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EXECUTIVE SUMMARY 
 
BACKGROUND 
 
Literature Review 
Although Latinxs generally have similar rates of mental health problems to those of non-Latinx Whites, 
studies consistently report that Latinxs are less likely to use mental health services than non-Latinx 
Whites with similar mental health conditions. Research clearly demonstrates that Latinxs underutilize 
mental health services and have many unmet mental health needs as a result. Factors affecting mental 
health service use fall into four categories: perceived need (i.e., recognizing the need for services), 
structural factors (e.g., cost, transportation), quality of care received (e.g., when they do receive mental 
health services, does the care they receive adhere to established guidelines, is everyone treated with 
the same level of dignity and respect), and attitudinal and cultural factors (e.g., stigma, family 
disapproval). It is not clear in the literature whether structural or attitudinal barriers have a greater 
effect on utilization among Latinxs living in the U-S. 
 
Setting and Population 
This study focused on ten community areas located on the southwest side of Chicago, including South 
Lawndale (Little Village or “La Villita”), Lower West Side (Pilsen), Archer Heights, Brighton Park, McKinley 
Park, New City (Back of the Yards or “Las Empacadoras”), West Elsdon, Gage Park, West Lawn, and 
Chicago Lawn. This section of the city is predominantly working-class with a large Mexican and Mexican-
American population. Seventy-four percent of community residents in this area are Latinx, 37.6% are 
foreign-born, and 44% of those between the ages of 18 and 64 do not have health insurance coverage. 
Recently released health-focused community needs assessments demonstrate a great need for high-
quality and affordable healthcare and mental health services in the study area. 
 
Study Context 
This study was facilitated by Roots to Wellness, a mental health collaborative convened by Enlace 
Chicago. The mission of Roots to Wellness is to create spaces for providers, community organizations, 
and community residents to come together and to coordinate, advocate, and provide support that 
builds on the inherent strengths and existing resources within the community while also addressing the 
impact that trauma has on the residents of the southwest side of Chicago. The definition that Roots to 
Wellness uses for mental health is emotional wellbeing as a vehicle for sustained individual, family, and 
community wellness. In 2014, Roots to Wellness published its first mental health needs assessment 
focused on the Little Village neighborhood. In early 2016, members determined that is was priority to 
carry out a follow up study focused on a larger geographic area in order to answer the following 
questions: 
 

1. What do residents of the southwest side of Chicago perceive to be their top mental 
health/emotional wellness needs? 

2. What percentage of residents would consider seeking mental health services as a way to deal 
with their personal problems? 

3. What makes it difficult for residents on the southwest side to access professional mental health 
services? In other words, what are their barriers to accessing mental health services? 
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METHODS 
 
This study used a mixed methods community-based participatory research approach. Organizational 
staff and community leaders facilitated surveys in both English and Spanish designed to gauge mental 
health concerns, barriers to accessing formal mental health services, and willingness to access these 
services. Preliminary survey findings were presented to neighborhood residents at community events 
held across the study area. Participants shared their responses to the data and formed 
recommendations for addressing survey findings. 
 
RESULTS 
 
Survey Results 
2,878 surveys were collected; a majority of survey respondents were Latinx, female-identified and 
foreign-born. Depression (48.5%), anxiety (35.7%), and acculturative stress (34.4%) were the top mental 
health concerns reported. Acculturative stress was reported as a concern more often by foreign-born 
respondents than U-S born respondents. Over three quarters of respondents reported that they would 
(43.7%) or probably would (35.9%) consider seeking counseling. Female-identified respondents were 
more likely to consider seeking counseling than those who identified as male. Foreign-born respondents 
were more likely than U-S born respondents to consider seeking counseling. Cost (57.1%), don’t know 
where to go (38.3%), lack of insurance (37.8%), and lack of nearby services (33.5%) were the barriers 
most often reported. Respondents who identified as female were more likely than those who identified 
as male to report lack of child care as a barrier. Foreign-born respondents were more likely than U-S 
born respondents to report cost, lack of health insurance, not knowing where to go, and difficulty 
finding services in preferred language as barriers. The only barrier that a greater percentage of U-S born 
than foreign-born respondents reported was that counseling would not help. 
 
Respondents were more likely to report structural barriers. 88.8% of respondents reported at least one 
structural barrier, and 24.9% of respondents reported at least one attitudinal barrier. Of respondents 
who reported at least one attitudinal barrier but no structural barriers, 69% reported that they would 
not or probably would not consider seeking counseling. Of the respondents who reported at least one 
structural barrier but no attitudinal barriers, only 14.9% reported that they would not or probably would 
not consider seeking counseling. 
 
Community Event Results 
Six events were held across the study area with a total of 110 participants who were mostly Latinx and 
female. Participants identified barriers to accessing mental health services; these included cost, 
especially for low-income, uninsured, and undocumented community members; gender-specific 
challenges faced by men that lead them to be incommunicative about their feelings and believe that 
they need to address concerns on their own; family members or partners blocking access to services, 
such as in a parent/child relationship or in a domestic violence situation; stigma that is typically 
communicated in coded language; and acculturative stress that comes from leaving support systems in 
the country of origin, experiencing trauma during migration, and acclimating to new systems and 
cultures in the U-S. Additionally, community members highlighted the impact of the outcomes of the 
2016 presidential election on community residents’ mental health. Participants recommended 
facilitating community-led peer support groups; providing workshops about mental health, know your 
rights, and how to talk to children about the presidential election; tailoring support groups and 
workshops for men; offering comprehensive mental health services that respond to the specific needs, 
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strengths, and interests of the community; and increasing advertising and information about available 
mental health services. 
 
DISCUSSION 
 
Study Considerations 
This study was truly community-driven in that community stakeholders identified the need for it and 
have either led or participated in every stage including design, implementation, analysis, interpretation 
of results, and dissemination. Each survey collected and each community event held involved 
interactions between community members related to the subject of mental health and mental 
healthcare access that led to increased awareness of these issues. Of utmost importance is the ability of 
stakeholders to use the findings of the study in an iterative way to inform community-driven efforts 
focused on improving access to and utilization of mental health supports and services in the study area. 
While the survey sample and community events over represented women, Spanish-speakers and 
foreign-born respondents in comparison to the demographics of the study area, it is important for local 
providers and community leaders, as well as the larger public health and research community, to better 
understand the particular circumstances of these high need populations in relation to mental health and 
healthcare. 
 
Relationship to Existing Literature 
In general, the findings from the surveys and the community events are consistent with existing 
literature. They also shed light on some of the inconsistencies found in the literature. For example, the 
results of the survey seem to support the studies that have found that Latinxs and people with low 
English proficiency have less negative attitudes and/or are less embarrassed about using mental health 
services than their counterparts; they do not seem to support the idea that stigma is a more prominent 
barrier for those who are foreign-born, as some literature suggests. 
 
Study results reinforce the idea that structural barriers to accessing formal mental health services are 
more prevalent in this study area. It is important to recognize the existence of these barriers so as to 
understand and address the complex and longstanding systems of disinvestment and oppression that 
these communities face, and in order to avoid reinforcing the notion that community members do not 
“want” these services. However, both event participants and Roots to Wellness members highlighted 
the importance of attitudinal barriers. It is difficult to assess attitudinal barriers, and it is possible that a 
number of factors related to study design could have led to their underreporting. Survey data does seem 
to lead to the conclusion that, even if attitudinal barriers are less prevalent, they may be more difficult 
to overcome than structural barriers in relation to willingness to utilize formal mental health services. In 
the end, attitudinal and structural barriers are not mutually exclusive. As opposed to focusing on one 
type of barrier as more prominent, it is necessary to understand and address a broad array of 
interrelated factors in order to create comprehensive approaches for building strong community mental 
health systems. 
 
RECOMMENDATIONS 
 
1) Increase accessibility of tailored, community-level information about mental health and available 
services. 
Information can be disseminated through community-based workshops, mainstream and social media, 
trusted local institutions like schools, and trusted local sources like primary care providers and faith 
leaders. It is important that information and messaging is designed to respond to low-literacy levels and 
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unfamiliarity with U-S systems; remove the stigma and misinterpretation of mental health services; 
challenge the normalization of community-level trauma; avoid professional and other jargon; use 
strengths-based terms like emotional wellness; and address things that are important to community 
members, such as the availability of child care or the fact that providers will not ask for a social security 
number. 
 
2) Ensure that services are culturally relevant and community-based. 
It is important to strengthen and increase local mental health resources in the study area in order to 
increase geographic accessibility for community members. It is also important because services provided 
in trusted community-based locations are more likely to be tailored to that community. A number of 
studies have shown the effectiveness of culturally adapting mental health interventions, particularly 
when clients and providers share the same culture, race, ethnicity, and/or language. Community event 
participants enumerated the things that make services responsive in the study area, including bilingual 
service providers, culturally informed and affordable services that are available on weekends and 
evenings, and free child care and transportation. It is also important to bolster non-clinical mental 
health supports, such as peer support groups and community health workers (CHWs), as they are an 
integral part of a comprehensive and culturally responsive community mental health system. CHWs and 
community-based organizations that provide non-traditional supports are key members of Roots to 
Wellness. They have a keen understanding of the cultural context surrounding mental health in their 
community and can act as trusted liaisons – they are intentional about validating “traditional” 
indigenous knowledge about mental health, while they can also navigate the “traditional” clinical mental 
health system. 
 
3) Influence policy and systems change that increases the funding and resources needed to strengthen 
comprehensive community mental health systems. 
In order to comprehensively address the systemic and structural barriers documented in this study, 
policy and systems change is essential. By building on existing community assets, advocacy on the local 
level can strengthen informal mental health supports and improve accessibility, quality, and cultural 
competency of mental health providers and services. Larger-scale policy advocacy is needed to address 
disparity in mental health funding, maintain existing insurance coverage, reduce barriers to coverage of 
mental health services, and increase coverage for the uninsured. Resources must be dedicated to 
increasing the number of mental health service providers in the study area but, as there is a lack of 
bilingual, culturally competent social workers, it is particularly important to create structures, such as 
Roots to Wellness’ mental health training for CHWs, which encourage Latinxs and other people of color 
to enter this field. 
 
The factors impacting mental health access and utilization in communities like those in the study area 
are complex and interconnected. In order to truly create a strong community-based mental health 
system in these communities, it is necessary to advocate for a comprehensive platform that broadly 
addresses equity and access. Finally, it is of utmost importance that those most impacted by mental 
health conditions be placed at the center of and included in the planning and development of mental 
health services and advocacy movements. 
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BACKGROUND 

Mental Health Status of Latinxs 

Studies comparing rates of mental health concerns between Latinxs and other ethnic groups have 
produced mixed findings (Kouyoumdjian, Zamboanga, & Hansen, 2003). Several studies have 
demonstrated that Latinxs generally have similar rates of mental health conditions to those of non-
Latinx Whites (Cabassa, Zayas, & Hansen, 2006; Guarnaccia, Martinez, & Acosta, 2005; Kessler et al., 
1994; Ortega, Rosenheck, Alegría, & Desai, 2000; U.S. Department of Health and Human Services [U.S. 
DHHS], 2001; Vega et al., 1998). Another study by Harris, Edlund, and Larson (2005) found that 
Mexicans, Central and South Americans, and other Latinx groups had lower rates of mental health 
conditions than non-Latinx Whites. In contrast, Alegría et al. (2002) found that Latinxs were more likely 
than non-Latinx Whites and African Americans in a national probability sample to have had two or more 
mental health disorder diagnoses in the past year. Similar conclusions were made in studies focusing on 
older Latinx adults that found their symptoms and rates of mental health conditions to be higher than 
those of the overall population (Chavez-Korell et al., 2012; Falcón & Tucker, 2000; González, Haan, & 
Hinton, 2001; Sorkin, Pham, & Ngo-Metzger, 2009). 
  
English language proficiency appears to have impacted the results of some of these studies, though 
potentially in different directions. Alegría et al. (2002) pointed out a major limitation of their study was 
that it was only conducted in English. That means Latinx immigrants were likely excluded from Alegría’s 
study due to limited English proficiency. This limitation may have skewed the results, though it is not 
clear in which direction that may have been. Sorkin et al. (2009) found higher rates of symptoms of 
mental distress and serious mental illness among older Latinxs compared to older non-Hispanic Whites; 
however, they found no notable difference between the two groups after they made adjustments for 
education and English language proficiency levels. The authors suggested that limited English proficiency 
was a major factor that negatively impacted the mental health status of Latinxs (Sorkin et al., 2009). On 
the other hand, many other studies have shown that rates of mental health conditions are lower among 
Latinx immigrants, who are more likely to have limited English proficiency, as compared to Latinxs born 
in the United States (U-S)1 (Gee, Ryan, Laflamme, & Holt, 2006; Grant et al., 2004; Vega et al., 1998; 
Vega, Kolody, Aguilar-Gaxiola, & Catalano, 1999), with rates of mental health conditions being lowest 
among those who recently immigrated to the U-S (Gee et al., 2006; Guarnaccia et al., 2005; Vega et al., 
1998). Thus, while there appears in the literature to be a negative relationship between limited English 
proficiency and the mental health status of Latinx immigrants in the U-S (Chiriboga, Black, Aranda, & 
Markides, 2002; Kim et al., 2011; Sorkin et al., 2009), other factors impacting U-S born Latinxs and long-
term Latinx immigrants in the U-S may result in even worse mental health outcomes. 
  
The research literature clearly demonstrates that symptoms and rates of mental health concerns among 
Latinx immigrants rise as length of time living in the United States increases (Carter-Pokras & Zambrana, 
2001; Escobar, Hoyos Nervi, & Gara, 2000; Gee et al., 2006; Guarnaccia et al., 2005; Parra-Cardona & 
DeAndrea, 2016; Sullivan & Rehm, 2005; Vega et al., 1998; Vega et al., 1999). Many study authors argue 
that this deterioration in mental health status is directly related to the process of acculturation and the 
acculturative stress that immigrants may experience (Gee et al., 2006; Guarnaccia et al., 2005; 
Kouyoumdjian et al., 2003; Ortega et al., 2000; Vega et al., 1998). However, at least one study 

                                                           
1 Like that of Hernandez (2010), this report utilizes a hyphen instead of a period when including the acronym for the United 

States (i.e., U-S). This was done in order to visually represent the divisiveness and lack of inclusivity that many community 
members in immigrant communities and communities of color, like the ones in this study, experience in this country, and to 
question the extent to which the country is “united.” For many, these contradictions have been magnified by the impact of the 
2016 presidential election. 
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conducted by Valencia-Garcia, Simoni, Alegría, and Takeuchi (2012) found no direct association between 
acculturation and symptoms of depression and anxiety among a community sample of women of 
Mexican descent with high rates of depression (20%) and anxiety (26%). Another study of older Latinxs 
by González et al. (2001) found that the participants who were least acculturated had a higher risk of 
depression than U-S born and more highly acculturated Latinx immigrant groups. 
  
Other factors impacting the mental health status of Latinxs in the U-S that have been identified in the 
literature include socioeconomic status (Kouyoumdjian et al., 2003; Shattell, Hamilton, Starr, Jenkins, & 
Hinderliter, 2008); level of education (Shattell et al., 2008); documentation status (Shattell et al., 2008; 
Sullivan & Rehm, 2005); family challenges (Organista, 2000, as cited in Guarnaccia et al., 2005, p. 39); 
difficult working conditions (Guarnaccia et al., 2005; Sullivan & Rehm, 2005); community violence 
(Shattell et al., 2008; U.S. DHHS, 2001); isolation and lack of social support (Guarnaccia et al., 2005; 
Shattell et al., 2008; Sullivan & Rehm, 2005); past personal experiences, including traumatic border 
crossings, domestic violence, and/or sexual abuse (Shattell et al., 2008; Sullivan & Rehm, 2005); 
experiences of discrimination (Gee et al., 2006; Shattell et al., 2008; Sullivan & Rehm, 2005; U.S. DHHS, 
2001); and substance abuse (Burnam, Hough, Karno, Escobar, & Telles, 1987; Guarnaccia et al., 2005; 
Shattell et al., 2008). 
  
