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ABSTRACT

MEXTICAN AMERICAN'S EXPECTATIONS AND UTILIZATION

PATTERNS
OF MARRIAGE AND FAMILY THERAPY SERVICES

By

Gloria Elena Gonzalez-Kruger

Several studies have found that people of Mexican

origin have the highest drop-out rates and underutilization

of mental health services. This study considers the rela-

tionship between acculturation (behavioral and cognitive),

expectations for marriage and family therapy (MFT) services,

level of knowledge of various mental health services, open-

ness to learning about mental health services, and utiliza-

tion of counseling, therapy, and marriage and family therapy

by people of Mexican-origin. The Mexican-origin population,

like the Latino, is growing at a faster rate than any other

ethnic group in the United States and is facing serious

concerns in their communities, including high rates of

poverty, school dropouts, unemployment, and substance abuse.

This growing group will require accessible and effective
mental health services consistent with the expectations and

needs of people in this diverse community. The factors that
influence the utilization of resources, specifically mental
health services, is a critical area of inquiry in need of

extensive study. The majority of studies in this area were
conducted with student and clinical populations and samples

from the southwest that are not generalizable to the



Mexican-origin population in the Midwest.

This research was designed to be culturally sensitive
and ecological in nature. It utilized a cross sectional,
inferential, explanatory, two-stage design. Data was
collected from a sample of Mexican-origin individuals over
age 24 who resided in either one rural or one urban county.

Data collection was completed in bilingual, face-to-face

interviews conducted in non-controlled settings. The 230-
item Qguestionnaire consisted of: (a) demographic questions,

(b) two standardized instruments measuring level of

behawvioral and cognitive acculturation, (c) a revised

standardized instrument examining expectations about MFT,

and (d) questions related to their level of knowledge of,

openness to learning about, and utilization of mental health

services, including coun-seling, therapy, and MFT. A second

audiotaped interview was conducted with a subsample of 15

indiwviduals, using open-ended questions to encourage them to

share their ideas and feelings about help-seeking and mental

health issues as people of Mexican-origin.

The results of this study indicate that a very low

percentage of people of Mexican-origin in this population

utilized MFT and that subjects’ responses to the types of

services they utilized were suspect due to lack of under-

standing of the differences between counseling, therapy, and

MFT.
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CHAPTER 1

INTRODUCTION

Scope of the Problem

There is an increasing need to study the factors that
influence effectiveness and utilization of therapy services
in ethnic and racial groups to enhance the understanding and
treatment of diverse populations (Aronson Fontes & Thomas,
1996; Goldner, 1985; Leslie, 1995; Saba, Karrer, & Hardy,
1989). Leslie identified three characteristics of marriage
and family therapy (MFT) that are consistently found in
critiques of how this field has been oppressive or
insensitive to ethnicity, gender, and sexual orientation.
First, MFT has not applied a contextual approach in the
study of family dynamics; second, it ignores power
differences within the family and in the larger society;
and, third, it assumes a monolithic family form. The
oppression results from therapy being based on predominantly
Euro-Anglo, paternalistic therapy models conducted by
primarily Euro-Anglo therapists. Criticisms of the MFT
field's insensitivity to and oppression of diverse groups
have motivated the increased attention to research and
changes in clinical treatment in these areas (Doherty &
Baptiste, 1993; Goldner, 1985; Hardy, 1989; Saba, Karrer, &

Hardy, 1989).






The issue of whether counseling needs to be culture
specific (emic) or universalistic (etic) has generated
controversy (Pike, 1954). Culture specific counseling
stresses the need to use culturally sensitive and relevant
therapy models (Sue & Morishima, 1982; Kagawa-Singer & Chi-
Ying Chung, 1994), while universalistic counseling
underscores the common elements of mental health needs. If
one is approaching this issue from a systems perspective, it
readily becomes apparent that both types of counseling are
equally relevant. The system's concepts of wholeness and
hierarchy (Whitchurch & Constantine, 1993) supports the
study of therapy using both the emic and etic approaches.
Neither approach should be used in isolation if there is to
be a holistic understanding of how each impacts therapy with
ethnic and racial groups. The hierarchy is composed of
subsystems, systems, and suprasystems. The latter sets the
foundation for the study of families in relation to their
ethnic and racial subcultures and in relation to larger
systems.

Piercy and Sprenkle (1990) summarized trends in theory
and research on MFT over the 1980s. They offered suggestions
for research in the 1990s which included increasing
specificity, describing and defining client and therapist
variables, and distinguishing among clinical populations.
Specifically, they suggested (a) documentation of

therapists' adherence in the use of treatment protocols,
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(b) descriptions of the uniqueness of client populations,
(c) consistency in therapist equivalency in treatment
studies, (d) valid and reliable measurement of family
therapy constructs, (e) qualitative research, and (f)
consistency and longevity in conducting research.

The present investigation was undertaken in response to
the call to study the uniqueness of potential client
populations and to develop multiculturally appropriate
research. It was based on the tenet that culture strongly
influences the beliefs, expectations, behaviors, and choices
that people make in their lives. The focus of the
investigation was to take an emic perspective in examining
the relationship between the cognitive and behavioral
constructs of acculturation that influence expectations and
utilization of marriage and family therapy services. People
of Mexican origin live within two cultures, the Anglo and
the Mexican, in varying degrees. The level of acculturation
is impacted by a plethora of factors, including place of
birth, generation, beliefs, cognitions, place of residence,
and family. The interaction of these dynamic factors leads
to an ever changing environment that is continuously being
influenced by outside forces. This investigation was
designed to examine how culture is related to the help-
seeking behaviors, expectations, and utilization of therapy
services by people in this ethnic group with a focus on the

in-group variation.
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The mental health system purports to serve diverse
populations to access and acquire effective resources and
services and, thereby, to achieve an improved quality of
life. The majority of studies conclude that there is an
underutilization of mental health services by people in the
Hispanic or Latino community (Acosta & Sheehan, 1976; Keefe,
1979; Marin, Marin, Padilla, & de la Rocha, 1983; Sue, 1977;
Sue & Zane, 1987) and a high drop-out rate by those who use
the services (Sue). However, there is a lack of prevalence
data available in the literature and from mental health
organizations on the Mexican origin community specifically
(Torres, 1991).}

There is a continuing debate about the explanation for
this underuse of mental health services by the Latino
community. Some researchers claim that counseling or therapy
is not perceived as a viable option by people in the Latino
community who are seeking help. Others contend such services
are not culturally sensitive to the needs of ethnic groups,
and there is a deficiency in research and therapeutic models

that are culturally sensitive and respectful (Martinez,

The term “Hispanic” is generic and refers to all
Spanish-speaking or Spanish-surnamed people who reside in
the United States or Puerto Rico. The term “Latino”
signifies a person of Latin American origin. This paper
will use terms as they are used by original authors when
citing their work. The terms “people of Mexican origin” and
Mexican- origin prople or community are used to specify the
group of people who reside in the United States and whose
ancestors or who themselves came from Mexico.

4
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1994; Soto-Fulp & DelCampo, 1994; Sue, 1977). Many
researchers believe that an increased understanding of
acculturation patterns, cultural beliefs, and expectations
of counseling/therapy will serve to enhance the
appropriateness of mental health services. The results will
also add useful data to the growing debate related to
utilization of mental health services by this group.

The number of Mexican-origin people has been increasing
at a faster rate than any other ethnic or racial group.
The Latino population was the fastest growing ethnic group
(7.7 million people) between 1980 and 1990, with a rate of
growth that more than doubled that of the African American
population. The Latino population constitutes nine percent
of the population in the United States, with the Mexican
origin group representing 60.4% of the Latino population
(U.S. Bureau of the Census, 1990). This national pattern is
evident in the Midwest, with Mexican-origin people
representing approximately three quarters of the growth and
almost two thirds (65%) of the Hispanic population. The
growth of the Latino population highlights the cultural
variation within and between ethnic groups. Moreover, it
will have a considerable impact on the larger society
through reciprocating interactions between people in the
dominant culture and people who have varying degrees of
culturally bound beliefs, values, expectations, and

behaviors which differ from those of the dominant culture.
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The growing Mexican-origin community is faced with a
multitude of issues that are stressing the relationships and
resources of families. Families are facing powerful
obstacles, such as poverty, unemployment, underemployment,
discrimination, and substance abuse. It must be recognized
also that this community has strengths that are inherent
within individuals, family systems, and the community as a
whole. Mental health providers must understand and
appreciate these issues within the context of three
discrete, but interrelated, environments-- the Natural
Physical-Biological, the Social-Cultural, and the Human
Built--if they are to become an increasingly viable option
for people of Mexican origin.

People select support systems and resources that are
congruous with their beliefs and expectations to assist them
with mental, emotional, and relational problems. Systems
exist within the Mexican-origin community, such as extended
family, compadres,? and the church, that are accepted as
appropriate sources of support to individuals and families
in times of need. The mental health system has not been a
primary resource utilized by the Mexican-origin community.
Mental health providers must be aware and accepting of

common beliefs and practices of this community as they

Compadre refers to a religious kinship between adults,
in which one person may serve as a support system or a
second parent to a child of the other.
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attempt to become a more recognized and sanctioned option
for people to utilize.

The mental health system must make adaptations in its
delivery of services and assessment and treatment of
clients. Attention to providing culturally competent mental
health services will increase its effectiveness and insure
an increase in the level of utilization by people of Mexican
origin. It will also be necessary to build trust between the
Mexican-origin community and the mental health system.

Trust can be developed among people involved in the mental
health system if providers listen to the voices of people of
Mexican origin and dialogue with them. In this way
professionals can become educated about the types of changes
that would be necessary to create culturally relevant
services. Studies must take into account the larger outside
environment and its impact on the Mexican-origin community;
research must assist in clarifying the necessary
modifications which the mental health system needs to make
to adequately and effectively respond to the needs of the
Mexican-origin population. This process can also serve as an
opportunity to develop a relationship with this community in
which trust can be cultivated.

Individuals and families in the Mexican-origin
community, and ultimately the community as a whole, will
fail to make use of a potential resource if culturally

competent mental health services that respect the special



s L o o0 N - > L u) [N ) ol ) K e ] Bl .
b ¥ " " i 1 o o4 o ar W 12} 62, 1’ ) . .
I i " a i, I R ] . ‘ 3 o i w S

o oy 0 . [ ay o ‘o Y a» <V Ry N 4 2 :
3 X o ¥ o P £, o o @ < Ao o e o )




needs of this ethnic population are not made available.
People may suffer in isolation rather than seek professional
help because of the stigma that is associated with choices
inconsistent with their culture. The professionals can be a
safety net to the community in circumstances where systems
closer to the individual or family have not been successful
in alleviating or minimizing the negative impact of the
stressor.
Statement of the Problem

Definition and identification of the Mexican-origin
population is a major issue for researchers due to the
heterogeneity of this people and the historical and
political climate in which they have existed in the United
States. The dominant population group has sought to
categorize people who belong to the Mexican-origin group by
selecting a stratifying variable, such as nativity, that was
consistent with their perception of how to define, identify,
and label persons of Mexican origin. Simultaneously, the
people within this ethnic group have engaged in internal
struggles over the identity issue that has compounded the
difficulty of finding resolutions, which become more
critical as this population grows.

Traditional and accepted modes of the research process
in the academic and professional community have disregarded,
to a great degree, the need to develop methodologies for

studies respectful of the community being studied. Research
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paradigms that are Anglo-oriented and inappropriate to the
study of diverse groups have produced areas of weakness in
the study of cultural groups. This has also decreased the
strength and validity of the studies and their conclusions.
Historically, there has been disagreement or a lack of
information in the study of ethnic or cultural groups in the
following areas: (a) defining and identifying the Latino
population and its cultural subgroups; (b) defining and
operationalizing culturally appropriate constructs; (c)
developing culturally sensitive and valid instruments and
procedures; (d) engaging culturally appropriate
methodologies in recruiting, interacting, and gathering
information; and (e) interpreting data within a cultural
context.

The importance of culture and its influence on human
growth and development has been increasingly acknowledged by
members of the academic, research, and professional
communities. This has prompted an expansion in the funneling
of time and energy to efforts aimed at building a robust
data base related to cultural issues. Researchers have also
become more cognizant of including people of ethnic groups
in their studies of mental health (Aronson Fontes & Thomas,
1996; Comas-Diaz & Greene, 1994; Gregory & Leslie, 1996;
Marin & VanOss Marin, 1991; Odell, Shelling, Scott Young,
Hewitt, & L'Abate, 1994; Sue, Fujino, Hu, Takeuchi, & Zane,

1991). However, the majority of these and other studies






have been conducted "comparing" Hispanic samples with
"normative" Anglo groups, who are primarily white middle-
class populations or student samples.

Therefore, this study was designed to identify: (a) the
characteristics of people of Mexican origin who seek out
help when they need it; (b) their level of knowledge about
various mental health services, specifically MFT; (c) what
the Mexican-origin community expects from helpers; (d) their
openness to learning about MFT; and (e) their utilization of
counseling, therapy, and MFT. This information about
Mexican-origin populations will increase the breadth and
depth of mental health practitioners’ effectiveness.9 The
mental health system can utilize this information to
generate the changes that must be made to increase
utilization and efficacy rates of services within the
Mexican-origin community.

In summary, assuming that expectancies are related to
the utilization of services, this research highlights areas
that mental health providers must address to develop
culturally competent services.

Significance of this Study

The mental health system must respond to the changing
populations it will be serving as the demographics and
characteristics of this country are transformed by the
increasing numbers of people from diverse ethnic and racial

backgrounds. Mental health services and service providers
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must develop culturally competent support systems that
correspond with expectations held by members in this
community. Culture impacts each of the participants'
perspectives of the objectives and process of therapy. In
order to achieve a positive outcome, professionals in the
field must acknowledge the influence of culture and
acculturation on the expectations held by persons of Mexican
origin since this influence has been shown to moderate the
effectiveness of therapy (Tinsley, Bowman, & Westcot Barich,
1993) . Providers must have an awareness of important
cultural norms in order to demonstrate credibility and
trustworthiness with Mexican-origin communities. This
research study exemplifies culturally competent research
that considers the ecology, the strengths, and the needs of
the Mexican-origin population.

This investigation was unique in the following ways:
(a) The researcher/interviewer and the participants of the
study were of the same culture; (b) the researcher was
bilingual; (c) the researcher was a marriage and family
therapist; and (d) the researcher utilized a community
sample of people with varying levels of acculturation and
experience with therapy. Thus, the study provided data on
the variations within this ethnic group. The study
functioned as a channel for the people in a midwestern, mid-
sized Mexican-origin community to be heard in a manner that

was respectful, encouraged dialogue, and integrated
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important variables into the study of cultural meaning.
Finally, this research contributes information to the field
of MFT, which is increasing the energy devoted to the study
of ethnic and minority families.

The methodology and instruments were designed to be
consistent with the cultural norms of the Mexican origin
group. The subjects participated in bilingual face-to-face
interviews conducted by a person of Mexican origin. Care was
taken throughout the various stages of research, such as
planning, development, collection, and analysis, to engage
in culturally appropriate behaviors that were respectful and
consistent with conducting research with Hispanic
populations. These steps were taken to assure the completion
of a culturally sensitive investigation that secured
reliable and valid results and, simultaneously, fostered
trust in mental health services among members of the
Mexican-origin community.

The development of a positive relationship between the
researcher and the Mexican-origin community increased the
likelihood that members of this community engage in future
studies that serve to enhance their quality of life.
Participation in this study served to minimize the stigma
or, at best, normalize the option of seeking mental health
services in response to experiencing difficulties in their
lives. Finally, this study increased the visibility of the

MFT field, which this author believes is consistent with

12






many of the values and beliefs held by a majority of the

Mexican-origin community.

Generalizability

Conclusions from this investigation are based on a

purposive sample; therefore, they will not be generalizable

to the larger Mexican-origin population.

a community sample improves upon studies

conducted primarily with student samples.

provide a basis for future studies to be

random samples from various geographical
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CHAPTER 2

REVIEW OF THE LITERATURE AND CONCEPTUAL FRAMEWORKS

Over the last ten years, professionals in the field of
marriage and family therapy (MFT) have focused more time and
energy on issues related to ethnicity (Berg & Jaya, 1993;
Cohen, 1993; Goldberg, 1993a, 1993b; McAdoo, 1993;
McGoldrick, Pearce, & Giordano, 1982; McGoldrick, Preto,
Hines, & Lee, 1991; Odell, Shelling, Scott Young, Hewitt, &
L'Abate, 1994; Saba, Karrer, & Hardy, 1989). In a recent
review of family therapy literature, Leslie (1995)
identified specific goals for this field, such as
consideration of the broader social context, acknowledgement
of power differences within and between systems, and more
attentiveness and adeptness at working with diverse family
systems. She provided multiple suggestions for research and
clinical work. Parameters that have been exemplified in this
study include examining racial and ethnic groups more
extensively and looking to organizations as sources for
creating change.

This chapter is organized into four sections: (a)
theoretical frameworks, including human ecological theory,
acculturation theory, and the multicultural perspective; (b)
current status of research related to multicultural family
therapy; (c) the ecology of the Mexican-origin population;

and (d) mental health services with a focus on factors that
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are related to help-seeking and utilization of services in
this population.
Theoretical Frameworks

A brief summary of each of the theories that are
integrated into this investigation is presented to provide a
structure within which to understand the research being
conducted.
Ecological Perspective

An ecological framework (Bubolz & Sontag, 1993)
supports examination of the interrelationships between the
human ecosystem and its three environments: the Natural
Physical-Biological, the Social-Cultural, and the Human
Built. This perspective is based on a hermeneutic philosophy
that is grounded in values. The ecological perspective draws
attention to groups that experience prejudice and
discrimination and have problems in accessing resources. In
addition, this perspective incorporates systems concepts and
emphasizes the subjectivity of people's experiences.
Finally, the ecological perspective requires that an effort
be made to understand perceptions, interpretations, and
meanings that are created as a result of their
interdependence on and interaction with the three discrete,
but interrelated, environments.

This study of expectations and utilization of MFT took
into account the various climates that people in the

Mexican-origin community are embedded within and how each
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influences the other (Figure 1). In this study, the human
environed unit was the individual of Mexican origin, and the
Natural Physical-Biological environment was represented by
an individual's ancestry, birthplace, generation, age,
country of origin, and length of residence in the United
States. The social-cultural environment included the
person's gender, ethnic self-identification, type of
citizenship, primary language, level of acculturation,
education, religion, and level of expectations. Finally,
type of employment, amount of income, socioeconomic status,
and utilization rates of therapeutic services illustrated
the human built environment.

Herrin and Wright (1988) assert that family therapy,
which is based on systems theory, has shown a growing
tendency to use the ecological approach in its studies since
it requires consideration of the interdependence of humans
and their environment in the therapeutic process. This is
illustrated by the manner in which family therapy (a)
addresses or examines issues in relation to age, ethnicity,
race, gender, socioeconomic status, and family type; (b)
recognizes the processes by which systems function and
adapt, internally and as systems interdependent with their
environment; (c) contributes to the betterment of
individuals and families (human or family ecosystem) by
providing a safe place to explore the changes necessary to

achieve goals; (d) assists families in identifying what they
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can do to create, manage, or enhance their environments to
improve their quality of life or vice versa; (e) supports
the examination of meaning which structures human behavior;
(f) encourages adaptation within, among, and between
systems; (g) recognizes the need to consider the individual
or family in the context of society and the ecosystem; (h)
establishes a caring relationship in which to conduct
therapy; and (i) focuses on achievement of a "good fit"
between human environed units and their environment.

In summary, family therapy works with the system, which
is conceptualized as being comprised of multiple subsystems
that are dynamic, interdependent, and have a reciprocal
influence. Family therapy deals with across systems problems
by considering the part each subsystem plays in establishing
and maintaining overall patterns and then focusing on
helping each one make change of their own rather than
attempting to change others.

Multicult 1 P .

The multicultural perspective supports the movement
toward cultural sensitivity by increasing awareness of
culture and its role in people's lives. Within the mental
health field, counseling and psychology have been the
dominant contributors to the study of culture and
counseling. As early as 1940, researchers were developing
psychological and intelligence tests that were designed to

be culture free (Catell, 1940). By the 1970s, the awareness
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of the importance of culture increased dramatically, and a
foundation was established for the growth of research,
models, and treatment based on the culturally sensitive
approach (Bloom, 1964; Kluckhohn & Strodteck, 1961; Padilla,
1971; Ruiz & Padilla, 1977). During this same period of
time, the family therapists were focused on developing
theories and techniques and affirming their standing in the
academic and professional domains (see Doherty & Baptiste,
1993, for review of MFT history). The bulk of the work from
this period was devoid of ethnicity and race (Aronson Fontes
& Thomas, 1996; Doherty & Baptiste, 1993; Hardy, 1989;
Leslie, 1995) leading to treatment and training based on the
"theoretical myth of sameness" (Hardy).

