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Abstract 

 

Latino immigrants drastically underutilize mental health treatment services compared to 

other ethnic groups, despite rates of mental illness that are comparable to those observed among 

the general population. With regards to suicidal behavior specifically, twice as many Latino 

suicide attempters do not seek or receive psychiatric services in the year prior to attempting 

suicide, compared to non-Latino White attempters. The main objective of this study was to 

investigate whether provision of brief, passive psychoeducation in the form of a brochure could 

increase suicide literacy (i.e., recognizing suicidal behavior, understanding risk factors and 

causes of suicidal behavior), reduce stigma toward suicidal behavior, and facilitate more positive 

attitudes toward help-seeking among a population of first generation Latino immigrants. It was 

hypothesized that the participants randomly assigned to the experimental group receiving 

psychoeducation regarding suicide would demonstrate greater suicide literacy, less suicide 

stigma, and more positive attitudes toward help-seeking than participants randomly assigned to 

the control group receiving psychoeducation about exercise. Results revealed that, while 

psychoeducation did significantly increase suicide literacy, it was not effective at changing 

stigmatizing attitudes towards suicidal individuals or improving attitudes toward seeking 

professional psychological help. However, lower levels of stigma were associated with more 

positive attitudes toward seeking help. These findings support the potential for a brief 

educational intervention to increase literacy among this population, but raise questions about 

how to effectively reduce stigma and improve attitudes toward treatment-seeking.  
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I. Introduction 

The number of immigrants living in the United States has been increasing significantly 

over the past few decades.  There are approximately 39.9 million immigrants living in the U.S. 

today, which make up about 12.7% of our total population.  Over 50% of these immigrants are 

Latinos1 (Migration Policy Institute, 2011).  In fact, estimates indicate that the Hispanic 

population living in the U.S. will constitute approximately 30% of the national population by the 

year 2050 (U.S. Census Bureau, 2010).  In spite of the rapidly growing presence of Latinos in the 

U.S., prejudice and discrimination against this group persist in today’s society (Pérez, Fortuna, & 

Alegría, 2008).  Latino immigrants may be at an elevated risk for experiencing mental health 

problems as a result of the strains placed on them by discrimination and the process of navigating 

two different cultures (Falcon & Tucker, 2000; Finch, Hummer, Kolody, & Vega, 2001).  

Despite the large percentage of Latino immigrants residing in the U.S. and their added risk for 

experiencing mental health problems, relatively little research on immigrant mental health and 

treatment has been conducted (American Psychological Association, 2012).  

A.  Suicidal Behavior Among Latino Immigrants  

In 2012, suicide was the third leading cause of death for Hispanic Americans aged 15 to 

24 years and the fourth leading cause of death for those aged 25 to 34 years (Center for Disease 

Control and Prevention, 2012).  The lifetime prevalence of suicidal ideation among Latinos has 

been placed at 11.35%, and the lifetime prevalence for suicide attempts among Latinos has been 

placed at 5.11% (Borges, Orozco, Rafful, Miller, & Breslau, 2012).  Additionally, according to 

the 2011 National Survey of Drug Use and Health, 2.5% of Latinos reported having had serious 

                                                        
1 There has been much debate in the literature regarding use of the term “Latino” vs. the term 

“Hispanic”.  For the purpose of this paper, I will use the two terms interchangeably, guided by 

the original language of the work I am referencing. 
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thoughts of suicide within the past year, 0.8% reported having made suicide plans, 0.5% reported 

having attempted suicide, and only 0.2% had received medical attention following a suicide 

attempt (Figure 1).  Notably, when suicide rates are reported in fact sheets or described in the 

media, the numbers given often speak only to completed suicides.  Thus, people may 

underestimate the prevalence rate for suicidal behavior. Although the nomenclature for 

describing completed suicide and suicidal ideation has been the subject of considerable debate 

(e.g., De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 2006; O’Carroll et al., 1996), suicidal 

behavior is generally understood to encompass a wide range of acts, including suicidal ideation, 

making a suicide plan, attempting suicide, and completing suicide (e.g., Gvion & Apter, 2012; 

O’Connor, Gaynes, Burda, Williams, & Whitlock, 2013).  When the prevalence rates for these 

other behaviors are considered, it becomes apparent that suicidal behavior is in fact fairly 

common and a significant public health concern. 

Some of the mental disorders most commonly associated with suicidal behavior are 

mood, schizophrenia, substance use, personality, and anxiety disorders (Bertolote & 

Fleischmann, 2002; Mann, 2003). However, until the recent release of the fifth edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric 

Association, 2013), suicidal behavior was considered to be primarily a symptom of a major 

depressive episode or borderline personality disorder (Oquendo et al., 2008).  This was 

problematic because it created a situation in which clinicians were not explicitly guided by the 

DSM in the assessment of suicide risk if no evidence for major depression or borderline 

personality was identified.  In other words, the diagnostic algorithms accompanying previous 

versions of the DSM allowed for situations in which clinicians might overlook suicidal ideation 

or behavior. Fortunately, the DSM-5 has taken steps to improve upon some of these issues, and 
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suicidal behavior is now considered to be an independent entity that is related to a number of 

other mental disorders.  Chapters throughout the DSM-5 now highlight particular characteristics 

that may heighten an individual’s vulnerability to suicide, reflecting findings that suicidal 

behavior is not solely a concern for patients with mood or personality disorders.  Additionally, a 

component of the new edition of the DSM called “Section III” includes a number of assessment 

tools that are designed to help clinicians evaluate patients in a comprehensive way, independent 

of specific disorders.   

Previous research has shown that rates of suicidal behaviors among Latinos are similar to 

rates of suicidal behaviors observed in the general population (Borges et al., 2012; National 

Council of La Raza, 2005). However, findings regarding the relationship between immigrant 

status and suicidal behavior among a Latino population are mixed.  While some studies have 

found that Latino immigrants have a slightly higher rate of completed suicide than non-

immigrants (e.g., Wadsworth & Kubrin, 2007), others have found that U.S.-born Latinos have 

higher rates of suicidal ideation and attempts than Latino immigrants (e.g., Borges et al., 2012).  

Additionally, Borges and colleagues (2012) found that among foreign-born Latinos, those who 

had immigrated to the U.S. at age 12 or younger reported significantly higher levels of suicidal 

ideation and suicide attempts than those who had immigrated to the U.S. at age 13 or older.  

When exploring possible explanations for this finding, previous research has identified factors 

such as higher levels of perceived discrimination and lower Hispanic composition of social 

networks to be associated with an increased risk for suicidal ideation and attempts among Latino 

immigrants living in the U.S. (Perez-Rodriguez et al., 2014).   

B. Underutilization of Mental Health Treatment by Latino Immigrants 

 



4 
 

Despite evidence suggesting that Latino immigrants may be at an elevated risk for 

developing internalizing disorders (Falcon & Tucker, 2000; Finch et al., 2001), and possibly 

engaging in suicidal ideation and behavior (Wadsworth & Kubrin, 2007), Latinos living in the 

U.S. have been shown to dramatically underutilize mental health services compared to other 

ethnic groups (Alvidrez, 1999; Sue, Fujino, Hu, Takeuchi, & Zane, 1991; Vega, Kolody, 

Aguilar-Gaxiola, & Catalano, 1999).  Some of the most robust findings of Latino Americans’ 

underutilization of mental health services are from the National Latino and Asian American 

Study (NLAAS; Alegría et al., 2008), the Los Angeles site of the Epidemiologic Catchment Area 

Study (LA-ECA; Burnham, Hough, Karno, Escobar, & Telles, 1987), and the Mexican American 

Prevalence and Services Study (MAPSS; Vega et al., 1998).  Results from the NLAAS indicate 

that 63.6% of Latinos, compared with 40.2% of non-Latino Whites, did not access any mental 

health treatment in the year prior to the study (Alegría et al., 2008).  Similarly, results from the 

LA-ECA study indicate that non-Hispanic Whites are seven times more likely to use outpatient 

mental health services than Mexicans living in the U.S. who speak mostly Spanish, and that 

Mexicans who are less acculturated have very low use of any professional services (Burnham et 

al., 1987). Moreover, within the Latino population, immigrants with a diagnosable mental 

disorder are the least likely to use mental health services (Hough et al., 1987; Vega et al., 1999).  

