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Abstract: Ethnic and racial diversity in the United States increases daily through immigration and population
shifts, and multiculturalism in the mental health field has had a difficult time keeping pace. Delivery of adequate
mental health care to Hispanics, now the largest and fastest-growing ethnic minority, has been plagued by low
utilization rates and inadequate or delayed mental health services. Among the issues compounding the problem
are the diversity that exists within the Hispanic population, the varied ways that symptoms are experienced and
expressed, and the unique sets of risk factors and barriers facing U.S. Hispanic groups. This review provides an
epidemiologic overview of the mental health status of the three largest U.S. Hispanic subgroups, with particular
attention to diagnosis and treatment of major depressive disorder. Also discussed is the gap between the need for
and the delivery of services, which is characterized in terms of problems with access to care, utilization of mental
health services, and quality of care. Mental health research on Hispanic populations is relatively sparse. The data
summarized here suggest that although response to antidepressant treatment is comparable between Hispanics
and the general population, treatment compliance appears to be an area of concern. Research needs and other
efforts to improve mental health care and treatment outcomes in Hispanics are addressed.
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A growing appreciation of multiculturalism in
the United States was apparent in the mental
health field with the publication of the fourth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV) in 1994. Because previous versions were seen as lacking in cultural sensitivity, DSM-IV introduced an Outline for
Cultural Formulation to guide clinicians in factoring cultural context into their diagnoses, and a
Glossary of Culture-Bound Syndromes to help
illustrate the diversity of clinical presentations.
Although it may be argued that placing the Outline
and Glossary in an appendix rather than in the
main text serves to marginalize consideration of
culture in diagnosis (1), the inclusion of these two
items nevertheless represented an acknowledgment
that not all cultures experience mental disorders in
ways that conform to DSM descriptions. In the
decade that has passed since then, however, the distance between the acknowledgment of cultural
diversity and the existence of a system in which all
populations can and do receive adequate mental
health care has become all the more apparent.
Population diversity has increased since 1970,
with the proportion of the U.S. population that is
foreign born growing from 5% to approximately
10% by 2000. This trend has been largely driven
by Latin American immigrants, whose numbers
rose from 19% of the foreign-born population to
51% over the same period (2). Consequently, the
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EPIDEMIOLOGY
Hispanics are linked primarily by a common language derived from Spain as well as by some aspects
of ethnic heritage (10). The U.S. Census Bureau
defines Hispanics as persons of Mexican, Puerto
Rican, Cuban, Central and South American, or
other Hispanic heritage, with the latter two options
functioning as catchall categories for smaller sub-
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groups. In 2002, 66.9% of U.S. Hispanics were
Mexican, 8.6% were Puerto Rican, and 3.7% were
Cuban (3). These are the three largest subgroups,
and they are the most studied in mental health
research (10).
Hispanics are more geographically concentrated
than non-Hispanic whites, with nearly 8 out of 10
living in southern and western states. They also are
more likely to live inside the central cities of metropolitan areas and less likely than non-Hispanic
whites to live in nonmetropolitan areas (3). The
largest Mexican populations live in California,
Texas, Illinois, and Arizona; the largest Puerto
Rican populations reside in New York, Florida,
New Jersey, and Pennsylvania; and the majority of
Cuban Americans call Florida home. Perhaps more
indicative of future trends are clusters of Hispanics
who live in states not historically associated with
Hispanic settlement, such as North Carolina,
Georgia, and Iowa, representing as much as a quarter of a given county’s population (11).

EVIDENCE

OF DISEASE BURDEN

Research on the prevalence of depression among
Hispanics provides some perspective on the heterogeneity of the three largest subgroups, and the representation of each group in the literature is roughly
proportional to their relative sizes. The largest, most
recent study (12), using data from the 2001–2002
National Epidemiologic Survey on Alcohol and
Related Conditions (NESARC), showed that
Mexican Americans generally face a lower risk of
depression than do non-Hispanic whites. This conclusion echoes analyses (13, 14) of data collected in
the early 1980s for the Epidemiologic Catchment
Area (ECA) study (15) and the Hispanic Health
and Nutrition Examination Survey (H-HANES)
(16). NESARC data also confirm that Mexican
immigrants are approximately half as likely as their
U.S.-born counterparts to experience mental disorders, as demonstrated earlier with ECA data (17)
and the Mexican American Prevalence and Services
Survey (MAPSS) (18). These earlier studies further
concluded that acculturation appears to work
against the immigrant advantage; MAPSS data
showed that the estimated lifetime mental disorder
rate for immigrants who had lived in the United
States for more than 13 years was nearly double that
for more recent immigrants.
U.S. Puerto Ricans appear to face greater mental
health risks, as suggested by data showing current,
6-month, 1-year, and lifetime depression rates
more than double those for Mexican Americans
and Cuban Americans (13, 16). Furthermore,
Puerto Ricans are almost twice as likely as whites to

