA Center for Integrated Health Solutions,  2014 ). These princi-
ples emphasized inclusion and coordination of behavioral health services in 
achieving whole person care. 

 A 2013 paper on integrated care (SAMHSA-HRSA Center for Integrated Health 
Solutions,  2013 ) described a continuum of levels of integration going from minimal 
collaboration and communication to a truly team-based approach focused on holis-
tic care. These highly integrated models are often implemented as a part of PCMHs 
which provide integrated behavioral health services. These integrated models are 
also called “health homes.” 

 Besides providing primary medical and behavioral health care, health homes 
often include “wrap-around” support services provided by professional and para-
professional team members. These services include: patient and family education; 
health promotion and chronic disease self-care education; care coordination; transi-
tion of care support; referral support services; and use of technology to facilitate 
these services. The goal is to assist patients and their families in accessing primary 
care, behavioral health services, and any necessary social services as well as long- 
term  service   supports. 
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 There exists as many payment models as there are integrated health care 
approaches. Payment models also can be described as a continuum from the simple 
to the complex. Some of the simplest models utilize a Per Member Per Month 
(PMPM) payment to compensate for PCMH practice transformation costs. These 
payments are in addition to regular fee-for-service reimbursement or, in the case of 
CHCs, PPS encounter payments. Payments can vary depending on the complexity 
of the patient population from $2.50 PMPM for relatively healthy Medicaid benefi -
ciaries to $5.00 PMPM for patients with complex needs (Agency for Healthcare 
Research and Quality,  2012 ). 

 Higher up on the payment complexity continuum are PMPM add-ons adjusted 
for the PCMH recognition level of the CHC. For example, the National Committee 
for Quality Assurance (NCQA) uses three levels of recognition for PCMHs. Level 
1 is the lowest recognition tier and Level 3 the highest. Some payment models 
have increasing PMPM payments associated with the increased level of recogni-
tion; again to help compensate for the cost of practice transformation and the 
additional cost of ongoing patient-centered support services. In 2011, Maryland 
began a 3 year pilot study to test the PCMH model of care, which included 52 
primary and multispecialty practices. The model paid PCMH practices between 
$4.08 and $7.00 depending on their PCMH level of recognition by the National 
Committee for Quality Assurance (NCQA) and the number of Medicaid patients 
enrolled in the practice. Results of the pilot study showed improvements in qual-
ity, patient satisfaction, and a reduction in costs, but mixed results related to 
improvements in provider satisfaction and reductions in health disparity (Maryland 
Health Care Commission,  2015 ). 

 A number of State Medicaid Agencies are implementing CHC specifi c payment 
models using APMs. A number of these initiatives involve PPS-equivalent capita-
tion payments. In California, a number of CHCs are involved in a pilot within the 
Medi-Cal managed care program. Managed care plans will pay health centers a 
PMPM based on the equivalent of one-twelfth of the PPS revenue per enrollee. 
Payments are stratifi ed based on the aid category of each Medi-Cal enrollee, with 
higher payments for seniors and persons with disabilities. Reconciliation to PPS 
payments, usually a requirement when using APMs, is only done at the request of 
the CHC, which reduces the administrative cost for Medi-Cal and the CHCs. The 
pilot methodology includes the ability of the CHC to request a change in service 
scope, as well as annual adjustments based on the Medicare Economic Index (MEI) 
(National Association of Community Health Centers,  2013 ). 

 Other states including Colorado, Maine, Washington, Minnesota, Oregon, 
Maryland, and Vermont are moving forward with APMs in order to help compen-
sate for practice transformation costs as well as align incentives to improve the 
quality of care and reduce per capita costs. Oregon recently launched an  APM   dem-
onstration where participating FQHCs no longer earn revenue based on the volume 
of patient encounters, but instead get paid a monthly PMPM payment based on the 
size and composition of their patient population. The goal is to shift the paradigm 
from paying for medical visits to paying for the provision of high-quality, team- 
based care that improves health and reduces cost (Hostetler, Sisulak, Cottrell, 
Arkind, & Likumahuwa,  2014 ).  
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    Special Billing Issues 

    Group and  Family Therapy   Sessions 

 State Medicaid Agency rules often preclude billing for group sessions using the 
FQHC PPS payment methodology. While group and family therapy is often the 
most cost-effective treatment method, many state Medicaid programs either do not 
allow it or do not address it. If a group includes a number of Medicaid benefi ciaries, 
the total cost of the session under PPS would exceed what a state may normally pay 
for group therapy. A 2010 survey indicated that 51 % of state Medicaid programs 
paid FQHCs for group mental health sessions and 53 % paid for group substance 
abuse sessions (National Association of Community Health Centers,  2014 ). The 
State of Nevada recently passed regulations allowing CHCs to bill for group ses-
sions outside of the PPS system. Qualifi ed behavioral health providers bill for group 
sessions as a non-CHC provider and the CHC is paid using standard Medicaid rates.   

     Screening, Brief Intervention, Referral to Treatment (SBIRT)   

 Despite its proven effectiveness, SBIRT is not routinely covered by State Medicaid 
programs. The 2010 survey by McKinney also reported that only 25 % of responding 
states paid FQHCs for SBIRT services. It is unclear why states have been unwilling or 
unable to cover these services.   

    Conclusion 

 State Medicaid Agencies have not yet universally embraced integrated care models in 
FQHCs. A 2014 NACHC report indicated that only 30 % of states have implemented 
APMs (National Association of Community Health Centers,  2014 ). Of those states 
using APMS, it is unclear how many are using this approach to support integrated care. 
However, there is evidence from early pilots to suggest the models improve quality and 
reduce costs. The availability of APMs also allow states to move forward with FQHC 
payment reform without having to implement cumbersome and costly waiver initia-
tives. States could learn from these early innovator states and design programs to take 
advantage of their experiences to expand integrated care in FQHCs.     
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    Chapter 7   
 Using a Translator in Integrated Care Settings                     

     Jose     Ribas-Roca      and     Pracha     Eamranond   

       Failure to address limited English profi ciency ( LEP  )    is one of the main reasons 
leading to health disparities among  Latinos  .  Translators   in the clinical setting facili-
tate communication between providers and patients with  LEP  . In this chapter we 
talk about the effect of choosing to utilize a translator or not and its relationship to 
the quality of communication, patient/physician satisfaction, and health-related 
outcomes. 

 We describe the different types of interpreters available and compare the advan-
tages and disadvantages of each type, patient and physician preferences, and the 
quality of interpretation they provide. Our hope is to provide a framework from 
which the provider will be able to decide the form of interpretation most appropriate 
for each particular circumstance. 

 We also explore specifi c themes on using a translator for mental health encoun-
ters. We will provide some information relevant to everyday interpreter use and tips 
to make more effective use of interpreters in  integrated care   settings. 

 We then comment on different policies and systems approaches that have been 
tried in order to improve communication with  Hispanic   patients and improve inter-
preter utilization. Finally, we share some insights found in the literature from the 
translators themselves about improving communication with  Latino    LEP   patients. 
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    Problems Latinos Face Related to Limited  English Profi ciency   

 Disparities in  health care services   between  Latinos   and non- Hispanic   whites in the 
United States are well documented. Several of those disparities could be improved 
by having better access to interpreter services. 

  Latinos   with fair and poor English profi ciency reported approximately 22 % 
fewer physician visits than non-Latinos whose native language was English. The 
magnitude of the association between limited English profi ciency and number of 
physician visits was similar to that for having poor health, no health insurance, or 
no regular source of care (Derose & Baker,  2000 ). Not being able to speak English 
profi ciently also results in more diffi culty obtaining appointments: 25 % of the 
 Spanish  -speaking patients reported regularly having problems getting an appoint-
ment in a  primary care   setting compared to 17 % among English-speakers (Welty 
et al.,  2012 ). Disparities are even higher in the Emergency  department  , where 22 % 
of Spanish-speaking patients reported an interpreter was not used but should have 
been used (Baker et al.,  1996 ). 

 Another problem leading to miscommunication is that patients and providers 
often misjudge their level of English profi ciency. This could mislead them into 
believing an interpreter is not needed during an encounter. One study by Zun et al. 
administered standardized tests to clinic patients who stated they spoke English. 
66 % of the self-proclaimed English speakers scored at or above a seventh grade 
reading level. Additionally, they found physicians and nurses overestimated their 
assessments of the patients’ English competency (Zun, Sadoun, & Downey,  2006 ). 
Physicians may also overestimate their own ability to speak in  Spanish  , and assume 
they are communicating at an acceptable level (Lion et al.,  2012 ), and the patient 
may choose to politely nod rather than express their diffi culty following what the 
physician is trying to say (Haffner,  1992 ). 

 Two different studies involving pediatric and psychiatric residents found that 
there are confl icting perceptions around the usefulness of an interpreter. Patients 
often found the interpreter as helpful and expressed preference towards using them 
again in future visits, whereas the clinicians did not appreciate a signifi cant impact 
in the interview (Cunningham et al.,  2008 ; Kline et al.,  1980 ). 

 Poor health literacy is also a major barrier to healthcare among  Latinos  . Leyva 
et al. evaluated how  Latino   parents with  LEP   understand written instructions accom-
panying a routinely prescribed medication for their young children. In their study of 
100 participants, 22 % correctly demonstrated understanding of the dosing and fre-
quency of the medication. Of subjects comfortable speaking English, 50 % correctly 
demonstrated the amount of medicine to give. Higher education and comfort speak-
ing English were associated with better medication dosing (Leyva, Sharif, & Ozuah, 
 2005 ). 

 Communication during the clinical  encounter   is remarkably impaired for  Latinos   
with  LEP  . Compared to English-speaking patients,  Spanish  -speaking patients made 
less attempts to describe their symptoms, feelings, expectations, and thoughts. 
Spanish-speaking patients also were less likely to receive responses from their 
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 physicians that facilitate further discussion and were more likely to have their 
 comments ignored (Rivadeneyra et al.,  2000 ). It is not surprising then, that Latinos 
were less likely to report having their medical problems resolved at the end of a 
medical visit (Welty et al.,  2012 ). Additionally,  LEP   Latinos reported signifi cantly 
more dissatisfaction about feeling listened by the medical staff, receiving reassur-
ance and support from their doctors, having their questions answered and receiving 
explanations about prescribed medications, medical procedures and test results 
(Morales et al.,  1999 ). Clinicians reported diffi culties eliciting exact symptoms, 
explaining treatments, and eliciting treatment preferences. Clinicians perceived that 
lack of knowledge of a patient’s culture hindered their ability to provide quality 
medical care yet only 18 % felt they were unable to establish trust or rapport 
(Karliner, Perez-Stable, & Gildengorin,  2004 ). 

 Greater  Spanish   language fl uency by physicians was strongly associated with 
optimal elicitation and responsiveness to patients’ problems and concerns. Higher 
cultural competence also improved explanation of the patient’s condition and patient 
empowerment (Fernandez et al.,  2004 ). Patients randomized to language- concordant 
encounters reported higher comprehension and satisfaction than patients using 
usual and customary modes of interpretation (Gany et al.,  2007a ). When patients are 
assigned language-concordant physicians, they were more likely to be counseled on 
diet and physical activity compared to patients with language-discordant physicians 
(Eamranond et al.,  2009 ). In summary, the majority of the literature indicates that 
the ability to speak Spanish with a  LEP    Latino   patient, whether directly by the  pro-
vider   or through an interpreter, improves the quality of care.  

    Types of  Interpreters   

 The art of interpreting involves many particular challenges above verbatim “word 
for word”  translation  . Interpretation requires an absolute command of two lan-
guages, in-depth knowledge of cultural context, and the ability to manipulate regis-
ters ranging from formal to casual, including slang. It also requires appropriate 
disposition to facilitate evoking from the  LEP   patient without feeling rushed or 
creating a burden.  Interpreters   are obligated to apply their best skills and judgment 
to preserve the meaning of what is said, including the style and register of the 
speech. That may include statements that appear nonsensical, obscene, rambling, or 
incoherent (Gonzalez, Vasquez, & Mikkelson,  1991 ; Hewitt & Lee,  1996 ). 

 The interpreter’s presence makes the typical dyadic interaction of the clinical 
setting into a triad, adding considerable complexity to the social situation and gen-
erating operational and technical challenges. Aranguri et al. found that speech was 
signifi cantly reduced and revised by the interpreter, and visits that included an inter-
preter had virtually no rapport-building “small talk” (Aranguri, Davidson, & 
Ramirez,  2006 ). 

 Every consultation with  LEP   patients requires clinical judgement as to the type 
of interpretation needed. The clinician needs to assess the complexity of the 
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 interpreted encounters, as well as potential advantages and disadvantages that come 
with each type of interpreter. The clinician should always keep in mind the goal of 
having an interpreter is to optimize effective communication between provider and 
patient (Gray, Hilder, & Donaldson,  2011 ). 

     Untrained (Ad-Hoc) Interpreters      

 Interpreter guidelines warn against the use of untrained interpreters, yet the lack of 
uptake of interpreter services likely means that they are still often used. Gray et al. 
found that 49 % of all interpreted consultations used untrained interpreters (mostly 
family), with more used in the same day clinic setting (Gray et al.,  2011 ). If the 
patient chooses to communicate in English or use a family  member   as an interpreter, 
it would be a good idea to confi rm their understanding of the language by using 
open-ended questions, and asking them to repeat in their own words information 
you have provided (Gray, Hilder, & Stubbe,  2012 ). 

 One of the most signifi cant disadvantages of using untrained interpreters is the 
decrease in technical quality of interpretation. Laws et al. evaluated the number or 
errors or omissions during clinic encounters (Laws et al.,  2004 ). 66 % of segments 
in which  translation   should have occurred had  substantial   errors. In 30 % of seg-
ments, the interpreter engaged in speech unrelated to interpretation. Quality of 
interpretation was inversely associated with the word count per segment and, inde-
pendently, whether the interpreter engaged in  speech   acts which did not consist of 
interpretation. 

 Many clinics use their bilingual support staff for  translation  , as they may share 
 Hispanic   ethnicity. They present the same technical limitations as untrained inter-
preters, but may still provide a cultural bridge between the patient and the clinician. 
They may be better situated to serve as interpersonal mediators, system mediators, 
educators, and advocates. They have also received training in patient confi dentiality 
and may provide some degree of continuity for patients who are frequently seen at 
the clinic (Gray et al.,  2012 ). However many studies confi rm that the quality of 
trained interpretation, whether in-person or video conferencing, is higher than ad 
hoc interpretation (Napoles et al.,  2010 ). 

 The evaluation of  LEP   psychiatric patients through an untrained interpreter can 
be inaccurate and misleading. The most common errors that untrained interpreters 
make include omission, addition, condensation, and substitution. Misinterpretation 
in mental health assessments can have signifi cant consequences such as minimiza-
tion of a patient’s suicide attempt or exaggeration of a patient’s passive suicidality 
(Vasquez & Javier,  1991 ). 

 Factors to keep in mind when assessing the appropriateness of an untrained inter-
preter include: complexity of the clinical presentation, the wishes of the patient, 
especially around trust and confi dentiality, patient’s need for advocacy or ongoing 
support and continuity of care, familiarity of the clinician with the patient and ad 
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hoc interpreter, patient’s health literacy, and clinician’s familiarity with the ethnic 
 group  . A family  member  /friend can be considered acceptable when the untrained 
interpreter has enough English profi ciency to effectively interpret, is over 18 years 
of age, is known to the clinician to be reliable and in good  relationship   with the 
patient, and when the consultation is a fairly straightforward, nonsensitive one 
(Gray et al.,  2012 ).  

    Family  Members      

 Several elements that interfere with effective communication in the  primary care   
setting include lack of trust, intense pressure with regard to time constraints, mis-
match of agendas (biomedical versus lifeworld) and fi rm expectations of a specifi c 
outcome (e.g. referral, prescription) (Greenhalgh, Robb, & Scambler,  2006 ). 
Having a family member provide interpretation provides advantages such as gen-
eral trust from the patient, sharing of the lifeworld agenda, and shift the power bal-
ance in the patient’s favor (Greenhalgh et al.,  2006 ). They may also facilitate 
continuity of care and bypass the resistance patients may have to an unknown inter-
preter (Gray et al.,  2012 ). 

 At the same time, when using family members as translators, the clinician may 
need to work harder in eliciting patient’s concerns and differentiating them from the 
concerns of the family member. In integrating care settings, having a family mem-
ber translate may interfere with the accurate assessment of a patient’s mental status 
and delay diagnosis and recognition of mild cognitive impairment and dementia, as 
relatives may attempt to cover their defi cits, or answer questions for them. In par-
ticular,  Latino   women are often reluctant to reveal personal or private problems if 
their children interpret (Haffner,  1992 ). 

 Certain topics related to mental health also carry stigma for family members who 
are translating. Domestic violence will likely be missed if the family member serv-
ing as interpreter is the abuser, or may be normalized and ignored if it is congruent 
with the cultural norm. Men will likely have more diffi culty expressing emotions 
such as fear and sadness in front of their wife or children, as children are commonly 
taught “men don’t cry.” Patients with high stigma around depression will be less 
likely to disclose that diagnosis to their family (Vega, Rodriguez, & Ang,  2010 ). The 
use of children is never appropriate, as they lack the emotional and maturity level to 
cope with diffi cult situations and sensitive content will likely not be offered or  trans-
lated   accurately (Gray et al.,  2012 ). 

 Both patients and medical residents demonstrate the highest level of satisfaction 
for professional interpreters compared to ad-hoc and  family   interpreters. Patients 
were signifi cantly more satisfi ed than providers with using family members and 
friends (85 % vs. 60 %) (Kuo & Fagan,  1999 ). Patients were also more concerned 
than providers about the ability of the interpreter to assist them after the physician 
visit (94 % vs. 45 %).  
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    In-Person  Trained Interpreters      

 In-person  trained interpreters   are regarded as the ideal method of  translation  , as they 
provide the highest degree of accuracy, confi dentiality, and ethical behavior. However, 
even in locations where such interpreters are readily available, providers choose not 
to use them for every encounter (Schenker et al.,  2007 ). Trained interpreters may not 
be used due to clinicians perceiving ad-hoc interpreters work well most of the time 
(Gray et al.,  2011 ). Clinicians may also hold misperceptions of interpreters resulting 
in increased interview time (Fagan et al.,  2003 ) or patients preferring family mem-
bers to professional ones (Kuo & Fagan,  1999 ). Trained interpreters also result in 
additional cost, not currently reimbursed by insurance payors. However certifi ed 
trained medical interpreters remain the gold standard to provide highest quality care. 

 Trained interpreters should always be used to obtain informed consent. Any con-
sent gained without the use of a trained interpreter cannot be adequately informed 
and would not stand up in court if challenged (Gray et al.,  2012 ). A trained inter-
preter would also be preferred when discussing sensitive issues, complex clinical 
presentations, or caring for vulnerable population, such as refugees and patients 
presenting with mental health problems. 

 Fagan et al. studied the impact of interpretation method on clinic visit length. 
They found that compared to those not requiring an interpreter, the duration of 
encounters for patients using certain forms of interpreter had longer mean provider 
times by 6.4 min and clinic times by over 10 min. This  effect   was present with both 
telephone interpreter and patient-supplied interpreters. In contrast, patients using a 
trained medical interpreter did not have signifi cantly  different   mean provider  times   
(26.8 min vs. 28.0 min) or mean clinic times (91.0 min vs. 82.4 min) than patients 
not requiring an interpreter. Even though the difference didn’t reach statistical sig-
nifi cance, the trained interpreter group had almost 10 min longer clinic time, which 
could be accounted for by the time it took for the interpreter to be called and arrive 
into the room (Fagan et al.,  2003 ).  

     Telephone Interpreters      

 Using telephone interpreting services makes professional interpreters readily 
available. The preferred device is a dual-headset telephone, as it allows both par-
ties to talk and hear the interpreter with the highest fi delity. Traditional phones 
may be used instead, but may provide limited help if the patient is hard of hearing, 
and it may be more diffi cult to assure confi dentiality when the phone is set on 
speaker mode. 

 Cunningham et al. surveyed a cohort of almost 100 women after encounters with 
pediatric residents, where half were randomized to ad-hoc or no interpretation and the 
other half to a phone interpreter. The intervention cohort overwhelmingly rated 
 telephonic interpretation as “very helpful” (94 %), indicating the visit would have 
been “harder” without the service (98 %). Signifi cantly more intervention cohort 
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mothers were “very satisfi ed” with the clinic overall (85 % vs. 57 %). Almost all 
intervention cohort mothers (96 %) reported a preference to use telephonic interpreta-
tion at their subsequent visit; however, only one-third of residents believed their 
patients would prefer to use the telephonic interpreter in the future. These fi ndings are 
especially important, because most  Latino   patients will not be aware they have the 
right to an interpreter or that such service may be readily available in the form of 
phone interpretation. It should be the provider’s duty to inform the patient about those 
services and encourage their use when  LEP   is suspected (Cunningham et al.,  2008 ). 

 Locatis et al. found that the  duration      of interviews using phone interpreters was 
7.4 min shorter than both video and in-person interpreting. Providers in the study 
liked telephone interpreter the least, considered it the most distracting method due 
to poor audio quality, lack of visual communication and restriction on the use of 
their hands (Locatis et al.,  2010 ). These results differ from the earlier study by 
Fagan, who reported using telephone and ad hoc interpreters both increased the 
length of the interview by a mean of 6.4 min compared to those who did not need an 
interpreter (Fagan et al.,  2003 ).  

     Video Conferencing Interpreters      

 Napoles et al. surveyed clinicians to compare quality of interpretation, visit satisfac-
tion, degree of patient engagement, and cultural competence during visits using 
three different methods of interpretation. The quality of interpretation for in-person 
and video conferencing modes were rated similarly in all categories; both methods 
were superior to ad-hoc interpreting. Video conferencing only scored lower than 
in-person interpretation for cultural competence. The authors concluded that video 
conferencing increases access without compromising quality and that cultural 
nuances are better addressed by in-person interpreters (Napoles et al.,  2010 ). 

 Locatis et al. did not fi nd a signifi cant difference in the duration of video interviews 
compared to in-person interpreting. Providers and interpreters in this study showed a 
distinct preference for video over phone interviews. Both rated in-person interpreting 
signifi cantly higher in quality than video conferencing (Locatis et al.,  2010 ). 

 Readily available handheld devices may be appropriate for remote interpreting. 
Wofford et al. studied the impact of audio and video technology included in hand-
held devices. Most patients rated overall quality of videoconferencing as good/
excellent. Most patients favored using  videoconferencing      during future visits. The 
18 clinicians that participated in the study reported similar results.  

    Remote Simultaneous Medical  Interpreting   

  Remote-simultaneous medical interpretation (RSMI)   is performed by interpreters 
trained in simultaneous interpretation. The interpreters are linked from a remote site 
by headsets worn by the clinician and patient. Compared to in-person consecutive 

7 Using a Translator in Integrated Care Settings



112

interpretation, RSMI demonstrated an increase in the number of physician and 
patient utterances in the visit, improved quality of interpretation, and higher prefer-
ences by physician, interpreter, and patients (Hornberger et al.,  1996 ). 

 A more recent study by Gany et al. found that patients randomized to RSMI were 
more likely than those with usual and customary methods of interpretation to think 
doctors treated them with respect. RSMI resulted in fewer medical errors and was 
faster than all other methods of interpreting. Patients randomized to RSMI were 
also more likely to think the interpreting method protected their privacy (Gany 
et al.,  2007a ,  2007b ). 

 Remote simultaneous interpreting is often employed at the United Nations and at 
major international conferences. However in the medical setting, superior clinical 
outcomes of RSMI are still to be determined (Gany et al.,  2011 ). RSMI is not read-
ily available in clinical practice at this time, likely due to higher technical complex-
ity, higher implementation costs including headset equipment, and lack of 
reimbursement for interpreting services.   

    Utilization of  Interpreters   in Clinical Practice 

  Trained interpreters   are underutilized despite the advantages and quality improve-
ment with professional interpretation. A survey of pediatric residents serving a 
population in which 10–20 % are  Spanish  -speaking with  LEP   revealed they rarely 
use professional interpreters. 75 % of nonprofi cient residents reported use of hospi-
tal interpreters “never” or only “sometimes.” Instead, they tend to rely on their own 
inadequate language skills, seek interpretation from their profi cient colleagues, or 
avoid communication with  Spanish  -speaking families with  LEP  . Profi cient resi-
dents estimated that they spent a mean of 2.3 h/week interpreting for other residents 
(Burbano O’Leary, Federico, & Hampers,  2003 ). Schenker et al. found that despite 
the availability of on-site professional interpreter services, charts of hospitalized 
 LEP   patients were less likely to contain full documentation of informed consent for 
 common   invasive procedures (53 % vs. 28 %) when compared to English-speaking 
patients (Schenker et al.,  2007 ). 

 Interpreter utilization varies depending on the physician’s level of  Spanish   profi -
ciency: those with low profi ciency report frequent use of ad-hoc interpreters for all 
information-based scenarios. For diffi cult conversations and procedural consent, 
most used professional interpreters. Medium profi ciency physicians reported higher 
rates of using their own Spanish skills for information-based scenarios, lower rates 
of professional interpreter use, and little use of ad-hoc interpreters. They still relied 
on  trained interpreters   for diffi cult conversations. Those with high-level Spanish 
profi ciency almost uniformly reported using their own Spanish skills (Diamond, 
Tuot, & Karliner,  2012 ). 

 Guidelines have emerged in order to direct the decision of whether to obtain an 
interpreter and which type may be most appropriate, as using  trained interpreters   
may not always be possible due to cost and logistics involved. The judgement of 
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when to use trained versus untrained interpreters is a complex decision that needs 
careful consideration and evaluation of all the issues involved: clinical, ethical, 
practical, social, and fi nancial (Gray et al.,  2012 ). 

 Recommendations to improve communication with  LEP   start at the policy level 
for every practice. Practices should have an idea of the percentage of  LEP   patients 
they serve and therefore have policies that will allow them to effectively respond to 
those needs. Recommendations include assigning a budget for employment of inter-
preters, allocating longer encounter times for  LEP   patients, having a medical record 
capable of fl agging which patients need to be seen with an interpreter, having patient 
information available in common languages of the practice, and providing staff with 
training on how to determine the need for an interpreter and how to work with one 
(Gray et al.,  2012 ; Roat & CAFP,  2005 ). 

 When asking about language preference, clinicians should avoid leading ques-
tions, or nonverbal language hinting that using an interpreter would be burdensome 
to them or the practice. Rather than asking patients whether they need or want an 
interpreter, it is recommended to ask: “In what language would you  prefer   to receive 
your health care?” (Roat & CAFP,  2005 ). 

 Additional factors that will make a case for obtaining a trained interpreter include 
the complexity of the clinical presentation, the sensitivity of the content to be dis-
cussed (applies to all mental health encounters), the vulnerability of the patient 
(refugee or background that includes high likelihood of trauma), and urgency of the 
situation (which may limit available options) (Gray et al.,  2012 ; Roat & CAFP, 
 2005 ).  

    Interpreter  Use and Mental Health   

       Diagnostic Challenges During Evaluation in Patient’s 
Non primary Language 

 The common errors that untrained interpreters make during  primary care   encounters 
may present severe unintended consequences in the  integrated care   setting. 
Misinterpretation has a marked impact on the quality of care, such minimization of 
a suicide attempt or conversely exaggeration of suicidality (Vasquez & Javier, 
 1991 ). Untrained interpreters in the patient-provider relationship can also lead sub-
optimal rapport building and prevents a strong therapeutic alliance required for 
management of behavioral  health  . 

 Interviewing patients in a language different than their native one may have greater 
impact on the quality of psychiatric care than in other specialties. Psychiatric evalua-
tion hinges on observations from a detailed history and many key diagnostic symp-
toms that may only be obtained through the clinical interview, since laboratory and 
imaging data have limited added value. Additionally, patients are less likely to dis-
close psychological symptoms compared to physical symptoms (Bischoff et al.,  2003 ). 
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A literature review by Bauer et al. elaborates on ways in which language barriers 
may interfere with the mental status examination. Disorders of speech and  language   
such as aphasias, pressured speech, and neologisms may be missed. Abnormal 
thought processes including fl ight of ideas, disorganization and tangentiality, and 
abnormal thought contents such as delusions, grandiosity, obsessions, and magical 
thinking may not be identifi ed (Bauer & Alegria,  2010 ). 

 Psychiatric assessments performed without interpreters tend to have more 
closed-ended questions and elicit brief responses, limiting the assessment of spon-
taneous thought content (Drennan & Swartz,  2002 ; Marcos et al.,  1973a ). 
Furthermore, when a patient with  LEP   tries to communicate in English, speech 
delays may be confused for thought blocking, word fi nding diffi culty and delayed 
thought process (Marcos et al.,  1973b ). The quality of neuropsychological testing 
may also be affected for  LEP   patients. Interpreter use may signifi cantly improve 
scores for verbally mediated tests such as Vocabulary and Similarities (Casas et al., 
 2012 ). 

 During psychiatric evaluations, ad hoc interpreters make more errors when trans-
lating psychotic content. When patients provided lengthy or convoluted replies, 
omissions are especially likely, as interpreters may have diffi culty registering and 
remembering a patient’s statement if they cannot discern its meaning (Price,  1975 ). 
Ad hoc interpreters are less likely than professional ones to report they cannot fol-
low the patient’s abnormal thought process (Drennan & Swartz,  2002 ). Trained 
interpreters may also bring to the provider’s attention subtle signs of depression 
such as poor eye contact, decreased spontaneity, delayed responses and restricted 
affect. 

 Use of professional interpreters is associated with increased disclosure of trau-
matic events and psychological symptoms, as well as increase psychiatry referrals 
compared to ad-hoc interpreters (Eytan et al.,  2002 ).  Spanish  -speaking patients seen 
with an interpreter for an initial therapy interview reported that they found they felt 
understood and helped, and subsequently wanted a return visit. In contrast, the ther-
apists felt they provided less help to patients seen with interpreters and very few 
thought those patients wanted to return (Kline et al.,  1980 ).  

    The Impact of Cultural Differences on Mental Health 
 Encounters   

  Language barriers   may also have important effects in  mental health care   and treat-
ment outcomes beyond those of impaired communication and diagnostic accuracy. 
Language discordance may hinder the identifi cation of important factors such as 
stigma, shame, patient’s explanatory model of illness, patient’s acceptance of the 
diagnosis and treatment, and fostering of a therapeutic alliance (Bauer & Alegria, 
 2010 ). 

 Patients reporting higher levels of perceived stigma are less likely to disclose 
their depression diagnosis to their family and friends and also less likely to be  taking 
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antidepressant medication. Patients with high stigma are less likely to attend 
 scheduled appointments and follow through with referrals to mental health provid-
ers (Vega et al.,  2010 ).  Interpreters   in  integrated care   settings may have the unique 
opportunity to serve as cultural ambassadors for mental health concerns. They may 
help providers understand more about the common preconceptions  Latinos   have 
around psychiatric diagnoses and psychotropic medications. 

 Villalobos found that use of interpreters in integrated behavioral  health   care 
patients did not have a signifi cant impact on patient’s rating of the therapeutic alli-
ance. However, patients expressed a strong preference for bilingual providers, citing 
greater privacy, sense of trust, and accuracy of communication as the main advan-
tages (Villalobos et al.,  2015 ). Among older  Latino   clients receiving mental health 
services, the degree in which the health care organization matches the cultural needs 
of the patient had a predictive effect in treatment outcomes (i.e., reduction of symp-
tomatology) independent of treatment (Costantino, Malgady, & Primavera,  2009 ). 

 Treatment preferences related to  Latino   culture should also be taken into consid-
eration if treatment is to be successful. Compared to non- Hispanic   white respond-
ers,  Spanish  -speaking Hispanic but not English-speaking  Hispanic   respondents had 
a lower preference for antidepressant medications. Older age and history of depres-
sion were found to predict for antidepressant-inclusive treatments. All responders 
who endorsed a biomedical explanation of depression demonstrated preference for 
antidepressant-inclusive options (Fernandez et al.,  2011 ). 

 Alternative treatments should be discussed with every patient. Sleath et al. found 
that 36 % of patients reported talking with a  minister   or other religious person about 
feelings of depression or sadness. 17 % of patients had used herbal remedies or 
nonprescription medications, and 5 % had seen a curandero for feelings of depres-
sion or sadness. Overall,  Hispanic   ethnicity and language were not signifi cantly 
related to patient use of alternative treatments for depression (Sleath & Williams, 
 2004 ).   

    Clinical Pearls for  Interpreter   Use 

 The decision about whether an interpreter is needed is often made by the patient or 
by his or her relatives. However, some patients can speak some English but are not 
fl uent enough to for appropriate communication during an encounter, or may not be 
aware that an interpreter is available. It falls to the provider to suggest an interpreter 
be used and subsequently how to utilize the interpreter, particularly if discussing 
important test results or treatment options such as surgery or other treatments 
(Juckett & Unger,  2014 ). 

 Before meeting with the patient, review with the interpreter the purpose of the 
interview. Mention any potentially delicate or distressing issues that will be covered 
and ask the interpreter if there are any specifi c cultural factors that may have direct 
bearing on the interview. If using an untrained interpreter, the provider should 
emphasize the absolute need for confi dentiality and the requirement to translate as 
precisely as possible what is said. 
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 Seating should be arranged as a triangle, allowing patient and doctor to look at 
each other directly and for the interpreter to be perceived as neutral. Talk directly to 
the patient, addressing him/her in second person. Appear attentive when patient 
responds and respond to patient’s nonverbal cues. Keep control of the consultation. 
Feel free to stop the patient if he/she is not allowing enough time for effective 
 translation  . 

 During physical examinations, it’s preferable to have the interpreter present, but 
the patient should be asked for his or her preference. If the  interpreter   will not be 
present, extra care needs to be taken to explain beforehand to the patient what will 
happen during the examination. 

 For psychiatric interviews, the interpreter should be told that the encounter will 
be longer than average and more emotionally challenging. If psychosis is suspected, 
the interpreter should be told that the patient may say things that don’t make imme-
diate sense. Abnormal mental status fi ndings may be more accurately evaluated by 
using simultaneous interpretation. This method will make it easier for the inter-
preter to keep up with rapid speech, tangentiality, disorganization, fl ight of ideas, 
and looseness of associations. It is strongly preferred to keep using the same inter-
preter for future encounters whenever possible, more so if trauma narratives have 
been discussed. 

 Consider discussing a strategy in case the patient needs to get in touch with you 
after the encounter. Patient may experience side effects of medications, worsening 
of symptoms, or the need to reschedule an appointment. Reassure the patient that an 
interpreter can be obtained for post-visit encounters, such as by phone or at an 
urgent care setting if available.  

    Closing the Cultural and Language Gap 

    Improving Provider’s  Spanish   Level Profi ciency 

 Offering options for physicians serving  LEP    Hispanic   populations to improve their 
 Spanish   may have signifi cant impact in patient care. Physician self-rated language 
ability and cultural competence are independently associated with Hispanic patients’ 
reports of care. Greater language fl uency was strongly associated with optimal elici-
tation and responsiveness to patients’ problems and concerns. Higher cultural com-
petence was associated not only with higher elicitation and responsiveness, but also 
to improved explanation of the patient’s condition and patient empowerment 
(Fernandez et al.,  2004 ). 

 The fi rst step towards improvement is having a reliable measurement of non- 
English language profi ciency. Using self-report measures can result in providers 
overestimating their profi ciency. Standardized testing can also provide immediate 
benefi ts: after being tested on their  Spanish   skills, nonprofi cient residents reported 
a decrease in the comfort level using Spanish in straightforward clinical scenarios 
from 56 to 39 % (Lion et al.,  2012 ). Such awareness may be used to increase 
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 motivation for more frequent use of interpreters and may encourage the provider to 
pursue further improvement of his/her Spanish profi ciency. 

 Proposals for improving medical care towards  LEP   patients with are becoming 
available at all levels. Escott et al. describe the development, organization, and eval-
uation of a workshop for medical students designed to develop their skills using 
trained bilingual simulated patients (Escott, Lucas, & Pearson,  2009 ). Surveys of 
fourth year medical students in a US university hospital found that 68 % had at least 
rudimentary  Spanish   skills. 85 % of them reported that they would probably or defi -
nitely participate in further individual language training, 70 % expressed at least 
possible willingness to have their Spanish formally evaluated, and 80 % predicted 
that it is at least possible that they will use their Spanish as attending physicians 
(Yawman et al.,  2006 ). 

 Language immersion training is an option for some residency programs and fac-
ulty. After 2 weeks of language immersion, pediatric faculty demonstrated an 
increase from their baseline profi ciency score of 28 % to a post-intervention score of 
55 %, which was sustained at 6 and 12 months (Barkin et al.,  2003 ). In one family 
medicine program, interns are offered a pre-residency 10-day immersion program at 
a nearby language institute, which includes thrice-monthly classroom instruction 
and personal instruction during continuity clinics by a teacher/translator for a year. 
All residents demonstrated signifi cant improvement in  Spanish   language profi -
ciency thru independent examiner testing (Valdini et al.,  2009 ). 

 A 10-week medical  Spanish   course for pediatric ED physicians was associated 
with decreased interpreter use and increased satisfaction among Spanish-speaking- 
only families. The course was conducted for 2 h weekly. The class emphasized 
medical history taking and  Hispanic   cultural beliefs. Surveys found post- intervention 
families were signifi cantly more likely to strongly agree that the physician was 
 concerned about their child, made them feel comfortable, was respectful, and lis-
tened to what they said (Mazor et al.,  2002 ).  

    Improving Use of  Interpreters   

 In addition to improving cultural competency and provider’s  Spanish   language 
skills, working effectively with interpreters may also require specifi c training. A 
survey of clinicians in outpatient settings found that previous training in interpreter 
use was associated with increased use of professional interpreters and increased 
satisfaction with medical care provided (Karliner et al.,  2004 ). 

 In an acute psychiatry ward, a standard training package and a policy promoting 
interpreter use improved communication opportunities. The intervention included: 
(a) a survey of the multilingual skills of 80 clinical staff; (b) recording of patients’ 
ethnic background and profi ciency; (c) tracking of communications with patients in 
a language other than English and (d) staff training and active encouragement in 
interpreter use. Following the intervention, interpreter bookings and booking dura-
tion increased signifi cantly (Stolk et al.,  1998 ).   
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    Interpreter  Training, Standards, and Certifi cation   

 Despite documented risks, the U.S.  health care system   lacks a required standardized 
certifi cation for medical interpreters. In her recent commentary, VanderWielen 
makes a case for standardized certifi cation for medical interpreters (VanderWielen 
et al.,  2014 ). She illustrates lessons learned from the Federal Court system, where 
studies revealed interpreter’s politeness could affect juror perception of witness tes-
timony, and individuals had been found wrongfully convicted on the basis of inac-
curate interpretation. As a result, the U.S. Congress passed the Federal Court 
 Interpreters    Act  , which mandates that U.S. courts institute a system of qualifi ed 
interpreters for judicial proceedings. Certifi ed court interpreters must pass a written 
and oral examination. 

 For medical interpreters, the only national requirement is to demonstrate satis-
factory abilities to interpret in a medical  setting  . Such a vague defi nition allows 
current use of family members and other ad hoc interpreters. In healthcare, two 
organizations have created certifi cation processes for medical interpreters: the 
 National Council on Interpreting in HealthCare (NCIHC)   and the International 
Medical  Interpreters   Association (IMIA)   . These certifi cations include oral and writ-
ten examinations to assess health care terminology, linguistic profi ciency, interac-
tions with health care professionals and cultural awareness and responsiveness 
(VanderWielen et al.,  2014 ). 

 The NCIHC and IMIA provide the code of Ethics by which certifi ed medical 
interpreters abide. Stipulations include protecting confi dentiality, accurately 
 rendering the message, taking into consideration its cultural context, striving to 
maintain impartiality, and refraining from projecting his/her own personal biases 
and beliefs. They also encourage advocacy when the patient’s health, well-being, or 
dignity is at risk.  

    Insights from  Interpreters   

 Medical interpreters offer additional insights into the complexities of translating for 
 Latinos   with  LEP  . Highly educated and affl uent Latinos have attitudes and beliefs 
about healthcare reasonably comparable to those of similarly educated and wealthy 
Americans. Translating to Latinos who are poor, come from rural areas, have little 
or no schooling, and have little or marginal fl uency in English pose additional chal-
lenges. Providers must recognize that the situation is bicultural and not merely 
bilingual (Haffner,  1992 ). 

  Latino   family members often try to hide the seriousness of medical situations 
from ill relatives, especially if the patient may be dying. Family members feel pro-
viding encouragement is more benefi cial and prefer that the doctor also convey 
hope, even if it is unrealistic. The head of the family is expected to make the deci-
sions regarding any family  member  . These desires and cultural practices are directly 
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opposed to the Western notion of informed consent.  Latinos   feel they should agree 
with physicians out of politeness and respect, even when they really disagree or do 
not understand the issues involved (Haffner,  1992 ). 

 Hudelson identifi es two additional domains where physicians and patients were 
likely to differ (Hudelson,  2005 ): 

    Ideas About the  Patient’s Health Problem   

 Patients may have their own ideas about what caused certain medical problems, 
especially for psychological diagnoses. They may experience getting a mental 
health diagnosis as a sign of defection and disbelief on the part of the physician. 
They may attribute their problems to spirits or evil eye, but feel ashamed to reveal 
these beliefs and their recourse of traditional healing practices to doctors, for they 
me be perceived as ignorant. They may feel their illness was God’s will, and only 
God could decide to heal them. They may hide beliefs and treatment noncompliance 
from doctors for fear of ridicule.  

    Expectations of the  Clinical Encounter   

 Appointment scheduling systems may not exist in many home countries of  LEP   
 Latinos  . They are seen using a walk-in system and would normally seek the doctor 
only when feeling sick, rather than at previously scheduled time. This difference 
translates in patients often arriving for appointments too early, too late, or not at all, 
which often causes frustration to physicians. Patients may expect an authoritative, 
high-tech medical encounter, usually ending with blood or imaging studies, and not 
something that could be obtained over the counter. They are not familiar with the 
bio-psycho-social model and may be weary of answering questions about their per-
sonal life, migration, or traumatic experiences. 

  Interpreters   are usually reluctant to offer insight or suggestions to the provider 
without fi rst being asked. It is the physician’s role to initiate such discussions and 
clarify if strict  translation   is expected, and the amount of cultural brokering that 
would be welcome (Norris et al.,  2005 ). Clinicians may be unaware of the emo-
tional toll that interpretation of bad news can take on the interpreter. Some interpret-
ers feel that to use them as only a conduit, and not think of them as a member of the 
health care  team  , does them a disservice. Debriefi ng after a diffi cult or trauma- 
related conversation may be helpful for the interpreter (Norris et al.,  2005 ). 

 Although patient and provider differences in social and cultural background and 
education create the potential for misunderstanding, it is the lack of awareness of 
these differences that is at root of the problems (Hudelson,  2005 ). When important 
communication problems occur, they are more commonly due to problems under-
standing the social construct of illness from the perspective of the patient, than a 
result of poor  translation   in the linguistic sense (O’Neil, Koolage, & Kaufert,  1988 ).   
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    Summary 

 Medical interpreters facilitate communication between providers and  Hispanic   
patients with Limited English Profi ciency ( LEP  ) who face multiple health dispari-
ties in the U.S. The art of interpreting involves many particular challenges beyond 
word for word  translation  . The clinician needs to assess the complexity of every 
consultation with  LEP   patients and make a clinical judgement as to the type of 
interpretation needed. A trained interpreter should always be used to obtain informed 
consent and would also be preferred when discussing sensitive issues, complex 
clinical presentations or caring for population with mental health problems. Despite 
their advantages in accuracy and confi dentiality, professional interpreters are unde-
rutilized in clinical practice. Patient’s limited English profi ciency and different cul-
tural background pose unique diagnostic challenges during a mental health 
assessment and treatment.  Interpreters   may also function as cultural brokers to help 
bridge these differences. Several programs are becoming available to improve use 
of medical interpreters, and increase  Spanish   fl uency of clinicians serving signifi -
cant  Latino   population. For medical interpreters, the only national requirement is to 
demonstrate satisfactory abilities to interpret in a medical setting, which allows for 
untrained interpreters and family members to be used. The  National Council on 
Interpreting in HealthCare (NCIHC)   and the  International Medical Interpreters 
Association (IMIA)   provide certifi cation for medical interpreters, which includes 
oral and written examinations. Interpreters also offer insights for clinicians to 
improve their communication with  LEP    Latinos  .     
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    Chapter 8   
 Enhancing and Improving Treatment 
Engagement with Hispanic Patients                     

     Ana     J.     Bridges       and     Elizabeth     A.     Anastasia    

       In the United States, Hispanics both use health and  mental health care   services at 
lower rates and receive lower quality care than do non- Hispanic   Whites (Alegría 
et al.,  2008 ; U.S. Department of Health and Human Services,  2001 ; Young, Klap, 
Sherbourne, & Wells,  2001 ). For example, among people with a depressive disor-
der, 63.7 % of  Hispanics   did not access  mental health care   (defi ned as having at least 
one visit to a mental health or general medical provider in the past year), compared 
to 40.2 % of non-Hispanic Whites (Alegría et al.,  2008 ). Also, of those who did 
access care, 22.3 % of Hispanics received adequate treatment (defi ned as compris-
ing at least four visits to a specialty or general health care provider in the past year 
and use of antidepressant medications for 30 days), compared to 33.0 % of non- 
Hispanic Whites (Alegría et al.,  2008 ). In addition, when care is sought clinical 
outcomes are often worse in Hispanic patients, in large part because they are more 
likely to drop out of treatment prematurely compared to non-Hispanic Whites 
(Olfson et al.,  2009 ). However, studies have generally suggested that successful 
 engagement   in treatment leads to comparable outcomes for Hispanics and other 
ethnic or racial groups (Miranda et al.,  2005 ; Sue,  1988 ; Tonigan,  2003 ; Voss 
Horrell,  2008 ). This suggests that an important way to reduce the current health 
disparities experienced by Hispanics is to increase their  engagement   in health- 
related treatment services. 

 Integrating behavioral  health   services into primary clinics shows promise for 
increasing treatment  engagement   and reducing health disparities experienced by 
 Hispanics   (Bridges et al.,  2014 ; Sanchez, Chapa, Ybarra, & Martinez,  2012 ). 
Hispanics and non-Hispanics alike seek  behavioral health services   more frequently 
from  primary care   providers than any other professionals, including specialty men-
tal health providers (Bridges, Andrews, & Deen,  2012 ; Vega, Kolody, 
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 Aguilar- Gaxiola, & Catalano,  1999 ; Wang et al.,  2005 ). Bridges and colleagues 
( 2014 ) found  Hispanic   patients accessed integrated  behavioral health services   at 
comparable rates to their representation in the general clinic population, engaged in 
follow- up behavioral health sessions at comparable rates, and experienced clini-
cally signifi cant improvements in their overall well-being comparable to their non-
Hispanic White counterparts. 

 At their core, integrated care models involve the embedded of behavioral  health   
specialists into the primary health care team (Blount,  1998 ; Robinson & Reiter, 
 2007 ; Strosahl,  1998 ). These specialists collaborate with medical providers to 
deliver whole person care. The structure of behavioral health sessions in integrated 
care differs from more traditional care. Sessions tend to be shorter in duration (e.g., 
20–30 min) and quantity (typically 2–4 sessions to address the acute behavioral 
health need). Integrated  behavioral health services   are typically used episodically 
for acute problems and the emphasis is on enhancing patient functioning rather than 
symptom amelioration (Robinson & Reiter,  2007 ). Typically, behavioral health spe-
cialists accept same-day referrals and frequently conduct sessions in the same medi-
cal examination room utilized by the other health care providers. Medical providers 
will typically introduce the behavioral health specialist using a “warm-handoff” that 
includes a brief description of the patient’s presenting concern(s) and the role of the 
behavioral health specialist on the medical team. Behavioral health specialists typi-
cal use brief screening tools rather than conduct comprehensive assessments, and 
adapt components of evidence-based interventions to be suitable for the pace and 
structure of  primary care   (Bridges et al.,  2014 ; Bryan et al.,  2012 ; Corso et al.,  2012 ; 
Hunter, Goodie, Oordt, & Dobmeyer,  2009 ; Ray-Sannerud et al.,  2012 ). 

 Any integrated care clinic that wishes to serve their  Hispanic   patients in a cultur-
ally competent manner potentially faces numerous challenges. In this chapter, we 
begin by delineating the set of challenges facing integrated care providers. We fol-
low this with recommendations for how  primary care   clinics can better respond to 
the specifi c cultural needs of their Hispanic patients so as to enhance treatment 
 engagement  . In so doing, we fi rst consider policies and procedures that may be 
employed at the administration level, thereby articulating system-level factors that 
could enhance or impede treatment  engagement  . We then turn to the specifi c activi-
ties of members of the  primary care   team, from medical providers and assistants 
who may be involved in screening patients for behavioral health concerns to the 
specifi c assessments and interventions behavioral health specialists may deliver in 
 primary care  . We also describe the importance of community partnerships and out-
side referrals. Throughout, we weave in cultural considerations and address how 
language and cultural values may shift the specifi c practices of providers. We turn 
fi nally to a brief discussion of the focus of integrated care services—that of improv-
ing the overall health of a population—and what this focus means for reducing 
health disparities in Hispanic patients. 

 In making all suggestions, the authors use their experience with designing, 
supervising in, and consulting for an integrated behavioral health care program at 
Community Clinic, a  Federally Qualifi ed Health Center (FQHC)   located in 
Northwest Arkansas. Community Clinic has four free-standing  primary care     clinics  , 
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seven school-based health clinics, and two free-standing dental clinics. In 2013, the 
clinic served nearly 30,000 patients. Approximately half of the clinic’s patients are 
ethnic and linguistic minorities and over 90 % are at 200 % or below the federal 
poverty level (ACHI,  2015 ; see also   http://www.communityclinicnwa.org/about    ). 
Accordingly, half of the clinic’s staff is bilingual and bicultural. The free-standing 
 primary care    clinics   are staffed with myriad health service professionals, including 
medical doctors, doctors of osteopathy, advanced practice nurses, nurse practitio-
ners, registered nurses, licensed practical nurses, physician’s assistants, nutrition-
ists, patient advocates, case managers, and medical assistants. Medical assistants 
typically serve as trained interpreters for both medical and behavioral health visits. 
Community Clinic welcomed licensed clinical social workers and licensed clinical 
psychologists as part of their health care team when they expanded to integrated 
medical and  behavioral health services   in 2009. 

    Challenges to Engagement in  Health Services Treatment   

 Research showing that  Hispanics   are less likely to seek services for mental health 
problems and more likely to terminate therapy prematurely than members of other 
ethnic groups highlights existing challenges to the  engagement   of  Hispanic   patients 
in traditional  mental health care   (e.g., Alegría et al.,  2008 ; Olfson et al.,  2009 ). For 
example, in a study conducted by Alegría and colleagues ( 2008 ), 63.7 % of  Latinos   
who met diagnostic criteria for a depressive disorder in the past year did not seek 
any mental health treatment, as compared to non-Latino white participants with a 
depressive disorder in the past year, of whom only 40.2 % failed to seek treatment. 
Using data from the  National Comorbidity Study Replication  , Olfson et al. ( 2009 ) 
found that Latinos were three times more likely to prematurely terminate therapy 
than non-Latinos. Both internal and external factors limit  engagement  . Internal fac-
tors include attitudes and beliefs patients may have about  behavioral health services   
and help-seeking. They may also include problem recognition and health literacy. 
Many of these internal  barriers   are infl uenced by culture. External factors include 
limited availability of  Spanish   speaking providers or lack of culturally congruent 
care centers, cost and insurance  barriers  , and the structure of health services in the 
United States. These challenges are reviewed more fully below. For the purposes of 
this chapter, we refer to research regarding the Hispanic population overall, as there 
is limited relevant research comparing these factors among Hispanic subgroups. 

  Internal    challenges   . Limited mental health literacy may serve as an obstacle for 
treatment seeking by  Hispanics   and can contribute to premature termination of 
services. For example, Cabassa, Lester, and Zayas ( 2007 ) found that only 55 % of 
participants in a Latino-only sample (80 % Mexican, 14 % Central American, 5 % 
Caribbean) used the words “depression” or “depressed” to describe a standardized 
vignette of an individual who meets diagnostic criteria for major  depressive disor-
der  . Similarly, López et al. ( 2009 ) found that only 2 % of participants in a  Latino- only 
sample were able to identify psychotic symptoms in a case vignette involving 
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 delusions and auditory hallucinations. Some empirical evidence suggests that 
 Hispanic   individuals who are experiencing psychological distress are more likely 
to conceptualize their symptoms as somatic and present to  primary care   for their 
problems than Whites (e.g., López,  2002 ; Varela et al.,  2004 ). In a meta-analysis, 
Benish, Quintana, and Wampold ( 2011 ) found that the incorporation of illness 
myth into culturally adapted treatments resulted in better outcomes compared to 
unadapted bona fi de therapy. Bona fi de therapy was defi ned as involving a thera-
peutic relationship tailored to fi t the individual client with at least two of the fol-
lowing: use of an established therapeutic approach, inclusion of psychological 
processes, use of a manual or training guide, and identifi cation of the active com-
ponents of therapy. Studies were included as culturally adapted if the purpose of the 
adaptation was to provide a more effective treatment to racial/ethnic minority cli-
ents; examples of adaptations include language and/or ethnic matching, inclusion 
of cultural values, consultation with members or experts of a cultural group, cul-
tural sensitivity training for therapists, and adaptation of illness myth. Because a 
framework that fi ts cultural beliefs about illness is often absent in traditional  mental 
health care  , some Hispanic patients may seek help for psychological diffi culties 
through folk healers whose methods fi t more closely with their beliefs about illness 
(e.g., Bridges et al.,  2012 ). 

 Certain  Hispanic   cultural values may discourage the  engagement   of  Hispanics   in 
traditional mental health  services   (e.g., Kouyoumdjian, Zamboanga, & Hansen, 
 2003 ).   Machismo   , a value of traditional masculinity, may translate into the belief 
that help-seeking is weak, supported by fi ndings that  machismo  and help seeking 
attitudes are inversely correlated (Andrés-Hyman, Ortiz, Añez, Paris, & Davidson, 
 2006 ; Davis & Liang,  2015 ). As in some other cultures,   marianismo    depicts women 
as self-sacrifi cing in order to prioritize the needs of others; as such, Hispanic women 
may be too busy caring for others to attend to personal mental health needs, which 
could be perceived as selfi sh (Andrés-Hyman et al.,  2006 ).   Familismo   , which places 
the family at the center of the individual’s life and experience, encourages Hispanics 
to attempt to solve mental health problems within the family and not seek services 
from outsiders or share personal information about oneself or family members dur-
ing therapy sessions (Antshel,  2002 ). Consistent with this possibility, Chang, 
Natsuaki, and Chen ( 2013 ) found that Hispanics with strong family bonds were less 
likely to seek mental health services and Villatoro, Morales, and Mays ( 2014 ) found 
that Hispanics with high endorsement of  familismo  were more likely to seek infor-
mal or religious assistance than traditional mental health services for mental health 
problems. Hispanic cultural values ascribe importance to friendly, personal relation-
ships even in professional domains (  personalismo   ); a businesslike style of interac-
tion with mental or medical health professionals may be more unwelcoming or 
bothersome to Hispanic patients than to patients who expect formal interactions in 
these settings (Antshel,  2002 ).   Simpatía    refers to the importance of maintaining a 
pleasant demeanor and repressing anger or sadness in interactions with others 
(Antshel,  2002 ). If patients are reluctant to share unpleasant emotions in therapy, 
this could present challenges for establishing therapeutic alliance, conceptualizing 
the patient’s diffi culties, and determining an appropriate treatment strategy. The 
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prospect of sharing these emotions may even deter some Hispanic patients from 
seeking mental health services at all. Many Hispanics ascribe to strong religious and 
spiritual values (  fatalismo   ,   espiritualismo   ) and may be more likely to seek assis-
tance for psychological problems from religious leaders than mental health profes-
sionals (Andrés-Hyman et al.,  2006 ). The interference of certain cultural beliefs in 
the  engagement   of Hispanic patients in traditional mental health  services   is likely 
lower as acculturation increases. 