By the 1980s, key figures in the field of psychology
and family therapy began to take a more active role in
studying the value and significance of ethnicity and
developing multicultural counseling models that moved from
pathologizing ethnic and racial groups (Boyd-Franklin, 1989;
Falicov, 1983, 1988; Ho, 1987; Karrer, 1987; Levine &
Padilla, 1980; McGoldrick et al., 1982; Pinderhughes, 1982;
Sue and Zane, 1987). Although controversy continues about
the role and importance of culture in the field of mental
health, the 1990s has seen the emphasis change in the field
of family therapy. The focus has moved from applying
existing models to diverse groups to (a) considering biases

of the models, (b) highlighting the culture of client and
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therapist and their therapeutic relationship, (c) increasing
culturally relevant research with diverse populations, (d)
examining the biases in theory and practice and integrating
contextual variables into the work (Aronson Fontes & Thomas,
1996; Breunlin, Schwartz & Mac Kune-Karrer, 1992; Comas-Diaz
& Green, 1994; McGoldrick, Giordano, & Pearce, 1996;
Roberts, 1993; Saba, Karrer, & Hardy, 1989).

The multicultural perspective has stressed the need to
develop culturally appropriate theory, research, and models.
Although family therapists have traditionally conducted
research on White, middle-class populations (Gurman &
Kniskern, 1991; Pinsof, 1991), there has been a call for
"family therapy research into cultural issues" (Aronson
Fontes & Thomas, 1996, p. 273). Aronson Fontes & Thomas
recommend acknowledging the importance of cultural issues in
family therapy and research. They believe this can be
accomplished by (a) conducting research with various groups,
especially non-white convenience samples; (b) including and
controlling for cultural variables; and (c) conducting
research that highlights positive aspects of ethnic/racial
groups. Two of the questions that Aronson Fontes & Thomas
pose are: (a) "How can the cultural awareness and
sensitivity of the therapist be raised, and how can the
increase be evaluated?” and (b) “How can cultural fit
between therapist and client be evaluated, and how does the

fit influence therapy outcome?”
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For research with ethnic groups to be culturally
sensitive necessitates that researchers employ methodology,
procedures, instruments, and variables that are identified
as important to the study of ethnic groups (cf. Fisher,
Jackson, & Villarruel, 1997; Herrera, DelCampo, & Ames,
1993; Marin & Marin, 1991). In response to this need, an
increasing number of family researchers and clinicians have
focused their work on matters associated with diverse
populations (Berg & Jaya, 1993; Boyd-Franklin, 1989;
Braverman, 1990; Comas-Diaz, 1994; Dillworth-Anderson,
Burton, & Turner, 1993; Flores-Ortiz & Bernal, 1989; Gregory‘
& Leslie, 1996; Herrera et al., 1993; Martinez, 1977, 1994;
McAdoo, 1993; Padilla, 1995; Porter, 1994). Included in this
approach (Marin & Marin; Rogler, 1989) is: (a) being
cognizant of similarities and differences within cultural
groups; (b) using theories that encourage a focus on the
interaction between systems and their larger environment;
(c) developing methodologies consistent with the group's
culture; (d) adding sociocultural variables (Martinez,
1994); (e) involving researchers who are from the subject's
culture; (f) conducting research in the language of
participants; (g) developing bilingual instruments for use
in studies; (h) providing opportunities for people to self-
identify their ethnicity; (i) using acculturation measures
as a proxy for ethnic identity; (j) including open-ended,

qualitative questions to allow for participants to talk
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about what is important to them; and, finally, (k) measuring
societal factors and cultural characteristics that impact
access and delivery of services to ethnic-racial groups
(Martinez, 1994).

People of Mexican origin must contend with pressures
that result from living in a society that is frequently in
conflict with the needs of their families and communities
(Kaplan & Marks, 1990; Markides & Coreil, 1986; Saenz,
1984). The social, economic, and political ecosystems often
create environments that are inconsistent with or invalidate
the cultural values and beliefs of the Mexican-origin
population. The low percentage of experienced Latino mental
health professionals (.7% to .9% of marriage and family
therapists and 3.3% to 9.9% from other therapeutic fields;
see AAMFT Family Therapy News, April 1997, for details), the
lack of affordable and bilingual services, and the lack of
marketing directed at this community bespeak a disregard for
serving this ethnic group and illustrate that the
application of a culturally sensitive approach is still
deficient in the delivery of services to the Mexican-origin
community. Development of a "good fit" between this
community and larger systems necessitate that culture become
a consistent part of making decisions regarding the access
and delivery of services. Although this deficiency continues
in many areas of the mental health field, this paper will

focus on the MFT profession.
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Cross cultural research provides a framework for
studying therapy through an emic (culture specific) and etic
(universalistic) lens (see Ekstrand & Ekstrand, 1986, for a
review of these concepts). An understanding and utilization
of each perspective by therapists would maximize their
ability to conceptualize and respond to the therapeutic
needs of Mexican-origin clients. One manner in which this
can be accomplished is by listening to their expectations,
which may correlate with their level of acculturation.
Professionals must understand that acculturation can also be
a proxy indicator for negative processes and outcomes. For
example, the variations in the environment surrounding the
context of immigration have been changing for people of
Mexican origin, and this has necessitated a reexamination of
the acculturation process and its impact on individual,
family, and community development.

Acculturation Theory

Acculturation theory assumes that there is an
intergenerational transfer of culture and that people change
as a result of interactions with people from diverse
cultures (Berry, 1994; Padilla, 1980; Redfield, Linton, &
Herkovitz, 1936). Acculturation theory and models have
developed as definitions and perspectives of the
acculturation process continued to change over time (for
details, see Berry, 1980; Berry & Kim, 1988; Newcomb &

Myers, 1995; Orzoco, Thompson, Kapes, & Montgomery, 1993;

23



RO -4

7Y T
“TLllET

Se1y ¢



Ponce & Atkinson, 1989; Rogler, Cortes, & Malgady, 1991;
Sabogal, Pérez-Stable, Otero-Sabogal, and Hiatt, 1995).
There has been an inconsistent but generally common use of
the term "acculturation.” There has been more variability
among researchers regarding how to measure this concept
(Burnam, Telles, Karno, Hough, & Escobar, 1987; Franco,
1983; Marin, Sabogal, VanOss Marin, Otero-Sabogal, & Perez-
Stable, 1987; Montgomery, 1992). This has made the study of
ethnic groups challenging and has contributed to weaknesses
in the research. Historically, acculturation has been
defined and perceived from an assimilationist perspective
(Negy & Woods, 1992a, 1992b; Sena-Rivera, 1976) based on the
European immigrants' experience. In this perspective, the
transfer of culture was always from the dominant group to
the minority group until the latter conformed completely to
the former's culture. Only recently has the dynamic (Padilla
& Lindholm, 1984), systemic (Rueschenberg & Buriel, 1989),
and multidimensional nature (Cuéllar, Harris, & Jasso, 1980;
Marin, 1992, Szapocznik & Kurtines, 1980) of acculturation
been acknowledged and incorporated more fully into the study
of cultural groups.

There is a continuing controversy regarding the
specific characteristics that represent acculturation and
the manner in which it should be measured (Marin, 1993;
Marin & Marin, 1991; Neff & Keir Hoppe, 1993). Measures of

acculturation have been utilized as a proxy for ethnic
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identity, although some scholars argue that they are related
but unique concepts (Phinney, 1991; Ruiz, 1977). Berry
considers acculturation as the process of change that an
individual encounters when they are in contact and
interaction with a new culture. Berry (1980) proposed a
model that identified six aspects of psychological
functioning that are impacted by acculturation: language
use, attitudes, personality, identity, cognitive style, and
stress. The acculturation process has been described as a
staged process of adaptation by which individuals tend to
assimilate, integrate, or reject the new culture (Marin,
1993; Rogler et al., 1991). Studies have indicated that
people experience higher levels of acculturation as their
interactions with the new culture increase (Padilla, 1980;
Szapocznik & Kurtines, 1980). However, it is increasingly
accepted that people are bicultural and can be competent in
more than one culture (Cuéllar, Arnold, & Gonzalez, 1995;
Cuéllar, Arnold, & Maldonado, 1995; LaFramboise, Hardin,
Coleman, & Gerton, 1993; Tropp, Erkut, Alarcon, Garcia Coll
& Vazquez, 1994).

Cuéllar, Arnold, and Maldonado (1995) utilized a
definition of acculturation advanced by Redfield et al.
(1936) in the development of the ARSMA-II. Acculturation is
defined as changes in the original cultural patterns of
either or both groups (i.e., client and therapist) which

results from individuals from the different cultures having
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continuous first-hand contact with each other. The process
of acculturation entails change which occurs at the micro
(individual) and macro (social/group) levels. The former is
referred to as psychological acculturation (Graves, 1967),
which comprises changes in attitudes, beliefs, behaviors,
and values in the individual. Contextual factors include
aspects of the social, political, cultural, and economic
climates, such as education level, employment,
underemployment, and prejudice, to name a few. This model
illustrates the interactive, developmental, multifactorial,
multidirectional, and multidimensional process of
acculturation; and it is consistent with ecological theory
(see Cuéllar, Arnold, & Maldonado, 1995).

In spite of the controversies surrounding the study of
acculturation, researchers tend to agree that acculturation
is the process of cultural learning and change that occurs
when individuals come into close proximity to a different
culture. In addition, they agree that acculturation is a
significant moderating variable in studies for understanding
intracultural differences (Cuéllar, Arnold, & Maldonado,
1995; Padilla, 1995). Acculturation was found to be a
significant moderating variable in studies on Hispanics'
mental health status (Szapocznik & Kurtines, 1980) and
levels of social support (Griffith & Villavicencio, 1985).
This finding is leading to greater interest and consensus

among researchers studying ethnic and minority groups.
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The debate on acculturation has resulted in the
development of numerous instruments with primarily Mexican-
origin samples (see Cuéllar, Arnold, & Gonzalez, 1995;
Cuéllar, Arnold, & Maldonado, 1995; Cuéllar et al., 1980;
Marin & Marin, 1991; Marin et al., 1987; Olmedo, Martinez, &
Martinez, 1978; Padilla, 1980). Until recently, many of the
instruments focused on behavioral constructs of
acculturation (e.g., language utilization, food
preferences) .

Recent research has underscored the importance of
examining psychological and cognitive referents of
acculturation, such as beliefs, values, and attitudes
(Cuéllar, Arnold, & Gonzalez, 1995; Domino & Acosta, 1987;
Marin, 1993; Tropp et al., 1994). The instruments used vary
in the strength of their psychometric properties, and
additional research is necessary to further validate their
use in the field. Consensus does not exist in the field on
what instruments should be used primarily in this area of
study. Until more studies are conducted that add support to
the use of a specific instrument or set of instruments, it
is essential that researchers select the strongest
instruments that measure behavioral and cognitive
components.

In summary, human ecological theory, cross-cultural
theory, and acculturation theory have provided a framework

for this study that facilitated examination of the factors
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that influenced utilization rates of MFT among people of
Mexican origin. Acculturation comprises of behavioral and
cognitive or psychological constructs that are continuously
in the process of influencing or being influenced. Many, if
not all, of the components of these constructs can impact
mental health status, access to services, and service
delivery to varying degrees. For example, individuals of
Mexican origin who hold supernatural beliefs about a
traumatic incident (i.e., malo ojo, susto) might increase
their level of openness to therapy if the therapist was able
to be knowledgeable and respectful of their culture and
beliefs. This encourages dialogue and development of trust
between the therapist and client. Regardless of their level
of acculturation, people of Mexican-origin have strengths
and resources within their culture. A greater understanding
of these systems by the MFT field will provide a broader and
deeper understanding of people of Mexican origin. It will
also serve to provide more effective services and increase
the likelihood that people in the Mexican-origin community
would utilize these services.
Multicult 1 Family TI

Fine (1993, pp. 235-237) summarized 12 issues related
to family diversity and their implications for multicultural
family therapy (MCFT). These issues included:

(1) "demographic changes increase the extent of family

diversity; (2) definitions of family have important
implications and are inextricably intertwined with
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values; (3) different types of families are themselves
heterogeneous; (4) understanding family diversity
requires attention to similarities as well as
differences among families; (5) social institutions
experience difficulties in being sensitive to different
type of families; (6) appreciation of diverse types of
families illuminates how families can adapt to
adversity; (7) empirical findings are needed to test
professionals' theories and popular speculation; (8)
understanding of family diversity is enhanced by
attending to multiple generations within families; (9)
teaching individuals to appreciate family diversity is
a challenging endeavor; (10) understanding family
diversity requires attention to processes that occur
within families; (11) concepts and techniques used with
white, English-speaking American families may not be
applicable to other types of families; and (12)
knowledge of diverse families is facilitated by
understanding family members' perceptions of their
experiences" (Odell et al., 1994, p. 146).

There are multiple indicators of a field's commitment
to the study of and service to ethnic communities.
Indicators include amount of time and energy in the area of
research, the quality of the research, the number of
publications on related topics in the field's primary
journals, the number of minority/ethnic people in the field,
the recruitment efforts made to increase the numbers of
minority staff and professionals, the existence of
advertisements in multiple languages, advertising in modes
typically seen or heard by the specific population, and the
number of ethnic/minority people that are served by
professionals in the field. The success of the MFT field
varies depending on the indicator and tends to be a first
order change. Although there has been either an

acknowledgement or an improvement in each of the indicators,
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more changes in thinking and action are necessary for second
order change to occur.

The field of mental health has spent the last decade
trying to become culturally responsive to increase mental
health access and resources for minority populations by
following Sue's (1977) recommendations to provide culturally
sensitive training of providers, to increase the percentage
of bilingual and bicultural providers, and to develop
services for ethnic populations. According to some
researchers, implementation of these suggestions have
increased utilization and reduced dropout rates (Flaskerud &
Liu, 1991; O'Sullivan, Peterson, Cox, & Kirkeby, 1989; Sue
et al., 1991;). Nonetheless, aA search of the MFT literature
reveals a scarcity of strong empirical research conducted in
the Latino community by clinicians and researchers in this
field. A 10-year review by Bean and Crane (1996) of the
major MFT-related journals revealed that fewer than 5% of
published articles focused on racial and ethnic minority
populations and issues. The existing studies are conducted
primarily by Anglo Europeans on primarily white populations.
Another investigation conducted by Naden, Rasmussen,
Morrissette, and Johns (1997) reviewed articles from 1980
through 1995 in three major journals in the MFT field:
Journal of Marriage and Family Therapy, Family Process, and
American Journal of Family Therapy. The goals of this study

included extending Gurman's work (1981) and generating a
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list of topics that have provoked interest in the field
since the early 1980s, as exemplified by the number of
publications in each area. This information clarifies and
increases understanding of the history, current state, and
future needs of the field of MFT. Based on previous
research, these three journals have been identified as most
representative of the field of MFT (Snyder & Rice, 1994).
The journals rank as first, second, and fifth, respectively,
in terms of prominence (Shortz et al., 1994). Eighteen
percent of the articles examined were related to clinical
issues regarding specific populations. From this group,
almost 10% of the articles and 2% of the research articles
focused on ethnic/minority/cross-cultural populations.
However, the percentage of ethnic/minority/ cross-cultural
articles (2%) and research reports (.2%) were extremely low
when the 15 years of publications were examined.

Other studies indicate increasing efforts at studying
clinical approaches that are sensitive to various
populations, including men (Dienhart & Myers Avis, 1994;
Pittman, 1991), people with AIDS (Bograd, 1990; Green &
Bobele, 1994), women (e.g., Bograd, 1984, 1992; Kaufman,
1992), and people of color (Boyd-Franklin, 1989; Flores-
Oritz & Bernal, 1989; Gregory & Leslie, 1996). Much of the
research on ethnic/racial/minority groups examines multiple
racial or ethnic groups, discusses characteristics of

various groups, and examines concepts related to culture and
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therapy (Leslie, 1995; Odell et al., 1994). There is also
wide use of panethnic labels or inconsistent use of ethnic
labels. These approaches result in confusion and a
minimization of the heterogeneity among and between ethnic
populations and make generalization between studies
challenging (Gimenéz, 1989; Marin & VanOss Marin, 1991;
Trevino, 1987). Although the existing work still provides
important information, it is imperative that professionals
negotiate a common and consistent form of identifying ethnic
groups. Researchers must also engage in culturally
appropriate research designed to produce in depth studies of
issues relevant to serving the Latino population. For
example, in-group and among-group similarities and
differences within the Latino population would help to
clarify the needs of the various ethnic groups and would
increase therapists' understanding of factors that influence
help-seeking and clinical work with various cultural/ethnic
groups.

A study by Killian and Hardy (1998) examined other
indicators of minority representation in the field of MFT.
They assessed how the American Association for Marriage and
Family Therapy (AAMFT), the national organization for MFT,
had progressed in the inclusion of minority people and
issues among its concerns from 1980 to 1996. Results
indicate positive changes and also a need for continued

growth and change in this area. There was an increase in
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programs related to minority issues; but there was low
representation of ethnic minority members (about 3%), when
compared to the national population, and a lack of minority
members as keynote speakers and in the executive level of
the organization.

A comparison of minority professionals in other mental
health fields was reported by AAMFT with data collected by
the Center for Mental Health Services (Manderscheid &
Sonnenschein, 1996). A summary of data on eight disciplines
in the mental health field-- MFT, psychology, school
psychology, psychiatry, psychiatric nursing, counseling,
social work, and psychosocial rehabilitation--reveals the
status of each discipline in terms of its effectiveness in
increasing minority membership (AAMFT, 1997). According to
the data collected, none of the disciplines in the field of
mental health have a number of minority members comparable
to their ratio in the total U.S. population. The percentages
of minority members reported for social work, psychiatry,
psychosocial rehabilitation, psychology, and school
psychology ranged from .5% to 21%. The percentage of
minority marriage and family therapists is lower than that
in other mental health disciplines, with Hispanic therapists
having an extremely low presence in the MFT discipline (.7
to .9). Females who identified as Asian/Pacific Islander
(Mental Health United States, 1996, cited in AAMFT, 1997)

were the only group that had lower rates (.4) of MFTs.
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Finally, the first national survey of the clinical
practice patterns of MFTs (Doherty & Simmons, 1996) provided
a profile of the clients served by marriage and family
therapists. It provided critical data, which has contributed
a baseline of information regarding who is accessing MFT
services. Clients were primarily female (58%), the median
age was 38 years, and the majority held at least a high
school diploma (83%). Specifically, 40% had graduated from
high school or had completed some college work, and 43% had
a college degree. A shortcoming of this study was the
omission of ethnic, racial, and/or cultural data for
therapists and clients. This information is critical to
evaluating the progress made over time in increasing
minority recruitment to the professional field and
increasing access and delivery of services to diverse
populations. Sixty-three percent of MFTs reported feeling
competent treating racial and ethnic minorities.

Ecology of the Mexican Origin Population
o . L hi

The importance and relevance of conducting research
with the Hispanic population is supported by changing
demographics. The Census Bureau estimates that between 1995
and 2050, the Hispanic-origin population will add the
largest number of people to the population and that by 2010,
the Hispanic-origin population may become the first or

second-largest racial/ethnic group in the United States
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(U.S. Bureau of the Census, 1996). Sixty percent of the 22
million Hispanics in the United States are of Mexican
origin, making them the largest of the Latino/Hispanic
nationality groups. The state of Michigan ranked twelfth in
the nation in 1990, with over 200,000 Hispanics in the state
(U.S. Bureau of Census, 1990), 69% of whom are of Mexican
origin (Aponte & Siles, 1996). Consequently, there is a need
for research to be conducted in Mexican communities located
in Michigan so that practitioners can increase their
understanding of the significance of ethnicity, culture, and
environment to the lives of people in this ethnic group and
to the delivery of mental health services.
Envi 1 Infl in Lati . e

Understanding of mental health in the Latino community
cannot occur without contemplating the social, cultural, and
economic factors that have been found to be related to the
mental health problems experienced in Latino communities
(Neff & Keir Hoppe, 1993; Ponterotto, 1987; Rogler et al.,
1991; Sue, 1992; Torres, 1991). These factors are
illustrated by the ecological model (see Figure 1, p. 17)
and consist of alienation resulting from prejudice, cultural
differences, family problems, language barriers, poor-self

image, lack of education, academic underachievement, and
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unemployment and underemployment. An examination of the
demographic data on the Hispanic origin population reveals a
variability in their educational, economic, and employment
status, with a significant percentage struggling to access
suitable resources. There is a slightly higher rate of males
(51%) to females (49%) in the Hispanic population, with the
median age being 26 years. Fifty-three percent were high
school graduates or had some college, and the majority of
people over 18 years of age were married (51%). Data on
Mexicans indicate that their educational attainment is lower
(47%) than Hispanics, and more than three quarters did not
have any college (77%) (U.S. Bureau of the Census, 1994).
Risk factors for Hispanic people include the highest rate of
dropouts (35%), higher rates of unemployment over the last
ten years (11%) when compared to non-Hispanics, and a high
rate of poverty (28%) (U.S. Bureau of the Census, 1993).
Although there is wide variability in the incomes within the
Hispanic population, 26% of families were identified as
being below poverty level compared to 10% of non-Hispanic
families (Bureau of the Census, 1993).