FOCUS

Winter 2006, Vol. IV, No. 1

REVIEW

Hispanic population has emerged as the largest
U.S. ethnic minority, with 37.4 million people
constituting 13.3% of the U.S. population in 2002
(3). Furthermore, the growth of the Hispanic population is expected to remain strong, with
Hispanics representing nearly one-quarter of U.S.
citizens in 2050 (4).
Evolving less vigorously is the state of mental
health care for U.S. Hispanic populations. Several
studies suggest a significant gap between needs and
care among Hispanics for illnesses such as major
depressive disorder that is manifested by low rates
of utilization (5, 6) and inadequate or delayed service (7, 8). This gap is the result of a complex mix
of patient and system factors, many of them cultural, economic, and organizational in nature.
Only a limited amount of research has been undertaken to explore these factors, and a great deal is yet
to be learned about why so many Hispanics are not
receiving adequate mental health care.
The Hispanic Psychiatry Education Initiative
(HPEI) is one effort dedicated to reducing the gap
between need and treatment. Among the activities of
the HPEI are the development and maintenance of a
knowledge base that characterizes the mental health
climate for U.S. Hispanics; the information gleaned
in that effort is summarized in this paper. Discussion
about developing such a knowledge base began at a
2004 meeting of the American Society of Hispanic
Psychiatry; subsequent meetings helped refine the
information, and a corresponding electronic slide set
was created and is available to organizations and individuals who share HPEI aims. The purpose of HPEI
is to generate greater awareness of the cultural, economic, and organizational barriers to the delivery of
psychiatric care to Hispanics as well as to focus attention on the need for more research to better understand and address these barriers.
Most of the material in this article focuses on
major depressive disorder, which is among the
most common, best studied, and most costly of
mental disorders. Moreover, depression is projected
to be the leading cause of disease burden by 2020
(9). HPEI’s scope is expected to broaden as the
effort matures and more research involving
Hispanic populations becomes available.
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One-Year Prevalence of Major
Depression Among Five U.S. Ethnic
Groups
Table 1.

Sample Size

Prevalance
(per 100 persons)

95% CI

Whites

9,872

3.6

3.2–3.9

Blacks

3,663

3.5

2.9–4.0

Los Angeles
Hispanics

1,164

3.3

2.2–4.5

Mexican
Americans

3,555

2.8

2.3–3.4

907

2.5

1.5–3.6

1,353

6.9

5.5–8.3

Ethnic Group

Cuban Americans
Puerto Ricans

Source: Adapted from Oquendo et al. (13)

have depression in a given year (Table 1). The situation is not much better in Puerto Rico, where the
proportion of the population experiencing elevated
symptoms of depression is similar to that for U.S.
Puerto Ricans (19) and the overall prevalence of
mental disorders is similar to that for the general
U.S. population (20). This similarity between
island Puerto Ricans and the U.S. population has
been attributed to the industrial and economic
development of the island and unrestricted circular
migration between the mainland and Puerto Rico
(20). Still, there is some evidence of a greater risk
of depression in the U.S., such as data suggesting
that the lifetime rate of depression for Puerto
Ricans in New York City is nearly twice that for
island Puerto Ricans (16, 20).
Mental health data on Cuban Americans are relatively sparse, in part because the ECA study did
not include Cuban Americans. Furthermore, a lack
of data on mental disorders within Cuba precludes
assessment of any potential immigration correlation. The H-HANES reported lifetime, 6-month,

Uninsured Hispanics by Country
of Origin

% of nationality

Figure 1.
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Mexican Puerto Rican
(n=1,047)
(n=317)

Cuban
(n=343)

Central
American
(n=341)

South
American
(n=349)

