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Abstract
Background: Immigrants and refugees to the United States have a higher prevalence of depression compared to the
general population and are less likely to receive adequate mental health services and treatment. Those with limited
English proficiency (LEP) are at an even higher risk of inadequate mental health care. Collaborative care management
(CCM) models for depression are effective in achieving treatment goals among a wide range of patient populations,
including patients with LEP. The purpose of this study was to assess the utilization of a statewide initiative that uses
CCM for depression management, among patients with LEP in a large primary care practice.
Methods: This was a retrospective cohort study of patients with depression in a large primary care practice in Minnesota. Patients who met criteria for enrollment into the CCM [with a provider-generated diagnosis of depression or
dysthymia in the electronic medical records, and a Patient Health Questionnaire-9 (PHQ-9) score ≥10]. Patient-identified need for interpreter services was used as a proxy for LEP. Rates of enrollment into the DIAMOND (Depression
Improvement Across Minnesota, Offering A New Direction) program, a statewide initiative that uses CCM for depression management were measured. These rates were compared between eligible patients who require interpreter
services versus patients who do not.
Results: Of the 7561 patients who met criteria for enrollment into the DIAMOND program during the study interval,
3511 were enrolled. Only 18.2 % of the eligible patients with LEP were enrolled into DIAMOND compared with the
47.2 % of the eligible English proficient patients. This finding persisted after adjustment for differences in age, gender
and depression severity scores (adjusted OR [95 % confidence interval] = 0.43 [0.23, 0.81]).
Conclusions: Within primary care practices, tailored interventions are needed, including those that address cultural
competence and language navigation, to improve the utilization of this effective model among patients with LEP.
Keywords: Collaborative care management, Depression, Interpreter services, Limited english proficiency, Mental
health
Background
Immigrants and refugees in developed countries, including the United States (US), have a higher prevalence of
depression compared to the general population [1–5].
Several explanations have been proposed to account for
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this observation [1, 6]. Yet, they are less likely to receive
appropriate mental health services and treatment, and
when received, these services often do not meet the
minimum accepted standards of care in the US [7–9].
Disparities in depression treatment among racial and
ethnic minority groups, including immigrant and refugees as a whole, are well documented [10, 11]. However,
less studied is the subset of this population who have
limited English proficiency (LEP); a demographic whose
population in the US increased by 80 % in the past two
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decades [12]. LEP persons include anyone above the age
of five who reported speaking English less than “very
well”, as classified by the US Census Bureau [13]. LEP has
been associated with health disparities for the treatment
of many chronic diseases [14, 15], and while the use of
interpreters for health care interactions mitigates some
of these disparities, it does not entirely eliminate them
[16]. Among racial and ethnic minority groups, patients
with LEP are at an even higher risk of inadequate mental
health services [17].
Integrated behavioral health and care coordination systems are increasingly being adapted within primary care
practices for patients with complex medical and psychosocial needs [18–20]. The collaborative care management
(CCM) model for depression is one such multicomponent, health care system-level intervention that uses case
managers to link patients seen by their primary care providers with mental health specialists [21]. This approach
has led to higher utilization rates of anti-depressant medications and disease remission, compared to usual care,
among both the general population and ethnic/racial
minority groups [22–25]. It potentially may even ameliorate disparities in depression management among this
group [26].
A recent systematic review suggested that LEP is associated with underutilization of mental health services
[27]. It is therefore conceivable that the more proactive
referral and engagement processes inherent to mental
health CCMs, may improve utilization. The effectiveness of these models has also been demonstrated among
patients with LEP in the US [28]. However, we found no
published reports describing the degree of participation among patients with LEP in mental health CCM. To
ensure that patients with LEP benefit fully from mental
health CCMs, understanding their utilization patterns
of this model is an important first step towards reducing
disparities in mental health outcomes [29]. The purpose
of this study was to assess the utilization of a CCM for
depression among patients with LEP in a large primary
care practice.