Mental Health Services in the Mexican-Origin Population
Mental Health Status of Latinos

Some studies indicate that people of Mexican origin may

be more susceptible to mental health problems or symptoms
because of environmental factors, such as discrimination,

poverty, language barriers, low academic achievement,
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unemployment and underemployment (Keefe & Casas, 1980;
Saenz, 1984; Vega, Warheit, & Palacio, 1985; Vega, Warheit,
Auth, & Meinhardt, 1984). The conclusions of these and other
studies must be considered with caution, however, due to
weaknesses in methodology, instruments, and sampling design.
Variation in the definitions of variables, lack of bilingual
instruments, data collected without differentiating among
ethnic groups in the Hispanic or Latino population, and a
lack of sensitivity to contextual and cultural variables
contribute to the weaknesses of the studies (Price-Williams,
1987; Rogler, Malgady, Constantino, & Blumenthal, 1987;
Rogler, Malgady, & Rodriguez, 1989). In addition, the
conclusions of studies related to mental health in the
Latino communities cannot be generalized since the majority
have been conducted with students, clinical populations, and
community participants from the southwest or the east or
west coasts (Wells, Hough, Golding, Burnam, & Karno, 1987).

Increased utilization of mental health services will
require more than the provision of services to this
community (Santiago, Villarruel, & Leahy, 1996). Although
there is a lack of research that specifically addresses
reasons for the underutilization of MFT by Mexican-origin
people, there are related studies that provide insight into
the issue of service utilization. Training multicultural
therapists, developing more bilingual providers,

establishing services designed for specific populations
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(O'Sullivan et al., 1989; Sue et al., 1991), creating
linkages with respected community organizations (Fischman,
Fraticelli, Newman, & Sampson, 1983; Guiterrez, Ortega, &
Suarez, 1990), and improving location and hours of services
(Sue & Morishima, 1982) have been found to be effective in
improving utilization of mental health services in minority
populations (Santiago et al., 1996). Providers of services
will need to recognize the values and norms of the
particular community that is being served in order to decide
which of the factors are of importance to a potential client
population.

Torres (1991) examined the data on the mental health
status of Latinos in the Midwest and discovered a grave need
for further research on health-related issues. The data
indicated serious risk factors within the Latino community,
including mental illnesses, substance abuse, and AIDS.
Torres called for the development of health programs
tailored to the needs of Latinos in the Midwest. However,
without research that focuses on studying ethnic groups in
depth, it is unlikely that information will be collected
that provides a strong basis on which to develop and deliver
culturally appropriate services. Since the data were
collected from a mixed group of people of Mexican, Puerto
Rican, Cuban, Central American, and South America origin who
resided in the Midwest, it is often difficult to

differentiate between the needs of the various groups. For
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example, a study in Michigan conducted by Saenz (1984) to
examine the mental health needs of Latinos revealed
depression, alcoholism, anxiety, lack of identity, drug use,
and adjustment reactions to be the most frequent mental
health problems; but it is impossible to know the rates
within each subgroup. This information is critical to
professionals as they develop services that correspond to
the needs of diverse populations. Studies must be designed
to consider the heterogeneity within each subgroup (e.g.,
Mexicans, Puerto Ricans, Cubans) (Torres).

Help-seeking behavior is determined by pre-disposing
factors (i.e., age, sex, education), enabling factors (i.e.,
knowledge of services, availability of services, existence
of bilingual services), and need for assistance (Starret,
Todd, Decker, & Walters, 1989). Numerous studies have shown
that Hispanics prefer alternative sources of help (see
Rogler et al., 1989; Santiago et al., 1996) that are
indigenous to their culture, such as family (Golding &
Baezconde-Barbanati, 1990), extended family, and church
(Medvene, Mendoza, Lin, Harris, & Miller, 1995). Studies
have shown that families tend to be larger (Golding &
Baezconde-Barbanati), to live in closer proximity, and to be
in more frequent contact with each other in the Mexican-
origin community (Antonucci, 1985) than in Anglo

communities. Family is a primary source of identity, self-
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worth, and social support (Keefe, Padilla, & Carlos, 1979;
Salgado de Snyder, 1986). The literature reveals that people
of Mexican origin place greater importance on (Raymond,
Rhoads, & Raymond, 1980; Sabogal, Marin, Otero-Sabogal,
Marin, & Perez-Stable, 1987) and have greater satisfaction
with (Sabogal et al.; Schumm et al., 1988) family support
than do non-Hispanic whites. Golding and Burnam (1990)
analyzed data from the largest epidemiologic study of social
support among people of Mexican origin (see Eaton & Kessler,
1985; Regier et al., 1984, for details on Los Angeles
Epidemiologic Catchment Area [LA-ECA] project). Despite
differences in culture, Golding and Burnam found many
similarities among non-Hispanic whites, U.S.-born Mexicans,
and Mexican-born Mexicans in their level of social support.

Medvene et al. (1995) found that parents of children
who were diagnosed with schizophrenia reported family
members as their most frequent source of support. Sixty-nine
percent of the parents received help from their other
children. Non-family support was most frequently accessed
through neighbors (41%), people associated with their
religion, or the parish priest (34%). The results of the
study were limited because the sample was small (N=32) and
the study targeted a group that was coping with a family
member with a severe mental illness, compounded by the
effects of acculturation and SES.

A study conducted by Santiago et al. (1996) provided
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insight into perceptual barriers to accessing services.
Qualitative responses regarding participants' decision to
not seek formal rehabilitation services for their disability
were reported. The three primary reasons given for not
accessing services were (a) does not want or feel need for
service (26%), (b) family disapproval (22%), and (c)
relative/friends' disapproval (18%). Other reasons cited
were cost of services (9%), limited English proficiency
(5.5%), lack of transportation (5.5%), and lack of knowledge

of services (3%).

Family Therapy

Contradictory conclusions may be drawn regarding the
utilization of mental health services by the Mexican-origin
community (see Ponterotto, 1987; Rogler et al., 1989).
Criticisms of Hispanic utilization studies include a lack of
consistency in how utilization is defined, a focus on
descriptive studies, and a lack of differentiation between
and among ethnic groups. Despite the criticisms, it is
important to note that the majority of studies indicate a
higher dropout rate and underutilization of mental health
services by diverse populations (Acosta & Sheehan, 1976;
Keefe, 1979; Keefe & Casas, 1980; Sue, 1977, 1992; Sue et
al., 1991; Sue & Zane, 1987; Torres, 1991). Wells et al.
(1987) documented an underutilization of outpatient mental

health services by people of Mexican origin in the Los
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Angeles ECA study, which had an extremely large sample of
over 1,200 Mexican-origin subjects. Much of the disagreement
in the literature regards the degree of underutilization and
the reasons for this underutilization (i.e., alternative
theory or barrier theory) (Lin, 1982 Snowden & Lieberman,
1994). Starrett et al. (1989) called for studies that employ
"a sophisticated conceptual framework or multiple analysis
to clarify the process by which Hispanics utilize formal
helping networks when in need of emotional support" (p.
260) .

One reason for the underutilization of mental health
services by the Hispanic community has been suggested and is
identified as a form of a barrier. Although there are
limited studies to confirm or negate these ideas, there is
an increasing body of literature examining barriers and
enablers to service. Organizational barriers can be language
that is incompatible with the clientele (Guiterrez et al.,
1990; Rogler et al., 1989), lack of linkage with respected
community institutions (Guiterrez et al.), financial
barriers, and transportation difficulties. Starrett et al.
(1989) identified three additional variables that affected
the utilization of formal support systems by Hispanic
elderly. The Hispanic elderly, who had a higher number of
health problems, greater illness severity (need factors),
and higher church attendance (enabling factor), had higher

utilization rates of formal services. Elderly people of
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Mexican origin, primarily the females, who attended church
more frequently utilized mental health services more often.
The study found that this population evidenced a need for
mental health services; however, the utilization rates were
still low (13%). The people in this sample chose to seek the
church or a doctor (13%) more frequently than a professional
(4%) to access help.

Some studies indicate that Mexican-origin people are
utilizing mental health services. Hispanics (9%) were found
to utilize self-help groups (peer led) slightly more than
Caucasians (8%) and more than African Americans (2%)
(Snowden & Lieberman, 1994). A mental health center in
Northern California experienced success in increasing the
Spanish-surname patient population by 40.5% over a four-year
period by instituting enablers. This included adding
bilingual staff and linking to community agencies accessed
by the Mexican-origin population (Fischman et al., 1983).
O'Sullivan et al. (1989) repeated Sue's study (1977) in the
Seattle area to investigate the level of utilization of
mental health services by ethnic groups there. The study
concluded that dropout rates had decreased for ethnic groups
and there had been changes that created a more culturally
responsive system. Acculturation level has been shown to
impact utilization rates ( Wells et al., 1987). People of
Mexican origin who had low acculturation levels had a very

low (3.1%) utilization rate of services. Those with high
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acculturation levels had a moderate (11.3%) utilization rate
compared to non-Hispanic whites (16%). Although the studies
cited are not from the field of MFT, most studies have been
conducted with restricted (limited) populations; and the
inference can be drawn that these services, like MFT, are
highly specialized and, therefore, may be indicative of
patterns of service utilization.
Knowledge of Mental Health Services

There is a scarcity of literature related to this
variable. More recent studies conclude that knowledge of,
and need for, services are predictive of utilization of
social services (Mindel & Wright, 1982; Starrett et al.,
1989). Knowledge of services increases the awareness about
available resources and services to potential clients who
are experiencing individual, couple, or family problems. No
studies were found in the counseling or therapy literature
that discussed the best method of dispersing service related
knowledge.

C I . | £ M 1 Health S .

Leaf, Livingston, Bruce, Tischler, and Holzer (1987)
examined attitudes and beliefs about mental health which are
closely related to openness to learning about mental health
services. The results indicated that 81% of the sample had
a high receptivity to mental health services. However, 83%
perceived at least one barrier to accessing services. The

results of this study must be considered cautiously in
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relation to ethnic minority populations. The sample of non-
White participants was small (13%) and did not specify the
ethnic identity of this group.

Expectations About Counseling (MFT)

Scholars and psychologists in the field of counseling,
counseling psychology, and psychology have been studying
client expectations about counseling for over 30 years
(Apfelbaum, 1958; Robinson, 1950; Tinsley, 1982; Tinsley,
Bowman, & Westcot Barich, 1993). A major drawback in the
existing studies is that the majority of information on
expectations has been collected from samples that are
predominantly Anglo-European, students, clinical
populations, or comparison samples that dilute the
information on ethnic groups due to smaller sample size.
Other literature concludes that minority groups often
receive ineffective mental health treatment (Acosta,
Yamamoto, & Evans, 1982) and that therapists may fail to
acknowledge the larger context of clients' goals and
expectations of therapy (Acosta et al.).

There is agreement in the mental health field that
client expectations influence the therapeutic process and
outcome of therapy (Tinsley, Bowman, & Ray, 1988; Tinsley,
Holt, Hinson, & Tinsley, 1991; Varvil-Weld & Fretz, 1983;
Yanico & Hardin, 1985). The counseling literature indicates
that ethnicity is related to counseling expectations

(Cherbosque, 1987; Kunkel, 1990), and expectations are
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believed to impact the counseling process, outcome, and
termination (Pope, Seigman, Blass, & Cheek, 1972; Tinsley,
Bowman, & Ray, 1988; Tinsley, Bowman, & Westcot Barich,
1993; Tinsley & Harris, 1976). Expectations have also been
found to influence perceptions (Postman, 1951), judgements
(Festinger, 1957), learning (Overmeier, 1988), and behaviors
(Bandura, 1986). More specifically, expectations are
believed to impact people's decisions regarding whether to
enter or terminate therapy, and they have been shown to have
a moderating effect on the therapy itself. Expectations that
are not met in a therapeutic relationship may lead to
negative outcomes in therapy and may be related to the
underutilization of MFT services. Research has also
indicated that expectations are influenced by ethnicity
(Cherbosque; Kunkel; Kunkel, Hector, Gongora Coronado, &
Castillo Vales, 1989), as well as societal, cultural (Yuen &
Tinsley, 1981), and economic (Subich & Hardin, 1985)
factors. The influence of acculturation must be an integral
part of any study that is examining the lives of individuals
who have beliefs, values, and attitudes that vary to some
degree from those of the dominant culture. A study of client
expectations in the Mexican-origin community may serve to
help in understanding the changes the MFT field can make
that will decrease the dropout rates and increase the
effectiveness and utilization rates of therapy.

Professionals in the MFT field must become involved in
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this area of study in order to serve the needs of groups
that are not now being served by this discipline.
Identifying the understanding and expectations of Mexican-
origin people regarding MFT will benefit the field. This
ethnic group was selected for study due to the complexity of
studying the Hispanic or Latino population and the need to
increase the amount of information on each cultural
subgroup. This study also allowed for an in-depth
examination of the intracultural similarities and
differences within this group, which are related to the
variables under study. In order for the field of MFT to
serve this population more effectively, it is necessary to
examine the knowledge, expectations, and utilization rates
within this community. This information will provide
indicators to the MFT profession that will assist in
developing objectives and goals that will allow for a
stronger relationship to be built between these two systems.

Marriage & Family Therapy: An Alternative Resource

The federal government recognizes the MFT discipline as
one of the five mental health professions. MFT is a
specialized discipline in the field of mental health whose
goal is to p£ovide treatment to individuals, couples, and
families who are experiencing problems in their lives. The
goals are to consider the system the client lives in, to
examine how the system contributes to the maintenance of the

problem, and to consider alternatives to the system that
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would alleviate or eliminate the problem. In order to
successfully examine the system the client lives in, the MFT
profession must also be willing to examine themselves.

A recent study indicates that MFT services were rated
as good or excellent by 98.1% of all clients surveyed
(Doherty & Simmons, 1996). The clients surveyed included
females (58%) and males (42%), and the majority (82.5%)
reported having a high school degree or higher. A high
percentage (42.5%) had a college degree or higher. Racial
and ethnic data was not reported. The cost of a therapy
session ranged from $0 to $170 per hour, with an average of
$63 and a median of $65. Sessions were conducted primarily
in private practice settings (65%). The results of this
study are consistent with research that concluded that MFT
is not serving populations that tend to have lower levels of
education and income, which are overrepresented among people
of color, based on census data (Green & Bobele, 1994). Yet,
63% of the marriage and family therapists who participated
in the study reported feeling competent in treating racial
and ethnic minorities. Given that the study did not report
the racial or ethnic composition of their participants, it
is unknown what percentage of their clients were from ethnic
or racial groups.

The MFT field can facilitate increased access and
utilization for special populations by developing marketing

strategies, taking actions to create services that are a
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"good fit"™ with ethnic communities, and designing
educational goals and curriculum in professional programs
that will prepare multiculturally sensitive therapists. At
this time, insufficient services are available to the
Mexican-origin community, and therapists fail to
acknowledge problems people of Mexican origin experience as
members of a minority group. For example, acculturation
stress or cultural stress is not identified as a sign of
distress in the American Association for Marriage and Family
Therapy's (AAMFT, 1998) pamphlet, "A Consumer's Guide to
Marriage and Family Therapy." This marketing tool is not
available in Spanish, which makes the information
ineffective to those who are primarily Spanish-speaking or
cannot read English. The reading level also appears to be
directed at individuals with at least a high school
education. An increasing amount of attention is being given
to evaluating and changing MFT curriculum and educating
AAMFT members to become more culturally sensitive. Although
their efforts have had varying degrees of success, their
goal is to integrate the teaching and study of diversity
into MFT programs across the nation. The national
organization, AAMFT, has made great efforts to increase the
number of workshops and audiotapes that focus on topics and
issues related to racial and ethnic minority groups. This
may be the reason why 63% of marriage and family therapists

reported feeling competent in treating racial and ethnic
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minorities (Doherty & Simmons, 1996). Nonetheless, feeling
competent and being competent are not the same, and the
actual level of competence will only be tested if marriage
and family therapists are treating racial and ethnic
minorities.

Review of the Literature: Summary

In summary, individual, relational, and societal
factors influence the level of acculturation of people of
Mexican origin, which, in turn, influences their knowledge
and expectations of and openness to MFT services. It has
been hypothesized that a combination of some or all of these‘
variables influence the decision to access or not access MFT
services. It was the purpose of this study to examine the
similarities and differences among the various groups on
each of the designated variables in this study.

This study examined client variables in a Mexican-
origin community to increase MFT's cognizance of and
sensitivity to the following: (a) level of acculturation,
(b) level of knowledge of MFT, (c) expectations about MFT,
(d) level of openness to learning about MFT, and (e) manner
in which these three factors influenced the level of
utilization of MFT for people of Mexican origin.
Specifically, this study considered sociocultural variables
such as income, education, employment, and acculturation.
It acknowledged that MFT needs to consider expectations of

Mexican-origin people to address power differences and to
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become more cognizant of how to more effectively work with
individuals and families from diverse groups. The review of
the literature supported this investigation of the
relationship among and between the variables identified in
this study.

Operational Definitions

Ethnicity: refers to a “shared culture and lifestyles”
(Wilkinson, 1993, p. 19) that can include culture, values,
beliefs, language, religion, color, ancestry, and norms, to
name a few. Ethnicity can be the result of self-
identification (determined by individual) or ascription
(ascribed by larger society) and influences individual and
group identify formation. Ethnicity was measured by asking
people what word they used to describe their ethnicity.
Seven common responses in the Latino community were provided
along with an "other" category.

Culture: refers to the shared history, common language,
common religion, and shared memories of the past as they
have unfolded themselves in the arts and literature
and in commonality of customs and traditions.

Hispanic: This is a generic term that refers to all
Spanish-speaking or Spanish-surnamed people who reside in
the United States or Puerto Rico. The major groups among
Hispanics are people of Mexican origin, Chicanos, Cuban
Americans, and Puerto Ricans. The term "Hispanic" is

generally more accepted on the East Coast.
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Latino: This term signifies that a person is of Latin
American origin. It is the preferred term on the West Coast.
It includes the same ethnic origin terms used to define
Hispanic above.

Mexican: Residents of the United States who self-
identify as Mexican. This term is often used by people who
were born in Mexico.

Mexican-origin person: Residents of the U.S. who self-
identify as being of Mexican origin. Frequently used by
those who were born in the United States but have parents or
grandparents who were born in Mexico.

Chicano: This term refers to persons of Mexican origin
or heritage who were born in the United States. It was
initiated in 1960 by blue-collar people of Mexican origin
and college student activists (Melville, 1988). This term is
traditionally preferred on the West Coast.

Mental Health: Loosely defined to include issues of
assessment and treatment of mental disorders, individual,
marital, or family problems as well as social, economic, and
cultural factors that can be directly linked to the etiology
of mental health problems.

Marriage and Family Therapy: This is one of multiple
disciplines in the field of mental health. It is based on
models of therapy and scientific findings that assume that
"individuals and their problems are best seen in context,

and the most important context is the family"™ (AAMFT
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pamphlet, 1997, p. 1). The goal of MFT is to resolve

problems by creating opportunities for change for the

individual and/or family.

Delimitations
There were several delimitations in this study.
A snowball sample was used to increase the researcher's
contact with the Mexican-origin community.
A self-selected sample was accepted since this was an
exploratory study and the first study of expectations
and utilization of MFT in the Mexican- origin
community.
The principal investigator, a Mexican female trained in
MFT, conducted all the interviews due to the
unavailability of a male of Mexican origin who was
trained in the field of MFT.

Assumptions
Studying one ethnic group would provide more culturally
sensitive research data.
Marriage and family therapy must take an emic (culture-
specific) and etic (universal) perspective when
conducting therapy with persons of Mexican origin.
Marriage and family therapy can be an effective means

of support to Mexican-origin families.
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CHAPTER 3

METHODOLOGY

Introduction

This investigation was designed to be ecological in
nature and emphasized a multicultural perspective. The study
considered acculturation (natural-physical-biological and
social-cultural environment) and its dynamic relationship to
individuals of Mexican origin (human environed unit) and
mental health services (human-built environment) using an
ecological framework (see Figure 1). The multicultural
framework provided a foundation that recognized and
respected the strengths and diversity of the Mexican
culture.