  Stigma   likely constitutes a signifi cant deterrent from treatment seeking and 
 engagement   for  Hispanics   experiencing mental health problems as for others. Gary 
( 2005 ) theorizes that mental illness is doubly stigmatizing for ethnic minorities, 
who may not want to add to the discrimination they already experience by seeking 
services for their problems. Interian, Martinez, Guarnaccia, Vega, and Escobar 
( 2007 ) found stigma was a common concern for participants of a Latino-only sam-
ple who were prescribed antidepressant medication. Research with a  Hispanic   sam-
ple showed views of mental illness as stigmatizing discouraged participants from 
seeking services (Hirai, Vernon, Popan, & Clum,  2015 ). 

 Some (e.g., Kouyoumdjian et al.,  2003 ) have speculated that low rates of mental 
health service use by  Latinos   are in part due to negative attitudes about the effective-
ness of  mental health care   for their problems. In addition to negative attitudes about 
the effectiveness of psychological treatment in general, concerns about the cultural 
competence of such services can deter Latinos with mental health problems from 
seeking treatment. These beliefs are likely strengthened when the few Latinos who 
do seek mental health services receive inadequate and insuffi ciently culturally com-
petent care. Recent studies suggest that overall,  Hispanics   do not have more nega-
tive attitudes about the helpfulness of mental health services than members of other 
ethnic groups (Gonzalez, Alegría, & Prihoda,  2005 ); Cabassa et al. ( 2007 ) found 
that 84 % of participants in a  Hispanic   sample believed that therapy improves 
depressive symptoms, with 75 % of the sample endorsing therapy as equally effec-
tive as medication for treating depression. However, one study did fi nd that in a 
Hispanic-only sample of adults aged 60 and above, older age was associated with 
more negative attitudes about the effectiveness of therapy for addressing mental 
health problems, consistent with trends for members of other ethnic groups (Jang, 
Chiriboga, Herrera, Martinez Tyson, & Schonfeld,  2011 ; Kinoshita, Sorocco, & 
Gallagher-Thompson,  2008 ). 

 In a sample of  Mexican American families  , McCabe ( 2002 ) found that parents 
who believed they should be able to overcome their child’s  health   problem on their 
own, who perceived more  barriers   to treatment, and who expected their child to 
recover quickly were more likely to terminate prematurely. 

  External    challenges   .  Latinos   also face external  barriers   that interfere with  engage-
ment   in mental health services. The  Hispanic   population in the United States con-
tinues to grow (with 37.6 million  Spanish   speakers identifi ed in 2011), yet 
Spanish-speaking mental health professionals remain limited (Ryan,  2013 ). In 
many studies, Hispanic participants have identifi ed language as a signifi cant barrier 
to the receipt of appropriate  mental health care   in traditional settings (e.g., Bridges 
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et al.,  2012 ; Kim et al.,  2011 ; Rastogi, Massey-Hastings, & Wieling,  2012 ; Sentell, 
Shumway, & Snowden,  2007 ; Shattell, Hamilton, Starr, Jenkins, & Henderliter, 
 2008 ). Rastogi and colleagues ( 2012 ) found that Hispanic participants in their qual-
itative study cited low availability of interpreters as a barrier to receiving appropri-
ate mental health services. Another study found that the availability of professional 
interpreter services increased medical service use by patients with limited English 
profi ciency; however, the associated cost may pose another barrier, as interpreter 
services can be expensive (Jacobs et al.,  2001 ). 

 Multiple studies have identifi ed cost of traditional mental health services and 
lack of health insurance as signifi cant obstacles to service  utilization   for  Hispanics   
with mental health problems (e.g., Bridges et al.,  2012 ; Kim et al.,  2011 ). These 
diffi culties are likely related to lower levels of full-time employment, lower salaries, 
and poorer benefi t packages for Hispanics as compared to members of other ethnic 
groups (Bridges & Lindly,  2008 ; Kouyoumdjian et al.,  2003 ). Wells, Lagomasino, 
Palinkas, Green, and Gonzalez ( 2013 ) found that many  Latinos   who were employed 
worked long hours, which they reported interfered with their ability to initiate and 
maintain therapy. Hispanics have also reported signifi cant diffi culties obtaining 
transportation to therapy appointments, which may be exacerbated in areas with few 
mental health providers nearby (Kouyoumdjian et al.,  2003 ; Wells et al.,  2013 ). In 
several research studies, Hispanics have reported that fear of deportation hampers 
their ability to receive  mental health care   (Bridges et al.,  2012 ; Rastogi et al.,  2012 ; 
Shattell et al.,  2008 ; Wells et al.,  2013 ). 

 Impersonal staff and culturally incongruent care constitute additional barriers to 
appropriate mental health  services   for  Hispanics  . When Uebelacker and colleagues 
( 2012 ) asked  Hispanic   patients at a medical health center to report  barriers   to 
 engagement   with medical providers, they indicated short allotments of time in 
appointments, lack of timely access to appointments, disregard for mental health 
problems, and being treated in a “dehumanizing” manner by medical health profes-
sionals. These patients reported they would be more engaged if medical providers 
were to make eye contact, ask about family members, ask directly about problems, 
and form a social partnership with them in addressing their medical and mental 
health problems; although these preferences likely generalize to members of other 
ethnic groups, they may be particularly important for Hispanic patients in consider-
ation of cultural values (e.g.,   personalismo   ). 

  Hispanics   tend to show a pattern of having a crisis orientation by seeking ser-
vices during a crisis and terminating them abruptly when the crisis passes (Antshel, 
 2002 ). It may be due to the numerous  barriers   faced by Hispanics that the benefi ts 
of seeking traditional therapy services may only outweigh the cost in the case of an 
emergency. Culturally adapted therapies have been found to reduce some of these 
 barriers   to treatment  engagement   for Hispanics and integrated behavioral health 
care shows promise for reducing many internal and external  barriers   as  well   (Benish 
et al.,  2011 ; Bridges et al.,  2014 ).  
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    Recommendations to Increase  Engagement   in  Health 
Services Treatment   

  Systemic    considerations   . Before ever stepping foot into a medical examination 
room, or even into the building,  primary care   clinics already communicate their 
cultural responsivity to the patients they serve. Advertisements, websites, promo-
tional materials, and outreach efforts all provide a public face of the clinic to the 
community. The use of bilingual and bicultural clinic representatives for commu-
nity outreach, for example, can help make clinic services more accessible to the 
 Hispanic   community, especially recent immigrants (Musser-Granski & Carrillo, 
 1997 ). Having website and promotional resources available in  Spanish   as well as 
English can also assist in increasing  engagement   (Glasgow et al.,  2011 ; Matthews, 
Darbisi, Sandmann, Galen, & Rubin,  2009 ). Even considering carefully the location 
of the clinic is important. For example, locating satellite sites in or near Hispanic 
communities and ensuring clinics are near major public transportation routes can 
reduce disparities associated with  transportation   (Bridges & Lindly,  2008 ). 

 Once patients arrive at the clinic, signage and other visual indicators can promote 
 engagement   by conveying to the patient that the clinic is aware of and responsive to 
their cultural and linguistic needs. For example, Community Clinic has artwork that 
refl ects the diverse patients served by the clinic (professional photographers took 
portraits of patients and, with patient consent, these enlarged black and white pho-
tographs pepper the halls of the clinic). They also display maps and other artwork 
refl ective of the  Hispanic   and Marshallese communities served by the clinic. This is 
consistent with Bathje and Shelton ( 2012 ), whose checklist for cultural competence 
in traditional  mental health care   clinics emphasizes the display of artwork and other 
visual cues indicating cultural responsivity. 

 Clinics should provide materials and have staff members who can speak the pre-
ferred language of patients. Having front offi ce staff and telephone receptionists 
who speak  Spanish   will reduce the linguistic  barriers   often associated with lack of 
treatment  engagement   in  Hispanics  , especially recent immigrants (Bridges et al., 
 2012 ). Clinic forms, patient consent forms, notices of privacy, prescription informa-
tion, pamphlets and brochures, and other paper products should be easy to read and 
 understand  . This requires clinics to invest in good interpreter services to ensure that 
the language of all forms is conceptually equivalent (and appropriate for the specifi c 
subgroups of Hispanics the clinic serves). 

 Relatedly, clinics where  Hispanics   represent a sizeable portion of patients served 
should strongly consider hiring trained interpreters (Jacobs et al.,  2001 ). Research 
has consistently documented the benefi cial effects of trained interpreters on treat-
ment  engagement   in Hispanics; often, the therapeutic alliance between behavioral 
health specialists and patients is just as strong when a trained interpreter is present 
as when the patient and provider are able to  communicate   directly, and treatment 
outcomes are comparable (Brune, Eiroá-Orosa, Fischer-Ortman, Delijaj, & Haasen, 
 2011 ; Schulz, Resick, Huber, & Griffi n,  2006 ; Villalobos et al.,  2016 ). Increasingly, 
technology is assisting with linguistic  barriers   patients often face. For instance, 
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 telehealth allows for consultation with interpreter services that are provided at a 
distance and translation applications on the computer or on smart devices are 
increasingly sophisticated and helpful. 

 Other clinic policies and procedures, aside from artwork and linguistic services, 
can promote treatment  engagement   in  Hispanic   patients. For instance, having 
extended hours for services allows patients who may experience diffi culties attend-
ing appointments because of relatively infl exible work schedules additional oppor-
tunities to engage in treatment (Bridges & Lindly,  2008 ). Having options for child 
care, or providing concurrent child—and parent—appointments or behavioral 
health education groups, can increase willingness to engage in treatment (Snell- 
Johns, Mendez, & Smith,  2004 ). 

 At the level of individual interactions with clinic staff and providers, it is helpful 
to consider the following. First, as reviewed above, many  Hispanics   approach phys-
ical and behavioral health  problems   from a crisis orientation; that is, they tend to 
seek services during periods of crisis and may end treatment abruptly, as soon as the 
crisis subsides (Rosado & Elias,  1993 ).  Integrated care   is especially responsive to 
this cultural style of help-seeking during crisis; the lack of a signifi cant waiting 
period between when a need is identifi ed and when the patient can receive services 
may be seen as particularly helpful. The crisis orientation approach, however, 
means expectations providers have for how long patients should remain in treat-
ment should be adjusted, with behavioral health specialists recognizing that a deci-
sion not to return for a planned follow-up does not mean the services were perceived 
as unhelpful, or that the patient was disengaged. Instead, the fl exibility of the inte-
grated care model and the benefi t of having patients return to their  primary care   
medical home frequently for myriad services can help behavioral health specialists 
“check in” on clients after a critical incident to ensure the situation was adequately 
resolved. This fl exible approach to services may signifi cantly increase treatment 
adherence in  Hispanic   patients, compared to more traditional mental health services 
that require weekly 1-h appointments for many months (Antshel,  2002 ; Snell-Johns 
et al.,  2004 ). 

 Second, clinic staff and providers may want to  engage   in small talk and some 
degree of self-disclosure with their  Hispanic   patients. This behavior is consistent 
with the Hispanic value of   personalismo   , a communication style that encompasses 
warm and friendly exchanges and a relationship between people, rather than 
between a person and an institution (Añez, Silva, Paris, & Bedregal,  2008 ). When 
interactions are perceived as warm and friendly, Hispanic patients may see the 
clinic and its personnel more positively and this, in turn, can enhance treatment 
 engagement  . 

 Finally, directors of  primary care   clinics that seek to enhance the cultural compe-
tence of their services should make it their mission to train  all  clinic staff, from the 
executive team on down, in multiculturalism and cultural sensitivity (Bathje & 
Shelton,  2012 ). This training can also include information about the diverse clien-
tele served by the clinic, important historical facts or events that may shape the 
experiences of clinic patients, and even how culture impacts health behaviors and 
expressions of behavioral health concerns. 
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 We turn next to increasing treatment  engagement   at the various steps of inte-
grated behavioral health care services. We have developed a brief fl ow chart to 
illustrate the various steps of patient screening,  treatment  , and referral that are com-
monly utilized in integrated care programs (Fig.  8.1 ). We organize our set of recom-
mendations by these steps, beginning with screening, followed by warm hand-offs, 
intervention activities, and making outside referrals.

     Screening   . Aside from receiving  referrals   directly from  primary care   providers, 
behavioral health specialists working in integrated care settings may want to use 
behavioral health screening tools with all or a subset of patients. Screening instru-
ments may also be used at initial sessions and follow up encounters to track patient 
progress on key behavioral health indicators. In general, screening instruments 
appropriate for  primary care   will be brief (typically no more than 5–20 questions), 
appropriate for a wide audience (e.g., adolescents, young adults, older adults), easy 
to read, and easy to score. Ideally, screening instruments will be normed with 
 Hispanic   patients and already translated into  Spanish  , so that they may be readily 
incorporated into practices with diverse patients. 

 Numerous Internet resources are available that provide integrated care clinics 
with free screening instruments. For example, the  U.S. Substance Abuse and Mental 
Health Services Administration (SAMHSA)   website has a list of screening tools 
appropriate for  primary care   (  http://www.integration.samhsa.gov/clinical-practice/
screening-tools#sample     screening forms). The screening instruments cover a range 

  Fig. 8.1    Steps for integrated care patients’ screening, treatment, and referral       
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of behavioral health topics, including depression, anxiety, trauma, drug and alcohol 
use, suicide, and general health/functional impairment. Most are freely available on 
the website and many contain scoring information, but many of the instruments are 
not available in  Spanish  . The  Integrated Behavioral Health Project   also lists many 
brief screening instruments available in English and Spanish that are appropriate 
for  primary care   (  http://www.ibhp.org/uploads/fi le/IBHScreeningToolsRevFinal
100313.pdf    ). This large portable digital fi le also includes pictorial symptom check-
lists appropriate for use with pediatric and low- literacy populations. 

 One concern that may arise for behavioral health care providers working with 
 Hispanic   patients is that many Hispanic patients report somatic symptoms of dis-
tress, rather than mood or anxiety concerns (Escobar et al.,  1987 ). As such, screen-
ing instruments that assess behavioral and health concerns broadly, and that include 
items assessing somatic concerns, may be more benefi cial that more focused screen-
ing instruments. For example, the  Kessler Psychological Distress Scale   (K10; 
Kessler et al.,  2002 ) is a ten-item screening instrument that assesses depression and 
anxiety, but includes items such as feeling “tired out for no good reason,” “restless 
or fi dgety,” and “that everything was an effort.” In addition, the Kessler 10 asks a 
few questions assessing the functional impairment patients experience because of 
their symptoms, including number of days in the past month the  patient   was unable 
to work or carry out normal daily activities and degree to which physical health 
problems caused the symptoms. 

 A second concern, one not well  addressed   by existing screening instruments, is 
that many  Hispanic   patients will see problems from a family or multisystemic per-
spective. Indeed, this more systemic approach to treatment is considered culturally 
responsive and even recommended by some scholars and clinicians (e.g., Añez, 
Paris, Bedregal, Davidson, & Grilo,  2005 ; Chowdhary et al.,  2014 ). In our own 
practice, we often give screening instruments to patients and to a family member, 
such as a spouse, in order to gather multiple perspectives on the patient’s function-
ing. While we cannot use these data in a normative fashion, the results are descrip-
tive and can help inform treatment, particularly if the behavioral health specialist 
opts to include family members in the session. 

 A third concern in using screening instruments with  Hispanic    primary care   
patients is that the psychometric properties of these instruments are often unknown, 
particularly when one considers that country of origin, years living in the U.S., and 
literacy rates are all likely important factors that would affect screening norms. The 
literature is mixed with regard to the appropriateness of norms developed on primar-
ily White nonminority patients for Hispanic patients. For example, Novy, Stanley, 
Averill, and Daza ( 2001 ) found comparability across many measures of anxiety 
disorders in English and  Spanish   with bilingual and literate adults. Similarly, 
Ruggero, Johnson, and Cuellar ( 2004 ) reviewed Spanish language measures of 
depression and mania and evaluated them with bilingual college students, fi nding 
psychometric equivalence across English and Spanish versions. However, both of 
these studies were conducted with people of high English and Spanish fl uency and 
of high educational attainment. It is not certain that similar comparability would be 
obtained in low-literacy Spanish-speaking patients or in monolingual Spanish- 
speaking populations. 
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 Dawes and colleagues ( 2010 ) found scores on the Beck Depression Inventory 
( BDI  ) had to be adjusted for formal education and gender in  Spanish   speakers near 
the U.S.-Mexico border. Specifi cally, women and respondents with lower formal 
education tended to endorse greater symptoms of depression than men or people 
with higher educational attainment.    The authors recommend clinical cut-off scores 
of screening instruments be adjusted for these demographic variables, although they 
recognize their study was unable to determine whether differences in  BDI   scores 
were because of true differences in the base rates of depression, artifacts of mea-
surement, or due to something else, such as level of acculturation or socioeconomic 
stress. 

 Other scholars have suggested cut-off scores of screening instruments may need 
to be modifi ed for  Hispanic   populations, especially those with little formal educa-
tion and limited literacy (in both English and  Spanish  ). For instance, Reyes de 
Beaman and colleagues ( 2004 ) examined scores on a revised and translated Mini- 
Mental State Exam ( MMSE  ) in a sample of 203 Mexican older adults (age 60 years 
or greater). In order to achieve good sensitivity and specifi city associated with 
detection of true cognitive impairment, the authors had to adjust  MMSE   cut-off 
scores by level of formal education; otherwise, persons with low educational attain-
ment were more likely to be incorrectly identifi ed as having cognitive impairment. 

 Technology is likely to revolutionize the way behavioral health specialists con-
duct screenings in integrated care. In our own clinical work, we have begun using 
 iPads   and electronic medical records in order to help expedite screening and assess-
ment in a culturally responsive manner. For example, given the relative low literacy 
rates among our patients, especially our  Hispanic   patients, we have created an appli-
cation to be used with our iPads that allows us to input freely available behavioral 
health screening instruments. The application also permits us to record audio fi les 
of us reading the questions (and answer options) aloud. These audio fi les are auto-
matically played for participants when they highlight questions and response 
options, allowing them to complete screenings in private. The application automati-
cally scores the screener and provides the behavioral health specialist with the score 
and interpretation, so the information can be used in real time, during the behavioral 
health encounter. One need not hire computer programmers to take advantage of 
this technology: similar applications are now available and providers can create 
customized screenings for patients using  commercial   survey software such as 
Qualtrics offl ine (  http://www.qualtrics.com/research-suite/mobile-surveys/    ). 

  Warm hand -  offs   . After a provider identifi es a behavioral health concern in a patient 
or a patient screens positive on a behavioral health instrument, such as those 
described above, the next step is for the provider to  introduce   the behavioral health 
specialist in what has been called a warm hand-off (Strosahl,  1998 ). The hand-off 
allows the provider to introduce the behavioral health specialist as a member of the 
health care team and is thought to facilitate the development of rapport with 
patients. This facet of integrated services is particularly well suited for many 
 Hispanic   patients, as it naturally incorporates aspects of Hispanic culture that are 
important for treatment   engagement  . First, a warm hand-off by the  primary care   
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medical provider to the behavioral health specialist is highly personal—typically 
the medical provider explains to the patient why the behavioral health specialist is 
being included in the patient’s care (therefore it corresponds with the value of   per-
sonalismo   ). Second, the chance for the behavioral health specialist to talk briefl y 
with the patient about the patient’s presenting concerns also allows the behavioral 
health specialist to solicit information from the patient about  why  patients believe 
that they are experiencing these symptoms. This solicitation from the patient about 
their own illness myth (or explanation for the symptoms), and the incorporation of 
the patient’s beliefs about the causes of their symptoms into the rationale for treat-
ment, is a critical moderator of the effectiveness of cultural adaptations of psycho-
therapy on therapy outcomes (Benish et al.,  2011 ). Third, following the solicitation 
from the patient about their explanation for their symptoms, behavioral health spe-
cialists are able to provide brief education to the patient about the rationale for 
integrated services and set expectations for the behavioral health session, including 
expectations for any potential follow-up visits. In so doing, the behavioral health 
 specialist   avoids using stigmatizing terms and opts instead for culturally responsive 
phrasing, such as describing behavior as “unhelpful” rather than “maladaptive.” 
Such orientation to services and avoidance of stigma may be especially helpful at 
increasing treatment  engagement   and reducing premature drop-out in minority 
patients (Hays,  2009 ; Swift, Greenberg, Whipple, & Kominiak,  2012 ), who may 
not have the same cultural expectations about therapy as nonminority Whites 
(Kouyoumdjian et al.,  2003 ).     

   Interventions   . After conducting a warm hand-off and introducing  behavioral health 
services   to patients, behavioral health specialists are ready to begin their interven-
tions. As reviewed above, often we meet with patients only one or two times for a 
particular presenting concern (Bridges et al.,  2014 ; Corso et al.,  2012 ), although we 
may meet with them multiple times over the years for different concerns, as the need 
arises. In each episode of care we provide, we approach interventions in a stepped 
care fashion (Bower & Gilbody,  2005 ; O’Donohue & Draper,  2011 ).  Stepped care 
models   begin by providing minimal treatment (or low treatment intensity) to 
patients. These “ minimal treatments  ” must have some degree of effi cacy, of course, 
so that it is likely many people will benefi t. If a patient does not respond positively 
to this minimal treatment, then the patient receives more intensive treatment. For 
example, minimal treatment in integrated care may involve the provision of psycho-
education about panic disorder in someone who recently  experienced   a fi rst panic 
attack. The hope is that with some education about the nature of panic, panic attacks, 
and why panic disorder develops in some people, the patient is able to use the infor-
mation to avoid catastrophic evaluation of future fear responses and therefore will 
not develop full-blown panic disorder. Indeed, we have had such successes in our 
own clinical practice. However, for some patients this small dose of intervention is 
insuffi cient to ward off symptom development or ameliorate existing symptoms; for 
these patients, follow-up behavioral health sessions may include exposure to intero-
ceptive panic cues and assignment of homework that involves approaching feared 
situations. If the patient’s symptoms worsen or seem to require more than 4–6 ses-
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sions, typically we would make a referral to a traditional  mental health care   provider 
for continued treatment (see next section). 

 In general, research has shown that if  Hispanics   are able to initiate and remain in 
treatment, they receive comparable benefi ts as their non- Hispanic   White counter-
parts. For instance, Bridges and colleagues ( 2014 ) demonstrate outcomes of inte-
grated  behavioral   health care services are comparable between Hispanic and 
non-Hispanic White  primary care   patients (both pediatric and adult). Voss Horrell 
( 2008 ) reviews the literature on the effi cacy of traditional cognitive-behavioral ther-
apy for ethnic minority patients; while the author notes the literature is quite sparse, 
the bulk of studies suggest it is effective for diverse patient groups. 

 On the other hand, there is increasing evidence that interventions are enhanced 
when cultural modifi cations are made (Benish et al.,  2011 ). For example, Kanter, 
Santiago-Rivera, Rusch, Busch, and West ( 2010 ) show evidence that culturally 
adapted behavioral activation is effective for reducing depression in  Latinos   at a 
community mental health center. Adaptations included simplifi cation of treatment 
rationale and case conceptualization, addition of structure, including the family and 
community into intervention, and patient-therapist linguistic and ethnic match. As 
mentioned above in the section on screenings, López et al. ( 2009 ) and Chowdhary 
et al. ( 2014 ) discuss the importance of including family members and other key 
people into  treatment   as a culturally-congruent way to intervene. Fortunately, in 
 primary care   settings we oftentimes have the option of easily including key family 
members into treatment. We have taken advantage of this and often include spouses, 
grandparents, nephews, or other important persons into the treatment of our patients. 
When doing so, however, additional concerns emerge and the behavioral health 
specialists must take care to explain carefully to patients and others the extent of and 
limits to confi dentiality. 

 Hays ( 2009 ) has a list of several recommendations for doing brief, action- 
oriented interventions in a culturally sensitive manner, including things like framing 
certain beliefs as being “unhelpful” rather than “irrational,” recognizing, assessing, 
and valuing the patients’ experiences of discrimination and oppression, and clarify-
ing what aspects of the problems are primarily external (environmental) or internal 
(part of the patient’s belief system). All of these  modifi cations   can easily be incor-
porated into brief behavioral health interventions delivered to  Hispanic    primary care   
patients. 

  Outside    referrals   . One challenge we face in providing culturally responsive services 
to our  Hispanic   patients is coordinating care with outside providers and other com-
munity partners. Whether it is because the scope of services the patient requires is 
outside that which we can provide in our integrated care clinics, or because the 
patient prefers seeking more traditional therapy, we have a diffi cult time fi nding 
bilingual service providers who are able to accept our referrals. Many of the exter-
nal  barriers   we articulated above as challenges to engaging  Hispanics   in treatment 
resurface when we need to make an outside referral: lack of insurance and low 
income serve as critical  barriers   for many of our patients. We have partnered with 
our local university’s Psychological Clinic to accept referrals for traditional therapy. 
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While this signifi cantly reduces cost  barriers  , the clinic is located at some distance 
from the  primary care   clinics transportation can be diffi cult. In addition, oftentimes 
the bilingual student clinicians have full caseloads; therefore wait times for services 
may extend to many months. Nevertheless, we have continued to forge relation-
ships with other providers. In our experience, two signifi cant efforts on our part help 
reduce frustration for our patients. First, we are likely to pick up the telephone and 
make a fi rst contact with a new referral source. We ask questions about the scope of 
their services, wait times, eligibility requirements, payments accepted, availability 
of  Spanish  -speaking providers, locations, and other factors relevant for our patients. 
Second, we employ behavioral health case managers who can assist our  patients   
with ensuring the outside referrals we make are utilized by our patients. Our behav-
ioral health case managers will call patients to ensure they were able to make 
appointments, or will even call referrals on our patients’ behalf (with proper con-
sent). If patients do not follow through with outside referrals, our case managers can 
work with our patients to problem-solve  barriers   and, if need be, schedule them to 
return to us for additional  services   within the  primary care   clinic.  

    A  Public Health Perspective   

 The integrated care model promises to reduce the large health disparities experi-
enced by many minority groups in the United States, including  Hispanics  .  Integrated 
care   operates from a public health perspective, meaning the emphasis of interven-
tions is on their  impact  rather than effi cacy. The impact of an intervention is a func-
tion of the effi cacy of the intervention and the rate of participation, or percentage of 
the population that is able to access the intervention (Impact = Participation 
Rate × Effi cacy; Whitlock, Orleans, Pender, & Allan,  2002 ). For instance, an inter-
vention for depression that is 80 % effi cacious but can only be delivered to 5 % of 
patients will have an impact that is fi ve times lower (impact = 0.8 × 0.05 = 0.04) than 
a depression intervention that is only 50 % effi cacious but reaches 40 % of patients 
(impact = 0.5 × 0.4 = 0.20). Brief interventions delivered “just in time” in  primary 
care   settings to patients are responsive, effi cacious, and can reach a great deal more 
patients than more intensive interventions delivered over many months. In addition, 
these interventions can be delivered before or shortly after behavioral health symp-
toms emerge, possibly preventing the onset of more serious illness. López and col-
leagues ( 2009 ) discuss the importance of increasing mental health literacy in 
 Hispanic   family members of people suffering from schizophrenia—the recognition 
of symptoms of psychotic disorders can help people seek services early on, before 
symptoms worsen or full relapse occurs.  
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    Conclusions 

 The growing emphasis on integrating  behavioral health services   into  primary care   
coincides with an increasingly diverse population in the U.S. This coinciding of 
events is quite fortunate, since the integrated approach to whole-person care is in 
fact quite amenable to culturally responsive behavioral health care service provi-
sion, especially for  Hispanic   patients. Integrated services reduce many of the intrin-
sic and external  barriers    Hispanics   face when seeking care, from reducing stigma 
and responding to somatic expressions of distress to reducing cost  barriers   and 
delivering care in a brief, personal manner. Clinics that move towards embracing 
the growing diversity of their patients, and who opt to integrate  behavioral health 
services   into their medical homes, have the potential to make a signifi cant impact on 
the health and well-being of their patients.     
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    Chapter 9   
 Hispanic Children and Integrated Care                     

     Jessica     Urgelles     ,     Michelle     Pitts    , and     Lauren     Gorog   

          Introduction 

 More than 20 % of US children meet criteria for a mental health diagnosis (Van 
Landeghem & Hess,  2005 ). The age of onset of major mental illness can be as 
young as 7 years of age, and predictors of mental health problems are sometimes 
seen in preschoolers (National Center for Children in Poverty,  2006 ). The conse-
quences of childhood mental illness can be devastating. Half of high school-aged 
youth with a mental illness drop out of school and 70 % of juvenile justice-involved 
youth have a mental illness (National Institute of Mental Health,  2006 ). Furthermore, 
suicide is the third leading cause of death among youth aged 10–24 (Pearson, 
Stanley, King, & Fisher,  2001 ). 

 Unfortunately, 75–80 % of children who need mental  health      services do not 
receive them (Van Landeghem & Hess,  2005 ). Parents often seem willing to follow 
through with referrals to meet with a psychologist/behavioral health provider ( BHP  )    
during pediatric visits but frequently fail to follow through. Integrated pediatric 
primary care may be a solution to this problem, as most parents report a preference 
to meet with BHPs at their primary care offi ce over an outside agency (Kolko, 
Campo, Kilbourne, & Kelleher,  2012 ). 

 Compared to other ethnic groups, Hispanic youth are the least likely to receive 
needed mental health care (Kataoka, Zhang, & Wells,  2002 ). This is particularly 
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concerning given national estimates that suggest Hispanic  adolescents   may be one 
of the most vulnerable groups with higher rates of suicidal thoughts, suicide 
attempts, and symptoms of depression and anxiety (Kataoka et al.,  2002 ). They also 
tend to have higher rates of dropping out of high school, substance use, driving 
when drinking alcohol, unsafe sex, overweight and obesity, and unhealthy eating 
habits (Chapman, Laird, Ifi ll, & KewalRamani,  2011 ; Eaton et al.,  2012 ). Integrated 
primary care may be part of the solution in creating healthcare equality. Comparable 
utilization rates and clinical outcomes have been demonstrated between Hispanics 
and non-Hispanic White patients in adult integrated care settings (Bridges et al., 
 2014 ), suggesting that integrated care may reduce some of the barriers to quality 
healthcare for Hispanic youth.  

    Barriers to Quality Healthcare 

     Knowledge and Training   

 Many symptoms presented to pediatric primary care providers ( PPCPs  )   , such as 
sleep diffi culties, toileting problems, tantrums, abdominal pain, and mealtime strug-
gles do not have a biological cause. Approximately 50 % of pediatric primary care 
visits are associated with emotional, behavioral, and educational problems (Pidano, 
 2007 ). Routine behavioral health screening in primary care is necessary, but is not 
common practice. This is a missed opportunity to address mental health problems 
early, before they become chronic and debilitating conditions. 

 Simply making behavioral health screens a routine procedure of well-child visits 
is not the solution.  PPCPs   are inaccurate at identifying developmental and mental 
health problems, with sensitivities below 54 % (Sheldrick, Merchant, & Perrin, 
 2011 ). In addition, PPCPs may be attempting to address mental health concerns 
without adequate training. The majority of PPCPs report not having enough knowl-
edge and training to recognize and treat mental health problems in children (Nasir, 
Watanabe-Galloway, & DiRenzo-Coffey,  2014 ; Pidano, Kimmelblatt, & Nease, 
 2011 ). In a survey of PPCPs, more than 90 % of respondents reported seeing at least 
one patient per month with a diagnosed mental health problem, but only 10 % felt 
they were well-prepared to diagnose and treat these problems (Davis et al.,  2012 ). 
Many PPCPs identifi ed lack of communication and  consultation   with mental health 
providers as a barrier to quality care. 

 PPCP’s lack of expertise may be noticeable to parents. Some parents have 
reported that their  PPCPs   initially normalized their concerns when they fi rst pre-
sented them to their PPCPs (Brown, Girio-Herrera, Sherman, Kahn, & Copeland, 
 2014 ). Others report receiving little feedback from their PPCPs about how to address 
behavioral health problems in their children. Instead,  caregivers   are routinely given 
referrals to go elsewhere, but may not have a clear understanding of why there are 
being referred or what to expect from the referral services.  
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     Financial Cost and Logistical Issues   

 Healthcare is costly for families and could present a signifi cant barrier to following 
through with referrals and interventions. This may be a particularly salient barrier 
for Hispanic families. With the signing of the  Patient Protection and Affordable 
Care Act   in 2010, more Americans have access to health insurance. However, 
Hispanic children continue to be disproportionately uninsured. In 2013, 12.1 % of 
Hispanic children were uninsured compared to 5.4 % non-Hispanic White children, 
7.5 % of Black children, and 8.4 % of Asian children (Smith & Medalia,  2014 ). 
Hispanic households also have one of the lowest median incomes and highest rates 
of poverty. In 2013, the poverty rate for Hispanics in the US was 23.5 %, compared 
to only 9.6 % for non-Hispanic Whites (DeNavas-Walt & Proctor,  2014 ). Mental 
disorders were the most costly condition ($13.9 billion) for youth in 2012 (Center 
for Financing, Access, & Cost Trends,  2012 ) and the average annual cost per child 
is highest for mental disorders ($2195). In addition, families with Medicaid typi-
cally have limited options for mental health services. 

 In traditional pediatric primary care, parents report spending 11–20 min with 
their PPCP (Halfon, Stevens, Larson, & Olson,  2011 ). This may not provide parents 
with enough time to adequately get their needs met. Longer visits are associated 
with more anticipatory guidance, and more psychosocial risk and developmental 
assessment. Parents are also more likely to report feeling respected and understood 
during longer appointments. This is evidence that pediatric well-child visits are not 
structured in a way to adequately meet the needs of families. This may be particu-
larly relevant for Hispanic families who already have cultural barriers to feeling 
respected and  understood  . 

 There are several logistical barriers that are particularly salient for low-income 
families. The cost of transportation, lack of transportation options, inability to take 
time off work, lack of time, lack of childcare, and a higher incidence of day-to-day 
stress have all been identifi ed as barriers to accessing healthcare for children from 
low-income households (Bringewatt & Gershoff,  2010 ; Santiago, Kaltman, & 
Miranda,  2013 ).  

     Cultural   

 A caregiver’s culture will shape their perception of their child’s emotional and 
behavioral problems. Hispanics tend to respond to psychological distress with 
somatic complaints. As a result, they are more likely to present to primary care for 
mental health problems (Bridges et al.,  2014 ). Some Hispanic groups may have dif-
ferent views about when to seek professional assistance or feel unsure about when 
their children are in need of services. 

 Some parents feel uncomfortable discussing emotional issues because they 
view them as private family matters. A fragmented health care system makes this 
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barrier even more prominent, as parents will prefer to speak with a provider with 
whom they have already established trust. Indeed, the quality of the therapist–
family relationship is one of the most important factors associated with premature 
drop-out in community mental health centers (Stevens, Kelleher, Ward-Estes, & 
Hayes,  2006 ). The perceived relevance of treatment is another major factor associ-
ated with treatment attrition rates. Low expectations of the usefulness of referrals 
may make it less likely  caregivers   will follow through with treatment 
recommendations. 

 The use of home remedies is common among some Hispanic groups (Risser & 
Mazur,  1995 ). Some Hispanic  caregivers   report using a combination of pharmaceu-
tical and herbal remedies to treat illnesses such as asthma, fever, and infections. 
Curanderos, or folk healers, are highly respected in some Hispanic cultures. Parents’ 
beliefs about folk remedies and healers will affect how much faith they put into 
medical explanations and interventions.  Culturally   competent clinicians will be bet-
ter able to effectively explain treatment rationales in a way that takes the family’s 
cultural beliefs into consideration and makes it relevant to the family’s perceived 
needs. 

 Miscommunication between  caregivers   and providers is a common reason for 
treatment nonadherence. Miscommunications are likely if providers cannot speak 
with families in a language they can understand. Parents may rely on a limited 
understanding of English, creating another barrier for quality healthcare. While 
most Hispanic children speak English very well, more than half of Hispanic chil-
dren who live with both parents have at least one parent who does not speak English 
well (Murphey, Guzman, & Torres,  2014 ). Unfortunately, bilingual and ethnic 
minority providers are lacking. Approximately 25 % of the US population under the 
age of 18 is of Hispanic origin (Colby & Ortman,  2014 ). In contrast, only 2.8 % of 
US physicians identifi ed as Hispanic in 2004 (Castillo-Page,  2006 ). Fortunately, 
physicians are becoming more diverse, as 8.5 % of medical matriculants identifi ed 
as Hispanic in 2011 (Castillo-Page,  2012 ). There is also a lack of diversity among 
BHPs. It has been estimated that approximately 90 % of behavioral health profes-
sionals are non-Hispanic White (Annapolis Coalition,  2007 ). 

 When providers lack cultural competence in working with Hispanic families, 
their biases can act as a barrier to treatment. If providers and support staff lack cul-
tural sensitivity to specifi c values, common stressors, and potential barriers to treat-
ment for a family’s specifi c Hispanic culture, inaccurate assumptions and 
misinterpretations are possible. Providers may be quick to label patients as “diffi -
cult” and make assumptions about their attitudes about treatment, possibly making 
fewer attempts to reach a family for follow-up after a missed  appointment  . 

 There are also limited options for culturally sensitive assessment and treat-
ment. Families from some Hispanic cultures may want to include other family 
members, spiritual healers, or teachers in their child’s treatment team. The Latino 
value of  familismo  suggests some Hispanic families will expect family members 
to take an active role in treatment and family-based interventions may be 
 preferred  .  
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     Stigma and Fear   

 Many Hispanic individuals have experienced discrimination, making them feel 
uncomfortable in unfamiliar settings. Hispanic individuals living in the US often 
report feeling misunderstood, or even maltreated (Santiago et al.,  2013 ). These 
experiences can lead to distrust of other ethnic groups. In addition, Hispanic immi-
grant families without proper documentation may experience fear associated with 
their immigration status and fear of deportation, making them reluctant to access 
care for their children. 

 There are several potential fears that may prevent  caregivers   from utilizing ser-
vices. Hispanics and other low-income groups have reported a fear of losing cus-
tody of their children if they admit to having diffi culty caring for their children or 
managing behavioral problems. An alarming number of minority children have 
been relinquished to child welfare agencies so that they can receive needed mental 
health services (Children’s Defense Fund,  2009 ). Fear associated with not being 
able to afford services and what might happen if they cannot afford services may 
keep some  caregivers   from following through with referrals. 

 Further, there continues to be a stigma associated with needing mental health 
services. Some Hispanic families may fear disapproval from relatives and commu-
nity members, or that others and providers will blame them for their problems with 
their child. They may also receive feedback that discourages them from following 
through with mental health referrals. Some families may prefer to seek help through 
informal sources over traditional mental health settings.   

     Integrated Care   

  Traditional healthcare   has failed to address the many barriers to quality healthcare 
faced by many Hispanic families and integrated care may be the solution. There is 
no clear defi nition of integrated care but there are models of collaborative care with 
varying levels of integration. Often the terms coordinated care, co-located care, and 
integrated care are used interchangeably, making it diffi cult to interpret the existing 
literature. In coordinated care, medical and mental health services occur in different 
settings. There is a referral relationship between  PPCPs   and BHPs, as well as other 
community resources. There is limited integration in this model and the majority of 
the aforementioned barriers still exist. In a co-located model, medical and behav-
ioral health services are located in the same facility, but there is still a referral pro-
cess for medical cases to be seen by BHPs. Co-located practices are rare and do not 
guarantee enhanced communication between providers (Guevara, Greenbaum, 
Shera, Bauer, & Schwarz,  2009 ). 

 In integrated care, there is one treatment plan for both medical and behavioral 
health components of care. Primary care and behavioral health are usually co- 
located. The treatment plan is delivered by staff that closely work together. Teams 
usually consist of a physician and some combination of physician’s assistants, nurse 
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practitioners, nurses, social workers, case managers, family advocates, psycholo-
gists, or behavioral health therapists. Ideally, there would be more than one  BHP   for 
each  PPCP  , so that while one is performing treatment the other is available for 
“warm handoffs.” Evidence suggests that the ideal ratio of PPCP to BHP is 1:6 
(Cummings, O’Donohue, & Cummings,  2009 ). 

 In a fully integrated pediatric primary care practice, behavioral health is part of 
routine medical care which includes direct patient care, as well as screening and 
prevention services. There is a holistic approach to healthcare that appreciates all 
aspects of an individual’s health, including culture. Integrated pediatric primary 
care programs typically offer psychoeducation, medication, psychotherapy, and 
care management strategies. Pharmacological interventions are monitored collab-
oratively by all team members. BHPs in primary care tend to have larger caseloads 
and more fl exible session time limits than in traditional outpatient mental health 
settings (Stancin, Perrin, & Ramirez,  2009 ). They also tend to use briefer, short- 
term interventions, use less-extensive documentation, and have fl exible treatment 
plans. Interventions tend to be skills-based and patients may be taught self- 
management strategies to increase health knowledge and self-effi cacy. Informal 
“curbside” consultations are common. The role of a  BHP   may extend beyond psy-
chotherapy, and include patient education, physician education, case management, 
telephone monitoring, and skill coaching. BHPs may provide training to physicians 
on improving cultural competence and communication with families. 

 Integrated care also provides an important opportunity for developmental screen-
ing, promotion of healthy parent–child interactions, and detection of parental men-
tal health problems and child maltreatment (Stancin et al.,  2009 ). Assistance from 
other team members will help ensure that children who need additional services are 
not missed and allow  PPCPs   to focus their time on procedures for which they are 
better trained. Barriers to care are openly addressed and some programs may pro-
vide additional resources, such as transportation assistance, childcare, or meeting 
with children while they are at school. 

  Integrated care   is associated with improved access to mental health services, 
greater patient satisfaction, higher quality care, improved patient compliance to treat-
ment, greater provider satisfaction and perceived  skill  , better clinical outcomes and 
follow-ups, and a reduction in medical costs (Blount,  2003 ; Cummings et al.,  2009 ; 
Hwang, Chang, LaClair, & Paz,  2013 ). The “warm handoff” in integrated models 
results in up to 90 % of patients entering mental health treatment, compared to 10 % 
through a traditional referral system (Cummings et al.,  2009 ). These fi ndings provide 
convincing evidence that integrated care is the way to eliminate the aforementioned 
barriers to quality healthcare that are often experienced by Hispanic families. 

     Implementation Challenges   

 The more integrated a program, the more likely it will be successful. However, there 
are several challenges when it comes to integrating care. It would likely take time to 
develop the infrastructure to support this system. There is also a lack of adequate 
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payment options and many complex coding and billing issues (Stancin & Perrin, 
 2014 ). In integrated care, families will often attend joint or sequential appointments 
with pediatricians and BHPs. Unfortunately, some payers will not pay for more than 
one service per day for the same diagnosis and there is no mechanism available to 
pay BHPs to facilitate parent education groups in a pediatric practice. Therefore, 
integrated models will not be sustainable without changes in policy, and the man-
agement of billing and repayments. A crucial component of the future of integrated 
care is education. Many training programs are training psychologists and other 
mental health professionals to work in this fast-paced setting.   

    Special Topics in Treating  Hispanic Youth   

 Integrated care provides opportunities for regular assessment and early intervention 
of childhood mental health disorders while reducing barriers for Hispanic families. 
It is also the ideal setting to coordinate care for children with chronic physical and 
mental health problems. Mental health is interconnected with physical health and 
both should be addressed concurrently. Below are examples special topics relevant 
to the health of Hispanic youth and examples of how integrated care can help reduce 
disparities in these  areas  . 

    Attention-Defi cit/Hyperactivity  Disorder      

 The prevalence and heritability of attention-defi cit/hyperactivity disorder (ADHD) 
is similar across different cultural groups (e.g., Rohde et al.,  2005 ). However, 
Hispanic youth are less likely to receive an ADHD diagnosis compared to White 
youth, even when they present with the same symptoms (Morgan, Staff, Hillemeier, 
Farkas, & Maczuga,  2014 ). This is especially the case in non-English-speaking 
families. This means that many Hispanic children are not being properly assessed 
and diagnosed, and not receiving needed treatment. Likely, a result of the many bar-
riers to treatment described above. ADHD is highly comorbid with other mental 
health disorders, such as depression, anxiety, and substance-use disorders. It is also 
associated with an increase in risk taking behaviors and poor school performance. 
A recent study found that there is a high prevalence of ADHD symptoms among 
Hispanic prison inmates (González, Vélez-Pastrana, Ruiz Varcárcel, Levin, & 
Albizu-García,  2015 ). 

 Evidence-based interventions for ADHD include pharmacological management 
and behavioral treatment (Daly, Cohen, Carpenter, & Brown,  2009 ). In traditional 
pediatric settings, children are prescribed psychostimulant medications by their 
PPCP and given a referral for behavioral treatment through a  BHP  . The aforemen-
tioned barriers often keep families from following through with needed behavior 
modifi cation interventions and parent training. An integrated care model is ideal for 
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treating ADHD because collaboration between  PPCPs  , BHPs, and school personnel 
is the gold standard. Collaborative care is an effective model for treating Hispanic 
youth with ADHD (Myers, Vander Stoep, Thompson, Zhou, & Unützer,  2010 ).  

     Violence   

 Hispanic adolescents are involved in physical altercations more often than White 
adolescents, with approximately one-quarter engaged in fi ghting (Shetgiri, Kataoka, 
Ponce, Flores, & Chung,  2010 ). Homicide is the second leading cause of death for 
Hispanics adolescents (Center for Disease Control and Prevention,  2010 ). 
Oppositional defi ant disorder and conduct disorder are often risk factors for later 
violence. Early identifi cation and intervention of these problems is crucial for 
reducing risk for later violence. Being a bully and being a victim of bullying are 
both associated with physical altercation injuries (Glew, Fan, Katon, & Rivara, 
 2008 ). Involvement in bullying is linked to negative psychological outcomes such 
as anger, depression, and suicidal ideation (van der Wal, de Wit, & Hirasing,  2003 ), 
and to a higher likelihood for criminality by early adulthood (Renda, Vassallo, & 
Edwards,  2011 ). 

  PPCPs      are well positioned to take preventative action for youth at-risk for vio-
lence involvement. However, children are infrequently screened about current 
involvement in violence, or risk of future violence perpetration at routine visits. In 
fact, one study demonstrated that 76 % of practitioners never or rarely asked adoles-
cents about involvement in physical fi ghting (Borowsky & Ireland,  2004 ). In gen-
eral, pediatricians are not comfortable addressing issues of violence with their 
patients (Chaffee, Bridges, & Boyer,  2000 ; Finch, Weiley, Ip, & Barkin,  2008 ). 

 Violence-prevention strategies can be integrated into pediatric practice. Both the 
 American Medical Association (AMA)   and the AAP have strongly encouraged 
PCPs to screen youth for violence-related involvement and link at-risk youth to nec-
essary intervention and follow-up services (AAP,  2009 ; Knox, Lomonaco, & Elster, 
 2005 ). This process would include appropriate screening for a history of injuries 
associated with violence and risk of retaliatory violence (Whiteside & Cunningham, 
 2009 ). Some key questions to assist in determining risk of future violence include 
school attendance and achievement, witnessing of violence, previous physical fi ghts, 
bullying, substance use, and access to fi rearms (Borowsky & Ireland,  2004 ). 

 Many effective violence-prevention strategies and interventions are available 
that can easily be implemented by BHPs in primary care. Connected Kids (AAP, 
 2006 ) is a freely available strength-based prevention program designed for use in 
primary care that has demonstrated reductions in both fi ghting and related injuries 
in a randomized controlled trial (Borowsky, Mozayeny, Stuenkel, & Ireland,  2004 ). 
Parent–child Interaction Therapy ( PCIT  ; Zisser & Eyberg,  2010 ) is a parent training 
intervention for children between the ages of 2 and 7 with disruptive behavior dis-
orders. Abbreviated versions that have been adapted for primary care have shown 
improvements in child behavior through increased effectiveness of parenting strate-
gies for  child behavior management      (Berkovits, O’Brien, Carter, & Eyberg,  2010 ).  
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     Substance Abuse   

 Hispanic adolescents are disproportionately affected by substance use (Chen & 
Jacobson,  2012 ). Identifi cation and treatment of substance use in Hispanic adoles-
cents is inadequate and inconsistent (Saloner, Carson, & Lê Cook,  2014 ). Hispanics 
experience higher severity substance use and more severe consequences later in life 
as a result of early onset substance use (Hingson & Zha,  2009 ), and an increased 
likelihood of experiencing co-occurring mental health disorders (Chisolm, Mulatu, 
& Brown,  2009 ). Untreated substance use in Hispanic youths is also associated with 
problem behaviors such as unsafe sexual behavior (Prado et al.,  2006 ), conduct 
problems, and delinquency (Barnes, Hoffman, Welte, Farrell, & Dintcheff,  2006 ). 

 Routine substance use screening of adolescents is recommended by the AAP 
(Levy, Kokotailo, & Committee on Substance Abuse,  2011 ). Screening, Brief 
Intervention, and Referral to Treatment ( SBIRT  ; Babor et al.,  2007 ) is a research- 
supported approach for this purpose that has been effective in adult populations. 
 SBIRT   is intended to identify current substance use along a spectrum and imple-
ment appropriate intervention at every health care visit in primary care (see Levy 
et al.,  2011  for intervention goals based on level of substance use). Those in need of 
extensive substance abuse treatment are typically referred to outside providers, but 
within an integrated model this would be unnecessary. An exception would be if the 
adolescent was in need of inpatient or detoxifi cation services. A number of outpa-
tient evidence-based treatments exist for adolescent substance abuse, including eco-
logical family therapy, multidimensional family therapy, brief motivational 
interventions, and cognitive behavioral therapy (Hogue, Henderson, Ozechowski, & 
Robbins,  2014 ). Family-based interventions are the gold standard and can be  incor-
porated   into primary care.  

     Overweight and Obesity   

  Childhood obesity   is linked to serious medical conditions such as type 2 diabetes 
and cardiovascular disease (Weiss et al.,  2004 ). Diabetes diagnosed before the age 
of 20 can reduce life expectancy by up to 27 % (Mayer-Davis et al.,  2009 ). Childhood 
obesity places children at risk to a number of psychosocial consequences including 
depression, anxiety, impulsivity, and ADHD (Kalarchian & Marcus,  2012 ). Obese 
youth often have low self-esteem and negative body image, and face social discrimi-
nation and bullying (Puder & Munsch,  2010 ). 

 Although being overweight is directly related to the imbalance of caloric intake 
and physical activity, the current obesity epidemic proves to be more complex. 
Hispanic youth have higher rates of overweight and obesity than children of other 
ethnicities (Ogden, Carroll, Kit, & Flegal,  2014 ). Although there is a strong genetic 
component disproportionally predisposing certain racial and ethnic groups to diabe-
tes, complex cultural and socioeconomic barriers place Hispanic youth at greater 
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risk. Factors such as parental obesity, lack of time for meal preparation, higher cost 
of healthy foods, lack of access to healthy foods, meals traditionally higher in fat 
and carbohydrates, and  caregivers   using sugary foods as rewards have all been 
implicated in the high rate of obesity in Hispanic youth (He et al.,  2013 ; Snethen, 
Hewitt, & Petering,  2007 ). Factors associated with decreased physical activity in the 
Hispanic community include limited time, lack of transportation, sedentary activi-
ties (e.g., watching television, playing video games), lack of safe options for recre-
ational activities, racism from other ethnic groups or police, and the cost of organized 
athletic activities. Lack of parental health knowledge may also be an important con-
tributing factor and a reasonable target for intervention. 

 The provision of educational materials is a common obesity intervention in pedi-
atric primary care; however, this often leaves Hispanic families with more questions 
than answers., Hispanic parents were more likely than White parents to rate the 
quality of advice received regarding nutrition and physical activity at their most 
recent primary care visits as poor or fair (Taveras, Gortmaker, Mitchell, & Gillman, 
 2008 ). Many primary care offi ces now have educational information in Spanish 
about metabolism, nutrition, healthy snacks, portion size, and fi tness (Stacia et al., 
 2010 ). However, there is a strong need for skilled health educators to provide cultur-
ally competent nutritional education that respects Hispanic heritage and beliefs 
about diet and potential barriers to regular physical activity. Family-based interven-
tions are likely to be the most effective and acceptable method for working with 
Hispanic  families  . 

 Rather than relying on visual appearance, which is only noticeable when chil-
dren are already obese, all children should be screened for overweight and obesity 
and risk factors. This can be accomplished by calculating the  Body Mass Index 
(BMI)   of each child at every well child visit (Barlow & Expert Committee,  2007 ). 
Regardless of BMI percentile, all children should receive a medical and behavioral 
assessment of risk factors for obesity, as well as an assessment of attitudes that 
affect lifestyle and habits. Children with a BMI below the 85th percentile and no 
evidence of health risk should get continued screening, prevention messages, and 
reinforcement for maintaining a healthy lifestyle. Those with a BMI at the 85th 
percentile or higher should get different stages of intervention depending on their 
level of risk. For some, prevention counseling will be suffi cient, while others will 
require more active forms of treatment. In most cases, a multidisciplinary team 
consisting of social workers, psychologists, other BHPs, registered dietitians, 
 exercise specialists (e.g., physical therapist), and community resources are only uti-
lized in more severe cases. BHPs’ expertise in behavioral change makes them well-
suited to assess behavior and attitudes, teach behavioral-change strategies, as well 
as address the psychosocial consequences of overweight and obesity. In integrated 
primary care, BHPs can be involved in the prevention stage, possibly mitigating the 
need more intensive interventions. 

 Obesity interventions may be more effective when they extend beyond the pri-
mary care setting. Interventions that incorporate both primary care and community 
resources may help combat risk factors unique to Hispanic and low-income fami-
lies. For example,  Healthy Living Today ! is a family-centered, culturally sensitive 
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intervention that focuses on nutrition, physical activity, and stress management. It is 
effective and well tolerated by Hispanic families (Arauz Boudreau, Kurowski, 
Gonzalez, Dimond, & Oreskovic,  2013 ).  

     Asthma      

 Asthma is the most common chronic illness among children in the US. It is a chronic 
infl ammatory disorder of the airways that is characterized by variable and recurring 
airfl ow obstruction and bronchial hyperresponsiveness (National Institutes of 
Health [NIH],  2007 ). Physical symptoms include diffi culty breathing, wheezing, 
coughing, and mucus secretions. The severity of asthma exacerbations can vary 
from mild to fatal. 

 Asthma is currently conceptualized as a disorder with genetic, environmental, 
and psychological factors. Asthma disproportionately affects low-income and urban 
communities, likely due to various environmental factors, such as higher exposure 
to indoor and outdoor pollutants, as well as psychosocial stressors (Canino et al., 
 2006 ). While Hispanic children as a whole tend to have lower rates of asthma com-
pared to other ethnic groups, a large disparity exists between different Hispanic 
subgroups. Puerto Rican youth have the highest prevalence of asthma than any other 
US racial or ethnic group, even after controlling for known risk  factors      (Lara, 
Akinbami, Flores, & Morgenstern,  2006 ). US born Hispanic youth tend to have 
higher rates of asthma compared to foreign-born Hispanic youth, with higher preva-
lence of asthma in later generations (Balcazar, Grineski, & Collins,  2015 ). 