Methods
Setting and mental health collaborative care management

This was a retrospective study among patients who
receive their primary care in the Family Medicine and
Primary Care Internal Medicine clinics within a large
academic medical center in the Midwestern US, which
provides primary care to over 140,000 patients at multiple sites. Approximately 2.1 % are patients with LEP, who
require the use of a professional medical interpreter for
clinical encounters. In 2008, these clinics implemented
the Depression Improvement Across Minnesota, Offering A New Direction (DIAMOND) program, a statewide
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initiative that uses CCM for depression management
[30]. This particular model has been well described [31],
and includes weekly oversight by a psychiatrist, with
medication or therapeutic changes managed by the primary care provider, and coordinated by a trained nurse
care manager who interacts with the patient through
face-to-face and telephone visits. Patients who meet
DIAMOND criteria are referred to the program by their
primary care providers, either by an in-person hand-off
between the provider and nurse care manager within
the context of a clinic visit, or through a phone referral
when the nurse care manager is not immediately available. Patients then receive a comprehensive description
of the program from the nurse care manager, after which
they choose whether to enroll in the program or not. For
patients with LEP, trained medical interpreters are used
for all face-to-face and telephone interaction. This study
(ref number: 13-009175) was approved by the Mayo
Clinic Institutional Review Board (IRB).
Study population

The DIAMOND patient registry was used for this study.
Adults age ≥18 years, who were empanelled to a primary
care provider in the practice, with a diagnosis of major
depression (International Classification of Diseases-9
[ICD 9] code 296.2x, 296.3x) or dysthymia (ICD 9 code
300.4), and had a Patient Health Questionnaire-9 (PHQ9) score ≥10 were eligible for enrollment. The PHQ-9 is a
well-validated self-report of the frequency of symptoms
for each of the 9 Diagnostic and Statistical Manual of
Mental Disorders (4th edition) [32] criteria for depression that is easy to administer and interpret. It is used
widely as a depression screening instrument in primary
care settings [33].
Among patients in the DIAMOND registry, the cohort
of patients who self-reported the need for interpreter
services (IS) was identified by an administrative flag in
the electronic medical record (EMR). IS need was used
as a proxy for LEP, which has been done previously [34].
The final study cohort included all patients who met
DIAMOND eligibility criteria between March 2008 and
December 2013 (n = 7561), including both those who
required IS (IS patients) and those who did not (non-IS
patients). Only charts of patients who had given authorization for use of their medical records for research were
included in the study.
Data collection

The primary outcome measure was enrollment status into the DIAMOND program among the eligible
patients. The following variables were obtained from
the EMRs for each patient: age, gender, race, ethnicity,
marital status, IS status, insurance type, education level,
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PHQ-9 score and medical complexity via the Charlson
score [35].
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Table 1 Patient characteristics by interpreter status
Interpreter status
No (N = 7156)

Yes (N = 77)

Enrolled

3376 (47.2)

14 (18.2)

Not enrolled

3780(52.8)

63 (81.8)

Median

40.2

47.4

Q1, Q3

28.6, 53.7

40.1, 56.6

Female

5008 (70.0)

61 (79.2)

Male

2148 (30.0)

16 (20.8)

Data analysis

Descriptive analyses were used to compare the demographic characteristics by enrollment status in the DIAMOND program and by the IS status, using estimates of
frequencies for categorical variables and medians and
interquartile range for continuous variables. These were
compared using a χ2 test for categorical variables and rank
sum tests for continuous variables. The rate of enrollment into the DIAMOND program was calculated as
the proportion of eligible patients who are enrolled into
the DIAMOND program for each group. Logistic regression models were used to assess the association between
the IS status and enrollment in the DIAMOND program,
and results were presented as odds ratios (OR) and 95 %
confidence intervals (CI). Multivariate logistic regression
models were used to adjust for potential confounders,
including age, gender, marital status, education, insurance, Charlson score and initial PHQ-9 score. Interactions
with the IS status were assessed, but were non-significant
and are therefore not reported. Low enrollment among
IS patients into the DIAMOND program precluded comparative analysis of IS patients vs non-IS patients for DIAMOND outcomes (improvement in depressive symptoms;
no change in depressive symptoms; worsening of depressive symptoms; loss to follow-up; and opt-out of program).