For instance, the MAPSS study found that Mexican American immigrants use only 40% of the 

services that U.S.-born Mexican Americans do (Vega et al., 1998).   

This pattern of underutilization of mental health treatment holds with regard to suicidal 

Latino Americans.  For example, the 2008-2009 National Survey on Drug Use and Health found 

that Latino adults who reported engaging in suicidal thoughts or attempts were less likely than 

non-Latino Whites to seek or receive psychiatric services (Ahmedani et al., 2012).  In fact, 
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45.7% of Hispanic suicide attempters reported that they did not seek or receive psychiatric 

services in the year prior to attempting suicide, compared to 24.1% of non-Latino White 

attempters (Suicide Prevention Resource Center, 2013).  Furthermore, Latinos are less likely 

than other ethnic groups to call a crisis line during a suicidal crisis (Larkin, Rivera, Xu, Rincon, 

& Beautrais, 2011).  

Consistent with patterns found among the general population (e.g., Deen & Bridges, 

2011), Latino immigrants’ preferences are to rely on informal sources of care (e.g., family 

member, friend, priest) before turning to formal sources of care (e.g., social worker, doctor, 

psychiatrist) to cope with mental health problems (Cabassa & Zayas, 2007; Guarnaccia, 

Martinez, & Acosta, 2005).  Additionally, previous research has shown that Latinos with mental 

health problems are more likely to seek help from a general practitioner than from a mental 

health professional (Dwight-Johnson et al., 2010; Vega et al., 1999).  For example, Dwight-

Johnson and colleagues (2010) found that among a sample of depressed Latino patients taken 

from a primary care clinic, participants preferred treatment in primary care to specialty mental 

health care. Unfortunately, even when Latinos do seek help from a mental health professional, 

they are fairly likely to prematurely discontinue treatment (Santiago-Rivera et al., 2010; Sue et 

al., 1991).  There are numerous conceptual models in the existing literature that attempt to 

explain the diverse array of factors that may influence an individual’s decision to seek mental 

health treatment.  Perhaps one of the most influential of these models is the health belief model 

(Rosenstock, Strecher, & Becker, 1988), described next. 

C. Health Belief Model  

 The health belief model (Rosenstock et al., 1988) was originally proposed to aid in the 

exploration of different factors that lead to the use of health services.  The health belief model 
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proposes that a person’s decision to engage in a health-related behavior, such as treatment-

seeking, depends on that person’s perceptions of his or her susceptibility to the disorder, the 

severity of the disorder, and the benefits of and barriers to taking action to reduce susceptibility 

to or severity of the condition (Figure 2).  In order for an individual to take action, he or she must 

believe that the anticipated benefits of taking action outweigh the anticipated barriers 

(Rosenstock et al., 1988).   

Numerous studies have sought to identify some of the practical barriers that may prevent 

Latino immigrants from seeking mental health treatment.  The most commonly identified 

barriers to seeking care by Latino immigrants are lack of health insurance, inability to pay for 

services, language problems, and not knowing where to seek services (Cabassa & Zayas, 2007; 

Guarnaccia et al., 2005).  Other barriers that have been identified include inability to take time 

off of work, lack of childcare, lack of transportation, unemployment, and fear of deportation due 

to immigration status (Kouyoumdijian, Zamoanga, & Hansen, 2003; Santiago-Rivera et al., 

2010).  In a previous study assessing mental health needs and service utilization patterns among 

a sample of Hispanic immigrants residing in Northwest Arkansas, the most common barriers to 

service utilization identified by participants were cost (59%), lack of health insurance (35%), and 

language (31%) (Bridges, Andrews, & Deen, 2012).  In their attempt to identify effective barrier 

reduction strategies for Latino immigrants, Dwight-Johnson and colleagues (2010) found that 

individual education sessions, telephone sessions, transportation assistance, and inclusion of the 

family in a treatment plan were all barrier reduction strategies that would enhance Latinos’ 

likelihood of accepting mental health treatment.  Although these findings are noteworthy, there is 

still much we do not know about the set of specific factors that may be related to Latinos staying 

in treatment or dropping out prematurely (Santiago-Rivera et al., 2010).  Relatively few studies 
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have examined Latino immigrants’ perceptions of the potential benefits to seeking mental health 

treatment.  Results from Cabassa and Zayas’ (2007) study demonstrated a positive association 

between patients’ perceptions that their doctors would listen to them and act in their best interest 

and their likelihood of seeking help from professional providers, indicating that the formation of 

a trusting patient-provider alliance seems to be of the utmost importance among this population. 

Inherent in the health belief model is the idea that the four constructs (i.e., perceived 

susceptibility, perceived severity, perceived benefits, and perceived barriers) are all modified by 

other personal variables, such as culture, education level, and past experiences (Figure 2).  

Additionally, the health belief model posits that a person’s behavior is influenced by external 

cues to action.  Cues to action are events, people, or situations that push people to change their 

behavior.  Examples include media reports, advice from others, and illness of a family member. 

Since its creation, the health belief model has grown to become one of the most commonly used 

conceptual models in research examining treatment-seeking behavior. 

D. Modifying Socio-Cultural Factors 

According to the health belief model, the combined perception of benefits and barriers to 

action is only one component determining an individual’s likelihood of seeking care.  The 

modifying effects of socio-cultural factors such as stigma and mental health literacy are also 

critical to understanding health behavior.  For the purpose of this study, I aimed to examine the 

specific influences of stigma and mental health literacy on attitudes toward treatment-seeking.  

Stigma has been defined as the fostering of negative and often incorrect attitudes towards a 

particular group of people (Corrigan & Penn, 1999).  Mental health literacy refers to knowledge 

about mental disorders and includes the ability to recognize specific disorders, knowledge and 

beliefs about risk factors and causes, and attitudes that facilitate recognition and help-seeking 
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behavior (Jorm, 2000). Both lower levels of mental health literacy and higher levels of stigma 

have been identified as factors that may prevent appropriate help-seeking behavior (Barney, 

Griffiths, Jorm, & Christensen, 2006; Corrigan, 2004; Jorm, 2000; Link & Phelan, 2006).  

Although various studies have identified potential practical barriers that may explain the pattern 

of underutilization of mental health care services among Latino immigrants, fewer studies have 

assessed the role of socio-cultural modifying factors such as mental health literacy and stigma on 

attitudes toward help-seeking among Latino immigrants.  

E. Mental Health Literacy 

 Very few studies have investigated levels of mental health literacy among a Latino 

immigrant population.  Furthermore, to my knowledge, all of the existing studies that have 

investigated mental health literacy among a Latino population have only looked at knowledge of 

depression specifically.  Thus, further research is needed to investigate levels of mental health 

literacy among Latino immigrants with regard to other mental health problems, such as anxiety 

and suicidal behavior.  Notably, the few studies that have looked at depression literacy among 

this population have found that Latino immigrants tend to have low depression literacy rates.  

For example, in one study by Cabassa (2007), 56 Latino immigrant men were presented with a 

vignette depicting an individual suffering from major depression.  They struggled to accurately 

identify the condition - only 39% of the participants described the vignette as depression, while 

others described as a debilitating condition caused by social stressors that would improve with 

time.  However, this low rate of depression literacy among Latino men is consistent with the low 

depression literacy rates exhibited by non-Latino Whites.  For example, Deen and Bridges 

(2011) found that among a sample of rural White men, only 35% were able to correctly identify 

depression using the same vignette methodology employed by Cabassa (2007).  Depression 
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literacy rates among mixed gender samples were found to be similar between Latinos and non-

Latino Whites as well; in Cabassa’s study (2007) 55% of a sample of Hispanic immigrant 

patients demonstrated depression literacy, while in Deen and Bridges’ study (2011), only 53% of 

a sample of rural White Americans demonstrated depression literacy.  In addition, in Cabassa’s 

study (2007), almost all of the participants reported that they would prefer counseling over 

medication treatments and many reported misconceptions about the effects of antidepressant 

medications.  Sixty-one percent of the participants agreed that antidepressants were addictive, 

and 41% had strong convictions that they made people feel drugged (Cabassa, 2007). As stated 

above, additional research is needed to gain a better understanding of levels of mental health 

literacy among a Latino immigrant population.    