 Maternal distress during pregnancy may disrupt fetal lung development and 
immunomodulation (Wright et al.,  2010 ). Continued exposure to maternal distress 
and parenting diffi culties into infancy and early childhood may negatively impact 
immune functioning and contribute to how infants learn to regulate physiological 
and emotional stress (Klinnert et al.,  2001 ; Kozyrskyj et al.,  2008 ). Stress and emo-
tions are common triggers for many children with asthma, especially when exposed 
to stressful life events (McQuaid & Abramson,  2009 ). 

 Hispanic children have very poor adherence to prescribed asthma regimens, with 
less than half of Hispanic families adhering to the treatment recommendations 
described by the NIH (Acevedo-Nieves,  2008 ). Failing to fi ll prescriptions,  incorrect 
dosage, inaccurate dosing intervals, and premature discontinuation of asthma medi-
cations are all common, especially if medications are expensive, have unpleasant 
side effects, are diffi cult to take, or if the benefi ts are not seen immediately. A major 
contributor to noncompliance with prescribed regimens among Hispanic families 
may be lack of asthma awareness. Hispanic  caregivers   are less likely to receive 
adequate training on how to control their child’s asthma than non-Hispanic White 
 caregivers   (Inkelas, Garro, McQuaid, & Ortega,  2008 ). Hispanic parents report that 
they need more help understanding asthma and how to use medications to control it, 
which may contribute to a reliance on folk remedies (Mosnaim et al.,  2006 ). 

9 Hispanic Children and Integrated Care



156

 There are several ways an integrated approach can reduce barriers to adequate 
asthma care for Hispanic  families     . Several asthma educational programs for patients 
and families have been developed (McQuaid & Abramson,  2009 ). The most suc-
cessful programs provide information about asthma and incorporate behavioral- 
change strategies. BHPs can also assist with physician training programs. The 
Physician Asthma Education program consists of teaching communication tech-
niques and reviewing asthma guidelines with physicians (Cabana et al.,  2014 ). It 
has been associated with higher adherence to guidelines by physicians, improved 
communication with patients, and better patient outcomes. 

 BHPs can identify psychosocial barriers to asthma management and provide 
interventions to address these barriers. One purpose of psychosocial interventions is 
to improve the family’s autonomy in the self-management of asthma. Interventions 
may include self-management training, problem-solving techniques, family-based 
interventions, motivational interviewing, relaxation training, and biofeedback 
(McQuaid & Abramson,  2009 ). As the patient ages into adolescence, the focus of 
self-management training shifts from the  caregivers   to the child. Patients are taught 
to appropriately take medications and may be taught stress-management strategies 
to reduce autonomic arousal and emotional distress during an asthma exacerbation. 
A culturally adapted, family-based, asthma educational program called  CALMA   
was found to improve patient outcomes and caregiver confi dence in treating asthma 
in island and mainland Puerto Rican families (Canino et al.,  2008 ).  

     School-Readiness and Literacy   

 Hispanic youth have lower levels of educational attainment and academic achieve-
ment than non-Hispanic White youth (Garcia & Miller,  2008 ). Children who attend 
high-quality preschool programs evidence greater school readiness; however, the 
long-term benefi ts are unclear. Hispanic families often do not have access to afford-
able, high-quality programs, which puts the pressure solely on parents to prepare 
children for school. Unfortunately, Hispanic  caregivers   are less likely than White 
 caregivers   to read daily to their young children (Murphey et al.,  2014 ). The AAP 
recommendations that  PPCPs      promote early literacy with  caregivers   beginning 
when children are in infancy (High, Klass, & Council on Early Childhood,  2014 ). 
National programs, such as  Reach Out and Read (ROR)   are designed for PPCPs to 
teach the  caregivers   of preschoolers about the importance of reading aloud, teach 
book-reading strategies, and provide  caregivers   with developmentally appropriate 
books for their children during each well-child visit. Caregivers in ROR are more 
likely to read regularly with their children and children in the program evidence 
signifi cantly improved language development at 24 months of age (High et al., 
 2014 ). This program has demonstrated to be effi cacious with Hispanic populations 
(Sanders, Gershon, Huffman, & Mendoza,  2000 ). 

 Including other providers into primary care may enhance these outcomes. 
Programs such as Healthy Steps (Zuckerman, Parker, Kaplan-Sanoff, Augustyn, 

J. Urgelles et al.



157

& Barth,  2004 ) and the Video Interaction Project ( VIP  ; Mendelsohn et al.,  2007 ) 
 utilize child development specialists to teach  caregivers   about child development, 
assess caregiver emotional health, reframe negative parental attributions about their 
child, and model positive interactions during well-child visits. Healthy Steps has 
been associated with greater adherence to well-child visits and better parenting. 
Caregivers in VIP meet with child develop specialists to discuss caregiver expecta-
tions and concerns about the child’s development. They are videotaped while play-
ing together with their child for several minutes. The video is watched and the 
specialist reinforces parenting strengths and teaches  caregivers   how to engage chil-
dren and navigate disruptive behavior. VIP is associated with lower levels of parent-
ing stress, greater likelihood of normal cognitive development, and lower likelihood 
of developmental delays in children. It has been implemented with both English- 
and Spanish-speaking families.   

    Conclusion 

 Mental health problems are prevalent in children, but the majority of these children 
do not receive needed services. Hispanic children are less likely to receive these 
services than children of other ethnic groups, likely due to barriers associated with 
physician training and knowledge, fi nancial cost and logistical issues, culture, and 
stigma and fear. Integrated care has been shown to reduce these barriers and pro-
vide a setting for a higher quality, culturally competent, and holistic approach to 
healthcare.     
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    Chapter 10   
 Integrated Depression Care Among Latinos                     

     Susan     Caplan      and     Frances     Munet-Vilaró   

          Introduction 

 When asked to write this chapter on  integrated depression care   in primary care, I 
thought about my own experiences as a primary care provider two decades ago. At 
that time, there was no mental health parity and minimal or no insurance coverage 
of mental health conditions, and if there was coverage, there was no place to send 
my monolingual Spanish speaking patients, a problem that in the subsequent 
20 years, remains a persistent barrier to health care access (Bridges, Andrews, & 
Deen,  2012 ). Thus,  integrated care   consisted of dispensing the  SSRI   du jour that the 
pharmaceutical rep had recently deposited. Yet it was also more than that. As we 
now know, it’s the relationship with the provider that infl uences outcomes more 
than whatever technique is used and as a primary care provider who sees patients on 
a regular basis, one may be able to experience the privilege of being confi ded in and 
trusted by our patients. I heard from a Puerto Rican woman whose son committed 
suicide several years prior, upon return from Desert Storm and a Dominican woman 
whose children had become “too American” and no longer shared her values. There 
was a Mexican man, a former teacher who was experiencing a profound sense of 
grief due to his wife’s infertility. A well-educated Ecuadorian woman quietly and 
tearfully spoke of having to leave her children behind while fl eeing from a physi-
cally abusive husband. There was the Dominican woman who came every week 
with a new ailment, headaches, stomach aches, chest pain whom I prodded with the 
gentle question, “is there something going on in your life?” I quietly listened to the 
tearful Colombian woman who was grieving the loss of her 21-year-old son. “How 
did he die?” I asked. She responded that he was fl eeing the military juntas and gue-
rillas in Colombia, and boarded a boat that landed in Brazil. The ship’s cargo of 

        S.   Caplan      (*) •    F.   Munet-Vilaró    
  School of Nursing ,  Rutgers University, The State University of New Jersey , 
  180 University Avenue ,  Newark ,  NJ   07102 ,  USA   
 e-mail: sc1140@sn.nursing.edu  

© Springer International Publishing Switzerland 2016 
L.T. Benuto, W. O’Donohue (eds.), Enhancing Behavioral Health in Latino 
Populations, DOI 10.1007/978-3-319-42533-7_10

mailto:sc1140@sn.nursing.edu


164

illegal immigrants was detained in prison and the son mysteriously was found dead 
the next morning. When my patient, his mother, was fi nally able to arrange with the 
Consulate to send his body back to Colombia, an autopsy was performed to deter-
mine the cause of death. It was impossible to determine the cause of death because 
her son’s body had been disemboweled. It is in these intimate interactions that we 
begin to understand some of the underlying factors contributing to depression in our 
patients. 

  Depression   is the leading cause of disability in the United States (Lopez, Mathers, 
Ezzati, Jamison, & Murray,  2001 ). In spite of successful treatment options for 
depression, 75 % of Americans do not receive adequate care (Shim, Baltrus, Ye, & 
Rust,  2011 ). Treatment rates among low-acculturated Hispanics, also referred to as 
Latinos and Latinos with limited English profi ciency, are signifi cantly lower 
(Alegría, Polo, et al.,  2008 ; Bauer, Chen, & Alegría,  2010 ). People of Hispanic 
origin (Latinos) are the largest minority group in the United States, representing 
17 % of the population (United States Census Bureau,  2013a ). By 2060, it is pre-
dicted that Latinos will make up 31 % of the United States population, or approxi-
mately one in three residents (United States Census Bureau,  2012 ). Although, past 
year mental illness and depression rates for Latinos are similar or slightly less than 
the population as a whole, 15.3 vs. 19 (any mental illness) and 6.9 % vs. 7 % respec-
tively for depression, this differs by ethnic background, nativity, and generational 
status (Alegría, Mulvaney-Day, Torres, Polo, et al.,  2007 ;  SAMSHA  ,  2015 ). Puerto 
Ricans have higher rates of depression than non-Hispanic Whites (Alegría, 
Mulvaney-Day, Torres, Polo, et al.,  2007 ). Moreover, many Latinos have demo-
graphic characteristics that increase their vulnerability to depression: unemploy-
ment, poverty, chronic illness, exposure to violence and chronic stress, and less than 
a high school education (Bromet et al.,  2011 ; March et al.,  2014 ). Latinos are among 
the most impoverished of all ethnic and racial groups in the United States, with one 
quarter of Latinos living in poverty compared to 11.6 % of non-Hispanic Whites 
(Taylor, Kochhar, Fry, Velasco, & Motel,  2011 ; United States Census Bureau, 
 2013b ). Among primary care populations, refugees, and monolingual Spanish- 
speaking populations, there is a high prevalence of affective disorders, estimated at 
20–45 % due to the above-mentioned factors associated with depression (Cardemil 
et al.,  2007 ; March et al.,  2014 ; Tarricone et al.,  2012 ). In addition, for Latino immi-
grants, experiences of loss of previously existing social support systems, changes in 
cultural values, and social roles are stressors that have been associated with depres-
sion, as well as perceived discrimination, and neighborhood safety (Alegría, Shrout, 
Woo, Guarnaccia, et al.,  2007 ). 

 Latinos suffer from large health disparities when compared to non-Hispanic 
Whites (Alegría, Mulvaney-Day, Torres, Polo, et al.,  2007 ; Alegría, Mulvaney-Day, 
Woo, Torres, et al.,  2007 ;  SAMSHA  ,  2015 ). Only half of Latino immigrants with 
severe mental health disorders receive any type of mental health treatment 
(SAMSHA,  2015 ). The rates of mental health service use from 2008 to 2012 for any 
mental illness were 27.3 % for Hispanics compared to 46.3 % for non-Hispanic 
Whites (SAMSHA,  2015 ). These mental health disparities also include decreased 
access to care and lower rates of care that conform to evidenced-based guidelines in 
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terms of referrals for specialty mental health care, psychopharmacology, and dura-
tion of treatment compared to non-Hispanic Whites (Alegría, Mulvaney-Day, Woo, 
Torres, et al.,  2007 ; Alegría, Polo, et al.,  2008 ; Shim et al.,  2011 ).  

    Factors Contributing to Health Care Disparities 

 Disparities in mental health care for  Latinos      may be due to systemic barriers to 
obtaining treatment, including an insuffi cient supply of Medicaid specialty services 
in Latino neighborhoods creating long waits for treatment, lack of bilingual provid-
ers and language barriers, and lack of adequate insurance (Alegría, Polo, et al., 
 2008 ; González, Tarraf, Whitfi eld, & Vega,  2010 ; González, Vega, et al.,  2010 ; 
 SAMSHA  ,  2015 ). However, when taking into account many of these factors, Latino 
mental health care utilization is still half that of Hispanics (SAMSHA,  2015 ). Thus, 
provider and patient level factors strongly infl uence decisions to seek help, particu-
larly in undiagnosed conditions when cultural factors and level of acculturation 
become particularly salient (Keyes et al.,  2012 ). When Latinos do seek mental 
health care services, it is most often in the primary care sector (Alegría, Mulvaney- 
Day, Woo, Torres, et al.,  2007 ). Although research consistently indicates that Latinos 
prefer therapy to medication (Dwight-Johnson et al.,  2010 ; Interian, Lewis- 
Fernandez, Gara, & Escobar,  2013 ; Vargas et al.,  2015 ), preferences do not deter-
mine actual uptake of treatment. In one sample of Latinos in the Northeast, there 
was a greater likelihood that patients would follow recommendations for pharmaco-
logical treatment, rather than psychotherapy, most likely due to the fact that medica-
tion is a much more accessible form of treatment (Ishikawa et al.,  2014 ). 

 There are numerous patient-level factors contributing to low treatment rates for 
mental disorders among Latinos. Language barriers or educational  level   contribut-
ing to low mental health literacy, and stigma are signifi cant barriers to care (Alegría, 
Shrout, Woo, Guarnaccia, et al.,  2007 ; Tarricone et al.,  2012 ). Language barriers 
make it diffi cult for the Latino patient to understand the options available to treat 
depression. Results of some research indicate that patients have better outcomes 
when they are culturally and linguistically matched with their mental health pro-
vider (Sue,  1988 ). However, Latino primary care providers and mental health pro-
viders, in particular, are underrepresented in the health care workforce (Jackson & 
Gracia,  2014 ). 

 Cultural values and beliefs, including the reluctance to share personal problems 
outside of the family and disclose personal problems, a value on self-suffi ciency, 
and stigma about mental illness create barriers to treatment engagement (Cabassa, 
Lester, & Zayas,  2007 ; Caplan et al.,  2013 ; Interian, Martinez, Guarnaccia, Vega, & 
Escobar,  2007 ; Nadeem et al.,  2007 ; Vega, Rodriguez, & Ang,  2010 ). Thus, it 
becomes essential to understand the barriers to treatment engagement and develop 
a roadmap to facilitate effective and quality care for  Latino patients with depression  . 
In this chapter we will walk you through the steps of effective care from: 
(1) recognition of and screening for depression; (2) understanding cultural barriers 
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to  treatment engagement; (3) strategies to improve treatment engagement; 
(4) providing evidenced-based treatment; and (5) situating depression care within 
the appropriate social, economic, and political context. 

    Recognition of and Screening for  Depression   

  Depression   is far more frequently diagnosed and treated in the primary care setting 
than in specialty mental health care (Harman, Veazie, & Lyness,  2006 ; Uebelacker, 
Wang, Berglund, & Kessler,  2006 ). Primary care providers (PCPs) are responsible 
for providing up to 80 % of all prescriptions for antidepressants (Mojtabai & Olfson, 
 2008 ). Nevertheless, access to treatment is hindered by lack of recognition in pri-
mary care in as many as 30–60 % of patients (Borowsky et al.,  2000 ; Kamphuis 
et al.,  2012 ; Mitchell, Vaze, & Rao,  2009 ; Schmaling & Hernandez,  2005 ). Primary 
care providers’ recognition of depression is increased the more often a patient is 
seen (Menchetti, Belvederi-Murri, Bertakis, Bortolotti, & Berardi,  2009 ). However, 
many Latinos and individuals with limited English profi ciency do not have a usual 
source of health care ( Agency for Healthcare Research and Quality [AHRQ]  ,  2010 ). 

 Although the United States Preventive Services Task Force (USPSTF) (USPSTF) 
( 2009 ) has recommended screening of all patients for depression in the primary care 
setting when systems are in place to provide appropriate treatment and follow-up, 
most patients do not receive screening. Instead primary care providers rely on their 
own clinical judgment, which is much less effective in detecting depression than the 
use of formal screening instruments (AHRQ,  2013 ). The Patient Health Questionnaire 
( PHQ-9     ) (Kroenke, Spitzer, & Williams,  2001 ) is the most commonly used depres-
sion screener in primary care. It is a 9-item scale with a sensitivity of 88 % and a 
specifi city of 88 % for major depression at a score of greater than or equal to 10 
(Kroenke et al.,  2001 ). When the  PHQ-9   is used to screen it aids in the initiation of 
treatment (Moore et al.,  2012 ); however, it has not been shown to be consistently 
used in primary care (Fuchs et al.,  2015 ; Gilbody, Richards, Brealey, & Hewitt, 
 2007 ). A shorter version of the  PHQ-9  , the PHQ-2 just uses the fi rst two  questions   
of the  PHQ-9  :

  “To what extent have you been bothered by the following:

    (1)    Little interest or pleasure in doing things and   
   (2)    Feeling down, depressed, or hopeless?” (Kroenke, Spitzer, & Williams,  2003 ).     

   The PHQ-2 is highly sensitive as a fi rst step in the screening process when fol-
lowed by the  PHQ-9   and can be self-administered in the waiting room. 

 For patients who may not be literate in Spanish or English there is a bilingual 
computerized voice recognition screener that is as reliable as paper and pencil 
administration Muñoz, McQuaid, González, Dimas, and Rosales ( 1999 )(or an 
Interactive Voice Response System which can be used via phone screening, Kim 
et al.,  2012 ). 
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 While the  PHQ-9   has been shown to be reliable in Spanish-speaking populations 
(Diez-Quevedo, Rangil, Sanchez-Planell, Kroenke, & Spitzer,  2001 ; Wulsin, 
Somoza, & Heck,  2002 ), there are instances where the validity may be questionable 
for Latino immigrants (Caplan et al.,  2010 ). In a study of 177 predominantly 
Colombian, Ecuadorian, and Dominican immigrants in primary care, 21 partici-
pants perceived that they had a mental health problem, but did not meet criteria for 
depression on the PHQ-9 (subjective depression). Participants’ descriptions of 
symptoms had a predominantly somatic component. The most common complaints 
were  ánimo bajo  (low energy) and  decaimiento  (weakness). Participants with “sub-
jective” depression had mean scores of somatic symptoms and depression severity 
that were signifi cantly lower than the participants with “objective” depression and 
signifi cantly higher than the group with no depression ( P  < 0.0001). Therefore, it is 
possible that some Latinos with depression may be missed by traditional depression 
screeners. These patients still have signifi cant distress and impairment. To avoid 
having these patients “fall through the cracks,” it is important to take into account 
culturally accepted idiomatic and behavioral expressions of distress and the mean-
ing of illness for the individual and develop alternative  ways   of screening for depres-
sion (Sentell & Braun,  2012 ). 

  Self - Rated Health . One of the often cited reasons that primary care providers do not 
formally screen is lack of time. Many providers prefer a targeted approach of screen-
ing people they believe to be at high risk. If this approach seems more feasible in 
one’s particular setting, certainly all patients with chronic illness should be screened 
given the high comorbidities of depression and chronic illness (Ducat, Philipson, & 
Anderson,  2014 ; Houts, Lipinski, Olsen, Baldwin, & Hasan,  2010 ; Scott et al., 
 2007 ). Given the time constraints in primary care, one very important question to 
ask about is self-rated health. How would you rate your health? 

  Self-rated health   has been defi ned as the intersection of biology and culture since 
it relies upon lay meanings of symptoms (Jylha,  2009 ). Self-rated health has consis-
tently been a predictor of mortality, primarily because it encompasses more than a 
biomedical defi nition of health, and includes functional abilities, social relation-
ships, mental health, and spirituality. In one study of Puerto Ricans in the Northeast, 
depressive symptoms, functional problems, allostatic load (an indicator of the bio-
logical stress response), and physical comorbidities strongly predicted self-rated 
health (Todorova et al.,  2013 ). Thus, one simple, fast, and potentially effective 
screening method would be to add in an open-ended question on self-rated health: 
“How would you rate your health? Responses range from 1 to 5: 1—Excellent 
(Excelente), 2—Very Good (Muy Buena), 3—Good, (Buena), 4—Fair (Regular), 
5—Poor (Mala)”  in addition to using the PHQ - 2 as described above . 

 Once you are satisfi ed that your patient has depression that cannot be managed 
with watchful waiting, the next question is how do you effectively convey that infor-
mation to your patient, in a manner that is acceptable to the patient? Many Latinos 
will not follow-up on a recommendation to seek treatment in the specialty mental 
health care sector (De Figueiredo, Boerstler, & Doros,  2009 ) or even within an inte-
grated primary care behavioral health care  system   (Caplan & Whittemore,  2013 ).  
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    Understanding Cultural Barriers to Treatment Engagement 

  Treatment engagement      is a concept that encompasses identifi cation of a mental 
health problem, the decision to seek professional care, maintaining engagement 
throughout the course of care, adherence to treatment, and minimization of drop-out 
(Interian et al.,  2013 ). For Latinos, the low cultural congruence of behavioral health 
treatment is a strong contributing factor to lower rates of treatment engagement 
(Vargas et al.,  2015 ). The level of a Primary Care Provider’s (PCP) cultural compe-
tence can determine the uptake of a recommendation to seek care for depression 
(Ishikawa et al.,  2014 ). For example, Latinos use Spanish idioms to refer to affective 
feelings that don’t necessarily translate well into English. In addition, the use of 
somatic symptoms to express emotional distress is also very common (Cheng, 
Chen, & Cunningham,  2007 ; Elder, Ayala, Parra-Medina, & Talavera,  2009 ; Katon, 
 1982 ; Rogler, Cortes, & Malgady,  1994 ). Providers not familiar with these types of 
behaviors might have diffi culty making an accurate diagnosis and providing the 
appropriate referrals to treatment (Vargas et al.,  2015 ). 

 What are Latino cultural values and how might they infl uence care? Latino val-
ues differ by ethnic group, class, level of acculturation, and geographic area. 
However, there are a few values that transcend between group differences. One 
particular cultural value among Latinos,   Familismo   , or the belief in strong family 
connections and unity, is believed to have a major infl uence, both positive and nega-
tive, upon help-seeking (Villatoro, Morales, & Mays,  2014 ). The value of  Familismo  
may infl uence help-seeking either due to stigma or reluctance to disclose personal 
problems to outsiders, or fear of burdening one’s family or guilt about being 
 depressed   (Dunn & O’Brien,  2009 ). 

 In Latino culture,   Machismo       (male gender roles) may be evidenced in behaviors 
that include honor, pride, and responsibility (Arciniega, Anderson, Tovar Blank, & 
Tracey,  2008 ) but may also include traits such as high alcohol consumption and a 
sense of entitlement and control within the family (Edelson, Hokoda, & Ramos- 
Lira,  2007 ).   Marianismo   , derived from beliefs about the Virgin Mary is an ideal 
female role that exalts endurance of suffering, submission, and self-sacrifi ce and the 
responsibility for mothers to create peaceful family relationships (Andres-Hyman, 
Ortiz, Paris, Davidson, & Añez,  2006 ). Acculturation can result in changing gender 
roles, that increase women’s power, but also can increase familial stress. Latino 
culture emphasizes that men should be the breadwinners and women, the homemak-
ers. Thus, traditional male and female roles in Latino culture may inhibit 
help-seeking. 

 The cultural value of   Personalismo   , or the importance of individual relationships 
and social interactions, rather than institutional loyalties, has strong implications for 
quality of care. Research has shown that the quality of the PCP relationship with the 
patient in terms of trustworthiness, genuineness, and openness in communication 
style will positively affect the outcomes of treatment recommendations (Kravitz 
et al.,  2011 ). Moreover, the cultural value of  Respeto  (respect) for people in  positions 
of authority will make it less likely that Latinos will voice disagreement or a reluc-
tance to follow treatment recommendations. 
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 Cultural and religious values are also apparent in many Latinos’ attitudes towards 
coping with depression. For many Latinos, depression signifi es weakness of char-
acter, lack of faith in God, an inability to confront life’s challenges (Caplan & 
Cordero,  2015 ). Many Latinos believe that depression can be overcome by will-
power ( fuerza de voluntad ), not paying attention to it, ( no darle mente ) or control-
ling oneself ( controlarse ) (Vargas et al.,  2015 ).  Latinos   tend to have higher 
endorsement of cognitive escape/avoidance and distancing as a way of coping with 
physical and emotional health issues (Munet-Vilaró, Gregorich, & Folkman,  2002 ). 
Although some types of escapist coping are related to negative mental health out-
comes (Folkman & Moskowitz,  2004 ), in some instances, the use of such strategies 
(wishful thinking, daydreaming) may actually refl ect hope and are thus, not neces-
sarily  negative  .  

     Strategies to Improve Treatment Engagement      

 There are a number of important tools to enable the PCP to most effectively over-
come barriers to treatment engagement and effectively increase the likelihood that 
the patient will agree to a recommendation for treatment of depression. These strat-
egies may include: (a) ethnographic interviewing, (b) the warm hand-off, increasing 
health literacy, (c) minimizing stigma, and (d) creating a working alliance. 

    Ethnographic  Interviewing      

  Ethnographic interviewing   is a means to understanding of the patient’s perceptions 
of illness. Attention to cultural aspects of care is a critical component in engaging 
patients in care (Balan, Moyers, & Lewis-Fernandez,  2013 ; Benish, Quintana, & 
Wampold,  2011 ). There are specifi c assessment questions designed to understand 
the sociocultural contexts of people’s health care needs (Kleinman,  1980 ) the noted 
medical anthropologist, recommends the following eight questions:

    1.    “What do you call the problem?   
   2.    What do you think has caused the problem?   
   3.    Why do you think it started when it did?   
   4.    What do you think the sickness does? How does it work?   
   5.    How severe is the sickness? Will it have a long or a short course?   
   6.    What kind of treatment do you think the patient should receive?   
   7.    What are the chief problems the sickness has caused?   
   8.    What do you fear most about the sickness?”    

  Beginning a conversation about depression  treatment   with some version of the 
above questions will help to clarify treatment  expectations      for both the provider and 
patient (Fernandez et al.,  2011 ).  

10 Integrated Depression Care Among Latinos



170

    The Warm Hand-Off 

 Due to the cultural  value      of   Personalismo    it is recommended that the referral to the 
mental health provider who is situated in the primary care setting be accomplished 
by personally introducing the patient to the mental health provider (Manoleas, 
 2008 ). This is believed to reduce stigma and aid in uptake of the referral. However, 
a recent study examining that hypothesis showed the many nuances in context and 
implementation of the warm hand-off. The warm hand-off did not make a difference 
in uptake for referrals among Spanish-speaking primary care patients and actually 
diminished the likelihood of seeing a specialist among English-speaking partici-
pants (Horevitz, Organista, & Arean,  2015 ). Details of the precise manner the hand- 
off was implemented in this study are lacking and in some instances, a warm-hand 
off conducted by a Medical Assistant rather than personally by the PCP may have 
been off-putting for patients. Nevertheless, these data indicate that it may be prema-
ture to endorse the concept of the warm hand-off.  

    Increasing Health Literacy 

  Health literacy         and the understanding of depression as a treatable illness may also 
affect help seeking behaviors (Horner-Johnson, Dobbertin, Lee, & Andresen,  2014 ; 
Koskan, Friedman, & Messias,  2010 ; US Department of Health and Human 
Services,  2015 ). Although unique culture-specifi c life experiences are shared by 
many Latino groups, their understanding, responses to distress and depression, and 
the seriousness they place on the expression of distress may differ (Myers et al., 
 2015 ). Among some Latinos, there is the belief that succumbing to depression will 
eventually lead to craziness (Vargas et al.,  2015 ). Latinos may label their illness as 
“stress,” rather than depression (Caplan et al.,  2010 ; Vargas et al.,  2015 ). Major 
stressors that impact the mental health in the lives of Latino cultural groups living 
in the U.S. include health, family, and intergenerational confl ict, discrimination, 
underemployment and exploitive employment, fi nancial issues, and unsafe living 
environments (Falcon, Todorova, & Tucker,  2009 ; Greenberg,  2006 ). Trying to 
adapt to a new lifestyle and the impact of dissimilar cultural norms can generate 
anxiety and emotional dissonance that contributes to or creates other major sources 
of emotional distress (McIntyre, Korn, & Matsuo,  2008 ; Nicklett & Burgard,  2009 ; 
Torres & Rollock,  2007 ). While stressful events are experienced by many, Latinos 
tend to disregard the effect daily stressful events have on their mood and well-being 
(Munet-Vilaró, Folkman, & Gregorich,  1999 ; Winkelman, Chaney, & Bethel,  2013 ).  

    Minimizing Stigma 

 Mental health  diagnoses      often result in experiences of stigma and shame for the 
person bearing the diagnosis. Indeed, labeling a person is one of the underlying 
mechanisms in the process of stigmatizing and individual (Link, Yang, Phelan, & 
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Collins,  2004 ). Labeled people can be negatively categorized by the dominant 
 society as “us and them,” resulting in separation, status loss, and discrimination. 
Thus, other words that convey emotional distress might be more acceptable to the 
patient and result in greater acceptance of the need for treatment. “Stress,” “family 
problems,” are much less laden with negative connotations and are something peo-
ple can  understand     .  

    Working Alliance 

 The PCP’s working  alliance      is a key factor in a patient’s decision to follow-up on 
treatment recommendations, although stated intention is not necessarily correlated 
with actual behavior (Ishikawa et al.,  2014 ). Creating trusting bonds that leads to 
shared decision-making and understanding patients’ views about treatment, their 
expectations of the kind of care they should be receiving are the most important 
ways to enhance patients’ satisfaction with care (Julius, Novitsky, & Dubin,  2009 ; 
Lin & Fagerlin,  2014 ). The  RESPECT framework for cultural assessment  , based on 
the series of eight questions developed by Kleinman (listed above), provides a 
model for culturally competent assessment in the medical setting (Mostow et al., 
 2010 ). RESPECT is an acronym for Respect, Explanatory model, Sociocultural 
context, Power, Empathy, Concerns and fears, and Therapeutic alliance/trust. 

  Respect  and  empathy  are attitudes that demonstrate to the patient that his/her 
concerns are valued and he/she is understood. The patient’s  explanatory model  is 
his/her understanding of what is the cause of his/her illness. The  sociocultural con-
text  denotes factors in a person’s life that may contribute to the current state of 
health and expectations for treatment, such as poverty, stress, and social support. 
 Power  refers to the importance of acknowledging that the patient is in a vulnerable 
position and that there is a difference between patients and health care providers in 
terms of access to resources, knowledge level, and control over outcomes. The loss 
of power and control that a patient faces can contribute to  concerns and fears  about 
treatment, illness outcomes, and the future. These concepts can enhance communi-
cation and assessment skills and create a working alliance characterized by trust.   

    Providing  Evidenced-Based Behavioral Interventions 
in Primary Care   

 The most comprehensive type of  integrated behavioral healthcare (IBH)   occurs 
when the mental health professional is embedded within the primary care team. 
Preliminary outcomes of this model indicates that it reduces depression, disparities 
in treatment engagement, increases satisfaction, and may reduce stigma and other 
barriers to care (Bridges et al.,  2014 ). IBH has the potential to decrease disparities 
in quality of treatment. 
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 Although evidenced-based psychotherapeutic treatment is equally effective in 
minorities and non-Hispanic Whites, they are less frequently utilized for Latino 
patients. Latinos are much less likely than non-Hispanic Whites to receive mini-
mally adequate care, defi ned as four or more visits with a provider while taking 
antidepressant medication or eight or more visits with a specialty mental health 
provider (Alegría, Canino, et al.,  2008 ). Between one half and two thirds of the 
population are likely to drop out of treatment, a statistic that is much worse among 
Latinos (Corrigan,  2004 ). Latinos are three times more likely than non-Hispanic 
Whites to stop going to therapy prematurely (Olfson, Moitabai, Sampson, Hwang, 
& Kessler,  2009 ). 

 Integrated mental health care requires innovative models of care delivery that 
address provider, systems-level barriers, and patient level barriers. These include 
the use of culturally modifi ed interventions; technological innovations to mental 
health care delivery, and the use of community health workers and peer 
counselors. 

     Culturally Modifi ed Interventions   

 Culturally modifi ed psychotherapeutic and psychoeducational interventions can be 
used in primary care and have been shown to reduce health care disparities (Interian, 
Allen, Gara, & Escobar,  2008 ). The interventions with the strongest evidence base 
for use in Latinos with depression include Cognitive Behavioral Therapy ( CBT  )      , 
Behavioral Activation (BA),  Mindfulness   and Motivational Interviewing.

    1.      CBT   . CBT is a widely recognized evidenced-based treatment for depression that 
is as effective in Latinos as in non-Hispanic Whites (Alegría, Ludman, et al., 
 2014 ; Miranda et al.,  2003 ). Interian et al. ( 2008 ) have developed a culturally 
modifi ed ( Cognitive Behavioral Therapy  ) CBT intervention that was effectively 
piloted in the primary care setting. This intervention used the methods of CBT 
which include cognitive interventions that help patients recognize and identify 
patterns of thinking that contribute to negative self-evaluations.  CBT   also focuses 
on behaviors strategies that will counteract the effects of depression such as 
assertiveness training, relaxation, and increasing pleasurable activities (Beck 
et al., 1979). Cultural modifi cation was employed by using a case-conceptualiza-
tion approach that acknowledged the specifi c stressors that are predominant 
among low-income Hispanics. It was also employed in specifi c recommenda-
tions for behavioral strategies. For example, assertiveness training was adapted 
to include the cultural value of respect ( respeto ) so that assertiveness could be 
employed while maintaining respect. Similarly, cultural values were used to 
illustrate the value of changing cognitions such as ( poniendo de su parte ) or put-
ting in effort.   

   2.     Behavioral activation . Studies indicate that the application of behavioral activa-
tion therapy is effective in depression.  Behavioral activation treatment (BAT)   for 
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depression addresses problems a patient is experiencing in life that are not 
 considered rewarding. Inaction is the most common depressive reaction to life 
situations that are not considered rewarding. Basic behavioral activation strate-
gies are usually used in combination with cognitive behavioral therapy and ini-
tially target the inertia that occurs in depression. In BAT, emphasis is given to 
engaging the patient in activities that are considered rewarding and can be mas-
tered; less emphasis is given to problems related to thoughts and biological pro-
cesses (Lejuez, Hopko, Acierno, Daughters, & Pagoto,  2011 ). The patient is 
coached by the therapist to take an active participation in decision-making by 
establishing goals and begin to take steps to re-engage in life despite the lack of 
motivation or the negative feelings (Barry & Edgman-Levitan,  2012 ). 
Collaboration in the decision-making process is important when applying BA 
(Alegría, Carson, et al.,  2014 ; Dimidjian, Barrera, Martell, Munoz, & Lewinsohn, 
 2011 ) and requires that both the client and clinician share information and that 
BA activities take into account the patients’ cultural values and preferences 
(Barry,  2012 ; Comas- Diaz,  2006 ).   

   3.      Mindfulness - meditation   . Another approach is mindfulness-meditation which is a 
method that has been used for more than two decades to treat psychiatric  disor-
ders   including depression (Chiesa & Serretti,  2011 ). It has been successfully 
culturally modifi ed and can be used in the primary care setting as a brief inter-
vention to improve symptoms in people with chronic illness (Gucht, Takano, 
Broeck, & Raes,  2015 ; Keyworth et al.,  2014 ). This approach emphasizes 
focused, nonjudgmental awareness of experiences happening in the present 
moment as an alternative to worrying about future situations. Some studies have 
found that this therapy can help patients improve their quality of life and particu-
larly with bilingual patients, help them manage their stress and anxiety (Roth & 
Robbins,  2004 ).  Mindfulness-based stress reduction (MBSR)   is a series of tech-
niques that an individual or group of individuals can use such as informal mind-
fulness, yoga, and mindful breathing, that teaches directed attention to reduce 
anxiety (Keng, Smoski, & Robins,  2011 ) and depression (Deyo, Wilson, Ong, & 
Koopman,  2009 ; Godfrin & Van Heeringen,  2010 ).   

   4.     Motivational interviewing . The use of  motivational interviewing (MI)  , that is, the 
process of talking to a person in an empathetic and nonconfrontational way is an 
approach that can create confi dence in the patient to actively participate in treat-
ment decisions and facilitate interaction between the provider and the patient 
(Balan et al.,  2013 ; Lewis-Fernandez et al.,  2013 ). This approach can be effective 
when providers use cultural terms and idioms patients are familiar with to explain 
symptoms, distinguish medically unexplained symptoms, and differentiate them 
from signifi cant clinical signs (Añez, Paris, Bedregal, Davidson, & Grilo,  2005 ; 
Britigan, Murnan, & Rojas-Guyler,  2009 ; McCaffery, Smith, & Wolf,  2010 ; 
Sentell & Braun,  2012 ). 

 Many Latinos have the misconception that medications used in the treatment 
of depression are addictive (Interian et al.,  2007 ; Vargas et al.,  2015 ) and are not 
aware that depression has a genetic component (Caplan et al.,  2013 ). This mis-
conception can result in patients not accepting or adhering to their medication 
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treatment. The use of motivational interviewing when integrated to psycho- 
pharmacotherapy sessions is reported to effectively facilitate interaction between 
the provider and the patient and  improve   adherence to medication for depression 
(Balan et al.,  2013 ; Lewis-Fernandez et al.,  2013 ). Motivational pharmacother-
apy offers the provider and patient the opportunity to use their respective exper-
tise when deciding medication treatment, encourages self-effi cacy in patients so 
they can overcome barriers and can incorporate language and relevant cultural 
aspects that help the patient become engage in their pharmacotherapy. A motiva-
tional interviewing study on anti-depressive medication adherence that was 
adapted for Latinos found that the intervention was effective in helping patients 
change their conceptual and emotional viewpoint of adhering to medication 
treatment from a perceived mandated therapy to a personal and motivational way 
to fi ght (l ucha r) for improving their mental health (Interian, Martinez, Rios, 
Krejci, & Guarnaccia,  2010 ).    

      Technology 

 Technological  innovations   to mental health care delivery include the use of mobile 
apps, computer-based applications of psychotherapy and psychoeducation, and 
telephone-based therapy. Telephone-based psychotherapy has shown to be effective 
in reducing levels of depression and improving mood (Ludman, Simon, Tutty, & 
Von Korff,  2007 ). A Spanish language culturally modifi ed telephone  CBT   was more 
effective and cost saving than face-to-face CBT among Latino patients (Kafali, 
Cook, Canino, & Alegría,  2014 ).  

    Case Management and Community Health Workers 

 Many Latino immigrants in the U.S. might not have the social links or intercultural 
competence needed to learn how to access and utilize mental health care services 
that can assist them to cope with depression (Torres,  2010 ; Torres & Rollock,  2007 ). 
 Community health workers   ( promotoras ) are widely used in public health interven-
tions and chronic disease prevention, because of their knowledge of the cultural and 
communities from which they are from and their ability to provide support, advo-
cacy, and education.

    1.     Peer to Peer Communication . Similar to the support provided by Community 
Health Workers, peers can provide advocacy and increase access to care for peo-
ple experiencing stigmatizing conditions, such as mental illness (Deering et al., 
 2009 ). Peer counseling programs have been successfully used to prevent depres-
sion among low income, minority families at high risk for depression (Acri, 
Olin, Burton, Herman, & Hoagwood,  2014 ; Boyd, Diamond, & Bourjolly,  2006 ). 
Among Latino populations, peers have also been used to implement depression 
screening and treatment engagement interventions through messages of 
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 empowerment and patient activation or psychoeducation to train patients to ask 
questions and interact in a collaborative manner with their PCPs (Alegría, Polo, 
et al.,  2008 ).    

       Situating Depression Care Within the Appropriate Social, 
Economic, and Political Context 

 The concept of  integrated care   is a misnomer if it solely refers to the incorporation 
of behavioral health care in the primary care setting. There is no such thing as “inte-
grated behavioral health care is one fails to address the underlying social determi-
nants of health that are among the primary root causes of depression: economic 
inequalities, discrimination, poverty,  interpersonal violence (IPV)  , and lifelong 
exposure to adverse events” (Myers et al.,  2015 ) and societal stigma that is a barrier 
to help-seeking for many people with depression (Corrigan, Morris, Michaels, 
Rafacz, & Rusch,  2012 ). 

 All ethnic and racial minority groups have poverty rates exceeding the national 
average for non-Hispanic Whites of 11.6 %. Among racial groups, the highest 
national poverty rates were for American Indians and Alaska Natives (27.0 %) fol-
lowed by Blacks or African Americans (25.8 %) and Native Hawaiians and Other 
Pacifi c Islanders (17.6 %). By country of origin among Asians, poverty rates were 
highest for Vietnamese (14.7 %) and Koreans (15.0 %). Among Hispanics, poverty 
rates are highest for Dominicans, exceeding Blacks at 26.3 %, followed by, Puerto 
Ricans (25.6 %), Guatemalans, and Mexicans (24.9 %) and Salvadoreans (18/9 %) 
(Macartney, Bishaw, & Fontenot,  2013 ). Contributing to the high rates of poverty 
and psychosocial stressors among Dominicans and Puerto Ricans and African 
Americans are the two and three times higher than average rates of single parent 
homes with children under 18 when compared to non-Hispanic whites (Vespa, 
Lewis, & Kreider,  2013 ). 

 As a primary care provider, you may feel that it would be impossible to address 
societal factors that contribute to ill health. Thinking in this manner will ultimately 
lead to burn-out as you recognize that your treatment is essentially bandaging 
wounds. One of the most important ways to address the needs of our patients is to 
partner with communities and become informed of the community’s health needs. 
Is the neighborhood too unsafe for children and parents to walk outside for exer-
cise? Do the local corner groceries provide low fat products and fresh fruits? Is there 
are bus depot emitting fumes which contribute to high rates of asthma? Are there 
green spaces in the community? Working with Community Boards to identify and 
address health issues within the community is an effective way to ensure the long- 
term health of your patients. 

 A very high risk population that is often overlooked in primary care are patients 
with current or past histories of domestic violence, child abuse, and gender-based 
violence. Due to societal and economic stressors and cultural norms, racial and 
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ethnic minorities, particularly immigrants in the United States may be at even 
greater risk for adverse psychiatric consequences of IPV. Lifetime prevalence of 
IPV, including rape, physical violence, and stalking among ethnic and racial minori-
ties are signifi cantly higher than among White women (Black et al.,  2010 ). 

 Legal status in the United States is a societal aspect that creates barriers to care 
that affects many immigrant families. Immigration status impedes help-seeking 
behavior and provides a readily available mechanism by which women can be 
coerced. Women may silently endure domestic violence because of fears of being 
deported and losing their children. Some may fear that their partners will be jailed 
or deported leaving them without any fi nancial support. Most immigrant women are 
not aware of the legal protections available to them (Bhuyan & Senturia,  2005 ) such 
as the  U.S. Violence against Women Act (VAWA)   which allows battered women 
living in the United States to petition for permanent resident status even if they leave 
their American partner. 

 Many immigrant and minority women will not disclose intimate details of their 
personal lives (Hamdy,  2004 ; Nicolaidis et al.,  2011 ). 

 Internalized or self-perceived stigma inhibits help-seeking for depression, as 
well as IPV. Stigma also operates at the structural institutional level. Less funding is 
given to mental health research compared to other disorders and residential treat-
ment facilities for psychiatric patients are often located in undesirable neighbor-
hoods. Therefore, it is important to advocate for societal changes in mental health 
care and recommend that our patients join advocacy organizations such as the 
 National Alliance for Mental Illness (NAMI)   which has extensive programming and 
learning materials in Spanish. 

  Screening and Prevention of Domestic Violence .  The United States Preventive 
Services Task Force   has recently provided new guidelines recommending routine 
screening for IPV among women of childbearing age 18–46 (Moyer & 
U.S. Preventive Services,  2013 ). There is ample evidence of the benefi ts of screen-
ing as the health care risks of unaddressed IPV are great, including the chronic 
health conditions mentioned above; poor birth outcomes in pregnant women expe-
riencing IPV (El-Mohandes, Kiely, Gantz, & El-Khorazaty,  2011 ; Shah, Shah, & 
Knowledge Synthesis Group on Determinants of Preterm/LBW Births,  2010 ); and 
chronic and persistent mental illnesses. Screening can be accomplished with the 
simple four question HITS which has strong validity in English- and Spanish- 
speaking populations. 

 As a provider, you may be thinking that you don’t want to open that can of worms; 
however, women who experience  IPV   have greater psychological problems than 
women who have not experienced IPV, including PTSD, depression, low self- esteem, 
substance abuse, anxiety, eating disorders, and suicide attempts (Black et al.,  2010 ; 
Coker et al.,  2002 ; Edelson et al.,  2007 ). Treating depression without addressing the 
underlying domestic violence that carries with it a high risk of injury or death is tan-
tamount to malpractice. Effective interventions exist such as home visits, counseling, 
referrals to community service agencies and creating safety plans that have served to 
prevent these adverse outcomes, such as IPV in pregnancy; assaults and risk for homi-
cide and prematurity in neonates (McFarlane, Groff, O’Brien, & Watson,  2005 ). 
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 Truly integrated depression care for  Latinos   requires a multifaceted, interdisci-
plinary approach starting with community-based efforts at prevention, culturally 
sensitive screening, appropriate referrals, strategies to improve adherence and mini-
mize drop-out, and effective behavioral interventions within the health care 
setting.      
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    Chapter 11   
 Using Integrated Care to Treat Anxiety 
Among Latino Populations                     

     Velma     Barrios      ,     Michelle     Blackmore     , and     Denise     Chavira    

         Introduction: Addressing Disparities Through Integrated 
Behavioral and Primary Care 

 The growth of the nation’s Latino group is estimated to nearly double over the next 
half century (from 13 to 24 %; U.S. Census Bureau,  2003 ). Most notably, while the 
total U.S. population increased 10 % from 2000 to 2010, the  Latino population   
increased 43 % (U.S. Census Bureau,  2010 ). This growth has taken place at a time 
when many social service systems are not prepared to address the needs of the cul-
turally pluralistic Latino population. For instance, a signifi cant number of Latinos 
have relatively high levels of mental health problems and unmet mental health 
needs (Kessler et al.,  1994 ), contributing to Latinos’ overrepresentation among indi-
viduals at risk for poor mental health outcomes (e.g., groups with lower socioeco-
nomic status, limited English profi ciency) (Derose & Baker,  2000 ; Ku & Matani, 
 2001 ; Vega, Alderete, Kolody, & Aguilar-Gaxiola,  1998 ). A signifi cant gap exists 
between the need for and availability of culturally competent mental health services 
for Latinos. With new health care reform legislation, a unique opportunity exists to 
enhance the accessibility and quality of mental health services that are available in 
primary care settings for this population. 

 Latinos in the U.S.    experience substantial diffi culties in obtaining adequate 
access to health care (Alegría et al.,  2002 ) and mental health services (Blanco et al., 
 2007 ; Center for Mental Health Services,  2000 ), and overall are underrepresented 
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in mental health settings (e.g., Vega, Kolody, Aguilar-Gaxiola, & Catalano,  1999 ). 
Many Latinos seeking services for psychological problems tend to do so from their 
primary care providers, highlighting the need for culturally appropriate integrated 
care in this setting. Developing culturally competent integrated care models has the 
potential to signifi cantly decrease disparities in access to and quality of behavioral 
health services among the Latino population in the U.S. The chief goal of this chap-
ter is to examine how cultural considerations can be applied to evidence- based 
interventions for anxiety in an integrated care setting. 

   Latinos as an at- Risk Population   

 Research suggests that Latinos in the U.S. tend to have high prevalence rates of 
 anxiety disorders   and comorbidity—primarily with depression (Kessler et al., 
 1994 ). Some evidence indicates that Latinos also have higher rates of  anxiety disor-
ders   when compared to other ethnic groups (Minsky, Vega, Miskimen, Gara, & 
Escobar,  2003 ). Though not statistically different, epidemiological data show that 
compared to whites, Latinos have greater levels of symptom severity and greater 
12-month prevalence rates of  anxiety disorders   (21.4 % vs. 18.9 %) (Kessler, Chiu, 
Demler, & Walters,  2005 ). In other studies, Latinos have lower rates of  anxiety dis-
orders   than non-Latino whites but, among Latinos who became ill, the disorder was 
more likely to be chronic than in non-Latino whites (Breslau, Kendler, Su, Gaxiola-
Aguilar, & Kessler,  2005 ). That is, Latinos may be at high risk for developing 
chronic  anxiety disorders   when left untreated. 

 In recent decades, the U.S. has seen the greatest infl ux of Latino immigrants 
compared to other countries (Kaiser Commission on Medicaid and the Uninsured, 
 2004 ). Like many other immigrant populations, immigration for Latinos can lead to 
considerable familial, social, and environmental hardships (Perez & Fortuna,  2005 ), 
including separation from family, loss of family support and social status, lack of 
community, poorer living conditions, discrimination, and language and communi-
cation diffi culties (Finch, Kolody, & Vega,  2000 ; Finch & Vega,  2003 ; Hovey, 
 2000a ,  2000b ; Perez & Fortuna,  2005 ). Many Latinos immigrate to the U.S. due to 
economic  adversities   and violence resulting from political oppression or war- related 
violence in their country of origin (Leslie & Lietch,  1989 ); factors that also contrib-
ute to psychological issues related to trauma, loss, and poverty (Organista & Muñoz, 
 1996 ). Given such negative life events are frequently linked to poor psychological 
adjustment (Hiott, Grzywacz, Arcury, & Quandt,  2006 ; Perez & Fortuna,  2005 ; 
Portes & Rumbaut,  2006 ), Latinos may be at particularly high risk for developing 
psychiatric disorders—particularly anxiety and depression (Plante, Manuel, 
Menedez, & Marcotter,  1995 ).  
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    Anxiety and Service Use in Primary Care Settings 

 Currently,  anxiety disorders   are the most prevalent mental health problems seen in 
primary care settings (Kessler et al.,  2005 ). Latinos, like other groups, underutilize 
psychiatric services. However, unlike other groups, Latinos overutilize primary 
care health services and are twice as likely to seek treatment for psychiatric disor-
ders in publicly funded primary care rather than mental health specialty settings 
(U.S. Surgeon General,  2001 ). Overutilization of services may be due, at least in 
part, to differences in beliefs about psychiatric disorders and treatment preferences. 
For instance, the tendency for Latinos to believe that psychiatric disorders are bio-
logically based makes them more likely to seek and receive mental health treatment 
in primary health care settings (Givens, Houston, Van Voorhees, Ford, & Cooper, 
 2007 ). Further, given the stigmatizing attitudes associated with visiting a mental 
health professional (Azocar, Areán, Miranda, & Muñoz,  2001 ), Latinos may feel 
more comfortable seeking services from their medical providers (i.e., primary care 
providers and allied professionals) than mental health specialists in community 
mental health agencies or private practices (Vega, Kolody, & Aguilar-Gaxiola, 
 2001 ).  

    Disparities in Quality of Care for Latinos in Primary  Care   

 Disparities exist in detection and treatment of depression and anxiety in primary 
care. In a study that examined ethnic/racial disparities over a 10-year period, Latinos 
with anxiety and depression who had visits to primary care had signifi cantly lower 
odds of receiving a diagnosis than non-Latino whites. Additionally, Latinos had 
signifi cantly lower odds (compared with whites) of receiving an antidepressant pre-
scription, and of receiving any care at all. Despite the signifi cant number of patients 
with diagnosable  anxiety disorders   that present in primary care, it appears that anxi-
ety is infrequently detected among ethnic/racial minorities (Stockdale, Lagomasino, 
Siddique, McGuire, & Miranda,  2008 ). Further, when anxiety is recognized, evi-
dence-based psychological interventions are rarely used, and are particularly 
unlikely to be used when treating Latinos (Stockdale et al.,  2008 ; Young, Klap, 
Sherbourne, & Wells,  2001 ).  

    Evidence-Based Treatments for  Anxiety   

 At present, there is an abundance of data suggesting that psychosocial (i.e., cogni-
tive behavioral therapy [ CBT  ]   ), pharmacologic treatments (i.e.,  psychotropic medi-
cations  ) or a combination of the two are effi cacious for the treatment of  anxiety 
disorders   (Norton & Price,  2007 ; Roy-Byrne & Cowley,  2007 ). A growing body of 
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literature also suggests that these evidence-based interventions are effective in real- 
world settings, including primary care (Roy-Byrne et al.,  2005 ,  2010 ). Moreover, 
clinical outcomes appear similar for Latinos and non-Latino whites who receive 
pharmacological and psychosocial interventions in primary care settings (Chavira 
et al.,  2014 ). Below, we briefl y describe pharmacotherapy and CBT for  anxiety 
disorders  . 

    Pharmacotherapy 

  Antidepressants   are the fi rst-line medication treatments for  anxiety disorders  , par-
ticularly the  selective serotonin reuptake inhibitors (SSRIs)   and  serotonin- 
norepinephrine reuptake inhibitors (SNRIs)  . Response rates are in the range of 
50–70 % (Stein,  2005 ). These classes of medication include fl uoxetine (Prozac), 
fl uvoxamine (Luvox), citalopram (Celexa), escitalopram (Lexapro), paroxetine 
(Paxil), and sertraline (Zoloft) for the SSRIs, and venlafaxine (Effexor) and 
duloxetine (Cymbalta) for the SNRIs. Although there is a 3–4 week delay in 
response, the reduced potential for addiction makes these medications more desir-
able for long- term management of anxiety symptoms. For patients with major 
functional impairments requiring short-term symptom relief, benzodiazepines 
like clonazepam (Klonopin) or alprazolam (Xanax) may be indicated for faster 
response or until satisfactory symptom reduction has been achieved with an SSRI, 
SNRI, or other treatment.  Benzodiazepines   can also be used on an as-needed 
basis. However, continuous long-term use of benzodiazepines can lead to physi-
ological tolerance, abuse, and dependence, while discontinuing their use can lead 
to symptom relapse and abrupt discontinuation can lead to withdrawal symptoms 
(e.g., seizures). Other widely used pharmacotherapies for anxiety include 
 Buspirone (Buspar)  , an anxiolytic that is primarily used for the treatment of  gen-
eralized anxiety disorder (GAD)  . 

  Clomipramine (Anafranil)   is a tricyclic antidepressant used specifi cally for the 
treatment of  obsessive-compulsive disorder (OCD)   or for patients with anxiety that 
do not respond well to SSRIs and SNRIs. Adverse side effects for tricyclics include 
anticholinergic symptoms (jitterness, postural hypotension, dry mouth, constipa-
tion), which makes tricyclics a less desirable form of treatment for patients with 
 anxiety disorders  .  Monoamine oxidase inhibitors (MAOIs)  , like phenelzine (Nardil) 
and tranylcypromine (Parnate), are sometimes used for the treatment of panic disor-
der or generalized social anxiety. Importantly, their use requires strict dietary 
restrictions (limit foods rich in tyramine); otherwise, MAOIs have the potential to 
increase the risk of a hypertensive crisis, stroke, or even death. Because of this side 
effects’ profi le, health professionals limit their use for the treatment of anxiety, as 
other effi cacious pharmacotherapies with more benign side effects (e.g., SSRIs) are 
available. Finally, beta-blockers, such as  propranolol (Inderal)   and  atenolol 
(Tenormin)  , reduce tachycardia, trembling, and blushing and can be helpful on an 
as-needed basis for the treatment of anxiety related to performance situations.  
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    Psychosocial Intervention: Cognitive Behavioral Therapy 

 Cognitive behavioral therapy ( CBT  )    is an empirically supported treatment and the 
gold standard psychosocial treatment for the  anxiety disorders   (Chambless & 
Ollendick,  2001 ; Hofmann & Smits,  2008 ). Briefl y, CBT involves systematic expo-
sure to feared stimuli in order to reverse patterns of avoidance, as well as cognitive 
restructuring to alter irrational thoughts and beliefs. More specifi cally, over the 
course of treatment, individuals learn through direct experience (i.e., exposure) that 
fear, anxiety, and the associated stimuli and contexts are not harmful and that they 
can cope with anxiety-producing situations; this learning is facilitated by discussion 
and verbal processing (i.e., cognitive restructuring; Craske,  1999 ).   