When looking specifically at the mental health of Mexican Americans living in the U-S, studies have 
found that, as with other Latinxs living in the U-S, foreign-born Mexican Americans have lower rates of 
mental health conditions than U-S born Mexican Americans, and mental health status worsens as length 
of residence in the U-S increases (Burnam et al., 1987; Carter-Pokras & Zambrana, 2001; Escobar et al., 
2000; Grant et al., 2004; Guarnaccia et al., 2005; Sullivan & Rehm, 2005; U.S. DHHS, 2001; Vega et al., 
1998). This worsening of mental health status among Mexican Americans is also likely due to the long-
term effects of discrimination, stressful work conditions, long-term poverty, and acculturation (Burnam 
et al., 1987; Carter-Pokras & Zambrana, 2001; Gee et al., 2006; Grant et al., 2004; Guarnaccia et al., 
2005; Sullivan & Rehm, 2005; Vega et al., 1998). Gee et al. (2006) found that the association between 
self-reported discrimination and poorer mental health status was stronger for Mexican Americans than 
other Latinxs. 
  
This stronger association between discrimination and poor mental health experienced by Mexicans as 
compared with other Latinx subgroups could be at least partly due to immigration status and the large 
number of undocumented Mexican immigrants in the U-S. Among the estimated 11 million 
undocumented immigrants living in the U-S, over half are from Mexico (Passel & Cohn, 2016). In a 
review of the mental health literature, Sullivan and Rehm (2005) identified very little research focused 
specifically on addressing the mental health of undocumented Mexican immigrants in the U-S. In their 
review about factors impacting the mental health of undocumented Mexican immigrants, major themes 
included dangerous border crossing experiences; limited financial and legal resources, employment 
opportunities, and healthcare access; marginalization, disrupted social networks, and isolation; 
restricted mobility; fear of deportation; discrimination and stigmatization leading to feelings of guilt and 
shame; and vulnerability leading to exploitation in the workplace. These experiences cause high levels of 
stress, depression, and poor overall health among undocumented Mexican immigrants living in the U-S 
(Sullivan & Rehm, 2005).     
  
Utilization of Mental Health Services by Latinxs 

Despite mixed findings in relation to the prevalence of mental health disorders among Latinxs in 
comparison to other ethnic groups, studies consistently report that Latinxs are less likely to use mental 
health services than non-Latinx Whites with similar mental health conditions (Alegría et al., 2002; Añez, 
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Paris, Bedregal, Davidson, & Grilo, 2005; Cabassa et al., 2006; Cook, McGuire, & Miranda, 2007; 
Freedenthal, 2007; Guarnaccia et al., 2005; Harris et al., 2005; Hom, Stanley, & Joiner, 2015; Hough et 
al., 1987; Lasser, Himmelstein, Woolhandler, McCormick, & Bor, 2002; Lê Cook, Barry, & Busch, 2013; 
Parra-Cardona & DeAndrea, 2016; Shim, Compton, Rust, Druss, & Kaslow, 2009; Sorkin et al., 2009; 
Wells, Klap, Koike, & Sherbourne, 2001). The Los Angeles site of the Epidemiologic Catchment Area 
Study (LA-ECA Study) found that Whites were seven times more likely to use mental health services than 
Mexicans; among those with a diagnosed mental health condition, Mexican Americans were half as 
likely as Whites to attend a mental health appointment (Hough et al., 1987; Wells, Hough, Golding, 
Burnam, & Karno, 1987). 
  
One reason the rate of mental health service utilization among Latinxs is low is because Latinxs are more 
likely to seek help for mental health concerns through primary care rather than specialty mental health 
care (Alegría et al., 2007; Bauer, Chen, & Alegría, 2010; Cabassa et al., 2006; Guarnaccia et al., 2005; 
Kouyoumdjian et al., 2003; Marin, Escobar, & Vega, 2006; Parra-Cardona & DeAndrea, 2016; Rastogi, 
Massey-Hastings, & Wieling, 2012; U.S. DHHS, 2001; Vega et al., 1999; Vega, Kolody, & Aguilar-Gaxiola, 
2001). Studies cite many reasons for this pattern including better access to primary care, stigma-related 
concerns, somatization of psychiatric symptoms, and other cultural reasons (Alegría et al., 2007; Cabassa 
et al., 2006; Castillo, Waitzkin, Ramirez, & Escobar, 1995; Kouyoumdjian et al., 2003; U.S. DHHS, 2001; 
Vega et al., 1998). Vega et al. (2001) found that many Mexican Americans sought help for their mental 
health concerns from multiple sources of support. They also found that the co-utilization of specialty 
mental health services and general medical services for treatment of mental health conditions was more 
common among U-S born than foreign-born Mexican Americans (Vega et al., 2001). Studies have also 
found that some Latinxs go to other informal sources of support such as faith leaders, folk healers, and 
herbalists to address mental health concerns (Parra-Cardona & DeAndrea, 2016; Rastogi et al., 2012), 
though the use of informal providers is mostly in addition to instead of in place of the use of formal 
providers (Cabassa et al., 2006; Vega et al., 1999; Vega et al., 2001). 
  
Studies have found that Latinxs with low acculturation levels use fewer mental health services than 
those scoring higher on measures of acculturation (Cabassa et al., 2006; Vega et al., 1999; Wells et al., 
1987; Wells, Golding, Hough, Burnam, & Karno, 1989). Similarly, Latinxs with limited English proficiency 
were also found to be less likely to use mental health services compared to English-proficient Latinxs 
(Alegría et al., 2007; Bauer et al., 2010; Brisset et al., 2014; Kim et al., 2011; Snowden & Yamada, 2005; 
Sue, Fujino, Hu, Takeuchi, & Zane, 1991). Alegría et al. (2007) found that foreign-born Latinxs and those 
who were Spanish-dominant used fewer mental health services than U-S born and English-dominant 
Latinxs respectively. However, they did not find significant differences in service use among those with a 
diagnosed mental health condition in the past year except based on insurance status (Alegría et al., 
2007). While not necessarily specific to Latinxs, studies have found that being female, having a high level 
of education, being unemployed, and having another medical condition is positively associated with 
mental health service utilization (Alegría et al., 2002; Cabassa et al., 2006; Ortega & Alegría, 2002; Peifer, 
Hu, & Vega, 2000; Selkirk, Quayle, & Rothwell, 2014; Shattell et al., 2008; Thurston & Phares, 2008; Vega 
et al., 1999; Vega et al., 2001; Wells et al., 1989). 
  
González et al. (2010) found that mental healthcare disparities among Latinxs were greatest for Mexican 
Americans. The Mexican American Prevalence and Services Study (MAPSS) found that only a quarter of 
Mexican Americans with a diagnosed mental health disorder had accessed mental health services within 
the past year and found that those who were immigrants to the U-S used services at less than half the 
rate of respondents who were born in the U-S (Vega et al., 1999). 
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While Harris et al. (2005) found that Puerto Ricans had significantly higher rates of severe mental illness 
and of having at least one symptom of a mental health problem than Mexicans, they also found that 
Puerto Ricans used mental health services at significantly higher rates compared to Mexicans. Central 
and South Americans, however, used mental health services at similar rates as Mexicans. Among those 
with severe mental illness and among those with at least one symptom of a mental health problem, 
Central and South Americans accessed mental healthcare about half as much as Mexicans (Harris et al., 
2005). Alegría et al. (2007) also found that Puerto Ricans used mental health services more often than 
other Latinxs. This disparity that Mexican, Central American, and South American immigrants living in 
the U-S experience in accessing mental healthcare could be at least partly a result of a large number of 
them being ineligible for insurance coverage due to immigration status (Alegría et al., 2007; Cabassa et 
al., 2006; Schur & Feldman, 2001). Many studies have reported higher utilization rates of mental health 
services among Latinxs with insurance compared to those who are uninsured (Alegría et al., 2007; 
Cabassa et al., 2006; Cook et al., 2007; Guarnaccia et al., 2005; Ruiz, 2002; Shattell et al., 2008; Vega et 
al., 2001). 
  
Latinxs’ Unmet Need for Mental Health Services 

Thus, it is clear in the research that Latinxs underutilize mental health services and have many unmet 
mental health needs as a result (Alegría et al., 2002; Alegría et al., 2008; Bauer et al., 2010; Bui & 
Takeuchi, 1992; Cabassa et al., 2006; Caplan & Whittemore, 2013; Chavez-Korell et al., 2012; Garland et 
al., 2000; González et al., 2010; Kouyoumdjian et al., 2003; Lê Cook et al., 2013; Nadeem, Lange, & 
Miranda, 2008; Padgett, Patrick, Burns, & Schlesinger, 1994; Parra-Cardona & DeAndrea, 2016; Rastogi 
et al., 2012; Sorkin et al., 2009; Sue et al., 1991; Sullivan & Rehm, 2005; U.S. DHHS, 2001; Vega et al., 
1999; Wells et al., 2001). Cook et al. (2007) found significant disparities between Latinxs and Whites in 
use of and expenditures for mental health services in 2000-2001 and 2003-2004, with the disparity 
widening between 2000 and 2004. A U-S Surgeon General report about mental health found that 
communities of color are less likely to use mental health services and are more likely to receive poor 
quality services than Whites (U.S. DHHS, 2001). As a result, Latinxs and other communities of color 
experience a disproportionate burden of mental health-related disability (Cabassa et al., 2006; Sorkin et 
al., 2009; The President’s New Freedom Commission on Mental Health, 2003; Wells et al., 2001). 
  
The Institute of Medicine identifies four factors leading to differences in healthcare utilization among 
different racial/ethnic groups: differences in clinical need; access; quality of care received from 
providers; and patient preferences, attitudes and beliefs (Harris et al., 2005; Institute of Medicine, 
2003). The literature clearly demonstrates a similar need for mental health services among Latinxs living 
in the U-S as compared to Whites, so lower utilization of mental health services by Latinxs is not a result 
of having less need for services than Whites. Studies have instead pointed to differences in access 
(Alegría et al., 2002; Lê Cook et al., 2013; Sorkin et al., 2009), poorer quality of mental healthcare 
received by communities of color as compared to Whites (Alegría et al., 2002; Cabassa et al., 2006; 
Institute of Medicine, 2003; Roberts et al., 2008; Snowden, 2003; U.S. DHHS, 2001; Young, Klap, 
Sherbourne, & Wells, 2001), and patient preferences and attitudes (Cabassa et al., 2006; Dewa & Hoch, 
2015; Guarnaccia et al., 2005; Kerkorian, McKay, & Bannon, 2006) as being the causes of the 
underutilization of mental health services by Latinxs. 
  
Factors Impacting Latinxs’ Use of Mental Health Services 

The mental health literature categorizes the types of factors impacting people’s use of services in many 
ways. Some studies, including the study that will be described in this report, have focused on two types 
of barriers to accessing mental health services: attitudinal barriers and structural barriers (Dewa & Hoch, 
2015; Kerkorian et al., 2006; Larson et al., 2013; Mojtabai et al., 2011; Thurston & Phares, 2008; Wong 
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et al., 2006). Other research has used a socioecological lens and identified factors influencing service 
utilization on the individual, organizational, and community level (Shattell et al., 2008); individual, 
provider, and system level (Shim et al., 2009); or some similar framework (Cabassa et al., 2006; 
Guarnaccia et al., 2005). Adapting the Institute of Medicine’s framework, factors affecting mental health 
service use would fall into four categories: perceived need (i.e., recognizing the need for services), 
structural factors (e.g., cost, transportation), quality of care received (e.g., when they do receive mental 
health services, does the care that they receive adhere to established guidelines, is everyone treated 
with the same level of dignity and respect), and attitudinal and cultural factors (e.g., stigma, family 
disapproval) (Alegría et al., 2002; Dewa & Hoch, 2015; Harris et al., 2005; Institute of Medicine, 2003; 
Mojtabai et al., 2011). 
  
Perceived Need for Services 
The literature has demonstrated that a major barrier to accessing and utilizing mental health services is 
not recognizing the need for treatment (Alegría et al., 2002; Alegría et al., 2007; Andrade et al., 2014; 
Bauer et al., 2010; Dewa & Hoch, 2015; Guarnaccia et al., 2005; Hom et al., 2015; Kessler et al., 2001; 
Kim et al., 2011; Mojtabai et al., 2011; Mojtabai, Chen, Kaufmann, & Crum, 2014; Roberts et al., 2008; 
Thurston & Phares, 2008). In a nationally representative survey in the U-S, Mojtabai et al. (2011) found 
that almost half of respondents with a mental health condition who did not seek treatment reported a 
low perceived need for services. Andrade et al. (2014) found similar results worldwide using data from 
the World Health Organization (WHO) World Mental Health (WMH) surveys. Research by Roberts et al. 
(2008) found that a primarily African American sample only recognized severe symptoms of mental 
illness as a reason to seek mental health services. They saw mild symptoms as normal and as part of 
coping with the stress of everyday experiences. This lack of perceived need for mental health services 
has even been found among suicidal individuals (Hom et al., 2015). 
 
A study focused on Asian and Latinx immigrants in the U-S, using data from the National Latino and 
Asian American Study (NLAAS), found that only 31% of the immigrants reported having fair or poor 
mental health despite all of them having been found to have a mental health disorder through a 
structured psychiatric interview completed as part of the NLAAS (Kim et al., 2011). Latinxs with limited 
English proficiency have been found to be less likely to recognize a need for mental health treatment 
than English-proficient individuals in the U-S, though the difference may not be statistically significant 
(Bauer et al., 2010). Individuals with limited English proficiency may have less access to information 
about mental health and lower mental health literacy, both of which could limit their ability to recognize 
symptoms of a mental health need (Alegría et al., 2007; Bauer et al., 2010). 
  
Lacking information or knowledge about mental health has often been cited as a barrier to accessing 
and utilizing services (Alegría et al., 2002; Burns, 2009; Caplan & Whittemore, 2013; Guarnaccia et al., 
2005; Horevitz, Organista, & Arean, 2015; Kovandžić et al., 2011; Rastogi et al., 2012; Roberts et al., 
2008; Shattell et al., 2008; Sullivan & Rehm, 2005) and likely plays a major role in why so many Latinxs 
with mental health conditions do not recognize or perceive a need for mental health services. Some 
Latinxs may experience and perceive illness differently than other ethnic groups (Sullivan & Rehm, 
2005). They may also have different beliefs about the causes and treatment of symptoms related to 
mental health conditions (Bernal & Sáez-Santiago, 2006; Horevitz et al., 2015; Shattell et al., 2008) 
  
Structural Factors  

The area of study for the community mental health assessment described in this report included 
predominantly low-income communities of color, which face structural and systemic barriers to mental 
health service access. The WHO WMH surveys revealed that, among structural barriers, financial barriers 
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and lack of availability of mental health services were cited most frequently (Andrade et al., 2014). This 
is particularly true in countries, like the U-S, that do not have universal healthcare and in which low-
income people face more structural barriers to accessing mental healthcare than those of middle- and 
high-income status (Burns, 2009). Latinxs, and Mexicans in particular, in the U-S frequently live in low-
income households and low-income communities that are predominantly Latinx. Studies have shown 
that Latinxs who come from low socioeconomic backgrounds are more likely to encounter barriers in 
accessing mental health services (Alegría et al., 2002; Cabassa et al., 2006; Kouyoumdjian et al., 2003; 
Rastogi et al., 2012; Shattell et al., 2008). For Mexican immigrants, lack of healthcare benefits in the jobs 
and industries in which they most often work, the relatively low wages they receive, the pressures they 
face at work, immigration status, and the high cost of mental health services can all act as barriers to 
accessing mental healthcare (Guarnaccia et al., 2005; Schur & Feldman, 2001; Sullivan & Rehm, 2005). 
 