F. Stigma Regarding Mental Illness 

 Previous research has shown that both having a mental illness and seeking mental health 

treatment are highly stigmatized among many Latinos (Interian et al., 2010; Vega, Rodriguez, & 

Ang, 2010).  In a study by Marquez and Ramirez García (2013), Mexican caregivers who were 

responsible for adult relatives with a serious and persistent mental illness reported lack of family 

support, stigma, and cultural beliefs such as vergüenza (shame) and negación (denial) as barriers 

to seeking formal treatment in a mental health facility.  One caregiver stated, “Mexican families 

are afraid to look for services because they are worried about what others will say.  We have 

been raised to have shame if there is illness in the family so we hide it.” (Marquez & Ramirez 

García, 2013, p. 405).  In another study, Nadeem and colleagues (2007) aimed to examine the 

extent to which stigma-related concerns about mental health care account for the underutilization 

of mental health treatment services among low-income immigrant and U.S.–born Black and 

Latina women.  Interestingly, they found that stigma reduced the desire for mental health 
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treatment for immigrant women with depression to a greater extent than it did for U.S.-born 

White women with depression.  Due to the limited number of available studies, further research 

is needed in order to clarify the nature of the effects of stigma on mental health treatment-

seeking behavior among Latino immigrants.   

G. Stigma Regarding Suicidal Behavior  

 Suicidal behavior is highly stigmatized.  In fact, evidence for judgment against suicidal 

behavior dates back to the fourth century.  Negative attitudes toward suicidal behavior intensified 

with the rise of Christianity, as suicide is considered unacceptable within Christian values 

(Tadros & Jolley, 2001).  To this day, there continues to be a strong association between 

Christian religious values and disapproval of suicidal behavior.  Although this association may 

serve as a protective factor against completed suicide among a highly religious population 

(Hovey, 1999; Sorenson & Golding, 1988), higher stigma surrounding suicidal behavior is 

generally considered harmful, as it may discourage people from talking about their suicidal 

thoughts or seeking necessary professional help for fear of being labeled as weak, lacking faith, 

coming from bad families, or being labeled ‘mad’.  In fact, some evidence suggests that as many 

as 68% of people who complete suicide have no contact with mental health services in the year 

before suicide (Luoma, Martin, & Pearson, 2002).  Little research has specifically examined why 

those at risk for suicide do not seek help, but in general, it has been shown that stigmatizing 

attitudes toward people with mental illness may reduce appropriate help-seeking (Link & Phelan, 

2006).  Thus, it is reasonable to assume that decreasing stigmatizing attitudes toward suicidal 

behavior may lead to increased openness to help-seeking among those who are at risk for suicide.   

The existing literature is greatly lacking with regard to research that assesses the extent to 

which suicide stigma is a barrier to help-seeking and attempts to determine whether intervention 
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programs are effective in decreasing this stigma (Batterham, Calear, & Christensen, 2013a).  In 

particular, intervention studies are needed to determine whether suicide literacy and attitudes 

toward suicidal behavior can be modified in a community sample, and whether such 

modifications can result in more positive attitudes toward help-seeking.  As such, increasing 

help-seeking and referrals for individuals at risk for suicide by decreasing stigma has been 

defined as a key aspirational goal in the National Action Alliance for Suicide Prevention’s 

Research Prioritization Task Force’s 2014 prioritized research agenda (National Action Alliance 

for Suicide Prevention, 2014).   

H. Psychoeducation 

 Previous research suggests that in general, psychoeducational interventions can lead to 

reduced stigma surrounding mental health issues and increased mental health literacy (Corrigan 

& Penn, 1999; Griffiths, Christensen, Jorm, Evans, & Groves, 2004; Jorm et al., 2003).  

Psychoeducational interventions are defined as those that offer information regarding mental 

disorders to individuals with the intention of changing behavior (Donker, Griffiths, Cuijpers, & 

Christensen, 2009). Psychoeducation can be categorized as either passive or active.  Donker and 

colleagues (2009) have explained that passive psychoeducation, which can be offered through 

leaflets, posters, audio-visual aids, lectures, internet material or software, does not require 

specific action on the part of the recipient.  Conversely, active psychoeducation requires the 

recipient to undertake explicit homework or exercises, and is often delivered in the context of 

treatment.   

Although many studies have assessed the effectiveness of active, in-person 

psychoeducation (Lukens & McFarlane, 2004), fewer studies have investigated the effectiveness 

of brief, passive psychoeducation (Donker et al., 2009).  This trend in the literature is 
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unfortunate, since brief, passive psychoeducation is common, as it is much easier and less 

expensive to provide than active psychoeducation and treatment.  Certainly, further research on 

the effectiveness of different forms of psychoeducation delivered across various settings is 

critical. Lukens and McFarlane (2004) supported this claim, and added that outcome measures of 

future investigations should assess the effects of psychoeducation on an individual’s knowledge 

and attitudes toward the target disorder, as well as the individual’s social functioning and self-

efficacy.  In other words, there are multiple variables of interest that can speak to the 

effectiveness of psychoeducation in improving a wide array of domains of functioning.   

Little research has assessed whether provision of psychoeducation can be effective in 

suicide prevention (Batterham et al., 2013a).  In particular, the existing literature on the subject 

suggests that suicide literacy and stigma reduction programs should target men, people of 

culturally diverse backgrounds, and those with lower levels of education (Batterham et al., 

2013a).  Given the low mental health literacy (Cabassa, 2007) and high levels of stigma 

surrounding mental illness and treatment-seeking (Interian et al., 2010; Vega et al., 2010) 

observed among Latino immigrants, as well as findings suggesting that low levels of mental 

health literacy and high levels of stigma can negatively influence an individual’s attitudes toward 

treatment-seeking (Corrigan, 2004; Nadeem et al., 2007), it seems there is a clear need for 

studies examining the effects of providing psychoeducation to this population. 

I. Purpose of the Present Study 

As discussed above, previous research has shown that in general, mental health literacy is 

low among Latino immigrants and that mental illness, particularly suicidal behavior, is highly 

stigmatized among this group.  Additionally, it has been shown that Latino immigrants 

drastically underutilize mental health treatment services compared to other populations.  
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However, research examining the influences of suicide literacy (i.e., ability to recognize suicidal 

behavior, understanding of risk factors and causes of suicidal behavior) and suicide stigma on 

Latino immigrants’ attitudes toward professional mental health treatment is still severely lacking. 

Guided by the health belief model, the current study posits that treatment underutilization by 

Latino immigrants may be partially explained by lower mental health literacy which, in turn, is 

associated with higher levels of stigma.  

Due to the drastic underutilization of mental health services by Latino immigrants despite 

comparable rates of suicidal behaviors, research examining the effectiveness of brief passive 

psychoeducation regarding suicide for this population is imperative.  If brief, passive 

psychoeducation can be successful at increasing suicide literacy, decreasing suicide stigma, and 

increasing positive attitudes toward treatment-seeking among Latino immigrants, it will have 

important clinical implications for the field of suicide prevention. Thus, this study aimed to 

examine whether suicide literacy, suicide stigma, and attitudes toward treatment-seeking could 

be modified in a Latino immigrant population through the provision of brief, passive 

psychoeducation on the topic of suicide. More specifically, I aimed to examine whether reading a 

brochure on the topic of suicide could increase suicide literacy, decrease suicide stigma and 

increase positive attitudes toward treatment-seeking (Figure 3).  I hypothesized that the 

experimental group receiving psychoeducation regarding suicide would demonstrate greater 

suicide literacy, less suicide stigma, and more positive attitudes toward help-seeking than the 

control group receiving psychoeducation about exercise. 