    Integrated Models of Care 

 Despite demonstrated effectiveness of evidence-based treatments (e.g.,  CBT  ) for 
 anxiety disorders  , the majority of patients do not have access to these interventions 
partially due to fragmentation of behavioral and primary health care and lack of 
coordinated care among providers. Health care reform legislation aims to reduce 
ineffective silo-based systems of care by creating integrated behavioral and medical 
health care systems. The more successful integrated care efforts do not solely rely 
on being co-located, but improve care quality and outcomes through integration of 
screening, assessment, and treatment of behavioral health conditions into the over-
all health care of patients entering the primary care setting. In this model, all pri-
mary care staff and providers are part of the collaborative effort, from the front desk 
and offi ce personnel, to the nurses, the PCPs, the behavioral health team, and the 
administrators and site leadership. For example, the front desk staff is often the fi rst 
point of contact for the patient and can be responsible for handing out the behavioral 
health screen and briefl y explaining the primary care physician’s interest in the 
patient’s overall health care, both behavioral and medical. The nurses can then col-
lect and review the screen while rooming the patient for the primary care physician. 
The primary care physician, typically operating as the center of the team overseeing 
all aspects of the patient’s care, can then confi rm any symptomatology, possibly 
make a preliminary mental health diagnosis, and then either provide a brief inter-
vention (including prescribing an antidepressant), seek consultation, or introduce 
the services provided by the behavioral health team and make a referral. 

 The integrated care team can consist of one or more behavioral health care 
specialist(s) ( BHS  ; e.g., care manager, psychologist, consulting psychiatrist, and/or 
social worker) and their roles will vary depending on the model, the patient’s needs, 
and the resources available (Collins, Hewson, Munger, & Wade,  2010 ). In a par-
tially integrated model, communication between the BHS and the  primary care pro-
viders (PCPs)   is routine and on-site counseling and concrete services are offered or 
referrals are made to specialty providers. In a fully integrated model, behavioral 
health care is often co-located in primary care and treatment plans integrate 
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 behavioral and medical aspects, with a high degree of shared treatment responsibil-
ity between the BHS and primary care provider. Behavioral health treatment options 
can consist of medication management, evidence-based psychotherapy (e.g.,  CBT  , 
Problem-Solving Therapy, Behavioral Activation, Motivational Interviewing), and/
or care and case management. A stepped-care approach is often utilized to deliver 
treatments that are effective but conserve behavioral health resources. Monitoring 
the patient’s progress using treat-to-target measures ensure the patient is moved to 
the next level of stepped care when necessary. 

 Regardless of the level of integration, the goal is to have the  BHS   collaborate 
with the primary care physician to design, implement, and adjust, as necessary, a 
treatment plan for every patient. If the behavioral health team consists of a consult-
ing psychiatrist, their role may vary from providing consultation and supervision to 
the medical care team to becoming the primary provider for a complex patient who 
needs specialty behavioral health treatment. Ultimately, the BHS will be essential in 
providing a comprehensive assessment, confi rming diagnoses, and monitoring the 
patients’ mental health symptoms and needs within the parameters of a primary care 
setting. Coordination and communication amongst the health care team (e.g. BHS, 
PCP), including regular team meetings, is crucial to best synchronize health care 
visits, share knowledge of the patient’s care, and monitor the patient’s progress 
using treat-to-target measures. 

 Integrated models of care for anxiety are relatively new but are supported by a 
substantial body of research on integrated care for depression, which demonstrates 
their effectiveness in improving early detection, treatment, and short- and long-term 
mental health and medical care outcomes when compared to standard care (Gilbody, 
Bower, Fletcher, Richards, & Sutton,  2006 ; Katon et al.,  2012 ; Katon, Unützer, 
Wells, & Jones,  2010 ; Unützer et al.,  2008 ), including those utilizing psychological 
interventions (Coventry et al.,  2014 ). In the presence of minor sociocultural adjust-
ments to the model, similar improvements in health care outcomes and patient sat-
isfaction in minority populations have been demonstrated, including in predominantly 
low-income Latino groups (Ell et al.,  2010 ; Miranda et al.,  2003 ). 

    Integrated Models of Care for Anxiety 

 Integrated care models for  anxiety disorders   have also shown promise. One study 
combining pharmacotherapy and a cognitive behavioral intervention for the treat-
ment of panic disorder in primary care settings demonstrated signifi cantly greater 
improvements across all outcome measures compared to treatment as usual (i.e. 
typical pharmacotherapy) (Roy-Byrne et al.,  2005 ; Roy-Byrne, Katon, Cowley, & 
Russo,  2001 ). The collaborative care intervention included up to 6 sessions, across 
12 weeks, of  CBT   modifi ed for the primary care setting and provided by the  BHS  . 
Pharmacotherapy in the collaborative condition was provided by the primary care 
physician with guidance from a psychiatrist. 

 A subsequent study which included more  anxiety disorders   within an integrated 
care model sought to provide treatment for panic disorder and GAD using a 
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telephone- based collaborative care intervention (Rollman et al.,  2005 ). In the 
 intervention group, non-mental health professionals provided psychoeducation, 
assessed preferences for guideline-based care, monitored treatment responses, and 
informed physicians of their patients’ care preferences and progress via an elec-
tronic medical record system. The intervention proved more effective at improving 
anxiety symptoms, health-related quality of life, and work-related outcomes com-
pared to care as usual (Rollman et al.,  2005 ). Additional trials of integrated treat-
ment of GAD support fi ndings that the model is generally  superior   to care as usual 
in reducing symptoms (Archer et al.,  2012 ; Muntingh et al.,  2013 ; Price, Beck, 
Nimmer, & Bensen,  2000 ), as well as improving patients’ satisfaction with their 
health care (Price et al.,  2000 ). An  integrated anxiety care   approach within the prac-
tice of cardiology further addressed the interplay between behavioral and medical 
health, and helped patients adapt a more healthy lifestyle to improve health care 
outcomes (Janeway,  2009 ). While results are promising, these studies have not 
included adequate representation of Latinos; additional research is necessary to 
examine these models in ethnic minority populations. 

 The largest trial of integrated anxiety care to date is the  Coordinated Anxiety 
Learning and Management (CALM) model  , based on the IMPACT intervention for 
depression. The CALM model used a computer-assisted  CBT   program with possi-
ble phamacotherapy to treat four of the major  anxiety disorders   seen in primary care 
(i.e., GAD, panic disorder with or without agoraphobia, social phobia, and post- 
traumatic stress disorder). Treatment included approximately eight sessions of CBT 
and/or medication management treatment over 10–12 weeks, with follow-up phone 
calls for up to 1 year (Sullivan et al.,  2007 ). Outcomes for intervention patients were 
signifi cantly better than control patients for all measures, except physical health and 
satisfaction, at all time points (6, 12, 18 months). The CALM study was highly fl ex-
ible and effective for a wide range of patients and targeted multiple  anxiety disor-
ders  , making this model’s application feasible and applicable in primary care 
settings. The computer assisted-CBT was also acceptable to patients and improved 
effectiveness of care (Craske et al.,  2009 ; Roy-Byrne et al.,  2010 ). 

 To our knowledge, the CALM study is the largest clinical trial examining  CBT   
for anxiety in Latino adults (Chavira et al.,  2014 ). Rates of treatment preference for 
Latinos in this study were similar to non-Latino whites; 40 % of Hispanic patients 
preferred CBT only, 52 % preferred CBT and medication, and 9 % preferred medi-
cation only (Chavira et al.,  2014 ). Findings from this study suggest that the CBT 
intervention was similarly effective for Hispanic and non-Hispanic Whites with 
 anxiety disorders  , although the study’s sample was made up of a primarily accultur-
ated Latino group (e.g., bilingual, higher income). Scores on engagement- related 
outcome measures (e.g., adherence, commitment, treatment completion) were also 
mostly similar among Latinos and non-Latino whites, other than a measure on 
understanding of CBT principles. Studies examining the effectiveness of CBT for 
other psychiatric conditions, such as depression, also demonstrate favorable out-
comes for Latinos (e.g., Markowitz, Speilman, Sullivan, & Fishman,  2000 ; 
Miranda, Azócar, Organista, Dwyer, & Areane,  2003 ). This growing body of 
research suggests CBT may be a promising therapeutic modality for integrated care 
models with Latinos.   
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    Identifi cation and Assessment of  Anxiety   

 The success of behavioral health integration also relies on improving the utilization 
of mental health screenings. Accurate screening and diagnosis is the fi rst step to 
ensuring early identifi cation of individuals in need of mental health treatment within 
primary care. This is particularly true for  anxiety disorders  , which are often misdi-
agnosed in these settings (Menninger,  1995 ) and can lead to signifi cant impairment 
in both mental and physical health functioning (Revicki, Brandenburg, Matza, 
Hornbrook, & Feeny,  2008 ). 

 Only a handful of screening measures available today have proven feasible in the 
typically fast-paced primary care setting where limited time and resources are com-
mon. The Patient Health Questionnaire (PHQ), 2-item and 9-item version, is com-
monly used in medical settings and has shown utility in monitoring depression 
symptom severity and treatment response and remission, even in practices with lim-
ited resources (Duffy et al.,  2008 ; Katzelnick et al.,  2011 ). The  Overall Anxiety 
Severity and Impairment Scale (OASIS)   is another highly useful screener for pri-
mary care settings. It is a 5-item self-report questionnaire that is brief, has demon-
strated validity, includes a measure of functional impairment, and is able to capture 
the severity of any or multiple  anxiety disorders   (Campbell-Sills et al.,  2009 ). 
However, it may not discriminate well between depression and anxiety (Campbell- 
Sills et al.,  2009 ). The  Generalized Anxiety Disorder 7-item scale (GAD-7)   is also 
increasingly being used in medical settings, evidencing good  sensitivity   and speci-
fi city as a screener for GAD (Spitzer, Kroenke, Williams, & Lowe,  2006 ), panic, 
social anxiety, and post-traumatic stress disorder ( PTSD  ; Kroenke, Spitzer, Williams, 
Monahan, & Lowe,  2007 ). Similarly, the  Anxiety and Depression Detector (ADD)   
was developed as a time-effi cient screen for GAD, panic disorder, PTSD, social 
phobia, and depression in primary care settings (Means-Christensen, Sherbourne, 
Roy-Byrne, Craske, & Stein,  2005 ). However, the specifi c items measuring PTSD 
and social phobia may not be as valid as those for the other  anxiety disorders   and 
depression (Chavira, Stein, & Roy-Byrne,  2008 ). To screen for specifi c  anxiety dis-
orders   like PTSD and social phobia, the abbreviated versions of the PTSD Checklist 
(Lang & Stein,  2006 ) and the  Social Phobia Inventory (SPIN)   (Connor, Kobak, 
Churchill, Katzelnick, & Davidson,  2001 ) have been useful in primary care. Several 
of these more commonly used measures have been validated in Latino populations, 
including the PHQ-9 (Huang, Chung, Kroenke, Delucchi, & Spitzer,  2006 ) and 
GAD-7 (Mills et al.,  2014 ). More research is needed in this area to ensure these 
measures of anxiety are valid in ethnically diverse patient populations. 

 For a more thorough assessment, The  Mini International Neuropsychiatric 
Interview (MINI)   has demonstrated accuracy in diagnosing  anxiety disorders   such 
as GAD and panic disorder, is perceived positively by patients, and has been feasi-
bly administered in primary care facilities (Pinninti, Madison, Musser, & Rissmiller, 
 2003 ). The MINI also has demonstrated validity as a screener for all the disorders it 
covers (Lecrubier et al.,  1997 ). The PRIME-MD is also well validated, covers a 
range of psychiatric disorders, and includes a 26-item self-report screening 
 questionnaire, and a structured interview completed by the provider (Spitzer, 
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Kroenke, Williams, & Patient Health Questionnaire Primary Care Study Group, 
 1999 ). The Brief Symptom Inventory-18 (BSI-18) is a sensitive, well validated 
measure for psychological distress (Carlson & Bultz,  2003 ; Degoratis,  2000 ), 
though it may be lengthy in comparison to other measures used in primary care set-
tings (Chavira et al.,  2008 ). Such measures are not only important for identifying 
individuals at risk for mental illness, but also in providing measurement-informed 
care which is key in tracking progress and outcomes. 

    Cultural Conceptualizations of  Anxiety   

 The manner in which anxiety manifests may be different for Latinos and should be 
considered when conducting culturally informed assessments (Benuto, Olmo- 
Terasa, & Reyes-Rabanillo,  2011 ). In addition to standard assessments of anxiety, it 
can be important for a provider to ask questions that allow a patient to explain their 
understanding of an illness, including causes and expectations of treatment. In 
doing so, providers will have access to patients conceptualizations of anxiety that 
may be different from traditional psychiatric and medical explanations. For Latino 
patients, assessments that include such an approach may improve the strength of the 
patient-provider relationship and improve detection of problematic anxiety.  

     Somatic Symptoms   

 Several studies have found that Latinos are more likely to endorse somatic symp-
toms as a key feature of anxiety/worry. In particular, fi ndings from clinical samples 
of patients with anxiety and depressive disorders, suggest that Latinos report more 
somatic and physiological sensations than their non-Latino white counterparts 
(Canino, Rubio-Stipec, Canino, & Escobar,  1992 ; Escobar, Gomez, & Tuason, 
 1983 ; Mezzich & Raab,  1980 ). Some have proposed that Latinos may perceive 
somatic complaints as less stigmatizing, and therefore more readily report such 
symptoms. Others have explained that Latinos believe that they are more likely to 
receive care if they disclose physical problems rather than mental health problems 
(Canino et al.,  1992 ). Variations in symptom expression across cultures underscore 
the need for providers to exercise fl exibility when assessing Latino patients 
(Hackethal et al.,  2013 ; Hirai, Stanley, & Novy,  2006 ; Lewis-Fernandez et al., 
 2010 ). Specifi cally among Latinos (especially Spanish speaking Latinos), physio-
logical/somatic symptoms may be a better indicator of an anxiety disorder, such as 
GAD, than questions that tap into psychological and cognitive  worry  . 

    Ataques de Nervios   

 Much research surrounds the cultural idiom of distress called ataques de nervios. 
Translated as “nervous attacks,” symptoms of “ataques de nervios” include trem-
bling, crying spells, screaming uncontrollably, and sudden verbal and physical 
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aggression (Lopez & Guarnaccia,  2000 ). Additional symptoms may include dizzi-
ness or fainting, dissociation, and suicidal gestures. These attacks are most preva-
lent among Puerto Rican and Caribbean populations and episodes often occur after 
a stressful life event or signifi cant loss (e.g., divorce, death of close family member) 
(Lopez & Guarnaccia,  2000 ). Indeed, reports show overlap between ataques de 
nervios and panic disorder (Lewis-Fernandez et al.,  2002 ; Salman et al.,  1998 ). 
However, only a third of ataques fulfi ll  DSM-IV  criteria for panic attacks and only 
17 % fulfi ll panic disorder criteria, suggesting that ataques are not completely 
accounted for by DSM criteria. While in some cases, ataques may be indicative of 
an anxiety disorder, in other cases, it may simply be a transient expression of dis-
tress among Latinos.  

    Nervios   

 “Nervios” is another cultural idiom of distress that is related to anxiety. Nervios 
differs from ataques as it represents more of a generalized state of distress rather 
than a discrete episode. Among Latinos, the concept of nervios represents an expres-
sion of both physical and emotional distress that often emerges from confl icts in 
various life domains (family, legal status, parenting, gender roles, etc.) and most 
often occurs in the context of social disadvantage (Guarnaccia & Farias,  1988 ). 
 Somatic symptoms   associated with nervios include headaches, backaches, trem-
bling, lack of appetite and sleep, fatigue, physical agitation, diffi culty breathing, 
chest pain, gastrointestinal problems, dizziness, blurred vision, fevers, and sweat-
ing, among other symptoms (Salgado de Snyder, de Jesus Diaz-Perez, & Maldonado, 
 1995 ). Psychological symptoms associated with nervios include irritability, anger, 
sadness, obsessive ideation, overwhelming concerns, lack of concentration, confu-
sion, crying  spells  , fears, anxiety, and erratic behavior (Finkler,  1985 ; Salgado de 
Snyder et al.,  1995 ). 

 Questions regarding these expressions of distress should be included in assess-
ments with Latinos. Further, efforts are necessary to educate providers about varia-
tions in how Latinos may experience and describe anxiety symptoms. Providers 
also should be advised that many of these complaints overlap with symptoms of 
depression and anxiety but are not necessarily synonymous with these disorders.    

    Cultural Considerations Applied to Evidence-Based 
Interventions in an Integrated Model of Care 

 Integrated care efforts in primary care settings may improve the screening and treat-
ment of Latinos with mental health needs simply through accessibility, given they 
are more likely to seek these services from their primary care providers. Indeed, 
integrating a consulting psychiatrist and psychological services within primary care 
has improved access to mental health care among typically underserved minority 
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and low-SES populations (Schreiter et al.,  2013 ). However, access alone does not 
necessarily improve treatment outcomes (Areán et al.,  2008 ). Culturally appropriate 
health care practices are necessary to improve diagnosis and quality of care (Young 
et al.,  2001 ). 

 Some have proposed that adaptations to interventions are necessary to improve 
the culturally appropriateness, satisfaction and response rates associated with 
evidence- based interventions for ethnic/racial minorities. However, debate about 
the utility of cultural adaptations continues (Benuto & O’Donohue,  2015 ; Lau, 
 2006 ) and few cultural adaptations have been examined in the primary care setting. 
At present, most fi ndings suggest that Latinos who receive minimally adapted  CBT   
have similarly favorable outcomes as non-Latino whites in both primary care and 
non-primary care settings (Chavira et al.,  2014 ; Pina, Silverman, Fuentes, Kurtines, 
& Weems,  2003 ). Unfortunately, fi ndings are often limited by the fact that most tri-
als have only recruited small proportions of Latinos and many have not been con-
ducted with Spanish speaking or less-acculturated populations. More consistently, 
data have emerged to suggest potential differences in the social validity (e.g. adher-
ence, engagement) of existing evidence-based interventions such as CBT (Chavira 
et al.,  2014 ; Lau,  2006 ) when used with ethnic minorities such as Latinos, under-
scoring the need for interventions to consider the impact of engagement- related 
concerns in this group.  

    Engagement of Latinos  in Integrated Models of Care   

 Studies examining engagement-related outcomes (e.g., treatment uptake, adher-
ence, and attrition) have mostly focused on patients with depression; these studies 
have found higher attrition rates (drop-out) in both pharmacological and psychoso-
cial interventions for Latinos when compared to whites (Arnow et al.,  2007 ; Chavira 
et al.,  2014 ; Organista, Muñoz, & Gonzalez,  1994 ). Problems with medication com-
pliance,  CBT   attendance, and completion of CBT homework assignments, also 
have been reported (Aguilera, Garza, & Muñoz,  2010 ; Miranda & Cooper,  2004 ). 
Differences in attendance rates and premature termination have been attributed to 
logistic (e.g., multiple competing demands, transportation etc.), motivational, and 
attitudinal factors (e.g., outcome expectancies and stigma) (McCabe,  2002 ; Miranda, 
Azócar, et al.,  2003 ). Other factors such as perceived cultural fi t of the program, 
beliefs about causes of mental illness, and therapist-client ethnic match, may also 
have an impact. 

    Recommendations for Primary Care 

 Interventions that are delivered in primary care settings are advised to attend to 
these differences and utilize strategies to improve engagement in services for 
Latinos. When working with Latinos in primary care, it is advisable to clarify the 
need for services and to provide education about the therapy process itself. More 
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specifi cally, PCPs and behavioral health specialists should be prepared to explain 
the “therapy” process and to dispel potential myths about therapy (e.g., therapy as 
long-term, therapy as too diffi cult, etc.). Further, providers should be active in dis-
cussing stigma related concerns, given their frequency in the Latino population. 
Previous data suggest that stigma associated with mental illness can prevent indi-
viduals from seeking care and lead to premature termination and poor adherence 
(Interian, Martinez, Guarnaccia, Vega, & Escobar,  2007 ; Nadeem et al.,  2007 ; Sirey 
et al.,  2001 ). In addition, previous negative experiences with mental health treat-
ment may lead to premature dropout and less future use (McCabe,  2002 ; McKay, 
Stoewe, McCadam, & Gonzales,  1998 ). Important to note, the experience of dis-
crimination has been posited as one explanation for low service use among Latinos 
with mental health care needs and fi ndings suggest that the perception of discrimi-
nation itself, is associated with negative mental health outcomes such as suicidal 
ideation, state anxiety, trait anxiety, and depression (Hwang & Goto,  2008 ; Krieger, 
Smith, Naishadham, Hartman, & Barbeau,  2005 ). 

 Barriers such as lack of time, inability to obtain permission to leave work, lack 
of childcare, and transportation are common logistic barriers that may interfere with 
initial attendance or ongoing treatment (Alvidrez & Azocar,  1999 ; Fortuna, Alegria, 
& Gao,  2010 ; McKay, McCadam, & Gonzales,  1996 ; Miranda, Duan, et al.,  2003 ; 
Miranda & Green,  1999 ). Such barriers may need to be discussed and problem- 
solved on a regular basis. In a study of 339 Latino primary care patients with depres-
sive disorders, education sessions, telephone sessions, transportation assistance, 
and family involvement, were engagement strategies that increased the likelihood of 
service utilization in this group (Dwight-Johnson et al.,  2010 ). To ensure effective 
engagement, it is likely that these same issues will need to be addressed in inte-
grated models of care for Latinos with  anxiety disorders  . 

 Lastly, bilingual and culturally competent providers as well as well-trained inter-
preters are necessary in integrated models of mental health care. Unfortunately, 
recent results from a 10-year perspective examining efforts to diversify the mental 
health workforce and increase the pool of bilingual providers, suggest that little 
progress has been made in this area (DeCarlo Santiago & Miranda,  2014 ). In the 
absence of a small bilingual mental health workforce, novel models of treatment and 
service delivery may be required. For example, it is possible that the shortage of 
bilingual clinicians could be addressed in part through the use of a bilingual and 
culturally competent paraprofessional workforce (e.g. patient navigators, peer coun-
selors, and/or community health workers/promotoras) to facilitate the delivery of 
services with Latino communities. Additionally, technological advances including 
therapies delivered via computer can be translated and used as part of integrated 
care models for Latinos with  anxiety disorders  . Future research is necessary to 
examine such innovations broadly and in primary care models specifi cally. 

 Moving toward an integrated health care model that adequately addresses the 
needs of the Latino population, involves signifi cant administrative, operational, and 
technical challenges. Leadership and administration are responsible for the devel-
opment of program protocols that train staff and providers in the fundamentals of 
integrated care, and also in the fundamentals of culturally competence. Training 
should focus on how to provide patient-centered health care through the  incorporation 
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of the patient’s values, needs, and concerns in order to foster a more personalized, 
culturally appropriate treatment approach. Leadership in primary care must take an 
active role in reinforcing these messages, with ongoing in-service trainings, and 
continually encourage the shift away from fragmented, silo-based health care, to 
one of culturally competent collaboration and information sharing. It is also neces-
sary to ensure that a solid interoperable information technology infrastructure is in 
place to: (a) promote and monitor collaborative, evidence-based practice, (b) allow 
for timely sharing of patient health records and treatment plans across providers and 
care or case managers, and; (c) assist in preventing unnecessary or duplicate proce-
dures and treatments.    

    Conclusions and Future Directions 

 Integrated health care has potentially vast implications for improving mental health 
care amongst the Latino population, especially those who are socially disadvan-
taged, but more research is required to empirically validate this position. Particularly 
important is greater examination of cultural factors that may need to be considered 
in models of integrated care. The current chapter provides a discussion of culturally 
related assessment and treatment factors that may need to be considered to improve 
the quality of integrated models of care. 

 Meeting the aims of current health care reform efforts—to improve quality of 
care, provide better health for populations, and lower health care expenditures, 
necessitates the full integration of behavioral health care for underserved popula-
tions. The passage of the Affordable Care Act makes it more likely that the number 
of Latinos with health insurance will increase. In fact, it was recently estimated that 
the rate of uninsured Latinos has already decreased from 36 to 23 % (Doty, 
Blumenthal, & Collins,  2014 ), and increased utilization of mental health by Latinos 
have been observed (Schreiter et al.,  2013 ). Whether there will be optimal quality 
mental health services to meet the needs of this population, particularly in primary 
care settings, remains uncertain. Efforts to improve the availability, accessibility, 
and quality of behavioral health care for Latinos in primary care, is an important 
avenue of research that has the potential to deter the chronic course of anxiety that 
can be so debilitating when left untreated in this population.     
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    Chapter 12   
 Integrated Care for Pain Management 
Among Hispanic Populations                     

     Gwen     Sherwood       and     Jeanette     A.     McNeill    

          Introduction 

 The management of  pain   continues to challenge health care providers and the health 
care system with high direct expenditures for medical care and medication related 
to pain and the indirect costs associated with lost productivity in the work force. 
This has contributed to a “pain crisis in America” (Meghani, Byun, & Gallagher, 
 2012 , p. 150) and resonates globally. Researchers report community populations 
may have a pain prevalence as high as 40 % noting minority members are overrep-
resented and more frequently undertreated (Mossey,  2011 ). Hispanic populations 
may present unique considerations that derive from the diversity of multinational 
backgrounds with strongly held values and beliefs and cultural perspectives. The 
purpose of this chapter is to explore the  pain management   experience of Hispanic 
populations, examine a quality improvement approach, and propose evidence-based 
integrated care solutions for more effective approaches.  
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    Managing  Pain   in Hispanic Populations 

 Pain is one of the primary reasons people seek health care; it can be a symptom of a 
condition in the body requiring treatment. Treating the accompanying pain may be 
in addition to treating the condition and may invoke other responses and reactions 
due to both long held beliefs and attitudes on the part of the patient and family but 
also for health care providers. 

     Perspectives on Pain   

 The varied nature of pain is one factor in the conundrum of managing pain effec-
tively, and particularly for vulnerable populations. Pain is a subjective experience 
with multiple defi nitions. A common defi nition comes from the International 
Association for the Study of Pain which defi nes pain in terms of an unpleasant and 
emotional sensory experience associated with actual or potential tissue damage 
( 2012 ); pain is therefore both a physical experience but also has a psychological and 
subjective context. McCaffery is credited with an oft quoted classic defi nition of 
pain as whatever the person who has pain says it is (Herr, Coyne, McCaffery, 
Manworren, & Merkel,  2011 ). As such, pain can best be explained with a biopsy-
chosocial model that begins with the noxious stimulus, awareness that the stimulus 
is pain, followed by recognition from the brain of these signals as emotional and 
cognitive factors that determine perceptions of pain; these responses drive how one 
responds to pain including facial or verbal expressions and ultimately the decision 
to seek attention to resolve what is happening. 

 Pain is primarily classifi ed as acute or chronic (International Association for the 
Study of Pain (IASP),  2012 ). Accurate assessment is critical as each classifi cation 
may require unique approaches and behavioral interventions. Acute pain is of short 
duration, perhaps lasting less than 30 days, and may resolve as the body heals from 
another condition (Marchand,  2012 ). Persistent pain lasting more than 6 months 
may be classifi ed as chronic pain and may be associated with a chronic illness such 
as arthritis, or may be a condition itself. Pain may also be further delineated between 
nociceptive (somatic, visceral), neuropathic (results from a disease or lesion affect-
ing the somatosensory nervous system) or cancer  related   (IASP,  2012 ). 

 Managing pain involves several interacting components: pain assessment, strate-
gies and interventions to manage pain, evaluation of effectiveness of pain manage-
ment, and continuing reassessment of pain.  High-quality pain management   is 
collaborative; planning and decision making with the patient and interdisciplinary 
team lead to best management outcomes. To effectively manage pain, providers are 
responsible for appropriate comprehensive assessment and delivering treatment that 
is “effi cacious, cost-conscious, culturally and developmentally appropriate, and 
safe,” (Gordon et al.,  2010 , p. 1173). Providing education and information on pain 
management is an essential component of an effective management plan. Finally, 
evaluation and reassessment of response to treatment completes an effective man-
agement plan (Fig.  12.1 ).
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       Pain and Culture:  Biocultural Models of Pain      

 Few studies have examined the pain experience of Hispanics, yet evidence indicates 
a multicultural infl uence on the way people respond and interpret pain. The 
Biocultural Model of Pain integrates social learning theory into the physiologic 
explanation of how pain develops and is interpreted (Bates,  1987 ), therefore, fi ts 
with the aims of this book. Bates’ biocultural model of pain is an integrated model 
combining the physiologically based gate-control, social learning, and social com-
parison theories to more comprehensively describe the pain experience; pain is far 
more than a strictly physiological experience. The outcome, or pain response, is 
affected by the physiological processing that occurs as well as the sociocultural 
infl uences on the individual. Bates model fi ts well with McCaffrey’s defi nition of 
pain based on the subjective experience of the person, meaning pain is infl uenced by 
each person’s experience, beliefs, and context. 

 Bates’ model  questions      commonly held assumptions based on research primarily 
from a Caucasian perspective that the pain experience is the same for all. With 
worldwide attention on solving the problem of pain and the increasing globalization 
of health care, issues of disparity in treatment are a signifi cant research topic. Bates’ 
model bridges the narrow medical conception of pain as a symptom of tissue dam-
age with the social and behavioral view of pain as a product of attitude, value, and 
experience that affects the physiological processes and outcomes involved in pain 
perception and response (Bates,  1987 ). Social modeling, group norms, and learned 
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  Fig. 12.1    Essentials of effective  pain management         
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values infl uence pain perception, the processing of the pain response, and the 
 behavior related to pain. It is assumed that all humans have similar neurophysiologi-
cal responses to painful stimuli; however, this model exposes factors that infl uence 
response, namely social learning processes within ethnocultural groups. 

 The biocultural model of pain perception proposed by Bates can be applied as a 
framework for interpreting the infl uence of cultural context, group characteristics, 
and language barriers on the pain experience and has been used to better understand 
pain management among Hispanic populations (McNeill, Sherwood, Starck, & 
Nieto,  2001 ). For example, people of Hispanic background may highly value 
  familismo   , a core value of family attachment such that pain is viewed in terms of 
family impact. The commitment to family may infl uence decisions to seek treat-
ment because of not wanting to disrupt family roles and responsibilities. 
  Personalismo    and  respecto  are other key cultural concepts that focus on mutual 
respect, empathy, and politeness in interactions, and  simpati , that values harmoni-
ous relationships without interpersonal confl ict (Zoucha & Reeves,  1999 ). Pain is 
often a symptom of other disease conditions and seeking treatment may focus reluc-
tant attention on the person experiencing pain or lead to a disruption in family life 
because of care required to address symptoms. Respondents in a qualitative study 
on the pain experience among Hispanic populations in the southwestern, border 
area of the US (Sherwood, McNeill, Palos, & Starck,  2003 ) revealed cultural values 
and attitudes about pain and its infl uence within the family unit, and disruption in 
attending to activities of daily living related to pain, as important infl uences on deci-
sion making regarding obtaining treatment for  pain     . These fi ndings were consistent 
with Bates’ framework.  

     Perspectives   on Managing Pain in Hispanic Populations 

 There is wide diversity among Hispanic subgroups and their views regarding health-
care treatment often differ from health care providers. Among Hispanics, three 
basic sets of factors commonly affect world views: (1) core values, as noted above, 
including the value of family, respect for the individual and authority, and harmoni-
ous relationships; (2) the degree of acculturation and assimilation; and (3) the edu-
cational, economic, and social status of the individual. Acculturation contrasts with 
assimilation; acculturation is the ability to function in the new culture whereas 
assimilation is the adoption of the new host culture’s beliefs, values, and practices 
(Kawaga-Singer,  2012 ). The most reliable indicators of acculturation that distin-
guish among Hispanic subgroups include place of origin, ethnic self-identifi cation, 
and language reported to be preferred or used during an interview (Marin & Marin, 
 1991 ). 

 Several unique characteristics of Hispanic populations must be considered when 
developing health care interventions and in particular, managing the subjectivity of 
pain. The heterogeneity of the Hispanic population in the US compounds treatment 
approaches as the term Hispanic covers wide geographic diversity for country of 
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origin and length of residency in the US. “Hispanic” is an umbrella term for several 
groups of Spanish speaking peoples, and includes persons of Mexican, Puerto 
Rican, Central or South American, or other Spanish culture, regardless of race. This 
broad classifi cation means there are many background factors such as country of 
origin, time in the United States for acculturation, how well assimilated one is into 
the local culture and health care delivery system, one’s support system such as fam-
ily near-by, and language. Language is another compounding factor; many speak 
only Spanish. The limited availability of Spanish language measurement instru-
ments and methods designed specifi cally for this population limit accurate commu-
nication to obtain comprehensive health history and assessment. And, there is 
general reluctance leading to low rates of participation of Hispanics in research to 
enhance the evidence base and resolve some of these limitations (Vilaro,  1994 ). 

 In spite of the challenge of language, the subjective nature of pain means com-
munication, interpersonal communication, and history taking are important compo-
nents of pain assessment and intervention. Communication is an important factor in 
establishing the relationship between health care providers and the patient and fam-
ily, and language is key. Given that Spanish continues to be the primary language, 
and perhaps the only language spoken by many in Hispanic populations in the US, 
providing effective care may be problematic if health care providers are not them-
selves bilingual or translators are not readily available. Furthermore, Spanish lan-
guage assessment tools, educational materials, and treatment strategies are limited 
although hospital regulations now mandate professional translation services to 
assure accurate communication between providers and patients without relying on 
family members to  translate  .  

    Evidence Base:  Pain Outcomes   among Hispanic Populations 

 Reports continue to reveal varying degrees of disparity in treating pain among 
Hispanic populations (Payne,  2009 ). Ethical principles in terms of benefi cence and 
justice support the critical value of providing equitable and appropriate distribution 
of resources in a society. The social determinants of health may in some part help 
explain the continuing disparity in spite of research that has helped identify evi-
dence and solutions. Disparities in pain treatment may derive from lack of access 
to health care due to living conditions, location and distance from providers, lan-
guage, economic status, values and beliefs, and education. As such, the Institute of 
Medicine ( 2001 ) established a quality of care model based on the acronym 
STEEEP: quality care must be Safe, Timely, Equitable, Effective, Effi cient, and 
Patient- Centered which fi ts the examination of quality of care for this vulnerable 
population. 

  Patient-centered care   is the core of effective pain management and fi ts the 
emphasis noted previously on communication, relationships, and family that are 
important tenets in caring for patients from Hispanic populations. A fi rst and critical 
step in providing patient-centered, effective, and equitable care is language; 
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 communication between patient and provider is the cornerstone of effective treat-
ment. Hispanics with limited English skills may be uncomfortable discussing health 
concerns if they feel unable to express their feelings about illness appropriately 
(Gordon et al.,  2002 ). Translation is an important aspect of quality pain manage-
ment in working with Hispanic patients experiencing pain, both for educational 
information and for service delivery. Because many Hispanic patients experience 
limitations of health care coverage, geographic factors or even educational level, 
providers may fail to establish collaborative partnerships with the patient and fam-
ily. Effective pain treatment is grounded in a collaborative, integrated, interdisci-
plinary approach in which the patient and provider share decision  making   (Novy, 
Ritter, & McNeill,  2009 ). Language appropriate communication and tools help pro-
mote a collaborative partnership between members of the interdisciplinary team and 
the patient and family. 

 Evidence on the nature and prevalence of disparity in pain management among 
Hispanics is unclear. Historically, studies have reported that ethnic minority popula-
tions experience poorer pain management than white, non-Hispanics (Bonhan, 
 2001 ; Cleland et al.,  1994 ; Ng, Dimsdale, Schragg, & Deutsch,  1996 ; Payne,  2009 ; 
Todd, Samaroo, & Hoffman,  1993 ). A more recent study by Meghani et al. ( 2012 ) 
reports that while Hispanics were prescribed some type of analgesic for acute pain, 
they were signifi cantly less likely to be prescribed an opioid than non-Hispanic 
whites. This may be interpreted as a lack of collaboration with the Hispanic indi-
vidual experiencing moderate to severe pain in working with providers due to mis-
understanding, education, or language. In contrast, Bijur, Berard, Esses, Calderon, 
and Gallagher ( 2008 ) reported no evidence of a relationship between receiving anal-
gesics, specifi cally opioid analgesics, and race or ethnicity of emergency depart-
ment patients. A comprehensive analysis is reported in a meta-analysis of analgesic 
treatment disparities covering a 20 year period based on 34 qualifying studies 
(Meghani et al.,  2012 ). While there were no overall disparities in use of analgesics 
for Hispanics, the use of opioid analgesia was signifi cantly lower among Hispanics; 
they were 22 % less likely than white counterparts to receive treatment with opioids 
(OR 0.78,  p  = 0.006). 

 This evidence points to lingering questions about the role providers have in man-
aging pain and the role of the partnership between patient and provider in accurate 
assessment and consideration of treatment choices. A study of analgesia in child-
birth by Atherton, Feeg, and El-Adham ( 2004 ) found that Hispanic women were 
twice as likely  not  to receive an epidural procedure during childbirth, although the 
authors note that decision making in childbirth is infl uenced not only by provider 
choice but also by mothers’ decision making in accordance with cultural 
 expectations  . 

 Communication has a pivotal role in establishing a partnership role between 
patients and their healthcare providers for most effective pain management, and so 
does education and information about pain management. Katz et al. ( 2011 ) inter-
viewed focus groups of Hispanic and Non-Hispanic white patients with knee and 
back pain regarding management of their pain problem and preferences for decision 
making in relation to treatment. Hispanic participants reported a general preference 
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for allowing their physicians to take the primary role in decision making, as well as 
the importance of faith and religion in coping with their pain and disability. This 
may indicate a need for more current education about pain management to improve 
care outcomes. 

 Provider bias may also contribute to ineffective or inadequate management of 
pain (Payne,  2009 ). Stepanikova ( 2012 ) found that two potential factors affecting 
the occurrence of disparities involve implicit biases and pressures related to time to 
treat. Eighty-one family physicians and general internists were provided a case 
vignette of a patient with chest pain; the clinicians were advised regarding the time 
they had for decision-making as well as treatment possibilities such as diagnosis 
and referral. Among the fi ndings, perceived bias regarding race and ethnicity led to 
increased likelihood that Hispanic and African American patients were not diag-
nosed with serious pain, and were not referred to specialists. These reports confi rm 
the need to continue to study the complex issues surrounding pain management in 
ethnic populations and to provide education and information to both providers and 
 patients  .   

    Measuring  Pain Management Quality  : Key to Improvement 

 Language may pose a signifi cant barrier for Hispanics seeking health care. Spanish 
assessment tools and educational materials are limited. Hispanics with limited 
English skills may be uncomfortable discussing health concerns if they feel unable 
to express their feelings about illness appropriately (Gordon et al.,  2002 ). Bonhan 
( 2001 ) noted that because the majority of studies have found a disparity in pain 
treatment by ethnic group, further study of language in the communication about 
pain will help to unravel the causes of these disparities. The  Joint Commission on 
the Accreditation of Healthcare Organizations  , ( 2003 ) recognized the need for lin-
guistically appropriate pain assessment tools to have available Spanish  versions   of 
the numeric scale (continuum with 0 no pain graduating up to 10 as worst pain), 
FACES in both English and Spanish (Wong-Baker FACES Foundation ( 2015 ). 
Wong-Baker FACES ®  Pain Rating Scale. Retrieved September 19, 2015 with per-
mission from   http://www.WongBakerFACES.org    ) (Fig.  12.2 ), and pain location 
diagrams. Another is the Spanish version of the Brief Pain Inventory (Cleland, 
 2009 ). However, until recently, there were no tools developed for Hispanics that 
were both culturally and linguistically appropriate for assessment of the experience 
of pain for Hispanic individuals of a range of cultural traditions (Mexican American, 
Puerto Rican, etc.) (Table  12.1 ).

    National regulations (The Joint Commission,  2003 ,  2012 ) emphasize the need to 
assess the effectiveness of pain management and specify components of an acute 
pain management program for health care (The Joint Commission,  2012 ). Culturally 
appropriate approaches are essential to achieve effective pain management for any 
cultural group. Language is crucial; communication is the cornerstone of accurate 
pain assessment (Juarez, Ferrell, & Borneman,  1998 ). Although Bonham 
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 recommended as early as 2001 that further study of language to communicate about 
pain will help to unravel the causes of continuing reports of disparities, still there 
are reports of disparity and inadequate treatment. Hispanics experiencing pain are 
not consistently managed in accordance with the components of quality proposed 
by Gordon et al. ( 2005 ) nor by the IOM STEEEP model for quality care ( 2001 ). For 
example, assessment may lack language interpretation and thus overlook critical 
information. Pain management disparities, then, can derive from the linguistic chal-
lenges in the assessment process as well as the underreporting of pain intensity 
among minority individuals (Mossey,  2011 ). 

    Components of Quality  Pain Management   

 Questions about pain management can be evaluated in terms of quality (Zoega, 
Gunnarsdottir, Wilson, & Gordon,  2016 ). The acronym STEEEP proposed by the 
Institute of Medicine in 2001, cited above, provides a framework for examining 
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  Fig. 12.2     FACES pain measurement scale   for adults or children (Wong-Baker FACES Foundation 
( 2015 ). Wong-Baker FACES ®  Pain Rating Scale. Retrieved September 19, 2015 with permission 
from   http://www.WongBakerFACES.org    ) in English and Spanish       

   Table 12.1    Measuring outcomes of  pain management  : spanish language tools   

 Instrument focus  Instrument title 
 Available in 
Spanish 

 Unidimensional measures of 
pain intensity 

 Numeric pain intensity scale, verbal intensity 
scale, FACES scale (Wong-Baker and others) 

 Yes 

 Multidimensional measures 
of pain 

 Brief Pain Inventory  Yes 
 American Pain Society-Patient Outcome 
Questionnaire-Revised 

 Yes 

 Acute pain  Houston Pain Outcome Instrument ( HPOI  )  Yes 
 Multidimensional measures 
of pain 

 Chronic Pain Acceptance Questionnaire (CPAQ) 
(Rodero et al.,  2010 ) 

 Yes 

 Chronic (Fibromyalgia)  Pain Self Perception Scale for Fibromyalgia 
(Garcia-Campayo et al.,  2010 ) 

 Yes 
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quality of care relevant to pain management among Hispanic populations that fi ts 
the goals of this chapter. STEEEP examines health care in terms of care that is safe, 
timely, effective, equitable, effi cient, and patient-centered. Increasingly, patient- 
centered care is recognized as the foundation for delivering quality care because it 
addresses cultural perspectives. Additionally, safety is a closely linked concept to 
quality; quality measures safety and safe care is concerned with quality. There are 
inherent safety issues in managing pain, and in fact, pain mismanagement is 
described as a medical error (Starck, Sherwood, Adams-McNeill, & Thomas,  2001 ) 
when not delivered according to standards of care to meet the unique needs of the 
patient (McNeill, Sherwood, & Starck,  2004 ) or address the quality aims described 
previously in the  STEEEP model  .  

    Measurement of Effective Pain Management  in Hispanic 
Populations   

 Differing results in reporting the effectiveness of pain management among Hispanic 
populations may be attributed to the lack of effective measures, the variability 
among Hispanic populations, reluctance to participate in research studies, and 
assumptions and attitudes of researchers and clinicians about pain management 
(McNeill et al.,  2003 ). Evidence supports the importance of using language appro-
priate tools and strategies to achieve best outcomes; see Table  12.2  below. Two 
comprehensive quality management tools are presented that have been fi eld tested 
in Spanish language with Hispanic populations to meet the need for linguistically 
appropriate measurement tools, the American Pain Society—Patient Outcome 
Questionnaire and the Houston Pain Outcome Instrument.

       American Pain Society-Patient Outcome Questionnaire   

 The most reported measure of pain management is the  American Pain Society- 
Patient Outcome Questionnaire (APS-POQ)   ( 2001 ). Comprehensive studies using 
the APS-POQ have consistently revealed patient reports of moderate to severe pain 

   Table 12.2    A quality  pain 
management approach   
(Adapted from Porche, 2010)  

 • Appropriate assessment and management 
 • Initial assessment upon admission/provider contact 

and on-going assessment 
 • Documentation of assessment and reassessment 
 • Relevant treatment plan consistent with patient pain 

severity, duration, and level 
 • Education and information about pain management 

and resources 
 • Discharge information, resources, and options 
 • Knowledgeable, informed providers 
 • Monitoring health care delivery organization 

effectiveness of pain management outcomes 
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intensity and interference ratings, and high satisfaction ratings among general popu-
lations (Gordon et al.,  2002 ). The APS-POQ was revised in 2010 as the American 
Pain Society-Patient Outcome Questionnaire-Revised (APS-POQ-R) (Gordon 
et al.,  2010 ). However, data was not reported on Hispanic populations in these stud-
ies. The APS-POQ-R is available in 11  languages  , including Spanish, on the 
American Pain Society web-site (  http://americanpainsociety.org/
education/2010-revised-outcomes-questionnaire    ). 

 McNeill et al. ( 2001 ) reported using the original APS-POQ with a sample from 
Hispanic populations. They found that 98 % of patients ( n  = 104) in a rural sample 
of Mexican American postoperative medical/surgical patients in a regional hospital 
on the U.S.-Mexico border reported pain in the preceding 24 h. Mean current pain 
and usual pain ratings were in the moderate range, while worst pain ratings and 
pain-related interference for activities associated with recovery from surgery were 
in the severe range. Satisfaction ratings were moderately high (4.67) (on a 1–6 scale 
with 6 being very satisfi ed) in spite of pain. From these fi ndings and realizing the 
importance of language, this research team pursued development of a Spanish lan-
guage instrument to better understand issues in pain management for Hispanic pop-
ulations, described below.  

    Houston Pain Outcome Instrument ( HPOI  )    

 Modeled on the prototype APS-POQ, the Houston Pain Outcome Instrument 
( HPOI  ) derived from a qualitative study on the experience of pain among Hispanics 
in a sample of 35 Hispanics from urban and rural sites in Texas who were between 
18 and 70 years of age (Sherwood et al.,  2003 ). The qualitative interviews were 
conducted in Spanish and translated as the fi rst phase of the project to develop a 
linguistically appropriate pain assessment instrument for Spanish speakers. Data 
from the interviews describe Hispanic individuals’ past experiences with pain, atti-
tudes toward pain and attention to pain stimuli. These descriptions are consistent 
with Bates’ biocultural model in which social learning processes regarding pain 
integrate with cognitive awareness and physiological variables. 

 Participants’ responses were categorized into fi ve themes, which then formed the 
basis for organization of the new, Spanish language instrument: Characteristics of 
pain experiences, Managing pain, Information about pain, Interactions with provid-
ers, and Cultural  considerations  .

•    Characteristics about pain were described by sharing attitudes, beliefs, and 
expectations; responses to pain; effects of pain on their lives; and descriptions of 
the pain itself.  

•   Managing pain included multiple approaches to pain and descriptions of the 
effectiveness of formal prescribed interventions and those not prescribes, such as 
nonpharmacological. While most participants described use of analgesics, many 
also described nonpharmacological approaches such as meditation and prayer, 
special teas, and support of family.  
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•   Information about pain included sources and types of information, whether from 
providers, family, or multimedia; language preferences; and, effectiveness of 
information received.  

•   Interactions with providers included both how providers approached and 
responded to the participants’ pain, but also how patients responded to the pro-
viders, hence the relationship mattered.  

•   Cultural considerations included gender-specifi c considerations, religious beliefs 
and approaches, specifi c ethnicity, and other factors such as acculturation and 
assimilation.    

 Using these fi ndings, researchers developed the Houston Pain Outcome 
Instrument ( HPOI  )    as a culturally sensitive assessment tool to measure satisfaction 
with pain management, or also known as the   Cuestionario de Houston Sobre el 
Dolor   . The HPOI was systematically developed in Spanish, translated from Spanish 
into English, and then back translated by a professional translation service. The 
resulting instrument was pre-tested to assess Spanish and English forms for clarity, 
content, and linguistic equivalence, and to estimate the time and ease of administra-
tion, and adapted to a fi nal version with 27 items that assess pain intensity, pain 
interference, satisfaction, and barriers to effective management. It differs from the 
APS-POQ by including items that refl ect culturally specifi c opinions that may pose 
barriers to pain management due to language or cultural perspectives. Items were 
expanded to assess pain interference with emotional well-being, expectations about 
pain, sources of information about pain and ways of managing pain. The HPOI is 
available from the chapter  authors  . 

 The  HPOI   was administered to a sample of postoperative, self-identifi ed adult 
Hispanics drawn from three hospitals in the Rio Grande Valley and Houston ( N  = 95) 
(Sherwood, McNeill, Hernandez, Penarrieta, & Peterson,  2005 ). Mean age was 
41 years, 74 % were female, over 50 % had less than a high school education, and 
33 % were fi rst generation Hispanics in the US. With 0 meaning no pain and 10 
worst pain, results indicated that post-surgical patients expected pain (mean rating 
7.8), and expected relief from pain (mean rating of 7.5). The pain intensity level for 
worst pain matched this expectation, 7.9, although reported current and usual pain 
intensity ratings were somewhat lower. Generally, pain was reported as moderately 
interfering with mood and physical function. Opinions about pain and pain manage-
ment ranged from a low of 1.7 for “Showing pain makes me lose the respect of 
family/friends,” to greatest agreement for “Pain medicine is the only way to relieve 
pain,” 7.0. Satisfaction with pain management was high, ranging from 9.2 for com-
fort in talking to doctor or nurse about pain and pain management to 8.2 for the 
inclusion of family and friends in the care given for pain and also for education 
about pain management with means >8. The results of this study are unique in 
assessing pain with an instrument developed specifi cally for use in Spanish lan-
guage and tested with this population. 

 Content validity was assessed by 14 cultural and pain experts, who served as 
advisors to the project. The reliability of the  HPOI   was assessed using Chronbach’s 
alpha to determine its internal consistency. Internal consistency for the entire 
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 instrument was estimated at 0.87 using Chronbach’s Alpha. Specifi c items, particu-
larly those related to Opinions about pain and pain management, tended to nega-
tively infl uence overall reliability. Using this procedure, all subscales achieved an 
internal consistency reliability of >0.75 (Unpublished data available from authors).    

    Integrated Approaches to Effective Pain Management 
 in Hispanic Populations   

 A multilevel approach is necessary to achieve an integrated quality approach to pain 
management (Fig.  12.3 ). First, there must be a system commitment to effectively 
manage pain for all patients, in-patient and out-patient. This includes an educational 
approach for providers and for patients and families. To initiate effective manage-
ment, culturally appropriate approaches must be available and used. Communication 
is the cornerstone of pain assessment, and assessing and documenting language 
preference is crucial. Management strategies are many and varied so much fi t the 
patient and family expectations and  goals  .

       Systems Approach   to Quality Pain Management 

 To address the complexities of pain management requires a multimodel systems 
approach to include the institution, providers, and the patient and family. Tables  12.3  
(Institution),  4  (Providers), and  5  (Patient and Family) present strategies for imple-
menting a systems approach. A basic tenet of a systems approach to pain manage-
ment is based on quality (Beck et al.,  2010 ; Gordon et al.,  2010 ; Starck et al.,  2001 ). 
Gordon et al. ( 2002 ) defi ned quality pain management as the appropriate assess-
ment of pain parameters coordinated by an interprofessional team that encourages 
shared decision making with the patient. Assessment is both broad and detailed 

Institution

Provider

Patient and
Family 

  Fig. 12.3    Comprehensive systems approach to pain management involves the institution, provid-
ers, and patient/family       
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such as presence of pain; the presence of pain requires comprehensive assessment 
to examine history, type, level and type of pain followed by periodic reassessment 
to monitor patient responses. To achieve quality outcomes, treatment should follow 
the STEEEP guidelines for safe, timely, effective, effi cient, equitable, and patient- 
centered care as an effective model to assure quality pain management. The Joint 
Commission which accredits hospitals and other clinical settings outlined a sys-
tems approach for pain management strategies (Porche,  2010 ) (Table  12.2 ) to 
assure quality care.

     One hospital system used a report card or dashboard for baseline expectations 
(Starck, Adams-McNeill, Sherwood, & Thompson,  2000 ). The report card helped 
system administrators consider the prevalence, intensity, and duration of pain expe-
rienced by patients in their hospital and discuss with front-line providers the issues 
confronted in alleviating patient pain. Using a dashboard to report standard out-
comes across units can be help raise awareness, improve commitment to education 
about pain, and foster patient and family engagement in pain management and 
 indicate gaps that may be at the institutional level, in the provider approach, or 
implementation with patients and  family  . 

    Institution 

 The institution or system sets expectations for its commitment to quality and out-
come goals (Blizzard,  2013 ). Table  12.3  illustrates the important of organizational 
commitment to resolving pain by providing the resources for providers to have the 
latest knowledge and best practices for assessing and treating pain from a multicul-
tural perspective. Organizations must also demonstrate commitment to continuous 

    Table 12.3    Stage 1: Institutional approach to quality culturally appropriate  pain management     

 First stage: Institutional approach to quality culturally appropriate pain management 

 1. Determine benchmarks for pain management 
 2. Approve best practice standards and protocols based on professional and regulatory standards 
 3. Determine management strategies 
 4. Measure status of pain management based on STEEEP (IOM,  2001 ) 
   (a)  Safe: Are pain management strategies delivered without harm to the patient? Are errors 

disclosed, analyzed, and the system corrected? 
   (b)  Timely: Are pain management interventions, including assessment/reassessment, 

completed according to the treatment plan? 
   (c)  Effective: What measures are in place to determine effectiveness of pain management 

interventions both at the individual patient level and at the system level? 
   (d)  Effi cient: What is the cost benefi t ratio of care delivery to achieve pain management 

goals? 
   (e) Equitable: Are there population disparities in pain management strategies and outcomes? 
   (f)  Patient-centered: What is the assurance that pain management assessment, management, 

education, and outcome measures respect culturally appropriate patient goals, 
expectations, beliefs, and values about pain? 
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quality improvement by measuring the outcomes of pain management and examine 
gaps that emerge to resolve care issues. Table  12.4  presents a comprehensive educa-
tional approach to assure that all providers have the training and education needed 
to accurately assess pain as a subjective person based experience while recognizing 
the impact of culture and the social determinants of health. Table  12.5  completes 
this three prong approach for addressing pain management with an evidence-based, 
patient-centered approach and specifi cally addressing language-specifi c needs.  

    Providers 

 Providers often lack education about comprehensive, patient-centered, quality 
approaches to pain management. Education to reduce myths about pain helps to 
reduce the stigma often attached to patients who report continuing issues with pain 
to better assess, intervene medically and nonmedically, and recognize cultural 
beliefs and values that impact pain reporting and management. Pain management 
requires an interdisciplinary team approach that includes primary and behavioral 
health collaboration such as counselors and behavioral health specialists (Main, 
Keefe, Jensen, Vlaeyen, & Vowles,  2014 ).  