Many studies have reported that the cost of mental health services is a significant barrier, if not the 
main barrier, for low-income Latinxs in accessing these services (Jones, Lebrun-Harris, Sripipatana, & 
Ngo-Metzger, 2014; López, 2002; Parra-Cardona & DeAndrea, 2016; Rastogi et al., 2012; Shattell et al., 
2008). When individuals who suffer from a mental health condition feel that they are unable to meet 
basic needs such as food and rent, they are less likely to seek specialty mental health services (Cabassa 
et al., 2006; Garfield, Majerol, Damico, & Foutz, 2016). This is troubling because low-income people also 
have a greater risk of having a mental health disorder due to chronic stress, exposure to community 
violence, and poor physical health (Roberts et al., 2008). 
 
Cost of treatment has been documented as a barrier both for people with healthcare coverage and for 
those without, as those who are insured may struggle with high deductibles and copays, wide coverage 
exclusions, and other barriers to using their insurance to cover mental health services (Driscoll & 
Bernstein, 2012; Ndumele & Trivedi, 2011; Parra-Cardona & DeAndrea, 2016). However, coverage status 
plays a crucial part in an individual or family’s ability to afford and access healthcare and clinical mental 
health services, and Latinxs who have health insurance have been found to be more likely to seek 
mental health services than those who are uninsured (Alegría et al., 2007; Cabassa et al., 2006). Studies 
have found that Latinxs are less likely to have health insurance than any other race/ethnicity (Garfield et 
al., 2016; Institute of Medicine, 2003; Ku & Waidmann, 2003; Schur & Feldman, 2001; U.S. DHHS, 2001). 
Latinxs also receive health insurance from their employers at a significantly lower rate than other 
races/ethnicities (Guarnaccia et al., 2005; Schur & Feldman, 2001). Uninsured Latinxs are less likely to 
have a regular source of care, are more likely to delay seeking care, and are less likely to receive the care 
that they need. They are also less likely to adhere to treatments and may not fill their prescriptions 
(Garfield et al., 2016). Levels of health insurance coverage within the Latinx population vary by place of 
birth (Alegría et al., 2006; Cabassa et al., 2006). Foreign-born Latinxs are more than twice as likely to be 
uninsured than those born in the U-S; recent immigrants are the least likely to have insurance (Alegría et 
al., 2006; Schur & Feldman, 2001). Undocumented Latinxs are usually not eligible for public insurance 
programs. Spanish-dominant Latinxs frequently work in areas of employment that are less likely to offer 
insurance and may have more difficulty filling out insurance applications due to language barriers 
(Alegría et al., 2006; Alegría et al., 2007). 
 
Beyond cost, there are a number of other structural barriers that impede access to mental healthcare. 
Geographic barriers are often cited, including the lack or cost of transportation, the lack of mental 
health services in certain communities, or the existence of services in places that are inconveniently 
located (Andrade et al., 2014; Chavez-Korell et al., 2012; Dwight-Johnson, Lagomasino, Aisenberg, & 
Hay, 2004; Hom et al., 2015; Mojtabai et al., 2011; Mojtabai et al., 2014; Rastogi et al., 2012; Shattell et 
al., 2008; Wells, Lagomasino, Palinkas, Green, & Gonzalez, 2013). The lack of accessible services is linked 
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to the existence of long waiting lists for services that are accessible (Chavez-Korell et al., 2012; Rastogi et 
al., 2012; Roberts et al., 2008) and is exacerbated by the fact that many people report lacking the time 
to attend mental health appointments due to their work schedule and other factors (Andrade et al., 
2014; Hom et al., 2015; Jones et al., 2014; Mojtabai et al., 2014; Parra-Cardona & DeAndrea, 2016; 
Shattell et al., 2008; Wells et al., 2013). 
 
For Latinx immigrants and those who are Spanish-dominant, accessibility of services is closely tied to 
their ability to navigate U-S systems and the healthcare system in particular. Language and immigration 
status can make it difficult for Latinxs to use public transportation, get a driver’s license, and navigate 
the processes necessary to access services, including completing complicated paperwork and using the 
internet (Kouyoumdjian et al., 2003; Parra-Cardona & DeAndrea, 2016). The lack of adequate and 
accessible information about where and how to access mental health services, especially information in 
Spanish that is available in community-based locations, exacerbates these issues (Cabassa et al., 2006; 
Guarnaccia et al., 2005; Ortega & Alegría, 2002; Parra-Cardona & DeAndrea, 2016; Vega et al., 2001) and 
reinforces low health literacy among Latinxs. Studies have found that many Latinxs, especially those who 
are undocumented and/or uninsured, believe that there are no mental health services available to them 
or that it is not safe for them to access these services (Rastogi et al., 2012; Shattell et al., 2008; Sullivan 
& Rehm, 2005). Kouyoumdjian et al. (2003) argued that the underutilization of mental health services by 
Latinxs may not be primarily a result of a lack of awareness of available services or their location. 
Instead, the main barrier could be not knowing that some of these services are available to them at little 
or no cost (Kouyoumdjian et al., 2003). Additionally, the lack of child care provided by mental health 
facilities is noted in the literature (Caplan & Whittemore, 2013; Kovandžić et al., 2011; Prieto, McNeill, 
Walls, & Gómez, 2001). This is particularly important for women, who are frequently the primary 
caregiver for their children, and who may either feel that they cannot take time away from their home 
responsibilities or may not have their husband’s permission to access mental health services (Shattell et 
al., 2008). 
 
Factors Related to Quality of Care 
Systemic discrimination and disparity in quality of care for low-income people of color, and Latinxs 
specifically, are critical issues (Alegría et al., 2002; Cabassa et al., 2006; Guarnaccia et al., 2005; Institute 
of Medicine, 2003; Rastogi et al., 2012; Shim et al., 2009; The President’s New Freedom Commission on 
Mental Health, 2003; U.S. DHHS, 2001; Wang et al., 2005; Wong et al., 2006). The lack of investment in 
mental health services is a serious issue, and Cook et al. (2007) have found that racial/ethnic disparities 
in mental health expenditures seem to be widening over time. Añez et al. (2005) reported that Latinx 
immigrants are especially vulnerable to negative experiences when seeking and receiving mental health 
services, and González et al. (2010) found that disparities in mental healthcare among Latinx individuals 
with depression were greatest among Mexican Americans. Alegría et al. (2007) found that Mexicans and 
recent immigrants were less likely than other Latinxs to report being satisfied with the mental health 
services they had received. 
 
There are a number of issues within the healthcare system that reinforce disparities in quality of care. 
Generally, these include factors like poor design of facilities (Kovandžić et al., 2011). For Latinxs in 
particular, the literature focuses on the lack of patient supports and the lack of culturally and 
linguistically competent services. Horevitz et al. (2015) documented the importance of supportive 
scheduling, referral, and follow-up procedures in ensuring that Latinxs with mental health needs receive 
the care that they need. Shattell et al. (2008) found that providers who had good interpersonal skills and 
used a client-centered approach were perceived as being more successful in working with Latinxs. Other 
studies have shown that Mexican and/or Spanish-dominant clients have a strong preference for being 
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matched with therapists of the same culture and language (Gamst et al., 2002; Kouyoumdjian et al., 
2003). Griner and Smith (2006) conducted a meta-analysis of a large body of research related to 
culturally adapted mental health interventions; they found that better outcomes were exhibited when 
the cultural values of clients were integrated into therapy and when therapy was well-connected to the 
client’s family and community. The evidence for improved outcomes was particularly strong when 
clients were matched with therapists of the same race and/or ethnicity, especially when clients were 
Latinxs with low-levels of acculturation and when therapists spoke the same language as the client 
(Griner & Smith, 2006). Sue et al. (1991) found that this was particularly true for Mexican Americans, 
especially in relation to retention in services. 
 
On the other hand, lack of attention to language, culture, and individual patient needs can harm the 
therapeutic alliance and hinder the establishment of communication and trust between the mental 
health provider and client (Añez et al., 2005; Brisset et al., 2014; Horvath, 1994). Studies have shown 
that Latinxs of all backgrounds approach the mental health system with distrust (Goldston et al., 2008; 
Hom et al., 2015; Shattell et al., 2008), but that trust and rapport can be built through understanding 
and incorporation of specific cultural constructs by the provider (Añez et al., 2005; Lopez, Kopelowicz, & 
Canive, 2002; Shattell et al., 2008). Many studies have pointed to a lack of bilingual mental health 
providers and the negative impact that this has on the quality of and access to services for limited 
English speakers and Latinxs in particular (Alegría et al., 2002; Chavez-Korell et al., 2012; Guarnaccia et 
al., 2005; Kouyoumdjian et al., 2003; Prieto et al., 2001; Shattell et al., 2008; U.S. DHHS, 2001; Vega & 
Alegría, 2001; Wong et al., 2006). Unfortunately, there is evidence in the literature that negative 
experiences with mental healthcare leads to a sustained negative attitude about this type of care and/or 
less likelihood of accessing care in the future (Alegría et al., 2002; Andrade et al., 2014; Añez et al., 2005; 
Caplan & Whittemore, 2013; Edlund et al., 2002; Goldston et al., 2008; Hom et al., 2015; Horvath, 1994; 
Kerkorian et al., 2006; Kovandžić et al., 2011; Ojeda & Bergstresser, 2008; Shattell et al., 2008). Finally, 
both real and perceived prejudice within the healthcare sector against people with mental health 
conditions is also a barrier to accessing mental health services (Burns, 2009).  
 
Attitudinal and Cultural Factors 

Negative experiences with mental health services can create negative attitudes towards care, and there 
are a number of other factors that can create attitudinal barriers. These can include fears or uneasiness 
about taking medication (Cabassa, Lester, & Zayas, 2007; Caplan & Whittemore, 2013; Parra-Cardona & 
DeAndrea, 2016; Vogel, Wester, & Larson, 2007; Wells et al., 2013) and/or being hospitalized (Hom et 
al., 2015; Parra-Cardona & DeAndrea, 2016; Thurston & Phares, 2008; Vogel et al., 2007b). In the WHO 
WMH surveys, a desire to handle the problem on one’s own was the most common attitudinal barrier 
reported, with 64% of respondents reporting this desire (Andrade et al., 2014). This finding is supported 
by other studies (Kessler et al., 2001; Mojtabai et al., 2011; Thurston & Phares, 2008). Ortega and 
Alegría (2002) found that Puerto Rican study participants who endorsed self-reliant attitudes were 40% 
less likely to access mental healthcare than those not endorsing these attitudes. The WMH surveys 
found that the belief that the problem was not severe was the next most commonly reported attitudinal 
barrier (Andrade et al., 2014), similar to a study by Kessler and colleagues (2001). This frequently leads 
to a lack of perceived need for services, as previously discussed. 
 
Perceived need and self-reliance may be connected to more general concerns related to stigma and a 
belief that seeking help reflects one’s weakness or incompetence (Hom et al., 2015; Kouyoumdjian et 
al., 2003) or that anything other than a serious mental health condition is “normal” (Roberts et al., 2008, 
p. 214). However, there have been mixed findings in the literature with respect to the impact of stigma 
on communities of color and their utilization of mental health services. A number of studies have 
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documented an avoidance of the use of mental health services due to a negative public or personal 
stigma associated with using them (Interian, Martinez, Guarnaccia, Vega, & Escobar, 2007; Nadeem et 
al., 2008; Rastogi et al., 2012; Vega, Rodriguez, & Ang, 2010). Yet, Ojeda and Bergstresser (2008) found 
that stigma and distrust of the mental health system is positively associated with being a non-Latino 
white male, while low-income people of color are less likely to report negative attitudes toward help-
seeking. Shim et al. (2009) found that Latinxs were less likely than non-Latinx Whites to report feeling 
embarrassed if their friends knew they were accessing mental health services (30% versus 35% of 
respondents respectively), although these differences did not remain after adjusting for socioeconomic 
variables. Some studies have identified lower levels of mental health service use among less 
acculturated Latinxs due to the cultural stigma associated with mental illness (Parra-Cardona & 
DeAndrea, 2016) and the use of specialty mental health services (Cabassa et al., 2006). However, Bauer 
et al. (2010) found that Latinxs with low English proficiency were significantly less likely to report 
embarrassment about obtaining professional mental health services than English-proficient Latinxs, 
suggesting that other barriers that were previously mentioned in this literature review, including 
perceived need for treatment and structural barriers, may be more critical in explaining the low rates of 
treatment in this population. Similarly, studies have reported that less acculturated Latinxs more 
frequently use primary care for their mental health needs (Alegría et al., 2007) because it allows them to 
avoid the stigma associated with the use of specialty mental health services (Cabassa et al., 2006; 
Gonzalez, 1997, as cited in Kouyoumdjian et al., 2003, p. 401; Roberts et al., 2008). Yet other studies 
have pointed to the high prevalence of structural barriers as opposed to stigma-related barriers that has 
led to the higher use of primary care over formal mental health services (Alegría et al., 2007; Treviño & 
Rendon, 1994, as cited in Guarnaccia et al., 2005, p. 24; Vega et al., 1999). 
 
One reason that culturally competent mental health service provision reinforces service access and 
utilization is that a number of attitudinal barriers are linked to cultural factors, such as religious or 
spiritual beliefs, beliefs about mental illness causes and treatment, and culturally determined gender 
roles (Bernal & Sáez-Santiago, 2006; Horevitz et al., 2015; Rastogi et al., 2012; Shattell et al., 2008). A 
number of studies have documented cultural factors impacting mental health service use that are 
specific to Latinxs’ cultural interpretation of symptoms (e.g., seeing them as a curse), somatization of 
symptoms, and stigma related to terms like locura versus nervios (Cabassa et al., 2006; Guarnaccia et al., 
2005; Shattell et al., 2008; Sullivan & Rehm, 2005). Large support networks that are common among 
Latinxs and familismo, or reliance on the family system, may reduce the likelihood of using formal 
mental healthcare (Cabassa et al., 2006; Caplan & Whittemore, 2013; Guarnaccia et al., 2005; 
Kouyoumdjian et al., 2003). As mentioned, Latinxs frequently use other sources of trusted help and 
support, such as a primary care provider, religious leaders or others in their faith community, and folk 
healers (Chavez & Torres, 1994; Kouyoumdjian et al., 2003; Parra-Cardona & DeAndrea, 2016). Rastogi 
et al. (2012) found that almost half of participants in a study of Latinxs in the Midwest used alternative 
resources for their mental health needs. However, research suggests that the use of alternative sources 
of support does not prevent people from using formal mental health services (Guarnaccia et al., 2005; 
Vega et al., 2001), as Latinxs tend to layer multiple sources of support (Cabassa et al., 2006; Parra-
Cardona & DeAndrea, 2016; Vega et al., 2001). 
 
Gender norms and family structure have also been shown to impact mental health access and 
utilization. Numerous studies have shown that men are more likely to have negative attitudes toward 
formal mental health services and are less likely to seek them because of conformity to male gender 
roles (Courtenay, 2003; Harding & Fox, 2015; Thurston & Phares, 2008; Vogel, Wade, & Ascheman, 
2009; Vogel, Wester, Hammer, & Downing-Matibag, 2014). While Latinx immigrant men face an 
elevated number of stressors that can lead to mental illness and substance abuse, many are reluctant to 
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talk about their problems and few seek professional help in part because it is out of step with machismo 
(Rastogi et al., 2012; Shattell et al., 2008). Machismo frequently leads women to manage their children’s 
problems on their own (Rastogi et al., 2012) and fathers are less likely to have favorable attitudes 
towards mental health services irrespective of whether it is for themselves or their children (Thurston & 
Phares, 2008). However, mothers and fathers tend to see barriers to their children’s use of mental 
health services equivalently (Thurston & Phares, 2008). While Thurston and Phares (2008) did not 
include Latinxs in their study, they found that parents had more favorable attitudes about and perceived 
fewer barriers to seeking mental health services for their children than for themselves. However, studies 
have also found that some parents avoid seeking services for their children primarily because they fear 
hospitalization (Thurston & Phares, 2008) and medication (Larson et al., 2013). 
 