II. Method 

 

A. Participants 
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A total of 80 first-generation, immigrant-origin Latino adults participated in the present 

study. The participants were recruited at five community events that took place in a mid-southern 

region of the United States between May 2 and October 17, 2015. The final sample consisted of 

78 participants, because a significant proportion of responses were missing for two participants. 

Participants ranged in age from 21 to 70 years (M = 36.2, SD = 9.9) and were 70.5% female.  

Eighty-five percent of the participants identified as Mexican, 8% identified as being from 

another country in Central America, 6% identified as Puerto Rican, and 1% identified as South 

American. Participants’ time spent living in the United States ranged from 0.8 to 45 years (M = 

17.6, SD = 9.0). Eighty-six percent of the participants identified as Catholic. Only 64% of the 

participants had graduated from high school.  

B. Materials 

 Suicide Brochure. The brochure detailing information about suicide was a National 

Institute of Mental Health publication (U.S. Department of Health and Human Services, 2010) 

that included information on prevalence statistics, risk factors, prevention methods, and crisis 

help lines for suicide (Appendix A).  It was available in both English and Spanish from the 

publisher.   

 Walking Brochure.  The brochure detailing information about walking was a Weight-

Control Information Network publication (U.S. Department of Health and Human Services, 

2014) that included information on stretches that can be performed prior to walking, a sample 

walking routine, and the potential health benefits of walking (Appendix B).  It was available in 

English and Spanish from the publisher.    

 Vignette. A vignette describing a depressed individual who has recently attempted 

suicide was used to assess participants’ levels of suicide literacy, suicide stigma, and attitudes 
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toward seeking professional help.  The vignette describes an individual who has been feeling 

depressed, has lost interest in things that once gave him pleasure, has lost touch with friends, 

feels like he is a burden on his family, and has recently tried to kill himself (Appendix C).  

Vignettes are commonly used to assess mental health literacy (e.g., Bridges, Karlsson, & Lindly, 

2014; Cabassa, 2007; Deen & Bridges, 2011).  In fact, this type of methodology been shown to 

be effective in assessing literacy among diverse populations such as rural Americans (e.g., Deen 

& Bridges, 2011) and Latino immigrants (e.g., Cabassa, 2007).  The vignette used in the current 

study was adapted from a depression vignette created by Deen and Bridges (2011).  

C. Measures 

Suicide Literacy.  Participants’ suicide literacy (i.e., knowledge of suicide) was assessed 

using the short form of the Literacy of Suicide Scale (LOSS) created by Calear, Batterham, and 

Christensen (2012).  The short form of the LOSS consists of 12 true/false items assessing 

knowledge about suicide.  For the purpose of this study, these items were reworded to pertain to 

the situation described in the vignette (Appendix D).  Example items include, “[The person 

described in the vignette] will always be suicidal and entertain thoughts of suicide” and “Seeing 

a psychiatrist or psychologist may have helped prevent [the person described in the vignette] 

from trying to kill himself”.  Item response theory was used to identify items that had the 

strongest discrimination of the underlying literacy construct (Calear et al., 2012).  The scale 

provides a total literacy score (percent correct), and can be broken down into three literacy 

themes: signs/symptoms, cause/nature, and treatment/prevention, for identification of individual 

strengths and weaknesses (Calear et al., 2012).   

Suicide Stigma. Participants’ desire for social distance from suicidal individuals was 

assessed using a revised version of the Social Distance Scale developed by Link and colleagues 
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(1999).  In this study, the Social Distance Scale includes five items that ask participants about 

their likelihood of interacting with the suicidal individual described in the vignette on a number 

of social levels (Appendix E).   An example item is, “Would you spend an evening socializing 

with [the person described in the vignette]?”  Possible responses to each item include 0 = 

definitely not, 1 = probably not, 2 = probably, and 3 = definitely.  Scores on each item are 

summed to represent an overall social distance score, with lower scores indicating a greater 

desire for social distance from suicidal individuals.  This is a commonly used measure of stigma 

surrounding mental illness, and it has been shown to have good to excellent internal consistency 

with Cronbach’s alphas ranging from .75 to greater than .90 (Link et al., 2004).  Additionally, the 

Social Distance Scale has been shown to have convergent validity with the Depression Stigma 

Scale (r = .53). This measure has been used for Latino samples before, and has demonstrated 

adequate internal consistency in use with Latino samples (Cronbach’s alpha = .75).  The 

Cronbach’s alpha in the present study was .90. 

Participants’ stigma surrounding suicide was also assessed using the short version of the 

Stigma of Suicide Scale (SOSS; Batterham et al., 2013b).  For the purpose of this study, the 

SOSS was reworded so that the questions referred specifically to the suicidal individual 

described in the vignette, rather than assessing stigma towards people who die by suicide 

generally.  The short version of the SOSS includes 16 items that can be rated on a 5-point rating 

scale (1 = strongly disagree to 5 = strongly agree).  Three main aspects of suicide stigma are 

assessed within the SOSS: Stigma, Isolation/Depression, and Glorification/Normalization.  Some 

example items include: “[the person described in the vignette’s] attempt to commit suicide was 

shallow” and “[the person described in the vignette’s] attempt to commit suicide was because he 

felt isolated”.  The SOSS demonstrates strong convergent validity with the Suicide Opinion 
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Questionnaire, which also includes questions regarding the stigma, isolation, and acceptability of 

suicide.  Additionally, the short version of the SOSS has adequate internal consistency 

(Cronbach’s alpha = .70).  To my knowledge, this scale has yet to be tested among a Latino 

sample (Batterham et al., 2013a).  Only the 8 items from the stigma subscale of the SOSS were 

utilized for the present study (Appendix F).  The Cronbach’s alpha for the present sample was 

.73. However, because the reliability of this stigma scale was much worse than that of the Social 

Distance Scale and it did not have any unique predictive value with any of the variables of 

interest (see correlations in Table 1), it was excluded from further analyses and only the Social 

Distance Scale was used to index stigma.  

Attitudes Toward Help-Seeking.  Participants’ attitudes toward seeking care were 

assessed using a revised version of the Attitudes Toward Seeking Professional Psychological 

Help Scale – Short Form (ATSPPH-S; Fischer & Farina, 1995). This inventory consists of 10 

items that intend to measure participants’ attitudes toward mental health treatment.  For the 

purpose of this study, the questions were reworded so that they pertained specifically to the 

situation described in the vignette (Appendix G). Items are rated on a 4-point rating scale with 

response options ranging from 0 = disagree to 3 = agree.  An example item is, “[The person 

described in the vignette] is not likely to solve his emotional problems alone; he is likely to solve 

them with professional help”.  Scores range from 0-30, with higher scores indicating more 

positive attitudes toward seeking psychological treatment.  This measure has been shown to have 

good internal consistency for a Latino sample (Cronbach’s alpha = .83; Rojas-Vilches, Negy, & 

Reig-Ferrer, 2011), as well as adequate construct and criterion validity (Elhai, Schweinle, & 

Anderson, 2008). In the present study, the Cronbach’s alpha for the entire scale was .62. Follow-

up analyses revealed that the reliability of the scale improved significantly upon deletion of the 
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five reverse-scored items. As such, the five positively-worded items of the scale were the only 

items included in the analyses. The Cronbach’s alpha for the revised scale was .80.  

Demographics. General demographic information about the background and current 

living circumstances of participants was also collected.  A demographics form assessed 

participant age, sex, ethnicity, marital status, education, religious affiliation, amount of time 

living in the U.S., and financial strains (Appendix H).  Participants’ past help-seeking behavior 

was assessed with a question that asked whether they had experienced a problem similar to the 

scenario described in the vignette and, if so, whether they told a family member, friend, priest, 

doctor, or psychologist about their problem (Appendix J).   Participants were asked to indicate 

how often they had thought about killing themselves in their lifetime, how many times they had 

ever attempted suicide and, if so, how much they wished to die during their most serious attempt 

(Appendix K).  Participants’ exposure to suicide was also assessed by way of a 10-level multiple 

choice item, with the highest level of exposure recorded out of no exposure (0), having observed 

suicide in a movie or television show (1), having watched a documentary on suicide (2), having 

had a colleague who attempted or died by suicide (3), having provided services to someone who 

attempted or died by suicide (4), having had an acquaintance who attempted or died by suicide 

(5), having had a relative who attempted or died by suicide (6), having had a close friend who 

attempted or died by suicide (7), having lived with someone who attempted or died by suicide 

(8), or having personally attempted suicide (9) (Appendix K).   