     Patients and Families   

 The third stage of a comprehensive approach to effective patient-centered pain man-
agement is a patient- and family-centered approach that considers patient perspec-
tives and engagement. To achieve quality goals outlined in a systems approach, a 

    Table 12.4    Stage 2 of a  comprehensive organizational approach   to effective pain management: 
Provider education and implementation   

 Second stage: Provider education and engagement 

 1.  Update education about pain models and theories, their own beliefs and values about pain, 
and cultural perspectives about pain reporting and management 

 2. Set expectations about pain management goals 
 3. Determine pain management protocols and standards 
   (a) Discipline-specifi c roles and responsibilities 
   (b) Pharmacologic measures 
   (c) Nonpharmacologic strategies 
 4. Plan patient education approach 
 5. Agree on measurements for benchmarks 
 6. Re-assessment and continuous evaluation 
 7. Determine out-patient plans 
   (a) Interdisciplinary team planning 
   (b) Discharge education 
 Out-patient pain management 

G. Sherwood and J.A. McNeill



221

stepped approach enables providers to work with each patient based on their 
 individual needs and preferences. Table  12.5  offers a culturally sensitive quality 
approach to pain management that defi nes each step of the care process. A stepped 
approach is not necessarily linear, but provides a checklist in working with each 
patient and family and may include multiple sessions, repeated education to assure 
understanding, and repeated assessments. Education, assessment, and care manage-
ment are discussed in greater detail to guide implementation of a stepped  approach  . 

 Pain is a broad area of symptom management, and patients present from multiple 
experiences, pain severity, longevity of symptoms, and accompanying diagnoses 
that range from the need for surgical intervention to chronic pain, or long term can-
cer pain, any of which can escalate to the need for integrated behavioral interven-
tions. A four level plan to pain management can accommodate the variety of patient 
experiences and needs (Table  12.6 ). Level 1 is primarily bibliotherapy, an approach 
of providing education and information according to the patient’s background, lan-
guage, and health literacy. The majority of patients who present with acute pain will 
be effectively managed with Level 1 and Level 2 which is primarily assessment and 
intervention managed by a primary health care team. Level 3 provides access to 

     Table 12.5    Stage 3 of a 
comprehensive organizational 
approach to effective  pain 
management  : A stepped 
approach for culturally 
appropriate care for patient 
and family  

 Third Stage: Patient and family approaches 

 Level 1: Assessment and Education 
 1.  Determine language and health literacy for 

individualized approach 
 2. Cultural background related to health beliefs and values 
 3. Translation service as appropriate 
 4. Language appropriate tools 
 5. Overall goals for health 
     (a)  Complete accurate medical history for intervening 

factors 
      • Family history for genetic/familial traits 
      • Social support system 
      • Potential sources of stress 
      • Health history 
     (b) Assess pain history and current status 
      •  Characteristics of pain: onset, duration, quality, 

triggers/stimuli, intensity 
      • Interference with daily activities 
      • Management strategies 
     (c) Operationalize pain management 
      •  Assess expectations for pain management and 

relief 
      •  Goals for pain intensity, duration, and 

interference with quality of life 
      •  Preferences for pharmacologic and 

nonpharmacologic management 
 Level 3 
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group intervention with a behavioral health care specialist. Level 4 includes a team- 
based approach with a psychiatrist and behavioral healthcare specialist. A case 
study illustrates the overlay of a comprehensive approach to pain management as 
described in Table  12.5 , with an overlay of a four level approach to integrate behav-
ioral health care to the complexity of pain management.

   Education. Patients and families often lack education about current standards 
and treatment options to replace myths or misunderstandings. Research among 
Hispanic populations reveals many individual members have beliefs and values 
about pain that affect pain management and family participation and engagement 
(McNeill et al.,  2003 ). Patients who lack education about pain management may not 
realize most acute pain can be managed with careful attention to symptoms, a com-
bination of pharmacologic and nonpharmacologic approaches, and partnerships 
with providers. Patients who have language or communication issues or are not 
provided effective translation services are at higher risk for ineffective pain manage-
ment. There may be limited Spanish language education materials and assessment 
tools available for patients from Hispanic populations with limited communication 
skills in English. 

 Assessment. Pain is subjective, therefore patients are the only reliable source 
about their pain. All patients should be assessed for pain. Observable behavioral and 
physiological indicators are not reliable measures of pain, although they may be 
useful when assessing patients unable to communicate. Assessing language prefer-
ence is the fi rst step in working with Hispanic populations to assure selection of 

   Table 12.6    Integrated Behavioral Health care applied to pain  managemen  t intervention   

 Assessment  Assessment 

 1.  Determine language, health literacy, beliefs 
and values 

 Level 1 patient education 
 Level 2 (group counseling) 

 2.  Gather medical and family history, pain 
history, previous pain management 
approaches, and effectiveness 

 Level 1 
 Level 2 
 Level 3 (individual counseling, psychiatric 
services) 

 3. Management  Level 1 and Level 2 approaches for patient/
family members 

 Operationalize plan  Level 3 and Level 4 (team approach) for 
patient/family    Set pain relief goals 

   Pharmacologic 
   Nonpharmacologic/behavioral 
 4. Evaluation and Re-assessment  Evaluation 
 Note outcomes—patient satisfaction, 
achievement of pain and pain relief goals, 
physiologic and Activities of Daily Living 
(ADL) 

 Continue stepped approach to maintain desired 
pain relief, support patient/family 
 Level 1—continued patient/family education 
 Level 2—group counseling as needed 
 Level 3—individual counseling 
 Level 4—Team approach with consultation as 
needed 
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appropriate assessment tools for the patient, whether for language, cognitive 
 impairment, or age. Many health care systems have found that holding scheduled 
clinic hours for Spanish speakers contributes to integrated care by staffi ng with 
bilingual  providers  . 

 Establishing rapport with the patient is important for accurate assessment, so that 
patients are willing to share their histories, signs, and symptoms. With Hispanic 
populations that includes family constellation and involvement in care, country of 
origin, assimilation and/or time in the US, and treatment goals. Pain is most often 
associated with other conditions or illnesses; accurately diagnosing and managing 
underlying condition is dependent on a true and revealing history and assessment. 
Information should include past medical and psychosocial history, pain history and 
characteristics, and patient expectations and goals for seeking treatment. 

 Because pain is an unpleasant sensory experience that may also have an emo-
tional response, assessment must be more than the widely practiced pain as a fi fth 
vital sign in which patients may only be asked to rate pain on a numeric scale. 
Questions must probe deeper to learn the true nature and experience of pain, thus 
integrating care from behavioral health specialists can help assure effective 
approaches, and in particular for those with chronic pain (Main et al.,  2014 ). 
Questions include the onset of pain, the duration, location, type of pain such as 
sharp or dull, pain triggers, and intensity. Appropriate language is critical; for 
Hispanic patients, using words other than pain may reveal more information, such 
as hurt or ache. Providers should ask the patient and family members about manage-
ment strategies, any relevant medical or family history that helps understand the 
patient’s pain, the impact of pain on the patient’s activities of daily living, and 
expectations for managing the pain. 

 Re-assessment of pain and evaluation of pain management includes both the 
assessment of the patient’s response to the treatment approach and patient satisfac-
tion with care related to pain, as well as the overall evaluation of a pain management 
program in an institution or population setting. While there has been purposeful 
inclusion of both types of evaluation approaches in pain management guidelines 
(APS,  2001 ) there has been little research on this aspect of pain management, or its 
differential application for Hispanic populations, except in the area of development 
of Spanish language instruments used for  evaluation  . 

 Management. Patients may require varied approaches for pain that is acute 
(AHRQ,  2015 ) such as post-operative (ASA,  2012 ), or chronic pain associated with 
long term illness or behavioral issues (Main et al.,  2014 ), or for pain that is cancer 
related (WHO,  2012 ) (materials also in Spanish). Numerous standards of care are 
available from the American Pain American Pain Society ( 2001 ), The Joint 
Commission ( 2003 ,  2012 ), the Institute of Medicine ( 2011 ), the International 
Association for the Study of Pain ( 2012 ), and others. A comprehensive list of avail-
able guidelines for various types of pain is available from the Agency for Healthcare 
Research and Quality (AHRQ,  2015 ). 

 Analgesic treatment is complex and is prescribed according to the reason the 
patient has pain, whether in-patient or out-patient, pain severity, expectations for 
pain relief, tolerance/side effects. Interference with activities and mood, preference 
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for pharmacologic and/or nonpharmacologic interventions, and other contextual 
factors (AHRQ,  2015 ). Prescription is based on holistic assessment that includes 
patient attitudes and beliefs about pain and desires to include nonpharmacologic 
adjuvant therapy. Patients and providers must work together to determine pharma-
cologic and nonpharmacologic treatment regimens that enable patients to attain 
their pain relief goals and expectations, manage side effects, and anticipate future 
management for chronic or unrelieved disease manifestations. 

 To determine an effective management plan requires providers to take into 
account the patient’s sociocultural framework, prior pain experiences, cognitive 
understanding, and physiological components are important components of an 
effective approach with the Hispanic patient, and family to effectively manage the 
pain experience. High-quality pain management is collaborative and based on care-
ful planning and decision making with the patient and interdisciplinary team. To 
effectively manage pain, culturally sensitive care includes appropriate comprehen-
sive assessment and treatment that is “effi cacious, cost-conscious, culturally and 
developmentally appropriate, and safe,” (Gordon et al.,  2010 , p. 1173). Evaluation. 
Evaluation and reassessment of response to treatment completes an effective man-
agement plan. Reliable and valid measures which are culturally and linguistically 
appropriate will assure that the strategies are effective and acceptable to the patient 
and family. The evaluation step is critical in an effective plan leading to improved 
approaches for individuals and quality improvement in pain management for 
Hispanic populations. Providing education and tailored information on pain man-
agement is an essential component of an effective management  plan  . 

  The Case of Ms. Santos Illustrates the  Stepped Care Approach 
for Pain Management      
 Ms. Santos is a 68 year old woman with a 15 year history of osteoarthritis, and a 
recent back injury resulting from a fall. She is otherwise healthy with no other 
chronic illnesses. She is a recent widow, and has three grown children and seven 
grandchildren. She lives with one of her daughters and family and helps take care of 
three small grandchildren. Her pain has been managed in the past with  over the 
counter (OTC) medications   for her osteoarthritis and some natural remedies, accord-
ing to her daughter who visits daily while her mother has been in the hospital. She 
is being treated in the hospital for the fall injury, but is refusing additional pain 
medicine for her back despite the doctors and nurses urging her to take something. 
The possible need for back surgery has been explained to her and her daughter. 
When asked about her pain she rates it as a 3 on a 10 point numeric scale (1 being 
no pain and 10 the worst pain imagineable), but is moaning softly, restless, and has 
not been able to sleep. While she speaks English, the nurses overhear her speaking 
Spanish to her daughter. She is anxious to go home and is concerned about the care 
of her grandchildren. In order to provide comprehensive, and culturally appropriate 
care for Ms. Santos, her primary provider would employ a systematic, stepped care, 
pain management approach. A stepped care approach would begin with Level 1, 
patient education, and progress if needed to Level 2, group counseling approaches. 
Depending on the patient response and pain management outcomes, Level 3, 
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provision of behavioral health services on an individual basis, would be employed; 
fi nally Level 4 might be used, consisting of a team-based approach with a psychia-
trist and behavioral healthcare specialist working with the patient and family. 

 Stepped care,  Level 1 and 2 . Assessment—this would be a fi rst step toward pain 
management and also for meeting patient and family educational needs. AT this step 
the priority is conducting a comprehensive pain assessment in order to plan care, 
and beginning patient and family  education     .

    1.    Gathering a medical and social history including Ms. Santos’s language prefer-
ences, and her understanding of her past pain problems and the impact of the new 
injury.   

   2.    Obtain translation services if needed. Note: her daughter may be present at the 
interview but should not be the main translator for her mother.   

   3.    Have an appropriate pain assessment tool on hand such as the numeric scale with 
Spanish anchors, the faces or verbal rating scale, in Spanish.   

   4.    Inquiring as to her expressed cultural background and health beliefs/values—
specifi cally ask about natural remedies for pain that Ms. Santos feels may be 
helpful—for example, heat application, prayer, or relaxation.   

   5.    Asking about goals for health—ask what Ms. Santos’s goals are for recovery 
from the back injury, ask how she feels she can manage the new pain related to 
the injury   

   6.    Complete the history for intervening factors—such as any genetic/familial traits 
(may infl uence response to analgesics), Social support system, Potential sources 
of stress, and verifying health history   

   7.    Specifi cally assess pain history and current status

    (a)    Characteristics of pain: onset, duration, quality, triggers/stimuli, intensity   
   (b)    Interference with daily activities 

 Management strategies she has already tried; again give the opportunity 
and permission to talk about traditional remedies, indicating acceptance of 
these as important and valuable to her. Based on the assessment, provide 
patient education materials ( Level 1 ) on nonpharmacologic and pharmaco-
logic therapy and  possible side effects. Refer Ms. Santos and her daughter to 
web based materials, such as the American Pain Society website, the Agency 
for Healthcare Research and Quality site related to pain management; assure 
that all information is available in both English and Spanish.       

   8.    Inquire of Ms. Santos and/or her daughter’s interest in participating in a group 
 therapy      ( Level 2 ) situation for chronic pain patients. Working with social ser-
vices and the psychologist for the pain service, assure that a group is available in 
Spanish for Ms. Santos.    

  Stepped care,  Level 2 ,  3, and 4 . Plan and Operationalize pain management 
interventions

    1.    Reinforce the fact that a group approach to chronic pain care will be a valuable 
addition to any pain management plan. Follow-up with Ms. Santos regarding 
participation in a Spanish speaking group.   
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   2.    Gather information about expectations and goals for pain relief

    (a)    Inquire as to Ms. Santos’s expectations for pain management and relief—her 
goals for pain relief; for instance, does she feel she can go about her daily 
activities with a low level of pain (up to a 3 on a 0–10 scale)?   

   (b)    Ask about her tolerance for pain—what pain intensity, duration, she feels 
would interfere with her quality of life       

   3.    Working in partnership with Ms. Santos and her daughter, discuss their  prefer-
ences      regarding pharmacologic and nonpharmacologic management   

   4.    Reinforce the  Level 1  stepped approach regarding education about pain manage-
ment—provide information, printed and web-based according to their prefer-
ence and in English and/or Spanish for Ms. Santos and her daughter about both 
pharmacologic and nonpharmacologic approaches that could be tried, and the 
advantages/disadvantages of each approach being suggested for her—(for exam-
ple. a certain type of medication, scheduled vs. as needed dosing, possibility of 
using the medication at home, expected side effects and how these would be 
managed.) If nonpharmacological approaches are her preference, discuss various 
ones and try to agree on a trial of these to see if effective for her.   

   5.    Reinforce the use of a  Level 2  intervention by referral to an appropriate group.   
   6.    Put the plan into effect in the hospital setting and have providers monitor closely, 

using language appropriate pain assessment scales.   
   7.    Consider social and spiritual needs and refer to these providers as needed.   
   8.    Refer to a behavioral health specialist ( Level 3 ) for assistance with monitoring 

pain management, effective use of nonpharmacologic approaches, and enhanced 
understanding of her beliefs about pain.    

  Reassess and evaluate effectiveness of approaches

    1.    After each dose of pain  medication     , reassess for level and quality of pain from 
her perspective.   

   2.    Note presence of side effects; specifi cally note gastrointestinal disturbance such 
as nausea or vomiting, check on occurrence of constipation and be sure to insti-
tute a bowel management program for any prolonged use of opiates (longer than 
3 days or so)   

   3.    If nonpharmacological approaches are being used, note frequency of use, com-
bination or instead of pharmacological approaches, effectiveness and Ms. 
Santos’s satisfaction with the approach.   

   4.    Plan together with Ms. Santos and her daughter regarding continuation of the 
pain management program throughout the acute injury period, and when at 
home.   

   5.    If evaluation of the overall management approach indicates ineffective manage-
ment of her recurring pain from the osteoarthritis, and the acute pain related to 
the fall and imminent surgical intervention, Ms. Santos and her daughter may be 
referred to the interdisciplinary team for  Level 4  care to further explore the use 
of nonpharmacological approaches, assure that the pain management plan is 
acceptable to Ms. Santos and culturally appropriate, and prepare her for the 
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 possibility of surgical treatment. It may be that she could benefi t from more 
intensive attention to her beliefs about pain, use of analgesic therapy, and explo-
ration of her concerns about surgery and further pain treatment.         

    Conclusions and Summary 

 Education for both providers and patients can help to eliminate perceived and actual 
disparities, and lead to more effective assessment and management (IOM,  2011 ). 
Understanding the role of culture in managing pain is the foundation for patient- 
centered, quality safe care. Cultural values related to family as well as family sup-
port in managing pain are important considerations for Hispanics experiencing 
pain. Hispanics’ disagreement with the statement, “Pain makes me want to be left 
alone,” has not been explored but is congruent with the emphasis on family support 
in this cultural group, and impacts intervention protocols and planning for the over-
all hospital experience. 

 Nonpharmacologic methods require continued investigation. For example, 
prayer was a pain management strategy reported in two samples including Hispanics 
(Anderson et al.,  2000 ; McNeill et al.,  2001 ). To improve care, providers must tailor 
pain management approaches to each person’s experience to promote self- 
management. Collaboration among all team members, then, can coordinate this 
complex aspect of patient care. 

 An integrated team approach to improving the pain management of Hispanics in 
the health care system is imperative. A system approach that establishes pain man-
agement as an ethical principle will follow with educational resources to assure the 
integrated team as well as patients and their families have the information and tools 
needed to achieve quality outcomes. While reports do not agree whether outcomes 
of pain management across ethnic groups is equitable and effective, continued 
research on specifi c assessment and treatment among Hispanics populations is 
essential. Establishing consistent goals and assessment strategies can standardize 
treatment and measurement so that the goals of the STEEEP model are applied 
throughout the health care delivery system.     
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    Chapter 13   
 Using Integrated Care for Addressing 
Tobacco Use Among Latino Populations                     

     Virmarie     Correa Fernández       and     Yessenia     Castro    

           Prevalence and Patterns   of Tobacco Use 

 Tobacco use, mainly in the form of cigarette smoking, is the principal health hazard 
in the United States (US; CDC,  2004 ), and epidemiological data indicate that 12.1 % 
of Latino adults smoke cigarettes (CDC,  2014 ). Although overall smoking preva-
lence among Latinos is lower compared with some other racial/ethnic groups 
[19.4 % for non-Latino whites, 18.3 % African Americans, 26.1 % American Indian/
Alaska Natives; (CDC,  2014 )], smoking is linked to the two leading causes of death 
among this population [i.e., heart disease and cancer; (American Cancer Society, 
 2012 ; CDC,  2015 )]. As such, there is a pressing need to effectively intervene on 
smoking among U.S. Latinos in order to decrease the burden of tobacco-related 
health consequences in the U.S. 

 Latino smokers share many of the same characteristics as the general population 
of smokers. For example, like the general population of smokers, Latino smokers 
are more likely to be single, younger, male, and have other smokers in the home 
(Cooper, Rodríguez de Ybarra, Charter, & Blow,  2011 ; Cox, Feng, Cañar, Ford, & 
Tercyak,  2005 ; Kaplan et al.,  2014 ; Rodríguez-Esquivel, Cooper, Blow, & Resor, 
 2009 ; Wilkinson et al.,  2005 ). In contrast, common socioeconomic correlates of 
smoking among the general population (e.g., education, income, employment sta-
tus) have not been consistently related to smoking among Latinos (Abraído-Lanza, 
Chao, & Flórez,  2005 ; Kaplan et al.,  2014 ; Lorenzo-Blanco & Cortina,  2013a ; 
Reitzel et al.,  2009 ). 
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 Smoking rates among Latinos differ by nativity (whether the person was born in 
the US or another country), country of origin, and gender. The smoking prevalence rate 
is 17.7 % for US-born Latinos and 10.3 % for Foreign-born (CDC,  2015 ). The preva-
lence of smoking is higher among U.S. Latinos of Puerto Rican and Cuban descent 
(21.6 % and 18.2 % respectively), followed by those of Mexican (13.0 %) and Central/
South American descent (9.2 %). Also, within Latinos, substantially more men than 
women smoke (17.7 % vs. 8.9 %, respectively), and that pattern is similar in all sub-
ethnic groups (American Cancer Society,  2012 ; CDC,  2015 ; Kaplan et al.,  2014 ). 

 The smoking patterns of Latinos  smokers   also differ from other racial/ethnic 
groups of smokers and across Latinos subgroups. A considerable number of Latino 
adult smokers report that they are social/occasional (known in the literature as inter-
mittent or non-daily) and/or light smokers; that is, they smoke cigarettes only some 
days rather than on a daily basis, and tend to smoke fewer cigarettes on the days they 
smoke (i.e. about 10 cigarettes per day) compared to the general population of 
smokers (Cupertino et al.,  2011 ; Fagan, Shavers, Lawrence, Gibson, & Ponder, 
 2007 ; Moolchan et al.,  2007 ; Perez-Stable et al.,  2001 ; Trinidad et al.,  2009 ; 
Trinidad, Perez-Stable, White, Emery, & Messer,  2011 ; Zhu, Pulvers, Zhuang, & 
Baezconde-Garbanati,  2007 ). This pattern of non-daily and light smoking has been 
reported by nearly all age groups, gender, and backgrounds, although it is more 
common among younger adults and persons of Mexican and Central American ori-
gin. An exception to this is Cuban daily smokers, whose smoking intensity is the 
highest among sub-ethnic groups (e.g. about half men and 1/3 of females consume 
>20 cigarettes per day; Kaplan et al.,  2014 ). Latinos also wait longer after waking 
to smoke their fi rst cigarette of the day (Benowitz, Bernert, Caraballo, Holiday, & 
Wang,  2009 ; Daza et al.,  2006 ; Trinidad et al.,  2011 ). However, it is important to 
note that there is no safe amount of smoking. Both intermittent and light smoking 
are still associated with negative health outcomes (e.g. chronic diseases) when com-
pared with former or never- smokers (Bjartveit & Tverdal,  2005 ). 

 Although cigarettes are still the most prevalent tobacco product, experimentation 
with a variety of non-cigarette tobacco products (e.g. cigars, little cigars, hookah, 
smokeless tobacco, e-cigarettes) is widespread, partially due to misperceptions of 
safety. Latinos generally acknowledge the adverse health effects of tobacco use; 
however, some gaps in knowledge have been identifi ed including uncertainty about 
how different tobacco products vary with respect to health risks (Foraker, Patten, 
Lopez, Croghan, & Thomas,  2005 ; Richter, Pederson, & O’Hegarty,  2006 ). In 
recent surveys, Latino youth report high rates of smokeless tobacco and hookah use 
compared to teens of other race/ethnicities (Lauterstein et al.,  2014 ; Wilkinson 
et al.,  2015 ). Except for cigars, ever use of most non-cigarette tobacco products is 
lowest among foreign-born Latino young adults aged 18–34, and similarly high 
among US-born Latino, Non-Latino Blacks, and Non-Latino Whites (Lariscy et al., 
 2013 ). These patterns are similar for both men and women. Current use of other 
tobacco products is very low among foreign-born Latino women and there is no 
difference between US-born Latino and Whites (Lariscy et al.,  2013 ). Among men, 
current use of other tobacco products do not signifi cantly differ by race/ethnicity or 
nativity. In addition, some perceived benefi ts of smoking identifi ed by Latinos 
 include  : stress and anxiety relief, pleasure, help to make friends, improved ability to 
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focus, and weight loss. These perceived benefi ts have been found to differ by gen-
der, age, and education level (Constantine et al.,  2009 ). Even though there is a gen-
eral warning that no tobacco product is safe, more research is needed regarding the 
health effects of all tobacco products in order to better inform the population and 
provide guidance to health care professionals (Kozlowski & Edwards,  2005 ; 
Noonan & Kulbok,  2009 ). 

 Culturally relevant factors that correlate with smoking include acculturation and 
experience of discrimination. Acculturation refers to a process of multiple behav-
ioral and ideological changes experienced by individuals as a result of contact 
between one or more cultures (Schwartz, Unger, Zamboanga, & Szapocznik,  2010 ). 
Acculturation toward mainstream U.S. culture (as indicated by more years lived in 
the U.S., greater proportion of life lived in the U.S., English language preference or 
profi ciency, etc.) is related to higher smoking prevalence among Latina women, but 
unrelated to prevalence among Latino men (Abraído- Lanza et al.,  2005 ; Bethel & 
Schenker,  2005 ). Also, the experience of discrimination is a risk factor for smoking 
among Latinos (Lorenzo-Blanco & Cortina,  2013a ,  2013b ; Nguyen, Subramanian, 
Sorensen, Tsang, & Wright,  2012 ). Currently, scarce published research exists that 
examines how or why acculturation and discrimination might lead to increased 
smoking among Latinos, and the limited available research focuses on Latino youth. 
Generally, experience of discrimination is suspected to increase stress or negative 
emotions, which in turn increases the  odds   of smoking (Unger, Schwartz, Huh, 
Soto, & Baezconde- Garbanati,  2014 ) and greater acculturation is suspected to lead 
to higher odds of smoking both by increasing the experience of certain stressors 
(e.g. acculturative stress, discrimination, family confl ict; Lorenzo-Blanco & 
Cortina,  2013b ), but also by infl uencing the adoption of beliefs and attitudes that are 
more accepting of smoking (Bethel & Schenker,  2005 ).  

     Tobacco   Cessation and Treatment-Related Characteristics 

 Compared to smoking prevalence and patterns, much less is known about what 
predicts success in quitting smoking among Latino smokers, but many factors rel-
evant to White smokers and the general population of smokers are also relevant to 
Latino smokers. For example, older age, having a spouse/partner, partner support for 
quitting, the presence of children in the home (Brothers & Borrelli,  2011 ; Kaplan 
et al.,  2014 ; Nevid & Javier,  1997 ), all increase odds of quitting, while stress 
(Businelle et al.,  2010 ) and withdrawal from cigarettes (Castro, Kendzor et al., 
 2011 ) decrease odds of quitting among Latino smokers as they do among the gen-
eral population of smokers. 

 Unlike the general population of smokers, success with quitting smoking does 
not seem to differ by gender (Bock, Niaura, Neighbors, Carmona-Barros, & Azam, 
 2005 ; Castro et al.,  2009 ; Kaplan et al.,  2014 ) and experiencing depressive symptoms 
does not appear to be associated with quitting among Latino (Castro, Costello, et al., 
 2011 ; Kiviniemi, Orom, & Giovino,  2011 ; Munoz, Marin, Posner, & Perez-Stable, 
 1997 ). Also, traditional indications of socioeconomic status (education, income, 
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employment) have not been consistently associated with quitting among Latinos in 
the U.S. (Businelle et al.,  2010 ; Chiang & Borrelli,  2014 ; Kaplan et al.,  2014 ). 

 As noted earlier, Latinos differ notably from the general population in behav-
ioral smoking patterns, namely, daily versus non-daily smoking, cigarettes smoked 
per day, and the amount of time elapsed between waking and one’s fi rst cigarette 
of the day. These smoking patterns are widely used as behavioral markers of 
tobacco dependence (Heatherton, Kozlowski, Frecker, Rickert, & Robinson, 
 1989 ), but this practice may have limited utility for Latino smokers. Specifi cally, 
Latino’s observed smoking patterns may suggest that they are less likely to be 
dependent on cigarettes, which would in turn lead to the assumption that they 
would be more  successful   at quitting. In fact, the quit rates of Latino smokers are 
lower or no different from non-Latino White smokers (CDC,  2002 ,  2011 ). There is 
a strong relationship between physical dependence and success at quitting smok-
ing among non-Latino White smokers (Ferguson et al.,  2003 ; Foulds et al.,  2006 ; 
Rohsenow, Martin, Tidey, Monti, & Colby,  2013 ), but not among Latinos (Bock 
et al.,  2005 ; Reitzel et al.,  2009 ; Woodruff, Talavera, & Elder,  2002 ). This phenom-
enon among Latino smokers is not well-understood, but one possibility is that 
physiological aspects of dependence, may not be strong motivators for tobacco use 
among Latino smokers. This is consistent with the common occurrence of light and 
social/occasional smoking among Latino smokers. Nonphysiological aspects of 
dependence (e.g., social/environmental cues, cognitive factors such as outcome 
expectancies) may be more important motivators for smoking among Latinos 
(Castro et al.,  2012 ,  2014 ; Foraker et al.,  2005 ), but more research in this area is 
needed. Generally, indicators of physical dependence may not be useful prognostic 
indicators for Latino smokers trying to quit. 

 Acculturation toward mainstream U.S. culture may be related to greater likeli-
hood of quitting (Bock et al.,  2005 ) especially among men (Castro et al.,  2009 ; 
Wetter et al.,  2007 ). Lifetime experience of discrimination, particularly major dis-
criminatory events, may reduce the probability of quitting among Mexican 
Americans (Kendzor et al.,  2014 ). Research on how cultural variables infl uence 
cessation is limited and relatively new, but such knowledge can be used to identify 
and target at-risk groups. 

 Latinos experience notable disparities related to healthcare support for smoking 
cessation. In particular, Latinos consistently report extremely limited use of cessa-
tion aides compared to non-Latino Whites (Cupertino et al.,  2011 ; Fu et al.,  2005 ; 
Levinson, Perez-Stable, Espinoza, Flores, & Byers,  2004 ; Rodríguez- Esquivel 
et al.,  2009 ; Trinidad et al.,  2011 ). Socioeconomic condition likely plays some role 
in this disparity. For example, among Latino former smokers, use of prescriptions 
and over-the-counter medications for smoking cessation is more common  among   those 
with health insurance compared with those without insurance (Kaplan et al.,  2014 ). 
Other studies have also demonstrated that socioeconomic factors may partly 
explain Latinos lesser use of cessation aids but these factors do not fully account for 
the disparity (Levinson et al.,  2004 ; Thorndike, Biener, & Rigotti,  2002 ). Avoidance 
of medications and misconceptions about their use and effectiveness have also been 
reported (Foraker et al.,  2005 ; Webb, Rodriguez-Esquivel, & Baker,  2010 ). 
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 Latinos are also less likely compared to Whites to be asked whether or not they 
smoke and, if they do smoke, are less likely to receive advice to quit or be counseled 
about quitting during a healthcare encounter (CDC,  2011 ; Cokkinides, Halpern, 
Barbeau, Ward, & Thun,  2008 ; Houston, Scarinci, Person, & Greene,  2005 ; Levinson 
et al.,  2004 ; Lopez-Quintero, Crum, & Neumark,  2006 ). This is particularly trou-
bling because receiving physician advice (Kreuter, Chheda, & Bull,  2000 ; Whitlock, 
Orleans, Pender, & Allan,  2002 ) increases the probability of making a quit attempt 
and using cessation aids (Levinson et al.,  2004 ). As these disparities in cessation 
support apply to actual encounters with healthcare professionals, they are clearly not 
an issue of lack of access to healthcare providers. Furthermore, the disparity in 
receiving advice to quit does not appear to be explained by the patients’ English 
language profi ciency (Lopez-Quintero et al.,  2006 ). 

 Finally, there is a dearth of information regarding the effi cacy of behavioral and 
pharmacological smoking cessation interventions among Latinos. Recent report 
found that, in contrast to the hundreds of smoking cessation intervention trials in 
existence (Fiore et al.,  2008 ), fewer than 20 published studies directly target Latino 
smokers (Cox, Okuyemi, Choi, & Ahluwalia,  2011 ; Webb et al.,  2010 ). The limited 
available evidence suggests that pharmacological and behavioral interventions for 
smoking  cessation   among Latinos are effective at the end of treatment, but their 
effects tend to wane beyond end of treatment (Webb et al.,  2010 ). Additional 
research devoted to enhancing tobacco cessation interventions among Latinos is 
needed.  

    Assessment of Tobacco Use and Dependence 

     Screening   for Tobacco Use 

 Health care practitioners are well-positioned to assess and intervene with patients 
that use tobacco. Depending on their particular work setting (e.g., primary care 
versus substance abuse treatments), one-third to three-fourths of practitioners’ 
caseloads may be smokers (Fiore et al.,  2008 ). Irrespective of a provider’ specialty 
or treatment context, identifying tobacco users is the fi rst step in treating tobacco 
use and dependence among patients in any health care setting. Given the high work 
demands experienced by some clinics coupled with lack of training for providers 
and staff, tobacco use assessments (TUAs) have historically seldom been included 
as a standard clinical practice and have often depended on the discretion of the 
practitioner. As a result, the documentation and delivery of tobacco cessation inter-
ventions has often been inconsistent and suboptimal. Fortunately, with the adoption 
of the Patient Protection and  Affordable Care Act  , there has been a dramatic increase 
in both the emphasis on and coverage for preventive care, including tobacco cessa-
tion ( American Lung Association ). Such changes are expected to positively impact 
the frequency and quality of TUAs and treatment in healthcare settings. Moreover, 
there are research-based recommendations for screening protocols that can 
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facilitate a clinic’s adoption and implementation of structured TUAs and subse-
quent tobacco cessation support (Fiore et al.,  2008 ; Warren et al.,  2014 ). Healthcare 
settings are encouraged to treat “smoking as a vital sign” (McCullough, Fisher, 
Goldstein, Kramer, & Ripley-Moffi tt,  2009 ) to be assessed systematically and in 
every patient encounter. As few as two questions integrated into a healthcare set-
ting’s  electronic health records (EHR)   system (“current smoker?” and “plans to 
quit?”) dramatically increases both the number of smokers who are identifi ed and 
those who receive cessation counseling (McCullough et al.,  2009 ). In fact, even 
screenings comprised of just a few more questions can enable the identifi cation of a 
large number of patients that use tobacco and promote referrals to specialized ces-
sation programs without sacrifi cing signifi cant additional time (Warren et al.,  2014 ). 
An example of a short TUA is below. 

 For new patients, a  positive    screen    results if a patient answers “every day” or 
“some days” to question 1, answers YES to either question 2 or 3, or responds that 
s/he has used tobacco during the last 30 days (question 4).

    1.    Do you currently smoke cigarettes every day, some days, or not at all?   
   2.    Do you currently use any other tobacco products such as cigars, pipes, chewing 

tobacco, e-cigarettes, snuff, snus, bidis, etc?   
   3.    Are you currently using any medication or nicotine replacement therapy (like 

gum, patches) to try to quit tobacco?   
   4.    About how long ago did you last smoke a cigarette, even a puff or used other 

tobacco products?   
   5.    Are you interested in stopping tobacco use or speaking with a team member (e.g. 

nurse, counselor, tobacco cessation specialist) about it?    

  When considering TUAs with Latino patients, it will be important to be mindful 
of the common practice of intermittent and light smoking among this population. 
This pattern of smoking may not be perceived as suffi ciently frequent for the patient 
to identify him/herself as a tobacco user. Indeed, as many as 25 % of light and inter-
mittent smokers under-report the amount they smoke (Perez-Stable, Marin, Marin, 
& Katz,  1990 ). Deliberate deception should not be assumed; patient reports are 
likely well-intended even when inaccurate. Questions like those above, which focus 
on the frequency of smoking behavior and that do not impose a label such as 
“smoker” or “nonsmoker” may be more helpful.  

    Tobacco  Dependence and Withdrawal   

 Substance  dependence  refers to when a person cannot control the impulse to use a 
drug, such as tobacco, even in the face of negative consequences, and there are 
changes in the brain’s natural inhibition and reward centers (National Institute of 
Drug Abuse). People with tobacco dependence may or may not also exhibit  physical 
dependence . Physical dependence is characterized by either  tolerance  (need for 
increased amounts of a drug to achieve the desired effect or a diminished effect with 
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continued use of the same amount of the drug) or  withdrawal  (the characteristic set 
of symptoms that occur when use of a drug is stopped or continued use of the drug 
to avoid withdrawal symptoms). It is important to note that not all smokers are 
tobacco dependent, and that the degree to which tobacco dependence develops var-
ies signifi cantly across individuals. Although the diagnosis of tobacco dependence 
requires only two of 10 possible symptoms, only about half of regular smokers meet 
criteria for a  tobacco use disorder  according to the  Diagnostic   and Statistical 
Manual of Mental Disorders, fi fth Edition (DSM-5; American Psychiatric 
Association,  2013 ; Breslau, Johnson, Hiripi, & Kessler,  2001 ), a widely used tool 
for assessing dependence and withdrawal. 

 Although documenting a  tobacco use disorder  (previosuly labeled as  nicotine 
use disorder ; DSM-IV-TR; American Psychiatric Association,  2000 ) or  tobacco 
withdrawal  may be required and useful for insurance-related purposes, examining all 
of the DSM-5 diagnostic criteria is not always feasible in a health care setting. In 
fact, its appropriateness for use in clinical settings as well as its validity to predict 
important outcomes (e.g. likelihood of quitting, response to treatment) has been 
questioned by experts in the fi eld (Baker, Breslau, Covey, & Shiffman,  2012 ). 
Consequently, researchers have developed alternative instruments that better identify 
persons with tobacco dependence and that can be administered in shorter periods of 
time. The Fagestrom Test for Nicotine Dependence (FTND; Heatherton, Kozlowski, 
Frecker, & Fagerstrom,  1991 ) and the Heaviness of Smoking Index (HSI; Heatherton 
et al.,  1989 ) are examples of such instruments. The FTND is a widely used instru-
ment to measure tobacco dependence in both research and practice. Comprised of six 
items, it is a brief instrument that can be easily used in any health care setting. Ranges 
from 0 to 10, with higher scores indicative of higher dependence. Table  13.1  presents 
the items and scoring interpretation of the FTND.

   Alternatively, the HSI consists of two items from the FTND: time to the fi rst 
cigarette after waking up (TTFC; item 1) and number of cigarettes smoked per 
day (CPD; tem 4; Heatherton et al.,  1989 ; Heatherton et al.,  1991 ). When com-
bined, these items comprise the HSI scale which ranges from 0 to 6 (Borland, 
Yong, O’Connor, Hyland, & Thompson,  2010 ). Higher scores indicate higher 
dependence. It is important to reiterate here that measures such as these, which 
assess physical dependence, have shown limited utility for predicting smoking 
treatment outcomes among Latino smokers (Bock et al.,  2005 ; Brothers & 
Borrelli,  2011 ; Reitzel et al.,  2009 ; Woodruff et al.,  2002 ), and so we caution 
against using such measures for prognostic judgements among this population. 
However, such measures are still useful for documenting smoking behavior and 
physical dependence among Latinos, which is useful for treatment planning. 
Essentially,  patients   with low dependence (FTND = 0–4) may benefi t from brief 
interventions [see Brief Interventions section], while patients with moderate to 
high dependence (FTND = 5–10) may require more intensive counseling and 
pharmacotherapy in order to increase their chances of quitting [see Intensive 
Interventions section].  
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     Comprehensive Assessment   of Tobacco Use 

 Screening for tobacco use is a very important fi rst step in intervening with tobacco 
users. However, once in treatment, helping smokers quit usually requires more exten-
sive assessments, particularly among those highly dependent and/or with comorbid 
psychiatric conditions. Comprehensive TUAs involve getting to know the patient’s 
tobacco use, smoking patterns, as well as reasons to smoke and reasons to quit. They 
guide the clinician to determine the most effective intervention that meets the patient’s 
particular needs and to help formulate a treatment plan. TUAs can take the form of 
questionnaires that the patients complete by themselves or can be done by the practi-
tioner in an interview format. They can take place in any treatment context, even if the 
focus of treatment is not smoking cessation. The time and resources available to 
administer the assessments and the complexity of the smoker’s profi le will help deter-
mine the length and breadth of the comprehensive TUA. Importantly, as with screen-
ing, a comprehensive TUA is an ongoing and dynamic process rather than a one-time 
clinical activity. As such, a comprehensive TUA should be completed throughout mul-
tiple visits and updated as the patient progresses in his/her quitting process. 

 In the comprehensive TUAs is important to ask questions about the patient’s 
views regarding their history with tobacco, as well as their beliefs about, struggles 

   Table 13.1     Fagerstrom test for nicotine dependence (FTND)  /HSI   

 Item  Response options  Score 

 1. How soon after you wake up do you smoke your 
fi rst cigarette? 

 (a) after 60 minutes  0 
 (b) 31–60 minutes  1 
 (c) 6–30 minutes  2 
 (d) within 5 minutes consists 
of two items 

 3 

 2. Do you fi nd it diffi cult to refrain from smoking 
where it is forbidden? 

 No  0 
 Yes  1 

 3. Which cigarette would you hate most to give up?  (a) The fi rst one in the morning  1 
 (b) Any others  0 

 4. How many cigarettes per day do you smoke?  (a) 10 or less  0 
 (b) 11–20  1 
 (c) 21–30  2 
 (d) 31 or more  3 

 5. Do you smoke more frequently during the fi rst 
hours after waking than during the rest of the day? 

 No  0 
 Yes  1 

 6. Do you smoke even if you are so ill that you are 
in bed most of the day? (no/yes) 

 No  0 
 Yes  1 

 Total Score (0–10) 

   Source . Heatheron TF, Kozlowski LT, Frecker RC, Fagerstrom K (1991). The Fagerstrom Test for 
Nicotine Dependence: a Revision of the Fagerstrom Tolerance Questionnaire. British Journal of 
Addiction; 86: 1119–1127 
  Note . Scoring: Sum up the  scores   of all items and interpret the total score as follows: 0–2 very low 
dependence; 3–4 low dependence; 5 moderate dependence; 6–7 high dependence; and 8–10 very 
high dependence  
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with, and aspirations for behavior change. The purpose of the comprehensive TUA 
is to go beyond simply eliciting answers to the set of questions, but to facilitate a 
discussion that motivates behavior change. Furthermore, because physical depen-
dence might be less important as a motivator for smoking among Latinos, broader 
conversations about a Latino patient’s lived experience with smoking may uncover 
other, more relevant motivators for smoking that can be targeted in treatment. 
Indeed, limited evidence suggests that a “multiple motives” approach to tobacco 
dependence that takes into account contextual and psychological motivators for 
smoking (Piper et al.,  2004 ) may be more useful for predicting smoking outcomes 
among Latinos (Castro et al.,  2012 ). 

  Biological Assessment . Carbon monoxide (CO) in the breath, and nicotine and its 
metabolite cotinine in saliva, urine, or blood, can be used to measure the extent of 
tobacco or nicotine use (APA,  2013 ). CO is one of the most deadly chemicals found 
in cigarette smoke. Burning cigars, cigarettes, and pipes all produce CO. CO takes 
the place of oxygen in the red blood cells, decreasing the actual amount of oxygen 
available causing strain on the heart and body, putting smokers at increased risk for 
having cardiovascular disease, especially heart attacks. Although  CO   is very deadly, 
it lasts in the body only a short time. Thus, its effect is reversible if the person stops 
smoking. The body can eliminate CO within 24 h but more likely within 2–3 days 
after a person quits smoking. The CO will go back down to the same level as that of 
someone who hast never smoked. CO meters measure expired CO from smoke 
exposure as either CO in parts per million (ppm) or percent carboxyhemoglobin 
(%COHb). Such devices provide immediate feedback on smoking level or confi r-
mation of abstinence, and such feedback could serve as a motivator for the patient. 
A chart can help the patient to visualize CO effects (Table  13.2 ):

   In sum, typical domains to be included in comprehensive TUAs are: (a) current 
tobacco use and intentions to quit, (b) past quit attempts (with particular attention to 
withdrawal symptoms), (c) social and contextual factors (that facilitate or hinder 
quitting), (d) medical history and biological assessment, (e) psychological assess-
ment (e.g. psychiatric comorbidity, motivations to quit, self-effi cacy,  outcome expec-
tancies). Examples of recommended measures and instruments to incorporate in a 
comprehensive TUA can be found in the  Smoking Initiative  of the Patient-Reported 
Outcome Measurement Information System (PROMIS;   http://www.nihpromis.org/
default.aspx    ). This initiative aims to develop, evaluate, and standardize item banks to 
assess smoking behavior and associated psychosocial constructs for both daily and 
nondaily smokers (Edelen et al.,  2014 ; Shadel, Edelen, & Tucker,  2011 ). Some, 
although not all, of the recommended measures have been translated into Spanish 
and validated among Latinos.   

   Table 13.2    Meaning of CO levels   

 CO level  Meaning 

 0–8  Normal or very low (normal is 0–3 ppm) 
 8–12  Worry. Person is affecting their health 
 12–25  Cause for alarm. The person is harming themselves 
 25–40  Danger and hazard to health 
 Over 40  Severe danger—take immediate action (person can get lethargic) 
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    Brief Interventions for Tobacco Cessation 

 The Public Health Service Clinical Practice Guideline  Treating Tobacco Use and 
Dependence :  2008 Update  (PHS Guidelines; Fiore et al.,  2008 ) provides clear 
recommendations regarding interventions for patients that are willing to make a quit 
attempt as well as for those that are not ready to make a quit attempt. The Guidelines 
are available in both English and Spanish and can be retrieved from   http://www.ahrq.
gov/professionals/clinicians-providers/guidelines- recommendations/tobacco/clini-
cians/update/index.html    . Brief interventions for tobacco cessation are characterized 
by a practical counseling encounter that lasts no more than 10 min. They are intended 
to be used by any health care provider in either outpatient or inpatient settings. Brief 
interventions for patients willing to make a quit attempt are best known as the 5A’s 
(Ask-Advise-Assess-Assist-Arrange). 

    Interventions for  Patients Willing   to Make a Quit Attempt 

  ASK about tobacco use . Implement a clinic-wide system that ensures that every 
patient at every clinical encounter is queried about their tobacco use and that their 
smoking status is documented in their medical record. The main recommended 
identifi cation system is simply to expand the Vital Signs to include tobacco use. 
Other alternatives include adding reminders to indicate tobacco use status through 
the EHR or “stickers” in the patient’s charts.

   Example:  Tobacco use  ( circle one ):  Current – Former – Never     

  ADVISE the patient to quit . In a professional manner, offer the patient a strong 
advice to quit, emphasizing reasons to quit that are personally relevant to the patient 
and clearly emphasize the benefi ts of quitting. Beginning the conversation with 
assurance that providing this advice is standard practice for all tobacco users and that 
it is the professional responsibility of the provider may minimize the patient’s per-
ception of being judged or criticized. For example, “As your provider, it is my 
responsibility to let you know that stopping smoking (or using tobacco) is the best 
thing you can do for your own and your family’s health and well-being. It will reduce 
your blood pressure, and reduce the asthma episodes in your child, and it will even 
allow you to save money. Cutting down is not enough. We are here to help you.” 

  ASSESS willingness to make a quit attempt . Assess patient’s willingness to make a quit 
attempt at the present time or the near future. For example, “How do you feel about try-
ing to quit smoking within the next 2 weeks? Would you be willing to give it a try?”

    If the patient    is     willing to make a quit attempt  within the next 2 weeks, congratulate 
him/her for the decision and proceed to the next step, ASSIST.  

   If the patient is not willing to make a quit attempt  within the next 2 weeks, evaluate 
their willingness to make the attempt within the next 30 days and assist accordingly. 
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If the patient is not willing to make a quit attempt in the near future, use a 
motivational approach and the 5R’s model (discussed later) to increase the 
probability of a future quit attempt.    

  ASSIST in making a quit attempt. For patients willing to make a quit attempt , pro-
vide evidence-based intervention options to help them quit. Assistance includes 
provision or referral to counseling services as well as a prescription or recommen-
dation to use medication. This step requires the provider to be knowledgeable in 
evidence-based interventions for smoking cessation as well as local smoking cessation 
resources. For example, if someone other than a physician is providing the 5 A’s 
intervention, open communication must exist between the physician and the 5 A’s 
provider regarding the feasibility of and physician’s willingness to provide cessation 
aids that require a prescription. Providers should be familiar with the telephone 
Quitline services and be prepared to refer or connect patients with it [see Quitlines 
section]. In addition, there are numerous freely available self-help materials in 
English and Spanish that can be provided to the patient. Finally, local community 
organizations, clinics, and hospitals often have free or low cost smoking cessation 
counseling services available to community members. Beyond providing resources 
and referrals, there is much the provider can do immediately during the encounter 
to assist the patient with a quit attempt:

    1.     Help the patient to prepare a quit plan . Common steps to prepare for quitting 
include: (a) Setting a quit date, ideally, within 2 weeks; (b) Telling friends, family, 
and coworkers about intentions to quit and request their support. It may be par-
ticularly important to help the patient prepare for this if they have many other 
smokers in their social network; (c) Removing all tobacco-related products from 
the environment, including ashtrays, lighters, matches, and any other materials 
that promote smoking. If has not already been done, this is the time to make the 
home and car smoke-free. Prior to the quit day, the patient can practice changing 
their routine to disrupt their smoking pattern, and practice not smoking in places 
or situations where they frequently smoke. Patients should urge other smokers in 
the household to also quit or to not smoke in their presence; (d) Anticipating the 
challenges that will likely occur in the few weeks following the quit date, par-
ticularly nicotine withdrawal symptoms. The patient can make a list of these 
potential challenges and identify alternatives to deal with them; (e) Writing down 
the reasons why they are motivated to quit. Some people fi nd useful to put that 
list in a visible place as a constant reminder; and (f) Determining if they want to 
start reducing the amount of cigarettes smoked per day in preparation for the quit 
day or if they will maintain their current smoking level and stop completely on 
the quit day. This preference varies by person, their previous experience quitting 
and their level of dependence. In general, lower socioeconomic status has been 
associated with gradual quitting.   

   2.     Provide practical counseling based on problem - solving / skills training . Striving 
for complete abstinence is essential. Even one puff after quitting is discouraged. 
Capitalize on the patient’s previous experience with quitting to identify what 
helped him/her to succeed and what factors provoked a relapse (e.g. increased 
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physical activity and reducing coffee intake may have helped during previous 
quit attempts). The patient should plan to reduce stressful situations as much 
as possible and increase mood management and self-control skills [see Intensive 
Interventions].   

   3.    Recommend approved medications for cessation, except when is contraindicated 
or with specifi c populations for which there is insuffi cient evidence of its effective-
ness (Fiore et al.,  2008 ). Approved medications are listed in a section below.   

   4.    Provide intra-treatment social support; that is, providing general encouragement 
of the patient’s quit attempt and be receptive to their questions.    

   ARRANGE a follow-up .  Tobacco   use is a chronic condition and should be treated 
as such.  For patients interested in making a quit attempt , arrange for follow-up 
contacts, either in person or via telephone. Ideally, the follow-up contact should 
occur on the quit day or the day before. Other follow-ups should occur within a 
week after the quit day. During these follow-up contacts, discuss problems and chal-
lenges that have been encountered, and ways to address them. Assess medication 
use and any related issues. If patient is abstinent, congratulate them for their suc-
cess! If they have smoked, congratulate them for the effort, revisit the challenges 
and strategies used and encourage a new attempt.  For patients unwilling to make a 
quit attempt  at a particular visit, continue addressing tobacco use/dependence and 
interest in quitting at the next clinic visit (Table  13.3 ).

      Ask-Advice-Refer and Ask-Advice-Connect Models 

 In an effort to integrate brief interventions for tobacco cessation at the clinic level 
and after considering that often even the 5As approach is challenging to fully implement 
in a busy health care setting, briefer models started to emerge. The  Ask - Advise -
 Refer  (AAR) model is a health care-based smoking cessation initiative promoted 
nationally and recommended by several professional organizations (i.e. surgeons, 
dental hygienists;   www.askadviserefer.org    ). Providers using this model ask their 
patients about their tobacco use, advise them to quit and then make a standard 

   Table 13.3    Summary of the  5 A’s model   for treating tobacco use and dependence   

 Component  Description 

  A SK about tobacco use  For  every  patient at  every  visit, identify and document current and 
past tobacco use at the time that other vital signs are assessed 

  A DVISE to quit  In a clear, strong, and personalized manner, urge every tobacco user 
to quit (and encourage former smokers to stay quit) 

  A SSESS willingness to 
make a quit attempt 

 Inquire patient’s interest in trying to quit 

  A SSIST in making a 
quit attempt 

 Aid the patient in quitting 

  A RRANGE follow-up  Ensure follow up contact 

   Main source : Fiore MC,  Jaen   CR, Baker TB, et al. Treating Tobacco Use and Dependence: 2008 
Update. (May 2008). Clinical Practice Guideline. Rockville, MD: U.S. Department of Health and 
Human Services. Public Health Service  
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recommendation providing the patient with a business/referral card to a state quit-
line or another local cessation service. Certainly, implementation of the AAR has 
been a major step in the right direction and represents an improvement compared to 
outdated practices where assessment of tobacco use was not part of the clinical 
encounter. Unfortunately, the implementation of AAR has not been found to yield 
the expected results and only a small proportion of referred persons actually enroll 
in the recommended cessation program. 

 In an attempt to address clinic and patient-level barriers to effectively linking 
smokers to treatment, telephone care coordination programs and fax/email referral 
programs have been developed wherein quitlines receive patients’ contact information 
from providers with the patient’s permission, and the quitline proactively contacts 
the patient (Lichtenstein, Zhu, & Tedeschi,  2010 ). This eliminates the onus of initi-
ating contact from the patient. One such program is the  Ask - Advise - Connect  (AAC) 
approach, which is designed to link smokers with quitline services through an auto-
mated system within the clinic’s EHR (Vidrine, Shete, Cao, et al.,  2013 ). In the 
AAC model, connections to the quitline are made by medical assistants and licensed 
vocational nurses, distributing the workload among various providers. Personnel 
are trained to  ask  every patient about their smoking status at the time that vital signs 
are assessed,  advise  all smokers to quit, offer cessation  assistance  via the quitline, 
and  connect  to the quitline those willing to receive help. With the patient’s permission, 
the quitline proactively calls the patient. 

 Research has been conducted in both private and safety-net health care systems 
comparing AAR and AAC approaches (Vidrine, Shete, Li, et al.,  2013 ; Vidrine, 
Shete, Cao, et al.,  2013 ). In both sectors, AAC has proven to signifi cantly increase 
treatment enrollment when compared with AAR (a 13-fold and 30-fold increase for 
private and safety-net sectors, respectively). Of note, even when a high proportion 
of smokers declined to be connected to the quitline or were unreachable, the stream-
lined and automated nature of the AAC approach dramatically enhanced the poten-
tial for cessation treatment enrollment. In sum, research suggests that active 
connecting-to-quitline programs should be favored over passive referral approaches 
(Vidrine, Shete, Li, et al.,  2013 ; Warren et al.,  2014 ). 

  Quitlines . Quitlines are telephone-based tobacco cessation services that help 
tobacco users quit and that are available for free throughout the U.S. The main 
services include counseling and coaching by trained staff, mailing of self-help 
materials, and referral to local resources. The counseling offered can be reactive or 
active. Quitlines with a reactive counseling approach only respond to incoming 
calls; whereas proactive quitlines respond to incoming calls and also generate out-
bound and follow-up calls to interested individuals. In addition, quitlines differ in 
their level of sophistication and resources; as such, they vary in the intensity of the 
counseling schedule (e.g. from 1 to 10 sessions), and time of operations (e.g. some 
are available 24 h a day, 7 days a week, and most holidays, while others operate only 
during typical business hours). Currently, the majority of quitlines offer web-based 
services, and some may also include provision of free nicotine replacement therapy 
(NRT) and training to healthcare providers. In addition, evidence-based internet 
smoking cessation interventions have been shown to produce good abstinence rates 
among Spanish speakers (Muñoz et al.  2009 ). 
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 The North American Quitline Consortium ( NAQC     ;   http://www.naquitline.org/    ) 
is a nonprofi t membership organization that seeks to promote evidence-based 
quitline services across diverse communities in North America. NAQC had set a 
goal for all quitline service providers in the U.S. to have the capacity for receiving 
referrals from EHRs by 2016. NAQC collects monthly data on call attempts to all 
quitlines in the U.S. and its territories and provinces. At present, NAQC does not 
collect quit rate data, but is planning to do it going forward. Notably, one of its goals 
is to “Increase the quality and cultural appropriateness of quitlines in North America”. 
To achieve this goal, NAQC aims to deliver services to 6 % of each priority popula-
tions, including Latinos. At present, some states (e.g., Texas, Washington) provide 
services in Spanish and services are available in at least 15 additional languages 
through a third party. For services in English, callers may contact 1-800-QUIT-NOW 
(1-800-784-8669), which is the national portal number that routes callers to their 
respective state quitline. For services in Spanish,  persons should call 
1-855-DEJELO-YA (1-855-335-3569) or access   http://espanol.smokefree.gov     

 Research has shown that quitlines are highly effective in helping tobacco users 
quit (Fiore et al.,  2008 ; Lichtenstein et al.,  2010 ). They can double or even triple an 
individual’s chances of successfully quitting smoking. Importantly, given that the 
vast majority of people and households have phone services (U.S. Bureau of the 
Census), quitlines are an intervention modality with extremely broad reach. 
Nevertheless, they can reach only 1–2 % of smokers annually (Borland & Segan, 
 2006 ). In addition, few data is available regarding the reach, caller satisfaction, and 
effectiveness of the quitlines by diverse race/ethnic groups, including Latinos. 
While one study reported low reach among a Latino  subgroup   (Ortiz et al.,  2008 ), 
another study reported that their state quitline services were as well received and 
effective for Latinos as they were for other race/ethnic groups (Maher et al.,  2007 ). 
Moreover, the effi cacy of clinical trials utilizing telephone- based smoking cessation 
counseling among Latinos (Correa- Fernández et al.,  submitted ; Wetter et al.,  2007 ) 
speaks about the potential of quitlines with this population.  