The study identified (a) the characteristics of people
of Mexican origin who seek out help when they need it,
(b) what the Mexican origin community expects from helpers,
(c) their level of knowledge about various mental health
services, (d) their level of openness to learning about
marriage and family therapy (MFT), and (e) their level of
utilization of counseling, therapy, and MFT.

Research Design

This investigation utilized a cross sectional,
exploratory, inferential, two-stage study using an interview
survey design in non-controlled settings with individuals of

Mexican origin as the unit of analysis.
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This chapter will give an overview of the following:
(a) research questions, (b) variable definitions, (c)
hypotheses, (d) sample design, (e) data collection, (f)
proposed data analysis, and (g) limitations.
Research Ouestions

Several research questions guided the development of

this study.

1. Whom do people of Mexican origin seek out when they
need help?
2. What factors impact the level of utilization of

marriage and family therapy services by people of
Mexican origin?
3. What do people of Mexican origin expect from "helpers"?
4, How does the openness to learning about MFT in people
of Mexican origin impact their expectations?
Variables
The dependent variables in this study were level of
utilization of counseling services, level of utilization of
MFT services, and the type of expectations of MFT services.
The independent variables were level of behavioral
acculturation, level of cognitive acculturation, level of
integrated acculturation, type of expectations of MFT
services, level of knowledge of MFT services, level of
knowledge of mental health services, and level of openness

to learning about MFT services (see Table 1 for variable

list).
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Table 1

Variable Li | M

Variable Classes

Measures

Independent Variables
Level of Behavioral
Acculturation

Level of Cognitive
Acculturation

Level of Integrated
Acculturation

Type of Expectations
About MFT Services

Level of Knowledge of
Mental Health
Services

Level of Openness to
Learning about MFT
Services

Acculturation Rating Scale for
Mexican Americans (ARSMA-ITI)
(Bilingual)

Multiphasic Assessment of
Cultural Constructs (MACC-SF)
(Bilingual)

Integrated Score from
ARSMA-II and MACC-SF

Expectations About Counseling-
Brief Form (adapted to
Expectations about Marriage and
Family Therapy-BF), English
Version and Spanish Version

How much do you know about the
services provided by

(a) counselors, (b)therapists,
(c)marriage and family
therapists?

I have some written information
about MFT. Would you like me
to leave you a copy?

Interviewer’s observation of
participant’s verbal and non-
verbal response

(table continues)
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Table 1 continued

Variable Classes

Measures

Dependent Variables
Level of Utilization
of Counseling
Services

Level of Utilization
of MFT Services

Type of Expectations
of MFT Services

Control Variables:
Respondent’s
Age
Gender
Birthplace
Marital Status

Religious Preference
Level of Education
Ethnicity
Immigration Status

Occupation
Income

Generational Status

Have you ever received
from a counselor?
Have you ever received
from a therapist?
Have you ever received
from a marriage and

therapist?

Have you ever heard the

services
services
services

family

term

“marriage and family therapy

Or therapist?”

How much do you know about MFT?
Have you ever been to see a

professional MFT?

See above

Self-Report of Age in Y
Interviewer Observation

ears

Self-Report of Country of Birth

Self-Report (Single,
with Partner,
separated,
divorced,

Self-Report

Self-Report

widowed,

Living
Married,

or remarried)

Self-Report of Ethnic Label
Self-Report of Citizenship

Status
Self-Report
Self-Report (Individual
Household)
Self-Report

and
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The control variables were age, gender, birthplace,
marital status, religious preference, level of education,
ethnicity, immigration status, occupation, income, and
generational status. Data are based on self-reports
collected in the demographic section of the instrument (see
Appendix A, Research Instrument, questions 3-27). The
hypotheses are written in the null form if there is a lack
of information in the literature that would support the
alternate hypotheses.

Level of Utijilization of Counseling Services was defined
as the level of services received from counselors. The
dependent variable was measured by one item that asked the
respondent if they have been to see a professional counselor
(see question 216, Appendix A). A five-point scale was
developed to determine the individual's level of contact
with the counselor. The scores of one to four were collapsed
into "don't use services" (0) and a score of five was
identified as "used services" (1).

Level of Utilization of MFT Services was defined as the
level of services received from marriage and family
therapists. The dependent variable was measured by one item
that asked the respondent if they have been to see a
professional marriage and family therapist (see Appendix A,
question 224). A five-point scale was developed to determine

the individual's level of contact with the therapist.
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Scores of one to four were collapsed into "don't use" (0)
and a score of five was categorized as "used" (1).

Level of Acculturation was defined by Herskovits (1936)
as "those phenomena which result when groups of individuals
having different cultures come into continuous first-hand
contact, with subsequent changes in the original cultural
patterns of either or both groups" (cited in Cuéllar,
Arnold, & Maldonado, 1995, p. 278). Acculturation was
measured by two standardized acculturation instruments. The
two measures of acculturation were utilized to create a
measure of integrated acculturation for use in this study.

The Level of Behavioral Acculturation (ARSMA-II)
construct refers to behavioral aspects of acculturation,
including “ (a) language use and preference, (b) ethnic
identity and classification, (c) cultural heritage and
ethnic behaviors, and (d) ethnic interaction” (Cuellar et
al., 1995, p. 282). This variable was measured by the
bilingual Acculturation Rating Scale for Mexican Americans-
IT (ARSMA-II; see Appendix A, questions 29-76; Cuéllar,
Arnold, & Maldonado, 1995). The ARSMA II categorized people
by measuring behavioral constructs of acculturation.

The ARSMA-II, comprised of two scales, measures a
linear acculturation level, a multidimensional acculturation
category, and a level of marginality. The linear
acculturation level is based on Scale 1 which is comprised

of two scales, the Mexican Orientation Scale (MOS) and the
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Anglo Orientation Scale (AOS). There were 17 items (29, 31,

33, 34, 36, 39, 40, 42, 45, 46, 48, 49, 50, 52, 54, 56, 57)

that comprised the MOS and 13 items (30, 32, 35, 37, 38, 41,
43, 44, 47, 51, 53, 55, 58) in the AOS. The choice of

responses ranged from "“not at all (1)” to “extremely often

or almost always (5)”.3 Mean scores were calculated for

each scale by summing the responses and dividing by the
number of items in each scale. The behavioral acculturation
level (CATACC), a linear acculturation score, was computed
by subtracting the Mexican Orientation Scale (MOS) mean (M =

.61) from the mean on the Anglo Orientation Scale

3.49, SD

(AOS) (M 3.71, SD = .63). Cutting scores (see Appendix B)
determined the five ordinal levels of acculturation, "Very
Mexican oriented (1)," "Mexican oriented to approximately
balanced bicultural (2)," "Slightly Anglo oriented
bicultural (3)," "Strongly Anglo oriented (4)," and "Very
Assimilated--Anglicized (5)."

The acculturation category was based on a
multidimensional, orthogonal, bicultural classification
frame. The frame had two axes (AOS and MOS) and four
quadrants (l=high integrated bicultural, 2=Mexican oriented
bicultural, 3=low integrated bicultural, and 4=assimilated
bicultural; see Appendix B for definitions). Classification

*Words in italics in this and following sections are
from the instrument used in this study.
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of biculturalism used the mean scores on the AOS and MOS.
Scores greater than -1/2 standard deviation were considered
to be high and scores ranging from -1.5 standard deviations
below the mean to -.5 standard deviations below the mean
were identified as low. Individuals with high scores on the
AOS and the MOS were classified as high integrated
biculturals (1), those with high scores on the MOS and low
scores on the AOS were identified as Mexican oriented
biculturals (2), respondents with low scores on the AOS and
MOS were low integrated biculturals (3), and finally, people
with high scores on the AOS and low scores on the MOS were
identified as assimilated biculturals (4).

The marginality scores, derived from Scale 2,
(Marginality scale) is an experimental scale with 18 items.
The responses were based on the same 5-point Likert scale as
the AOS and MOS. This was used to measure separation and
marginality from three cultural groups. Specifically, it
measured the level of difficulty accepting Anglo (M = 16.98,
SD = 4.95), Mexican (M = 14.95, SD = 5.14), or Mexican
American (M = 13.58, SD = 4.21) culture (i.e., customs,
values, beliefs, and ideas). Types or cutting scores “were
based on standard deviations or fractions thereof, which
made intuitive sense based on the likelihood of individuals

falling within a given portion of the normal distribution
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curve” (p. 287) (see Appendix B for cut off scores).
Individuals fell into more than one typology or subtypology
since the scores were based on multiple criteria.

The Level of Cognitive Acculturation (LEVEL) refers to
cognitive cultural constructs, such as beliefs, ideas, and
attitudes. This variable was measured by the Multiphasic
Assessment of Cultural Constructs-Short Form (MACC-SF; see
Appendix A, questions 77-136; Cuéllar, Arnold, & Gonzalez,
1995. See Appendix C for detailed review of instrument).

The MACC-SF included five scales that were comprised of
60 true-false items. It measured five constructs, using an
interval level of measurement, which were identified as
cognitive referents of acculturation. The scales were: (a)
Familism (12 items: 77, 80, 93, 97, 107, 110, 111, 112,
117, 120, 135, and 136); (b) Fatalism (8 items: 82, 86, 90,
96, 99, 118, 124, 128); (c) Machismo (17 items: 78, 83, 84,
85, 91, 93, 100, 102, 105, 107, 109, 115, 116, 125, 127,
129, 130), (d) Folk Illness Beliefs (14 items: 87, 92, 94,
101, 103, 106, 108, 119, 122, 126, 131, 132, 133, 134), and
(e) Personalismo (11 items: 79, 81, 88, 89, 95, 98, 104,
113, 114, 121, 123). A three step process was used to
calculate the level of cognitive acculturation (LEVEL).
First, the true items were summed (note: item 94 was reverse
scored) and divided by the number of items in each scale to
calculate the mean for each of the cognitive constructs.

Next, scores above the mean were identified as having high
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(1) levels of the construct and scores below the mean
signified low (0) levels of the cognitive construct.
Finally, the high scores were summed to create a level of
cognitive acculturation score. The scores ranged from zero
(no high scores on any cognitive construct) to five (high
scores on all five constructs).

The Level of Integrated Acculturation (INTEGRAT) refers
to the behavioral and cognitive cultural constructs
identified above. It was derived by creating a profile type
that combined the scores of the behavioral acculturation
measure (ARSMA-II) with the five cultural constructs of the
cognitive acculturation measure (MACC-SF) (see Table 2).

The Level of Behavioral Acculturation from the ARSMA-II
and the Level of Cognitive Acculturation from the MACC-SF
were employed to create an integrated acculturation score.
A five-step process was employed to create four ordinal
levels of integrated acculturation. First, the exact scores
from the level of behavioral acculturation were computed.
Secondly, the scores on level of cognitive acculturation
were recoded to identify the number of constructs
respondents scored below the mean. This number indicated
they were more Anglo oriented in their cognitions and
provided a scale consistent with the one used for the level
of behavioral acculturation. This scale measured increasing
levels of acculturation from 1 to 5 with higher numbers

indicating higher levels of acculturation to the Anglo
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Table 2

. b in Devel f ] 1 of I | 2 ] .

Behavioral Acculturation Level (CATACC)

Low Anglo High Anglo
Orientation Orientation
Cognitive N
Acculturation 1 2 3 4 5 Row Row
Level Number of Respondents Total %
Low Anglo 0 2 2 1 0 0 5 8
orientation I (n=15, 25%) IT (n=16,27%)
1 3 2 6 0 0 11 18
2 0 6 7 2 0 15 25
3 2 1 6 5 0 14 23
III(n=6,10%) IV (n=23,38%)
4 0 2 4 3 0 9 15
High Anglo
orientation 5 0 1 5 0 0 6 10
Column Totals 7 14 29 10 0 60 99x*
Column % 12 23 48 17 0 100
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culture. Third, a crosstab of the Level of Cognitive
Acculturation (0-5) (MACC-SF) by Level of Behavioral
Acculturation (1-4) (ARSMA-II) was constructed in order to
create an acculturation profile (see Table 2). Fourth, the
cognitive and behavioral levels were categorized into low
and high levels of acculturation to the Anglo orientation.
Scores on the vertical axis of zero to two were classified
as low Levels of Cognitive Acculturation and a score of
three to five was considered a high Level of Cognitive
Acculturation (MACC-SF). Next, the Level of Behavioral
Acculturation scores of one and two were classified as a
low Level of Acculturation and scores of three and four were
identified as high Levels of Behavioral Acculturation.
Finally, a four-level <classification system was devised
based on the clusters created by the crosstab of Level of
Cognitive Acculturation by Level of Behavioral
Acculturation. The four integrated acculturation categories
were labeled (I) Low Integrated Acculturation, (II) Mixed
Integrated Acculturation: Acculturated Behavior, (III) Mixed
Integrated Acculturation: Acculturated Cognitions, and (IV)
High Integrated Acculturation. Groups I and IV indicated
congruency in behaviors and cognitions. Groups II and III
were incongruent in measurements of their levels of
behavioral and cognitive acculturation.

Level of Expectations of MFT Services was defined as
"probability statements regarding the likelihood that an
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event will occur"™ (e.g., I expect the therapist will
understand my problem) (Tinsley, Bowman, & Ray, 1988, p.
100) . This variable was measured by the Expectations about
Counseling-Brief Form (Tinsley, 1982; adapted to
Expectations about Marriage and Family Therapy-Brief Form;
see Appendix A, questions 137-202; see Appendix D for a
detailed review of instrument) and the translated Spanish
version by Buhrke & Jorge (1992; see Appendix A, questions
137-202; see Appendix D for review of instrument).

The 53-item instrument was comprised of 18 scales
although only 17 scales were used in this study (see
Appendix D for listing and definitions of subscales). The
7-point Likert scale for this ordinal measure ranged from
not true (1) to definitely true (7) with higher numbers
indicating a higher level of expectation for an event to
occur. The scale scores for type of expectations of MFT were
derived by summing the responses and dividing by number of
items in the Subscales. The 17 expectation variables are
level of: responsibility, openness, motivation,
attractiveness, immediacy, concreteness, outcome,
acceptance, confrontation, genuineness, trustworthiness,
tolerance, directiveness, empathy, expertise, self-
disclosure, and nurturance. All were identified in this
study so comparisons could be made between expectations.
Individuals with scores above four indicated higher levels

of expectation on the scales while scores below four were
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designated as having low expectations for the construct.

A factor analysis of the data found three factors:
Expectation of Personal Commitment, Expectation of Counselor
Expertise, and Expectation of Facilitative Conditions.
Factor scores were obtained by summing the scale scores that
comprised each factor and dividing by the number of scales
in each factor. The higher the mean, the more the
individuals expected to (a) take on the responsibility for
making progress in therapy (Personal Commitment), (b) have
therapists that were directive, empathetic, and expert
(Counselor Expertise), and (c) find the necessary conditions‘
in therapy that would allow progress to occur (Facilitative
Conditions).

Level of Knowledge of MFT Services was defined as
having information or knowledge about the profession of MFT.

The Level of Knowledge of MFT was originally quantified
using a series of three items, a recognition question (have
you ever heard the term marriage and family therapy or
therapist, 0O=no, l=yes); a knowledge question (how much do
you know about marriage and family therapy, l=not at all to
5=a lot); and a use question (have you ever been to see a
professional marriage and family therapist, l=no, 2=no, but
tried to get information, 3=no, but made a telephone call,
4=yes, went for initial intake session, and 5=yes, attended

more than 2 sessions).
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The latter two questions were recoded. The responses
for the amount of knowledge was collapsed into an interval
3-point scale (0=no knowledge [1, 2], 1=a little knowledge
[3], and 2=a lot of knowledge [4,5]). The use of MFT
responses were recoded into a 2-point scale (0O=no use [1] to
[4], l=used services [5]). The three items were summed (0-4)
and categorized into a 3-point interval scale (KNOWMFT) of
0=No Knowledge (0,1), l=Low to Moderate Level of Knowledge
(2), 3=High Level of Knowledge (3,4) (see Appendix A,
questions 218, 222, and 224 in research instrument).

Level of Knowledge of Mental Health Services was
defined as reported knowledge or information about the
profession of counseling, therapy, and/or MFT.

The Level of Knowledge of mental health services was
measured by three items, 220, 221, and 222 (how much do you
know about counseling, how much do you know about therapy,
and how much do you know about marriage and family therapy,
respectively). Responses to the items ranged from 1 (not at
all) to 5 (a lot). The scores were recoded into a 3-point
interval scale (0O=no knowledge, l=a little knowledge, and
2=a lot of knowledge). These scores were used to create a 3
digit number that would measure full knowledge of mental
health services. The digit in the one's place was knowledge
of counseling, the digit in the ten's place was knowledge of

therapy, and the digit in the hundred's place was knowledge
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of marriage and family therapy (i.e, 000=no knowledge of any
service; 012=a lot of knowledge of counseling, a little
knowledge of therapy, and no knowledge of marriage and
family therapy).

Level of Openness to Learning about MFT Services was a
descriptive variable in this study defined as whether a
person appears to be open to learning about the profession
of MFT.

Participants in the study were given a score for two
items: (a) acceptance or refusal of a consumer's pamphlet on
MFT and (b) the interviewer's observation of their attitude
and response to offer of a pamphlet designed for potential
consumers of MFT. The former was a dichotomous scale (no and
yes), and the latter was a 3-point scale (negative, neutral,
and positive, respectively). The respondent's comments,
questions, demeanor, and body language were assessed as part
of the researcher's evaluation of openness.

Specifically, this variable was quantified using two
items: (a) one question asked the respondent if they wanted
the interviewer to leave written information on MFT,
providing a nominal level of measurement (0=no, l=yes) (see
Appendix A, question 225 of research instrument), and (b) a
score ranging from zero to two, based on interviewer's
observation of the participant's negative (0), neutral (1),
or positive (2) responses or reactions (see question 226 of

Research Instrument) to the offer of the pamphlet and the
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opportunity to initiate a discussion about MFT services.

The summed scores provided an ordinal scale of zero (no

openness to learning about MFT), one (low openness), two

(neutral or moderate openness) and three (high openness)

with higher numbers evidencing a higher level of openness to

learning about MFT services.

Hypotheses
Six hypotheses were central to this study:

Hy; Among people of Mexican origin, there will be a
significant difference between level of acculturation
and level of utilization of counseling services.

Hi, Among people of Mexican origin, there will be a
significant difference between level of acculturation
and level of utilization of MFT services.

Hys Among people of Mexican origin, there will be no
significant differences between type of expectations
about MFT and level of utilization of MFT services.

H,, Among people of Mexican origin, there will be a
significant difference between level of acculturation
and type of expectations about MFT services.

His Among people of Mexican origin, those who have a
presence of knowledge of counselors, therapists, or
marriage and family therapists will have significantly
different types of expectations of MFT than those who
do not have a presence of knowledge of counselors,

therapists, or marriage and family therapists.
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Ho¢ Among people of Mexican origin, there will be no
significant differences between level of openness to
learning about MFT and type of expectations of MFT.

A two-tailed test (p < .05) was required to reject the
null hypotheses and accept the working hypotheses that were
developed for this study.
criteria f s ]

A purposive sample was obtained using a snowball
sampling technique in two counties in central mid-Michigan;
one county was primarily urban and the other primarily
rural. Hispanics (13,575) constituted 3.7% of the total
population (281,912) for the urban county, with Mexicans
comprising 77.1% of this group (Census of Population and
Housing, Ingham County, 1990). The rural county had a
Hispanic population base of approximately 1.6% of the total
population (92,879) with Mexicans (1,479) being the largest
group (76.9 %) of the Hispanic rural population (Census of
Population and Housing, Eaton County, 1990).

The sample for this study included 60 individuals who
met the following criteria: (a) self-identified as being of
Mexican origin or had parents or grandparents who self-
identified as being of Mexican origin, (b) was a resident of
Eaton or Ingham county, and (c) who was 25 years or older.
Selection of respondents from households with multiple
members was based on the individual who had the next

birthday. This increased the likelihood of accessing males,
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although the final sample, as in most studies, was primarily
female. The purpose of selecting an urban and a rural county
was to increase the likelihood of a more diverse community
sample. The age requirement was developed to access a sample
who had moved into young adulthood so they were more likely
to be independent and self-sufficient. They had more
opportunity to have experienced challenges in their lives
that could necessitate seeking support from familial and
non-familial sources. The unit of analysis, individuals, was
selected for the sample due to: the lack of data on
individual perspectives; the low response rate of males,
which can negatively affect family participation; and, most
importantly, the response bias that could result due to a
partner's influence. The latter was more likely to occur due
to the cultural values and beliefs that give the husband
more power in the relationship (e.g., machismo, marianisma).
A subset of 15 individuals was selected from the sample
of 60. Qualitative interviews were conducted in order to
provide respondents an opportunity to share their knowledge,
beliefs, and experiences regarding the Mexican origin
community, help seeking, and therapeutic services. At the
end of each completed interview, every respondent with an
even-numbered identification number was asked to participate
in an audiotaped interview until there were 15 completed
interviews. People were assigned the identification numbers

at the initiation of each interview. This gave everyone the
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opportunity to be assigned an even number, depending on when
they chose to schedule the quantitative interview.
Recruiting of Sample

Potential respondents were contacted through referral
sources that conveyed verbal and written information about
the research study, the use of advertisements to inform the
Mexican-origin community of the research study, and by
asking potential respondents and participants to inform and
provide contact information to people of Mexican origin in
their familial, social, and occupational systems.
Specifically, the principal investigator provided
informational papers and business cards to key contacts in
the Mexican-origin community. Contact was made with key
people from informal and formal groups, churches, agencies,
and organizations that tend to be connected to or frequented
by people of Mexican origin. The principal investigator
followed up with referral sources on a regular basis.
Information regarding the study was also disseminated
through use of English and Spanish informational
advertisements (Appendix E) placed in newspapers,
newsletters, and flyers that were likely to be seen and read
by people of Mexican origin. The flyers were disbursed by
referral sources and by the principal investigator at key
locations frequented by people of Mexican origin. This

informed people of the existence of the study so they felt
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more comfortable when approached to participate in the
study.