Results
Of the 7561 patients who met criteria for enrollment
into the DIAMOND program during the study interval,
3511 were enrolled. Compared to the non-enrolled DIAMOND-eligible patients, those who were enrolled were
younger with higher baseline PHQ-9 scores, were more
likely to have a college education, be privately insured,
and had lower comorbidity scores.
Compared to the DIAMOND-eligible non-IS patients,
DIAMOND-eligible IS patients (n = 77) were older, had
a higher mean PHQ-9 score, were less likely to have a college education, less likely to have private insurance, and
had higher comorbidity scores (Table 1).
Only 18.2 % of the eligible IS patients were enrolled into
the DIAMOND program compared with the 47.2 % of the
eligible non-IS patients (Table 1). Even after an adjustment
for the differences in age, marital status, education, insurance status and Charlson score, IS patients were less likely
to be enrolled in the DIAMOND program (adjusted OR
[95 % confidence interval] = 0.43 [0.23, 0.81]) (Table 2).

<.01a

DIAMOND status (%)

.01b

Age

.83a

Gender (%)

<.01a

Race (%)
Black

160 (2.2)

11 (14.3)

White

6611 (92.4)

14 (18.2)

Other/unknown

290 (4.1)

33 (42.9)

Asian

95 (1.3)

19 (24.7)
<.01a

Ethnicity (%)
Hispanic or Latino

168 (2.3)

16 (20.8)

Not Hispanic or Latino

6670 (93.2)

58 (75.3)

Unknown

318 (4.4)

3 (3.9)
.52a

Marital status (%)
Divorced/single/widowed

3481 (48.6)

24 (31.2)

Married/partner

3613 (50.5)

53 (68.8)

Other/unknown

62 (0.9)

0 (0.0)
<.01a

Insurance (%)
Commercial

4972 (69.5)

20 (26.0)

Medicaid

909 (12.7)

41 (53.3)

Medicare

965 (13.5)

12 (15.6)

Self-pay

250 (3.5)

3 (3.9)

Other/unknown

60 (0.8)

1 (1.3)
<.01a

Education (%)
≤High school

1946 (27.2)

52 (67.5)

Some college≤

4847 (67.7)

14 (18.2)

Unknown

363 (5.1)

11 (14.3)
<.01a

Charlson score (%)
0

3337 (46.6)

30 (39.0)

1

1947 (27.2)

19 (24.7)

2

783 (11.0)

14 (18.2)

>2

1087 (15.2)

14 (18.2)

N/A

2

0
.47b

Initial PHQ-9 score
Median

15.0

16.0

Q1, Q3

12.0, 18.0

13.0, 19.0

DIAMOND Depression Improvement Across Minnesota, Offering A New
Direction, PHQ-9 Patient Health Questionnaire-9
a

Chi square

b

Wilcoxon

P value
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Table 2 Association with Enrollment in the DIAMOND Program
Unadjusted OR (95 %
CI)

Adjusted OR
(95 % CI)a

No

1.0

1.0

Yes

0.25 (0.14, 0.45)

0.43 (0.23, 0.81)

Male

1.0

1.0

Female

1.33 (1.20, 1.47)

1.29 (1.15, 1.43)

18–28

1.0

1.0

29–40

1.25 (1.10, 1.41)

1.22 (1.05, 1.41)

41–53

1.02 (0.90, 1.16)

1.03 (0.89, 1.19)

54–97

0.89 (0.78, 1.01)

1.14 (0.96, 1.35)

Interpreter status

Gender

Age

Marital status
Married/living together

1.0

1.0

Widowed/divorced/
single

0.94 (0.86, 1.03)

1.02 (0.91, 1.13)

Other

1.35 (0.83, 2.20)

1.97 (1.13, 3.44)

White

1.0

1.0

Black

0.52 (0.38, 0.72)

0.66 (0.46, 0.94)

Asian

0.85 (0.59, 1.22)

0.82 (0.55, 1.24)

Other

0.61 (0.49, 0.76)

0.70 (0.54, 0.91)

Some college≤

1.0

1.0

≤High school

0.72 (0.65, 0.80)

0.87 (0.78, 0.98)

Commercial

1.0

1.0

Medicaid

0.65 (0.56, 0.75)

0.71 (0.61, 0.83)

Medicare

0.54 (0.47, 0.62)

0.65 (0.54, 0.78)

Self-pay

0.50 (0.37, 0.66)

0.49 (0.37, 0.67)

0

1.0

1.0

1

0.96 (0.86, 1.08)