Source: Adapted from Pew Hispanic Center and Henry J. Kaiser Family Foundation (47)
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and 1-month prevalence rates of major depressive
disorder of 3.15%, 2.12%, and 1.5%, respectively,
for Cuban Americans, which is comparable to rates
for Mexican Americans and less than half the rates
for Puerto Ricans (21).
An evaluation of the depression burden borne by
Hispanics also requires consideration of the effects
of culture on illness presentation. The acceptability
of psychiatric care varies among cultures and
depends in part on the ways in which mood disturbances are perceived (22). Cultures that are less
accustomed, willing, or able to consider mood disturbances to be psychiatric disorders are more
likely to express them as somatic complaints (23).
Some data have indicated higher rates of somatization among Puerto Ricans (24) and Mexican
American women over the age of 40 years (25),
compared to non-Hispanic whites. Other research
(26) has suggested that structured diagnostic interviews may yield artificially high rates of somatization because of cultural differences in language
usage and utilization of care.
Similarly, clinicians need to be cognizant of the
disparate folk constructs various ethnic groups
hold regarding mental health problems. Many of
these, including susto (fright), nervios (nerves), and
mal de ojo (evil eye), are listed in the DSM-IV
Glossary of Culture-Bound Syndromes, and a
number of articles (27–31) have characterized
these folk syndrome patterns and their overlap with
DSM-IV and ICD-10 diagnostic entities.
Engaging patients in ways that honor their conceptions of illness is essential to formulating accurate
diagnoses and establishing therapeutic alliances.
Research on substance use and suicide prevalence
provides additional perspective on the heterogeneity of mental health burden and subpopulations,
although coverage of the literature is beyond the
scope of this review. Data on these topics were collected in conjunction with NESARC, H-HANES,
the ECA study, and the National Comorbidity
Survey (NCS) (32), and a number of reviews are
available. Similarly, literature reviews dedicated to
the challenges facing younger and older Hispanics
contribute to our understanding of Hispanic mental health across the life cycle.
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INFLUENCES ON DISEASE BURDEN

A number of causes and contributing factors have
been proposed for the mental health burdens borne
by U.S. Hispanics, most of which similarly influence
the risks other cultures face. Examples of shared risk
factors for depressive symptoms include female gender (18, 33, 34), low educational achievement (19,
34–36), low income (19, 33–35), unemployment
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American immigrants in particular may have fled
political or war-related trauma that would place
them at higher risk of developing posttraumatic
stress disorder (46). Political refugees also may be
more likely to experience a reduction in socioeconomic status and associated distress.

HEALTH

SERVICES

The inadequacy of mental health care for U.S.
Hispanics may be attributed to both patient and
system factors. Examples of patient factors undermining access to care include socioeconomic position, language proficiency, and citizenship status.
System factors encompass issues related to the
delivery and reimbursement of care. Access to care,
utilization of care, and quality of care all are in
need of improvement for Hispanic populations.