Structural versus Attitudinal Barriers 

While the literature makes it clear that there are many barriers impacting people’s access to and use of 
mental health services, it is not clear whether structural or attitudinal barriers have a greater effect on 
utilization. As mentioned, structural barriers, particularly cost and the difficulty of navigating the U-S 
healthcare system, are prominent barriers, particularly in communities with low socioeconomic status 
and Latinx communities. However, Mojtabai et al. (2011) found a higher rate of attitudinal barriers than 
structural barriers to starting and continuing treatment among people in the U-S with mental health 
concerns, with the greatest percentage of respondents reporting a desire to handle their mental health 
problem on their own. Andrade et al. (2014) also found higher rates of attitudinal barriers than 
structural barriers for starting and continuing mental health treatment in a multinational study; the 
study included 11,471 respondents who had a mental health disorder for the past twelve months, but 
who had not used mental health services during that same period. Over 95% of all respondents who 
perceived a need for but did not receive treatment reported at least one attitudinal barrier, regardless 
of how severe their mental health concern was, with the reason most frequently cited being the desire 
to handle their mental health problem on their own (Andrade et al., 2014). Only 30% of U-S respondents 
with severe mental health problems reported structural barriers as important reasons for dropping out 
of treatment (Andrade et al., 2014). However, these studies were conducted with the general 
population. When looking at a U-S Cambodian refugee community, Wong et al. (2006) found structural 
barriers, including cost and language, were reported much more often than cultural and attitudinal 
barriers. Still, some point to the low rates of mental health service utilization in Canada, which has a 
publically funded healthcare system, to argue that cost may not be the greatest barrier to accessing 
services and that attention should also be paid to cultural factors and attitudinal barriers (Brisset et al., 
2014; Dewa & Hoch, 2015). 
 
The types of barriers that have the greatest impact on mental health and service utilization depend on 
the population of study and the context in which they live. Thus, it is important to provide information 
related to the background and current context of the population of focus in the study described in this 
report, as well as background and goals of the mental health collaborative that designed and 
implemented the study. 
 
Setting and Population 

The southwest side of Chicago is home to over 370,000 people. This study focused on ten southwest 
side community areas, listed in order of community area identification number (See Table 1): South 
Lawndale (Little Village or “La Villita”), Lower West Side (Pilsen), Archer Heights, Brighton Park, McKinley 
Park, New City (Back of the Yards or “Las Empacadoras”), West Elsdon, Gage Park, West Lawn, and 
Chicago Lawn. The area of study is predominantly working-class, with a large Mexican and Mexican-
American population. Seventy-four percent of community residents in this area are Latinx, 37.6% are 
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foreign-born, and 26.5% are not U-S citizens (American Community Survey 2010-2014 5Y Estimate). A 
2014 study that included six of the communities in this study area (See Table 1) estimated that 22.8% of 
residents in these communities were undocumented (Tsao, 2014). Almost 30% of residents in the ten 
communities in this study area live below the poverty line, and 40.3% of adults 25 and older do not have 
a high school diploma or equivalent. The communities in this study also register high hardship indices, a 
central measure of social and economic inequity (standardized on a scale from 0-100, with higher scores 
indicating worse socioeconomic conditions), at 50 on the low end in McKinley Park and 73.6 on the high 
end in South Lawndale, which has the second highest hardship index in the city (University of Illinois at 
Chicago Great Cities Institute, 2016). The study area also has a high uninsured rate, about 30%, 
compared to 19% citywide. While the uninsured rate of children is relatively low, the uninsured rate of 
residents between 18 and 64 years of age is 44%, compared to 26% citywide (American Community 
Survey 2014 5Y Estimate). 
 
           Figure 1. Map of Ten Chicago Community Areas Included in Study2 

                                                           
2 This map uses data that has been modified for use from its original source, www.cityofchicago.org, the official website of the City of Chicago.  

The City of Chicago makes no claims as to the content, accuracy, timeliness, or completeness of any of the data provided at this site. The data 
provided at this site is subject to change at any time. It is understood that the data provided at this site is being used at one’s own risk. 
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Table 1. Demographics of the Ten Community Areas Included in the Study 

CA# Community Area Total Pop % Latinx 
% Foreign 
Born 

% Non-
citizen 

% 
Undocumented
* 

% In 
Poverty 

% No HS 
Diploma 
(25+) 

% 
Uninsured 
** 

% 
Uninsured 
(18-64)** 

Hardship 
Index 
Score 

30 
South Lawndale 
(Little Village) 

72,881 84.4 42 31.6 27 37.1 54.2 36.3 55.1 73.6 

31 
Lower West Side 
(Pilsen) 

34,979 81.9 38.7 26.8 23 29 35.1 33.1 47.3 55.4 

57 Archer Heights 13,998 75.6 42.4 27.2 No data 15.2 32.2 25.4 39.5 55.4 

58 Brighton Park 44,130 85 46.1 31.7 20 27.2 45.7 32.2 47.5 65.4 

59 McKinley Park 16,449 57.7 37.1 20.1 No data 24.5 31.1 23.7 34.6 50 

61 
New City (Back of 
the Yards) 

41,598 56.6 29 22.9 17 35.6 37.3 28.8 43.7 69.1 

62 West Elsdon 19,165 80.1 40 21.6 No data 16.1 31.0 25.1 36.7 52.3 

63 Gage Park 40,381 92.3 46.1 36.0 27 24.5 48.9 34 49.3 70.6 

65 West Lawn 33,477 80.4 36.6 23.4 18 18.8 33.5 22.3 32.5 50.9 

66 Chicago Lawn 56,293 45.4 23.2 16.8 No data 33.1 30.3 24.6 38.1 61.1 

 
SOUTHWEST 
SIDE 

373,351 74.0 37.6 26.5 22.8*** 28.8 40.3 29.9 44.4  

Columns without an asterisk: American Community Survey 2010-2015 5-Year Estimates as processed by Rob Paral and Associates. 

*Illinois’ Undocumented Immigrant Population: A Summary of Recent Research by Rob Paral and Associates. Written by Fred Tsao for the 
Illinois Coalition for Immigrant and Refugee Rights (ICIRR). February 2014. 

**American Community Survey 2008-2012 5-Year Estimates as processed by Rob Paral and Associates. 

***Does not include the community areas that do not have data available (Archer Heights, McKinley Park, West Elsdon, Chicago Lawn). 

 
There are a number of community needs assessments that have been conducted within the last four 
years related to health on the southwest side of Chicago. All of these assessments identified mental 
health as a priority area and focused on the underlying issue of access to care. In 2016, Saint Anthony 
Hospital led a health prioritization process, asking approximately 100 key community stakeholders to 
prioritize community health needs identified through their 2015 Community Health Needs Assessment 
(Professional Research Consultants, Inc., 2015). The top priority “areas for opportunity” identified by 
stakeholders now guide their Implementation Strategy for 2016 to 2018. Access to healthcare services 
was identified as the number one priority, and mental health was among the top ten (Saint Anthony 
Hospital, 2016). In focus groups and interviews that were conducted as part of Mount Sinai Hospital’s 
Community Health Needs Assessment (2016), community members spoke about experiencing chronic 
stress due to community violence, high incarceration rates, fear of deportation, and 
racism/discrimination. Mental and behavioral health emerged as one of the most important health 
issues in the assessment (Sinai Health System, 2016).  
 
University of Illinois Hospital and Health Sciences System, whose 24-community service area includes all 
of the ten community areas in this study, released their community needs assessment in 2016. It 
identified three priority areas that include addressing the social determinants of health, improving 
access to care, and reducing the risk or impact of chronic disease. They conducted a survey across 
community areas, in-person interviews, and biometric testing in order to prioritize 10 health conditions; 
three of those conditions are mental health conditions, including diagnoses of depression, anxiety, and 
attention deficit disorder. They attributed the prevalence of mental health needs to the high rates of 
violence and associated trauma in their study area (University of Illinois Hospital and Health Sciences 
System, 2016). This conclusion is supported by the results of the 2016 Rush University Medical Center 
community needs assessment survey in which 73% of respondents in both Little Village and Pilsen 
reported that violence is extremely or very common in their communities. 
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The Little Village Community Health Assessment is a multi-year study conducted within the South 
Lawndale community area of Chicago through a collaboration that includes the University of Illinois at 
Chicago School of Public Health (UIC SPH) and a steering committee of local organizations. The study, 
which utilizes predominantly qualitative inquiry methods, suggests that stressors related to safety and 
mobility, migration and acculturation, and work and occupation are critical community health 
determinants in the Little Village neighborhood. In 2015, a survey was conducted with 288 Little Village 
residents as part of the community health assessment. The top five significant health problems 
identified by respondents were diabetes, depression, asthma, arthritis, and cancer. Forty-six percent of 
respondents reported being uninsured (UIC Community Health Survey Think Tank, 2017). 
 
The Sinai Urban Health Institute released the results of their Sinai Community Health Survey 2.0 in 
March 2017 (Hirschtick, Benjamins, & Homan, 2017). Three of the nine community areas in the Sinai 
study - South Lawndale (referred to as Little Village), Gage Park, and Chicago Lawn - were included in the 
current study described in this report. The Sinai report compared community areas, gender identity, and 
Latinx populations, as results were separated by Puerto Rican and Mexican respondents. Little Village 
ranked third among the nine community areas for diagnosed depression (17%) and fourth for rates of 
symptoms of anxiety (17%) and depression (13%). Gage Park ranked fourth for diagnosed post-traumatic 
stress disorder (PTSD) (7%) and Chicago Lawn ranked fourth for symptoms of PTSD in males (16%). Little 
Village ranked first (71%), Gage Park second (69%), and Chicago Lawn third (59%) for female 
respondents who did not feel safe at night in their neighborhood, with males at 58%, 41% and 40% 
respectively. Gage Park ranked highest for female respondents who did not feel safe during the day 
(40%) and Little Village ranked third (29%) for females and second for males (25%). Little Village ranked 
highest in adults without insurance (34%), with Gage Park third (28%) and Chicago Lawn fourth (21%). 
Little Village ranked lowest for respondents who had a routine check up in the past year (62% for 
females and 46% for males). Gage Park ranked highest (16%) for respondents who did not get needed 
medical care or surgery due to cost, with Chicago Lawn fourth (10%) and Little Village sixth (8%). Little 
Village ranked fourth for residents who did not get needed mental healthcare due to cost (5%), while 
Gage Park and Chicago Lawn ranked lowest (3% and 2%). Chicago Lawn ranked fourth for respondents 
who had witnessed domestic violence (50% of females and males); all communities ranked 
comparatively low for respondents who had experienced intimate partner violence, with Gage Park the 
lowest (13%).  
 
Overall, Puerto Rican respondents ranked highest in comparison to non-Hispanic Whites, non-Hispanic 
Blacks, and Mexicans in all categories related to mental health, including diagnosed depression (37% of 
females and 12% of males) and PTSD (16% of total); symptoms of depression (24% of females and 20% 
of males), anxiety (30% of females and 25% of males), and PTSD (36% of females and 33% of males); and 
not getting needed mental healthcare (13%). Mexican respondents ranked lowest in every category 
related to mental health except for females with depressive symptoms (19%) and males with symptoms 
of PTSD (13%). Mexican respondents had the highest rate of uninsured adults by far (36%), as compared 
to 10% of Puerto Rican respondents and 8% of White respondents. However, the percentage of Puerto 
Rican respondents who visited the emergency room as a source of care (49% for males and females) was 
almost double that of Mexican respondents (23% for females and 22% for males), and the percentage 
who did not get needed mental healthcare (13%) was more than three times that of Mexican 
respondents (4%). Both Puerto Rican and Mexican respondents ranked highest for not getting needed 
dental care and eyeglasses. While rates of depressive symptoms were similar between males and 
females (24% for females and 20% for males among Puerto Ricans, 8% and 6% for Mexicans), diagnosed 
depression was higher for females (37% for females and 12% for males among Puerto Ricans, 19% and 
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6% for Mexicans); this discrepancy was not seen for non-Hispanic Blacks or Whites (Hirschtick et al., 
2017). 
 
These studies demonstrate that there is a great need for high-quality and affordable healthcare and 
mental health services. While these assessments note that there are many low-income and immigrant-
serving healthcare institutions and some mental health services available in the southwest side, there 
continues to be a disconnect between many southwest side residents and the healthcare, behavioral 
health, and social service systems. 
 
Study Context 

Roots to Wellness is a mental health collaborative convened by Enlace Chicago, a community-based 
organization in the Little Village neighborhood of Chicago. It was founded in 2009 as the Little Village 
Mental Health Behavioral Health Collaborative in order to bring together mental health providers in 
Little Village to advocate, inform, and increase access to mental health services for residents of Little 
Village and surrounding areas. The collaborative changed its name to Roots to Wellness in 2012 and 
later expanded to include community residents and community organizations across the southwest side 
of Chicago. The mission of Roots to Wellness is to create spaces for providers, community organizations, 
and community residents to come together and to coordinate, advocate, and provide support that 
builds on the inherent strengths and existing resources within the community while also addressing the 
impact that trauma has on the residents of the southwest side of Chicago. The definition that Roots to 
Wellness uses for mental health is emotional wellbeing as a vehicle for sustained individual, family, and 
community wellness. 
 
In November 2014, Roots to Wellness published its first mental health needs assessment focused on the 
Little Village neighborhood (Rak, 2014). The study estimated that 21% of Little Village adults suffered 
some form of mental illness (9,400 out of 44,885) and that only 30%, or roughly one in three, Little 
Village residents in need of mental health support were receiving counseling services. A wide variety of 
reasons were identified to explain this large unmet need; these related to documentation status, lack of 
services in Spanish, need for child care, concerns about safety, lack of insurance that covers these 
services, lack of time and transportation, and negative stigma related to the use of mental health 
services. Some of the recommendations that were developed from this needs assessment were: 
 

1. Increase the scale of services provided by expanding services and/or creating new programs 
to meet community needs. 

2. Use education to address stigma and misinformation and use outreach to raise awareness of 
available services. 

3. Facilitate transportation for clients (e.g., service providers obtain free or reduced price 
public transportation passes to give to clients/participants facing transportation barriers). 

4. Connect residents to informal sources of support that provide many community members 
with the social and emotional support that they need (Rak, 2014). 

 
These recommendations have helped guide the work that Roots to Wellness has been doing since the 
release of this first needs assessment in 2014. 
 
At a Roots to Wellness retreat in March 2016, one of the priorities that was identified by members was 
to conduct additional research in order to be able to identify the mental health needs and the barriers 
to accessing mental health services across the southwest side of Chicago. At the time, Brighton Park 
Neighborhood Council (BPNC), a Roots to Wellness member, was already collecting annual survey data 
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from local schools in Brighton Park about various health-related issues. BPNC had begun collecting 
health-related surveys in 2011; with support from Saint Anthony Hospital, another Roots to Wellness 
member at the time, they incorporated mental health questions into the survey in 2013. When Roots to 
Wellness members determined in 2016 that a top priority for the network was to research needs and 
barriers, the group decided to conduct an emotional wellness survey that used the mental health 
questions in BPNC’s community health survey as a basis. Roots to Wellness selected the ten community 
areas included in this study based on the service areas of members in the collaborative and, in order to 
have a robust sample, set a goal to collect a minimum of 200 responses from each community area. 
 