0.97 (0.86, 1.09)

2

0.80 (0.68, 0.93)

0.84 (0.71, 0.99)

>2

0.61 (0.53, 0.70)

0.77 (0.64, 0.92)

Initial PHQ-9

1.025 (1.013, 1.036)

1.035 (1.023, 1.047)

Race

Education

Insurance

Charlson score

CI confidence interval, DIAMOND Depression Improvement Across Minnesota,
Offering A New Direction, OR odds ratio, PHQ-9 Patient Health Questionnaire-9
a

Adjusted for interpreter status, gender, age, marital status, race, education,
insurance, Charlson score, and initial PHQ-9

Discussion
Within a large primary care practice that implemented
CCM for depression, eligible IS patients were far less
likely to enroll in the program than non-IS patients. This
observation particularly warrants attention given that IS
patients are more likely to seek and receive mental health
services in primary care practices, rather than in specialty
clinics [36, 37], and mental health CCMs embedded in

primary care practices have been shown to be highly
effective among patients with LEP [28]. These results
suggest that mental health CCMs may run the risk of further widening existing disparities in mental health access
and outcomes among these vulnerable populations.
Patients with LEP are heterogeneous in culture, ethnicity, race, and sociodemographic factors [38], and thus,
the reasons underlying low utilization of mental health
CCMs are likely multifaceted [37]. We could not attribute
our findings on presence of traditional barriers to health
care access and availability as most patients in this study
had health insurance, were empanelled to a primary care
practice, and were regular utilizers of outpatient clinics.
Even after controlling for insurance type and education,
IS patients were less likely to enroll. Other sociodemographic factors may be exerting a moderating effect.
Low socioeconomic position is highly correlated with
mental health disorders [39–41], and is postulated to be
both a cause and effect [42]. Identified barriers to utilization of mental health services among patients with
low socioeconomic position and LEP include lack of
transportation, inability to navigate complex health care
systems, lack of trust on health care providers, and low
health literacy [43–45]. Moreover, health care seeking
behaviors among patients with LEP may be influenced by
cultural norms, which may not align with mental health
paradigms in the US [46, 47]. Stigma surrounding mental illness among some immigrant and refugee groups
may also deter or delay seeking care [48, 49]. Organizational solutions to promote uptake of CCM services must
therefore consider that LEP frequently coexists with low
socioeconomic position, low health literacy, and culturespecific norms and values regarding mental health.
The utilization and efficacy of mental health CCMs
relies on primary care providers’ awareness and acceptance of the program [24]. Furthermore, mental health
disorders are more likely to manifest as somatic rather
than emotive symptoms among immigrant and refugee
patients. This leads to potential under-diagnosis by primary care providers and lost opportunities for referral to
a CCM [49, 50]. Patient-provider relationships as well as
the quality and experience of the interaction leading to
the referral for CCM services, may also affect how much
patients engage in the treatment for depression [51].
Together, these provider factors may contribute to lower
referral of patients with LEP to CCM services.
While the CCM can be effective in improving mental
health outcomes among patients with LEP, more research
is needed to address the barriers to its optimal utilization among these patients. Incorporating elements that
have been shown to improve health care access, utilization and outcomes among LEP patients, such as community engagement and incorporating language-congruent
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community health workers and navigators into CCM
teams, may improve the utilization of these CCMs by
patients with LEP [52–54]. Capacity building to enhance
cultural competency and responsiveness within healthcare systems may help with patient engagement across
the care continuum of immigrant and refugee patients
and those with LEP [55].
The study is limited by its retrospective design and reliance on EMRs, though missing data were minimal. The
use of IS need as a proxy for LEP is incomplete and represents only a subset of the true LEP patients. Furthermore, the fact that IS status is self-reported by patients at
the time of registration may have led to misclassification.
In addition, we were not able to verify the proportion
of eligible patients who received IS during health care
events, but institutional policy dictates that professional
interpreters participate in every clinical encounter of
patients with LEP. It was also not possible to control for
or assess other factors that may have affected the enrollment of patients into the DIAMOND program, such as
the quality of the patient-provider interaction and the
mode of referral used. Though the small number of IS
patients who enrolled in the CCM was an important and
primary finding of the study, it precluded our ability to
assess the efficacy of the CCM among patients with LEP.
Finally, this study was conducted among patients seen at
academically based primary care clinics in a single geographic region, with implications for generalizability.