People were able to refer potential respondents of
Mexican origin directly to the researcher, or they
facilitated contact by providing the researcher's contact
numbers to potential respondents. Potential respondents
called the researcher directly or gave their name and number
to the referral source. Potential participants were given
the opportunity to ask questions during the initial contact
and were asked if they wanted to meet the researcher and
talk before they made a decision. Participants who indicated.
an interest in participating in the study were informed of
the eligibility criteria, the level of commitment necessary
to participate in the study, and of the $5.00 appreciation
gift they would receive at the completion of the interview.
Members from households with multiple members were selected
based on who had the next birthday.

Data Collection

A multifacted, three-stage approach was designed to
respond to the needs of the Mexican origin population. Upon
being notified of a potential respondent, the principal
investigator initiated the first stage of data collection by
contacting the respondent by telephone or in person. The
initial communication was dedicated to engaging in a social
stage with the potential participant. This allowed the

investigator to develop a rapport with the respondent, to
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address individual questions or concerns regarding the
study, and to verify the respondent's eligibility criteria.
During the initial contact by telephone or in person, the
researcher assessed the respondent's comfort with
participating in the study. Based on their level of comfort,
the researcher engaged in various degrees of "platica"
(talk) until the individual indicated at least a moderate
level of comfort with the researcher. The second stage of
the data collection process was devised for individuals who
sounded guarded. They were invited to meet with the
researcher at a self-selected time and location to enable
them to make a decision regarding their willingness to
participate in the research. Upon meeting the people who
were undecided, some made a decision to participate in the
interview after a 10- to 30-minute social session. The
remainder visited with the researcher for 30 to 60 minutes
before making a decision to participate. The third stage was
to schedule another appointment for people in the latter
group to complete the interview.

Potential respondents who reported that they were (a)
of Mexican origin, (b) a minimum of 25 years of age, and (c)
residents of Eaton or Ingham County were scheduled for a
semi-structured, face-to-face interview conducted by the
principal investigator. Individuals selected the location
for the interview to be conducted from the following

choices: (a) home, (b) school, (c) a local college or
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university, (d) a community center, (e) church, (f) a
community business, or (g) respondent's place of employment.
The data were collected during face to face interviews that
were predominantly held in the participant’s home (48%) or
place of business (25%). Respondents also selected the
language in which the interview was conducted, English or
Spanish. The amount of time needed to complete the interview
ranged from one hour to four hours, with an average of two
hours.

The interview commenced with an informal social stage
that was designed to increase the respondent's confianza
(confidence or trust) with the interviewer. When the
respondent appeared comfortable, an informational sheet (see
Appendix F) and consent form (see Appendix G for IRB
Approval Letter from UCRIHS) were read to participants.
Respondents were reassured about the confidentiality of the
interview, informed about their right to refuse any
question, and provided an opportunity to asks questions.
Upon securing the respondent's signature, a 45-90 minute
interview was conducted. Respondents were provided response
cards (see Appendix H), in the language of their choice, for
reference. The interviewer read the questionnaire and
recorded the participant's responses. The interview started
with a section of demographic questions (see Appendix A,
questions 3-27 of research instrument), followed by three

standardized Likert-scale instruments (see Appendix B-D for
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overview of instruments), and concluded with a brief section
of closed-ended questions (see Appendix A, questions 203-225
of research instrument). Responses were hand-recorded on the
227-item questionnaire by the researcher (see Appendix A).
Probes were utilized when respondents indicated a need for
clarity of a question. At the completion of the interview,
participants were presented with a monetary appreciation
gift of $5.00 and the telephone number of the principal
investigator. In addition, information on potential support
systems and referral sources was also provided at the
participant's request or when it was deemed appropriate by
the principal investigator, based on the information
provided in the interview.

At the end of the interview, respondents who had an
even identification number on their questionnaire were asked
to listen to the interviewer read an informational sheet
regarding a second interview (see Appendix I). The
information sheet indicated the purpose of the second
interview, the level of commitment necessary for
participation, and that no monetary gift would be provided
for participating in the second interview that would be
audio-taped. This process was conducted until a subset of at
least 15 subjects completed the second interview. Most of
the respondents made the choice to complete the second
interview at that time although some scheduled the interview

for a separate time. Before the open-ended interview was
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started, a second consent form (see Appendix J) was secured
from the respondent. The interview was conducted in the
language preferred by the respondent. Seventy-seven percent
of the interviews were completed in English, and 23% were
conducted in Spanish. The 15-45 minute interview comprised
16 open-ended questions (see Appendix K). Responses were
audiotaped in order to increase the reliability of data
collection. Notes were taken by the interviewer on non-
verbal data that was not able to be documented by the tape
recorder. The use of the audiotapes maintained the
completeness and the reliability of the data, which offset
the risk of getting responses that were not as truthful. In
addition, the established relationship and the nature of the
questions increased the likelihood that honest and truthful
responses were provided. Many of the questions were written
in the third person, and participants chose the depth of
disclosure that was comfortable to them.

The second session utilized a questionnaire that
consisted of 16 open-ended questions (see Appendix K) that
encouraged the respondent to share their cognitions and
emotions about their experiences as a person of Mexican
origin in relation to help seeking and mental health issues.

The standardized instruments were bilingual (English
and Spanish) and have been used with bilingual populations.
(a) The Expectations about Counseling-Spanish Version has

been validated and was developed using the four techniques
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commonly used in the translation process; back-translation,
bilingual technique, committee approach, and pretest
procedures (see Buhrke & Jorge, 1992, for details; see
Campbell, Brislin, Stewart, and Werner, as cited in Brislin,
1970, for description of four techniques). (b) The original
Acculturation Rating Scale for Mexican Americans (ARSMA) has
been in use since 1980, is considered one of the most
consistently used measures of acculturation, and has been
used with English- and Spanish-speaking Mexican-origin
populations. (c) The Multiphasic Assessment of Cultural
Constructs-Short Form (MACC-SF) was also developed to be a
bilingual instrument when it was developed for use with the
Mexican origin community. (d) The informational sheets,
consent forms, demographic section, and questions related to
openness to and utilization of mental health services were
available in bilingual forms. The back translation or double
translation technique was utilized to make the forms and
instruments culturally equivalent to each other. The
instruments were translated from English to Spanish by two
translators who were Mexican and highly educated in the
English and Spanish language. A computer translation program
(Globalink's Power Translator, 1996) was used as another
method to translate the versions from English to Spanish and
then from Spanish to English. A third translator, who was
from Puerto Rico, conducted a back-translation on one of the

three instruments. The other two instruments were back
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translated by a Mexican member of the community who had a
high school education and had worked within the Mexican
community with people from the lower and middle SES groups
for 18 years. The various Spanish versions were compared,
and then the original two translators reviewed each
instrument and came to an agreement on the translated
versions. This version was compared to the original English
version and the computer translated English version. The
final version of the instrument was piloted with six people
with varying degrees of bilingualism to eliminate
inconsistencies or misunderstandings in the instrument.

R jent Cl ! C 2 hic S .

This section was adapted from the demographic section
of the Acculturation Rating Scale for Mexican Americans-II
(ARSMA-II; Cuéllar, Arnold, & Maldanado, 1995) and the
Multiphasic Assessment of Cultural Constructs-Short Form
(MACC-SF; see Appendix A, research questions 2-28).
Questions designed to elicit background information on the
participant and their family members were added in order to
examine the influence of contextual factors on the variables
being studied in this research. This information included
gender, age, birth place, self-identification of ethnicity,
perception of skin color, immigration status, residency,
religious preference, level of education, marital status,
occupation, and income. Respondents were asked to provide

the label they used to self-identify their ethnicity and
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their race. This was conducted to clarify with what groups
people of Mexican origin identify. There were seven possible
responses and an “other” category for the former and an
open-ended question for the latter. Occupation was
categorized using the Michigan Occupational Information
System Index (Michigan Jobs Commission, 1988), and
respondents gave their individual gross income and the
family's total gross income.
Interview Number 2

The instrument for interview number two consisted of 16
open-ended questions (see Appendix K) designed to gather in;
depth data on what people of Mexican origin thought or felt
about the following issues: (a) the role of familial,
social, and professional support systems; (b) their
knowledge base of professional sources of support; (c) their
belief systems and needs related to help-seeking;
(d) utilization of familial, social, and professional
support systems by people of Mexican origin; and (e) their
suggestions to professionals regarding provision of services

to the Mexican-origin community.
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CHAPTER 4

RESULTS AND DISCUSSION

This investigation examined the expectations and
utilization of marriage and family therapy (MFT) services
using quantitative and qualitative methods. This provided
the researcher a richer and more in-depth understanding of
this area of study. This chapter will focus on the analyses
of the quantitative data. The qualitative data will be
analyzed in the future. However, conclusions from the
results of the empirical data analyses have been influenced
by the material that was collected in the qualitative
interviews.

The results in this chapter will be divided into four
sections: (a) sample description, (b) reliability of
standardized measures, (c) development and comparison of
integrated acculturation with standardized acculturation
instruments, and (4) hypothesis testing.

Introduction: Instrument and Sample
Instrument

The quantitative portion of the study consisted of a
226-item questionnaire (see Appendix L for copyright
permission for use of standardized instruments) that
contained (a) sociodemographic items, (b) three standardized
instruments, and (c) a section related to help-seeking

behavior and openness to and utilization of mental health
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services. A breakdown of the instruments and the number of
items in each measure appear in Table 3.
Sample Description

Less than half of the participants reported speaking
Spanish very or extremely often (42%). Almost 90% spoke
English as their primary language, and 7% cited speaking
English very little or with minimal frequency. Seventy-seven
percent of the sample chose to have the interview conducted
in English, and 23% selected Spanish.

There were 60 participants in this study who identified
themselves as being of Mexican origin. However, there was a
wide range of ethnic and racial identity categories provided

by the participants. Thirty-seven percent of the

Table 3

Contents of Research Instrument

Instrument Number of Items
Sociodemographic 27
Acculturation Rating Scale-II 48
Multiphasic Assessment of Cultural 60
Constructs

Expectation about Counseling 66
Openness and Utilization of Marriage and 25

Family Therapy

226
Total
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participants self-identified themselves as "Mexican,
Mexicano, or Mejicano." (See Table 4 for a breakdown of
self-defined ethnic identity and racial identity labels for
participants and their partners.) Ninety percent of the
participants were United States citizens through birth or
naturalization. Twenty percent of the total sample was born
in Mexico. Forty-two percent of the sample identified
themselves as being second generation Mexicans with Michigan
(40%) and Texas (37%) being the primary birthplaces of the
participants. (See Table 5 for a breakdown of demographic
characteristics of sample.)

The majority of the sample was female (60%). The ages
of the participants ranged from 24 to 75 with a mean age of
41.9 (SD = 11.4). Over half of the sample was composed of
college-educated individuals (37%) and college graduates
(15%) . Twelve percent were educated in Mexico, and another
five percent had one to six years of education in Mexico.
Over half of the sample was married. A little over one third
of the participants (37%) reported having three to five
children (M = 2.58, SD = 2.19), and 20% had no children.

Catholicism was the primary religious affiliation
(63%), with the next largest group identifying themselves as
Christians (17%). Seven percent identified themselves as
having no religion, and one individual self-identified as
agnostic. Thirty nine percent reported being very or

extremely religious or spiritual.
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Table 4

R ] { Ethnic Cl o for F ! | Thej

Partners (N = 60)
Category % Category %
Partici ts: Ethnic Id . _ _
Mexican, Mexicano, 37% Less than 5 years 3%

Mejicano 6-10 years 3%
Mexican American 27% 24-30 years 15%
Hispanic 25% 31-40 years 37%
Latino 3% 42-50 years 27%
Chicano 3% 52-58 years 14%
Other? 6% Over 60 years 2%

Total 101% Total 101%
P . . Racial Id . E - Ethpic Id .
Mexican 30% No Partner 20%
Mexicano 17% Mexican Origin 27%
Mexican American 13% Anglo Origin 20%
Hispanic 10% Hispanic or Latino 10%
Caucasian 8% American 10%
White 5% African Amer./Black 3%
Latino 5% Mexican/Anglo Mixed 3%
American 3% Mexican/Black Mixed 2%
Male 3% Black/White Mixed 2%
Meztizo/Mesclada 2% Mixed: Other 2%
Don’t consider race 2% Meztiza/Espariol 2%
Human 2% Total 100%

Total 100%

P . Racial Identi
Iime in Michigan (M=30.5, Mexican 7%
SD=13.8) Mexicano 10%
Less than 5 years 8% Mexican American 7%
7-10 years 7% Hispanic 3%
19-29 years 27% Caucasian 10%
30-39 years 32% White 13%
40-52 years 27% American 3%
Total 101%* Meztizo/Mesclada 2%
Don’t consider race 2%
Human 2%
African Amer/Black 7%
No Partner 20%
European 5%
Mixed: Mex & Anglo/Wht 3%
Mixed: Wht/Native Amer 2%
Other® 5%
Total 101%

Note, Percentages over 100 are due to rounding up numbers.
*American, Hispanic American, Hispanic, and Mixed
®Chicano, Latino Europea, Espafiol



Table 5

Percentages (N=60)
Category % Category %
Age (M=41.9, SD=11.4) Marital Status
24-29 15% Never Married 22%
30-39 28% Married 52%
40-49 35% Separated 2%
50-58 15% Divorced 17%
Over 60 7% Cohabiting 5%
Total 100% Widowed 3%
Total 101%
Gender
Female 60% Religion
Male 40% Catholic 63%
Total 100% Christian 17%
No Religion/Agnostic 8%
Birthplace Non-Denominational 3%
Michigan 40% Protestant, Baptist, or
Texas 37% Born Again 5%
Mexico 20% Mixed or Believer with
New Mexico 2% No Affiliation 3%
Mississippi 2% Total 99%
Total 101%
Religiosit Spiritualit
Citizenship Status Not religious/spiritual 2%
U.S. Citizen 90% A little 15%
Mexican citizen 10% Somewhat 45%
Total 100% Very 32%
Extremely 7%
= = Total 101%
1°* generation 20%
2" generation 42% ' = =
3™ generation 12% None 20%
4*" generation 15% 1-2 Children 33%
5" generation 10% 3-5 Children 37%
Total 100% 6-8 Children 10%
Total 100%
Language
Primary: English 90% % Participants with Children
Primary: Spanish 7% in Age Groups (multiple resp)
Both 3% 0-4 12%
Total 100% 5-10 33%
11-14 27%
Interview: English 77% 15-19 23%
Interview: Spanish 23% 20 or over 32%
Total 100% Total 100%

Note, Percentages below or above 100 are due to rounding up
numbers.
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A broad range of occupations was represented in the
sample. The most prevalent jobs were related to business and
education (33%). Health and social services positions (17%)
ranked as the second most represented type of employment.
Over one quarter (27%) of the sample was not working outside
the home. There was a major difference in annual income
depending on whether individual or household income was
being cited. Forty-five percent of the sample reported an
annual earned income of less than $20,000 (individual
income). In comparison, only 17% of the sample had annual
earned household incomes of less than $20,000. A small
percentage of participants had individual annual incomes
over $50,000 (10%), but there was a large increase in the
percentage of households with annual incomes over $50,000
(42%) . Less than one third (27%) of the respondents reported
being in unpaid positions, such as being unemployed,
disabled, students, housewives, or in low-paying services
jobs (5%) (See Table 6 for specific information on
occupation and annual income.)

Reliability of Measures

Each standardized instrument was analyzed using
statistical tools (SPSS/PC+). The Cronbach's alpha test was
used on each scale to measure internal consistency. The

results are reported below for each instrument.
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Table ©

Mean and Percentages: Education and Income of Respondents

(N=60
Category % Category %
Education Individual Income
Less than 12* grade 22% Less than 12,000 32%
High School Grad/GED 27% 12,000-19,999 13%
1-4 years college 37% 20,000-29,999 23%
College grad/higher 15% 30,000-49,999 20%
Total 101% Over 50,000 10%
Don’t know 2%
Country of Education Total 100%
United States 83%
Mexico 12% Household Income
Most US, 1-3 yrs Mex. 3% Less than 12,000 10%
Most US, 4-6 yrs Mex. 2% 12,000-19,999 7%
Total 100% 20,000-29,999 12%
30,000-49,999 23%
Qccupation or SES Over 50,000 42%
Category 1° 27% Don’t know 7%
Business & Education 33% Total 101%
Health & Social Svcs 16%
Category 4° 8%
Art, Design, Comm. 7%
Service Occupations 3%
Total 99%

Note, Percentages below or above 100 are due to rounding up
numbers.

%Category 1 includes Homemakers, Students, Retired,

Disabled, and Unemployed.

BCategory 4 includes Industrial, Construction, Mechanics,
and Repair.
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Acculturation Rating Scale for Mexican Amerjicans (ARSMA-II)
Internal Consistency: ARSMA-II. The reliability or

internal consistency of the ARSMA-II (see Appendix B for
overview and psychometric properties of instrument) was
evaluated using Cronbach's Alpha (SPSS 6.1.3). Alpha
coefficients were calculated for the five subscales (AOS,
MOS, ANGMAR, MEXMAR, and MAMARG) that comprise the two
scales (Acculturation and Marginality; see Table 7). The
results indicated good internal consistency for all of the
scales and subscales (K = .80 to .87).

Factor Analysis: ARSMA-II, The varimax rotation method
was used in a factor analysis on the AOS and MOS subscales

to test validity over the group of subjects. In Table 8, the

Table 7

- . y L G lat for ARSMA-II to Cuéllar’
Study

Instrument Cuéllar Study
M SD K M SD K
Scale 1:
Acculturation
AOQS 3.82 .57 .83 3.71 .63 .82
MOS 3.28 .84 .88 3.49 .61 .80
Scale 2:
Marginality
ANGMAR 14.70 5.28 .90 16.98 4,95 .81
MEXMAR 13.98 5.68 .68 14.95 5.14 .86
MAMARG 12.61 4.73 .91 13.58 4.21 .87

89



Table 8

R | F Matrix f lo Orj . ] :

ARSMA-I1
% of
Commun- Eigen- Variance Correla-
Factor ality value Explained tion
l l l l l
1)Ethnic Interaction .74475 4.463 34.3
Associate w/ Anglos .81
Anglo friends as .79
child
Speak English .71
2)Language: media .6769 1.612 12.4
Enjoy English .86
movies
Enjoy English TV .81
3)Language: hearing .6189 1.393 10.7
Think in English .78
Enjoy English music .61
4) Language: written .7668 1.081 8.3
Write letters in .17
English
Enjoy English books .60
Cuéllar’'s Factors
{AQS)
Language 4.23 32.54
Ethnic Interaction/ 1.47 11.35
Distance
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13-item Anglo Orientation Scale (AOS) generated four factors
with an eigenvalue of 1.08 or higher. These four factors
accounted for 65.7% of the total variance explained by the
factors. The first factor, ethnic interaction, accounted for
34.3% of the total variance explained. Based on their item
composition, the factors for the AOS have been identified as
(1) ethnic interaction, (2) language/media, (3) auditory
language, and (4) written language. The three language
factors combined explained 31.4% of the variance. In Table
9, the 17-item Mexican Orientation Scale (MOS) generated
five factors with an eigenvalue of 1.3 or higher and
accounted for 68.9% of the variance explained by the
factors. The first factor is hard to interpret, but it has
been identified here as "Involvement with Cultural Heritage"
and accounts for 36.1% of the variance. Factor 1 reveals low
to high correlations between items. The correlations of the
items within the factor illustrated that the items are
measuring a common construct or factor.

n - rm:
(MACC-SF)

Internal Consistency: MACC-SFE, This instrument consists
of five subscales (see Appendix C for definitions) that
embody characteristics of the Mexican-origin culture. The
Subscales and psychometric properties of each construct
appear in Table 10. Internal consistency for the machismo

(Macho; K = .78) and folk illness beliefs (FOLK; K = .75)
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Table 9

Rotated F M ix_for Mexi oL . Scal E
ARSMA-I]

$ of
Commun- Eigen- Variance Correla-
Factor ality value Explained tion
l l ! | !
1) Involvement with
Cultural Heritage .7619 6.492 36.1
Mexican friends as
child .8105
Enjoy Spanish books .7438
Cook Mexican foods .6807
Contact with Mexico .6176
2) Contact with
Cultural Language .7079 1.627 9.0
Enjoy Spanish
movies .7889
Enjoy Spanish TV .7174
Enjoy Spanish music .6899
Speak Spanish .6173
3) Current Ethnic
Interaction .7560 1.558 8.7
Associate w/ Mex/M.
Amer. .7823
Mexican friends .6377
4) Ethnic ID-Father .5318 1.438 8.0
Father identifies
Mexican .8709
5) Ethnic ID-Self .7439 1.277 7.1
Self Identify as
Mexican .5620
Cuéllar’s Factors
{MOS)
Language 6.52 38.36
Ethnic Identity 1.81 10.70
Ethnic Interaction/
Distance .94 5.54
4.23
1.47
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Table 10

Cuéllar (N=379) Study (N=60)

Instrument

M SD K M SD K
Subscales
Machismo 4.66 3.33 .73 5.65 2.98 .78
Folk Beliefs 4.60 3.15 .71 6.15 2.86 .75
Familism 5.71 2.48 .50 6.83 2.02 .65
Fatalism 2.89 1.92 .42 3.80 1.54 .63
Personalismo 5.96 1.94 .42 6.50 1.85 .47

subscales were fair. The remaining three scales--Familism
(FAM; K = .65), Fatalism (FATAL; K = .63), and Personalismo |
(PERSON; K = .47) were not acceptable. Cuéllar's results on
internal consistency of these three subscales were low as
well (K = .42 to .50). Overall, the five factors were more
consistent in the current study. The internal consistency
was close to meeting the .80 standard, and the alphas were
higher than the acceptable .60 standard for exploratory
studies.