D. Procedure 

Potential participants were recruited from five regional community events.  Inclusion 

criteria were such that participants had to self-identify as a first-generation Latino immigrant, be 

18 years of age or older, and be fluent in either Spanish or English.  From this convenience 
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sample, participants were randomly assigned to either the control or the experimental condition.  

Participants in the experimental group received information from a brochure on suicide 

(Appendix A; U.S. Department of Health and Human Services, 2010), while participants in the 

control group received information from a brochure on walking (Appendix B; U.S. Department 

of Health and Human Services, 2014).  Due to concerns about the functional literacy of the 

sample, all participants were also given the option to listen and follow along to a language-

congruent audio recording of the brochure.  After receiving information from the brochure, all 

participants filled out a questionnaire packet that assessed their suicide literacy, stigma towards 

suicidal behavior, attitudes toward seeking treatment for suicidal behavior, past service 

utilization, current and past suicidal ideation, previous suicide attempts, exposure to suicide, and 

demographic information.  

All measures that did not have a Spanish form available were translated to Spanish using 

the Brislin (1970) method. Specifically, bilingual researchers forward-translated and back-

translated each measure. Measures that were available in Spanish had been previously translated 

using a double-translation procedure, and had been found to be reliable and valid as above. 

Questionnaires were available in both Spanish and English. 

Trained facilitators were on hand to read or clarify survey questions for individual 

respondents who required additional assistance. Consent forms were read and signed by 

individuals who wished to participate. Human subjects approval for these procedures from the 

institutional review board of the University of Arkansas was obtained (Appendix L).  Surveys 

took about 30-45 minutes to complete.  Respondents were compensated with $10 as incentive to 

participate.   

E. Analytic Strategy 
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Power Analysis. Previous research examining the effects of brief, passive 

psychoeducation on knowledge of intimate partner violence among a sample of Latinos living in 

the U.S. found a Cohen’s f2 effect size of 0.30 (Bridges et al., 2014), which represents a large 

effect (Cohen, 1988).  For the purpose of this study, I powered more conservatively for a 

medium effect size of f2 = 0.15.  A preliminary power analysis indicated that in order to detect a 

medium effect of f2 = 0.15 at an alpha level of 0.05 and with 80% power using a regression-

based approach with three predictors and two covariates, a sample size of 77 participants was 

needed.  

Data Screening. The data were entered in IBM SPSS 21. Descriptive statistics were 

obtained in order to screen the data for collinearity, outliers, and missing values. Missingness 

was examined by dummy coding missingness and then correlating it to sociodemographic 

variables, independent variables, and outcome measures (Allison, 2002; Enders, 2010).  

Missingness was positively associated with lower levels of education and acculturation.  For 

participants that had more than 80% of responses for any given scale, a total score was calculated 

for that scale by taking the average of the items answered and multiplying this average by the 

number of items in the scale.  For participants that answered at least 10 out of 12 questions on 

the literacy quiz, a percentage score was calculated based on the total number of items answered.  

The data were examined to ensure compliance with the assumption of normality.  A 

correlation of r > .9 or a Variance Inflation Factor (VIF) greater than 10 was used as a 

benchmark for multicollinearity (Myers, 1990).  None of the variables were redundant; thus, all 

of them were included in the subsequent analyses. Outliers were considered to be data points that 

fell outside of three standard deviations from the mean of a scale. Only one outlier was present in 

the data. The data were then examined for the presence of kurtosis and skewness, using 



21 
 

benchmarks of ≥2 for skewness and ≥4 for kurtosis respectively (Tabachnick & Fidell, 2007). 

There was no significant skewness or kurtosis on any of the variables used. 

Analyses. Pearson product moment correlations were completed as indices of association 

between continuous variables. Point-biserial correlations were completed as indices of 

association between continuous variables and gender. In addition, t-tests were used to examine 

differences between the control and experimental groups on the main variables of interest. 

Finally, to further explore the nature of the relationships between the variables of interest and to 

test my hypothesized serial mediation model, I performed a path analysis using the AMOS 18.0 

statistical package (Arbuckle, 2006). Indices of goodness of data fit included chi-square (with 

nonsignificant p-value as the criterion for fit); Comparitive Fit Index (CFI) (with CFI greater 

than .95 as the criterion for fit); and the Root Mean Square Error of Approximation (with 

RMSEA less than .06 as the criterion for fit; Schumacker & Lomax, 2012). Path analysis was 

performed because it allows for examination of situations in which there are hypothesized 

“chains” of influence and multiple dependent variables. 

III. Results 

A. Descriptive Statistics 

 The means and standard deviations of all of the variables of interest are shown in Table 1. 

Participants demonstrated a comparable level of suicide literacy to that found in previous studies 

(e.g., Batterham et al., 2013a; Calear, Batterham, & Christensen, 2014).  Participants reported a 

low level of stigma (a mean score of 11.37 suggests that the sample is “probably willing” to 

interact with a suicidal person).  Finally, participants reported fairly positive attitudes toward 

seeking professional psychological help (a mean score of 11.95 across the five positively worded 



22 
 

items suggests that the sample at least “partially agrees” that seeking professional psychological 

help for suicidality would be helpful).   

Participants reported a mild level of depression overall.  Using the clinical cutoff scores 

proposed by Lewinsohn, Seeley, Roberts, and Allen (1997), 34.6% of the participants had scores 

suggestive of moderate depression, whereas the remainder fell below the clinical cutoff. Seventy 

percent of the sample has never experienced any suicidal ideation, 16.7% said that they had 

rarely thought about killing themselves in their lifetime, 6.4% said that they had sometimes 

thought about killing themselves in their lifetime, 3.8% said they had often thought about killing 

themselves in their lifetime, and 1.3% said that they had thought about killing themselves in their 

lifetime very often. Furthermore, 88.5% of the sample indicated that they have never attempted 

suicide, while 5.1% reported one prior attempt and 5.2% reported two or more prior attempts. Of 

those that attempted suicide, 14% reported a low desire to die during their most recent attempt 

and 86% reported a high desire to die during their most recent attempt.  

B. Correlations Between Study Variables 

Table 1 shows the intercorrelations between the variables in the study.  Most of the 

relationships were in the hypothesized direction.  Acculturation had a significant negative 

association with non-stigmatizing attitudes toward suicidal behavior (as measured by the Social 

Distance Scale). Level of education had a significant positive association with literacy scores at 

time one (prior to receiving psychoeducation) and time two (immediately following 

psychoeducation). Depression was strongly positively associated with suicidal behavior, and 

exposure to suicide had a significant moderately positive relationship with literacy at time two.  

Non-stigmatizing attitudes toward suicidal behavior (as measured by the Social Distance Scale) 

was moderately associated with positive attitudes toward help seeking for suicidality.  
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C. Effects of Psychoeducation 

Independent samples t-tests were run to compare literacy scores, stigma, and attitudes 

toward seeking help after receiving psychoeducation in the control and experimental conditions. 

There was a significant difference between literacy percent correct scores for the experimental 

(M = 82%, SD = 13%) and control (M = 76%, SD = 12%) conditions, t(76) = 2.16, p = .03.  

These results indicate participants who received brief, passive psychoeducation about suicide 

performed better on a suicide literacy quiz than participants who received psychoeducation about 

walking.  There was not a significant difference between non-stigmatizing attitude scores for the 

experimental (M = 11.00, SD = 3.29) and control (M = 11.76, SD = 2.76) conditions, t(74) = -

1.07, p = .29. There was also not a significant difference in positive attitudes toward seeking help 

between the experimental (M = 12.33, SD = 2.42) and control (M = 11.56, SD = 2.43) 

conditions, t(76) = 1.40, p = .17. These results suggest that brief, passive psychoeducation about 

suicide was not effective at changing stigmatizing attitudes toward suicidal individuals, nor was 

it effective at improving attitudes toward seeking professional psychological help. 