The research questions that this study intended to answer are the following: 
 

1. What do residents of the southwest side of Chicago perceive to be their top mental 
health/emotional wellness needs? 

2. What percentage of residents would consider seeking mental health services as a way to deal 
with their personal problems? 

3. What makes it difficult for residents on the southwest side to access professional mental health 
services? In other words, what are their barriers to accessing mental health services? 
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METHODS 

This study used a mixed methods community-based participatory research approach. A seven-item 
questionnaire was administered in ten southwest side communities of Chicago including South Lawndale 
(Little Village), Lower West Side (Pilsen), Archer Heights, Brighton Park, McKinley Park, New City (Back of 
the Yards), West Elsdon, Gage Park, West Lawn, and Chicago Lawn. Qualitative data gathered from 
community events that were held to share and discuss the survey findings was also analyzed. 
 
Survey Methodology 

The questionnaire included four demographic questions about gender, race, country of origin, and 
current neighborhood of residence. The other three questions were related to emotional wellness and 
mental healthcare access. The first of these questions asked respondents to select up to three situations 
that they experienced frequently. They were able to choose from a list that included indications of 
symptoms of 1) depression 2) anxiety 3) anger management issues 4) the need for parenting support 5) 
the need for marriage/relationship support, 6) trauma, 7) isolation, and 8) acculturative stress. This 
question is referred to as “concerns.” The second asked respondents to choose the option that best 
reflected their reaction to the statement, “I would consider seeking emotional support by a professional 
(counseling) as a way of dealing with my personal problems.” This question is referred to as “consider 
seeking counseling.” Options included 1) Yes, 2) Probably Yes, 3) Probably Not, and 4) No. The third 
asked, “What are the things that make it difficult for you to access emotional support by a professional 
(counseling)?” This question is referred to as “barriers.” Respondents were able to choose from a list 
that included 1) cost 2) lack of transportation 3) lack of child care, 4) lack of health insurance, 5) I do not 
believe those services would help me (coded as “it would not help”), 6) I would feel judged as “crazy” or 
“weak” (coded as “stigma”), 7) My partner/family would not approve (coded as “family disapproval”), 8) 
It is difficult finding services in my preferred language (coded as “difficulty finding services in preferred 
language”), 9) Those services do not exist in my area (coded as “lack of nearby services”), 10) I do not 
know where to go for those services (coded as “don’t know where to go”), and 11) The hours of services 
are not convenient for me (coded as “inconvenient hours”). The questionnaire is included in Appendix A. 
 
The survey was administered between May 2016 and January 2017 and used convenience sampling. 
Data collectors approached potential respondents and invited them to complete a questionnaire during 
various community events and school, church, and other community meetings in order to achieve a 
diverse sample of respondents in each neighborhood. They also approached people in public places, 
such as train/bus stations and outside of grocery stores. The target population was adults but, as age 
was not included in the demographic questions, people under 18 may have been included. The survey 
was conducted in English and Spanish according to respondent preference. Respondents were given the 
option to complete the questionnaire on their own or, in order to address any literacy barriers, to be 
read aloud the questions with the interviewer recording the respondent’s answers. Implied consent was 
provided by respondents through their completion and return of the questionnaire. All completed 
questionnaires were anonymous. 
 
Qualitative Methodology 

From November 2016 to February 2017, preliminary survey findings were presented to neighborhood 
residents at community events held in the study area. PowerPoint presentations of the results were 
shared in English and Spanish. Discussions were led in the language of preference of the majority of 
attendees, with interpretation provided as needed. Note takers were present at each community event 
to take notes related to the discussion. Prior to presenting survey findings, community event 
participants were asked to share their thoughts about how they define mental health and emotional 
wellness. After that discussion, the descriptive survey findings for their respective neighborhood were 
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presented to participants; results were broken down by gender and by place of birth. As each result was 
shared, people were asked to share their reactions and whether anything surprised them. Once the 
survey results were presented and discussed, participants were asked to provide recommendations for 
next steps that Roots to Wellness could take in order to address survey findings. 
 
Data Analysis  

 
Quantitative Analysis 
Questionnaires completed by respondents who reported living outside of the ten southwest side 
community areas of study were excluded from the analysis. For the question in which survey 
respondents were asked to select up to three situations that they experienced frequently, responses 
were coded as different types of mental health concerns. For the question in which survey respondents 
were asked what factors made it difficult for them to access emotional support by a professional 
(counseling), responses were coded as different types of barriers. Residents’ mental health concerns and 
barriers were analyzed as dichotomous yes/no variables. A person’s likelihood of seeking professional 
emotional support or counseling was reported using a 4-point Likert-type scale. In secondary analyses, 
barriers were grouped into structural and attitudinal barriers to determine the frequency of reporting 
structural versus attitudinal barriers. Structural barriers included cost, lack of transportation, lack of 
child care, lack of health insurance, difficulty finding services in preferred language, lack of nearby 
services, don’t know where to go, and inconvenient hours. Attitudinal barriers included it would not 
help, stigma, and family disapproval.  
 
None of the data gathered fit the definition of continuous data so the analyses were constrained to non-
parametric tests. Non-parametric analyses sought to uncover connections and associations between 
barriers, concerns, and likelihood to consider seeking counseling. The over-represented populations 
were analyzed with a chi-square test for independence. Kruskall-Wallis and Mann-Whitney tests were 
conducted to characterize differences between ordinally ranked groups. These analyses were conducted 
on IBM’s SPSS Statistics Version 24 Release 24.0.0.0 (64-bit edition). 
 
Qualitative Analysis 
Utilizing the project's core research questions, the qualitative analysis started with two pre-set, 
descriptive codes: 1) “Barriers” defined as factors that restrict access to mental health support; and 2) 
“Recommendations” or proposed actions to address challenges associated with restricted access to 
mental health services. Emergent codes were developed through the use of open axial and en vivo 
coding techniques (Saldaña, 2009; Strauss & Corbin, 2008). The data was then themed into groups. 
While only one person coded and themed the qualitative data, a codebook was created for future 
reliability tests.  
 
To compensate for having only one coder, a portion of the raw qualitative data was presented to 
partners at the July 2017 Roots to Wellness meeting. Meeting attendees reviewed the notes and 
highlighted the themes that they identified in the data. These themes were then compared with the 
significant findings identified by the qualitative analyst. While this is not the most ideal process for 
assessing reliability and validity in coding and theming of qualitative data, it created an opportunity to 
assess whether the themes identified by the report writing team resonated to others in the absence of a 
second coder.  
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RESULTS 

 
Survey Results 

A total of 2,878 residents from the ten southwest side communities included in the study completed the 
survey. Of those, 2,548 (88.5%) completed a survey in Spanish and 330 (11.5%) completed a survey in 
English. Among all respondents, 2,162 (75.8%) identified as female and 691 (24.2%) identified as male. 
In terms of race, 2,590 respondents identified as Latinx (91.6%), 100 as Caucasian or White (3.5%), 99 as 
African American (3.5%), 21 as Native American (0.7%), and 19 as Asian (0.7%). A total of 498 (19.6%) 
respondents were born in the U-S, while 2,042 (80.4%) were foreign-born. Finally, the sample of N= 
2,878 included the following neighborhood sub-samples: South Lawndale (Little Village, n= 370), Lower 
West Side (Pilsen, n= 204), Archer Heights (n= 213), Brighton Park (n= 446), McKinley Park (n= 268), New 
City (Back of the Yards, n= 369), West Elsdon (n= 185), Gage Park (n= 279), West Lawn (n= 318), and 
Chicago Lawn (n= 226) (See Table 2).  
 
Table 2. Demographic Breakdown of Overall Study Sample (N=2,878) 

Demographic Variable n % 

Language in which Survey was Completed   

Spanish 2,548 88.5 

English 330 11.5 

Gender Identity3   

Female 2,162 75.8 

Male 691 24.2 

Race4   

Latinx 2,590 91.6 

Caucasian/White 100 3.5 

African American 99 3.5 

Native American 21 0.7 

Asian 19 0.7 

Place of Birth5   

Foreign Born 2,042 80.4 

U-S Born 498 19.6 

Community Area of Residence   

South Lawndale (Little Village) 370 12.9 

Lower West Side (Pilsen)  204 7.1 

Archer Heights 213 7.4 

Brighton Park 446 15.5 

McKinley Park 268 9.3 

New City (Back of the Yards) 369 12.8 

West Elsdon 185 6.4 

Gage Park 279 9.7 

West Lawn 318 11 

Chicago Lawn 226 7.9 

 

                                                           
3 Gender identity n= 2,853 due to missing data for 25 respondents 
4 Race n= 2,829 due to missing data for 49 respondents 
5 Place of birth n= 2,540 due to missing data for 338 respondents 
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For the overall sample, depression (48.5%), anxiety (35.7%), and acculturative stress (34.4%) were the 
top mental health concerns reported by respondents (See Figure 2). 
 
Figure 2. Mental Health Concerns of Overall Study Sample

 
       
 
 

Figure 3. Mental Health Concerns of Study Sample by Gender3 
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Not surprisingly, acculturative stress was reported more often by foreign-born respondents than U-S 
born respondents (X2(1)= 150.220, p<.001) (See Figure 4).  
 
Figure 4. Mental Health Concerns of Study Sample by Place of Birth5 

 
      

 
 

Over three quarters of respondents reported that they would (43.7%) or probably would (35.9%) 
consider seeking counseling as a way of dealing with their personal problems (See Figure 5).  
 
Figure 5. Likelihood that Respondents Would Consider Seeking Counseling6 

 
  Would Consider 

Seeking Counseling 
Probably Would Consider 

Seeking Counseling 
Probably Would Not Consider 

Seeking Counseling 
 Would Not Consider 
Seeking Counseling 

43.7 35.9 10.9 9.5 

Total (%) 79.6 20.4 

                                                           
6 Out of n= 2,406 due to missing data for 472 respondents 
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Respondents who identified as female were more likely to consider seeking counseling than those who 
identified as male (X2(1)= 24.1, p<.001) (See Figure 6). 
 
Figure 6. Likelihood that Respondents Would Consider Seeking Counseling by Gender7

 
       
 
 

Foreign-born respondents were also more likely than U-S born respondents to consider seeking 
counseling (X2(1)= 38.9, p<.001) (See Figure 7).  
 
Figure 7. Likelihood that Respondents Would Consider Seeking Counseling by Place of Birth8 

 
                                                           
7 Out of n= 2,383 due to missing data for 495 respondents 
8 Out of n= 2,137 due to missing data for 741 respondents 
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Cost (57.1%), don’t know where to go (38.3%), lack of insurance (37.8%), and lack of nearby services 
(33.5%) were the barriers most often reported by respondents (See Figure 8).  
 
Figure 8. Barriers to Using Mental Health Services for Overall Study Sample 

 
 
 
 

Respondents who identified as female were more likely than those who identified as male to report lack 
of child care as a barrier (X2(1)= 58.55, p<.001) (See Figure 9).  
 
Figure 9. Barriers to Using Mental Health Services for Study Sample by Gender3
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Foreign-born respondents were more likely than U-S born respondents to report cost (X2(1)= 39.28, 
p<.001), lack of health insurance (X2(1)= 85.79, p<.001), not knowing where to go (X2(1)= 27.69, p<.001), 
and difficulty finding services in preferred language (X2(1)= 33.57, p<.001) as barriers (See Figure 10). 
 
Figure 10. Barriers to Using Mental Health Services for Study Sample by Place of Birth5 

 
       
 
Overall, a greater percentage of foreign-born respondents than U-S born respondents reported each 
barrier listed in the survey as being a barrier with the exception of the barrier that it would not help; 
15.3% of U-S born respondents reported that it would be difficult for them to access counseling because 
they did not believe it would help them versus only 11.2% of foreign-born respondents.  
 
When grouping barriers into structural and attitudinal barriers, respondents were more likely to report 
structural barriers. 88.8% of respondents reported at least one structural barrier, and 24.9% of 
respondents reported at least one attitudinal barrier. A total of 1,981 (68.8%) reported at least one 
structural but no attitudinal barriers, whereas only 142 (4.9%) reported at least one attitudinal barrier 
but no structural barriers. 574 (20%) respondents reported at least one attitudinal and one structural 
barrier, while 181 (6.3%) reported neither attitudinal nor structural barriers. (See Figure 11). 
 
Figure 11. Percentage of Respondents Reporting Attitudinal versus Structural Barriers 
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These results only differed slightly based on gender identity or place of birth. 503 respondents who 
identified as female reported at least one attitudinal barrier, which is 23.2% of the female total and 
70.9%9 of those who reported any attitudinal barriers. 206 respondents who identified as male reported 
at least one attitudinal barrier, which is 29.8% of the male total and 29.1%10 of those who reported any 
attitudinal barriers. 1,946 respondents who identified as female reported at least one structural barrier, 
or 90% of all respondents identifying as female and 76.9%11 of those who reported any structural 
barriers. 585 respondents who identified as male reported at least one structural barrier, or 85% of all 
respondents identifying as male and 23.1%12 of those reporting any structural barriers. 494 foreign-born 
respondents reported at least one attitudinal barrier, or 24% of all foreign-born respondents and 
78.3%13 of those who reported any attitudinal barriers. 137 U-S born respondents reported at least one 
attitudinal barrier, or 27% of all U-S born respondents and 21.7%14 of those who reported any attitudinal 
barriers. 1,836 foreign-born respondents reported at least one structural barrier, or 90% of all foreign-
born respondents and 81.3%15 of those who reported any structural barriers. 422 U-S born respondents 
reported at least one structural barrier, or 90% of all U-S born respondents and 18.7%16 of those who 
reported any structural barriers. 
 
Of the respondents who reported at least one attitudinal barrier but no structural barriers and 
responded to the question about their likelihood to consider seeking counseling, 69%17 reported that 
they would not or probably would not consider seeking counseling. Of the respondents who reported at 
least one structural barrier but no attitudinal barriers and responded to the question about their 
likelihood to consider seeking counseling, only 14.9%18 reported that they would not or probably would 
not consider seeking counseling. 
 
Gender identity was associated with place of birth (X2(1)= 12.34, p<.001). Of the 2,518 respondents who 
reported both place of birth and gender, 77.9%19 of those who were foreign-born identified as female 
whereas 70.4%20 of those who were U-S born identified as female. 360 cases were dropped from this 
analysis due to missing data. Survey language was correlated with place of birth (X2(1)= 240.95, p<.001). 
94.4%21 of foreign-born respondents completed the Spanish version of the survey and 72.1%22 of U-S 
born respondents completed it in Spanish. 338 cases were dropped from this analysis due to missing 
data. Gender was also associated with survey language (X2(1)= 11.41, p<.001). 23.3%23 of those who 
completed the Spanish version of the survey identified as male while 31.8%24 of those who completed 
the English version identified as male. 25 cases were dropped from this analysis due to missing data. 

                                                           
9 Percentage was calculated out of a valid count of 709 
10 Percentage was calculated out of a valid count of 709 
11 Percentage was calculated out of a valid count of 2,531 
12 Percentage was calculated out of a valid count of 2,531 
13 Percentage was calculated out of a valid count of 631 
14 Percentage was calculated out of a valid count of 631 
15 Percentage was calculated out of a valid count of 2,258 
16 Percentage was calculated out of a valid count of 2,258 
17 Percentage was calculated out of a valid count of 129 
18 Percentage was calculated out of a valid count of 1,693 
19 Percentage was calculated out of a valid count of 2,025 
20 Percentage was calculated out of a valid count of 493 
21 Percentage was calculated out of a valid count of 2,042 
22 Percentage was calculated out of a valid count of 498 
23 Percentage was calculated out of a valid count of 2,529 
24 Percentage was calculated out of a valid count of 324 
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Thus, respondents identifying as female were more likely to be foreign born than U-S born, respondents 
completing the survey in Spanish were more likely to be foreign-born than U-S born, and respondents 
identifying as male were more likely to have completed the survey in English than in Spanish. 
 