ACCESS

TO CARE

Effective care is central to improvement of mental health services, if only because concepts such as
utilization and quality of care mean little without
it. Moreover, effective access requires that patients
be able to navigate the health care system beyond
an initial visit or two. This is true particularly for
mental health care, for which ongoing treatment is
the norm. Thus, access to care should be regarded
as the ability to enter the care system plus the ability to receive care on an ongoing basis.
With one in five living in poverty (3), Hispanics
are more likely to live in resource-poor neighborhoods and to have no income available for mental
health care. More than one-third lack health insurance, despite the fact that almost two-thirds of the
uninsured are employed (47), which suggests disproportionate employment in occupations that do not
offer health care benefits. Moreover, the proportion
of Hispanics lacking health insurance has been on the
rise (48, 49), and lack of coverage is the primary reason Hispanics are more likely than whites to report
unmet medical needs, not to have a regular health
care provider, and not to have seen a physician within
the past year (50). As with other variables discussed
here, the likelihood of having insurance coverage
varies by national origin (Figure 1) (47). Puerto
Ricans are more likely than Mexican Americans to be
insured because their status as U.S. citizens makes
them eligible for publicly funded health benefits.
Cuban Americans benefit both from refugee status
and elevated socioeconomic standing and are more
likely to have private insurance (51, 52).
Although broadly predictive of access to care,
disparities in income and health insurance coverage
do not account fully for access disparities (53, 54).
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(19, 21, 36), and medical comorbidity (37). In the
Hispanic population, the prevalence of some factors
is greater. Only 57% of Hispanics age 25 years and
older have completed high school, compared with
nearly 89% of non-Hispanic whites, and more than
one-quarter have less than a ninth-grade education,
compared with 4% of non-Hispanic whites.
Furthermore, Hispanics are more likely than nonHispanic whites to live in poverty (21.4% vs. 7.8%)
and to be unemployed (8.1% vs. 5.1%) (3).
Risk factor logic hits a snag, however, in consideration of Mexican American immigrants, who
have lower levels of income and education as well
as lower rates of depression (12, 17, 18). This finding is consistent with the “Hispanic paradox” concept that emerged as public health researchers
began noting better findings on a number of health
measures (e.g., birth weight and mortality from
cardiovascular causes) than typically is associated
with lower socioeconomic status (38). The concept
has been refined through subsequent research, such
as in an analysis of adult mortality data (39) suggesting that the benefit is limited to immigrant
Mexican Americans and other Hispanic immigrants who are not Puerto Rican or Cuban.
Additional perspective on demographic risk factors
is provided in a study (33) that found few statistically significant differences in prevalence or severity of depression among whites and ethnic
subgroups once results were adjusted for demographic differences such as gender and income.
The act of making a life within a new culture
appears to carry its own risks. Marital dysfunction
(e.g., divorce and separation) increases in the second and third postimmigration generations (40,
41) and is associated with a greater risk of depression (16, 42). Burnam et al. (17) reviewed ECA
data using a multidimensional scale of acculturation and found that U.S.-born Mexican Americans
were more acculturated than those born in Mexico.
They also suffered from the highest rates of mental
disorders of any ECA subgroup, even after age, sex,
and marital status were controlled for. Ortega et al.
(43) reached a similar conclusion in an analysis of
NCS data. A third study (44) found a positive correlation between acculturation and risk of depression among younger Mexican Americans (20–30
years of age) but not their older counterparts.
Consideration of the social, economic, and political factors leading to emigration may also help
explain variations in mental health burden.
Mexican and Puerto Rican emigration has been
driven generally by economic need, whereas for
Cubans and South and Central Americans, it is
more likely related to political dissent and seeking
asylum as refugees (45). Central and South
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A study (55) of immigrant and U.S.-born Mexican
Americans showed that knowing where to find a
provider increased the likelihood that a person
would seek and use specialty mental health care.
Indeed, the U.S. health care system is among the
most complex in the world and presents barriers to
natives as well. Language is a significant issue (56),
with nearly three of every 10 Hispanics reporting
problems communicating with providers (47).
Related to the language barrier is the relative scarcity of U.S. mental health professionals of Hispanic
origin. There are approximately 29 Hispanic
providers per 100,000 Hispanics, compared with
173 white providers per 100,000 non-Hispanic
whites (57). With fewer culturally proficient professionals, geographic distribution of providers is
very likely another issue, particularly for rural
Hispanics and the more recently formed Hispanic
population clusters. Employment circumstances
also may represent a barrier if provider availability
during non-work hours is limited. Moreover, even
finding non-work hours may be a challenge, as it is
not uncommon for Hispanic heads of household to
work two or three jobs to provide for their families.