     Pharmacotherapy   for Treating Tobacco Dependence 

 Current national guidelines for smoking cessation interventions recommend that all 
smokers be offered tobacco dependence treatment (TDT) that includes both behav-
ioral counseling and pharmacotherapy (Fiore et al.,  2008 ). The rationale for using 
pharmacotherapy in TDT is that nicotine, the main constituent in tobacco products, 
rapidly reaches and accumulates in the reward centers of the brain, promoting and 
maintaining the physical component of tobacco dependence. Thus, the main pur-
pose of pharmacotherapy is to ease the withdrawal symptoms from nicotine. 
Currently, there are 7 medications approved by the Food and Drug Administration 
and that are considered fi rst-line medications to treat tobacco use and dependence. 
Two of the approved medications are oral medicines and need a physician’s 
prescription, and the others are NRT. Two of the NRT are available with prescription 
and three can be obtained over the counter (OTC). The OTC medications are the most 
commonly used pharmacotherapy for tobacco cessation (Table  13.4 ).
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   The type of pharmacotherapy will depend on whether the patient is ready to 
make a quit attempt or not, and considering potential contraindications. For exam-
ple, nicotine patches works well for cessation treatment whereas nicotine gum and 
lozenges may be used for cessation and also to encourage tobacco reduction among 
those not ready to fully quit (Piper et al.,  2014 ). Although the research documenting 
the effi cacy of pharmacotherapy for TDT among Latinos is in its infancy, there is 
evidence for the use of the nicotine patch, and the acceptability of bupropion and 
varenicline (Cox et al.,  2011 ; de Dios, Anderson, Stanton, Audet, & Stein,  2012 ).   

    Interventions for Patients Not Willing to Make a Quit Attempt 

 For patients not willing to make a quit attempt at the  moment  , a combination of brief 
motivational interventions and the 5R’s model are recommended (Fiore et al.,  2008 ). 

   Table 13.4    Pharmacotherapy guidelines for tobacco use and dependence among adults   

 Medication  Dosage  Duration of treatment 

 Nicotine patch a   21 mg/24 hour b   8 week treatment (step-down) 
 14 mg/24 hour  21 mg × 4 weeks 
 7 mg/24 hour  14 mg × 2 weeks 

 7 mg × 2 weeks 
 Nicotine gum a   2 mg piece (less than 20 cpd)  1 piece every 1–2 h for 6 weeks 

(and up to 12 weeks)  4 mg piece (more than 20 cpd) 
 Nicotine 
lozenge a  

 2 mg piece (TTF c  more than 30 min)  Approx. 9 lozenges daily in the fi rst 
6 weeks (and up to 12 weeks)  4 mg piece (TTF less than 30 min) 

 Nicotine inhaler  Dose = 1 puff or inhalation  Up to 6 month; taper dosage during 
last 3 months  1 cartridge = 4 mg or 80 inhalations 

 6–16 cartridges a day 
 Nicotine nasal 
spray 

 Dose = 1 mg (0.5 mg per nostril)  3–6 months 
 1–2 doses per hour, increasing as 
needed 
 Minimum = 8 doses/day; 
Maximum = 40 doses per day 

 Bupropion SR  150 mg every morning × 3 days; then  Begin 1–2 weeks before the quit 
date. For long term treatment, 
150 mg daily for up to 6 months. 

 150 mg twice daily × 7–12 weeks 

 Varenicline  0.5 mg/daily × 3 days  Begin 1 week before the quit date. 
For long term treatment, up to 
6 months. 

 0.5 mg/twice daily × 4 days 
 1 mg twice daily × 3 months 

   a OTC = over the counter 
  b Patients consuming less than 20 CPD can start with a lower dose patch 
  Main source : Fiore MC, Jaen CR, Baker TB, et al. Treating Tobacco Use and Dependence: 2008 
Update. (May 2008). Clinical Practice Guideline. Rockville, MD: U.S. Department of Health and 
Human Services. Public Health Service 
  c TTF = time to fi rst cigarette/tobacco consumption  
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     Motivational Interviewing   

 Research has shown that when a patient is not ready to make a behavioral change, 
clinician’s lectures and exhortations to modify their behavior are very unlikely to 
promote behavior change compared to when the patient voices his/her own con-
cerns and reasons for a change (Amrhein, Miller, Yahne, Palmer, & Fulcher,  2003 ). 
Motivational Interviewing (MI) is a goal-oriented, patient- centered counseling 
intervention that aims to strengthen personal motivation for and commitment to 
achieve a specifi c goal (Miller & Rollnick,  2013 ). With tobacco users, the overall 
objective of the MI approach is to explore tobacco user’s beliefs, feelings, and 
values regarding tobacco use, identify any ambivalence about the use and elicit an 
intrinsic motivation for behavior change. By using MI, the clinician would pay 
particular attention to the  language of change , which would be expressions of any 
desire, ability, reasons, and need to stop tobacco use, as well as verbalizations 
of commitment to quit and any actions or steps toward change. Although MI com-
prises several specialized techniques that may be more suitable to use within 
Intensive Interventions (see section below), its fundamental principles (e.g., col-
laboration, evocation, and autonomy) should be applied in any encounter with 
tobacco users not ready to quit. Of note, specifi c applications of MI in health care 
has been published (see Rollnick, Miller, & Butler,  2008 ). In their book, Rollnick 
and colleagues compare MI with a  guiding  communication style and suggest that 
health care providers use this approach (instead of the other extreme approaches of 
 directing  or  following ) when having conversations with the patient about behavior 
change. A guiding style makes a good balance of three communication skills: 
 asking ,  listening, and informing . Thus, practitioners can engage in the MI spirit by 
asking the patient about their tobacco use and intentions to quit, listening non-
judgmentally to their reasons and barriers to quit, and informing them about the 
benefi ts of quitting and the resources available. 

  Research   has generally supported the use of MI for smoking cessation, including 
single sessions, short sessions and those delivered by general practitioners and 
trained counselors (Lindson-Hawley, Thompson, & Begh,  2015 ). Although some of 
the research included in meta-analyses (studies that combine information from mul-
tiple intervention studies in order to estimate overall effect) have included Latinos 
in their sample, we are unaware of specifi c published research evaluating the effi -
cacy of brief motivational interventions for Latino smokers not willing to quit.  

    The 5R’s Model 

 The  5R’s model   provide the content areas that should be addressed within an MI 
framework. This model appears to increase future quit attempts (Carpenter, Hughes, 
Solomon, & Callas,  2004 ; Fiore et al.,  2008 ). However, its particular usefulness 
among Latino populations have not been reported. 

  RELEVANCE . Providing information about tobacco use has the greatest 
impact when it is related to the patient’s particular characteristics and situation. 
These include age, gender, his/her family (e.g., effects of smoking on children), 
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health issues (e.g., high blood pressure, dental problems), social issues (e.g., 
tobacco-free workplace policies), among others. Help the patient refl ect on why quit-
ting is personally relevant. 

  RISKS . Help the patient to identify potential negative consequences of tobacco use 
(U.S. Department of Health and Human Services,  2014 ), and suggest additional 
ones that seem relevant to the patient. For example, short term health risks include: 
shortness of breath, risk of respiratory infections, and exacerbation of asthma, 
impotence, fertility problems, bad smell, skin aging, and harm to pregnancy. Long 
term health risks include: several cancers (e.g., lung, oral cavity, larynx, pancreas, 
etc.), heart attacks and strokes, chronic obstructive pulmonary disease. Importantly, 
practitioners should also emphasize that smoking may negatively affect others in 
the household through second hand smoke (e.g. ear and respiratory infections in 
children, risk of lung cancer and heart disease in partners), and that smoking low 
tar/low nicotine cigarettes or other tobacco products still represent a risk. 

  REWARDS . Inquire about the patient’s perceived benefi ts of stopping tobacco use, 
and suggest additional ones that seem relevant to the patient’s situation. Rewards 
range from health improvements to other personal/social benefi ts including: improved 
sense of smell and taste, improved overall health and reduction of risk of chronic 
diseases, improved breath, improved smell of one’s home/car, clothing will smell bet-
ter, improved health of children and people in one’s household, saving money, greater 
performance in physical activities, better appearance, feeling better about oneself 
(sense of success and control), and being a role model for one’s children. 

  ROADBLOCKS . Explore  perceived   barriers and challenges for quitting tobacco, 
and provide strategies to cope with them. Typical barriers include: withdrawal symp-
toms; stress, anxiety, or depressed mood; tobacco is embedded in their routine/habit; 
gratifi cation of tobacco use; other smokers in the environment; lack of support to 
quit; concurrent alcohol or other substance use; other psychological comorbidities; 
fear of failure; and lack of knowledge about effective treatment options. 

  REPETITION . Repeat the motivational messages to every patient that is not moti-
vated or ready to quit, every time he/she attends the clinical setting (Table  13.5 ).     

   Table 13.5    The 5R’s model for enhancing motivation to quit tobacco use   

 Component  Description 

  R ELEVANCE  Providing information about tobacco use that is relevant for the patient. 
  R ISKS  Help the patient to identify potential negative consequences of tobacco use, 

and provide additional information when needed. 
  R EWARDS  Inquire the patient about perceived benefi ts of stopping tobacco use, and 

suggest additional ones that seem relevant to the patient’s situation. 
  R OADBLOCKS  Explore perceived barriers and challenges for quitting tobacco, and provide 

strategies to cope with them. 
  R EPETITION  Repeat the motivational messages to every patient that is not motivated or 

ready to quit, every time he/she attends the clinical setting. 

   Main source : Fiore MC, Jaen CR, Baker TB, et al. Treating Tobacco Use and Dependence: 2008 
Update. (May 2008). Clinical Practice Guideline. Rockville, MD: U.S. Department of Health and 
Human Services. Public Health Service  
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     Intensive Interventions   

 Intensive interventions for TDT last more than 10 min in duration per clinical 
encounter and are characterized by greater depth and breadth in the assessment and 
counseling of tobacco use when compared with brief interventions. These are suitable 
for tobacco cessation clinics, substance abuse programs, psychology practices, and 
any other health care setting with trained personnel and time allocated for more 
intensive behavioral interventions. Intensive interventions are ideal for more com-
plex patients, including individuals with higher tobacco dependence, and with 
comorbid physical or mental health conditions. These interventions include an 
extension of the 5A’s model, with a particular focus on motivational interviewing 
techniques as well as cognitive behavioral treatment and problem solving/skills 
training approaches (Abrams et al.,  2003 ; Rollnick et al.,  2008 ). Importantly, a 
tobacco use treatment approach that combines pharmachotherapy/nicotine replace-
ment with behavioral coping skills training outperforms the use of either treatment 
alone and this combined approach is recommended in the guidelines (Fiore et al., 
 2008 ). Further, although studies that specifi cally target Latino tobacco users are 
very few, the limited evidence suggests these treatment approaches are  effi cacious   
among Latinos (Webb et al.,  2010 ). 

     Cultural Considerations   

 It has been consistently demonstrated that behavioral health interventions, includ-
ing substance-use interventions, that are adapted for racial/ethnic minority popula-
tions tend to be more effective than non-adapted interventions. In fact, meta-analytic 
studies of culturally adapted interventions indicate that culturally adapted behav-
ioral health interventions are approximately 20 % more effective than non-adapted 
interventions (Benish, Quintana, & Wampold,  2011 ; Smith, Rodríguez, & Bernal, 
 2011 ). Furthermore, it is widely regarded as an ethical responsibility for healthcare 
professionals to understand and consider factors associated with culture in order to 
effectively provide services ( American Medical Association ; American 
Psychological Association,  2002 ;  National Association of Social Workers ). As such, 
to incorporate cultural considerations into intensive interventions for TDT for 
Latinos is ethical and will increase the probabilities of positive outcomes. 

 Although still in its infancy, available evidence on cultural adaptations of TDT 
for Latinos seems promising (Wetter et al.,  2007 ; Woodruff et al.,  2002 ). Examples 
of elements that have been incorporated in the content and delivery of culturally 
adapted smoking cessation interventions for Latinos include: language appropriate 
content (e.g. for individuals with Limited English Profi ciency (LEP) or attending to 
nuances in Spanish-terminology across subgroups), culturally specifi c images and 
stories (in written or audiovisual materials), and integration of common cultural 
values (e.g.  familismo  [family involvement],  personalismo  [positive personal 
relationship],  respeto  [respect]) (Cox et al.,  2011 ; Webb et al.,  2010 ). Nevertheless, 
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the usefulness of specifi c elements have not been directly tested. Hence, there is still 
a need to further examine the extent to which culturally relevant components are 
potential moderators of treatment effects on smoking abstinence and/or intermedi-
ate outcomes (e.g. motivation to quit, reduction of smoking rates, and quitting 
attempts). Additionally, given the different patterns of smoking behaviors among 
Latino ethnic subgroups and acculturation levels, researchers and practitioners 
should consider that effectiveness of cultural adaptations may differ by groups. 
For example, emphasis on traditional Latino values may be important for less accul-
turated  persons   but less relevant for more acculturated individuals. 

    Program Structure 

 The design of an intensive TDT program may vary depending on the resources 
available at a particular health care setting as well as the population being served. 
Specifi c aspects to consider include format (e.g., individual or group; in- person or 
telephone-based), total number of sessions, time allocated per session, length of the 
program and structure. For instance, programs can use individual (e.g., phone or 
face-to-face) or group format (or a combination of both), include 5–20 sessions, last 
from 10 min to 2 h (depending on format), and be conducted within 5 weeks to 
6 months of duration. Many tobacco users may not be interested in committing to 
long  programs  , so shorter programs in between 6 and 10 sessions may be more 
appealing to a broader group of individuals. In terms of structure, it is typical for 
programs to go from weekly sessions to sessions every other week, and a fi nal one 
that takes place a month after the penultimate one. Some programs are structured to 
have more sessions devoted to the preparation before the quit date, while others 
allocate more sessions after the quit day to help address withdrawal and prevent 
relapse. Whenever possible, the timing of the service should be relapse-sensitive, 
including one or more sessions before the quit date (“preparation phase”), one ses-
sion on the quit day and one or more sessions after the quit date (“quitting phase”), 
another session a week after the fi rst post-quit session, and additional sessions gen-
erally occurring at 2–3 weeks intervals thereafter (“maintenance”). 

 Below we describe the core components of an intensive cessation program. 
These components can be incorporated in either group and individual formats, as 
well as both face-to-face and phone modalities. In-depth details on the procedures 
and treatment content are available in treatment handbooks such as those by Abrams 
et al.,  2003  and Peterson, Vander Weg, & Jaen,  2010 .   

    Therapeutic Approach 

   Motivational Interviewing .   As previously discussed, MI is an approach especially 
suited for patients who are not willing or ready to change their tobacco use. The MI 
principles can be incorporated in any type of counseling encounter (e.g., brief inter-
vention), but their specifi c techniques may be more feasible to use within intensive 
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interventions. Also, given that motivation for change can fl uctuate during the 
quitting process, an MI approach can be incorporated at any time and can be easily 
integrated with other therapeutic approaches (Vidrine, Reitzel, Figueroa, et al., 
 2013 ). Among the several counseling strategies utilized in MI, the  rulers  is the most 
common. The “rulers” (Figure) inquire about how important is a behavior change 
for the person. For example, the clinician would ask the patient “ In a scale from 1 
to 10 ,  how important it is for you to quit smoking ?” After the patient select a num-
ber, and let’s assume they chose a “6”, the clinician would follow with “ Why did you 
select a  “ 6 ”  and not a  “ 4 ”?” By inquiring about why a patient didn’t select a lower 
number, a clinician is encouraging the patient to talk about why stopping is impor-
tant. After discussing the reasons to quit smoking, the clinician could follow with 
“ What would you need to go from  “ 6 ”  to an  “ 8 ”?” Asking about how the patient 
would get to a higher number will encourage the discussion about potential chal-
lenges and patient’s needs. Similar procedures should follow to explore both confi -
dence and readiness to quit (Figure). Additional details on MI-based strategies can 
be found elsewhere (Miller & Rollnick,  2013 ). 

 MI has been found to be effective in treating a variety of substance-use disorders. 
Among Latinos, it has shown to be effi cacious for the  reduction   of problematic 
drinking (Clair et al.,  2013 ). Also, when integrated with other approaches, MI has 
signifi cantly increased continuous smoking abstinence in various underserved 
Latino populations (Borrelli, McQuaid, Novak, Hammond, & Becker,  2010 ; Clarke 
et al.,  2013 ). Further implementation and testing of MI-based smoking cessation 
interventions among this population is warranted.

   

1 2 3 4 5 6 7 8 9 10

Not at all Ready Average Readiness Extremely Ready

1 2 3 4 5 6 7 8 9 10

Not at all Confident Average Confidence  Extremely Confident

Confidence

Readiness

1 2 3 4 5 6 7 8 9 10

Not at all Important Average Importance Extremely Important

Importance

Rulers exercise utilized in Motivational Interviewing

  

     Cognitive Behavioral / Social Learning model . The cognitive-behavioral/social 
learning model has proven to be an evidence-based approach to treat tobacco 
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dependence (Fiore et al.,  2008 ) and has shown promise for Latino populations 
(Clarke et al.,  2013 ; Webb Hooper & Kolar,  2015 ) This model conceptualizes smok-
ing as a learned behavior that is acquired through classical and operant conditioning 
principles and cognitive processes (e.g. modeling other’s behaviors, beliefs, self-
control mechanisms, self-effi cacy and outcome expectations). For instance, sev-
eral cognitive, affective, and contextual cues can trigger the desire to smoke. Once 
the person smokes, they experience rewarding effects that reinforce smoking. 
Thus, the general rationale for treatment is that with behavioral skills training and 
practice, the smoker can unlearn the automatic sequence of events that leads to 
smoking and replace it with more adaptive patterns (Abrams et al.,  2003 ). The 
learning of new skills involves actual practice both inside and outside of the coun-
seling session. As such, homework in between sessions is encouraged as a way of 
helping the patient gaining insight regarding their tobacco use patterns and practice 
with quitting. 

 Below is a description of core components of cognitive behavioral interventions 
that have been recommended for TDT programs and have been positively related to 
smoking cessation (West, Walia, Hyder, Shahab, & Michie,  2010 ). Additional 
empirical support for the generalizability of current evidence-based practices for 
TDT among Latinos is warranted.

    1.     Concept of dependence . Social-cognitive model conceptualizes dependence on 
tobacco as motivated by mood management and learned automatic habits and 
patterns, as well as physical dependence. As such, the intervention should incor-
porate: (a) Discussion of the extent to which tobacco use is a way to cope with 
unpleasant feelings such as anger,  frustration, depression, and anxiety; or when 
it is used to enhance an already positive  experience   (e.g., celebrations); (b) 
Identifi cation of situations and behaviors that prompt the patient to smoke (i.e., 
triggers, urges), and; (c) The rationale and options for nicotine fading (e.g., 
changing brands, reducing number of cigarettes per day), and/or the use of phar-
macotherapy. Information on approved medications should be offered. Nicotine 
fading addresses both pharmacological and psychological factors. The rationale 
is that, given that nicotine is physically addictive, gradually reducing its intake 
will reduce the intensity of withdrawal symptoms, making it less diffi cult to quit. 
Nicotine fading can serve as an alternative to pharmacological approaches for 
those interested in a nonpharmacological approach to quitting, or for whom 
medications are contraindicated. Importantly, patients need to be reminded that 
withdrawal symptoms may last for 2–3 weeks but that they are more intense 
during the fi rst week, that urges/cravings only last minutes, and that cravings 
usually increase when exposed to triggers. Smokers often erroneously believe 
that urges to smoke will not cease until they succumb to smoke; thus they should 
be instructed of other ways to cope (see skills training).   

   2.     Conceptualization of quitting as a process . Quitting is a long-term process that 
can be learned. For the majority of smokers it requires multiple quit attempts to 
fi nally achieve long-term abstinence. Ambivalence and mixed feelings about 
quitting are normal and the motivation to quit can wax and wane as smokers go 
through the quitting process and diverse life circumstances.   
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   3.     Self - monitoring of smoking behavior . A written record of cigarettes per day 
allows the patient to increase their awareness of their current smoking pattern. 
They are encouraged to keep a log of each cigarette smoked, time of the day, 
what they were doing, and their mood. This information will reveal factors that 
trigger smoking (e.g., situations, behaviors, thoughts, and feelings) which can 
be future high-risk situations for relapse. Considerations should be taken with 
smokers with low literacy as they may need assistance from a family/friend in 
completing a written log. Alternatively, the provider will work with the patient 
during the session to identify the patient’s smoking pattern.   

   4.     Selection of a quit date . Choosing a quit day gives the patient a specifi c day to 
work toward, and allows the patient to physically and mentally prepare to quit, 
as well as have time to acquire the skills needed to succeed.  Typically  , the target 
quit day is between 2 and 4 weeks from the treatment start date, but can be set 
before or after that timeframe depending on patient’s readiness. Usually, quit 
days coincide with special occasions (e.g., holidays, birthdays, anniversaries) 
or particular days of the week when the patient is less stressed (e.g., after major 
work/school deadlines).   

   5.     Identifi cation of steps to take in preparation for quitting . Small behavioral 
changes that represent practice or preparation for quitting should be introduced 
prior to the quit day. Ideally, specifi c behavioral changes should come from the 
patient. However, typical examples that can be shared with them are: stop 
smoking in the car and/or inside the home, buy fewer quantities of cigarettes at 
a time, reduce the quantity of cigarettes smoked per day by eliminating the 
“least important cigarette of the day”, change the smoking routine, eliminating 
cues from the environment, tell other people about the plans to quit, or write the 
reasons to quit and put in a visible place at home. The day before the quit day, 
it is important that the patient remove all cigarettes from their environments 
before going to bed, identify sources of support, and quit smoking upon 
awakening. Ideally, the patient should have an hour-by-hour plan for not 
smoking on the fi rst day.   

   6.     Planning to manage triggers . Setting short-term goals and planning in advance 
to manage triggers is key to success. Prior to goal setting and planning, it is 
important to differentiate  self - control  from  willpower . Provider should discour-
age the common notion of willpower and introduce the concept of self-control. 
Willpower is “trying to exert absolute will over quitting without any particular 
plan or strategy”, whereas self-control entails the “development of a systematic 
and strategic plan to manage trigger situations without smoking” (Abrams 
et al.,  2003 , p. 137). Self-control strategies fall under three main types. They 
are: (a)  avoid trigger situations : for example, avoid being around other smokers 
near the time of usual smoking breaks, avoid common “smoke break” locations 
or hangouts, avoid social situations that include alcohol and/or the presence of 
other smokers; (b)  alter trigger situations : for example, if the patient normally 
smokes while drinking their morning coffee, they might try drinking hot choco-
late or juice instead, go for a walk during break time instead of smoking a ciga-
rette, or practice positive self-talk such as “I don’t need a cigarette in this 
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situation” when confronted with a stressful situation; (c)  use an alternative or 
substitute behavior instead of a cigarette : for example, eating sugarless candy 
or chewing gum, cinnamon sticks, or a straw; also, eating a fruit, practicing 
breathing techniques, engaging in physical activity, drinking water, calling a 
friend, or painting can all help to keep one both physically and mentally dis-
tracted when an urge to smoke strikes. The practice of self-control strategies is 
key to treatment. Elicit from the patients their ideas on how to refrain from 
smoking in trigger situations. After quitting, discuss which strategies patients 
have found useful and which not, and remind them that they can fi ne-tune or 
change a strategy that has not worked. Remind the patient that managing trig-
gers is a trial-and-error process for each person, but that  avoiding  triggers is the 
most effective coping strategy and should be used whenever possible. However, 
providers should be aware that sometimes the patient may discount the notion 
of avoiding cues/situations altogether because they believe they should expose 
themselves to the trigger and be able to not smoke (“willpower”); or they sim-
ply do not want to give up multiple pleasurable experiences at the same time 
(e.g. drinking coffee, consuming alcohol, socializing). Of note, although trig-
gers related to negative emotions (e.g., stress boredom) and social situations 
(e.g., at parties, at a bar) appear to be equally important triggers for Latino and 
non- Latino   white smokers, triggers that represent habitual or unpremeditated 
behaviors (e.g., smoking while driving, while on the phone, when drinking cof-
fee) seem to be less salient to Latino smokers (Marin, Marin, Perez-Stable, 
Sabogal, & Otero-Sabogal,  1990 ). Importantly, stress related to acculturation 
processes and instances of discrimination may be particularly relevant for 
some Latinos.   

   7.      Self - effi cacy   . High levels of self-effi cacy is one of the best predictors of suc-
cessful quitting in various populations (Businelle et al.,  2010 ; Correa- Fernández 
et al.,  2012 ). Self-effi cacy can be increased by encouraging the patient to think 
about moments in their lives when they have been successful in making changes 
or accomplishing goals and how they did it. Reassure the patient that they can 
apply those abilities to quitting as well. It is expected that with the practice of 
new coping skills, patients will increase their self- effi cacy for quitting. 
However, is important to note that, as with motivation, self-effi cacy to quit may 
fl uctuate at different stages of the quitting process and in different situations.   

   8.     Social support and social infl uences . Initiate discussion about the role of social 
support for not smoking, and maximize support for quitting. Help the patient dif-
ferentiate positive and negative social infl uences and support. For example, a 
positive social infl uence is someone who volunteers to talk over the phone or go 
for a walk when the patient is experiencing a craving to smoke. In contrast, a 
negative social infl uence could be someone who undermines the smoker’s  ability   
or determination to quit. Patients should identify what kinds of behaviors from oth-
ers they fi nd not supportive regarding quitting, and which ones they do fi nd sup-
portive. Then, help the patient to identify people who can be supportive and to 
practice asking for positive social support from others. Discourage the contact 
with other smokers and ask the patient how they will reduce or eliminate contact 
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to negative and non-supportive behaviors from others that interfere with their 
quitting efforts. For patients that live with other smokers or whose partner uses 
tobacco, quitting can be particularly challenging. Ideally, these individuals would 
quit together. Otherwise, the patient needs to practice assertiveness skills to be 
able to request instrumental support from these persons (e.g., not smoking in their 
presence or leaving tobacco-related paraphernalia visible or accessible). 

 The role of social support may be of particular importance with Latino 
smokers as the Latino cultural value of  familismo  may infl uence their quitting 
process in either direction. In particular, family confl ict and low family cohe-
sion have been associated with elevated smoking risk among Latinos (Lorenzo-
Blanco & Cortina,  2013a ,  2013b ). On the one hand, high family support and 
cohesion can be a great motivator and support for quitting, but on the other 
hand, low levels of these can produce stress that triggers relapse. Anecdotally, 
it has been the experience of the fi rst author that high family support and 
cohesion may also inhibit success, especially if family members are quitting 
together and one of them relapses. For example, in one instance family mem-
bers quit together and when one person slipped to smoking, soon the other 
person lapsed even though they were doing well. The second person’s reasons 
for returning to smoke included not wanting to succeed while the other person 
failed. In the patient own words: “We are together in this, and I feel bad being 
quit when he lapsed. We will try together again. (Correa-Fernández, Agosto, 
Sánchez, & Diaz-Toro,  Unpublished manuscript ).   

   9.     Skills training . Techniques to manage negative mood, stress, and craving will 
be useful in the quitting process, particularly during the fi rst weeks after the 
quit day. For example, advise patients to identify safe places and activities 
when they do not smoke. Also, engage daily in a relaxing and enjoyable activity 
for at least 45–60 min. It can be a hobby or an activity that can be done easily, 
that does not require a lot of mental energy, and has some value for the smoker 
(e.g. reading, exercising, dancing, playing with their children). Also, relaxation 
techniques, such as deep breathing, is a practice the can be used on a daily basis 
as well as in specifi c stressful situations. Coping imagery may be particularly 
useful to cope with urges or craving to smoke. For example, patients can imag-
ine urges as a rollercoaster ride that rises and falls. Encourage patients to create 
their own metaphors and images and to practice letting the urge pass. Reductions 
in distress levels pre-to-postcognitive behavioral therapy have been linked with 
increased smoking abstinence among treatment-seeking Latinos (Webb Hooper 
& Kolar,  2015 ).   

   10.      Relapse prevention   . The ability to cope with high risk situations determines 
an individual’s probability of maintaining abstinence. As such, discussion of 
how to cope with a lapse and avoid a relapse is highly warranted. First, help 
the patient understand that a lapse or slip (an instance of smoking after the 
quit date) is different from relapse (returning to smoking at levels similar to 
those before the quit date). Second, help the  patient   recognize that the typi-
cal response to an instance of smoking following the quit day is one of nega-
tive emotional reactions (e.g., sadness, guilt) and self-defeating attributions 
(e.g., considering oneself a failure or weak for slipping), which may result in 
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resumption of regular smoking. This normalization of slipping is not permission 
to slip, but an opportunity to view it as a mistake, rather than a failure. Now 
the objective is to prevent a lapse from becoming a relapse, by not smoking the 
next cigarette and by strengthening coping strategies. Introduce the relapse-
prevention concept of identifying and coping with high- risk situations (i.e., a 
situation that can lead to resumption of smoking). Highlight that the major 
high risk situations for relapse are: (a) cravings; (b) negative mood; (c) 
social interactions with other smokers, and (d) positive mood, especially 
social situations involving alcohol use. However, patients should identify 
their own risk situation and for each situation, they should develop a full set 
of coping strategies (see  Plans to Manage Triggers ) to deal with the situation 
without smoking.   

   11.     Weight control . A modest and usually temporary weight gain is common among 
people that quit smoking, and many smokers, especially women, relapse to 
smoking due to concerns about perceived or actual weight gain. Increasing 
physical activity, making healthy food choices, drinking a lot of water,  snacking 
on fruits, vegetables, and low calorie foods will help control weight gain, and 
can be addressed as a lifestyle change.   

   12.     Rewards . As a positive reinforcement, patients should be encouraged to plan 
 rewards   for a day of not smoking, as well as after a week, a month, or a year. 
An option is to calculate the amount of money saved for not smoking and 
choose a reward with similar value.   

   13.     Benefi ts of quitting . For patients that become abstinent, exploring the benefi ts of 
quitting could serve as a motivator to continue without smoking. Examples 
include feeling proud of themselves, saving money, breathing more easily, 
increased taste and smell, etc. Benefi ts and reasons for quitting should be gener-
ated by the patient, but some examples that have been shown to be signifi cantly 
more relevant to Latino smokers compared to non-Latino white smokers include: 
being criticized by family, burning clothes, damaging children’s health, bad 
breath, family pressure, and being a good example to children (Pérez-Stable, 
Marín, & Posner,  1998 ).   

   14.     Lifestyle changes that support quitting . For many smokers, quitting is a lifestyle 
change that can be enhanced and maintained by the simultaneous change in 
other areas. Common lifestyle changes recommended include: stress manage-
ment, maintain a positive social support network, healthy diet, weight control, 
and physical activity. Most of these  changes   have been described above. Also, 
there has been some evidence that physical activity enhance smoking cessation 
and maintenance (Ussher, Taylor & Faulkner,  2014 ). Since exercise is usually 
incompatible with simultaneous smoking, it can serve as a substitute behavior. It 
may also be a good alternative to control weight gain, attenuate withdrawal 
symptoms, and decrease mood changes (such as anxiety and depression). For a 
vigorous exercise regimen the patient should consult a physician. Additionally, 
be aware of a panic reaction when patients think they are quitting for the rest of 
their lives. Encourage thinking of it as one day at a time, or an hour at a time. 
Offer information on resources for later support.    
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  Innovative approaches that fully integrate MI and Cognitive-Behavioral models 
for smoking cessation has been documented (Vidrine, Reitzel, Figueroa, et al., 
 2013 ) and utilized among  Latinos   with positive results (Clarke et al.,  2013 ; Correa-
Fernández et al.,  submitted ). Additionally, contemporary forms of cognitive- 
behavioral therapies, such as Acceptance and Commitment Therapy, has also shown 
promise for the treatment of tobacco dependence (Bricker, Mann, Marek, Liu, & 
Peterson,  2010 ; Gifford et al.,  2011 ).   

   Provider and Clinic Changes in Integrated Health 
Care Settings 

 The occurrence of both medical and  behavioral health problems   is disproportion-
ately higher among tobacco users compared to the general population, which puts 
them at further increased risk of mortality (Colton & Manderscheid,  2006 ). In 
particular, it is estimated that 44 % of the cigarettes smoked in the U.S. are con-
sumed by people with a behavioral health disorders. As such, there is a call to 
designate smokers with behavioral health comorbidities as a specifi c tobacco use 
disparity group (Williams, Steinberg, Griffi ths, & Cooperman,  2013 ). Fortunately, 
the benefi ts of quitting smoking encompass improvements in both physical and 
mental health status of the patient. 

 Programs that include quality interventions at both the  provider- and clinic- level   
are more likely to increase the reach and effectiveness of TDT. As discussed, regular 
screening for tobacco use and the provision of cessation counseling and pharmaco-
therapy are evidence-based practices known to reduce tobacco use among Latino 
patients, including those with behavioral health disorders. Moreover, the adoption of 
clinic-level policies and interventions, such as tobacco-free workplace regulations 
and the provision of TDT to employees, are also effective in assisting patients quit 
(Anderson & Hughes,  2000 ). Importantly, these provider- and clinic-level approaches 
are likely to reduce patient-level barriers to care. 

 Below, we offer a number of recommendations for clinic-level and integrated 
approaches to successfully incorporate and support TDT. These recommendations 
are grounded in evidence-based practices as well as in our clinical experience 
with integrated care programs (Cahill & Lancaster,  2014 ; Correa- Fernández, et al., 
 submitted ; Fiore et al.,  2008 ). 

    Environment 

•      Develop and implement a tobacco - free workplace policy . The objective of this 
policy is to support health initiatives by completely prohibiting the use of any 
form of tobacco on the worksite property. This regulation not only protects all 
individuals (including nonsmokers) from  environmental tobacco smoke  , but also 
helps former smokers maintain abstinence by eliminating smoking cues and 

V. Correa Fernández and Y. Castro



257

temptations in the environment. If possible, add to the policy cessation services 
for employees. Although this is not a standard component in all tobacco-free 
workplace policies, those policies that do include these services have positive 
impact on the reduction of tobacco use behaviors.  
   Support the implementation of a tobacco user identifi cation system . The practi-

tioner’s intentions to systematically provide brief interventions for cessation must 
be supported by a clinic-wide system where the identifi cation of every tobacco user 
can be documented. This can be accomplished my modifying the EHR or paper 
progress notes. Also, allowing time for tobacco-related education and training is 
another way of supporting this efforts.     

    Personnel 

•      Provide training in TDT to all personnel . All the  personnel  , including the admin-
istrative assistants or people making the appointments, should be trained in the 
basics TDT. This will promote shared values and a culture of change for tobacco 
use. Moreover, more specialized training for physicians and other health care 
providers is warranted. Research has shown that some of the barriers for assist-
ing smokers to quit include providers’ lack of knowledge and confi dence in 
providing TDT. Conversely, there is evidence that having had cessation training 
is positively associated with performing some components of the 5A’s and that 
intensive training programs for behavioral health professionals can increase the 
delivery of TDT as well as patient attempts to quit. Booster training sessions are 
often useful and can be done both in-person or through webinars. Also, peer-led 
audit and feedback increases the frequency of documenting cessation counseling 
and the appropriateness of NRT prescriptions (Kisuule, Necocheax, Howe, & 
Wright,  2010 ).  

•    Designate a TDT coordinator  (“ tobacco champion ”). A tobacco champion would 
be a person trained in tobacco dependence and treatment that would take the lead 
in initiating and/or maintaining all initiatives related to tobacco- free workplace 
regulations as well as TDT. The person’s responsibilities would vary depending 
on the treatment setting but could include following up with clinic’s signage 
related to tobacco use, surveying providers and patients about their needs, ensur-
ing the systematic identifi cation of smokers, distributing NRT when available, 
and peer-leading trainings and booster sessions.  
   Use of an interdisciplinary team . The involvement of multiple health care pro-

fessionals in  TDT   is effective and should be utilized. An approach could be to have 
a physician providing advice to quit in relation to the patient’s health issues and 
offering pharmacotherapy, and having a behavioral specialist providing the coun-
seling component (using recommended brief or intensive interventions). When 
available, other health professionals can be incorporated to provide additional edu-
cation or support (e.g. nutritionist to address weight gain, health educator, and 
pharmacist).     
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    Services 

•     Use a  patient - centered model of care  including logistics and practical aspects of 
the  services  . For instance:

 ◦    Whenever possible, have an administrative assistant dedicated to the scheduling 
and logistic aspects of the TDT program. When that is not feasible, distribute 
the tasks among various professionals so no one is particularly burdened.  

 ◦   Show respect for the patient’s time. Do not schedule more patients that clini-
cians are available to see at a given time point. Ideally, avoid the “fi rst come, 
fi rst serve” approach and instead schedule appointment for a specifi c time. 
Individuals that are not abstinent would likely be anxious if have to wait too 
long, especially if that alters their smoking routine, and this event may risk 
them leaving and missing the appointment.  

 ◦   Have the availability of making appointments by phone or internet, and allow 
for walk-in services when possible. If a patient stops by to inquire about ces-
sation services, it is crucial to capitalize on that moment’s motivation and at 
least offer a brief intervention.  

 ◦   Have fl exible/extended hours of service, such as in the evening or weekends. 
For recent immigrants or Latinos of low SES, factors such as having multiple 
jobs, family obligations, and lack of transportation may be obstacles to attend 
sessions at normal business hours.  

 ◦   Maintain complete transparency about the program from the initial phone call 
or contact. Explain the  services   to the patient including how long it will take, 
which practitioners will see him/her and an overall structure of the program.  

 ◦   If smoking is allowed in the clinic premises, explain to patients exactly where 
they can or cannot smoke during the visit. If the clinic is tobacco-free, remind 
the patient.  

 ◦   Maximize privacy as much as possible. Tobacco use could be a source of a 
shame for some individuals, including less acculturated Latino women and 
persons from higher SES status or in the health fi elds.  

 ◦   Provide follow-up calls and reminders. Calls to confi rm the appointment, and 
calls after a patient misses an appointment to check in on how they are doing 
and to reschedule are examples of intra-treatment support, which is recom-
mended in the PHS guidelines (Fiore et al.,  2008 ).     

•   Use a  patient - centered model of care in the content and structure  of the service. 
For instance:

 ◦    Emphasize to patients from the beginning that they can and should keep 
coming to the visits, irrespective of their smoking status. Is not uncommon for 
Latino patients to withdraw from the program if they resume smoking due to 
shame and guilt of letting the provider down.  

 ◦   Implement a streamlined intake system, where information can be collected 
through questionnaires in the waiting room. Whenever possible, have help avail-
able for those who had diffi culty reading/writing, have low literacy or LEP.  
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 ◦   Establish an EHR system and incorporate tobacco use modules and questions 
into it. This will facilitate communication among all health care providers.  

 ◦   Be aware that Latino patients, particularly recent immigrants, less accultur-
ated persons, or those with LEP can come to the visit accompanied with one 
or more relatives. Be prepared to incorporate them to any particular session at 
the request of the patient. However, use your clinical judgment to identify 
when is preferred to have individual sessions only with the patient and kindly 
communicate that to him/her.  

 ◦   Provide an effective service at each visit. Enhance motivation and provide a 
service that is useful even if the patient does not return to the next visit.       

 Every health care setting has particular needs and resources, and the level and 
timing in which they can incorporate evidence-based  practices   varies. Nevertheless, 
these practices can be implemented in a gradual manner and evaluated for its effec-
tiveness until a satisfactory integrated system is reached. Providing evidence-based 
practices through integrated care is a tremendous avenue for achieving tobacco use 
cessation in Latinos so its careful implementation should not be underestimated but 
pursued.      
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    Chapter 14   
 Chronic Disease Management and Integrated 
Care Among Hispanic Populations                     

     Olga     Cirlugea       and     Janice     Ta   

      The most frequently chronic diseases encountered in integrated healthcare include 
diabetes, hypertension, heart disease, and cancer for both  Hispanic and non- Hispanic 
populations   (CDC,  2016a ). These costly conditions are, in some cases, preventable 
(CDC,  2016a ). Prevalence among Hispanics varies by disease. Some conditions 
(e.g., diabetes, heart disease) are more prevalent among Hispanics than their non- 
Hispanic counterparts while others (e.g., cancer, hypertension) occur at a lower 
prevalence among Hispanics (American Cancer Society,  2015a ,  2015b ; American 
Diabetes Association,  2014 ; American Heart Association,  2013 ). Regardless of 
prevalence, these chronic conditions have a signifi cant impact on the  quality of life   
of this population, with the fi rst two leading causes of death among Hispanics being 
cancer and heart disease (CDC,  2016b ). Additionally, research indicates that 
Hispanics with chronic care conditions are more likely to be diagnosed and begin 
treatment after the disease has progressed, less likely to engage with the treatment 
recommended, more likely to report more barriers to the self-management of their 
conditions, and to overall experience a poorer quality of life following diagnosis 
(e.g., American Cancer Society,  2015a ,  2015b ; CDC,  2013 ; Glasgow et al.,  2006 ; 
Hall, Lee, Clark, & Perilla,  2016 ; Lloyd-Jones et al.,  2010 ; McGruder, Malarcher, 
Antoine, Greenlund, & Croft,  2004 ; Nwasuruba, Osuagwu, Bae, Singh, & Egede, 
 2009 ; Wen, Shepherd, & Parchman,  2004 ). 

 Integrated behavioral health allows  Behavioral Health Providers (BHPs)   to work 
coordinate care with Primary Care Providers (PCPs) when patients present to them 
with behavioral problems (O’Donohue, Cummings, Cucciare, Runyan, & 
Cummings,  2005 ). For example, in the case of the diabetic patient who is not testing 
his or her blood sugars regularly and is also having diffi culties eating a healthier 
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diet, a  behavioral health provider   can assess for barriers and co-occurring mental 
health problems and assist the medical team in forming a more comprehensive care 
plan. This makes integrated healthcare the ideal setting to begin to address barriers 
to and disparities in the care received by Hispanic patients. However, when discuss-
ing any research conducted with Hispanics or making any recommendations for 
working with this population, it is important to note that Hispanics in the United 
States are an incredibly heterogeneous group with regard to the location from which 
they migrated (whether Mexico, Puerto Rico, Cuba, or Central America), immigra-
tion status (e.g., undocumented, holding work visa, naturalized, etc.), acculturation 
status (immigrant, fi rst generation, etc.) and other factors (Offi ce of the Surgeon 
General,  2001 ). Additionally, there is relatively limited research on integrated care, 
and even more so when Hispanics are included. Randomly controlled trials, the gold 
standard of research, are few and far in between in this area with Hispanics and this, 
coupled with the diversity of the group, makes it very diffi cult to generalize any 
fi ndings. 

 Thus, the aim of this chapter is to explore the most commonly diagnosed chronic 
conditions in Hispanics in integrated care, how these affect the Hispanic patient, and 
to illustrate how BHPs can work with the  Primary Care Provider (PCPs)   in order to 
improve the health of Hispanics living with chronic conditions while drawing from 
evidence-based guidelines, when available. BHPs can be introduced to Hispanic 
patients by PCPs through warm handoffs (essentially pulling the BHP into the con-
sultation room at some point during the PCP visit) or referrals for co-located behav-
ioral health for consultation. Once contact with behavioral health is made BHPs 
utilize a stepped-care model (O’Donohue & Draper,  2011 ) in order to address issues 
related to chronic conditions in the most effi cient way, and thus employ a more 
patient-centered approach rather than a one-size-fi ts all intervention. This and the 
warm handoff are described below. 

    Warm Handoff 

  Warm handoff   is the procedure by which primary care providers (PCPs) assist 
behavioral health providers (BHPs) in making contact with patients in real time (i.e. 
while at their PCP visit). This process promotes collaboration between behavioral 
health and primary care, and although research on warm handoffs in integrated care 
has only begun to be conducted, data from a quarterly report for an integrated care 
program at a local primary clinic in Reno, NV has revealed that both PCPs and 
patients have been satisfi ed with the BHPs and the services they provide. Warm 
handoffs have been used in integrated healthcare to increase the likelihood that a 
patient will follow through with a referral to behavioral health. Not only can a BHP 
reduce the stigma of mental health for the Hispanic patient by normalizing reactions 
to life events, such as stress, and by using nonstigmatizing language (e.g., behav-
ioral health versus mental health), the BHP can also being an intervening with the 
patient during the warm handoff in order to begin symptom reduction as soon as 
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possible and ensure that the patient will return for a follow-up visit. Ideally BHPs 
would be bilingual and thus better able to communicate with Hispanic patients in 
their preferred language. However, in the case of English-speaking BHPs, a transla-
tion line may be used. 

 When PCPs determine that a patient could benefi t from behavioral health ser-
vices, they fi rst discuss this with the patient and after obtaining the patient’s con-
sent, provide the BHP with a quick description of the case and referral question. 
Primary care providers are generally interested in one of the following: (a) Are the 
patient’s medical problems being exacerbated by a mental health concern (e.g., is 
the patient’s hypertension being exacerbated by diffi cult life events for which the 
patient has limited coping skills; is the patient’s heart disease worsened by alcohol/
drug/nicotine use?); (b) Why is the patient not adhering to his or her medication/
exercise/dietary regiment and how can adherence be increased? (c) What is the 
patient’s level of need for mental/behavioral health services and would the patient 
benefi t from several sessions with a BHP or is a referral to specialty care warranted? 
The BHP then introduces him or herself to the patient and explains his or her role. 
Depending on the referral question, the BHE will fi rst conduct a brief assessment of 
the patient’s symptoms or problems and begin to formulate a hypothesis about what 
may be maintaining these and develop a plan for how to intervene with the patient. 
The BHP goes on to communicate his or her fi ndings to the PCP, and how he or she 
plans to address the problems identifi ed. One way to address problems in integrated 
healthcare is through a stepped-care approach, described below. 

 The  warm handoff   process described above does not require any tailoring for the 
Hispanic patient beyond making sure that contact with the patient occurs in his or 
her preferred language and should this be Spanish, that either a bilingual BHP or 
translation line is used. Whether specifi c elements of the encounter (for example, 
addressing the nonadherence to dietary and exercise plan) need cultural adaptations 
will be discussed as they arise in the context of each chronic condition.  

    Stepped Care 

  Stepped care   refers to providing patients with interventions ranging from the least 
intrusive to the most, based on the individual patient’s level of need (O’Donohue & 
Draper,  2011 ). Not all patients require individual weekly psychotherapy. This is a 
costly and time intensive treatment modality that is not necessary for every problem 
encountered in integrated care. Instead, some patients may just need information for 
their problem, e.g., education about nutritious foods like whole grains, while others 
may need one or several MI sessions to increase motivation to change and overcome 
barriers. Some patients may have co-occurring anxiety or depression that can be 
quickly address with brief CBT in several 30-min sessions or via a self-help book, 
yet others may have a history of chronic depression that warrants a referral to spe-
cialty care. The idea is that many patients can benefi t from lower levels of interven-
tion and it isn’t until they “fail” at that level (i.e., do not show treatment response) 
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that more intensive treatment ought to be provided. BHPs working with Hispanic 
patients within a stepped care model must fi rst ensure that language barriers are 
taken care of, either using bilingual BHPs or a translation line. Many of the stepped 
care interventions (e.g., bibliotherapy, psychoeducation) are available in Spanish 
(for example, Choosemyplate.gov, a website with diet and exercise advice, has 
handouts in both English and Spanish). Others, for example self-help websites, do 
not. While some of the interventions themselves may not need specifi c cultural 
adaptation for Hispanic clients, BHPs must be aware that certain resources are not 
available to a monolingual Hispanic patient. Stepped care interventions are as fol-
lows (adapted from O’Donohue & Draper,  2011 ): 

  Watchful Waiting . Watchful waiting may be employed for mild cases that do not 
include suicidal ideation/severe mental illness and where the patient is willing to 
wait for several weeks to see if symptoms improve on their own. 

  Psychoeducation . The BHP provides information via pamphlets and handouts to the 
patient about any diagnoses assigned, treatments for those diagnoses, lifestyle 
changes, etc., for example, the Choosemyplate.gov handouts for healthy eating or 
American Lung Association for quitting smoking. A challenge that may arise when 
working with Hispanic patients is fi nding Psychoeducation resources in Spanish. 
While some major organizations (e.g. National Institute of Health, Mayo Clinic) 
have printable handouts in both English and Spanish, others do not. 

  Bibliotherapy . Bibliotherapy refers to self-help books that BHPs may hand out to 
their patients. There are books that have been  demonstrated   to be effective in reduc-
ing psychological distress (e.g., David Burns’  Feeling Good ). This treatment modal-
ity is relatively cheap (or even free if the BHP has extra copies of a book) and the 
patient can go through the treatment on his or her own time. Some, although not all, 
self-help books have Spanish translations. 

  E - Health . E-Health utilizes the Internet to deliver interventions via websites that 
combine psychoeducation, treatment, and even feedback/help from a therapist. Like 
bibliotherapy, E-Health is relatively cheap, or free in certain cases. However, few 
websites have Spanish-speaking versions. Large healthcare systems such as the 
Mayo Clinic and National Institute for Health have both English- and Spanish- 
speaking pages, while others resources (such as the self-help website MoodGym for 
depression) do not. This is problematic when working with Hispanic patients whose 
English profi ciency is limited. 

  Group Therapy . Cheaper than individual therapy, group therapy is more effi cient as 
more patients can be seen at one time, for example in healthy living groups that 
combines a walking component with psychoeducation or a substance abuse group. 
Group therapy has often been showed to be just as effective as individual therapy. 

  Individual Outpatient . This treatment modality is the most widely used one in psy-
chology and although useful, it is not always feasible or necessary. Additionally, 
when working with Hispanic patient, a BHP may fi nd that resources are limited for 
psychotherapy services provided in Spanish. 
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  Medication . Although medication is a more intensive step in the stepped-care 
model, it is generally the fi rst line of intervention in a primary care clinic. Thus, it is 
likely that many Hispanic patients will come to their BHP appointment after having 
already been prescribed psychotropic medication such as antianxiety or antidepres-
sant medication. 

  Inpatient Therapy . The most intensive treatment modality, inpatient therapy is rec-
ommended when patients demonstrate severe life threatening behaviors (e.g., self 
harm, suicidal ideation with a plan/intent, etc.). 

 In regards to working with Hispanic patients, this stepped-care model may actu-
ally increase the likelihood that patients will get the care they need, thus beginning 
to reduce the disparities in access to healthcare. Spanish- speaking   psychologists are 
hard to come by, even in a city where about 25 % of the population identifi es itself 
as Hispanic (United States Census Bureau,  2015 ). In the United States, only 1 % of 
licensed psychologists identify themselves as Hispanic, and there are only 29 
Hispanic mental health professionals for every 100,000 Hispanics compared to 174 
Caucasians per 100,000 (Center for Mental Health Services,  2001 ; Williams & 
Kohout,  1999 ). Further, many problems related to living with chronic conditions 
can be addressed in a faster and cheaper manner that doesn’t require a specialty 
referral. Thus, having Hispanic patients come into contact with behavioral health 
via warm handoffs or a referral for consultation can improve the quality of life of 
this underserved population, provided that language barriers are addressed via bilin-
gual BHP or the use of a translation line. A discussion of major chronic conditions 
with which Hispanic patients present in integrated care, as well as how the BHP can 
work with the PCP to address these, follows.  

    Diabetes Mellitus 

 Diabetes Mellitus is a collection of diseases that affect the way the  body processes   
blood sugar, or glucose. Diabetes indicates that there is too much glucose in the 
blood as a result of too little insulin (whether due to the body not making enough or 
not being able to use it adequately). Type 1 diabetes is generally developed during 
childhood or adolescence (although not always) and is the result of the body no 
longer making enough insulin.  Type 2   diabetes is diagnosed in 90–95 % of patients 
with diabetes (NIH,  2014 ) and is more common in individuals over 40 who are 
overweight although the condition can develop at any age. Although the cause of 
Type 2 diabetes haven’t been clearly established, risk factors have been identifi ed 
including a sedentary lifestyle, high blood pressure, high cholesterol, heart disease, 
race, a history of gestational diabetes and having a close relative who has been diag-
nosed with diabetes (Mayo Clinic,  2016a ). Other  types   of diabetic include prediabe-
tes (a condition in which blood glucose levels are higher than normal but not high 
enough to be considered diabetes) and gestational diabetes (diabetes developed dur-
ing the pregnancy, usually around 24 weeks) (American Diabetes Association, 
 2016 ). In the United States 29.1 million individuals (9.3 %) had diabetes in 2012 
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(American Diabetes Association,  2014 ). However, race is a risk factor for diabetes, 
with Hispanics (and other minorities such as African Americans) being at higher 
risk of developing diabetes; thus 12.8 % of Hispanics are living with diabetes, com-
pared to 7.6 % of non-Hispanic whites (American Diabetes Association,  2014 ). 

 Prior to an individual being diagnosed with diabetes, he or she may present to his 
or her primary care provider with prediabetes, which refers to when a patient has 
higher than normal glucose levels (i.e., an A1C of 5.7–6.4 %, fasting blood glucose 
of 100–125 mg/dl, or an OGTT 2 h blood glucose of 140–199 mg/dl) but not high 
enough to be considered diabetes (American Diabetes Association,  2016 ). Although 
many patients with prediabetes will go on to develop diabetes, there are several 
steps that an individual can take in order to avoid or delay having the prediabetes 
turn into diabetes, and primary care providers will generally advise prediabetic 
patients decrease their body weight by eating more healthy, decreasing overall food 
consumption, and increasing exercise. Additionally, yearly blood glucose level 
checks are recommended. 

 In some cases, patients will present to their doctor after they have already devel-
oped diabetes and are experiencing diabetic  symptoms. Symptom  s of both type 1 
and type 2 diabetes include frequent urination, blurred vision, increased thirst and 
hunger, ketones in the urine, irritability, and frequent infections (e.g., skin or vaginal 
infections) although individuals with type 2 diabetes may not experience any symp-
toms initially. Thus, ADA guidelines recommend that anyone with a body mass 
index (BMI) of 25 or over with additional risk factors and/or over 45 years of age be 
screened for diabetes (American Diabetes Association,  2016 ). Because Hispanics 
are more likely to be overweight or obese and thus have a higher BMI (NHCSL, 
 2010 ), PCPs should pay particular attention to Hispanic patients in order to ensure 
that they are screened for diabetes. 