Factor Analysis: MACC-SF. A confirmatory factor
analysis was conducted using the varimax rotation method on
each of the five constructs. Selection of the factor
solutions for each of the five subscales were determined by
their eigenvalues being above 1.0 and each factor making up
at least 10% of the explained variance.

Machismo: A three-factor solution was selected for the

Machismo Subscales: Traditional Gender Values (21.1), Male
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Gender Role (12.6), and Male Superiority (9.4). These
factors explained 43% of the variance (See Table 11).

Folk Illness Beliefs: The Folk Illness Beliefs
Subscales yielded a three-factor solution which accounted
for 47% of the variance: Experience (24.1), Folk Practice
Ideologies (12.5), and Belief in Supernatural (10.6) (See
Table 12).

Familism: The 12-item Familism Subscales yielded 5
factors with an eigenvalue above 1.0. The five factors
together explained approximately 55% of the variance:
Parental Roles (19.8), Family Priority (12.7), Dependency on.
Relatives (12.3), Parental Authority (9.9), and Value of
People (9.9) (see Table 13).

Fatalism: A three-factor solution was selected for the
Fatalism Subscales which accounted for 61% of the variance:
Inevitability (27.9), Present Orientation (19.5), and
Mastery (13.6) (See Table 14).

Personalismo: A four-factor solution that accounted
for 55% of the variance was selected for the Personalismo
Subscales; Social Influence (17.8), Supportiveness (14.7),
Friendliness (12.5), and Sociability (10.1) (See Table 15).

Reliability of Spanish Version: MACC-SF, The bilingual
Multiphasic Assessment of Cultural Constructs-Short Form
(MACC-SF) has also been found to be reliable and valid
(Cuéllar, Arnold, and Gonzalez, 1995). The Spanish version

of the Expectations about Counseling was developed and
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Table 11

Rotated F Matrix for Machi Scal f MACC-SE

% of
Commun- Eigen- Variance Correla-

Factor ality value Explained tion
l | l l |

1) Iraditional
Gender Role .79507 3.585 21.1
*Better to be man
than woman .75
*Parents stricter
control over
daughters .13
*Boys not play with
girls’ toys .64
*Some jobs, women
should not have .61

2) Male Gender Role .67174 2.138 12.6

*Women like dominant

men .75
*Man not marry

taller woman .69
*Men more

intelligent

than women .62

3) Male Superjority .70204 1.593 9.4

*Father, main say,

family matters .84
*Wife respects man,

head of home .71
*Women learn

housework, not

college .57

Total Factor
Explained 43.1

Note, In Tables 11-15, statements have been shortened, but
they retain the meaning of the original. See MACC-SF for
exact statements.
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Table 12

Rot | F ! ix for Folk Il Beliefs Scal E
MACC-SF

% of
Commun- Eigen- Variance Correla-
Factor ality value Explained tion
| I | | |
1) Experience .73161 3.370 24.1
*Treated for empacho .76
*Used curanderos in
past .55
*Used curandero more
than once .73
*Treated for “Susto”
when young .79
*Treated for “Mal de
0jo” .72
2) Folk Practice .74273 1.747 12.5
Ideologies
*Take child to
curandero .17
*Curandero better,
some illnesses .85
3) Belief-
Supernatural .78384 1.488 10.6
*Possible to place
hex .75
*Hexed in past .81
Total Factor
Explained 47.2
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Table 13

Rot | F Matrix for Famili scal ¢ MACC-SE

% of
Commun- Eigen- Variance Correla-
Factor ality value Explained tion
| | l l |
1) Parental Roles .609842 2.376 19.8
*Stricter parents,
better child .76
*Father, main say,
family matters .76
*Woman care for
house/family .75

2) Family Priority .50955 1.518 12.7

*Mother, dearest

person for child .84
*Parents approve
girl’s date .60

*Parents teach
children loyalty to
family .55

3) Dependency on
Relatives .63901 1.475 12.3

*Expect relatives’

help .81

*Relatives’ problems

come first .81

4) PRarent Authority  .62234 1.193 9.9

*Children obey, no

question .66
*Family participate,

school activities -.77

5) Yalue of People .71986 1.098 9.2

*Relatives more
important than
friends .66
*Respect all adults -.75

Total Factor
Explained 63.9
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Table 14

Rotated F Matrix for Fatali scal £ MACC-SF

% of
Commun- Eigen- Variance Correla-
Factor ality wvalue Explained tion
| l | | |
1) Inevitability .74976 2.231 27.9
*People die when it
is their time .84
*Future in the hands
of God .82
*Don’t plan ahead,
just good/bad
fortune .52
2) Present .74311 1.556 19.5
orient .
*Enjoy life now .85
*Live for present,
future unknown .80
3) Mastery .65270 1.086 13.6
*Someone controls me -.67
*Make plans, they
work .66
*Believe doctor more
than self .63
Total Factor
Explained 61.0
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Table 15

Rotated F M ix £ 1 cal ¢ MACC-

Factor
|

Commun-
ality

Eigen-
value
|

$ of
Variance

Explained
!

Correla-

tion
l

1) Social Influence
*Know people of
power

*Start talk: weather

2) Supportiveness
*Trust people to do
me favors

*Don’t mind asking
for favors

*Often ask people to
do me favors

3) Eriendliness
*Try to get to know
everyone I meet
*Better to meet
someone if know
their family
*Friendly people get
further than cold
people

4) Sociability
*Enjoy being with
people

*Greet people in
friendly manner

Total Factor
Explained

.49365

.47885

.61778

.44295

1.960

1.619

1.374

1.116

17.8

14.7

12.5

10.1

55.1

.65
.69

.65

.64

.59

.66

.69

.67

.60

-.64
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validated by two studies (Buhrke & Jorge, 1992) that found
it to correspond significantly to the English version for
student and non-student samples. Buhrke and Jorge did find
some items and scales to have lower than desirable
correlations. They explained that concepts do not translate
directly, that there was the potential for different
dialects, and that there were differences in the subjects'

language proficiency (see Buhrke & Jorge for details).

EAMFT-BE

Internal Consistency; EAC-BE (EAMET-BF). The internal
consistency for each of the 17 scales was calculated using
Cronbach's alpha (see Table 16). The alphas for the
subscales ranged from .64 to .90 for this study. Almost half
of the correlations in this study (46%) were within .05 of
Tinsley's results, and another 36 percent were within .15.
More specifically, the Immediacy, Motivation, Directiveness,
and Empathy scales were found to be much more reliable, and
Concreteness was slightly more reliable. Unlike Tinsley,
lower reliability was found for the Attractiveness,
Tolerance and Realism subscales. A decision was made not to
use the Realism scale in this study. It is an experimental
scale that lacked meaningfulness in this study due to the

diversity in the sample, and there was no intention to
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Table 16

: N
gxng9&ﬁL;Qn§_ﬁ%Qu&_ﬁQun;gl1ng_%xtgiffgx?riadgg%?dfl% Form

Scales Study (N=60) Tinsley (N=446)
M SD K K
Motivation 5.12 1.64 .90 .77
Concreteness 5.02 1.49 .85 .79
Confrontation 4,93 1.62 .85 .82
Openness 5.19 1.64 .83 .81
Outcome 5.67 1.25 .82 .81
Directiveness 3.78 1.77 .82 .69
Empathy 3.56 1.61 .82 .71
Trustworthiness 5.88 1.26 .82 .78
Immediacy 5.43 1.34 .81 .69
Nurturance 5.05 1.47 .76 .75
Expertise 4.70 1.61 .75 .75
Genuineness 6.39 0.91 .75 .76
Acceptance 4.46 1.55 .74 .81
Self-disclosure 2.73 1.60 .74 .80
Responsibility 6.00 0.96 .72 .70
Tolerance 4.71 1.52 .68 .71
Attractiveness 4.04 1.46 .64 .76

assess how realistic the individual's expectations were
within this study.

Tinsley's study (Tinsley, Workman, & Kass, 1980), based
on the responses of 446 undergraduate students, had internal
consistency reliabilities that ranged between .69 and .82.
In a secondary analyses of data from six studies (Biscardi &
Helms, 1980, as cited in Tinsley, 1982; Rode, 1979; Tinsley,
Brown, De St. Aubin, & Lucek, 1984; Tinsley et al., 1980;

Workman, 1978; Yuen & Tinsley, 1981), Tinsley (1982)
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correlated the full and brief scale and factor scores and
achieved a correlation less than or equal to .83.

Factor Analysis: EAC-BF (EAMET-BF), A factor analysis
supported a three-factor solution that was similar to other
studies (see Hayes & Tinsley, 1989; Kunkel et al., 1989;
Tinsley, Holt, Hinson, & Tinsley, 1991). Three components
satisfied the eigenvalue criterion of being greater than one
(Kaiser criterion). They accounted for 73% of the total
variance explained. When Cattell's Scree test (1940) and the
percentage of total variance explained was examined, the
first two factors accounted for the majority.(66%) of the
common variance in scores on the EAC-B. A varimax rotation
indicated that Openness, Immediacy, Responsibility, Outcome,
Motivation, Trustworthiness, and Attractiveness loaded
highest on the first factor, which was identified as the
Expectation of Personal Commitment factor. It is similar to
the Expectation of Personal Commitment factor identified in
the earlier studies, with the exception of trustworthiness
that replaced concreteness in this study. This factor
primarily measured clients' expectations to take on
responsibility for achieving progress in therapy. A varimax
rotation indicated that Empathy, Expertise, Self-Disclosure,
Directiveness, Confrontation, Nurturance, and Concreteness
had the highest loadings on the second factor, Expectation
of Counselor Expertise. Prior research has not included the

latter three in this factor. In past studies, Confrontation,
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Nurturance, and Concreteness loaded high on the third factor
in this study, Expectation of Facilitative Conditions. The
highest loadings on this Expectation of Facilitative
Conditions factor were Tolerance, Genuineness, and
Acceptance. These have comprised part of the Expectation of
Facilitative Conditions factor identified in other studies.
A decision was made to include the Expectation of
Facilitative Conditions factor in the factor solution in
this study even though the percent of total variance
explained was low (6.6%). In addition, Genuineness and
Tolerance have been identified as being "necessary and
sufficient™ (Rogers, Gendlin, Kiesler, & Truax, 1967, in
Tinsley, Workman, & Kass, 1980, p. 565) to facilitate
change, and other studies have indicated that Acceptance is
also a facilitative condition.

Internal consistency coefficient alphas for the three
expectancy factors ranged from .74 to .93 (see Table 17).
The means of the factors ranged from 4.25 to 5.33 (SD, 1.10
to 1.31).

Spanish Version: EAC-BF (EAMET-BF), Reliability and
factor analyses were not conducted on the Spanish versions
of the instrument due to the results of an investigation
conducted by Buhrke and Jorge (1992) and the small sample
(n=14) that completed the interview in Spanish in this

study. Buhrke and Jorge found the Spanish version to be a
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Table 17

: S
MWMWI i Marzi | Family Ti Brief Form

Factors and Scales M

I

IT

ITI

Counselor Expertise 4.25
Confrontation

Concreteness

Directiveness

Empathy

Expertise

Nurturance

Self-Disclosure

Personal Commitment 5.33
Attractiveness

Immediacy

Motivation

Openness

Outcome

Responsibility

Trustworthiness

Facilitative Conditions 5.19
Acceptance

Genuineness

Tolerance

104



"viable and potentially useful tool" (p. 369) for various
Hispanic populations.

Measure of Level of Integrated Acculturation
Introduction

A goal of this study was to calculate a Level of
Integrated Acculturation score that represented a combined
measurement of the behavioral acculturation constructs from
the ARS 9of MA-II and the cognitive acculturation constructs
from the MACC-SF. This section focuses on providing a
description of how the level of integrated acculturation
measure was created by this author. The Level of Integrated‘
Acculturation score will be used in analyses conducted for
the hypotheses related to acculturation
Development of Measure

A review of the Level of Behavioral Acculturation
scores and the Level of Cognitive Acculturation scores is
provided to clarify how they were used in the development of
the Level of Integrated Acculturation score.

Level of Behavioral Acculturation (ARSMA-II). The
scores from Scale 1 (Anglo Orientation Scale and Mexican
Orientation scale) were utilized for the “X” axis of the
crosstab used to develop the Level of Integrated
Acculturation score. These included Very Mexican oriented
(1), Mexican oriented to approximately balanced bicultural
(2), Slightly Anglo oriented bicultural (3), Strongly Anglo

oriented (4), and Assimilated/Anglicized (5).
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Level of Cognitive Acculturation (MACC-SF), The number

of scales below the mean (0-5) were counted to create a
Level of Acculturation score. A decision was made to use the
same labels from the ARSMA-II. Since there were only five
levels in the Level of Behavioral Acculturation, it was
necessary to add a sixth label since the range of scores for
this variable was 0 to 6. The final scale was Very Mexican
oriented (0), Mexican orientation (1), Mexican oriented to
approximately balanced bicultural (2), Slightly Anglo
oriented bicultural (3), Strongly Anglo oriented (4), and
Assimilated/Anglicized (5). For example, respondents with
low scores (below the mean) on all of the five constructs
had a “5" for their cognitive acculturation score.
Level of Integrated Acculturation

The level of behavioral acculturation score (CATACC)
(level 1-5) from the ARSMA-II and the level of cognitive
acculturation (LEVEL) (level 0-5) from the MACC-SF were
utilized in creating the level of integrated acculturation.

A crosstab of the Cognitive Acculturation Level (0-5)
(MACC-SF) by Level of Behavioral Acculturation (1-5) (ARSMA-
II) was constructed in order to create a Level of Integrated
Acculturation profile. Scores of zero to two on the Level of
Cognitive Acculturation axis and scores of 1-2 on the Level
of Behavioral Acculturation axis measured low levels of
Integrated Acculturation to the Anglo culture. Scores

ranging from three to five on either scale symbolized an
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increasingly higher level of acculturation to the Anglo
culture. In this study, there were no respondents with
scores that identified them as Assimilated/Anglicized
(level 5) on the behavioral acculturation measure, but this
level was included in the crosstab. A four-level
classification system was devised for this study (see
Table 2, p. 64) based on the clusters created by the
crosstab of the behavioral and cognitive acculturation
levels developed by Cuéllar, Arnold, and Maldonado (1995)
and Cuéllar, Arnold, and Gonzalez (1995). The four levels of
integrated acculturation were labeled: (I) Low Integrated |
Acculturation (low levels of acculturation on beliefs and
behaviors); (II) Mixed Integrated Acculturation:
Acculturated Behaviors (high level of acculturation on
behaviors and low level of acculturated cognitions); (III)
Mixed Integrated Acculturation: Acculturated Cognitions
(high level of acculturation on cognitions and low level of
acculturation in behaviors); and (IV) High Integrated
Acculturation (high levels of acculturation in cognitions
and behaviors). Levels I and IV identified the Very Mexican
and Strongly Anglo or Assimilated/Anglicized groups,
respectively. Levels II and III identified the bicultural
groups.
Results of Level of Integrated Acculturation

The majority of the respondents (63%; groups I and IV)

evidenced congruency in their level of acculturation on
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beliefs and behaviors (high-high or low-low). Over one third
(37%) of the respondents had incongruent levels of
behavioral and cognitive acculturation (groups II and III).
Group II had the larger percentage of respondents (27%) with
an incongruent level of integrated acculturation. These
respondents were more acculturated in Anglo behaviors and
held Mexican beliefs. A small percentage of respondents
(10%) were highly acculturated in cognitions but maintained
a Mexican orientation in their behaviors (group III). This
supports the literature which asserts that the rate of
behavioral and cognitive acculturation is varied (Cuéllar,
Arnold, & Gonzalez, 1995; Cuellar, Arnold, & Maldonado,
1995).

Results of Study by Research Questions and Hypotheses

The results of the study indicated that there were more

similarities than differences between the Anglo-oriented and
Mexican-oriented group (see Figure 2). This figure shows the
behavioral and cognitive variables that were considered in
developing the integrated acculturation categories. It also
demonstrates that the demographic variables, such as age,
gender, marital status, and generational status impact the
level of integrated acculturation. Only a few of the
differences between groups were statistically significant
(see 1, 2, and 7 in Figure 2). The majority of differences
were identified as patterns that existed between groups (3,

4, 5, and 6 in Figure 2). These results are discussed below.
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Help-Seeking

Research Question # 1: Whom Do People of Mexican Origin
Seek Out When They Need Help? An examination of the help-
seeking data indicate that the majority of people had three
to eight sources of help (70%). Spouses were the most
prevalent initial source of help (40%) for respondents,
followed by sisters (18%) and mothers (13%). Family members
would be the first source of support for 80% of the
respondents. A very small minority (4%) stated they turned
to "God" first. Seeking help from a counselor or therapist
was also an option for another 4% of the respondents. This
sample did not have a mutual agreement on what primary
characteristics were important in their helpers. The two
most common responses were that they were “family” (28%) and
they were “caring” (23%). The majority of the sample found
seeking help from family and friends to be very easy (28%
and 18%) or somewhat easy (28% and 28%). Surprisingly,
social/community services and professional sources were very
easy (18% and 32%) or somewhat easy (12% and 25%) to access
as well. The rate dropped to 17% when subjects were asked
about seeking help from neighbors.

Research Question # 2: What factors impact the level of
utilization of marriage and family therapy services by
people of Mexican origin?

Hypothesis H),. The first hypothesis predicted that
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there would be a significant difference between level of
integrated acculturation and level of utilization of
counseling services in the Mexican origin community. The
hypothesis was not confirmed, even though acculturation was
measured in three modes, behavioral, cognitive, and
integrated. (Detailed results for behavioral and cognitive
acculturation measures can be found in Appendix M.)

Due to the confusion of many participants in
differentiating between MFT and counseling during the study,
it was decided to begin the analyses by examining counseling
use. The use of counseling services was a dichotomous
variable; respondents who did not use services were given a
zero, and users of counseling were given a score of one.
Counseling use was found to be independent of any of the
acculturation measures: (a) behavioral (df = 3, A2 = 6.77,

r = .338, p<.05), (b) cognitive (df =5, A% = 10.80,

r .056, p<.05), or (c) integrated (A% = .33801, df = 3,

r = .338, p<.05). Crosstabs and the chi square (A?) were
used to examine the discrepancy of counseling use among the
Level of Integrated Acculturation groups (see Table 18).
Although there was an increased use of counseling services
in the groups that were Anglo-oriented (51%), when compared
to the Mexican-oriented group (29%), the differences were
not significant at the .05 level. For example, almost twice

as many people who were Anglo-oriented reported that they

had utilized counseling services at least two times when
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Table 18

U £ ¢ 1 . | 1 of 1
Acculturation (N=60)

Type of Acculturation Counseling (%)

Used No Use A? DF p

III) Mixed Integrated 3.37 3 .338

Acculturation:

Acculturated
Cognitions

(Mexbeh/Anglobel) 1.7 8.3
I) Low Integrated

Acculturation

(Mex Congruency) 8.3 16.7
IV) High Integrated

Acculturation

(Anglo Congruency) 20.0 18.3
II) Mixed Integrated

Acculturation:

Acculturated
Behaviors

(Anglobeh/Mexbel) 13.3 13.3

Total 43.3 56.7

compared to the Mexican-oriented group. The lack of
significance for the hypotheses may be due to the small
sample size in this study, as well as to the even smaller
sample numbers when the group of 60 respondents was
classified into the four acculturation groups. It may also
demonstrate that there were more similarities than
differences among this community, regardless of level of
acculturation.