D. Path Analyses  

To test the hypothesized mechanism of change, I performed a path analysis using full 

information maximum likelihood estimation because the data were distributed normally (Kline, 

2005).  First, the full model (Model 1; Figure 4) was examined.  The model included three sets of 

predictors of attitudes toward seeking help: psychoeducation, literacy after receiving 

psychoeducation, and non-stigmatizing attitudes, as well as two covariates (baseline literacy and 

educational attainment).  Results showed that the model provided a good fit for the data, χ2 (3) = 

0.38, p = .944, CFI = 1.00, RMSEA = .00, 90% confidence interval for RMSEA = .00 - .03.  

Because I had hypothesized that psychoeducation would affect help seeking attitudes through 
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increased literacy and, in turn, decreased stigma, a second path model (Model 2; Figure 5) was 

examined that excluded direct paths from psychoeducation condition to stigma and help seeking 

attitudes, and from literacy to help seeking attitudes.  This model also fit the data well, χ2 (6) = 

3.69, p = .718, CFI = 1.00, RMSEA = .00, 90% confidence interval for RMSEA = .00 - .11. This 

trimmed model was not statistically inferior to the full model, Χ2
diff (3) = 3.31, p > .05.  

In the final model, psychoeducation was significantly associated with literacy, after 

controlling for baseline literacy and educational attainment. Non-stigma was also strongly 

positively associated with positive attitudes toward seeking psychological help. However, 

literacy did not predict reductions in stigma, nor did it directly or indirectly predict increases in 

positive attitudes towards help-seeking for suicidality. 

IV. Discussion 

Due to the drastic underutilization of mental health services by Latino immigrants despite 

rates of suicidal behaviors that are comparable to those found in the general population, research 

examining factors that may influence help-seeking for this population is imperative.  Although 

previous research has shown that mental health literacy is low and mental illness, particularly 

suicidal behavior, is highly stigmatized among Latino immigrants, research examining the 

influences of suicide literacy and suicide stigma on Latinos’ attitudes toward professional mental 

health treatment is still severely lacking.  Guided by the health belief model, the current study 

investigated whether treatment underutilization by Latino immigrants could be partially 

explained by lower mental health literacy which, in turn, would be associated with higher levels 

of stigma.  Relatedly, I also investigated whether brief, passive psychoeducation would increase 

suicide literacy, decrease suicide stigma, and increase positive attitudes toward treatment-seeking 

among Latino immigrants. 
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I hypothesized the experimental group that read a brochure about suicide would 

demonstrate greater suicide literacy than the control group that read a brochure about walking. 

This hypothesis was supported.  Psychoeducation in the form of a brochure was found to have a 

small but significant effect on literacy; participants in the experimental group scored five 

percentage points higher on a suicide literacy quiz than participants in the control group, 

controlling for level of educational attainment and baseline literacy.  Of note, participants with 

higher educational attainment not only demonstrated greater literacy at baseline, but also were 

more likely to show an increase in literacy after receiving psychoeducation.  This is consistent 

with previous findings showing psychoeducation is generally more effective for individuals who 

are already knowledgeable and agree with its message (Devine, 1995).   

I also hypothesized the experimental group would demonstrate lower levels of stigma and 

more positive attitudes toward seeking help than the control group.  These hypotheses were not 

substantiated.  Although brief, passive psychoeducation increased literacy rates, it did not 

directly or indirectly (through literacy) decrease stigmatizing attitudes towards suicidality nor did 

it impact positive help-seeking attitudes.  As such, the serial mediation model I hypothesized did 

not hold up.  However, lower stigma was related to more positive attitudes toward help-seeking, 

consistent with previous findings (e.g., Barney et al., 2006; Corrigan, 2004; Link & Phelan, 

2006).  

Corrigan and Penn (1999) have identified three approaches for reducing stigma: protest, 

education, and contact.  Previous research (Penn & Corrigan, 2002) has shown that the first 

approach, which involves telling people to stop having negative opinions toward individuals with 

mental illness, has a limited effect on reducing stigma.  Specifically, Penn and Corrigan (2002) 

found that instruction to suppress stereotypes did reduce stigmatizing attitudes, but did not 
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change behavior toward people with mental illness.  It has also been suggested that stereotype 

suppression could have a rebound effect, in which participants are actually primed to have more 

negative attitudes toward a stigmatized group as a result of the intervention (e.g., Macrae, 

Bodenhausen, Milne, & Jetten, 1994).  Thus, findings regarding the effectiveness of protest as a 

stigma reduction technique are mixed.  

I examined the second of these three approaches in my study, finding that increasing 

knowledge through brief, passive psychoeducation was insufficient to produce attitude change. 

There are a number of possible explanations for my failure to find this effect.  First, Penn, 

Kommana, Mansfield, and Link (1999) found that, when attempting to dispel stigma about 

schizophrenia, providing information about the relationship between dangerousness and 

schizophrenia was especially important in creating attitude change.  Thus, it could be that my 

psychoeducational materials did not go far enough in explicitly speaking to the danger (or lack 

thereof) that suicidal individuals pose toward other people.  Penn and colleagues (1999) also 

found the positive effects of education on stigma were attenuated when participants had to rate 

their experiences with an actual individual with serious mental illness.  This could also explain 

my inability to find a relationship between literacy and stigma, because I measured stigma with 

regard to a specific hypothetical individual, rather than stigma toward suicidal people in general. 

It may also be that brief, passive psychoeducation provides an insufficient dose of education to 

result in measurable attitude change. 

The final suggested approach to reducing stigma is increased contact with individuals 

with mental illness.  Specifically, reductions in stigma as a result of direct contact are greatest 

when the interpersonal interaction is defined by shared goals and equal status, and is supported 

by people in positions of power (Corrigan & Penn, 1999; Pettigrew & Tropp, 2006).  Evidence 
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suggests that this approach may have the most substantial impact on attitudinal change (Corrigan 

et al., 2001), and has been linked to behavioral change as well (Corrigan et al., 2003a, 2003b).  

Of note, greater exposure to suicidal people was associated with lower levels of stigma in the 

current study; however, this association was not significant.  Unfortunately, very little work has 

examined how direct interpersonal contact affects stigma during ongoing, naturalistic 

relationships.  One hypothesized mechanism of change for this final stigma reduction approach is 

that direct interpersonal contact helps people to recognize that individuals with mental illness are 

not responsible for their condition (Corrigan, 2000).  Thus, psychoeducational materials could be 

improved by including an explicit discussion of the uncontrollability of mental illness (and, in 

this case, suicidal behavior). 

Surely, the most effective means of combating stigma toward suicidal individuals would 

involve a combination of these three approaches.  Protest and stereotype suppression can be 

helpful with regard to reducing negative attitudes toward suicidal individuals, but education is 

necessary for fostering more positive attitudes that are well-informed and based in fact. 

Unfortunately, it seems that brief, passive psychoeducation in the form of a brochure may not be 

effective at reducing stigma toward suicidal individuals.  In the future, research should examine 

the effects of more active forms of psychoeducation that involve both teaching and discussion 

about suicidal individuals.  Indeed, prior research has found participants are more likely to reject 

false assumptions and remember accurate information when they are able to discuss the material 

with teachers and peers (Lynch, 1987; Quicke, Beasley, & Morrison, 1990).  Psychoeducation 

efforts may also benefit from a focus on explicitly disconfirming false beliefs individuals may 

have about suicidal people.  Finally, education strategies may be augmented by direct 

interpersonal contact with suicidal individuals, as it has been shown that direct interpersonal 
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contact with a person with mental illness is the most effective way of diminishing psychiatric 

stigma (Couture & Penn, 2003).  