Conclusions
In summary, among patients empanelled to a large primary care practice, IS patients had significantly lower
utilization of a mental health collaborative care model
than patients who do not require IS. Understanding the
reasons for this low rate of enrollment into the CCM is
an important agenda for future research. Additional
research is needed within primary care practices to
implement socio-linguistically tailored interventions that
improve the utilization of this model among IS patients.
Abbreviations
CCM: collaborative care management; CI: confidence interval; DIAMOND:
depression improvement across Minnesota, offering a new direction; EMR:
electronic medical record; ICD-9: International Classification of Diseases-9; IS:
interpreter services; LEP: limited english proficiency; PHQ-9: patient health
questionnaire-9; OR: odds ratio; US: United States.
Authors’ contributions
JW, RD, MW, JS and LR conceived the study idea and methodology. DJ and PW
led the data analysis. JW and MW led the writing, but all authors contributed
to the writing of this manuscript. All authors read and approved the final
manuscript.
Author details
1
Division of Primary Care Internal Medicine, Department of Medicine, Mayo
Clinic, 200 First Street SW, Rochester, MN 55905, USA. 2 Robert D and Patricia E

Page 5 of 6

Kern Center of the Science of Health Care Delivery, Mayo Clinic, Rochester, MN,
USA. 3 Department of Health Sciences Research, Mayo Clinic, Rochester, MN,
USA. 4 Division of Biomedical Statistics and Informatics, Department of Health
Sciences Research, Mayo Clinic, Rochester, MN, USA.
Acknowledgements
This study was funded by the Mayo Clinic Robert D. and Patricia E. Kern Center
for the Science of Health Care Delivery.
Competing interests
The authors declare that they have no competing interests.
Received: 12 January 2016 Accepted: 13 February 2016

References
1. Pumariega AJ, Rothe E, Pumariega JB. Mental health of immigrants and
refugees. Community Ment Health J. 2005;41:581–97.
2. Office of the Surgeon General (US), Center for Mental Health Services
(US), National Institute of Mental Health (US). Mental health: culture, race,
and ethnicity: a supplement to mental health: a report of the surgeon
general. Rockville: Substance Abuse and Mental Health Services Administration (US); 2001.
3. Falah-Hassani K, Shiri R, Vigod S, Dennis CL. Prevalence of postpartum
depression among immigrant women: a systematic review and metaanalysis. J Psychiatr Res. 2015;70:67–82.
4. Wilmoth JM, Chen PC. Immigrant status, living arrangements, and
depressive symptoms among middle-aged and older adults. J Gerontol B
Psychol Sci Soc Sci. 2003;58:S305–13.
5. Hollander AC, Bruce D, Burstrom B, Ekblad S. The association between
immigrant subgroup and poor mental health: a population-based register study. J Nerv Ment Dis. 2013;201:645–52.
6. Kirmayer LJ, Narasiah L, Munoz M, et al. Common mental health problems
in immigrants and refugees: general approach in primary care. CMAJ.
2011;183:E959–67.
7. Stockdale SE, Lagomasino IT, Siddique J, McGuire T, Miranda J. Racial and
ethnic disparities in detection and treatment of depression and anxiety
among psychiatric and primary health care visits, 1995-2005. Med Care.
2008;46:668–77.
8. Cabassa LJ, Zayas LH, Hansen MC. Latino adults’ access to mental health
care: a review of epidemiological studies. Adm Policy Ment Health.
2006;33:316–30.
9. Bridges AJ, Andrews AR 3rd, Deen TL. Mental health needs and service
utilization by Hispanic immigrants residing in mid-southern United
States. J Transcult Nurs. 2012;23:359–68.
10. Blanco C, Patel SR, Liu L, et al. National trends in ethnic disparities in
mental health care. Med Care. 2007;45:1012–9.
11. Cook BL, McGuire T, Miranda J. Measuring trends in mental health care
disparities, 2000 2004. Psychiatr Serv. 2007;58:1533–40.
12. Chhandasi P, McHugh M, Batalova J. Limited english proficient individuals
in the United States: number, share, growth, and linguistic diversity [Internet]. Washington: Migration Policy Institute; 2011. Available from: http://
www.migrationpolicy.org/sites/default/files/publications/LEPdatabrief.
pdf. Accessed 1 Sept 2015.
13. Ryan C. Language Use in the United States: 2011 American Community
Survey Reports. In; 2013.
14. Fiscella K, Franks P, Doescher MP, Saver BG. Disparities in health care by
race, ethnicity, and language among the insured: findings from a national
sample. Med Care. 2002;40:52–9.
15. DuBard CA, Gizlice Z. Language spoken and differences in health status,
access to care, and receipt of preventive services among US Hispanics.
Am J Public Health. 2008;98:2021–8.
16. Flores G. The impact of medical interpreter services on the quality of
health care: a systematic review. Med Care Res Rev. 2005;62:255–99.
17. Sentell T, Shumway M, Snowden L. Access to mental health treatment
by English language proficiency and race/ethnicity. J Gen Intern Med.
2007;22(Suppl 2):289–93.