Subsequent analyses assessed whether there were associations between demographic data and mental 
health concerns, barriers to accessing services, and likelihood to consider seeking counseling. Place of 
birth had a significant relationship with concerns related to symptoms of depression, anxiety, anger 
management issues, and acculturative stress. Gender identity was also associated with concerns related 
to depression and anger management. In terms of barriers, gender identity related to cost, lack of 
transportation, lack of child care, it would not help, stigma, lack of nearby services, and inconvenient 
hours. Place of birth was associated with cost, lack of insurance, it would not help, difficulty finding 
services in preferred language, lack of nearby services, and inconvenient hours. Lastly, likelihood to 
consider seeking counseling was significantly related to gender identity, place of birth, and the language 
in which the respondent completed the survey. In-depth Chi Square tables for significant results can be 
found in Appendix B.  
 
Only so much can be inferred from the associations described above. The next set of analyses sought to 
characterize the relationships above and distinguish between groups. After the assumptions on variance 
distribution were met, Kruskall-Wallis and Mann-Whitney tests were conducted. The Kruskall-Wallis test 
between community area in which the survey respondent resides and concerns and barriers retained 
the null hypothesis. That is to say that, of the ten communities within this study, the medians related to 
mental health concerns and barriers did not differ; this means that there was no statistical difference 
found between communities related to concerns or barriers. A substantive result occurred when 
comparing place of birth (Median 1) and likelihood to consider seeking counseling (Median 1). A result 
of U= 31,881 n1= n2= 2,137, p<.01 was found. U-S born had a mean rank of 948 while foreign-born had 
a mean rank of 1,100. The group with the higher mean rank, in this case those who were foreign-born, 
was more likely to consider seeking counseling than the second group, those born in the U-S. A second 
notable result occurred when comparing the individual communities (Median 8) and likelihood to 
consider seeking counseling (Median 1). A U= 44,612 n1= n2= 632, p<.05 was found between Little 
Village and Back of the Yards and likelihood to consider seeking counseling. Respondents in Back of the 
Yards, with a mean rank of 334, were more likely to consider seeking counseling when compared to 
respondents living in Little Village, with a mean rank of 302. Detailed output for significant results can be 
found within Appendix B. Thus, foreign-born respondents and respondents from Back of the Yards were 
more likely to consider seeking counseling than those born in the U-S and respondents from Little 
Village respectively. Mann-Whitney follow-up tests were conducted on the concerns and barriers 
related to respondents’ likelihood to consider seeking counseling. The significant results are displayed in 
detail in Appendix B.  
 
A separate set of analyses, which consisted of various logistic regressions, was conducted to predict the 
likelihood to consider seeking counseling in relation to concerns and barriers. The first of these 
regressions used all of the possible concerns listed on the survey (depression, anxiety, anger 
management issues, need for parenting support, need for relationship support, trauma, isolation, and 
acculturative stress) to predict the likelihood of seeking counseling. This model was statistically 
significant (X2(8)= 239.29 p<.05), and explained 14.9% of the variance. All of the concerns except anger 
management issues were able to predict likelihood to consider seeking counseling. The second 
regression model used all of the possible barriers listed on the survey (cost, don’t know where to go, 
lack of insurance, lack of nearby services, lack of child care, lack of transportation, difficulty finding 
services in preferred language, inconvenient hours, it would not help, family disapproval, and stigma) to 
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model the variance seen within consider seeking counseling. This model was also statistically significant 
(X2(11)= 399.93 p<.001), and explained 24.1% of the variance. Neither inconvenient hours, family 
disapproval, nor stigma were significant within the model. Cost, don’t know where to go, lack of 
insurance, lack of nearby services, lack of child care, lack of transportation, difficulty finding services in 
preferred language, and it would not help were successful at predicting likelihood to consider seeking 
counseling. Detailed tables can be found in Appendix B. 
 
Community Event Results 

A total of six community events were completed: one in Back of the Yards, one in Brighton Park, one for 
the Gage Park and Chicago Lawn neighborhoods that was held in Chicago Lawn, two in Little Village, and 
one in Pilsen. Two community events were held in Little Village because a community organization 
involved in Roots to Wellness requested that an event be held on the east side of the community near 
Marshall Boulevard, or what is referred to as Marshall Square, in addition to the event that was held 
further west in Little Village (See Table 3). A total of 110 individuals participated in the community 
events, and the majority of the participants were Latinx and female. Community-based non-profit 
organizations involved in Roots to Wellness volunteered to lead the community event in their respective 
community; this involved recruiting participants and coordinating logistics.  
  
Table 3. Community Event Summary Information 

Neighborhood Date 
Lead Roots to Wellness Member 
Organization(s) 

Number of 
Participants 

Little Village 11/22/2016 Enlace Chicago 12 

Little Village / Marshall Square 11/29/2016 Telpochcalli Community Education Project (Tcep) 16 

Brighton Park 12/8/2016 Brighton Park Neighborhood Council (BPNC) 20 

Back of the Yards 12/9/2016 U.N.I.O.N. Impact Center 26 

Gage Park / Chicago Lawn 12/21/2016 Southwest Organizing Project (SWOP) 26 

Pilsen 2/2/2017 Pilsen Alliance, St. Pius V 10 

 
Community event participants identified a series of multiple, complex, and occasionally intersecting 
barriers to accessing mental health services. These included cost, gender-specific challenges faced by 
men, having a family member or partner reject services on an individual's behalf, stigma, and 
acculturative stress. Community event participants also provided recommendations to address barriers 
to accessing mental health support. These included ways to improve community mental health through 
community-led efforts, as well as ways that mental health service providers can improve services. 
Additionally, community members highlighted the impact of the outcomes of the 2016 presidential 
election on community residents’ mental health. While this was not the focus of this study, it was a 
notable theme that arose during the majority of the community discussions. 
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The following three sections summarize in greater detail what was discussed at these events. First, the 
barriers to accessing mental health that were highlighted by participants are discussed. Secondly, the 
impact of the 2016 presidential election is briefly considered. This section concludes with a discussion of 
the recommendations provided by community members for increasing access to mental health and 
wellness services and for supporting community members as they manage and navigate the new 
political context.  
 
Barriers to Services 
Cost is a barrier to accessing mental health services. As a participant in the Brighton Park community 
event noted, “Cost is the biggest barrier.” This view was reflected by participants across communities. A 
Little Village participant said, “The cost is an issue. Many may have been referred to mental healthcare, 
but it’s too expensive. Fifty dollars – it’s a sacrifice. If a person pays those $50, they no longer have that 
same money to pay for groceries, which just adds more stress.” A participant in Gage Park/Chicago Lawn 
stated, “We are barely covering our basic necessities. In the household budget, there is no room for 
mental health.” A participant in Pilsen said, “Therapy is expensive. People have priorities: rent, food. 
Even if we want therapy, we go to therapy or we pay for food.” As these quotes highlight, cost is a 
barrier for southwest side community members because of limited financial resources. Given these 
limitations, paying for basic needs like food and housing takes priority over paying for mental health 
services that may be needed. 
 
Community event participants also described cost as a barrier for accessing mental health services for 
those with and without insurance. Individuals with health insurance do not always have coverage for 
mental health services. A participant in Back of the Yards shared an experience that exemplifies this. 
They stated, “I just had an experience where I went to the hospital to get services from a psychologist. 
My insurance only covered going to the hospital but, going to the therapist, I had to pay it.” Even for 
individuals with insurance that covers mental health services, there is often a copayment. For these 
individuals, the cumulative cost of the copayment is a barrier for services. One participant said that even 
paying $10 per session was a lot because “it adds up.” Cost is a major barrier to accessing mental health 
services for those without health insurance, and for undocumented adults in particular. As a participant 
in Little Village noted, “It may not be that we do not want care, but if one is an illegal immigrant they 
cannot participate.” 
 
Men face a unique barrier to accessing mental health services: gender-specific expectations about their 
expression of mental health issues, needs, and interest in accessing mental health services. Participants 
across communities explained how many men are affected by gender-specific expectations in Latinx 
culture: they do not communicate their feelings. As a male participant in Back of the Yards noted, “It is 
part of our culture [for men to be silent]…I do not know if it is misogyny or embarrassment. A large 
portion of Hispanics, even though we feel what we feel, we don’t say anything.” Because of this 
expectation, many male and female community event participants expressed being surprised that male-
identified survey respondents reported mental health needs and an interest in accessing services. As a 
Gage Park/Chicago Lawn participant noted, “It surprises me that men want these services because they 
sometimes tell me they don’t.”  
 
Participants linked men’s rejection of services to gender-specific expectations about men expressing and 
communicating the need for help. In addition to men being expected to remain silent about their 
challenges and needs, men are also expected to address these issues and challenges by themselves. As 
one male participant in Little Village stated, “As a man... we have been taught to remain quiet, address 
our issues in another manner, “guardarlo” (hold it in) and resolve it in another way...we have learned 
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from grandparents, parents, from males and females...this is what we have learned, we do not see it 
ourselves at times.” A Pilsen participant echoed the idea that men are expected to resolve their issues 
alone when they said that, “Men are not supposed to cry, they are supposed to be strong.” They added 
that these expectations result in “self-reinforced chains that men do not see but have...It is hard for 
them to vocalize what they feel, they hold down [feelings]...It is hard for them to express themselves.” 
Participants made it clear that there is an entanglement of cultural and self-reinforced expectations that 
restrict men’s ability to express their emotions and needs, and to access help.  
 
The rejection of mental health services by a parent or partner on behalf of a person in need was also 
identified as a barrier. If an individual needs support, they may reject services if they feel that they will 
face consequences at home for accessing them, or they may be unable to access them because 
someone in their family restricts them from doing so. Participants noted that this could happen between 
a parent and a child, or between two romantic partners. A parent might reject services on behalf of their 
child who has been identified as needing services because it is taboo. The rejection of needed services 
can also occur in a domestic violence situation. As a participant in Little Village stated, “It is important to 
look at other alternative causes to the issues. For example, I do not seek help because I am a victim of 
domestic violence. A perpetrator of domestic violence may not seek help because of the consequences 
(e.g., jail time).” Survivors of domestic violence may not be able to seek mental health support because 
of the power and control dynamics that they are managing at home. In an interrelated manner, 
perpetrators of domestic violence may also need support, but they may not seek it because they fear 
legal repercussions. 
 
Stigma was identified as a barrier to accessing mental health services. Community members did not 
always explicitly utilize the term “stigma” to describe the negative attitudes and perceptions associated 
with mental health. Instead, they used coded language. This included describing accessing help as 
“taboo” and fearing being labeled as “loco/a/x” or crazy. Moreover, the term “cultura” or culture was 
used to describe the stigma associated with the disrepute or humiliation associated with accessing 
support. This term was utilized many times when describing the gender-specific expectations associated 
with men and their mental health needs. The use of coded language may possibly explain why stigma 
was not a high-ranked issue in the quantitative data. As one individual in Brighton Park noted, “The low 
ranking of stigma in the survey was surprising because it is a barrier.”  
 
Participants noted that acculturation impacts community members’ mental wellness and simultaneously 
serves as a barrier to accessing mental health services. When individuals initially migrate to the U-S, they 
have to manage multiple, simultaneous feelings and experiences. Participants reported that, upon 
arrival to the U-S, individuals can experience depression and anxiety because of their migration journey 
and nostalgia for home, and as they acclimate to a new country and culture. In the U-S, they may be 
forced to communicate in a new language. If they have children, they have to raise them in a different 
cultural environment. Some foreign-born participants felt that children are harder to raise in the U-S 
than in their home country. Participants reported that, in the U-S, immigrants, and especially women, 
have to manage different gender roles and expectations. They felt that women are more informed of 
their rights and have more options in the U-S, and that this dynamic is different in Latin America. All of 
these factors individually and/or cumulatively put stress on individuals and on family systems. 
Moreover, while immigrants may need mental health services, some may not know what mental health 
counseling is because it is not something familiar in their culture of origin. However, if they do know 
what it is and want to access it, they may not know where to find it. 
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The Impact of the Presidential Elections 
Many of the community events for this report occurred during the weeks surrounding the 
announcement of the outcome of the 2016 presidential election. Community event participants noted 
that this outcome has impacted mental wellness in the Latinx community. Participants explained that 
the election of Donald Trump as president was increasing fear, depression, and anxiety for individuals 
living in and outside of the U-S. They reported that this was especially true for undocumented 
individuals and individuals living in mixed-status families. They felt that, if the survey were to be 
conducted again in this context, the results would likely be different.  
 
Community Recommendations for Increasing Access to Mental Health and Wellness 
Community event participants identified a series of recommendations to address the mental health and 
wellness needs of community residents:  

● Participants recommended the facilitation of peer support groups as a means of sustaining 
mental health and wellness and addressing challenges associated with acculturative stress. They 
asked that these spaces be community-led. They also suggested that these groups include art 
activities, painting, and crafts. As one participant in Pilsen noted, “Professional support did not 
help me. Medication caused impacts in other ways and did not help. The peer support groups 
have helped me more.” 

● Participants requested workshops that provide information about mental health. They noted 
that the community discussions held in connection with this study could serve as a model for 
future workshops. 

● Participants requested that peer support groups and workshops be developed specifically for 
men. They noted that this would be necessary for addressing their unique needs and 
experiences.  

● Participants recommended that the community provide know your rights workshops for 
undocumented immigrants. They also recommended the provision of trainings or workshops 
focused on supporting parents in talking to their children about the 2016 presidential election 
outcomes. They felt that these workshops would be empowering for participants and would 
help them combat anxiety and depression related to the election.  

● Participants recommended that mental health service providers offer comprehensive mental 
health services that are responsive to community members’ needs, strengths, and interests. 
These include services provided by bilingual social workers who speak English and Spanish, that 
are culturally informed, that are available on weekends and evenings, and that offer child care 
and free transportation. Most importantly, they asked for free or low-cost services or, at 
minimum, payment plans. 

● Participants asked for increased advertising and information about available mental health 
services. 
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DISCUSSION 

 
Study Considerations, Strengths and Limitations 

The value of community-based participatory research (CBPR) in public health and in academic research 
generally has been increasingly recognized by the academic and research community over the years; 
however, many studies that are considered CBPR are created and led by outside researchers. This 
report, however, is the result of years of collaboration between mental healthcare providers and 
community leaders that are connected to Roots to Wellness, a community-based network. This study 
was truly community-driven in that community stakeholders identified the need for it and have either 
led or participated in every stage including design, implementation, analysis, interpretation of results, 
and dissemination. The large sample size is not only an asset because it strengthens the validity of the 
data; each survey that was collected represents an interaction between community members related to 
the subject of mental health and mental healthcare access that led to increased awareness of these 
issues. Of utmost importance is the ability of stakeholders to use the findings of the study in an iterative 
way to inform community-driven efforts focused on improving access to and utilization of mental health 
supports and services in the study area.  
 
The design of this study, of course, was not without its limitations. The sample within this study over- 
represents women, Spanish-speakers and foreign-born respondents in comparison to the demographics 
of the study area. As a result, the variance among different groups is not equally distributed. While the 
sampling hindered variance distribution, the lack of true Likert scales and dichotomous values for 
concerns and barriers diminished the correlation strengths and analytical power of nonparametric  
t-tests and nonparametric Anova. As a result, the correlations may be heavily influenced by the sample 
and confounding variables not gathered by survey items. There is much more confidence in the 
nonparametric results. The Mann-Whitney (nonparametric t-test) required various assumptions to be 
met. Chief among these was equal distribution of variance. Assessing the variances required 
transforming tested values to rank values, which were then tested with a Levine’s test. This process 
diminished the effects of the sample and survey items. 
 