Hypothesis Hy;. This hypothesis predicted that there

would be a significant difference between Level of
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Acculturation and Level of Utilization rates of Marriage and
Family Therapy services. A crosstab and chi square analysis
was used for examining the differences in the level of use
of MFT among the three measurements of acculturation (see
Table 19 for results of Integrated Acculturation and Use of
MFT Services and Appendix M for behavioral and cognitive
acculturation and use of MFT services). Consistent with
hypothesis 11, no significant differences were found among
Levels of Integrated Acculturation for Use of MFT services.

However, a pattern was evident of increased usage by

Table 19

Type of Acculturation MEFT (%)

Use No Use A2 DF p

I) Low Integrated 1.55 3 .670

Acculturation

(Mex Congruency) 5.0 20.0
II) Mixed Integrated

Acculturation:

Acculturated

Behaviors

(Anglobeh/Mexbel) 5.0 21.7
ITI) Mixed Integrated

Acculturation:

Acculturated

Cognitions

(Mexbeh/Anglobel) 0.0 10.0
IV) High Integrated

Acculturation

(Anglo Congruency) 8.3 30.0

Total 18.3 81.7
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participants who were classified as being more Anglo-
oriented, regardless of the acculturation measure that was
used. Based on people's comments during the quantitative and
qualitative interviews, it appeared that people of Mexican
origin did not perceive MFT as an option or necessity. ("We
would never think about telling some stranger about our
problems.”™ "I turn to God, people don't have answers for
me.")

Hypothesis H,; examined whether there were significant
differences among the types of expectations about MFT in the
level of utilization of MFT services. None of the two sample
independent t-tests on the 17 scales were significantly
different when compared across Use of MFT services (see
Table 20). While subjects in the Use MFT group had slightly
higher levels of expectations in 11 of the 17 subscales, the
differentiation was insignificant. However, a review of the
data indicates that a pattern of low expectations (M<4.0)
was evident with the Used and No Use groups in self-
disclosure, empathy, and directiveness. The Use MFT group
also was low (M = 3.88, SD = .96) in attractiveness. The
highest expectations (M26.00) were related to responsibility
and genuineness, regardless of the utilization group.
Trustworthiness and attractiveness was slightly higher for
the Used MFT group (M = 6.30, SD = .97) than the No Use

group (M = 5.79, SD = 1.31).
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Table 20

Level of Utilization of MFT Services

Type of Don’t Use MFT Use MFT

Expectation t ratio p
(df=58) M SD M SD | |
Responsibility 6.00 .92 6.05 1.18 - .16 .88
Openness 5.07 1.68 5.73 1.35 -1.20 .23
Motivation 5.10 1.65 5.21 1.68 - .21 .83
Attractiveness 4.08 1.55 3.88 .96 .41 .68
Immediacy 5.34 1.38 5.82 1.11 -1.08 .29
Concreteness 5.01 1.58 5.09 1.08 - .17 .87
Acceptance 4.51 1.61 4.18 1.31 .64 .52
Confrontation 4.81 1.68 5.48 1.25 -1.26 .21
Genuineness 6.36 .92 6.55 .90 - .61 .55
Tolerance 4.72 1.57 4.64 1.35 .17 .87
Trustworthiness 5.79 1.31 6.30 .97 -1.23 .23
Directiveness 3.82 1.85 3.61 1.42 .35 .13
Empathy 3.57 1.66 3.52 1.47 .10 .82
Expertise 4.65 1.72 4.94 1.01 - .54 .59
Self-Disclosure 2.80 1.66 2.42 1.33 .69 .49
Nurture 4.99 1.51 5.30 1.35 - .63 .53
Outcome 5.61 1.28 5.97 1.09 - .87 .39
Factors**x*

Personal

Commitment 5.17 1.23 5.39 .96 - .56 .58
Facilitative

Conditions 5.20 1.12 5.37 .75 - .49 .63
Counselor

Expertise 4.01 1.55 4.02 1.11 - .02 .99
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These results must be interpreted with caution due to
the confusion that was apparent in respondents’ difficulty
in differentiating between counseling, therapy, and MFT.
Comments heard frequently in the interviews illustrated that
respondents were unclear about what type of professional
background their “helper” had. (“I'm not sure, they just
helped me with my problems. I think it was a marriage
therapist, and I never asked them what kind of counseling
they did.”) This pattern of response impacted the
utilization percentages of services. Almost half (45%) of
respondents reported that they had used therapy services.

A slightly lower percentage (43%) reported using counseling
services. A dramatic decrease (18%) was evident in the
reported use of MFT services.

T f E ] £ M . | Family T} S .

Research Question # 3: What do people of Mexican origin
expect from helpers?

Hypothesis H,, examined the relationship between the
level of each of the acculturation variables and the 17
scales on type of expectations about MFT services (see
results of Level of Behavioral and Cognitive Acculturation
Variables in Appendix M). Scale scores were calculated for
each respondent by summing the responses to the items
assigned to each scale and dividing by the number of items.
A one-way analysis of variance (ANOVA) was calculated for

€ach of the 17 expectancy scales by each type of
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acculturation-behavioral, cognitive, and integrated (see
Appendix M for results related to the first two variables).
E ¢ ¢ MFT_S . by I 1 of I l
Acculturation. Expectancy by integrated acculturation ANOVAs
indicate a significant difference in one scale, tolerance
(F = 5.56, p = .002; see Table 21). The respondents who
scored low on both acculturation measures scored in the low
integrated acculturation group (Group I). They have a
Mexican orientation in cognitions and behaviors. This
Mexican-oriented group had significantly higher expectations
for the therapist to be tolerant (M = 5.69, SD = 1.42)
than the respondents who scored in the Mixed Integrated
Acculturation: Cognitive Acculturation (M = 3.56, SD = 1.24)
group, who were Anglo-oriented in their cognitions but
Mexican-oriented in their behaviors. The Low Integrated
Acculturation group was also significantly different from
the High Integrated Acculturation group, who were high in
Anglo behaviors and beliefs (M = 4.15, SD = 1.42).
Hypothesis H;s examined the relationship between the
level of knowledge of counselors, therapists, or marriage
and family therapists and expectations of counselors,
therapists, and MFT services. Knowledge of counseling,
therapy, and MFT were scored initially on a 5-point Likert
scale. First, the responses were grouped into three
categories: None to Very Little (0), Some (1), and Quite a

Bit or A lot (2). The majority of the sample had Some to
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A Lot of knowledge of counseling (61%), but the percentages
dropped when the respondents were asked about their
knowledge of therapy (45%) and MFT (38%) (see Table 22). The
next step was to create a Respondent's Sum of Knowledge by
creating and then summing a 3-digit number based on their
level of knowledge (0, 1, 2). The one's place provided level
of knowledge of counseling, the ten's place provided level
of knowledge of therapy, and the hundred's place provided
level of knowledge of MFT. For example, the number 012
indicated a lot of knowledge of counseling (2), some
knowledge of therapy (1), and none to very little knowledgé
of MFT (range = 0-6). Results indicate that over one third
of the sample (37%) did not have any knowledge of any of the
three types of mental health services, and only 15% believed
they had a high level of knowledge in all three areas. The
remaining 48% had a little to a lot of knowledge of at least
one type of mental health services.

T-tests were calculated with level of knowledge of
mental health services as the independent variable and the
17 expectancy scales as the dependent variable. Data
confirmed that there were significant differences between
the two knowledge groups in two of the seventeen scales. The
respondents with no knowledge of mental health services had
stronger expectations that therapists would be tolerant
(M = 5.46, SD = 1.11; F = 5.228, p = .026) when compared to

the group with knowledge of services (M = 6.25, SD = 1.06
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Table 22

F . for Knowled £ M 1 Health Servi

Knowledge of Knowledge of Knowledge of
Level Counseling Therapy MFT
of Use
of Svc* n % n $ n $
None 23 38 33 55~ -37 62—
Some 14 23 12 20~ ~12 20~
A Lot 23 38 15~ 25~ -11 18-
Total 60 99 60 100 60 100

Note., Use of services = attending a minimum of two sessions
(unduplicated count of services).

and M = 4.27, SD = 1.57, respectively). The genuineness
expectancy must be highlighted and questioned due to the
extremely close means and the large difference in standard
deviations.

I e I . | MET E tati

Research Question #4: How does the openness to learning
about marriage and family therapy in people of Mexican
origin impact their expectations?

Hypothesis Hy¢ examined the relationship between
expectations about MFT services and openness to learning
about marriage and family therapy services. First, the
majority of participants were assessed by the researcher to
have a high level of openness to learning. This was

demonstrated by their willingness to take a consumer's

120



pamphlet about MFT and their initiative to continue a
discussion regarding this topic. Respondents were given a
score ranging from zero (no openness to learning) to three
(high openness to learning). The “openness to learning”
score was based on the researcher’s evaluation of the
participant's comments, questions, demeanor, and body
language to the offer of the pamphlet. The higher scores (2)
indicated positive and accepting responses, questions, and
comments regarding the offer; lower scores (0) indicated a
negative response and/or an unwillingness to accept the
pamphlet; a neutral response (0) indicated a willingness td
accept the pamphlet, but the observer indicated through
their response and non-verbal behavior that they were
uninterested and accepting the pamphlet to be polite.

The majority of respondents (62%) demonstrated a high
level of openness to learning while slightly less than one
third (27%) were not open to learning about MFT. The
majority of the latter group made it clear in their
responses that they were unwilling to consider MFT and, in
most cases, any type of counseling or therapy as an option.
Most of these participants stated that they would go to
their family, the priest, or a friend if they needed help.
The balance (11%) of the participants who were neutral in
their level of openness to learning did accept the pamphlet,
but their comments and/or behavior indicated to the

researcher that they were accepting the pamphlet out of
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politeness and did not intend to ask or read about MFT.
Given that the respondents were self-selected to participate
in this study about therapy, it was surprising to find that
38% of the sample was either not open or neutral in their
willingness to learn about MFT. Their openness and
willingness to participate in a one- to two-hour interview
that they knew was about mental health and therapy had
suggested to the researcher that the majority of subjects
would be open to accepting and learning about MFT.
Secondly, one-way expectancies by openness to learning
ANOVAs were computed to determine if there were significant
differences between the groups who were open to learning
about MFT and those who were not receptive to accepting
information about MFT. The null was accepted for the
majority of the expectancy scales due to the lack of
significant differences (see Table 23). The null was
rejected for four expectancy scales and one expectancy
factor due to significant differences found when ANOVAs and
Tukey HSDs were calculated. Respondents with high levels of
openness to learning about MFT had stronger expectations for
immediacy (expectation to talk about the relationship

between client and therapist) (M = 5.62, SD

1.26; F = 4.66,

p = .013) and for therapists to be open (M 5.80,
SD =1.05; F = 4.67, p = .013) than the group who was
slightly less open to learning (M = 3.86, SD = 1.91 and

M= 4.50, SD = 1.23, respectively). The group with a high
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Table 23

Openness to Learning About Marriage and Family Therapy (MFT)
and Expectations of MFT

Group O | Group 2 | Group 3

Scale M/ (SD) M/ (SD) M/ (SD) p

Responsibility NS

Openness 4.77 3.86 5.62 .013
(1.94) (1.91) (1.26)

Motivation 4.23 4.86 5.55 .022
(1.78) (1.40) (1.49)

Attractiveness 3.25 3.62 4.47 .012
(1.40) (1.30) (1.37)

Immediacy 4.95 4.50 5.80 .013
(1.67) (1.23) (1.05)

Concreteness NS

Acceptance NS

Confrontation NS -

Genuineness NS

Tolerance NS

Trustworthiness NS

Directiveness NS

Empathy NS

Expertise NS

Self-Disclosure NS

Nurture NS

Outcome NS

Factors***

Personal Commitment 4.72 4.48 5.56 .010
(1.38) (1.17) (0.96)

Facilitative NS

Conditions
Counselor Expertise NS

Note., 0 = None to low level of openness to learning about
MFT; 1 = Neutral in openness to learning about MFT; 2 = High
level of openness to learning about MFT.
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level of openness to learning also scored significantly
higher than the group that was not open to learning on the
following scales: motivation (M = 5.55, SD = 1.49 and

M= 4.23, SD =1.78, respectively; F = 4.09, p = .022);
attractiveness (M = 4.47, SD = 1.37 and M = 3.25, SD = 1.40,
respectively; F = 4.79, p = .012); and the Personal
Commitment factor (M = 5.56, SD = .96 and M = 4.72,

SD = 1.38, respectively; F = 4.95, p = .010).
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CHAPTER 5
SUMMARY, CONCLUSIONS, LIMITATIONS, DIRECTIONS FOR FUTURE
RESEARCH, AND IMPLICATIONS FOR CLINICAL PRACTICE
Summary

The purpose of this study was to investigate how groups
within the Mexican-origin community compared to each other
on the following issues: (a) utilization rates of mental
health services/marriage and family therapy (MFT) services
when the group’s level of acculturation and type of
expectations of MFT were examined; and (b) type of
expectations of MFT when level of acculturation, level of
knowledge of MFT, and degree of openness to MFT were
considered.

The results of the study supported the finding that
people of Mexican origin were more similar than different
regardless of their level of acculturation (see Figure 2).
No significant differences between the groups were found on
the following variables: (a) Level of Integrated
Acculturation and Level of Utilization of Counseling
Services, (b) Level of Integrated Acculturation and Level
of Utilization of MFT Services, and (c) Type of Expectations
about MFT and Level of Utilization of MFT.

Significant differences were found between the
following groups:

1. People with low levels of Integrated Acculturation

(Mexican orientation) had an expectation for their therapist
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to be patient or tolerant. This was inconsistent with people
who were identified as having a bicultural orientation with
a high Cognitive Acculturation. The former group was also
significantly different from people from the highly
Integrated groups on tolerance.

2. The group with a high level of knowledge of mental
health services had a significantly higher expectation for
tolerance and genuineness.

3. People who were highly open to learning about MFT
had significant expectations for openness, motivation,
attractiveness, and personal commitment on the part of the
therapist.

Help-seeking behaviors and utilization of mental health
services were examined with a focus on the in-group
variation. Support was found for literature that shows
family as the chosen support system. Minimal variation was
found in the characteristics and sources of help people of
Mexican origin sought (caring and family). The majority of
people in this sample (62%) did not have any knowledge of
MFT services which influences the low utilization rates of
MFT (18%). Most people's expectations of marriage and family
therapists or therapy were not based on knowledge or
experience. The utilization rates across mental health
services indicated that less than half of the people of
Mexican origin perceived and utilized counseling and therapy

as sources of help, 43% and 45%, respectively. Acculturation
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was not found to be significant to the utilization rates of
counseling or MFT within the Mexican origin community.
However, patterns were evident that people with high levels
of Integrated Acculturation had a higher use of MFT
services.

Participants were asked what they believed were the
challenges facing the Mexican origin community. They were
not limited in the number of responses they provided.
Although no one issue was consistent among the participants,
the ones most frequently identified by respondents as
problems within the Mexican origin community were related to
(a) forms of abuse (27%) (i.e., alcohol/drugs [20%],
physical [5%], and emotional [2%]), (b) issues related to
teens (10%), (c) marriage/divorce problems (9%), and
(d) family (8%). Although this was not an identified
hypothesis in this study, these contextual issues are
relevant in understanding the mental health needs of this
community. Each has the potential to strongly impact the
functioning of families and communities and is a factor in
identifying appropriate services. For the MFT profession, it
is critical that these issues be understood within the
context in which the Mexican origin population resides. As
the Mexican-origin population continues to grow at a rapid
rate, the importance of knowing, understanding, and
addressing the needs of this community becomes more relevant

to increasing access to and providing culturally relevant

127



services by this helping profession.

The findings also supported the assertion made by
Cuéllar, Arnold, Maldonado (1995) that behavioral
acculturation and cognitive acculturation occur at divergent
rates. The Anglo-oriented group, which included the slightly
Anglo to bicultural and the strongly Anglo subgroups (65%),
was largest when it was based on behavioral acculturation.
Only 48% of the study population were Anglo-oriented (0-2
high scores on cultural constructs) when cognitive
acculturation was measured. This appears to indicate that
behavioral acculturation occurs at a faster rate than
cognitive acculturation. When data was classified into
profile types which were created from behavioral and
cognitive acculturation scores, the total Anglo oriented
group remained the same. However, an examination of the
subgroups demonstrate that the profile type, Anglo
Congruent, which corresponds to the strongly Anglo group,
increased from 17% (behavioral acculturation) and 10%
(cognitive acculturation) to 38% of the respondents,
illustrating that there is an impact on acculturation level
of participants when profile types are used.

Even when the analyses did not indicate statistically
significant differences between the groups, the type of
expectations that were important to this sample was
highlighted. There appeared to be a pattern of low levels of

expectations for the therapist to self-disclose, be
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directive, or empathetic for Used and No Use groups (see
Figure 2). This can be beneficial in understanding the types
of interactions and conditions that would facilitate the
group’s participation in therapy. Persons with low levels of
Integrated Acculturation (Mexican orientation) had an
expectancy for their therapist to be patient or tolerant.
This was inconsistent with people who were identified as
having a bi-cultural orientation with a high Anglo
orientation in their cognition. The former group was also
significantly different from people identified as having a
highly Anglo orientation in behavior and cognition on their.
expectation that the therapist be tolerant. A high
expectation for tolerance and cognition was also relevant
for the group with a high level of knowledge of mental
health services. In addition, these respondents wanted their
therapist to be genuine. Openness, motivation,
attractiveness, and personal commitment were important to
those who were highly open to learning about MFT. An area of
interest that was intriguing was the lack of consistent
expectations across variables.

A review of the data on utilization of services
indicate that a small percentage of respondents have used
MFT services (18%). This is consistent with the percentage
(18%) that reported having "a lot" of knowledge of MFT.
There was a higher use of counseling (37%) and therapy (42%)

services. The low percentage of people (18%) who indicated
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knowledge and use of MFT services illustrates the need to
educate and/or market this component of the mental health
field to the Mexican-origin people. These percentages may be
misleading because some respondents were unclear about the
type of therapist or therapy services they had received,
leading to inflated or deflated numbers, with a higher
likelihood of the former. Level of acculturation was not
found to have statistical significance when related to
utilization rates of counseling or MFT. This finding was
consistent with the literature, despite analyses being
conducted using behavioral, cognitive, and integrated
measurements of acculturation.

Unlike with other studies, no support was found for the
notion that acculturation level differentiated people with
respect to expectations. The group with a Mexican
orientation did indicate a significantly higher level of
expectation for tolerance than the strongly Anglo or
cognitively acculturated group. Support was suggested for
the differential rate of behavioral and cognitive growth
that have been suggested by other studies (Cuéllar, Arnold,
and Gonzélez, 1995). The development and use of the Level of
Integrated Acculturation, which combined behavioral and
cognitive acculturation measures, highlight the orthogonal
and multidimensional aspects of the process of
acculturation. The study also suggests that this group of

people of Mexican origin were more similar than different,
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regardless of their level of acculturation: "Mexican people
are no different than white people in my mind or black
people for that matter or Asian people - we all want for the
most part, I believe, we all want to be the best we can and
we want to feel proud that our life has meant something and
more importantly, those of us with children, want to see the
best for them” (42 year old female).

Although there was a lack of significant differences
between most variables, the patterns of responses did
provide practical information. The study found people of
Mexican origin to have a low level of knowledge of MFT, a
high openness to learning about MFT, and expectations for
the therapist to be tolerant, genuine, and open. They also
expected to talk to the counselor about their problems, to
be motivated to participate in therapy, and to enjoy being
with the therapist. This group also had a low utilization
rate of MFT services and a moderate utilization rate of
counseling and therapy. This information is important in the
process of clarifying the areas that need to be addressed to
increase their level of access and use of MFT services.
Knowledge of their expectations must be understood within
the context of their lives so assessment and treatment can
be consistent with their background, thereby increasing the
prospect of delivering effective, culturally sensitive, and
culturally competent services.