Njeru et al. Int J Ment Health Syst (2016) 10:15

18. Takach M. About half of the states are implementing patient-centered
medical homes for their Medicaid populations. Health Aff (Millwood).
2012;31:2432–40.
19. Sprague L. Disease management to population-based health: steps in
the right direction? NHPF Issue Brief. 2003:1–16.
20. Faber M, Voerman G, Erler A, et al. Survey of 5 European countries suggests that more elements of patient-centered medical homes could
improve primary care. Health Aff (Millwood). 2013;32:797–806.
21. Thota AB, Sipe TA, Byard GJ, et al. Collaborative care to improve the management of depressive disorders: a community guide systematic review
and meta-analysis. Am J Prev Med. 2012;42:525–38.
22. Dejesus RS, Angstman KB, Cha SS, Williams MD. Antidepressant medication use among patients with depression: comparison between usual
care and collaborative care using care managers. Clin Pract Epidemiol
Ment Health. 2013;9:84–7.
23. Angstman KB, Dejesus RS, Williams MD. Collaborative care management
for depression: comparison of cost metrics and clinical response to usual
care. J Prim Care Community Health. 2010;1:73–7.
24. Chang-Quan H, Bi-Rong D, Zhen-Chan L, Yuan Z, Yu-Sheng P, QingXiu L. Collaborative care interventions for depression in the elderly:
a systematic review of randomized controlled trials. J Investig Med.
2009;57:446–55.
25. Angstman KB, Phelan S, Myszkowski MR, et al. Minority primary care
patients with depression: outcome disparities improve with collaborative
care management. Med Care. 2015;53:32–7.
26. Davis TD, Deen T, Bryant-Bedell K, Tate V, Fortney J. Does minority racialethnic status moderate outcomes of collaborative care for depression?
Psychiatr Serv. 2011;62:1282–8.
27. Ohtani A, Suzuki T, Takeuchi H, Uchida H. Language barriers and access to
psychiatric care: a systematic review. Psychiatr Serv. 2015;66:798–805.
28. Sanchez K, Watt TT. Collaborative care for the treatment of depression in
primary care with a low-income, spanish-speaking population: outcomes
from a community-based program evaluation. Prim Care Companion
CNS Disord. 2012;14.
29. Ngo-Metzger Q, Massagli MP, Clarridge BR, et al. Linguistic and cultural
barriers to care. J Gen Intern Med. 2003;18:44–52.
30. A new direction in depression treatment in Minnesota: DIAMOND
program, Institute for Clinical Systems Improvement, Bloomington, Minnesota. Psychiatr Serv 2010;61:1042–4.
31. Angstman KB, Williams MD. Patients in a depression collaborative care
model of care: comparison of 6-month cost utilization data with usual
care. J Prim Care Community Health. 2010;1:12–6.
32. American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 4th ed. (text revision). Washington; 2000.
33. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression
severity measure. J Gen Intern Med. 2001;16:606–13.
34. Karliner LS, Napoles-Springer AM, Schillinger D, Bibbins-Domingo K,
Perez-Stable EJ. Identification of limited English proficient patients in
clinical care. J Gen Intern Med. 2008;23:1555–60.
35. Deyo RA, Cherkin DC, Ciol MA. Adapting a clinical comorbidity index
for use with ICD-9-CM administrative databases. J Clin Epidemiol.
1992;45:613–9.
36. Lesser I, Rosales A, Zisook S, et al. Depression outcomes of Spanishand english-speaking Hispanic outpatients in STAR*D. Psychiatr Serv.
2008;59:1273–84.
37. Vega W, Kolody B, Aguilar-Gaxiola S. Help Seeking for Mental Health
Problems Among Mexican Americans. J Immigr Health. 2001;3:133–40.