A convenience sample can also lead to sample bias, as respondents self-select. A willingness to 
participate in this study likely reflected a certain level of comfort addressing questions about mental 
health; conversely, those who were unwilling to participate may have felt uncomfortable with the topic 
due to stigma, perception of family and friends, negative experiences, and other factors. This could lead 
to these types of barriers being less represented in collected survey data and to a lower percentage of 
respondents reporting that they were unwilling to seek counseling. However, if sample bias and the 
demographics of survey respondents are taken into account, a convenience sample can be seen as a 
strength. Due to those who chose to participate, this study primarily examines the experiences and 
perceptions of immigrant, Spanish-dominant woman who are probably somewhat comfortable with the 
topic of mental health. As this is a population with high need and one that is underrepresented in 
studies related to mental health access, it is important for local providers and community leaders, as 
well as the larger public health and research community, to better understand their particular 
circumstances. 
 
As participants in the community events noted, the sensitive nature of the survey content may have 
impacted the ability of respondents to answer each question honestly. This is always a concern with the 
use of surveys, but is potentially more of a concern with a survey topic like mental health. Some 
respondents may have exaggerated their concerns and barriers, although it is more likely that 
respondents would understate them. One survey facilitator shared a story that speaks to this. They were 
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assisting a woman in filling out the survey, and the women was reporting that she had no mental health 
concerns or barriers to accessing counseling. A man came up to them and was clearly upset that she had 
chosen to take the survey. He pulled her away before she could complete the survey even though she 
insisted that she wanted to finish, and they walked away while he continued to scold her. 
 
Additionally, survey respondents may have been influenced by social desirability, in that they may have 
chosen responses that they thought would be viewed favorably by others. For example, they may have 
felt as though the survey facilitator would respect them for being willing to seek counseling, which could 
have influenced their response to the question about whether they were willing to do so. This question 
is somewhat vague in that it asks whether a respondent would consider seeking emotional support by a 
professional (counseling) as a way of dealing with personal problems; responding “yes” or “probably 
yes,” therefore does not mean that they certainly will, although it does gauge their willingness to a 
certain degree. The literature specifically discusses how attempts to measure stigma as a challenge are 
vulnerable to report biases related to social desirability, as respondents may believe that stigmatized 
and stigmatizing attitudes towards seeking mental health services are not socially acceptable (Hom et 
al., 2015). 
 
The survey was intentionally designed to be short and minimally invasive, with collected data being also 
easy to enter and analyze. However, there were a number of additional questions that could have 
reinforced data interpretation, including those related to insurance status, immigration status, 
preferred/dominant language, length of time in the U-S, and age, as well as perceived need for services, 
which has a substantial impact on willingness to seek them. While the exclusion of the option of “other” 
and/or the option of an open-ended response for the questions related to concerns and barriers made 
survey results easier to tabulate and analyze, it may have limited the ability of survey respondents to 
adequately represent the concerns and barriers that they were facing. For example, the question that 
attempted to gauge if stigma was a concern may not have adequately captured the domain. 
Respondents were asked if they felt that they would be “judged as ‘crazy’ or ‘weak’ or something else.” 
They may not have felt that was the same as being embarrassed or feeling that it was not appropriate 
for their gender identity. The response “I do not believe those services would help me” could have a 
number of different connotations; the literature reports that many people do not seek services because 
they feel like they can or should manage their situation on their own, because they do not recognize 
that they could benefit from services, because they have different beliefs about the causes and 
treatments of mental health conditions, because they do not trust the mental healthcare system or a 
specific provider, or because they would prefer to receive support from family, friends, faith institutions, 
or traditional healers. While “my partner/family would not approve” is similar to the issue discussed in 
the community events in which parents or domestic violence perpetrators do not allow a person to 
access counseling, again, they may not be viewed as similar issues by respondents. Finally, the list of 
barriers did not include responses related to quality of care, such as previous negative experiences with 
mental health services, the lack of bilingual/bicultural providers, or the inadequacy of local facilities. The 
community events and feedback sessions with Roots to Wellness members, however, were designed to 
address these kinds of survey limitations; participants were intentionally asked whether there were 
concerns and barriers related to mental health and healthcare access in their community that were 
missing or underrepresented in the survey data. Therefore, the qualitative data must be carefully 
considered. 
 
Relationship of Study Findings to Existing Literature 

In general, the findings from the surveys and the community events are consistent with existing 
literature. However, they also shed light on a number of the inconsistencies found in the literature. 
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Female-identified survey respondents were more likely to seek counseling than those who were male-
identified, which is consistent. They were slightly more likely than males to report the existence of all 
concerns other than previous trauma and anger management issues. They were also slightly more likely 
than males to face most of the structural barriers, other than difficulty finding services in preferred 
language and inconvenient hours, and were significantly more likely than males to report lack of child 
care as a barrier. On the other hand, a greater percentage of males reported that counseling would not 
help and a slightly greater percentage of males reported that stigma was a barrier. This reflects both the 
literature and the community conversations regarding gender norms and their impact on mental 
healthcare access and utilization. As mentioned in the discussion, it is hard to tell from the survey if 
control issues related to domestic violence were an issue for respondents, but it was clear during the 
community events that participants saw this issue as a prominent barrier. That is supported by the 
literature. 
 
Foreign-born survey respondents were more likely to consider seeking counseling than respondents 
born in the U-S. While the literature consistently shows that utilization of mental health services is lower 
among people that are foreign-born and/or less acculturated, this does not necessarily reflect their 
willingness to use them. The results of the survey seem to support the studies that have found that 
Latinxs and people with low English proficiency have less negative attitudes and/or are less embarrassed 
about using mental health services than their counterparts. Foreign-born respondents were more likely 
to report concerns related to depression and the need for parenting support, and they were three times 
as likely to report acculturative stress as a concern. This is consistent with both the literature and 
findings from the community events. Foreign-born respondents were more likely than those born in the 
U-S to face all the listed structural barriers, especially cost, lack of insurance, don’t know where to go, 
and difficulty finding services in preferred language. This is, again, consistent with the literature and the 
community conversations. While foreign-born and U-S born respondents were about as likely to report 
family disapproval and stigma as barriers, a slightly lower percentage of foreign-born respondents than 
U-S born respondents reported that counseling would not help. The literature is generally inconsistent 
regarding the impact of stigma and cultural beliefs on Latinx immigrants’ relationship to the mental 
healthcare system. However, the survey results from this study do not seem to support the idea that 
stigma is a more prominent barrier for those who are foreign-born, as some literature suggests. 
 
In the debate between the influence of structural versus attitudinal barriers to accessing and utilizing 
mental health services, it seems that this study reinforces the idea that structural barriers are more 
prevalent. It supports the literature that suggests that associated cost and socioeconomic limitations are 
the main barriers for low-income people and Latinxs in particular. Lack of health insurance coverage is a 
prominent barrier, although findings from the community events and the survey reinforce the literature 
regarding the fact that cost is a limiting factor in accessing mental health services even for people who 
are insured. While documentation status was not considered in the survey, community event 
participants discussed the additional structural barriers to accessing care that undocumented individuals 
face. Survey results also reinforced the importance of the availability of services and information about 
them, as don’t know where to go and lack of nearby services ranked high as key barriers. Community 
event participants discussed the idea that immigrants in particular may not know where to find 
counseling and support if they want it. 
 
It is important to study the structural barriers to accessing and utilizing mental health services that exist 
in low-income, immigrant Latinx communities like the ones in this study, so as to understand and 
address the complex and longstanding systems of disinvestment and oppression that these communities 
face. It is also important to recognize the existence of these barriers in order avoid reinforcing the 
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notion that this population does not “want” these services, an argument that can be used to justify 
further disinvestment and disenfranchisement. Andrade and colleagues reference dominant culture bias 
related to the study of barriers in their 2014 article, in which they state, 

 
Although the importance of identifying barriers to treatment is generally acknowledged, few cross-
national data are available and most of these data are from Western developed countries (Kessler et al., 
1997; Wells et al., 1994). Attitudinal barriers to treatment are the ones most commonly reported in these 
studies (Jagdeo et al., 2009; Sareen et al., 2007). (p. 1304) 

 
However, both community event participants and Roots to Wellness members thought it was surprising 
that stigma was ranked so low in the list of barriers since they clearly recognized it as an issue in their 
communities. As is clear in the literature, the analysis of the community conversations, and the survey 
limitations considered above, stigma and attitudinal barriers are difficult to measure accurately. In 
addition to what has already been mentioned, a few other factors may have influenced results related 
to attitudinal barriers - for example, they were a minority in the list of barriers in comparison to 
structural barriers, and an attitudinal barrier that is prominently cited in the literature – that people 
would prefer to “handle it in on their own” – was not included in the list. A large percentage of survey 
respondents were female-identified and foreign-born; these groups generally ranked structural barriers 
as higher and attitudinal barriers as lower in importance in comparison to male-identified and U-S born 
respondents, and this has an overall effect on total percentages, albeit small. Additionally, the survey 
was not designed to capture the respondents’ perceived need for services, other than by analyzing their 
responses to the question about concerns in which “I have no concerns” was not an option. In fact, 
some respondents wrote in the response “N/A” for both the question about concerns and the question 
about barriers. 
 
An analysis of the correlation between attitudinal and structural barriers and willingness to consider 
seeking counseling reveals an interesting disparity. Only 15% of survey respondents reporting at least 
one structural barrier and no attitudinal barriers would not consider seeking counseling. However, 69% 
of those reporting at least one attitudinal barrier and no structural barrier reported that they would not 
consider seeking counseling. This analysis seems to lead to the conclusion that, even if attitudinal 
barriers are less prevalent, they are more difficult to overcome in relation to utilization of formal mental 
health services. That is to say that structural barriers are not necessarily tied to unwillingness to seek 
counseling, while attitudinal barriers frequently are. 
 
All of the categories of barriers that were discussed in the literature review are intertwined, and 
attitudinal and structural barriers are not mutually exclusive. It may not be as useful to focus on one 
type of barrier as more prominent; rather “it is crucial to better understand a broader array of 
individual-, provider-, and system-level factors that may create barriers to care” (Shim et al., 2009, p. 
1336), in order to create comprehensive approaches to building strong community mental health 
systems. 
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RECOMMENDATIONS 

 
Conversations at community events and with Roots to Wellness partners focused on three overarching 
goals listed below. The associated recommendations are drawn from the findings of the survey, 
feedback shared by participants at community events, feedback shared by Roots to Wellness members 
during the two discussions held with them to discuss results, and recommendations from existing 
literature. They are designed to encourage a comprehensive and integrated approach to the creation of 
strong community-based mental health systems in the communities included in this study. As Cabassa et 
al. (2006) argue, 
 

Findings also suggest that a complex interplay of structural, economic, psychiatric, and cultural factors 
influence Latinos’ access to mental health services. These findings indicate that interventions aimed at 
improving access to mental health services must take a multidimensional approach that targets 
modifiable individual and structural factors. (p. 327) 

 
1) Increase accessibility of tailored, community-level information about mental health and available 
services. 
The survey revealed the importance of addressing the fact that people do not know where to go to 
access services. The literature adds to this understanding, as studies have found that Latinxs and 
immigrants in particular frequently do not know where to access services that are affordable and 
appropriate for them, and a number of articles recommended increasing awareness about where to 
seek care in these communities in order to increase utilization (Cabassa et al., 2006; Hom et al., 2015; 
Kim et al., 2011; Kouyoumdjian et al., 2003; Rastogi et al., 2012). A number of the recommendations 
shared by community event participants focused on the provision of community-based workshops 
targeted toward specific groups such as men, parents, and immigrants, as well as an increase in 
advertising and information about available services. 
 
Roots to Wellness members focused on the importance of increasing the visibility of services and 
tailoring messaging and language in a way that responds to low-literacy levels and an unfamiliarity with 
U-S systems, removes the stigma and misinterpretation of mental health services, and challenges the 
normalization of community-level trauma. They specifically focused on the connection between 
vocabulary and stigma, and highlighted the important differences between terms like therapy versus 
emotional support, group therapy versus a charla, or support group for anxiety versus a relaxation 
group. They underscored the importance of avoiding professional and other jargon and of using 
strengths-based terms like emotional wellness. They also made it clear that marketing should address 
the things that are important to community members, such as the availability of child care or the fact 
that providers will not ask for a social security number. 
 
Vogel, Wade, Wester, Larson, and Hackler (2007a) argue that promoting open discussion about mental 
health, engaging the social networks of individuals with a mental health problem in the help-seeking 
process, and facilitating outreach through the media can help to normalize having a mental health 
condition and help-seeking for mental health concerns. Studies have recommended mental health 
literacy campaigns that use strategies such as featuring public figures, maximizing social marketing, and 
presenting information through mainstream and ethnic television (Andrade et al., 2014; Cabassa et al., 
2006; Dewa & Hoch, 2015; Hom et al., 2015). Others suggest disseminating information through trusted 
local sources that are also used as mental health supports by Latinx communities, such as local primary 
care providers and faith leaders (Kouyoumdjian et al., 2003; Rastogi et al., 2012). It would be beneficial 
for these types of community leaders to receive the types of workshops that were suggested during the 
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community events and to be educated on the subtleties in the use of language that were highlighted by 
Roots to Wellness members so that, as trusted spokespeople, they can be well-versed in the subject of 
mental health. Finally, Roots to Wellness members recognized the potential to disseminate information 
not only through churches and clinics, but through local schools as well. 
 
2) Ensure that services are culturally relevant and community-based. 
The survey highlighted the fact that many community members in the study area feel as though services 
are located too far away, which underscores the need to strengthen and increase local mental health 
resources in order to increase geographic accessibility (Andrade et al., 2014; Kouyoumdjian et al., 2003; 
Kovandžić et al., 2011). Community-based services are also more likely to be tailored to the needs and 
interests of the community in which they are located. Parra-Cardona and DeAndrea (2016), for example, 
highlight the “cultural resonance that community clinics are likely to offer” (p. 291). As Latinxs are more 
likely to access primary care, many recommend more integration of mental health treatment into 
primary care contexts (Cabassa et al., 2006; López, 2002; Mojtabai et al., 2014; Parra-Cardona & 
DeAndrea, 2016; Vickers et al., 2013). 
 
Community event participants enumerated the things that make services responsive, including bilingual 
service providers, culturally informed and affordable services that are available on weekends and 
evenings, and free child care and transportation. The literature reinforces the importance of these 
factors (Caplan & Whittemore, 2013; Gamst et al., 2002; Guarnaccia et al., 2005; Kim et al., 2011; 
Kouyoumdjian et al., 2003; Kovandžić et al., 2011; Rastogi et al., 2012). As mentioned at length in the 
literature review, studies have provided evidence of the benefits of culturally adapting mental health 
interventions, particularly when clients and providers share the same culture, race, ethnicity, and/or 
language (Griner & Smith, 2006). For Latinx populations, studies suggest using client-centered 
approaches (Shattell et al., 2008), motivational interviewing (Hom et al., 2015), cognitive behavior 
therapy, family interventions, integration of the biological and social aspects of mental illness, 
(Guarnaccia et al., 2005), and services that incorporate constructs of “1. familismo, 2. personalismo, 3. 
respeto, 4. confianza, 5. dichos, 6. fatalismo, [and] 7. controlarse/aguantarse/sobreponerse” (Añez et al., 
2005, p. 224). It is also important to provide services in trusted community locations, such as schools 
(Rastogi et al., 2012). As Shattell et al. (2008) noted, 
 

Churches, schools, community centers, and public libraries were identified as invaluable assets for the 
Latino community, since these were among the few institutions where Latinos felt comfortable to 
congregate and socialize without fear of marginalization, persecution, or deportation. (p. 360) 

 
Studies recommend using existing support systems and social networks in Latinx communities to 
increase access to and utilization of mental health services (Guarnaccia et al., 2005; Rastogi et al., 2012; 
Valencia-Garcia et al., 2012). As discussed in the literature review, it is common for Latinxs to seek 
mental health support from “alternative,” or non-clinical sources, such as family, friends, religious 
leaders, and traditional healers. The composition of Roots to Wellness’ membership reflects the 
importance of non-clinical mental health supports, as it includes organizations that facilitate support 
groups and other informal mental health programming, as well as community health workers 
(promotorxs de salud), or trusted community leaders that are committed to mental health promotion. 
These members are an integral part of a comprehensive and culturally responsive community mental 
health system because they have a keen understanding of the cultural context surrounding mental 
health in their community and in the communities of origin of many immigrant community members, 
and because they can act as trusted liaisons. They are intentional about validating “traditional” 
indigenous knowledge about mental health, while they can also navigate the “traditional” clinical mental 
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health system; therefore, they are well-equipped to provide the kind of care coordination or case 
management that various studies recommend (Cabassa et al., 2006; Chavez-Korell et al., 2012; Vickers 
et al., 2013). 
 