UTILIZATION

OF CARE

Additional factors contributing to inadequate
mental health care for U.S. Hispanics are evident
in utilization patterns. Mexican Americans in the
ECA study who had experienced mental disorders
within the previous 6 months were only half as
likely as whites (11% vs. 22%) to use health or
mental health services (5). Mexican Americans
with psychiatric disorders also are more likely to
receive care from general medical care providers
than mental health specialists, particularly in rural
areas (6). Among Mexican Americans who had a
psychiatric disorder in the previous year, the U.S.
born are seven times more likely than the foreign
born to have seen a psychiatrist (8.8% vs. 1.2%)
and three times more likely to have visited any
mental health specialist (13.4% vs. 4.0%) (55).
Fewer data are available to characterize Puerto
Ricans and Cuban Americans, among whom utilization of care generally is thought to be higher.
Obtaining care may be more ingrained in Puerto
Rican culture. In a study of poor island dwellers
(58), 32% of those who met criteria for mental
health care need received at least some care within
the previous year. Like Mexican Americans, patients
in this study were more likely to seek care for mental health in the medical care sector. An expenditures
study (52) demonstrated that Puerto Ricans had the
highest annual medical expenses and were more
likely to have had at least one physician visit in the
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previous year, compared with Mexican and Cuban
Americans. Greater utilization among Cuban
Americans has been attributed to greater access to
public care because of refugee status (51), higher
rates of private insurance (52), and greater familiarity with American-style care delivery (52, 59).
Lower socioeconomic status has been linked to
lower utilization regardless of insurance status (60,
61). Language barriers probably influence utilization, as evidenced by a study (62) that found that
Hispanics with fair or poor English proficiency had
22% fewer physician visits than non-Hispanics.
Similarly, the relative lack of Hispanic providers
appears to be a factor. Mexican Americans with
ethnically matched therapists have been found to
remain in treatment longer and to have better outcomes (63). Moreover, minority patients characterize their physicians’ decision making as less
participatory than do nonminorities (64), and
patients in race-concordant therapeutic relationships rate their visits as significantly more participatory than do those in race-discordant dyads (65).
Utilization also may be affected by help seeking
directed toward other sources. Not only were
Mexican Americans who had a psychiatric disorder
within the previous year more likely to see a general
medical professional (19.9%) than a mental health
specialist (9.3%), they also were more likely to see
other professionals, including priests, chiropractors, and counselors (11.2%). Patients saw informal sources such as folk healers, spiritualists, and
psychics less frequently (4.5%) (55).
Finally, bias and prejudice probably exert some
influence on utilization. After Proposition 187 was
passed by California voters, making illegal immigrants ineligible for public health services, use of
outpatient mental health services by younger
Hispanics dropped by 26% and use of crisis services
increased (66). Health care professionals may unintentionally incorporate bias or stereotypes in the
course of assessment or treatment (67, 68), leading
patients to reject treatment recommendations.
Patients, too, may have negative attitudes toward
mental health care that are based on the experiences
of others (55, 69), resulting in avoidance.

QUALITY

OF CARE

Mental health care for U.S. Hispanics is compromised by lower quality of care. Here again, language represents a significant obstacle, as quality of
care depends on the quality of the communication
between provider and patient. In medical care settings, language barriers have been associated with
less discussion of medication side effects and
potentially poorer compliance (70), reduced ques-
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to receive a diagnosis of major depressive disorder
and that although Hispanics had the highest level
of self-reported psychotic symptoms, African
Americans were almost twice as likely to receive a
diagnosis from the schizophrenia spectrum of disorders. Among the potential causes of misdiagnosis
cited by the authors are cultural variance in the
behavioral repertoire (e.g., symptoms that are
indicative of psychosis in one culture but more
normative in another) and diagnostic bias.