 Although improving mental health literacy did not directly improve attitudes toward 

seeking professional psychological help, lower stigma toward suicidal individuals was associated 

with more positive attitudes toward seeking help for emotional problems.  In fact, concern about 

the stigma associated with being identified as having a mental illness is one of the most 

commonly cited barriers to seeking help (Gulliver, Griffiths, & Christensen, 2010; Jorm, Wright, 

& Morgan, 2007; Pescosolido et al., 2010).  Thus, stigma reduction efforts should, theoretically, 

improve help-seeking attitudes.  Indeed, numerous studies in the extant literature support the 

claim that stigma reduction efforts are also effective at improving help-seeking attitudes (e.g., 

Rickwood, Cavanagh, Curtis, & Sakrouge, 2004; Saporito, Ryan, & Teachman, 2011).  In 

general, it seems that efforts to improve attitudes toward seeking professional psychological help 

for emotional problems may use a combined approach that includes education and greater 

contact with service providers in the community. 

A.  Limitations and Future Directions 

The results of this study should be considered in light of its limitations.  First, my 

findings are based entirely on self-report data.  This is problematic because responses to 

attitudinal and stigma measures are especially likely to be influenced by social desirability 

effects.  In addition, the difference between expressed stigma and actual discriminatory behavior 

should be considered, because shifts in self-reported attitudes can occur without any change in 

behavior (Devine, 1989).  Incorporating implicit and behavioral measures of stigma could be a 

useful strategy for addressing both of these limitations (Corrigan & Shapiro, 2010).  In a similar 

vein, although attitudes toward treatment-seeking have been shown to be an important predictor 
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of intentions and future behavior (Ajzen & Fishbein, 1980), determining whether self-reported 

stigma and attitudes toward treatment-seeking are predictors of actual help-seeking behavior is 

an important next step. Another weakness of my study was that the assessment of stigma was 

limited to participants’ responses to a single example in a hypothetical vignette. In addition, 

literacy showed only a modest increase following psychoeducation in my study. As such, it 

would be worthwhile to examine the effects of literacy on stigma and treatment-seeking attitudes 

in other psychoeducation conditions that may be able to produce a greater change in literacy. 

Finally, the sample size for this study was fairly small, and I collected my data from participants 

with a relatively unique demographic composition.  As such, this study should be replicated 

among other ethnic and age groups to extend the generalizability of my findings.  

B. Conclusions 

 Low mental health literacy and stigma surrounding mental illness have been identified as 

barriers that may prevent help-seeking among Latino immigrants.  A common intervention 

technique for targeting mental health literacy and stigma is the provision of psychoeducational 

brochures, because they are much easier and less expensive to provide than active 

psychoeducation and treatment.  Although brief, passive psychoeducation in the form of a 

brochure was found to be effective at increasing suicide literacy in this population, it was not 

sufficient to produce attitudinal change toward suicidal individuals or help-seeking.  As such, 

future efforts to reduce stigma and increase help-seeking among this population should involve 

more active forms of psychoeducation that focus explicitly on disconfirming false beliefs about 

suicidal individuals, as well as direct interpersonal contact with suicidal individuals.  
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VI. Table 1 

 

Table 1 

 

Means, standard deviations, and correlations among measures 

 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 Mean SD 

1. Gender --            0.71 0.46 

2. Age  .04 --           36.23 9.95 

3. Acculturation -.14 -.16 --          10.18 4.70 

4. Education  .11   -.25*   .33** --          4.96 1.63 

5. Depression  .12  .03 .03 -.12 --        13.84 8.76 

6. Suicidal behavior  .19   -.26* .09  .21   .30* --       0.96 2.13 

7. Exposure to suicide  .15     -.38** .04   .09 .11 .54** --      3.78 3.16 

8. Literacy at T1  .07 -.19 .17    .26* -.03  .08  .17 --     0.62 0.16 

9. Literacy at T2    .25* -.16 .20      .32** .22   .26*  .14  .39** --    0.79 0.13 

10. Stigma – SD  .03  .08   -.25* -.21 -.17 -.06  .10 -.06 -.15 --   11.37 3.05 

11. Stigma - SOSS  .01 -.10 -.16 -.17 .00 -.02 -.09 -.21 -.11 -.24* --  19.41 6.06 

12. Help seeking attitudes  .15 -.19 -.07 .07 -.22 .03  .17 .12  .13  .23* .01 -- 11.95 2.44 

Note. For gender, men were coded as “0”. For “Stigma - SD”, higher scores represent more acceptance. 

*p <.05, **p < .01
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VII.  Figures 

 

A. Figure 1 

 

Figure 1. Twelve-month prevalence rates of suicide behaviors among Latinos.  The prevalence 

of various suicidal behaviors exhibits a funnel-like shape, with completed suicide being at the 

narrowest point of the funnel, and suicidal ideation being at the widest point (Suicide Prevention 

Resource Center, 2013).   
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B.  Figure 2 

 

Figure 2. The health belief model.  
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C.  Figure 3 

 

Figure 3. Hypothesized mediated mechanism of change.  
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D. Figure 4 

Figure 4. Full hypothesized model. * p < .05, ** p < .01 
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E. Figure 5 

Figure 5. Trimmed model. * p < .05, ** p < .01 
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VIII.  Appendices 

Appendix A 
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Appendix B 
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Appendix C 

 

Vignette. 

 

“For the last 3 months, José has not been able to shake the feeling of being gloomy and down. 

He lost his job a few months ago.  He does not seem to enjoy anything.  Playing sports, which 

once gave him pleasure, now seems empty and meaningless to him. He has lost touch with most 

of his old friends.  He feels distant from his wife and family.  He feels guilty about not being able 

to provide for his family, and in fact often has thoughts that they would be better off if he were 

dead.  Last week, he tried to kill himself.” 
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Appendix D 

 

Literacy of Suicide Scale. 

 

1. José should tell others about his thoughts of suicide if he continues to  

have them     T  /   F 

 

2. Seeing a psychiatrist or psychologist may have helped prevent José from trying to kill 

himself       T  /   F 

 

3. José was probably psychotic before he tried to kill himself       T  /   F 

 

4. The risk of José committing suicide would have been higher if he had talked about 

suicide with his family or friends      T  /   F 

 

5. José will always be suicidal and entertain thoughts of suicide        T  /   F  

 

6. José must have planned his suicide attempt in advance         T  /   F 

 

7. José was among a very small segment of the population that ever has thoughts of suicide          

T  /   F 

 

8. If assessed by a psychiatrist, José would be diagnosed as depressed         T  /   F 

 

9. As a man, José is at a higher risk for dying by suicide than he would be if he were a 

woman         T  /   F 

 

10. José’s risk for committing suicide would have been even greater if he were also an 

alcoholic        T  /   F 

 

11. It is possible that José may have changed his mind quickly about trying to kill himself, 

even though he had been thinking about it for awhile       T  /   F 

 

12. José was just trying to get attention when he cut his wrists       T  /   F  
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Appendix E 

 

Social Distance Scale.  

 

1.  Would you socially interact with José if he moved next door? 

0   1  2  3   

Definitely Not       Probably Not        Probably      Definitely  

 

 

2.  Would you spend an evening socializing with José?  

0   1  2  3   

Definitely Not       Probably Not        Probably      Definitely  

 

 

3.  Would you be friends with José?  

0   1  2  3   

Definitely Not       Probably Not        Probably      Definitely  

 

 

4.  Would you work closely with José? 

0   1  2  3   

Definitely Not       Probably Not        Probably      Definitely  

 

 

5.  Would you invite José into your home? 

0   1  2  3   

Definitely Not       Probably Not        Probably      Definitely  
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Appendix F 

 

Stigma of Suicide Scale – Stigma subscale.   

 

 

1. José’s attempt to commit suicide was pathetic 

 

 1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 

 

 

 

2. José’s attempt to commit suicide was shallow 

 

1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 

 

 

 

3. José’s attempt to commit suicide was immoral 

 

1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 

 

 

 

4. José’s attempt to commit suicide was vengeful 

 

1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 

 

 

 

5. José’s attempt to commit suicide was an embarrassment 

 

1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 

 

 

 

6. José’s attempt to commit suicide was irresponsible 

 

1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 
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7. José’s attempt to commit suicide was stupid 

 

1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 

 

 

 

 

8. José’s attempt to commit suicide was cowardly 

 

1   2  3  4  5 

Strongly disagree       Disagree          Neither          Agree Strongly agree 
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Appendix G 

 

Attitudes Toward Help-Seeking. 