Page 6 of 6

38. Pandya C, McHugh M, Batalova J. Limited english proficient individuals
in the United States: number, share, growth and linguistic diversity. In:
Integration NCoI, ed. Washington: Migration Policy Institute; 2011.
39. He Y, Zhang M, Lin EH, et al. Mental disorders among persons with
arthritis: results from the World Mental Health Surveys. Psychol Med.
2008;38:1639–50.
40. Hudson CG. Socioeconomic status and mental illness: tests of the social
causation and selection hypotheses. Am J Orthopsychiatry. 2005;75:3–18.
41. Yu Y, Williams D. Socioeconomic status and mental health. In: Aneshensel
C, Phelan J, editors. Handbook of the sociology of mental health. New
York: Springer; 1999. p. 151–66.
42. Miech RA, Caspi A, Moffitt TE, Entner-Wright BR, Silva PA. Low socioeconomic status and mental disorders: a longitudinal study of selection and
causation during young adulthood. Am J Sociol. 1999;104:1096–131.
43. Olah ME, Gaisano G, Hwang SW. The effect of socioeconomic status on
access to primary care: an audit study. CMAJ. 2013;185:E263–9.
44. Muggah E, Dahrouge S, Hogg W. Access to primary health care for
immigrants: results of a patient survey conducted in 137 primary care
practices in Ontario, Canada. BMC Fam Pract. 2012;13:128.
45. Flores G, Abreu M, Olivar MA, Kastner B. Access barriers to health care for
Latino children. Arch Pediatr Adolesc Med. 1998;152:1119–25.
46. Whitley R, Kirmayer LJ, Groleau D. Understanding immigrants’ reluctance
to use mental health services: a qualitative study from Montreal. Can J
Psychiatry. 2006;51:205–9.
47. Martinez Tyson D, Arriola NB, Corvin J. Perceptions of depression and
access to mental health care among latino immigrants: looking beyond
one size fits all. Qual Health Res. 2015.
48. Jimenez DE, Bartels SJ, Cardenas V, Dhaliwal SS, Alegria M. Cultural beliefs
and mental health treatment preferences of ethnically diverse older adult
consumers in primary care. Am J Geriatr Psychiatry. 2012;20:533–42.
49. Scuglik DL, Alarcon RD, Lapeyre AC 3rd, Williams MD, Logan KM. When
the poetry no longer rhymes: mental health issues among Somali immigrants in the USA. Transcult Psychiatry. 2007;44:581–95.
50. Henning-Smith C, Shippee TP, McAlpine D, Hardeman R, Farah F. Stigma,
discrimination, or symptomatology differences in self-reported mental
health between US-born and Somalia-born Black Americans. Am J Public
Health. 2013;103:861–7.
51. Horevitz E, Organista KC, Arean PA. Depression treatment uptake in
integrated primary care: how a “Warm Handoff” and other factors affect
decision making by Latinos. Psychiatr Serv. 2015;66:824–30.
52. Miranda J, Azocar F, Organista KC, Dwyer E, Areane P. Treatment of
depression among impoverished primary care patients from ethnic
minority groups. Psychiatr Serv. 2003;54:219–25.
53. Manoleas P. Integrated primary care and behavioral health services
for Latinos: a blueprint and research agenda. Soc Work Health Care.
2008;47:438–54.
54. Miranda J, Bernal G, Lau A, Kohn L, Hwang W-C, LaFromboise T. State of
the Science on Psychosocial Interventions for Ethnic Minorities. Annu Rev
Clin Psychol. 2005;1:113–42.
55. Horvat L, Horey D, Romios P, KisRigo J. Cultural competence education for
health professionals. Cochrane Database Syst Rev. 2014;5:CD009405.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