TREATMENT
The paucity of data on treatment of depression
for Hispanic populations is startling. This state of
affairs is due in part to a lack of Hispanic participation in clinical research (82). Although National
Institutes of Health (NIH) funding generally
requires minority representation in trials, the lack
of marked differences in depression treatment outcomes in cross-national studies (83–87) may have
encouraged modest interest in ethnicity-specific
research from investigators and the pharmaceutical
industry. The results of studies conducted with
largely or entirely Caucasian populations have been
regarded as applicable to Hispanics. Although generally not harmful, such assumptions necessarily
gloss over distinct characteristics that may moderate the computed risk of illness for distinct ethnic
populations. In planning culturally competent
mental health care, leveraging protective elements
while minimizing risk factors is an essential goal.
Few trials have assessed the efficacy of antidepressants in Hispanics. Although early studies
involved small samples and other factors limiting
generalization of results, some conclusions are confirmed by more recent findings. Hispanics in these
initial trials responded at least as well to antidepressants as non-Hispanics did (85, 86) or as compared with standard U.S. response rates (84). An
early comparative trial that reported discontinuation rates (86), the only one to do so, found that
Hispanics were more likely than non-Hispanics to
complain about side effects and to discontinue the
antidepressant despite receiving roughly half the
dosage. Finally, the core symptoms of depression
generally were consistent across cultures, with variation seen in somatization indexes, psychomotor
components of depression, and levels of psychopathology (85, 86, 88).
A more recent study (87) concluded that optimal
dosage levels, response, and tolerability are comparable for Hispanics and non-Hispanic whites. This
open-label trial of nefazodone with 50 Spanishmonolingual Hispanics with major depressive disorder was conducted in an outpatient clinic
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tion asking and patient recall of clinician encounters (71), and lower utilization of preventive health
screening (72, 73). Clear communication becomes
all the more crucial in mental health care, which
requires a shared understanding of subjectively
experienced symptoms.
Uncertainty in interpreting disease symptoms in
minorities leads to differences in care, a dynamic
known as statistical discrimination (74), which has
been shown to affect the diagnosis of depression,
hypertension, and diabetes (75). In a study of pediatric emergency department data (76), the presence
of a language barrier was associated with significantly higher charges related to diagnostic tests.
Although expensive diagnostic tests are less likely
to be an issue in mental health settings, this finding nevertheless suggests that communication difficulties often leave providers without the
information needed for accurate diagnosis.
High utilization of general or family practitioners
to address depression-based symptoms is another
potential influence on overall quality of care, with
some data (77) suggesting that Hispanics are less
likely than whites to obtain mental health diagnoses
in the primary care setting. Furthermore, among
patients with self-perceived need for treatment for
substance use or other mental disorders, most of
whom utilized primary care providers, Hispanics
were significantly more likely than whites to report
less care than needed or delayed care (22.7% vs.
10.7%) (7). An alternative perspective, however, is
provided in a study (78) suggesting that primary
care providers recommend depression treatments
equally to Hispanic and white patients but that
Hispanics are less likely to take antidepressants and
to obtain specialty mental health care.
Still, use of mental health providers does not
guarantee higher quality of care, as suggested by
data from community health clinics showing that
minorities are significantly less likely than nonminorities to receive a treatment recommendation to
take an antidepressant (79). Similarly, a review of
National Ambulatory Medical Care data found
that minorities were approximately half as likely to
have office visits documenting antidepressant therapy, a diagnosis of depressive disorder, or both (8).
In a study comparing psychiatric emergency service
diagnoses with those obtained subsequently via
structured interview (80), diagnostic agreement
was significantly more likely for white than for
nonwhite patients. The diagnostic disagreement
was attributable to information variance associated
with the patient’s race in nearly 60% of cases.
Finally, a large study of psychiatric outpatients (81)
found that Hispanics were approximately 74%
more likely than European and African Americans

43

DELGADO ET AL.

specializing in the treatment of depressive disorders
in Hispanics, and results were compared with historical controls among English-speaking, predominantly non-Hispanic patients. Discontinuations,
however, fell beyond the typical range for nefazodone (42% vs. 21%–33%); side effects and family and work demands were cited as the cause for
the majority of discontinuations. The authors
noted that the study patients either responded, as
reflected in the 90% completer response rate, or
discontinued, and no significant associations could
be detected between discontinuation and demographic or clinical variables.
A smaller pilot study (83) compared fluoxetine
treatment and interpersonal psychotherapy for 12
weeks in Spanish-monolingual patients with major
depressive disorder. Twenty subjects received
either one 45-minute interpersonal psychotherapy
session weekly or fluoxetine. The majority of completers in both groups (67%) responded, but only
40% of interpersonal psychotherapy subjects and
50% of fluoxetine subjects completed the trial,
with just one discontinuation due to adverse
events. The results of these trials suggest that treatment is likely to be effective for Hispanics who
adhere to the treatment.
Additional information comes from an openlabel, naturalistic trial of escitalopram (89) with
5,453 patients with major depressive disorder,
including 143 Hispanics. When the Hispanic
subpopulation was compared with the whole
(data on file, Forest Laboratories), the overall
mean dose at the endpoint was found to be similar. Hispanics who finished the 8-week study were
as likely as the general population to respond
(73.3% vs. 73.1%), although the dropout rate
was higher among Hispanics (38.5% vs. 23.9%).
Discontinuation was due primarily to higher rates
of adverse events (11.9% vs. 8.7%) and loss to
follow-up (11.9% vs. 8.3%).
Together these studies suggest that Hispanics
who undergo an adequate antidepressant trial (i.e.,
6–8 weeks) are as likely as non-Hispanics to
respond but that Hispanics may be more likely to
discontinue treatment. In addition to variations in
risk of illness, it may be that Hispanics and nonHispanic whites face differential risks regarding the
tolerability and efficacy of medications. Questions
of whether study samples have been representative
of the general Hispanic population limit the predictive power of these studies. Sample sizes have
been prohibitively small, and it may be argued that
Hispanics who are obtaining mental health care are
more acculturated than others, in which case
dropout rates may be underestimated and response
rates overestimated.
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Although an exploration of the psychology literature involving Hispanics is beyond the scope of
this review, some studies involving cognitive behavior therapy have demonstrated the value of care
that reflects the realities of the patient population.
Over a 5-year span in 46 primary care clinics (90),
quality improvement initiatives, such as training in
cultural sensitivity, collaborative care, and bilingual
cognitive behavior therapy, minimized the disparity in risk of depression between minorities and
Caucasians. In another study of impoverished primary care patients (91), the addition of clinical
case management (including telephone outreach
and home visits) to cognitive behavior therapy
reduced treatment discontinuations for all patients
and improved symptoms and functioning in those
whose first language was Spanish.