    Diabetes  Screening   

 Several tests are widely used in the screening of diabetes and subsequent monitor-
ing of management of the disorder. These included the A1C, fasting plasma glucose 
test, oral glucose tolerance test, and random plasma glucose test. All tests are per-
formed in the primary care clinic and vary in their method of administration, cost 
and ease of administration, whether fasting is required, and so on. 

  A1C . The A1C test, also referred to as glycated hemoglobin, glycosylated hemo-
globin, hemoglobin A1C, and HbA1c, measures average blood glucose (i.e., sugar) 
levels for the past 2–3 months, and an A1C greater than or equal to 6.5 % is indica-
tive of diabetes (American Diabetes Association,  2016 ). Blood glucose levels refer 
specifi cally to what percentage of one’s hemoglobin is coated with sugar. This test 
is used both for diabetes detection and monitoring of the treatment plan and varies 
in how often it is used based on the condition and management of the disease (e.g., 
once a year for prediabetics, twice a year for type 2 diabetics whose disease is under 
control, etc.) (Mayo Clinic,  2016b ). One of the benefi ts of using this test is that the 
patient does not need to fast or drink anything prior to its administration. 
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  Fasting Plasma Glucose Test . The fasting plasma glucose test checks fasting blood 
glucose levels, i.e. blood glucose levels after an individual has not have had any-
thing to eat or drink (except water) for at least 8 h of test administration, and thus 
the test is generally administered fi rst thing in the morning before breakfast 
(American Diabetes Association,  2016 ). A fasting blood glucose level greater than 
or equal to 126 mg/dl is indicative of diabetes. This test is the most commonly used 
one in the diagnosis of diabetes because of convince and cost over the next test 
described, the Oral Glucose Tolerance Test (NIH,  2014 ). 

  Oral Glucose Tolerance Test . The OGTT checks blood glucose levels before and 2 h 
after the patient drinks a syrupy glucose solution. This test measures the body’s 
response to sugar and a 2-h blood glucose of greater than or equal to 200 mg/dl is 
representative of diabetes (American Diabetes Association,  2016 ). Just like with the 
fasting plasma test, patients have to fast for at least 8 h before the test administra-
tion. Because many factors may affect the accuracy of this test, including illness and 
certain medications, the test may be repeated at a later date in order to ensure reli-
ability of the results (Mayo Clinic,  2016c ,  2016d ). 

  Random Plasma Glucose Test .  Random Plasma Glucose Test      (or casual plasma glu-
cose test) is a simple blood sugar test that can be used at any time of the day. Fasting 
is not required, and diabetes is diagnosed at blood glucose of greater than or equal 
to 200 mg/dl (American Diabetes Association,  2016 ). This test is generally admin-
istered when patients experience diabetes symptoms. 

  Other Tests . In addition to the tests described above, primary care providers fre-
quently perform other tests including dilated eye exams and foot tests in diabetics. 
Dilated eye exams check for diabetic retinopathy while foot tests evaluate for dia-
betic neuropathy, both diabetic complications that result in damage to nerves and 
blood vessels through prolonged exposure to high blood sugar. Additionally, PCPs 
recommend regular checking of blood glucose levels using a glucose-monitoring 
meter with test strips as part of the self-management of diabetes. 

 There is no evidence that the tests mentioned about would need any cultural 
adaptation to better fi t the Hispanic patient given that all these tests measure some 
sort of physiological function that is similar across ethnicities. PCPs only need to be 
aware that language barriers may play a role in the Hispanic patient’s understanding 
of what the tests are used for, what requirements exist (e.g., fasting), and what 
results mean in order to ensure that the patient has comprehended the purpose of the 
test and its implications.  

    Diabetes Management and the Hispanic Patient 

 Overall, research indicates that  Hispanics   with type 2 diabetes are less likely to 
adequately self-manage their disease when compared to non-Hispanic whites; spe-
cifi cally, 36.8 % of Hispanics versus 60 % of non-Hispanic whites have their A1C 
under control, and Hispanics are 2 times less likely to engage in the recommended 
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exercises and to meet dietary guidelines, 36 % less likely than non-Hispanic whites 
to self-monitor blood glucose levels (e.g., Agency for Healthcare Research and 
Quality,  2011 ; AHRQ AfHRaQ,  2009 ; Glasgow et al.,  2006 ; McGruder et al.,  2004 ; 
Nwasuruba et al.,  2009 ; Wen et al.,  2004 ). Additionally, approximately three-fourths 
of Hispanics are either overweight or obese (NHCLS,  2010 ). 

 Studies of diabetes self-management have shown that this population has identi-
fi ed several factors including low income and education, low acculturation, lan-
guage barriers, low social support, differing beliefs and values, and comorbidities 
with other conditions as barriers to adequate management of their diabetes (e.g., 
Ghaddar, Brown, Pagán, & Díaz,  2010 ; González, Vega, Rodríguez, Tarraf, & 
Sribney,  2009 ; Mainous, Diaz, & Geesey,  2008 ; McCloskey & Flenniken,  2010 ; 
Weiler & Crist,  2009 ).  Hispanics   are more likely to be living in poverty, to have 
poor access to healthcare, to not have health insurance and to not be able to afford 
medications than their non-Hispanic white counterparts (e.g., Bailey et al.,  2012 ; 
Benavides-Vaello, Garcia, Brown, & Winchell,  2004 ; DeNavas-Walt, Proctor, & 
Smith,  2011 ; Lopez-Class & Jurkowski,  2010 ). Additionally, Hispanics are more 
likely to encounter language barriers such as misunderstanding of directions and 
miscommunication, (i.e., due to limited or no English profi ciency), to have low lit-
eracy that contributes to low knowledge of diabetes management, and less likely to 
receive information on dietary needs and exercise (e.g., Agency for Healthcare 
Research and Quality,  2011 ; Chilton, Hu, & Wallace,  2006 ; González et al.,  2009 ; 
Lopez-Quintero, Berry, & Neumark,  2009 ; Mainous, Diaz, Saxena, & Geesey, 
 2007 ; Rosal, Goins, Carbone, & Cortes,  2004 ). Further, family support plays an 
integral role in the diabetes management of Hispanic patients and a lack of such 
support/certain beliefs and values may interfere with effective self management 
(Hu, Amirehsani, Wallace, & Letvak,  2013 ). Cultural values that place the need of 
the family above that of the individual dictate that the Hispanic patient must to 
attend to the needs of his or her family fi rst, and even more so for Hispanic females, 
who encounter greater challenges when trying to make lifestyle changes while also 
keeping the other family members happy (Clark, Vincent, Zimmer, & Sanchez, 
 2009 ; John, Resendiz, & De Vargas,  1997 ). Lastly, Hispanic foods such as rice and 
beans, tortillas, and soda tend to generally be higher in fat, carbohydrates, and total 
calories, and lower in nutrients and thus Hispanics with diabetes are less likely to 
meet recommended dietary guidelines (Glasgow et al.,  2006 ; Wen et al.,  2004 ). 
Further, societal pressures may exist for Hispanic patients to continue to consume 
those items (Caban, Walker, Sanchez, & Mera,  2008 ; Weiler & Crist,  2009 ). 

 In order to assist Hispanics to overcome barriers to diabetes self-management 
and increase their quality of life, a behavioral health referral can help increase 
Hispanic patients’ management of their chronic condition in addition to referring 
prediabetic or diabetic patients to a registered dietitian and  endocrinologist  . The 
clinical training obtained by behavioral health providers lends itself to resolving 
many of the problems related to diabetes in integrated healthcare. Primary care 
providers may refer patients for nonadherence to medication treatment, nonadher-
ence to diet and exercise regimen, comorbid mental disorder, or a combination of 
the three. 
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  Nonadherence to Testing / Medication Regimen . Eighteen percent of Hispanic 
patients with diabetes have never tested their blood sugar and 32 % have not had an 
A1C test done in the past 12 months (Nwasuruba et al.,  2009 ). Further, Hispanics 
are less likely to take insulin or oral medications such as Metformin (Thackeray, 
Merrill, & Neiger,  2004 ). The BHP can assist in fi rst determining what is getting in 
the way of the Hispanic patient fully adhering to the medication treatment (e.g., (a) 
is it a lack of education or misunderstanding that has resulted in the patient not 
knowing how often he or she is supposed to test blood sugar levels and/or take the 
medication; (b) is it a matter of motivation that has resulted in the patient only moni-
toring levels sometimes or only taking medications when symptoms increase; (c) is 
it a matter of fi nancial diffi culties that has resulted in the patient not being able to 
afford testing materials/medications; or (d) is it something else entirely, such as a 
fear of needles), then work to increase adherence. BHPs can increase consumer lit-
eracy by providing psychoeducation, either verbally or via handouts, to Hispanic 
diabetic patients. The National Institute of Health (  https://www.nlm.nih.gov/med-
lineplus/spanish/ency/article/001214.htm    ) and Mayo Clinic (  http://www.mayo-
clinic.org/espanol/enfermedades-y-tratamientos/diabetes    ) both provide health 
literacy resources in Spanish for diabetes. BHPs can also use Motivational 
Interviewing (MI; Miller,  1983 ) to increase motivation and elicit behavior change in 
a nonjudgmental, patient-centered manner. During MI the behavioral health pro-
vider asks open-ended questions and utilizes other therapeutic techniques including 
asking permission, refl ective listening, normalizing, affi rmations, and eliciting/
evoking change talk in order to resolve any ambivalence the patient may have. This 
style is very different from what patients may be used to in primary care (e.g., a 
more directive “This is what you need to do and why” approach) and has been 
shown to increase adherence to medication regiment in Hispanic diabetic patients 
(e.g., Dellasega, Añel-Tiangco, & Gabbay,  2012 ). Additionally, a brief cultural 
adaptation of MI (Osborn et al.,  2010 ) was shown to be effective in decreasing A1C 
values in Puerto Ricans with Type 2 Diabetes. 

  Nonadherence to Diet and Exercise Regimen . Because Hispanics consume foods 
that are high in carbohydrates and fat and low in other nutrients, for example torti-
llas, rice and beans, meat, soda and juice, many living with diabetes do not meet 
recommended dietary guidelines (Glasgow et al.,  2006 ; Wen et al.,  2004 ). However, 
what specifi cally constitutes a healthy Hispanic diet has not been clearly defi ned. 
The  2015 – 2020 Dietary Guidelines for Americans  released by the Offi ce of Disease 
Prevention and Health fail to take culture into consideration, instead taking a “one 
size fi ts all” approach to dietary guidelines (ODPHP,  2016 ). Some organizations 
such as the Dairy Council of California published guidelines tailored for Hispanics, 
including cooking with low fat dairy products (Heller,  2006 ). However, there is no 
evidence that these guidelines are supported by the literature and that suggestions 
made (e.g., emphasizing dairy products in a diet) would actually be healthy. The 
importance of food in the Hispanic culture cannot be understated, and the impact of 
a diabetes diagnosis on not just the patient, but also his or her own family, should 
not be  minimized  . Hispanic patients may encounter diffi culties in not being able to 
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enjoy the meals with family members or in having to eat different meals from the 
rest of the family as mealtime an important event in the Hispanic patients’ daily 
lives. 

 Even though some could argue that the occupations generally taken by Hispanics 
(e.g., construction, leisure, and hospitality—i.e., housekeeping; Buerau of Labor 
Statistics,  2015 ) are more physically demanding, Hispanics are overall less likely 
than their Caucasian counterparts to get the exercise they need, with studies show-
ing that as many as 67.6 % of Hispanics do not get the recommended 150 min of 
weekly activity (Bautista, Reininger, Gay, Barroso, & McCormick,  2011 ). Thus, 
even if Hispanics who are employed are more active while at work, they overall do 
not get suffi cient exercise and this is supported by evidence that Hispanics are more 
overweight than their Caucasian counterparts (CDC,  2009 ). Once again, behavioral 
health providers can assist in identifying the barriers to engaging in dietary and 
exercise regimen recommended by their primary care physicians, whether these are 
related to literacy (e.g., lack of understanding what appropriate foods are for a dia-
betic, what should be avoided, how much to exercise), motivation, lack of familial 
support, or some other factor. A randomized control trial conducted by Rosal and 
colleagues ( 2011 ) evaluated the effects of a group-based intervention consisting of 
12 weekly and 8 monthly sessions on the knowledge, attitudes, and self- management 
behaviors of low income Hispanics with Type 2 diabetes and found that the inter-
vention group had signifi cantly HbA 1  levels and increased knowledge about diabe-
tes. Interestingly, the authors tailored the intervention to the participants’ culture by 
using educational soap operas, bingo games, addressing family preferences, and 
emphasizing making traditional foods healthier. Additionally, a prospective ran-
domized study found that Hispanic patients newly diagnosed with Type 2 Diabetes 
receiving services from trained community health workers had better health status 
and improved dietary habits, physical activity, and medication adherence and lower 
emergency department utilizations than controls (Babamoto et al.,  2009 ). 

 BHPs can also use  MI   to increase motivation to make diet and activity level 
changes and assist Hispanic patients in establishing concrete goals for their diabetes 
management (e.g., lower A1C levels from 9.4 to the 8 range) and breaking those 
down into smaller, more manageable steps (e.g., walk 30 min per day 5 days per 
week, reduce soda consumption from 3 to 1 per week, swap white rice for brown). 
BHPs may also enlist the help of family members in addressing the diabetes nonad-
herence. This could be an important step in overcoming some of the barriers to as 
enlisting family support and involvement in the patient’s diabetes management pro-
vides the family with opportunities to learn about diabetes and its treatment (Hu 
et al.,  2013 ). Additionally, getting the whole family on board with the lifestyle 
changes required to promote good diabetes self-management could be integral in 
eliciting the social support needed for the Hispanic patient to effectively make the 
necessary changes (e.g., if the whole family adopts a new, healthy diet and the 
Hispanic patient now feels included in meals). 

  Co - occurring Mental Disorders . BHPs can provide therapeutic interventions/make 
appropriate referrals for any mental disorders co-occurring with and exacerbating 
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the diabetes. For example, patients who have a diffi cult time controlling their eating 
habits and who report eating to manage negative emotions may be taught alternative 
ways of coping with negative emotions (e.g., through distress tolerance skills), or to 
reduce stress (e.g., via mindfulness training). One quasi-experiment was found that 
evaluated the effects of collaborative depression care in Hispanic diabetic patients 
and have found that patients receiving collaborative depression (i.e., protocol-driven 
depression care by providers of a disease management program) care had overall 
lower depression scores, improved depression remission, reduced functional  impair-
ment  , and fewer patients met criteria for moderate or severe depression, than those 
receiving usual care in which PCPs translated and employed evidence-based depres-
sion care (B. Wu et al.,  2014 ). Additionally, a study is currently underway evaluat-
ing the effects of technology-facilitated (i.e., E-health) depression care management 
in a predominantly Hispanic sample receiving services at eight county-operated 
clinics in Los Angeles (S. Wu et al.,  2014 ).   

    Heart Disease 

  Heart disease   encompasses a variety of conditions that could negatively impact the 
person’s coronary system. Types of heart disease include coronary artery disease, 
blood vessel diseases, or heart defects that appear when the individual is born (con-
genital heart defects) (Mayo Clinic,  2016e ). Hispanics have a higher risks compared 
to non-Hispanic whites in regards to cardiovascular diseases (American Heart 
Association,  2016 ). Of Hispanic adults who are 20 years or older, 30.7 % of females 
and 33.4 % of males suffer from cardiovascular disease, while 6.7 % of Hispanic 
males 20 or older 5.3 % of Hispanic females suffer from coronary heart disease 
(American Heart Association,  2013 ). Causes for a heart disease could vary depend-
ing on the disease. 

 Various risks for heart disease have been identifi ed. As an individual ages, the 
risk for heart disease increases from damaged/narrow arteries and potentially weak-
ened/thickened heart muscle (Mayo Clinic,  2016f ). Gender is also a risk factor, with 
men having at a higher risk for heart disease in general but women having an 
increase in risk after menopause (Mayo Clinic,  2016f ). A genetic  predisposition   is 
also a risk, especially if a good portion of the person’s family has had an onset of a 
heart disease early in life (before 55 for males, and before 65 for women) (Mayo 
Clinic,  2016f ). Other risk factors include having a poor diet (e.g. extremely high 
cholesterol, sugar, salt, fat), lack of physical activity, hypertension (high blood pres-
sure), high cholesterol levels, diabetes, stress, and even poor hygiene (Mayo Clinic, 
 2016f ). Hispanics who are at a higher risk for cardiovascular diseases tend to have 
risk factors including high blood pressure, diabetes, and/or obesity (American Heart 
Association,  2016 ). 
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    Diagnostic Screening 

 PCPs are generally fi rst alerted to the possibility of heart disease when patients 
present with chest pain. A number of tests are used to screen for and diagnose 
heart disease in integrated care. These vary on method of administration, specifi c 
indicator utilized (e.g., blood fl ow, heart beats), etc. based on the condition of 
interest. 

  Cardiac Catheterization . The process of the cardiac catheterization is a sheath 
(short tube) being inserted in a patient’s vein in order to guide a catheter (a tiny hol-
low tube) and view the regulations of the heart (Mayo Clinic,  2016g ). This proce-
dure measures the heart’s pressure, and injected dye can be utilized to help view 
blood fl ow on an X-ray (Mayo Clinic,  2016g ). 

  Cardiac Computerized Tomography  ( CT )  Scan . A CT scan is a type of X-ray that 
yields a very detailed image of organs and tissues of the patient (Mayo Clinic, 
 2016g ). This kind of scan provides a detailed image of the heart and chest to detect 
any abnormalities. 

  Cardiac Magnetic Resonance Imaging  ( MRI ). MRI scans refer to cross-sectional 
scans using magnetic fi elds that provide detailed imagery of the patient’s heart in 
order for the doctor to examine the condition of the heart (Mayo Clinic,  2016g ). 

  Echocardiogram . This kind of diagnostic tests involves a ultrasound on the patient’s 
chest and can provide images of the heart and its functioning (Mayo Clinic,  2016g ). 

  Electrocardiogram  ( ECG ). The electrocardiogram has the capability to read electri-
cal signals of the heart. The doctor will be able to notice any irregular rhythms of 
the heart and/or its structure (Mayo Clinic,  2016g ). 

  Holter Monitoring . Holter monitoring refers to a portable device that records a con-
sistent ECG that ranging from 24 to 72 h (Mayo Clinic,  2016g ). This sampling 
allows doctors to notice abnormal heart rhythms that may not appear on regular 
ECG exams (Mayo Clinic,  2016g ). 

  Stress Test . A stress  test   can help doctors diagnose coronary heart disease (CHD) as 
well as detect the abnormality in blood pressure or heart rate, symptoms, and abnor-
mality in the rhythm of the heart or electrical activity (Department of Health and 
Human Services,  2016 ). Patients undergoing stress tests engage in exercises such as 
walking/running on treadmills or possibly using a stationary bike to make the heart 
work harder during physical stress (Department of Health and Human Services, 
 2016 ). The physical stress on the heart helps doctors assign a more defi nite 
diagnosis. 

 There is no research to indicate that tests that used to screen for heart disease 
need cultural adaptation for Hispanic patients other than making sure that language 
barriers are addressed.  
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    Heart Disease Management and the Hispanic Patient 

 Many of the common causes and risk factors for heart disease, including high blood 
pressure, diabetes, smoking, excessive use of alcohol or caffeine, drug abuse and 
stress, can be managed by BHPs in integrated healthcare. This may be particularly 
important for Hispanic patients, who are more likely to have some form of heart 
disease but less likely than their Caucasian counterparts to receive adequate treat-
ment and to effectively self manage the condition (CDC,  2013 ). Thus, the BHP may 
be enlisted by the PCP to assist with one or more of the following: 

  Nonadherence to Medication Treatment . As noted in the section on diabetes self- 
management, some patients may be referred to behavioral health providers for not 
taking their medications as prescribed.  BHPS   can work to identify barriers to adher-
ing to the medication treatment (e.g., poor health literacy, low motivation). The 
National Institute of Health (  http://www.nhlbi.nih.gov/health/educational/heart-
truth/espanol/index.htm    ) provides health literacy resources in Spanish for heart 
disease. 

  Smoking . Although Hispanics report smoking at lower rates than their Caucasian 
counterparts (11.2 % versus 18.2 %; CDC,  2015 ), when they present to primary care 
they are less likely to be screened for smoking, to receive advice about quitting 
smoking, and to use nicotine replacement therapy as a smoking cessation aid (Fiore 
et al.,  2008 ; Houston, Scarinci, Person, & Greene,  2005 ; Jamal et al.,  2012 ; 
Levinson, Pérez-Stable, Espinoza, Flores, & Byers,  2004 ). This is problematic 
because smoking can signifi cantly negatively impact heart disease (i.e., by making 
blood vessels more vulnerable to atherosclerosis, or plaque buildup, which in turns 
increases the risks of heart attacks and stroke). Behavioral health providers can 
assist in screening Hispanic patients with heart disease who also smoke and provid-
ing smoking cessation counseling. Motivational interviewing has been successfully 
used as an intervention for smoking and although no studies have specifi cally evalu-
ated MI with Hispanic smokers, Hispanics have been included in effi cacy and effec-
tiveness studies of MI (for a review, see Hettema & Hendricks,  2010 ). 

  Drug and Alcohol Use . Drugs from all classes (e.g., stimulants, amphetamines, bar-
bituates, hallucinogens) have been linked to cardiovascular problems such as abnor-
mal heart rate, heart attacks, collapsed veins, and bacterial infections of heart valves 
(National Institute on Drug Abuse,  2012 ). Hispanics are less likely than Caucasians 
to use drugs and alcohol, although research has shown that acculturation negatively 
impacts these rates, with Hispanics born in the United States being more likely to 
use drugs and alcohol than their immigrant counterparts (Escarce, Morales, & 
Rumbaut,  2006 ). Behavioral health providers can assist in the detection, treatment, 
and/or referral to specialty care of Hispanic patients with heart disease who also use 
substances and/or alcohol. Motivational interviewing has been shown to reduce 
alcohol consumption in heavy-drinker Hispanic males, and signifi cant decrease in 
consumption was found for both a culturally adapted and nonadapted MI, although 
effects were stronger for the culturally adapted MI (Lee et al.,  2013 ). 
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  Diabetes . As previously mentioned, Hispanics have higher rates of diabetes 
(American Diabetes Association,  2014 ). Further, diabetes may increase an individ-
ual’s risk of heart diseases. Please refer to the section on diabetes for more informa-
tion on how behavioral health providers can assist in the management of diabetes. 

  Poor Diet and Physical Inactivity . A diet high in fat, salt, sugar, and cholesterol 
combined with low or no physical activity is associated with many forms of heart 
disease. Research has shown that Hispanic diets tend to be higher in fat and calories, 
and that Hispanics tend to engage in less activity than their Caucasian counterparts 
(Glasgow et al.,  2006 ; Wen et al.,  2004 ). Behavioral health providers can work with 
Hispanic patients to make positive lifestyle changes that include eating healthier 
foods and increasing activity levels. This may be achieved by providing psychoedu-
cation about healthy eating and exercise, utilizing MI to increase motivation for 
change, etc. 

  Obesity . Related to some of the other risk factors discussed (e.g., poor diet and 
physical inactivity, diabetes), being overweight or obese also increases the risk of 
developing heart disease and Hispanics are more likely than non-Hispanic whites to 
be overweight (CDC,  2016b ). For a discussion of managing obesity with Hispanic 
patients in integrated healthcare, please refer to Ch. X. 

  Stress . Primary care providers often refer patients with heart disease who also report 
having other stressors in their lives (e.g., marriage issues, fi nancial diffi culties, etc.). 
Stress that is poorly managed may damage the arteries and increase other risk fac-
tors for heart disease. Some research has found that chronic stress is associated with 
higher cardiovascular risk and prevalence in Hispanics (Gallo et al.,  2014 ). Research 
has identifi ed stressors unique to Hispanics including stress from immigration and 
acculturation, low socioeconomic status, and neighborhood stress (i.e., living in a 
neighborhood with poor-quality housing and unsafe conditions) (National Research 
Council,  2006 ; Ornelas & Perreira,  2011 ). Behavioral health providers can teach 
Hispanic patients various stress management techniques or utilize problem solving 
to help them navigate through stressful situations as well as help connect patients to 
resources. For example, behavioral health providers can provide rationale for, dem-
onstrate, and practice muscle relaxation and deep breathing with the Hispanic 
patient in order to help him or her reduce stress. Behavioral health providers can 
also address stressors, for example by bringing in the signifi cant other or referring 
patients to marital counseling for marital discord. Accurate diagnosing is integral in 
providing appropriate treatment for the stressors identifi ed. For example, if the 
Hispanic patient reports she has been experiencing stress after being the victim of 
sexual assault, whether the symptoms experienced meet criteria for PTSD should be 
evaluated as prolonged exposure for PTSD (Foa, Hembree, & Rothbaum,  2007 ) 
rather than a stress management technique such as muscle relaxation, is the gold 
standard for the treatment of trauma symptoms. 

  Depression . Like stress, depression can increase the risk of heart disease signifi -
cantly. Hispanics report a slightly lower 12-month prevalence rate of depression 
than their non-Hispanic white counterparts (5.4 % versus 7.1 %; NIMH,  2014 ). 
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However, they are less likely to seek out specialty care services, and less likely 
overall to receive treatment for their depression (Lewis-Fernández, Das, Alfonso, 
Weissman, & Olfson,  2005 ). Behavioral health  providers   can work to detect and 
treat/make appropriate referrals for depression. For a discussion of treating depres-
sion in Hispanic patients in integrated healthcare, please refer to Ch. Y.   

    Hypertension 

 Hypertension refers to a  person’s high blood pressure  , which tends to be a common 
potential precursor to various health issues. A person’s blood pressure considers the 
factors of how much blood is pumped by the heart and how much resistance in the 
arteries during blood fl ow (Mayo Clinic,  2016h ). Hypertension will not always 
exhibit symptoms, but this condition can still affect a person’s health by causing 
damage to the heart. Hispanic adolescents have a greater prevalence of high blood 
pressure and pre-high blood pressure compared to non-Hispanic whites, and these 
include both males and females (American Heart Association,  2013 ). Control of 
hypertension is also problematic as only of 39.3 % of Hispanics have been found to 
have their condition under control to 54.9 % of non-Hispanic whites (American 
Heart Association,  2013 ). 

 The condition may either be diagnosed as  primary/essential hypertension   or sec-
ondary hypertension. Primary hypertension refers to the trend of gradual develop-
ment of high blood pressure that has no identifi able cause (Mayo Clinic,  2016i ). 
Secondary hypertension identifi es underlying conditions in the individual and tends 
to develop more drastically and suddenly (Mayo Clinic,  2016i ). Some conditions 
that could infl uence the development of secondary hypertension include kidney 
problems, alcohol abuse, and certain medications (Mayo Clinic,  2016i ). 

     Diagnostic Tests   

 Blood pressure is generally taken as a part of any primary care appointment. 
Guidelines for having blood pressure monitored includes having blood pressure 
taken every 2 years after 18, every year if the patient is ages 19–39 with a high risk 
of the condition, and more frequently if already diagnosed with it. 

  Sphygmomanometer .  Sphygmomanometers   are the devices with the arm cuffs that 
can be infl ated with air. This device has the capability to measure the patient’s blood 
pressure when looking at the pressure-measure gauge attached. Blood pressure is 
measured in millimeters of mercury (mm Hg) (Mayo Clinic,  2016j ). Two measures 
when recording blood pressure is the individual’s pressure in arteries in the moment 
of a heart beating (systolic pressure) and the diastolic pressure which is the pressure 
within the arteries between the heart beats (Mayo Clinic,  2016j ). 
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  Normal blood pressure . Normal blood pressure for someone less than 60 years old 
would be if the systolic pressure is less than 140 mmHg and/or the diastolic is less 
than 90 mmHg. For someone who is 60 years old or  older  , normal blood  pressure 
should have the systolic pressure less than 150 mmHg, and/or the diastolic pressure 
less than 90 mmHg. 

  High blood pressure . High blood pressure for someone who is less than 60 years old 
would be if the systolic is greater than 150 mmHg and/or the diastolic pressure is 
greater than 90 mmHg. For someone who is 60 years old or older, high blood pres-
sure is when the systolic is greater than 150 mmHg and/or the diastolic is greater 
than 90 mmHg. 

 There is no evidence that any cultural adaptations are needed when taking the 
blood pressure of Hispanic patients.  

    Hypertension Management and the  Hispanic Patient   

 Hispanics have been found to have lower rates of hypertension compared to other 
minorities, but once detected, this group is least likely to have the disease ade-
quately controlled (Lloyd-Jones et al.,  2010 ). In fact, one study found that only 
about half of Hispanic migrant/seasonal farmworkers adhered to their medication 
treatment and factors such as lack of blood pressure knowledge, perceived stress, 
acculturation, health literacy, and health care access affected adherence to the 
hypertension treatment (Hall et al.,  2016 ). 

 Hispanic patients with hypertension may be referred to behavioral health for 
treatment nonadherence, lifestyle changes including eating a healthier diet with less 
salt, exercising regularly, quitting smoking, and other substances, limiting alcohol 
use, and losing weight in the case of overweight patients or maintaining a healthy 
weight. Although research has been conducted on Hispanics and factors impacting 
hypertension diagnosis/treatment, no studies have evaluated the effects of psycho-
logical/behavioral interventions on hypertension in this population. Nevertheless, 
the integrated health care setting may be the ideal place to begin to address some of 
the healthcare disparities experienced by Hispanics with hypertension. 

  Treatment Nonadherence . Poor medical treatment adherence for hypertension has 
been found among Hispanics with hypertension. In fact, one study found that only 
about half of Hispanic migrant/seasonal farmworkers adhered to their medication 
treatment and factors such as lack of blood pressure knowledge, perceived stress, 
acculturation, health literacy, and health care access affected  adherence   to the 
hypertension treatment (Hall et al.,  2016 ). BHPs can work to identify whatever bar-
riers are present for the individual Hispanic patient (e.g., health literacy), and pro-
vide the patient with appropriate interventions (e.g., psychoeducation about the 
chronic illness). The National Institute of Health (  http://www.nhlbi.nih.gov/health- 
spanish/health-topics/temas/hbp    ) provides health literacy resources in Spanish for 
hypertension. Currently, a practice-based randomized controlled trial is underway 
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to improve medication adherence among Latinos with hypertension (Schoenthaler 
et al.,  2015 ). 

  Lifestyle Changes . More Hispanics in the United States are overweight or obese 
compared to their Caucasian counterparts and this may be due to a higher 
 carbohydrate/calorie diet combined with a more sedentary lifestyle and potential 
genetic factors (CDC,  2011 ). BHPs can provide education about making healthier 
choices when picking out ingredients, for example swapping out quesadillas, refried 
beans, and sour cream (all high in fats and sodium) for chicken fajitas with pico de 
gallo and borracho beans (American Heart Association,  2014 ). BHPs can also use 
MI to help the patient identify important things that will motivate them to change 
their behavior (e.g., increasing activity level). Further, BHPs can problem solve bar-
riers to behavior change such as economic constraints. For example, they may dis-
cuss with the Hispanic patient about using the local food pantry (or a food pantry 
collaborating with the primary care clinic) and utilizing the Internet for exercises 
such as YouTube for free workout videos. 

  Alcohol and Drug Use . Once again, MI may be employed to help Hispanic patients 
recognize how alcohol and drug use is impacting their health and overcome any 
ambivalence they have about reducing or eliminating alcohol and substance use. 
BHPs may also decide to run alcohol and substance-use group at the primary care 
clinic, or refer patients out (e.g., to Alcoholics Anonymous) should such groups not 
be available in the integrated care setting. 

  Stress . Perceived stress and anxiety sensitivity have been shown to be related to 
hypertension self care in Hispanics (Alcántara et al.,  2014 ; Hall et al.,  2016 ). BHPs 
can work with Hispanic patients on stress management techniques such as medita-
tion, guided relaxation, and deep breathing described in an earlier section. There is 
no evidence that these basic techniques require cultural  tailoring   beyond making 
them available in Spanish. First, the BHP may chose to just teach a technique such 
as deep breathing and thus no resources would be required. In the case that the BHP 
wants the Hispanic patient to practice a technique such as guided mediation, there 
are various resources available in Spanish. For example, the BHP may give the 
Hispanic patient a list of YouTube links to videos for guided meditation in Spanish 
or direct them to other websites that have audio and video resources, for example 
the Association for Contextual Behavioral Sciences (  https://contextualscience.org/
audioact    ).   

    Cancer 

 Cancer refers to a collection of diseases characterized by the development of abnor-
mal cells that multiply, penetrate, and destroy normal  body tissue   (Mayo Clinic, 
 2016k ). Cancer varies regarding where it’s located on the body and how it spreads 
and can affect areas such as the breasts, bone marrow, lungs, and blood. The risk of 
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developing cancer increases with age, with a 86 % chance in people 50 years of age 
or older in the United States (American Cancer Society,  2016a ). According to the 
American Cancer Society ( 2016b ), Hispanics tend to have lower rates for the most 
common cancers compared to non-Hispanics (American Cancer Society,  2016b ) 
Cancers that are frequently diagnosed in Hispanics include stomach, liver, and gall-
bladder cancers, and these tend to be more common in developing countries, 
although fi rst generation immigrants in the United States have higher rates of stom-
ach and cervical cancers compared to non-Hispanics (American Cancer Society, 
 2016b ). Cancers are caused by external factor(s) and/or internal factor(s). External 
factors include an unhealthy diet, infectious organisms, or tobacco. Internal factors 
of the causes of cancer include the person’s immune conditions or a genetic muta-
tion (American Cancer Society,  2016a ). External and internal factors could infl u-
ence the development of cancerous cells together or sequentially and the appearance 
of cancer in different areas of the individual could share similar or have different 
characteristics (American Cancer Society,  2016c ). 

 One feature all cancers share is how they affect the  individual’s normal cells   (i.e., 
abnormal cells take over and grow out of control). However, different cancers spread 
at different paces, have different reactions to treatment, etc. For example, there are 
some cancers that can be treated through procedures such as surgery, but there are 
some kinds of cancers that are much more responsive to treatments such as chemo-
therapy (American Cancer Society,  2016c ). 

 Cancer also varies in the stage at which it is when fi rst diagnosed/treated. These 
stages are labeled with roman numerals I through IV, with higher numbers repre-
senting a more advanced stage of the cancer. The stage of the cancer depends on its 
size as well as whether cancer has affected other body parts and/or lymph nodes 
(American Cancer Society,  2016c ). 

     Diagnostic Tests   

 There are some tests that could be used when regarding the screening of cancer and 
the stage of it. The diagnostic tests for cancer may help indicate the detection of 
cancer and physiological changes of the body with consideration of the developing 
cancer. These include different types of scans, biopsies, and other laboratory 
examinations. 

  Biopsy . A biopsy utilizes sample cells or tissues from any part of the body. Biopsies 
may be conducted in various ways including removing the organ (by a surgeon), 
taking tumor samples with a needle, shaving layers of skin, or doing sentinel lymph 
node mapping to locate lymph node areas for removal (e.g. in the case of breast 
cancer, melanoma) (American Cancer Society,  2016d ). 

  Computed Tomography  ( CT )  Scan . A computed tomography scan refers to a scan 
similar to a standard X-ray test that has capability to create images of bones, soft 
tissues, and organs in a much more defi ned manner (American Cancer Society, 
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 2016e ). CT scans tend to be conducted in an outpatient setting, and may require the 
patient to take a contrast dye/liquid before having the test (American Cancer Society, 
 2016e ). Downsides of using CT scans include cost and side effects/complications of 
using a contrast dye such as wheezing, nausea, and itching (American Cancer 
Society,  2016e ). 

  Fiber - optic Endoscopic Evaluation . This procedure utilizes an endoscope, which 
has a long, thin tube attached to a miniature camera (MedlinePlus,  2016 ). The tube 
is moved through a body passageway in order to detect abnormalities, e.g., inside an 
organ (MedlinePlus,  2016 ). 

  Laboratory tests . These tests include  urine   and blood tests that help detect abnor-
malities that may be results of cancer developing in the body (Mayo Clinic,  2016l ). 

  Magnetic Resonance Imaging  ( MRI ). The MRI is a type of diagnostic test that scans 
an image of the specifi c cancer. MRI scans provide cross-sectional images to show 
soft tissue areas in a person’s body and are often conducted in an outpatient setting 
(American Cancer Society,  2016f ). Prepping for an MRI scan could require the 
patient to follow specifi c instructions such as taking contrast material before an 
upcoming MRI appointment (American Cancer Society,  2016f ). 

  Ultrasound . Ultrasounds are used to fi nd cancerous cells during biopsies, or to get a 
better picture of the patient’s tissues than one generated by an X-ray. An ultrasound 
is often conducted in an outpatient setting, but is not as detailed as an MRI or CT 
scan (American Cancer Society,  2016g ). This type of diagnosis test provides no 
exposure to radiation and can look at fl uid-fi lled cysts apart from solid tumors 
(American Cancer Society,  2016g ). 

  X - rays / Radiographs . Radiographs are scans that provide images of bones and cer-
tain organs/tissues. Images generated by general radiograph may not be particularly 
detailed but patients do have the option of getting an MRI or CT scan for increased 
detail (American Cancer Society,  2016h ). More detailed X-rays include MRIs and 
CT scans, which are more commonly used as contrast studies to view the stage(s) of 
cancer in organs/tissues. 

 The tests mentioned above need no cultural adaptation. However, PCPs ought to 
be aware that Hispanics are less likely to follow through with cancer screenings and 
may need to be more proactive about  addressing   this with the Hispanic patient.  

    Cancer and the Hispanic Patient 

 Cancer is the leading cause of death among Hispanics and although this population 
is less likely to develop cancer than non-Hispanic whites, it is also more likely to be 
diagnosed with an advanced stage of cancer, wait longer for a conclusive  diagnosis   
and to begin treatment, and to experience worse quality of life (American Cancer 
Society,  2015b ). Among Hispanic females, breast cancer is the leading cause of 
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cancer-related death while among Hispanic males, lung cancer is (American Cancer 
Society,  2015b ). Behavioral health providers can be of help to Hispanic patients 
with cancer and address quality of life issues as there is growing evidence for the 
link between psychosocial factors and the disease. For example, distress and social 
support have been shown to be associated with changes in the cellular immune 
response at the tumor level (Lutgendorf et al.,  2005 ). Research has also revealed 
links between stress, depression, isolation, and the trajectory of cancer (Lutgendorf, 
Sood, & Antoni,  2010 ). 

 BHPs can be utilized in integrated care (for example, during a warm handoff) to 
screen cancer patients for psychological distress. Cancer patients may be referred to 
the BHP for stress management, lack of social support, anxiety, depression, fear, 
pain, and lifestyle changes including smoking, diet, and exercise. BHPs may also 
help increase the medical literacy of Hispanic patients. The National Institute of 
Cancer (  http://www.cancer.gov/espanol    ) and Mayo Clinic (  http://www.mayoclinic.
org/espanol/enfermedades-y-tratamientos    ) both provide health literacy resources in 
Spanish for cancer. Psychosocial interventions have been largely conducted with 
breast-cancer patients and have been shown to have positive effects on anxiety, 
depression, pain, and quality of life (e.g., Andersen et al.,  2007 ; Antoni et al.,  2006 ; 
Goodwin et al.,  2001 ). Further, some studies have provided evidence for the effec-
tiveness of psychological interventions in increasing survival, although generally 
the research is confl icting and none has looked specifi cally at Hispanic cancer 
patients. For example, Andersen and colleagues ( 2008 ) conducted a study in which 
Nonhispanic patients with stage 2 and 3 breast cancer were assigned to two condi-
tions, standard care and group-based cognitive behavioral intervention including 
relaxation and coping skills training post surgery. The authors found that partici-
pants who had received the intervention showed a signifi cant decrease in overall and 
breast cancer-specifi c mortality rates and decreased risk of breast cancer recurrence 
at 11 years follow-up. Although  research   with Hispanics in this area is limited, there 
is little reason to believe that these interventions would not be effective and ought 
not to be used with this population, with a few recommendations for attendance to 
culture-specifi c values. 

 One of these values,  fatalismo , refers to the belief that our life is predetermined 
and thus there isn’t much we can do to change events. This has been studied in rela-
tion to beliefs about cancer and research indicates that Latinos, who endorse fatal-
ismo more than their non-Hispanic white counterparts, are more likely to believe 
that cancer is not preventable and death after diagnosis is inevitable (Perez-Stable & 
Sabogal,  1992 ). Some studies point to fatalismo playing a role in Hispanics under-
utilizing cancer screenings (for a review see Espinosa de los Monteros & Gallo, 
 2011 ) although the research is confl icting and some (e.g., Abraído-Lanza et al., 
 2007 ) have cautioned against using this construct to explain Hispanic engagement 
in prevention and treatment for cancer. Additionally, fatalismo has been associated 
with worse quality of life among breast cancer survivors (Ashing-Giwa, Padilla, 
Bohórquez, Tejero, & Garcia,  2006 ; Graves et al.,  2012 ). BHPs could potentially 
ask patients of any beliefs that may get in the way of patients utilizing resources for 
cancer and work with the PCP to challenge any misperceptions. Some cultural values 
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have been shown to have very positive effects on cancer patients. For example, 
religiosity/spirituality has been associated with greater quality of life for Hispanics 
(Wildes, Miller, de Majors, & Ramirez,  2009 ). BHPs should not be afraid to ask the 
Hispanic patient with cancer about his or her spiritual/religious beliefs and promote 
them in this population (Hunter-Hernández, Costas-Muñíz, & Gany,  2015 ). 

  Stress . BHPs can teach Hispanic patients with cancer stress management techniques 
such as meditation, guided relaxation, and CBT techniques for modifying worry 
thoughts. BHPs fi rst provide the rationale for the technique, then demonstrate it, and 
practice it with the patients. Technology can be of great help in teaching stress man-
agement techniques as many websites (for example, YouTube) contain audio/videos 
of guided mediation, relaxation, deep breathing, etc. Only one study has evaluated 
stress management intervention with Hispanics although Hispanics have been 
included in other research (e.g., Stagl et al.,  2015 ). Specifi cally, Penedo and col-
leagues ( 2007 ) found that a 10-week group-based cognitive-behavioral stress man-
agement intervention increased physical well-being, emotional well- being, sexual 
functioning, and total well-being in Hispanic males with prostate cancer. 

  Social Support . Social  support   has been shown to be directly linked to health out-
comes in cancer patients (Cohen,  2004 ). Further, some studies have demonstrated 
that social support moderates the effects of stress (e.g., Oh & Ell,  2015 ). The 
Hispanic cultural values of familismo may work to provide the individual with can-
cer with the support of family members. However, it may also be problematic as the 
individual does not want to be a burden for the family and may be reluctant to reach 
out to others for social support. Therefore, a focus of the BHP working with the 
Hispanic patient with cancer ought to be on activating social support. 

  Anxiety and Depression . Psychological disorders such as anxiety and depression are 
relatively common in cancer patients. For example, Zabora and colleagues ( 2001 ) 
evaluated approximately 4500 adult patients with cancer and found that of patients 
with the 14 most common types of cancer, 29–43 % of them reported signifi cant 
psychological distress. Specifi c to Hispanics, research indicates that Hispanic 
females with cancer are more likely than their Caucasian counterparts to also suffer 
from depression and anxiety (for a review see Yanez, Thompson, & Stanton,  2011 ). 
Further, anxiety and depression have both been shown to negatively impact cancer 
screening rates in Hispanics (Pabon-Nau,  2010 ). One randomly controlled trial 
addressing depression with ‘collaborative care’ in Hispanic patients with cancer 
was identifi ed (Ell et al.,  2008 ). Results indicated that the patients receiving collab-
orative care (a 12-month intervention including the use of problem- solving therapy, 
antidepressants, symptom monitoring, and relapse prevention overseen by a depres-
sion care manager) had signifi cantly reduced depressive symptoms and pain levels 
and improvement in quality of life when compared to usual care. At 1-year follow-
up, many of the outcomes were sustained (Ell et al.,  2011 ). However, no measures 
related to cancer were evaluated. Depending on the severity of the disorder, the BHP 
may choose to intervene at any one of the levels in the stepped care model. Managing 
anxiety and depression in integrated healthcare with Hispanics are discussed else-
where in this volume and will not be covered here. 
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  Fear . Fear of cancer-related problems, whether of its recurrence, of the treatment 
itself, or of death, may be addressed by a BHP. Fear has been identifi ed as a barrier 
to cancer screenings in Hispanics, including fear of the pain of the screening proce-
dure and of detecting any cancerous tissue (e.g., Jing, Moehring, Stuhr, & Krug, 
 2013 ; Livaudais et al.,  2010 ). Acceptance of one’s (potentially) terminal disease is 
a challenging undertaking, and the  BHP   can work with the Hispanic patient to 
address any misconceptions or medical literacy issues and normalize the fear in 
order to move the patient towards that acceptance and away from hopelessness and 
helplessness. Additionally, any one of the other techniques described in this section 
can work to reduce the fear (e.g., engaging in mindfulness exercises). 

  Lifestyle . A healthy lifestyle, including one in which the patient eats a healthy diet 
high in fruit and vegetables, is physically active, and abstains from smoking, has 
been shown to be positively associated with greater quality of life in cancer survi-
vors (Koutoukidis, Tish Knobf, & Lanceley,  2015 ). BHPs can work with the 
Hispanic patient to increase knowledge and motivation about a living a healthy 
lifestyle and promote behavior change. 

  Pain . Pain is reported in one third to one half of patients undergoing active treatment 
for cancer, with pain developing from the cancer, its treatment, or comorbid dis-
eases; additionally, pain may continue to persist even after the cancer has been suc-
cessfully treated (Adler & Page,  2008 ). Culture specifi c factors that affect the 
management and expression of pain specifi c to Hispanics include family, religion, 
and stoicism and these may lead to an underreporting of the pain (Juarez, Ferrell, & 
Borneman,  1998 ). Additionally, Hispanics have been found to rely more on folk 
beliefs and nondrug interventions (Juarez et al.,  1998 ). More problematic is that the 
pain with which Hispanics present in primary care appears to be undertreated and 
Hispanics overall report less pain relief (Cleeland, Gonin, Baez, Loehrer, & Pandya, 
 1997 ; Delgado, Lin, & Coffey,  1995 ; Eley et al.,  1994 ). Thus, BHPs can work with 
the Hispanic patient to address his or her pain  via   mindfulness, acceptance, and 
other techniques, for example by normalizing the cancer-related pain and promoting 
acceptance of pain as a part of the disease process.   

    Conclusion 

 When Hispanic patients present to their Primary Care Providers with chronic condi-
tions including diabetes, heart disease, hypertension, and cancer, successfully treat-
ing the chronic conditions may not be so straightforward. Barriers to adequate 
screening and treatment have been identifi ed including language barriers, low 
income and education, low acculturation, and differing beliefs and values (e.g., 
Ghaddar et al.,  2010 ; González et al.,  2009 ; Mainous et al.,  2008 ; McCloskey & 
Flenniken,  2010 ; and Weiler & Crist,  2009 ). Additionally, risk factors and comorbid 
conditions may exacerbate chronic conditions and make their management more 
challenging for the Hispanic patient. Integrated care is a system in which Behavioral 
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Health Providers can work with PCPs in order to improve the health of Hispanics 
living with chronic conditions by addressing barriers, improving treatment adher-
ence, and promoting positive lifestyle changes. Although research with Hispanics in 
integrated care has been limited, and the heterogeneity of this population makes it 
diffi cult to generalize results, there is little evidence to suggest that interventions 
utilized in integrated care ought not to work for the Hispanics patient (for example, 
a mindfulness training for stress reduction) as long as cultural factors are taken into 
consideration and language barriers are addressed.     
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    Chapter 15   
 Seriously Mentally Ill and Integrated 
Care Among Hispanic Populations                     

     Brian     D.     Leany     

          Introduction 

 Public Law 102-321 put forth by the Substance Abuse and Mental Health Services 
Administration funds programs and research for Serious Mental Illness (SMI), 
which they defi ne as any  DSM diagnosis   (other than a substance-use disorder) with 
a duration of more than 12 months and functional impairment in at least two 
domains. SAMSHA also clarifi ed that impairment should be measured by a  Global 
Assessment of Functioning (GAF)   score of less than 60. Clinically, we most often 
see this in Schizophrenia, Bipolar I Disorder, and Delusional or other Psychotic 
Disorders (excluding those resulting from acute substance intoxication). 

 As a psychologist who has worked in state and  community-based health care   
settings as well as private practice and managed care I’ve had the opportunity to 
observe a variety of systems function (or attempt to function) in treating serious 
mental illness (SMI). Though state- and community-based settings, do provide indi-
viduals with SMI access to a spectrum of health care providers both within the 
organization as well as outside contracted providers, it is more often the case in 
these settings that the individual, as a result of a serious degradation in functioning 
(occasionally as the result of a legal entanglement) is ultimately hospitalized. 
Hospitalization results in signifi cantly increased costs, both in real dollars for treat-
ing the individual, as well as costs from that individual no longer functioning in 
their traditional psychosocial environment (e.g. family, work, school). A primary 
challenge with serious mental illness is the limited continuum of care across the 
transition between in and outpatient care, which frequently occurs with SMI (Clarke 
et al.,  2000 ). Not all hospitals provide an  integrated approach   to treating SMI, which 
is ultimately detrimental to the patient and the hospital. When comparing an 
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 integrated approach to mental health treatment with a general medical approach 
within the same hospital, researchers found that the patients demonstrated not only 
greater satisfaction with the care received, but also greater participation in preven-
tion programs. Additionally, those individuals who participated in the integrated 
treatment were less likely to be seen in the Emergency Room and were also demon-
strated better overall improvement in symptom presentation both mentally and 
physically, while those in the general medical treatment model reported a physical 
and mental decline (Druss, Rohrbaugh, Levinson, & Rosenheck,  2001 ). This sug-
gests that there is likely a lot of variability among hospitals in the care provided, 
which can create a disparity of outcomes between those who provide integrated care 
and those who do not. 

 For SMI, Mueser and colleagues ( 2003 ) describe the implementation and com-
ponents of evidence-based practice within integrated care. These components, in an 
integrated setting include: collaborative psychopharmacology; assertive community 
treatment (ACT); family  psychoeducation  ; supported employment; illness manage-
ment and recovery and for those with comorbid substance-use disorders, integrated 
dual disorders treatment. While most of these interventions, on their face, are intui-
tively understood, ACT is a process described as an integrated approach that utilizes 
“assertive” community outreach to engage community providers and resources to 
address the comorbid issues of homelessness, unemployment, and legal entangle-
ments that are common in SMI. For a more comprehensive understanding of ACT, 
one should visit their informational site (  https://www.centerforebp.case.edu/
resources/tools/act-getting-started-guide    ). 

 From a primary care perspective, the authors indicate a strong body of literature 
identifying the overriding benefi ts of medication in reducing  symptoms   associated 
with severe mental illness (e.g. psychosis), and the secondary ability to address 
underlying affective symptoms as well as greater amenability to behavioral inter-
ventions and follow-up care. However, given the side-effects and problems with 
compliance that arise in SMI, the integrated specialty care and selective use of neu-
roleptics (Whitaker,  2004 ), underscore the need to emphasize the latter components 
of Mueser, Torrey, Lynde, Singer, and Drake’s ( 2003 ) recommendations (e.g. that of 
family psychoeducation, supported employment). 

 The most recent data from the  National Institute of Mental Health   indicate that 
over 4 % of the adults were diagnosed in that year with a serious mental illness 
(SAMHSA,  2013 ), constituting over nine million adults in the US who are diag-
nosed with a serious mental illness. Of those diagnosed with serious mental illness, 
Hispanics constitute a large percentage, second only to those who identify as 
American Indian or Native Alaskan. Additionally, McGovern and colleagues ( 2006 ) 
found that between 16 and 21 % of those with comorbid substance-use disorders 
also were diagnosed with SMI. 

 The  Affordable Care Act   and mental health parity in the U.S. has led to an 
expansion of coverage that should theoretically increase access to mental health 
treatment, and that treatment should also be largely covered by a combination of 
public and private insurance providers (Mechanic,  2012 ). This is particularly 
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salient to the treatment of serious mental illness, which was previously costly with 
limited  reimbursement, limiting profi tability, and thus relegated the responsibility 
of providing services to public/state hospitals. Though budgets have been 
expanded to cover mental health treatment (for example California’s Proposition 
63 Mental Health Services Act, while in Nevada, state agencies have adopted the 
role of coordinating care among newly available private beds), and researchers 
(Patel et al.,  2013 ) while investigating challenges in integrating mental health care 
called for specifi c emphasis on serious mental illness. However, though these 
changes increase coverage and in some ways improve technology that would 
facilitate integrated care, they do not require integrated care, which is particularly 
problematic when treating serious mental illness. Specifi c to integrated care, it is 
estimated that between 20 and 25 % of patients in a primary care setting have a 
mental illness (Spitzer, Kroenke, & Williams,  1999 ), with only 2/3 of those being 
referred for mental health treatment seeing the referral through (Grembowski 
et al.,  2002 ). 

 The challenge with serious mental illness is daunting, due in large part to its 
chronic nature and high costs (estimated to be over 192 Billion annually; Insel, 
 2008 ), as well as the nature of the condition itself (e.g. psychosis and avolitional 
behaviors that contribute to overall poor health and quality of life). However, mental 
illness is not alone in being a chronic disease. Diabetes provides us with a good 
example of how to manage chronic, and potentially life-threatening illness with a 
stepped-care approach. Researchers (Von Korff, Glasgow, & Sharpe,  2002 ) pro-
posed just such a process for effectively managing chronic illness that can be applied 
across domains. 

 Von Korff and colleagues ( 2002 ) suggested that the common elements to care 
for chronic conditions (in their case, diabetes) include not only reaction to the 
presenting systems, but also indicated a need to be preemptive in planning fol-
low-up visits utilizing a  protocol   to implement the stepped-care. Similarly, the 
World Health Organization recognizing the variability in health care systems and, 
in particular the limited number of mental health providers, proposed a system-
atic approach to treating mental health diagnoses, including serious mental ill-
ness, via a stepped-care approach formally presenting this information at the 
2008 Geneva Convention (WHO,  2010 ). Eventually, this was formalized and 
expanded with specifi c recommendations, that included recommendations at all 
levels of the stepped-care system (psychoeducation, community involvement, 
patient follow-up and monitoring, involvement of specialists, etc.) specifi c to the 
most chronic mental health issues including: substance use, psychosis, depres-
sion, and bipolar disorder as well as broader issues of Alzheimer’s and develop-
mental and childhood behavioral disorders (WHO,  2010 ). However, the challenge 
of SMI as compared to those that serve as the foundation for this model, include 
the severity of symptoms and a higher degree of noncompliance both as a direct 
(Wang, Demler, & Kessler,  2002 ) and indirect result of those symptoms (e.g. the 
loss of support benefi ts due to a commitment, homelessness or incarceration; 
Ries & Comtois,  1997 ).  
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     Population Characteristics   

 The most recent U.S. Census data for Hispanic populations indicated over  
55 million people identifi ed as Hispanic, with California, Texas, and Florida (in 
rank order) having the highest numbers of Hispanics (Krogstad & Lopez,  2015 ). 
This is described as representing a slowing in the previous growth rate of 4.8 % 
annually (reported in the decade between 200 and 2010) to a more modest 2.1 % 
growth rate. However, it still represents an increase to 17.5 % of the population, 
meaning nearly one in fi ve individuals identifi es as Hispanic. Finally, the authors 
indicated that the median age for this population has increased from 27 in 2010 to 
29 in 2014, which still represents a younger demographic  group  , when compared to 
non-Hispanic Blacks (34); non-Hispanic Whites (43) and Asians (36). 