 

1. If José was having a mental breakdown, his first inclination should have been to get 

professional attention.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

2. The idea of José talking about problems with a psychologist strikes me as a poor way to get 

rid of emotional conflicts. 

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

3. During this serious emotional crisis in José’s life, I am confident that he could find relief in 

psychotherapy.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

4. There would be something admirable about José’s attitude if he were willing to cope with his 

conflicts and fears without resorting to professional help.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

5. I would want José to get psychological help if he were worried or upset for a long period of 

time.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

6. José should seek psychological counseling in the future. 

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

7. José is not likely to solve his emotional problems alone; he is likely to solve them with 

professional help.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  
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8. Considering the time and expense involved in psychotherapy, it would have doubtful value 

for José.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

9. José should work out his own problems; getting psychological counseling would be a last 

resort.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  

 

10. Personal and emotional troubles, like many things, tend to work out by themselves.  

 

0       1   2      3   

Disagree           Partly Disagree    Partly Agree  Agree  
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Appendix H 

Age: ______  

 

Gender:  

____ Female  

____ Male  

 

Ethnicity:  

____ Hispanic / Latino  

If yes, please specify:  

____ Mexican or Mexican American  

____ Puerto Rican  

____ Cuban  

____ Central American  

____ South American  

____ Other: ________________  

____ Caucasian / White  

____ African American / Black  

____ Asian  

____ American Indian  

____ Pacific Islander  

____ Biracial/Multiracial  

____ Other: __________________  

 

Religion:  

____ Christian  

 If yes, please specify: 

____ Catholic  

____ Protestant 

____ Jewish  

____ Muslim  

____ Other: __________________  

 

What is your level of education? 

____ 0 to 2 years of school 

____ 3 to 5 years of school 

____ 6 to 8 years of school 

____ 9 to 11 years of school 

____ High School Graduate 

____ Some College 

____ College Degree (Bachelor's Degree) 

____ College Graduate School Degree (Master- or Doctorate-level 
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What is your marital status? 

____ Never married  

____ Married  

____ Separated 

____ Divorced  

____ Widowed  

____ Common law / living together 

 

In what country were you born?  

____ Born in Mexico  

____ Born in the United States  

____ Born in a country other than the United States or Mexico  

(please specify) ________________________________________.  

 

In what country was your mother born?  

____ Born in Mexico  

____ Born in the United States  

____ Born in a country other than the United States or Mexico  

(please specify) ________________________________________.  

 

In what country was your father born?  

____ Born in Mexico  

____ Born in the United States  

____ Born in a country other than the United States or Mexico  

(please specify) ________________________________________.  

 

If you were born in another country, at what age did you first move to the United States? 

(Write N/A if you were born in the United States) _______.  

 

If you were born in another country, how long have you been living in the United States? 

(Write N/A if you were born in the United States) __________ 

 

If you were born in another country, when did you last visit your country of origin?  

____ N/A, I was born in the United States 

____ I have never visited my country of origin.  

____ Over 5 years ago.  

____ 3 to 5 years ago.  

____ 2 to 3 years ago  

____ 1 to 2 years ago  

____ 6 to 12 months ago  

____ Within the past 6 months.  
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Financial Strains  

Global  
1) In the past 12 months, was there ever a time when your family did not have enough money to 

meet your family's daily needs?  

____ 1. Yes, there were times when my family did not have enough money to meet my daily 

needs.  

____ 2. No, my family always had enough money to meet our daily needs.  

 

2) In the past 12 months, was there ever a time when your family did not have enough money to 

pay its monthly bills?  

____ 1. Yes, there were times when my family did not have enough money to pay its monthly 

bills.  

____ 2. No, my family always had enough money to pay its monthly bills.  

 

Basics  
3) In the past 12 months, was there ever a time when your family did not have enough money for 

food?  

____ 1. Yes, there were times when my family did not have enough money for food.  

____ 2. No, I always had enough money for food.  

 

5) In the past 12 months, was your electricity, gas, or telephone turned off due to lack of 

payment?  

____ 1. Yes, there were times when my family did not have enough money to pay its utility bills.  

____ 2. No, my family always had enough money to pay its utility bills.  

 

Health care  
6) In the past 12 months, was there ever a time when your family did not have enough money for 

medical care for you or another family member?  

____ 1. Yes, there were times when my family did not have enough money for its medical care 

expenses.  

____ 2. No, my family always had enough money for its medical care expenses  

 

7) In the past 12 months, was there ever a time when your family did not have enough money for 

your prescribed medicines for you or another family member?  

____ 1. Yes, there were times when my family did not have enough money for our prescribed 

medicines.  

____ 2. No, my family always had enough money for our prescribed medicines.  

 

What is your total yearly income for your household? 

 (1) $0. to $4,999.   (2) $5,000. to $14,999. 

 (3) $15,000. to $24,999.  (4) $25,000. to 34,999. 

 (5) $35,000. to $44,999.  (6) $45,000. to $60,000. 

 (7) $60,000. to $80,000.  (8) Over $80,000. 

 (9) Don’t know 
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What language(s) do you usually speak at home? 

____ Only Spanish   

____ More Spanish than English 

____ Both Equally   

____ More English than Spanish 

____ Only English   

____ Other Language (please specify) _________________. 

 

What language(s) do you usually speak with your friends? 

____ Only Spanish   

____ More Spanish than English 

____ Both Equally   

____ More English than Spanish 

____ Only English   

____ Other Language (please specify) _________________. 

 

What was the language(s) you used as a child? (Before age 12) 

____ Only Spanish   

____ More Spanish than English 

____ Both Equally   

____ More English than Spanish 

____ Only English   

____ Other Language (please specify) _________________. 

 

In general, what language(s) do you read and speak? 

____ Only Spanish   

____ More Spanish than English 

____ Both Equally   

____ More English than Spanish 

____ Only English   

____ Other Language (please specify) _________________. 

 

In what language(s) do you usually think? 

____ Only Spanish   

____ More Spanish than English 

____ Both Equally   

____ More English than Spanish 

____ Only English   

____ Other Language (please specify) _________________. 
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Appendix J 

 

Have you ever experienced the problem that José is experiencing?   

 

_____ Yes 

_____ No  

 

If “Yes”, did you… (check all that apply) 

 

___ Tell a family member?  

___ Tell a friend? 

___ Tell a priest? 

___ Tell a doctor? 

___ Tell a psychologist or other mental health professional?  
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Appendix K 

 

Past/current suicidal ideation and behavior and exposure to suicide.  

 

1. How often have you thought about killing yourself in your lifetime? (Mark only one): 

 

____ Never 

____ Rarely (1 time) 

____ Sometimes (2 times) 

____ Often (3-4 times) 

____ Very often (5 or more times) 

 

2. How often have you thought about killing yourself in the past week? (Mark only one): 

 

____ Never 

____ Rarely (1 time) 

____ Sometimes (2 times) 

____ Often (3-4 times) 

____ Very often (5 or more times) 

 

3. How many times have you ever attempted to kill yourself? (Mark only one): 

 

____ Never 

____ Once 

____ Twice 

____ Three or more times 

 

4. If you have previously attempted suicide, how much did you wish to die during your 

most serious attempt?  

 

____ I have never attempted suicide. 

____ My wish to die was low.  

____ My wish to die was moderate. 

____ My wish to die was high.  

 

Please check all that apply:  

 

____ I have observed suicide in a movie or TV show 

____ I have seen a documentary on suicide 

____ I have had a colleague who attempted or died by suicide 

____ I have provided services to someone who attempted or died by suicide 

____ I have had an acquaintance who attempted or died by suicide 

____ I have had a relative who attempted or died by suicide 

____ I have had a close friend who attempted or died by suicide 

____ I have lived with someone who attempted or died by suicide 

____ I have attempted suicide  
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