CONCLUSIONS

AND
RECOMMENDATIONS

The reasons that U.S. Hispanics as a group
receive substandard mental health care are, like the
cultures that qualify as Hispanic, numerous and
diverse. Although this complexity frustrates the
desire for uncomplicated solutions (e.g., allocating
more money to developing care for Hispanics), it
also means that the opportunities for improvement
also are many and varied, which suggests a campaign that can be conducted on a number of
smaller and potentially more manageable fronts.
Given the rapid growth of the Hispanic population
and the rising proportion that is uninsured, perhaps the primary targets for reducing mental health
care disparities should be those related to access to
care. It is incumbent upon the mental health field
to advocate for greater access, with solutions likely
to be rooted in public policy, creative approaches,
or both.
Research and action also are required to help
improve interaction between U.S. Hispanics and
the mental health care system. NIH requirements
for minority inclusion probably have boosted
Hispanic representation in trials, although the need
for a deeper understanding of ethnicity’s effects
remains. Of the many areas that deserve attention,
the following have emerged as priorities in the
course of HPEI work.
Updating DSM. DSM-IV acknowledged that
culture can influence disease presentation. The
next version must reflect the fact that cultural
diversity becomes more the mainstream in the
United States with every passing day. Cultural considerations cannot be relegated to an appendix but
instead must be addressed in descriptions of diagnostic categories.
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Deconstructing “Hispanic.” Although much
research necessarily has grouped all Spanish-speaking persons together as Hispanics, our growing
understanding of cultural diversity increasingly
renders the practice inadequate in mental health
care. Central and South American cultures are particularly underrepresented in the literature, and
studies are needed to help characterize mental
health in these populations.
Understanding immigration. The factors protecting the mental health of some immigrants
and the apparent deleterious effects of U.S.
acculturation on others are poorly understood.
Further research may help answer questions surrounding these issues and lead to better therapeutic strategies.
Performing triage. Puerto Ricans appear to
bear the most significant mental health burden of
the groups discussed, so it may be argued that
their need is the most acute. Greater understanding of the causes would aid efforts to reduce this
disparity.
Boosting recruitment. Reduction of cultural
barriers to effective mental health care depends on
increasing the ranks of Hispanic mental health care
professionals. Furthermore, geographic areas experiencing Hispanic population growth must take
steps to attract and develop ethnically appropriate
providers.
Improving adherence. Although the literature
suggests some reasons why Hispanics appear to discontinue treatment more frequently than nonHispanics, studies are needed to develop practical
methods for keeping patients engaged.
Digging deeper. Pharmacogenetic research seeks
to identify hereditary correlates for human interaction with medications, and further efforts in
Hispanic populations may yield information about
such issues as tolerability.
Mobilizing support. Extending care among disadvantaged populations requires resources as well
as individuals to champion the cause. Securing
these in the absence of current data that quantify
disparities in care would be a daunting challenge
under the best of circumstances, which underscores
the need for continued research in addition to the
commitment and ability to act when data become
available.
Mental health care has never been a field in
which one-size-fits-all solutions have proven particularly fruitful, and this fact becomes increasingly
relevant in the context of the growing cultural
diversity in the United States. The more the care
delivered reflects the realities of the people for
whom it is intended, the less energy will be
required to analyze and eliminate disparities.
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