The importance of informal mental health supports is reinforced by recommendations from community 
event participants and Roots to Wellness members. Community event participants called for 
community-led peer support groups. One participant felt that support groups had helped her more than 
professional support and medication. This type of support may be sufficient without the addition of 
clinical support depending on the severity of the condition; on the other hand it has been shown that 
clinical interventions are much more successful when they are complemented by strong family and 
social support networks, like those that support groups can provide (Guarnaccia et al., 2005). 
Additionally, Valencia-Garcia et al. (2012) found that social capital can improve mental health among 
Mexican American women, which constitute a large portion of the population in the study area. As 
community event participants mentioned, immigrants become disconnected from social supports that 
they had in their country of origin and are faced with navigating a new context; many Mexican 
immigrants living in the study area come from small communities with tightknit systems of social 
support.  
 
Roots to Wellness members also called for individual and family support groups, as they remove the 
stigma of receiving mental health support and talking about problems, connect people with peers who 
have similar experiences, and address the feelings of isolation that can be linked to mental health 
concerns. Roots to Wellness members have also seen how much more likely community members are to 
access clinical services if they know someone else who is enrolled, and studies have recommended the 
use of peer and gatekeeper initiatives to encourage enrollment and utilization (Cabassa et al., 2006; 
Hom et al., 2015).  
 
3) Influence policy and systems change that increases the funding and resources needed to strengthen 
comprehensive community mental health systems. 
In order to comprehensively address the systemic and structural barriers documented in this study, it is 
necessary to incorporate advocacy for policy and systems change into the approach. Advocacy on the 
local level can be focused on strengthening informal mental health supports by building on existing 
community assets, and on working with local clinical mental health providers to improve accessibility, 
quality, and cultural competency of services. 
 
It will require larger-scale policy advocacy to address the barriers that were the most commonly 
reported in the survey, including availability and cost of clinical mental health services in the 
communities included in the study area, as well as accessibility of health insurance coverage (Shattell et 
al., 2008). As mentioned, racial and ethnic disparities in mental health expenditures appear to be 
widening over time (Cook et al., 2007). Burns (2009) argues that, “Government funding for mental 
health services is disproportionately low compared with the burden of mental disability … [which] 
represents global discrimination against mental disability and its care at the level of policy makers, 
health planners, and governments” (p. 24). 
 
Funding is needed to hire more clinical mental health service providers in the community areas in this 
study in order to increase accessibility and utilization because, “the more behavioral health specialists 
there are in a community, the more likely individuals are to use these services (Horgan, 1986)” (Alegría 
et al., 2002, p. 1550). But it is of particular importance that a high percentage of these service providers 
be bilingual and culturally competent, and that they be Latinxs, people of color, and/or from the 
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communities in question (Griner & Smith, 2006; Kim et al., 2011; Kouyoumdjian et al., 2003; Rastogi et 
al., 2012). As Roots to Wellness members noted, it is difficult to hire bilingual, culturally-competent 
Latinx social workers because of a dearth of Latinxs in this field. Studies have recommended 
encouraging Latinxs to enter this industry by providing monetary incentives and tailoring training to 
Latinx communities (Kouyoumdjian et al., 2003; Rastogi et al., 2012). Roots to Wellness has encouraged 
the interest of local Latinx leaders in the field of mental health through the provision of multiple 
trainings, including a training designed specifically for local community health workers and facilitated by 
Roots to Wellness members. 
 
The U-S healthcare and health insurance system continues to be in flux, and advocacy is necessary to 
maintain existing insurance coverage, reduce barriers to coverage of mental health services, and 
increase coverage for the uninsured (Cabassa et al., 2006; Hom et al., 2015; Mojtabai et al., 2014; Parra-
Cardona & DeAndrea, 2016; Shattell et al., 2008). Advocacy should be attuned to the landscape of 
healthcare policy at the city, county, state, and federal level. However, a number of studies have argued 
that, even if health insurance were more accessible and cost were lower, low-income communities of 
color would continue to face disparities to care that are linked to broader socioeconomic disparities 
(Rastogi et al., 2012). Therefore, in order to truly create a strong community-based mental health 
system, it is necessary to advocate for a comprehensive platform that broadly addresses equity and 
access. 
 
Finally, it is important to place at the center and include those most impacted by mental health 
conditions in the planning and development of mental health services (Burns, 2009; Kouyoumdjian et 
al., 2003), as well as in advocacy movements. As Burns (2009) urges, 
 

While health care professionals arguably have a role to play as advocates for equality, non-discrimination, 
and justice, it is persons with mental disabilities themselves who have the right to exercise agency in their 
own lives and who, consequently, should be at the center of advocacy movements and the setting of the 
advocacy agenda. In support of this agenda, health care professionals need to become activists for the 
social and economic transformation of society into an environment in which those with mental disabilities 
can experience substantive equality. (p. 27) 
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APPENDIX B. TABLES OF RESULTS FOR OVERALL SAMPLE 

 
Community Area Subsamples by Gender Identity 

 South 
Lawndale 
(Little 
Village) 

Lower 
West 
Side 
(Pilsen) 

Archer 
Heights 

Brighton 
Park 

McKinley 
Park 

New City 
(Back of 
the Yards) 

West 
Elsdon 

Gage 
Park 

West 
Lawn 

Chicago 
Lawn 

Females 257 125 165 366 209 250 115 230 257 188 

Males 109 79 47 74 59 114 69 48 59 33 

 

Chi Square Table (Concerns) 

 Depression p<.05 Anxiety p<.05 Anger p<.05 Need for Parenting 
Support p<.05 

Acculturative Stress 
p<.05 

Gender X2(1)=7.08 
phi= .05 

 X2(1)=6.47 
phi= -.048 

  

Born In/Out US X2(1)=14.99 
phi=.077 

X2(1)=7.57  
phi=-.055 

X2(1)=5.58  
phi= -.047 

X2(1)=18.17 
phi=.085 

X2(1)=150.22 
phi= .243 

 

Chi Square Table (Consider Seeking Counseling) 

 Consider Seeking Counseling p<.05 

Gender X2(1)= 24.11 phi= .10 

Born In/Out US X2(1)= 38.93 phi= .135 

Survey Completed in English/Spanish X2(1)= 7.71 phi=.057 
 

Chi Square Table (Barriers) 

 Cost p<.05 Transport-
ation p<.05 

Child Care 
p<.05 

Lack of 
Insurance 
p<.05 

It Would 
Not Help 
P<.05 

Stigma 
p<.05 

Difficulty 
Finding 
Services in 
Preferred 
Language 
p<.05 

Lack of 
Nearby 
Services 
p<.05 

Don't know 
Where to 
Go p<.05 

Inconven-
ient Hours 
p<.05 

Gender X2(1)=8.13 
phi= .053 

X2(1)=14.98 
phi= .072 

X2(1)=58.55 
phi= .143 

 X2(1)=17.72 
phi= -.079 

X2(1)=4.79 
phi= -.041 

 X2(1)=8.12 
phi= .053 

X2(1)=10.31 
phi= .06 

X2(1)=5.4 
phi= -.044 

Born 
In/Out 
US 

X2(1)=39.28 
phi= .124 

  X2(1)=85.79 
phi= .184 

X2(1)=6.20 
phi= -.049 

 X2(1)=33.57 
phi= .115 

X2(1)=23.39 
ph= .096 

X2(1)=27.69 
phi= .104 

X2(1)=7.21 
phi= .053 
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Cross Tabulation Tables 

 Gender   

 Female Male    

 % Residuals 
Std 

% Residuals 
Std 

X2 Df P 

Would Consider 
Seeking 
Counseling 

77.5 1.1 22.5 -1.9 23.53 1 P<.05 

Would Not 
Consider 
Seeking 
Counseling 

66.7 -2.2 33.3 3.8 

Child Care is 
Barrier 

87 3.3 13 3.6 57.76 1 P<.05 

Child Care is 
not a Barrier 

72.4 -1.8 27.6 3.2 

 

 

 Born In/Out US   

 Born In Born Out    

 % Residuals 
Std 

% Residuals 
Std 

X2 df P 

Acculturative Stress is a 
Concern 

6.8 -8.8 93.2 4.3 148.95 1 P<.05 

Acculturative Stress is not a 
Concern 

26.9 6.6 73.1 -3.3 

Consider Seeking 
Counseling 

17.7 -2.5 82.3 1.3 38.11 1 P<.05 
 
 Would Not Consider 

Seeking Counseling 
31.2 5.0 68.8 -2.5 

Cost is a Barrier 
 

15.3 -3.7 84.7 1.8 38.65 1 P<.05 
 

Cost is not a Barrier 
 

25.3 4.2 74.8 -2.1 

Lack of Insurance is a 
Barrier 

10.2 3.9 89.8 3.2 84.84 1 P<.05 
 
 Lack of Insurance is not a 

Barrier 
25.3 5.1 74.7 -2.5 

Difficulty Finding Services 
in Preferred Language is a 
Barrier 

10.2 -4.7S 89.8 2.3 32.84 1 P<.05 
 
 
 Difficulty Finding Services 

in Preferred Language is 
not a Barrier 

21.8 2.3 78.2 -1.1 

Don’t Know Where to Go is 
a Barrier 

14.4 -3.7 85.6 1.8S 27.16 1 P<.05 
 
 
 

Don’t Know Where to Go is 
not a Barrier 

22.9 2.9 77.1 -1.5S 
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Mann-Whitney Tests (Concerns) 

 Depression is/is not Concern 
Median(0) 

N 

(Total= 2,406) 
Mean 
Rank 

Mann-Whitney U 

Consider Seeking Counseling 

Median(1) 
Depression is a Concern 1173 1313.6 U= 593,979 p<.01  

Depression is not a Concern 1233 1098.7 

 

 Anxiety is/is not Concern 
Median (0) 

N 

(Total= 2,406) 
Mean 
Rank 

Mann-Whitney U 

Consider Seeking Counseling 

Median(1) 
Anxiety is a Concern 852 1256.9 U= 616,446 p<.01  

Anxiety is not a Concern 1554 1174.1 

 

 Parenting Support is/is not Concern 
Median (0) 

N 

(Total= 2,406) 
Mean 
Rank 

Mann-Whitney 
U 

Consider Seeking Counseling 

Median(1) 
Need for Parenting Support is a 
Concern 

688 1295.1 U= 527952 
p<.01  

Need for Parenting Support is not a 
Concern 

1718 1166.8 

 

 Acculturative Stress  
Median (0) 

N 

(Total= 2,406) 
Mean Rank Mann-Whitney U 

Consider Seeking Counseling 

Median(1) 
Acculturative Stress is a 
Concern 

844 1256.5 U= 614367 p<.01  

Acculturative Stress is not a 
Concern 

1562 1174.8 

 

Mann-Whitney Tests (Consider Seeking Counseling) 

 Born In/Out US  
Median (1) 

N 
(Total= 2,137) 

Mean Rank Mann-Whitney U 

Consider Seeking Counseling 
Median(2) 

Born In US 438 947.54 U= 31,881 p<.05  

Born Outside US 1699 1100.31 

 

 Community Area 
Median (8) 

N 
(Total= 632) 

Mean 
Rank 

Mann-Whitney U 

Consider Seeking Counseling 
Median(2) 

New City (Back of the Yards) 288 333.6 U= 44,612 p<.05  

South Lawndale (Little Village) 344 302.19 

 

Mann-Whitney Tests (Barriers)  

 Transportation  
Median (0) 

N 
(Total =2,406) 

Mean 
Rank 

Mann-Whitney U 

Consider Seeking Counseling 
Median(1) 

Transportation is a Barrier 491 1301.9 U= 421772 p<.01  

Transportation is not a 
Barrier 

1915 1178.2 

 

 It Would Not Help  
Median (0) 

N 
(Total =2,406) 

Mean 
Rank 

Mann-Whitney U 

Consider Seeking Counseling 
Median(1) 

It Would Not Help is a 
Barrier 

288 981.1 U= 240960 p<.01  

It Would Not Help is not a 
Barrier 

2118 1233.7 
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 Family Disapproval 
Median (0) 

N 
(Total =2,406) 

Mean 
Rank 

Mann-Whitney U 

Consider Seeking Counseling 
Median(2) 

Family Disapproval is a Barrier 209 1259 U= 217,976 p<.01  

Family Disapproval is not a 
Barrier 

2197 1198.2 

 

Logistic Regression of Concerns    

 
 Chi-Square Df Sig 

Model 239.29 8 P<.05 

 

 -2 Log likelihood Cox & Snell R Square Nagelkerke R Square 

Model 2195.56 .095 .149 

 

 B S.E Wald Df Sig Exp(B) Lower Upper 

Depression -1.08 .115 88.53 1 <.05 .34 .271 .425 

Anxiety -.485 .117 17.08 1 <.05 .61 .48 .77 

Anger -.236 .128 3.39 1 .06 .79 .61 1.01 

Need for Parenting Support -.754 .133 32.31 1 <.05 .47 .36 .61 

Need for Relationship Support -.643 .149 18.61 1 <.05 .52 .39 .7 

Previous Trauma -.511 .128 15.99 1 <.05 .6 .46 .77 

Feeling Isolated -.517 .142 13.25 1 <.05 .59 .45 .78 

Acculturative Stress -.441 .117 14.17 1 <.05 .64 .51 .8 

 

Logistic Regression of Barriers 

 
 Chi-Square Df Sig 

Model 399.93 11 P<.05 

 

 -2 Log likelihood Cox & Snell R Square Nagelkerke R Square 

Model 2034.92 .153 .241 

 

 B S.E Wald df sig Exp(B) Lower Upper 

Cost -.983 .115 72.76 1 <.05 .374 .29 .46 

Transportation -.483 .160 9.12 1 <.05 .617 .45 .84 

Child Care -.707 .169 17.45 1 <.05 .493 .35 .68 

Lack of Insurance -.269 .126 4.56 1 <.05 .764 .59 .97 

It Would Not Help .714 .151 22.46 1 <.05 2.04 1.52 2.74 

Stigma .098 .207 .22 1 .63 1.1 .73 1.65 

Family Disapproval -.306 .213 2.07 1 .15 .736 .48 1.11 

Difficulty Finding Services in 
Preferred Language 

-.492 .16 7.02 1 <.05 .611 .42 .88 

Lack of Nearby Services -.878 .148 35.38 1 <.05 .416 .31 .55 

Don’t Know Where to Go -1.113 .139 64.39 1 <.05 .328 .25 .43 

Inconvenient Hours -.155 .160 .52 1 .47 .891 .65 1.21 
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APPENDIX C. RESULTS BY COMMUNITY AREA  

 
South Lawndale (Little Village) 
Lower West Side (Pilsen) 
Archer Heights 
Brighton Park 
McKinley Park 
New City (Back of the Yards) 
West Elsdon 
Gage Park 
West Lawn 
Chicago Lawn 
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