    Prevalence Rates of Serious Mental Illness in Hispanics 

 As discussed in the outset of this chapter, the most recent data indicates the preva-
lence rate of 3.5 % for SMI in U.S. Hispanic populations, which is slightly lower 
than the 4.1 % prevalence rate of the overall U.S. population. This suggests a preva-
lence rate of SMI for Hispanics that approximate the overall population.   

    Barriers to  Treatment   in Serious Mental Illness 

 Across treatment domains (e.g. mental health, substance use) a primary barrier to 
care has been the ability to pay for the services (Mojtabai, Chen, Kaufmann, & 
Crum,  2014 ), but it is proposed that the Affordable Care Act will address this issue 
of affordability. However, as will be discussed below, this assumption is problem-
atic for some Hispanics. The second most commonly reported barrier, specifi cally 
relevant to SMI, was the fear of being committed, followed by a lack of information 
about where to get services, and fi nally the perception that an individual should be 
able to resolve their own mental health problems. The authors also described a lack 
of a perceived need as a potential additional barrier, specifi cally in the context of 
those individuals with comorbid disorders of substance use and mental illness. 

 When we look at actual treatment rates for those with SMI we see that only 
40–55 % receive “minimally adequate treatment” [this term was defi ned by best 
practices based in the empirical literature and corresponding to the diagnosis] 
(Wang et al.,  2002 ). That same research also shows that among those that did not 
receive minimally adequate treatment over 95 % of them had a “nonaffective” psy-
chosis (e.g. Schizophrenia). Further, the best outcomes were those that were treated 
by specialty mental health care and the worst outcomes were those that were treated 
in a general medical setting or that utilized both general and specialized care (not 
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through a program of integrated care). Finally, specifi c to Hispanics, the evidence is 
mixed with some research (Wang et al.,  2002 ) showing that there was a greater 
likelihood that Hispanics were likely to benefi t from care, once accessed, as well as 
be more likely (as compared to non-Hispanic Whites and Black/African Americans) 
to be treatment compliant, which the authors attributed to a greater cultural percep-
tion of the severity of psychosis and serious mental illness. However, others found 
lower treatment compliance (based on a percentage of the  sample   rather than a 
comparison among ethnic and racial groups), in particular for studies that included 
only Hispanics (Lanouette, Folsom, Sciolla, & Jeste,  2009 ), which they attributed to 
barriers of language, affordability of the treatment regimen and related problems 
related to socioeconomic issues (e.g. transportation, the ability to access specifi c 
services or systems based on legal status). 

     Culture-Specifi c Barriers   

 From a practical standpoint, the primary barrier to treatment for Hispanics, in par-
ticular those with limited or no profi ciency in English, is language. In a review of 
the literature Timmins ( 2002 ) found that language was a primary barrier to access 
to care for Hispanics, largely due to the limited number of Spanish speaking provid-
ers, as well as a lack of appropriately qualifi ed interpreters. Specifi c to mental 
health, it has been shown that the language barrier directly leads to an overdiagnosis 
of SMI (Flores,  2006 ). Once access was achieved, a lack of a provider or interpreter 
for the individual’s language corresponded with poorer ratings for quality of care as 
well as worse health outcomes. Similarly, Hispanic patients are vulnerable to the 
same barriers to access and treatment that exist for individuals of low socioeco-
nomic status in general (Benuto & Leany,  2011 ), including issues of transportation 
and a general inability to navigate the healthcare system (Timmins,  2002 ). Though 
it might seem intuitive to hire interpreters for the provision of services (and research 
has shown that an ad-hoc interpreter is better than no interpreter; Brisset, Leanza, & 
Laforest,  2013 ), professional guilds are likely to regulate the qualifi cations and use 
of translators (e.g. the APA code of ethics related to translators) and there are poten-
tially life altering consequences due to misinterpretation by an unqualifi ed or poorly 
qualifi ed interpreter (e.g. an inappropriate referral to child protective services for 
undocumented immigrants or a referral and subsequent prescription of psychotropic 
medication; Flores,  2006 ). Thus, we may wish to consider as a fi eld a program of 
training or perhaps a paraprofessional fi eld for bilingual mental health translators. 

 Given the aforementioned  challenge   of the cost of care, one needs to consider 
the eligibility of the Hispanic client for coverage under the Affordable Care Act. In 
fact, it was predicted that although differences in insured and un-insured rates 
among race and ethnicity would be reduced by the Affordable Care Act, Hispanics 
would remain underinsured (Clemans-Cope, Kenney, Buettgens, Carroll, & Blavin, 
 2012 ). This projected residual difference is posited due to the Act’s application 
limited to “Lawfully residing immigrants”. The authors also indicated a need for 
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programs to accommodate income and language barriers as well as develop 
 programs for retention. 

 Though varying to some degree across Hispanic cultures and socioeconomic sta-
tus among those cultures, values related to family, interpersonal relations, and reli-
gion are most prominent. When we consider the barrier of individual’s ability to 
address mental health cultural beliefs that one should be able to overcome any issues 
on their own, or a fatalistic view that the symptoms were God’s will, may overlap or 
superimpose itself on a lack of a perceived need for services (Caplan et al.,  2013 ; 
Vargas et al.,  2015 ), and can often be seen in phrases such as “that’s just how they 
are” or “They’re just lazy (capricious, etc.)”, and thus the primary care provider’s 
awareness of this barrier is critical in this initial contact (Ishikawa et al.,  2014 ).   

     Stepped-Care Approach   General 

 Though integrated care is indicative of a systematic approach, the application has 
fl exibility in application that is refl ective of available resources. For example, 
Thornicroft and Tansella ( 2004 ) describe approaches that divide this systematic 
approach by resources. The resources are categorized into low, medium, and high 
(in terms of resources available), recommending lower resource areas emphasize 
primary care that utilizes specialists as a fallback while high resource areas would 
utilize outpatient teams and clinics with a high degree of specialization. Logically, 
medium resource areas would utilize a blend of clinics and outpatient teams depen-
dent on available resources (e.g. if a high number of specialists were available, one 
could create a specialty outpatient clinic). 

 The notion of integrated care, and specifi cally integrating mental health care into 
primary care settings has many benefi ts (Patel et al.,  2013 ) that also address barriers 
to health care access for minorities in general (Benuto & Leany,  2011 ). Primarily, 
integrated care is intended to improve both physical and mental health by reducing 
the barriers and strengthening the overall system, through a process of patient- 
centered care that utilizes screening in the primary or prominent care system to 
identify auxiliary challenges to the person as a whole (Patel et al.,  2013 ).  Researchers   
have shown that when integrating care, even in systems that integrate public and 
private services, there is a substantial cost reduction, in particular when that inte-
grated system incorporates a system of checks for quality assurance (Unutzer et al., 
 2012 ). Further, a primary component of the ACA is a reduction in rapid readmis-
sions (which is defi ned as those that occur within 30 days of the initial admission), 
which can result in reduced payments from insurers such as Medicare (Katon & 
Unützer,  2013 ). In a review of how stigma impacts mental health treatment Corrigan, 
and colleagues ( 2014 ) found that integrated care in and of itself is an evidence- 
based practice that has been found to help reduce stigma, and that the ability to 
further reduce the impact could be augmented by developing better understandings 
of culture-specifi c conceptualizations of stigma, in an effort to help provide better 
tailored psychoeducation for overcoming that stigma. 
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 Both the chronic-illness approach (Von Korff et al.,  2002 ) and the WHO mhGAP 
( 2010 ,  2015 ) approach, lend themselves well to the current emphasis on providing 
culturally sensitive, person-centered treatment. This is because many of the identi-
fi ed components of this approach incorporate individualized treatment based on 
patient perspectives, which are applicable across cultures (for example identifying 
personal barriers to treatment implementation, but also taking into consideration 
individual and familial beliefs). However, this approach does not suggest avoiding 
best practices because of a patient’s (or family’s) beliefs, but rather, indicates that 
the team should agree upon a standard of evidence that incorporates support from a 
specialist for the domain of interest. 

    Aligning Stepped Care to Overcoming  Identifi ed Barriers   

 To implement effective stepped care in mental health requires systematic changes in 
the structure of the current healthcare system that spans from or current healthcare 
culture through models for provision of services, adapting current limitations in 
technology, payment, and ideology (Pincus et al.,  2015 ). Researchers have sug-
gested (through an evaluation of a cross-section of integrated models; Pincus et al., 
 2015 ) that current payment systems and structure (e.g. the private practice model of 
mental health services) creates challenges to implementing stepped care on a 
broader level that can be addressed through training (e.g. emphasizing the impera-
tive nature and benefi ts of a more integrated system), but also need to be addressed 
through better collaboration and coordination among providers and payers of ser-
vice (for example reorganizing the structure of payment to reinforce effective 
implementation of more cost-effective treatment). 

 When we consider that the primary barrier to mental health treatment is cost 
(Mojtabai et al.,  2014 ), it makes sense to improve the method and systems of pay-
ment across may reduce this barrier. For example, it would be challenging to pro-
vide support services for an individual with SMI or their family, if the services are 
not coordinated/covered under their existing insurance. Additionally, the leveraging 
of technology to reduce costs and increase the number of providers, particularly in 
areas with low to medium resources may help overcome traditional barriers, and 
facilitate the integrated treatment model. For example, research (Mohr, Burns, 
Schueller, Clarke, & Klinkman,  2013 ) has shown the effi cacy of telehealth for psy-
chotherapy that, though not directly assessed for SMI, could provide the supportive 
home or tertiary care. Similarly, Ben-Zeev, and colleagues ( 2013 ) have shown an 
increasing utilization of mobile phone technology, with a high interest in utilizing 
the phone specifi cally for mental health treatment. Given the high degree of home-
lessness and number of emergent situations that individuals with SMI are likely to 
encounter, the ability to utilize this technology may serve both as a method of reduc-
ing cost, but also a method of improving the continuity of care across services (e.g. 
by improving the ability to coordinate supportive services and follow-up on 
 compliance with those services). The latter issue also suggests that a primary role of 
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behavioral health professionals (e.g. social workers and caseworkers, would be 
related to connecting these individuals to the supportive  home   or tertiary care previ-
ously discussed).  

    WHO mhGAP ( 2010 ,  2015 ) 

 The  WHO mhGAP   ( 2010 ,  2015 ) provides a simple to use decision-making chart 
(available at   http://www.drugsandalcohol.ie/13984/1/WHO_mhGAP_intervention_
guide.pdf    ) that uses color-coded decision trees and easy to identify alerts. This sys-
tem can be used across disciplines, and lends itself well to overcoming many of the 
barriers to treatment (identifi ed earlier), and thus can serve as the primary screening 
tool for primary care physicians. Though this guide is specifi c to nonspecialized 
care settings (e.g. those outside of mental health facilities) it can be benefi cial to 
provide this resource to all providers within the integrated system for continuity of 
care and clarity of referral purposes. 

 The benefi t of this guide is that it is color coded by possible disorder, and is 
organized into three sections classifi ed as “assess, decide, and manage”. The assess-
ment and decision points are very brief and often include iconic indicators (e.g. “!” 
for potential problem issues or a pill bottle for medication decisions). A major ben-
efi t promoted by WHO is that the chart provides recommendations about “what to 
do, but not how to do it”, with the specifi c intention being that the “how” of inter-
vention is to be determined by the specialists to which the primary or secondary 
care provider refers the patient to. 

 Additionally, the mhGAP guide emphasizes six “General Principles of Care” 
that align with the overall notion of integrated care (e.g. that described by Pincus 
et al.,  2015 ; Thornicroft & Tansella,  2004 ), including: communication (to include 
caregivers and family); assessment; treatment and monitoring; mobilizing social 
support; protection of human rights and overall well-being. Again, these principles 
provide opportunities to address culture-specifi c barriers, in particular at the points 
of communication and mobilizing social support. 

 mhGap is designed to be used within a system of care, thus it is assumed that the 
initial barrier of cost has initially been addressed once the system has been accessed. 
However, the aforementioned emphasis on what and not how to provide services 
helps to reduce costs, by allowing the administrator(s) to determine cost-effective 
models of specialized service. Further, because this process is one that emphasizes 
the protection of human it is designed to reduce unnecessary involuntary  hospital-
izations  . The principle of communication along with processes that mobilize social 
supports help to reduce the stigma associated with mental health treatment, and 
again provides an opportunity to generate culturally appropriate interventions. 
Again, the actual implementation, of those culturally appropriate interventions 
would occur after the warm handoff, but serves primarily to reduce stigma as well 
as assuage concerns about hospitalization.  
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     Kessler K6   Nonspecifi c Distress Scale (K6; Kessler et al.,  2002 ) 

 The K6 is derived from the K10 as a screening instrument for SMI (Kessler et al., 
 2002 ). This scale, as the name implies, consists of six, self-report items scored with 
a value of 1–4 for each. A score greater than or equal to 13 indicates the likely pres-
ence of SMI, with some research indicating that a score between 5 and 13 indicating 
subthreshold clinical treatment needs (Kessler et al.,  2010 ). Thus, this measure has 
been identifi ed as a reliable and valid screen for SMI in less than 2 min. Though it 
does not provide the robust recommendations related to system fl ow and possible 
interventions, it is like of the most utility in a Primary Care setting. When compared 
to other screening instruments (e.g. the WHO-DAS or the CIDI-SF and even the 
K10) it has the greatest sensitivity, takes the least amount of time to administer and 
is the least cumbersome to administer (Kessler et al.,  2003 ). Thus, this measure 
appears to be the most pragmatic screener in a primary care setting.   

    Primary Care in  Behavioral Health Settings   

 Given the aforementioned issues of co-occurring chronic health conditions and 
SMI, it is likely that a PCP would be co-located in a Behavioral Health Setting. The 
intent being to facilitate access to ongoing care and increased treatment compliance 
for chronic health issues such as diabetes and obesity. SAMSHA and HRSA have 
developed specifi c funding to study the integration of primary care in behavioral 
health settings (PCBHI Grants), but early research has been variable in terms of 
identifying clear determinants or predictors of success in treatment, with research-
ers most often citing diffi culties related to licensing, patient recruitment as well as 
patient and staff retention as confounds in the evaluation of the programs (Gerity, 
 n.d. ; Scharf et al.,  2013 ). Nevertheless, those studies describe perceptions about 
benefi ts that include the ability to collaborate and share patient healthcare informa-
tion that are continuing to be studied, especially in light of their report that many 
states are now legislating required integration of  PCP   care in behavioral healthcare 
settings.  

    Recommendations 

 As discussed, a primary issue for treating Hispanic patients with SMI, is the need to 
incorporate Spanish,  medical interpreters   (specifi cally interpreters with suffi cient 
mental health training) and bilingual practitioners (as well as paraprofessionals) 
into the primary care setting. It may well be time to create a program of training of 
Associate or Bachelor’s level paraprofessionals who are bilingual, in order to fi ll the 
gap of non-Spanish speaking providers. 
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 Once we can overcome the logistical issues of language, there is an overarching 
need to improve understanding of the process of stepped care in mental health in 
general, and specifi c to this chapter, a need to improve the understanding across 
practitioners who service individuals with serious mental illness. A primary resource 
guide to help improve understanding and expectations is the  mhGAP intervention   
guide for mental, neurological, and substance-use disorders in nonspecialized health 
settings (WHO,  2015 ). 

 Though the guide provides the foundation and explicit protocols for implement-
ing stepped care, many of the identifi ed barriers to implementation are issues related 
to real costs and availability of providers, which has consistently been identifi ed as 
the most prominent barrier to mental health treatment in general. As discussed, the 
implementation of stepped care has the potential to reduce costs across a variety of 
systems, primarily through early identifi cation and intervention for historically 
chronic and thus expensive mental health problems. If we recall the recommenda-
tions of Thornicroft and Tansella ( 2004 ) the goal is to provide the services within 
the system that exists, and this is true for mhGAP guidelines, which were designed 
to raise global standards of care for SMI. However, in terms of sheer effi ciency, the 
K6 appears to serve as an excellent screener for identifying SMI, and taking the next 
step in handing off the patient to a behavioral healthcare specialist. 

 Particularly relevant to the issue of SMI, the next largest barrier to cost (involun-
tary commitment; Mojtabai et al.,  2014 ) is a real and salient issue. Thus, practitio-
ners, and more importantly  health care administrators  , need to create and or evaluate 
their integrated care system to ensure it not only supports a program that reduces the 
probability of hospitalization, but also a system that promotes education and a mes-
sage for how intermediate services can reduce or prevent the likelihood of hospital-
izing an individual with SMI. This is a role that can be largely accomplished by 
non-primary care practitioners, and paraprofessionals. 

 We need to train and utilize new types of healthcare works to fi ll the intermediary 
steps that are shown to be part of an effective process of reducing costs and main-
taining mental health. In developed systems, such as the U.S., the challenge is not 
just the cost, but the coordination among professional licensing boards to defi ne 
what these positions are, and are not. Specifi c to Hispanic patients, these newly 
trained workers would benefi t by introducing more individuals who are fl uent in 
Spanish at critical points in the stepped-care process (e.g. psychoeducation, social 
skills training, and monitoring). Given the critical role of monitoring, it is important 
that the individual have a clinical base of knowledge to assess compliance with 
treatment recommendations (e.g. at least a rudimentary ability to assess mental sta-
tus, for example to assess and report back to other members of the treatment com-
munity about compliance, noncompliance or potential points of intervention such as 
stressors or failed interventions). 

 In addition to trained  professionals and paraprofessionals  , the role of nonprofes-
sionals plays a critical role, in particular for psychosocial interventions, specifi cally 
those recommended (Dua et al.,  2011 ) for vocational and economic inclusion as 
well as those designed to improve community attitudes. For the Hispanic popula-
tion, this would include community outreach that includes both monolingual 
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Spanish speakers as well as bilingual community members. Given the research 
(Clarke et al.,  2000 ) on re-hospitalization and other negative outcomes (e.g. home-
lessness and arrest) which is directly correlated to the time to implementation of 
comprehensive support services, the primary importance of these nonprofessionals 
is ensuring the continuity of care by persisting in implementing the external support 
systems as the patients transition from  inpatient settings   back to the community.     
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    Chapter 16   
 Marital Problems and Relationship 
Diffi culties and Integrated Care 
Among Hispanic Populations                     

     Kristin     M.     Lindahl       and     Sara     Wigderson   

       Health disparities are vast for Hispanic families in the United States and access to 
behavioral health care may be particularly underutilized (U.S. Dept. of Health and 
Human Services,  2001 ). For example, several studies suggest that Hispanics, as 
compared to non-Hispanic Whites, are less likely to receive appropriate care for 
 disorders   related to depression or anxiety (Alegría, Jackson, Kessler, & Takeuchi, 
 2008 ; Young, Klap, Sherbourne, & Wells,  2001 ). Data are lacking, however, for 
other domains of mental health such as marital distress. Marital distress, despite its 
known links with poorer  mental and physical health   (Kiecolt-Glaser & Newton, 
 2001 ; Papp, Goeke-Morey, & Cummings,  2004 ), has received scant attention in the 
health disparities fi eld of study. 

 Though limited in  scope and quantity  , research to date suggests that Hispanic 
couples experience  marital distress   at a similar rate to other couples, at least as com-
pared to non-Hispanic white couples (Bulanda & Brown,  2007 ). In addition, as has 
been found with other couples, marital distress is both longitudinally and cross- 
sectionally related to depressive symptoms for Hispanic couples (Hollist, Miller, 
Falceto, & Fernandez,  2007 ; Treviño, Wooten, & Scott,  2007 ). Given that Hispanics 
now comprise the largest  minority group   in the United States and the proportion of 
married couples that are Hispanic doubled between 1980 and 2000 (Amato, Johnson, 
Booth, & Rogers,  2003 ), a research base on marital quality for Hispanics is long 
overdue. Some studies suggest that marital functioning for Hispanic couples more 
closely resembles non-Hispanic whites than Blacks (Bulanda & Brown,  2007 ), but 
very little is known about what factors might be uniquely important to Hispanic 
couples. 

 One movement that is actively gaining traction to try and reduce health care dis-
parities is the  integrated care model   whereby medical and behavioral health 
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 professionals work side-by-side and in concert with one another. Numerous 
 empirically supported programs and interventions exist to reduce and alleviate mar-
ital or couple distress, but given the separate silos medical and behavioral health 
professionals have historically worked in, it is likely the exception far more than the 
rule that distressed couples fi nd their way to  marital therapy   or a marital educational 
group via their primary care physician. The goals of this chapter are to provide a 
brief review of marital distress and its impact on individual functioning, an over-
view of integrated behavioral health care and a stepped care model for addressing 
marital distress, including attention to cultural considerations and how they can be 
applied to interventions for marital distress to better serve Hispanic couples, and a 
review of the  types   of empirically supported marital interventions that are 
available. 

    Relationship Health 

  Social relationships   affect mental health, health behavior, and physical health 
(Umberson & Montez,  2010 ) and perhaps no social relationship affects adult well- 
being as much as the marital relationship. Many couples will encounter diffi culty at 
some point in their relationship and if these problems are not ameliorated, a whole 
host of potential negative consequences can occur for both the couple, and if there 
are children, their family. It is estimated that about one-third of couples experience 
distress or discord at any one point in time (Whisman, Beach, & Snyder,  2008 ). 
Marital satisfaction drops considerably over the fi rst 10 years of marriage (Bradbury, 
Fincham, & Beach,  2000 ) and chronic relationship distress can suffi ciently erode 
the positive elements of a relationship such that couples ultimately  divorce. Divorce   
is common in the United States and it is estimated that nearly 50 % of marriages 
end within the fi rst 20 years (Copen, Daniels, Vespa, & Mosher,  2012 ). Marital 
distress also is associated with an increased risk for a variety of psychiatric con-
cerns including anxiety, mood, bipolar, and substance-abuse disorders (Whisman, 
 2007 ) as well as compromised endocrine and immune functioning (Kiecolt-Glaser 
& Newton,  2001 ). 

 The limited literature to date suggests that, overall, Hispanic couples are at simi-
lar risk for marital diffi culties as non-Hispanic Whites. Confounding effects of eth-
nicity and economic stress, however, may place some Hispanic couples at higher 
risk. Negy and Snyder ( 2000 ) found inter-ethnic and non-Hispanic White couples to 
be similar in their levels of marital satisfaction; however, monoethnic Mexican- 
American couples experienced less satisfaction compared to inter-ethnic couples. 
Several studies suggest that external stressors impact marital satisfaction indirectly 
for non-Hispanic White couples and a couple of recent studies suggest that this is 
the case for Hispanic couples as well. In a study of 120 fi rst-generation Mexican 
immigrant couples, Helms et al. ( 2014 ) found economic pressure and cultural adap-
tation stress to be linked with depressive symptoms, which in turn was associated 
with negativity in marital interaction and low marital satisfaction. Similarly, 
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Falconier, Nussbeck, and Bodenmann ( 2013 ) found how couples cope can mitigate 
the link between immigration stress and marital satisfaction for Hispanic couples, 
especially for wives. 

 Although research is starting to  grow   with Hispanic couples, relatively few stud-
ies have focused on issues that may be specifi cally relevant to Hispanic couples. 
One of the issues that has been the subject of several studies, however, is that of 
acculturation or acculturative stress. Acculturation can be operationalized in differ-
ent ways, but it commonly refers to the degree to which an individual endorses 
beliefs, attitudes, and behaviors of their culture of origin, the dominant culture in 
their new environment, or both (Negy & Snyder,  1997 ). A couple of studies suggest 
a link between acculturation and marital distress for Mexican Americans (Negy & 
Snyder,  2000 ; Vega, Kolody, & Valle,  1988 ), and Negy, Hammons, Reig-Ferrer, and 
Carper ( 2010 ) found acculturative stress to be associated with marital distress in a 
sample of Hispanic immigrant women. Acculturation differences between husbands 
and wives also have been linked to lower marital quality in Mexican-origin couples, 
with the relationship between acculturation (adoption of American cultural prac-
tices) and enculturation (maintenance or retention of culture of origin) implicated in 
understanding the complex role of acculturation and how it relates to relationship 
functioning (Cruz et al.,  2014 ). Cruz and colleagues found cultural similarities 
between couples to generally be associated with positive marital quality, though 
interactive effects between acculturation and enculturation show the importance of 
assessing cultural orientation in a multi-dimensional manner. In addition, genera-
tion status, which is often considered a marker for acculturation, also has been 
linked to marital distress for Hispanic couples (e.g., Casas & Ortiz,  1985 ). Although 
fi ndings are varied, studies tend to fi nd greater marital distress for couples with 
higher levels of acculturation toward the dominant culture, especially when wives 
are more dominant-culture oriented than husbands. An assessment of acculturation 
would seem to be a potentially important component when conducting a culturally 
sensitive marital intervention.  

    Integrated Care and Hispanic Families 

 Hispanic families are the largest  ethnic minority   in the United States. Estimates 
project that by 2050, Hispanic families will make up nearly 30 % of the U.S. popula-
tion (Ennis, Rios-Vargas, & Albert,  2011 ; Gutierrez, Barden, & Tobey,  2014 ; Passel 
& Cohn,  2008 ). In recent decades, the United States has made signifi cant efforts to 
improve the quality of health care and access to health care and reduce disparities, 
but ongoing economic, social, and racial/ethnic disparities continue to exist. In fact, 
with regard to Hispanics specifi cally, according to the 2012 report of the Roundtable 
on the Promotion of Health Equity and the Elimination of Health Disparities, health 
disparities between Hispanics and other populations have minimally improved over 
the last decade.  Underutilization   of mental health care in particular is an area of 
growing concern (Gutierrez et al.,  2014 ). Even when differences in the prevalence 
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of mental health diffi culties are controlled for, Hispanics are less likely to access 
mental health services than non-Hispanic Whites (Cabassa, Zayas, & Hansen, 
 2006 ). 

 Numerous  economic factors   are cited as contributing to the disparity in health 
care access including fi nancial limitations and geographical concerns (Gutierrez 
et al.,  2014 ). The socioeconomic status of Hispanic couples in the United States is 
diffi cult to summarize globally as they occupy all rungs of the socioeconomic lad-
der. Given the diverse cultural, political, and economic circumstances in their heri-
tages that lead them or their forebearers to immigrate to this country, even the terms 
“Hispanic” and “Latino” are so broad and encompassing that many of the differ-
ences within this large group are lost. Nonetheless, on average and a collective 
group, Hispanics are more likely to experience economic distress than non-Hispanic 
whites and overall, they have lower levels of educational achievement than non- 
Hispanic whites (Casper & Bianchi,  2002 ; Fronczek,  2005 ). Hispanics also have 
substantially higher uninsured rates than non-Hispanic whites (CDC,  2011 ). All of 
these socioeconomic factors may inhibit access to care. In addition, economic insta-
bility is stressful for couples and may negatively affect the quality and stability of 
marriages (Conger, Conger, & Martin,  2010 ). Thus, economic struggles may not 
only be associated with marital stress but also may present a barrier to accessing 
interventions that might provide some relief. 

  Sociocultural factors   also are cited as potential barriers to Hispanics receiving 
comparable mental health services as their non-Hispanic White counterparts. 
English language profi ciency, for example, is a notable predictor of health care 
usage (Fiscella, Franks, Doescher, & Saver,  2002 ). A lack of Spanish-speaking pro-
viders likely limits mental health care utilization for many individuals. Some 
Hispanic individuals also may also fear questions about citizenship or risk of depor-
tation (Shattell, Hamilton, Starr, Jenkins, & Hinderliter,  2008 ). Concerns about the 
cultural sensitivity of interventions is another concern for Hispanics seeking mental 
health services and culturally relevant services that are grounded in empirical sci-
ence are in insuffi cient supply to keep up with demand (Flores, Olson, & Tomany- 
Korman,  2005 ). Even once services are accessed, less than optimal outcomes may 
result for Hispanics due to  premature termination   (Kouyoumdjian, Zamboanga, & 
Hansenmn,  2003 ). Some of the reasons for leaving therapy early are likely cultur-
ally related, including possible unintentional biases on the part of service providers 
(Bridges et al.,  2014 ) and Vasquez ( 2007 ) found that ethnic minority clients may not 
establish as strong a therapeutic alliance with the service provider as majority cul-
ture White clients, especially when the care provider is White. For all of the above 
reasons, Hispanics have less access to and receive fewer mental health services than 
do non-Hispanic whites even though studies suggest that rates of mental health 
concerns are comparable across the two groups (U.S. Dept. of Health and Human 
Services,  2001 ). 

 One potential means to overcoming utilization disparities is through integrated 
health care. Integrated health care is an approach to health care that is characterized 
by a high degree of collaboration and communication among health professionals. 
In the broadest use of the term, “integrated behavioral health care” (IBHC)    describes 
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health care settings where behavioral health and medical providers work together. 
Integrated care can occur along a continuum of collaboration, however, from mini-
mally to fully integrated. As articulated by Blount ( 1998 ), in the fully integrated 
model, there is close collaboration between behavioral health and medical profes-
sionals and they share the same sites, vision, and systems. All providers are “on the 
same team” and have developed an in-depth understanding of each other’s roles and 
areas of expertise. In this scenario, facilities are shared and collaborative routines 
are regular and smooth. All providers chart in the same patient medical record and 
may even see clients together when this is appropriate. Informal consultation 
between health and mental health care workers occurs regularly. 

  Initial presentation in an integrated care clinic . Integrating mental health care into 
 primary care   services may be one way to reduce barriers to accessing services for 
Hispanic couples (Bridges et al.,  2014 ). Some studies suggest that Hispanics are 
more likely to seek mental health care services from their primary care setting as 
compared to any other resources, including specialty mental health care (Bridges 
et al.,  2014 ; Vega, Kolody, Aguilar-Gaxiola, & Catalano,  1999 ). Although primary 
care physicians often have limited training in the assessment, diagnosis, and treat-
ment of mental health problems (Mitchell, Vaze, & Rao,  2009 ), this issue can be 
more easily overcome in an IBHC setting as compared to a traditional care setting. 

 There are several ways in which an individual with signifi cant  marital distress   
may initially present at an  integrated care clinic   with a concern other than marital 
problems.  Mental health   concerns often co-occur with medical conditions or can 
mimic medical conditions. For example, an individual might present with symp-
toms related to anxiety/depression, either with or without a co-occurring with a 
medical condition, or mood symptoms may be attributed to a medical condition 
(e.g., heart problem) that does not exist. Maritally distressed individuals also are 
overrepresented in those seeking help for psychological diffi culties, regardless of 
whether or not marital distress is reported as one of their primary concerns (Lin, 
Goering, Offord, Campbell, & Boyle,  1996 ). Thus, for a variety of reasons, indi-
viduals may seek services from their primary care physician for needs that go 
beyond physical conditions and ailments, and may well include mental health 
issues. 

 Numerous studies indicate a  bidirectional relationship   between marital or couple 
functioning and mental health. In contrast to happily married persons, maritally 
distressed individuals are three time more likely to have a mood disorder (e.g., 
Whisman,  2001 ,  2007 ). Although depression may be the most common type of 
psychological disorder to be reciprocally related to marital distress, individuals in 
distressed or confl ictual relationships are also more vulnerable to anxiety disorders 
and substance-use problems (Proulx, Helms, & Buehler,  2007 ; Whisman,  2007 ). 
Links between marital quality and risk for a psychological disorder have been rep-
licated across numerous racial and ethnic groups, including several groups of 
Hispanic heritage (McShall & Johnson,  2015 ). 

  Couple distress   also is associated with poor physical health (Umberson, Williams, 
Powers, Liu, & Needham,  2006 ). Marital confl ict, in particular, has been shown to 
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have direct adverse effects on cardiovascular, endocrine, immune, neurosensory, 
and other physiological systems that, in turn, can contribute to physical health 
 problems (Kiecolt-Glaser & Newton,  2001 ). Whisman and Uebelacker ( 2012 ) 
found poor marital adjustment and divorce to be associated with risk for metabolic 
syndrome in women, and marital loss is associated with increased risk for cardio-
vascular disease (Zhang & Hayward,  2006 ). 

  Screening measures for marital distress . Given known links between emotional dis-
tress and marital diffi culties, as part of the screening process to determine etiology 
of a presenting problem, one logical step for physicians is to utilize screening mea-
sures to detect for possible marital distress. Simple and short screening measures 
exist for marital distress and if these were given routinely by primary care physi-
cians, with individuals with higher scores to be scheduled for a follow-up consult 
with a mental health specialist, many more couples may be referred to appropriate 
support and intervention. 

 Fortunately, several empirically supported screening measures for marital dis-
tress exist. One of the shortest questionnaires, containing just four items, is the 
Couple Satisfaction Index (CSI; Funk & Rogge,  2007 ). To develop the CSI, 176 
potential items were culled from eight well-validated self-report measures of mari-
tal satisfaction. Using principal components analysis and item response theory, 32 
items were selected for the CSI and then shorter versions of this measure were cre-
ated by identifying the items that provided the largest amount information for the 
assessment of relationship satisfaction. The CSI items assess global satisfaction 
with the relationship and are rated on  Likert-scales   ranging from 0 to 6 or 0 to 5, 
with total scores ranging from 0 to 21. The cut-off score for marital distress is 13.5. 
The 4-item version of the CSI has demonstrated good convergent and construct 
validity and higher precision measurement of marital satisfaction than longer mea-
sures such as the Marital Adjustment Test (MAT; Locke & Wallace,  1959 ) and the 
Dyadic Adjustment Scale (DAS; Spanier,  1976 ). 

 Another recently developed questionnaire to assess for marital distress that is 
brief is the Marital Satisfaction Inventory-Brief form (MSI-B; Balderrama-Durbin, 
Snyder, & Balsis,  2015 ). The  MSI-B   is a shorter version of the Marital Satisfaction 
Inventory-Revised (Whisman et al.,  2008 ). The MSI-B contains 10 items and total 
scores range from 0 to 10, with higher scores indicating greater distress. The MSI-B 
shows excellent discriminant validity in being able to distinguish community from 
clinical samples and scores ≥ 4 are classifi ed as signifi cantly distressed. Although 
the original MSI-R has been successfully translated and validated for use in Spanish 
(Negy & Snyder,  2000 ), and thus translation of the ten items of the MSI-B are avail-
able in Spanish, the MSI-B itself has yet to be formally assessed for reliability and 
validity in Spanish. Nonetheless, the impressive empirical care that has gone into 
translating the MSI-R items is a signifi cant advantage of the MSI-B for cross- 
cultural samples. 

 Sabourin, Valois, and Lussier ( 2005 ) created the DAS(4) by using nonparametric 
IRT (Hambleton, Swaminathan, & Rogers,  1991 ) on the 32 items of the DAS to 
select the four items that consistently provided the most information at the distress 
threshold. Scores <13 are classifi ed as distressed. The DAS-4 is as effective in 
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 predicting couple dissolution as the DAS-32 and is less affected by socially  desirable 
responding. The DAS-4 also shows good stability over time. 

 The Quality of Marriage Index ( QMI  ; Norton,  1983 ) is a 6-item measure of 
global relationship satisfaction. Five items are rated on Likert-scales which range 
from 1 to 7 (e.g., “We have a good relationship”) and one item, regarding overall 
level of happiness in the marriage is rated on a scale that ranges from 1 to 10. Total 
scores range is from 6 to 45, with higher scores indicating greater satisfaction with 
the marriage. The QMI is well validated and has been shown to have good reliability 
(e.g., Funk & Rogge,  2007 ). 

  A    stepped - care approach   . Once marital distress is identifi ed as a potentially contrib-
uting factor to an individual’s distress, a behavioral health professional can inter-
vene and in coordination with integrated care, a stepped-care model within ICBH 
can be applied. A stepped-care approach within an integrated care setting could 
include the following three sequentially organized steps. 

 As a fi rst step, especially if marital distress is mild, information on relationship 
success could be provided to the individual in the form of handouts, bibliotherapy 
references, or e-health options. One of the more popular books written for couples 
to educate and assist them in improving their  relationship quality   is, The Seven 
Principles for Making Marriage Work, written by John M. Gottman, Ph.D., and Nan 
Silver. This book is also available in Spanish, Los Siete Pricipios para Hacer que el 
Matrimonio Funcione. On line, several websites are available to educate and assist 
couples about relationship health, including   www.healthymarriageinfo.org    , which 
also has most of its materials available in Spanish. 

 In addition to providing individuals with sources of information and education 
about marriage, another Step 1 intervention might be for behavioral health profes-
sionals to help clients engage in prevention programs. Several marriage and rela-
tionship education programs have been designed as preventative options for couples 
and for individuals with low or mild distress, these might be a good option. In a 
recent and inclusive meta-analysis of relationship education programs, Hawkins 
and colleagues (Hawkins, Blanchard, Baldwin, & Fawcett,  2008 ) found that rela-
tionship education programs result in increases in communication skills and rela-
tionship quality (small to medium effect sizes). Similarly, Stanley, Amato, Johnson, 
and Markman ( 2006 ) found that premarital education was associated with a lower 
divorce rate and was effective at enhancing satisfaction and commitment and lower-
ing levels of confl ict for couples of various races and income levels. In this study, 
Latinos participated in marital education programs at a rate similar to that of non- 
Hispanic Whites (and more so than Black couples) and also benefi ted similarly. 
This study is important as it among the few that have targeted a diverse and/or dis-
advantaged sample. 

 One of the more popular  evidence-based programs   aimed at preventing marital 
distress is the Prevention and Relationship Education Program ( PREP  ; Markman, 
Renick, Floyd, Stanley, & Clements,  1993 ), which teaches couples communication 
and confl ict resolution skills that are associated with marital success. The program 
utilizes features of behavioral and cognitive therapy, while placing particular 
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emphasis on the problem-solving skills component. At a 5-year follow-up, PREP 
demonstrated effectiveness with couples in the program having higher levels of 
positive communication skills, lower levels of negative communication, and lower 
levels of marital violence compared to controls (Markman et al.,  1993 ). A recent 
RCT of PREP used by couples through religious organizations, however, suggested 
that there were no overall differences in the divorce rate for couples using PREP 
versus naturally occurring services (i.e. premarital education provided by religious 
organizations; Markman, Rhoades, Stanley, & Peterson,  2013 ). PREP is one of the 
few programs that has begun to be empirically tested with underserved ethnic 
minority groups. Daire et al. ( 2012 ) conducted focus groups with Hispanic indi-
viduals who had completed 20 h of marital relationship education using a PREP- 
based curriculum. Participants reported learning and acquiring new communication 
skills and they also reported an increase in peace and calm at home. 

 There is some evidence that it may not be necessary to have intensive preventa-
tive education programs in order to achieve some measure of success. Rogge and 
colleagues (Rogge, Cobb, Lawrence, Johnson, & Bradbury,  2013 ) compared two 
time intensive relationship education programs, PREP and CARE, the latter being 
designed specifi cally for the trial, with a one session relationship awareness (RA) 
program. The RA program did not focus on building relationship skills but instead 
focused on increasing partners’ awareness of the relationship through looking at 
current behaviors and deciding if these behaviors were constructive or destructive. 
There were no differences in relationship dissolution or satisfaction between cou-
ples receiving the time intensive skills training (PREP and CARE) and those in the 
RA session, suggesting that more intensive preventative education programs may be 
unnecessary, at least for some couples. The long-term effectiveness the RA session 
is not clear, however. 

 If Step 1 options are insuffi cient, Step 2 options that could be considered by the 
behavioral health professional might include brief or web-based interventions. One 
evidence-based brief intervention option for distressed couples is the Marriage- 
Checkup (MC; Cordova et al.,  2014 ). The  MC   was designed to fi ll the gap between 
preventative relationship education and tertiary treatment by serving as a brief inter-
vention for couples who are at risk for marital deterioration, but who are not other-
wise seeking treatment for their marriage. The MC is a two-session assessment and 
feedback intervention which is designed for early problem detection and early inter-
vention. In an RCT of the MC, Cordova et al. ( 2014 ) found that when compared to 
a control condition, the MC results in improvements in relationship satisfaction, 
intimacy, and acceptance. The effect sizes for MC were similar to other marital 
education programs and gains in intimacy and acceptance were maintained at the 
2-year follow-up, when comparisons were made with the control group. The authors 
suggest that similarly to a yearly doctor visit, the MC should be provided annually 
to couples. 

  Web-based marital interventions   have started to become popular in recent years 
and they address both preventative goals as well as provide interventions for dis-
tressed couples. Marital programs accessed via the internet address many obstacles 
couples commonly cite as interfering with treatment-seeking, such as fi nancial limi-

K.M. Lindahl and S. Wigderson



319

tations, geographical concerns, and the shame an individual or couple may feel by 
attending therapy (Hoge et al.,  2004 ). Several web-based interventions have been 
developed to target relationship distress and these programs are often adaptations of 
previously proven in-person relationship education programs and couple therapies. 
ePREP, an online version of the PREP relationship program, was found to be effec-
tive at improving mental health and relationship relevant outcomes at a 10-month 
follow up as compared to a control condition (Braithwaite & Fincham,  2009 ). 
Another online relationship education program is “Power of Two Online”. After 
completing the 2-month online program, participants reported improved marital sat-
isfaction and confl ict management compared to participants in a control condition 
(Kalinka, Fincham, & Hirsch,  2012 ). OurRelationship.com is a new  web-based 
couple intervention   program aimed at reducing couple distress (Doss, Benson, 
Georgia, & Christensen,  2013 ). An adaptation of IBCT, couples are taken through a 
three-step program aimed at increasing their awareness of a “core issue” in the 
couple’s relationship, promoting acceptance of their partner’s feelings and opinions 
around this issue, and learning skills that can help them talk about and work through 
their core issue. Web-based programs would seem to have a lot to offer Hispanic 
couples as the delivery of culturally responsive content could be individualized for 
couples. Increasing awareness of lower cost interventions such as on-line programs 
may be an important step for increasing access to marital interventions and this 
could easily be implemented in an integrated care setting, especially if primary care 
physicians were educated about these options. 

 For more severely distressed couples, or for couples for him Step 1 and Step 2 
options were not effective or were not suffi cient, several empirically supported, in- 
person treatment options exist. In a meta-analytic review of marital interventions for 
distressed couples, Shadish and Baldwin ( 2003 ) found a large effect size for  mar-
riage therapy  . Specifi cally, the effect size for marriage therapy was  d  = 0.84, sug-
gesting that couples receiving marital therapy have more favorable outcomes than 
more than 80 % of couples who do not receive treatment. A more recent study found 
couple therapy to positively impact 70 % of couples receiving treatment (Lebow, 
Chambers, Christensen, & Johnson,  2012 ). Although these fi ndings are very prom-
ising, it is important to note that most intervention studies for couples are based on 
samples where the majority of couples are White and middle class (and generally 
well educated). Limited data exist on how effective these interventions are with 
more diverse samples, but one of the purposes of this chapter is to consider how to 
apply these interventions to Hispanic couples. 

 There are a variety of evidence-based treatments that couples can choose from, 
with  behavioral marital/couple therapy (BMT or BCT)   being one of the most com-
monly studied approaches. BCT typically consists of some combination of com-
munication training, problem-solving training, contingency contracting, behavior 
exchange, cognitive restructuring, and emotional expressiveness training. BCT has 
been evaluated in multiple randomized controlled trials, and Shadish and Baldwin 
( 2005 ) conducted a meta-analysis to evaluate the overall effectiveness of BCT. The 
authors found an average effect size of  d  = 0.59, which suggests that couples receiv-
ing BCT were better off than 72 % of couples who did not receive treatment. 
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However, the authors concluded that BCT did not necessarily result in better 
 outcomes when compared to other forms of couple therapy. The outcomes generally 
assessed in studies of BCT include a variety of factors such as relationship satisfac-
tion, improvement in desired areas of change for partners, and being indistinguish-
able from normative nondistressed couples (Halford, Sanders, & Behrens,  1993 ; 
Jacobson & Follette,  1985 ). More specifi cally,  BCT   can produce positive changes in 
the amount of direct expression, acceptance, and positive nonverbal behavior while 
decreasing the amount of critique, refusal, and negative nonverbal behavior 
(Hahlweg, Revenstorf, & Schindler,  1984 ). 

 Another couple intervention that has been evaluated in multiple trials is  emotion-
ally focused couple therapy (EFCT)  . This therapy focuses on relationships from an 
attachment perspective and emphasizes the formation of emotional responses that 
prime bonding events to then create new patterned, constructive cycles of caring 
within couples (Johnson, Hunsley, Greenberg, & Schindler,  1999 ). The therapy con-
sists of nine steps as outlined in a meta-analytic review of EFCT conducted by 
Johnson et al. ( 1999 ). EFCT signifi cantly reduces relationship distress (as measured 
by dyadic adjustment) compared to both wait-list controls and pretreatment scores. 
Additionally, in most of the studies in the Johnson et al. ( 1999 ) meta-analysis, over 
half of the couples enrolled in EFCT no longer met criteria for being maritally dis-
tressed post-therapy. When examining the four randomized clinical trials (RCTs) of 
EFCT in this meta-analysis, a very large effect size of  d  = 1.31 was attained, sug-
gesting that a treated couple performed better than 90 % of untreated couples. 
However, this effect size should be interpreted with caution given that it is based on 
only four RCTs. 

 There are three other commonly used couple therapies that have received signifi -
cant empirical support. Integrative behavioral couple therapy (IBCT) is the most 
recently studied couples therapy and is built upon traditional BCT techniques, with 
an additional focus on emotional acceptance (Christensen et al.,  2004 ). IBCT inte-
grates traditional BCT’s behavior change approach with an increased focus on 
empathy, intimacy, and emotional acceptance. This is achieved through detachment, 
in which relationship problems are understood as impartially as possible by the 
couple, and empathic joining, in which couples are taught to express emotions and 
feelings, leading to both individuals accepting the other’s perspective and ultimately 
feeling closer to each other. 

 In a randomized clinical trial of 134 distressed couples, IBCT performed simi-
larly to BCT, with 71 % of IBCT couples and 59 % of BCT couples demonstrating 
reliable improvement on relationship satisfaction (Christensen et al.,  2004 ). IBCT 
and BCT also were found to have continued benefi ts over time and, at a 5-year fol-
low up, 50 % of IBCT and 46 % of BCT couples maintained their gains with contin-
ued clinically signifi cant improvement (i.e., reliable improvement or recovery; 
Christensen, Atkins, Baucom, & Yi,  2010 ). 

 The goal of  insight-oriented couple therapy (IOCT)   is to have couples resolve 
underlying confl ictual emotional through addressing developmental issues, collu-
sive interactions, irrational role assignments, and maladaptive relationship patterns 
(Snyder & Wills,  1989 ). IOCT was compared to BCT in a randomized clinical trial 
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of 79 distressed couples. Both treatments performed similarly well with both 
 demonstrating statistically and clinically signifi cant improvement in marital satis-
faction (Snyder & Wills,  1989 ). At a 4 year follow-up, a signifi cantly higher propor-
tion of BCT couples had experienced divorce compared to IOMT couples (38 % for 
BCT, 3 % for IOMT; Snyder, Wills, & Grady-Fletcher,  1991 ). These data are sup-
ported by only one study, however, and should be interpreted with this caution in 
mind. 

 Finally, in a randomized clinical trial of 42 couples, Goldman and Greenberg 
( 1992 ) compared  integrated systemic marital/couple therapy (ISMT/ISCT)   with 
EFCT. The primary aim of ISCT is to reverse fi ght cycles by changing the meanings 
attributed to these negative cycles. The authors describe seven steps in the therapy, 
including restructuring and reframing the problem, encouraging the couple to take 
proceed slowly, and prescribing a relapse. In the trial, ISCT and EFCT were equally 
effective in lessening relationship distress. However, at a 4-month follow-up, ISCT 
couples showed a greater maintenance of gains than EFCT couples. These fi ndings 
should be interpreted with caution, however, given that they are based on only one 
trial and the small sample size was relatively small. 

 The  Step 3 therapies   discussed thus far are well-established, evidence-supported 
options for treating couple/marital distress. There are no data to suggest, however, 
that any one approach is superior in its effectiveness than any other. In addition, it 
should be noted that a minority of couples (25–30 %) show no improvements from 
any of these therapies. Additionally, some treated couples fail to maintain their 
gains over time and up to 45 % will show signifi cant deterioration when assessed 
2 years or longer post-termination (Snyder & Halford,  2012 ). There are a few issues 
that still need to be addressed in future research and developing a better understand-
ing of who the interventions best for and how to improve their  effectiveness   more 
broadly are two needed areas of research. One of the more obvious areas that needs 
be addressed is studying marital distress and its treatment in diverse cultures and 
ethnic groups. The therapies reviewed thus far have been examined in samples that 
are predominantly middle-class, heterosexual, and non-Hispanic White, and 
research to establish treatment validity among people of different socioeconomic 
statuses, sexualities, and ethnicities is very much needed.  

    Cultural Considerations for  Evidence-Based Interventions   

 In order for marital interventions to be effective with Hispanic couples, some modi-
fi cations are likely to be needed to make them fully applicable to diverse populations. 
Most marital intervention research to date has been done with white, middle-class, 
generally well-educated couples (Dion,  2005 ; Ooms & Wilson,  2004 ). Although 
there is some evidence that marital interventions can be effective among diverse 
populations (Daire et al.,  2012 ; Hawkins & Fackrell,  2010 ; Owen, Quirk, Bergen, 
Inch, & France,  2012 ), cultural diversity factors are rarely directly incorporated into 
marital programs or interventions (Perez, Brown, Whiting, & Harris,  2013 ). 
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 Acculturation and the migratory experience are two factors that may contribute 
to marital distress in Hispanic couples and are rarely directly addressed in marital 
interventions. In addition, many aspects of marital interaction and marital function-
ing likely differ according to cultural and ethnic factors, including communication 
skills, confl ict management strategies, problem-solving approaches, and child rear-
ing, and existing intervention approaches could widen their cultural appeal if they 
could accommodate some of these factors. Hispanics represent many different cul-
tural traditions related to marriage, and while it is impractical to think that any 
intervention will accommodate each specifi c branch of Hispanic heritage, unless 
marital therapists can understand these differences and adapt interventions and 
materials in relevant ways, they are likely to struggle and to fail to meet the needs of 
Hispanic couples (Hawkins, Carroll, Doherty, & Willoughby,  2004 ). 

 Three of the specifi c  factors   have been proposed to be included in marital inter-
vention programs to make them more culturally inclusive of issues important to 
Hispanic couples are respeto, familismo, and machismo/marianismo (Gutierrez 
et al.,  2014 ; Perez et al.,  2013 ). Respeto is a Hispanic family value that affects rela-
tionship health and it refers to the traditional perception of hierarchal authority in a 
family (Garza & Watts,  2010 ; Gutierrez et al.,  2014 ). Gutierrez et al. ( 2014 ) advise 
marital educators and therapists to be well versed in this construct so that cultural 
norms are not unknowingly violated. In a qualitative study of Latino men and 
women who had participated in a marriage and relationship education program, 
Perez and colleagues ( 2013 ) found that their focus groups found attention to issues 
of familismo and machismo/marianismo to be valuable. Familismo has been 
described as the Latino culture’s identifi cation and loyalty to the nuclear and 
extended family (Lugo Steidel & Contreras,  2003 ). This construct emphasizes inter-
dependence and connectedness among family members through their obligation to 
protect, honor, respect, and support the family and it prioritizes the family responsi-
bilities over the individuals’ needs (Falconier et al.,  2013 ). The couples in the Perez 
et al. ( 2013 ) study indicated a keen awareness of how struggles in their marriage 
affected their children and extended family members, especially confl ict that took 
place in front of their children. The couples in this study also reported it helpful for 
the marital program to address gender-typed differences in the roles men and women 
were expected to play in a marriage. No research to date has yet examined how 
acculturation issues are related to respeto, familismo, machismo/marianismo, or 
how interactions between these variations affect marital quality, but these are impor-
tant directions for future studies. 

 Existing marital interventions and scientifi cally tested programs were developed 
in a particular linguistic and cultural context and it is a fair question to ask to what 
extent they are relevant for other ethnocultural groups that do not share the same 
language or cultural values (Bernal, Jiménez-Chafey, & Domenech Rodríguez, 
 2009 ). As Bernal and colleagues ( 2009 ) articulately point out, an over emphasis on 
the systematization of interventions, potentially resulting in a “one size fi ts all” type 
of approach, may undermine the very goal of the scientifi c approach (competent 
delivery of services). Clearly, a balance between the selection of  appropriate   and 
scientifi cally sound interventions and culturally competent practice is needed. Some 
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cultural factors may be easier to address and incorporate than others. For example, 
issues regarding how marital confl ict can impact children and larger family system 
relationships and how expectations regarding gender roles can impact couple com-
munication and couple behavior are already incorporated into many marital inter-
ventions and it therefore seems that with further culturally responsive adjustments, 
existing programs could better meet the needs of Hispanic families without compro-
mising integrity or fi delity of the interventions themselves. 

 Making modifi cations to well-established empirically supported interventions to 
accommodate the needs of minority groups without compromising fi delity of inter-
ventions is not a simple process, though models have been proposed as to the opti-
mal ways of accomplishing this goal. The Ecological Validity Model (EVM; Bernal, 
Bonilla, & Bellido,  1995 ; Bernal et al.,  2009 ) provides a systematic framework for 
adapting the content and methods of existing interventions to make them more cul-
turally sensitive to specifi c minority groups. This model was originally specifi cally 
written with Latino populations in mind, and it addresses eight dimensions of inter-
ventions: language, persons, metaphors, content, concepts, goals, methods, and 
context. For example, using this model, Rosselló and Bernal ( 1999 ; Rosselló, 
Bernal, & Rivera-Medina,  2008 ) modifi ed content from EBT therapies to incorpo-
rate cultural values of familismo and respeto in treating depressed adolescents. The 
model was later expanded to a more general cultural adaptation process model that 
consists of three general phases and ten specifi c target areas. As outlined by 
Domenech Rodríguez and Wieling ( 2004 ), the fi rst phase is a collaborative effort 
between the change agent (researcher) and a community leader with the goal being 
to fi nd a balance between community needs and scientifi c integrity. In the second 
phase, evaluation measures are selected and adaptations are made in line with adap-
tations made to the intervention. The third phase consists of integrating information 
learned and data collected in phase two into a newly packaged intervention. 

 In addition to the need for culturally informed and culturally competent marital 
interventions, there also is a need for culturally competent trainers to teach them. It 
will be important that those doing the training in culturally informed marital inter-
ventions have an understanding and appreciation for different values, customs, and 
ways of communicating. In particular, there is a signifi cant need for more Spanish 
speaking interventionists so that Hispanic couples are able to speak in their lan-
guage of choice. The importance of this issue cannot be overstated. It is not suffi -
cient for existing intervention programs and materials to be merely translated into 
Spanish, they need to be appropriately adapted and interventions need to be led by 
people who are capable of conducting interventions in Spanish as needed. This is 
critical because many thoughts or ways of conveying emotion do not translate easily 
or well into English (Perez et al.,  2013 ). In many cases, it is probably preferable to 
have the interventionist also be a person of Hispanic heritage to optimize cultural 
sensitivity. Although not yet studied in the context of marital therapy or marital 
 education   programs, there is some suggestion in the literature that more favorable 
therapeutic outcomes are obtained when there is an ethnic and linguistic match 
between the client and the therapist (Sue, Fujino, Hu, Takeuchi, & Zane,  1991 ; 
Vasquez,  2007 ). 
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 In conclusion, given the high rate of marital distress and its associations with 
mental and physical health concerns, continuing to better understand these inter- 
connections and how to intervene, is vitally important, especially for underserved 
and understudied minority groups such as Hispanic couples. Helping medical pro-
fessionals be better tuned into marital stress and how it presents has the potential to 
promote better utilization of interventions that can reduce marital distress and per-
haps even promote greater physical well-being for these couples.     
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