People who had a high level of knowledge of mental

131



health services (counseling, therapy, and MFT) had high
expectations for the therapist to be genuine and tolerant.
The group with a high level of openness to learning about
MFT indicated high expectations for openness, motivation,
attractiveness, immediacy, and personal commitment (see
Figure 2). No pattern was evident when the relationship
between Integrated Acculturation and MFT Use was examined.
At any rate, there was a higher rate of use of mental health
services than expected.

In summary, there were more similarities than
differences among and between the acculturation, knowledge,.
and utilization groups. This study did provide guidance on
expectations held for therapy and the therapist. This
information can be added to the base of knowledge that is
being collected from this ethnic community.

Conclusions

Overall, this study illustrated the importance of
examining within-group variables; it highlighted a few
differences and revealed that there are more commonalities
within the Mexican-origin community. There were two
significant components of this study that were unrelated to
the data that was collected. They were the opportunity the
study provided to develop and implement a culturally
sensitive research design and methodology and the
opportunity for interaction to occur between a

representative of the MFT profession and individuals in the
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Mexican-origin community. The face-to-face interviews and
the instruments (quantitative and qualitative) provided a
context in which the respondents and researcher could engage
in data collection and dialogue that was conducive to making
a connection, mutual education of researcher and
participants, and identification of needs and goals of each
communicant.

These were small steps to building a relationship and
improving communication between the two groups, and they
illustrated the need for discourse on the transactive nature
of the therapist-client relationship when examining access
and utilization of MFT services. A greater awareness and
depth of understanding occurred throughout the process of
this study for many of the respondents and for the
researcher. Participant’s reported their appreciation of
having an opportunity for their voice to be heard as they
had the experience of being valued: "It is so good to be
able to talk about these things - they're important - our
culture and the problems we have and what can help us all be
better in our families - I think about these things - being
Mexicana - and I'm so glad I didn't cancel with you - I
almost did because it wasn't a good day today and I just
didn't want to think about talking to someone - thank you
for coming and letting me talk - this was fun and it was
special to my heart."™ This respondent also asked for a

referral to a marriage and family therapist to "finally deal
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with" parent-child conflicts. This is an example of how
dialogue can serve to give people choices so they can access
services that have the potential to enhance or at least
stabilize their lives.

Finally, the letterhead of the national organization,
American Association for Marriage and Family Therapy, states
“AAMFT seeks wisdom and strength of diversity” (Killian &
Hardy, 1998, p. 207). This research is another component in
demonstrating and promoting this position.

The findings of this study suggest a critical need for
marriage and family therapists to: (a) find a way to more
clearly differentiate themselves from other mental health
professions, (b) promote a change in licensing laws that
support the clear identification of marriage and family
therapists, (c) increase understanding of the meaning that
this community places on the expectations that were defined
as significant, and (d) find ways to educate the people of
Mexican origin about the services provided by MFT.

In order to collect accurate data on the utilization
rates and effectiveness of MFT, it is crucial to clarify the
definition of a marriage and family therapy/therapist and
find a reliable and consistent manner with which to identify
MFT. Given that many of the respondents appeared unclear
about the type of therapist they had received services from,
it is unlikely that the data reported in this study on

utilization is accurate. Most of the individuals who
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reported utilization indicated that they were unclear about
whether their therapist or counselor was or had been a
marriage and family therapist. There was a tendency for
respondents to use the vernacular (i.e., therapist,
counselor) in their responses and in discussion with the
interviewer.

The use of different terms within the same conversation
was another indicator of the confusion. Identification of
the marriage and family therapist was sometimes based on the
type of issues that were discussed in the session rather
than on the education, experience, or licensing of the
therapist. For example, a 48 year old female respondent
reported, "we went to the therapy because my son was having
trouble at school - the therapist talked to both of us - me
and my husband - so yeah, I think she was a marriage and
family therapist." A 43 year old man reported, "it was one
of those family therapists - yeah, a marriage and family
therapist - we were having family troubles - we talked a lot
about our marriage and family." These comments reflect the
remarks of many of the respondents who reported that they
had seen a marriage and family therapist. None of the people
had information about the therapist's education or
credentials. This illustrates the ambiguity in the
participants' understanding regarding the similarities and
differences between the various mental health providers.

Another issue related to the confusion of
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professional identity was the belief that counselor,
therapist, and marriage and family therapist were
synonymous. The question was asked, "what do the words
‘counselor,’ ‘therapist,’ and ‘marriage and family
therapist’ each mean to you?" The response of a 3l1-year old
male was "I believe they're mostly the same thing. I see it
more as a professional who can work either way - counselor,
counselor is a more positive word than therapist." This
study did not have any way to identify or verify the
counselor/therapist's educational background, type of
profession, or type of license, which are each relevant to
the goal of obtaining precise utilization rates among the
Mexican-origin community.

A related issue is the multiple licenses or
professional identities held by professionals in the mental
health field. There can be incongruence between the
education, training, licensing, and practice of a mental
health practitioner. The laws and regulations are stated in
a manner that allow for therapists to identify themselves as
"doing" MFT although they do not have the education and
training required of a licensed marriage and family
therapist. Even some therapists who are licensed as MFTs are
not educated or trained in a systemic approach to therapy,
due to being "grandfathered" in when new laws were passed
that provided licensing to and required licensing of MFTs.

The professional identity of a therapist is likely to
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strongly influence the practice of therapy. The laws and
licensing process make it challenging to identify MFTs that
practice using a systemic approach, which is assumed in this
study to be consistent with the values and beliefs of the
people in this community. These issues are bound to
contribute to the ambiguity and confusion surrounding this
community's ability to know the type of services they have
received. The impact on this study was that some to most of
the respondents replied to questions regarding therapeutic
services based on their perception rather than on actual
data or knowledge of the therapist's education, training, of
licensing.

No pattern was evident when the relationship between
Integrated Acculturation and MFT Use was examined, except
that it does indicate that people of Mexican origin are
utilizing mental health services. However, 10% of the sample
that was classified as having Mexican behaviors and Anglo
beliefs did not report any use of MFT services, which was
inconsistent with findings for the other three acculturation
groups.

Overall, there were more similarities than differences
among and between the acculturation, knowledge, and
utilization groups. This study did provide guidance on
expectations held for therapy and the therapist and can
alert the field to increase their efforts to engage and

interact with this group. This information can be added to
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the base of knowledge that is being collected on this ethnic
community. It can increase the awareness of clinicians and
therapists so that they can continue building their skills
as culturally sensitive therapists.

This study partially responds to the controversy
regarding emic or etic therapy models. The heterogeneity in
this group illustrates the importance of using both
approaches, even when working with people of the same
culture. The study incorporated both approaches to meet the
needs of respondents. Providing the interview and the
instrument in their preferred language illustrated the use
of an emic approach. The etic approach was exemplified by
using variables that tend to be common across groups in
therapy (i.e., tolerance, trustworthiness). This work
described and defined a potential client population, which
is consistent with suggestions offered within the profession
(Piercy & Sprenkle, 1990).

This investigation has also taken a step in developing
a relationship with the people of Mexican origin. It has
served to inform the community of another resource that they
may find consistent with their values and beliefs about the
family. This information is important as the Mexican-origin
group struggles with the challenges that are universal as
well as unique to our culture. Discourse must continue if
there is to be progress in exploring whether there is a

“good fit” between the needs of this community and the
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services and skills of professionals in the field of MFT.

An important conclusion of this study comes from the
feedback from respondents that reported a desire and/or need
for their culture or ethnicity to be recognized and
supported (Social Cultural Environment). They reported that
consideration of the cultural aspects of their lives (i.e.,
country of origin, language, prejudice) and their individual
development (ethnic self-identity) (see Figure 1) conveyed
to them an understanding and a sense of respect, as
illustrated by two of many comments related to this topic:
“I don’t really get to talk about how being Mexican affects
me—-and even how I make decisions. This is good - I mean for
me to be talking about this.” “Even my kids don’t understand
about being Mexican anymore - it’s like we don’t like to
make a big deal of it, we want to fit in - but I know it is,
it is a big deal - it’s great that someone like you - in
your work - understands this.” It was evident that some of
the people experienced a cut-off from a part of themselves
(cultural self) that was nurtured by the opportunity to talk
about their cultural history, beliefs, and cognition. These
exemplify the importance of the ecological model of
constructs (see Figure 1) that were utilized in this study.
The MFT field’s response to this need in a culturally
sensitive and competent manner will serve many people in the

Mexican-origin community, as well as the profession.
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Limitations

Limitations exist in all studies due to the humanness
of the researcher, subjects, context, and the complexity of
conducting a research study that addresses multiple issues.
Utilization of non-probability sampling limits the
generalizability of the results. Due to the self-selection
of respondents, some groups were over-represented in the
sample, i.e., females, individuals who had moderate to high
levels of acculturation, and people who were young to
middle-aged (Franco, Malloy, & Gonzalez, 1984; LeVine &
Franco, 1981). Individuals who were less acculturated and
those who were older were less willing to participate in an
interview and disclose information regarding services that
they may not see as viable alternatives. Other limitations
included the reliability of the data due to weaknesses in
self-reports, such as inaccurate reporting, various levels
of self-disclosure, and extreme acquiescence, or socially
desirable response sets.

Another limitation found during the study was the lack
of clarity and discreteness in the terms “counseling,”
“therapy,” and “marriage and family therapy.” This resulted
in collecting data on perceptions of utilization of MFT
services rather than on the actual utilization of MFT
services.

Finally, the small sample size decreased the power and

confidence of the statistical analyses. This may be related
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to the inflated numbers of the utilization rate of MFT
services due to the confusion surrounding participants
identifying the type of mental health services they
received. It was expected that the utilization rate would be
below 5%, which would have increased the power of the
statistics. Walonick (1988), creator/author of the Stat Pac
Gold (Version 3.0,) and manual, states, "...[I]Jf too small a
sample is chosen, you will not have sufficient confidence
that the sample represents that population and if too large
of sample is chosen, you will have wasted a considerable
amount of effort and money surveying an excessive number of
people. Obviously, the ideal solution is to choose the
smallest sample possible that still gives confidence that
the sample represents the population" (p. 488). The Stat Pac
Gold was used to assess the adequacy of the sample size
(N=60) . This was determined by entering four numbers:

(a) the best estimate of the population size (N=10,500),

(b) the best estimate of the population rate or percentage
of survey characteristics being measured (4%, 5%, 10%, and
15%), (c) the maximum difference between the true population
rate and the rate that could be accepted or tolerated (5%),
and (d) the level of certainty that the difference between
the population rate and the study's sample rate was less
than the difference in number three (95% or alpha = .05).
The size of the sample necessary for the study decreased as

the best estimate of the population rate and percentage of
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survey characteristics being measured decreased. If 15% of
the sample was expected to utilize MFT services, the sample
would need to be 192 participants. An expectation of 10% of
the sample the sample size decreased to 136 people. A 5%
expectation would necessitate a sample size of 72, and an
expectation that 4% of the sample would utilize MFT
indicated a need for the sample size to be 58 participants.
Given that this was an exploratory study and that it was
expected that a small percentage of the participants (less
than 5%) would have knowledge of or utilize MFT services,
the decision was made to use a sample of 60 respondents.
Since the utilization rate was 18%, the power of the
statistics were decreased.

Directions for Future Research and Clinical Practice

While this study created acculturation profile types
from combining the AOS and MOS of the ARSMA-II with the
cultural constructs of the MACC-SF (Cuéllar, Arnold, &
Golzalez, 1995; Cuéllar, Arnold, & Maldonado, 1995),
additional research needs to be conducted that will validate
the use of the integrated acculturation profile types. The
crosstab that was used to created the Integrated
Acculturation variable had small sample sizes in each of the
four cells (range = 6 to 23). Future studies with larger
samples are needed to replicate the process of creating the
Integrated Acculturation measure.

The need for research designs and studies which take
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into account multiple variables become more apparent as
there is an increased understanding of the contextual
influence and the complexity of factors that influence
people's decisions to seek therapeutic services. Some
respondents indicated that they were "told" who to go to by
the school, the court, or the church. Some were receiving
services due to a court-mandated order. It is possible that
the referrals from courts, schools, and other community
agencies are to non-MFT providers, which would influence the
use rates in non-MFT therapeutic services. It is critical
that MFTs position and/or align themselves with
organizations that work with the Mexican-origin community.
Educating the social and legal arena about MFT and conveying
the appropriateness of the services to the Mexican-origin
community will be an important step in making a connection
to this community.

One potential goal would be to increase the utilization
of MFT services by the Mexican-origin community and to
increase utilization of the Mexican-origin community by the
MFTs. MFT will need to become more proactive in engaging and
interacting with this community by becoming more sensitive
and competent ("I think they (MFT) need to be more aware of
the culture, the traditions, why religion would be so
important, and those things that are related to religion. I
know that some women are still practicing Novenarios," i.e.,

a ritual in which people participate in saying the rosary
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for nine days, often after a funeral or before a religious
day) . Knowledge and experience of the processes of "being"
of Mexican origin can be instrumental in the development of
a culturally competent therapist and therapeutic process.
In addition, the therapists’ level of acculturation and
expectancies of their racially/ethnically diverse clients
can also be an avenue to enhance cultural sensitivity and
competence. A systemic approach that considers the
transaction between these subsystems (therapist/client)
allows for the study of the dynamic and complex influence of
co-acculturation and co-adaptation that occurs when two
cultures are working together.

Of particular importance is the study of how to inform
and educate diverse populations of the practice of MFT,
especially if there appears to be a good fit between the
values of MFT and the targeted group. Focusing on the
knowledge base and openness of diverse populations to
learning about MFT will provide critical information about
how to effectively educate and market the services to
various groups. In the area of marketing, it is critical
that literature be developed that will be written in the
language of the group and in a manner that is consistent
with the needs of their culture (e.g., ethnic- or culture-
related development issues, parent-child conflict related to
differences in acculturation level and language ability).

Focus groups that review informational and marketing
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pamphlets is an obvious focus of future research.

Practice and research need to be developed so that MFTs
and people in the Mexican-origin community are mutually
involved in developing relationships and goals. A mutual
devotion of time and energy to creating a context that
allows for learning and positive adaptation to occur between
the groups would serve to increase their access to one
other. MFT’s goal of serving diverse populations and
increased access to support systems for the Mexican-origin
community could result from this work.

Research and practice strategies that find ways for the
people and the MFT professionals to become involved with
each other would encourage the profession-community and/or
therapist/client system to educate one other in methods that
are consistent with the needs and beliefs of the community.
It would also provide opportunities for trust to be
developed and maintained. For example, training key
community people who are of Mexican origin in the
philosophy, theoretical tenets, and skills of MFT would
allow them to serve as links to the people in the community.
The mutual learning, teaching, and experiencing that could
occur in this context would facilitate the process of
building trust and relationships, increasing knowledge, and
enhancing cultural competency for all involved. Trust is an
important component of any therapeutic process. A lack of

trust for therapists was indicated by multiple comments made
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by this group of respondents:

"I only went because my compadre recommended it to
me" and "they need to drop the paternalistic attitude"
(24 year old female).

"This is a total stranger (therapist) - I, myself,
personally, wouldn't feel comfortable saying certain
things to just anybody;" "oh, it makes me feel like
it's just a money issue for them (therapist) - a fast
way to make a buck. It's not they're so much concerned
about your well being at times" (29 year old female).

"You're just going to be cheated (in therapy)"™ and
"...especially those that are a little older, I don't
think they're very trusting of agencies" (75 year old
female);

"Mexicans are very stubborn, especially if the
therapist is Anglo-‘cause usually for some reason, I
don't know, they just feel-because it's always been the
white culture being more superior and they feel
degraded-Mexicans. It's like, you can't tell me what to
do" (29 year old female).

There are two primary clinical implications from the
present study. First, cultural beliefs, values, experiences,
and behaviors impact the construction of the meaning related
to the expectations of tolerance, genuineness, openness,
personal commitment, immediacy, motivation, and attraction
that were found to be significant in subgroups of the
sample. Therapists who are knowledgeable and attend to the
meaning of the expectations will increase their ability to
join, build trust, and work with the clients. A 48 year old
female made two comments that may suggest her need for
tolerance from a therapist. “I think that having had to live
and survive as a minority you gain strengths, you can get
beat up and still function” and “there’s some reason we
don’t melt (melting pot), we’re not melting in - we’re not

doing a very good job of mixing in.” The respondent went on
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to talk about her experiences of isolation and intolerance
due to her being “Mexican” and not being able to melt in.

Cultural sensitivity and effectiveness may be enhanced
by being able to understand and analyze the cultural
contexts of each member of the therapeutic system (Breunlin,
Schwartz, & Mac Kune-Karrer, 1992). The respondent's
definition of and need for tolerance must be examined within
the cultural map. The experience of minority people has been
one of oppression by people who were not tolerant of the
differences. The high expectation for tolerance may be
related to this history of oppression and feeling as if they
do not fit in. A member of a minority group may attach a
meaning to tolerance or genuineness that is related to their
need to be accepted as a person of Mexican origin or to have
their Mexican culture acknowledged and accepted. However, it
is not enough to stop with awareness and sensitivity. This
must be followed with cultural competency, which is
indicated by the ability to build or act on the differences
created by being from a diverse culture. This approach to
working with diverse populations may decrease the drop-out
rates that tend to occur after one or two sessions.

Second, the importance of "family" and the need for
helpers to be "caring" was conveyed by the majority of
respondents ("any time I have a problem, my mother is the
first one that is there by my side every time," 30 year old

female). There is a need for therapists to be sensitive and
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competent in conveying this sensitivity and knowledge or
curiosity to their clients. A 43-year old male made a
statement that was indicative of comments made by multiple
participants in the sample. He expressed that therapists

“need to learn more about Mexican culture and the

people and their beliefs and their superstitions, their

history and their culture, because it’s different. The
community is not about to just give all of that up,
just to become Americans. They wanna hold on to their
culture, their language, and if you don’t respect all
of that, you’re not gonna be able to understand and
succeed with whatever services you wanna provide until
you understand where we’re coming from and what makes
us Mexican. Mexicans are good Americans, you know, the
ones that are here. And they’re - we’re here to stay.

They’re (Mexicans) proud to be Americans and they’1ll

fight and die for this country ‘cause it’s a great

country, but our history is too long and it’s too good-

our culture is, it’s a really good culture. There’s a

lot of good things about it for us.”

The recruitment phase, the quantitative and qualitative
data collected during the interview, and the feedback about
the study and the interview were consistent in conveying the
importance of "family," "caring," and story-telling to the
respondents. The following comments illustrate the comments
made by the majority of people in the study: "I think they
need to know basically that the family is, that family unity
is a very important factor....if a son or daughter is - has
a problem, everyone is feeling that setback, and has a
responsibility for that person" (42 year old female). "I
guess there's a lot of family oriented things, I mean

Mexican people to me, all the ones I have come in contact

with, me too, family is everything” (30 year old female).
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The participants suggested that they would be more likely to
seek out services that communicate that they are cared
about. ("I don't think they (therapists) really care about
me or my family - they just are doing their job - I don't
need that," 34 year old female.) Therefore, there must be a
continued effort to design outreach efforts and therapy
models that are inclusive of the people's desire to have
family involved and for caring to be a necessary element in
the therapeutic process in order to provide the opportunity
for people of Mexican origin to take part in the MFT
process. Throughout the qualitative and quantitative
interviews, the consistent ingredient was the story-telling.
Regardless of the structure that had been set up for the
interview, respondents evidenced a desire and need to share
the information through story-telling. It was challenging
for the respondents to respond to closed-ended, true-false,
and Likert scale questions during the quantitative
interviews. Frequently, a respondent would answer the
question with a story; and when the question was repeated
again after the story had been told, they would make
comments such as "you decide where it fits best-I told you
my answer" (67 year old female) or "my answer doesn't fit in
a box - everything I told you is important" (27 year old
male). Involving people of Mexican origin in the development
of a methodology that would quantify the story-telling that

is consistent with their beliefs would be a direction for
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future research.

The interviews indicated that there are people of
Mexican origin who believe that there have been changes in
the Mexican-origin community and that the people are
changing their perceptions of professional help ("I think
now though, that things might be a little different in that
people are realizing that sometimes their family doesn't
always have the answers and that it's not wrong to go
outside of your little circle asking for help," 42 year old
female; "there would be some that would say ‘well, I'm glad,
I'm glad they're getting help because they need it,’" (25
year old female; "I think the problems that would probably
be easiest, would be like with the children - it would
probably be easier for parents to take their children to go
to counseling, you know, because that's on the outside [of
the parental relationship]," 31 year old male).

Finally, future research must confront the issue of
differentiating between professions so that the data that is
collected is indicative of what is occurring in the MFT
field. This will require that laws and policies be changed
so that professionals from the various mental fields (i.e.,
MFT, clinical social work, psychology, and psychiatry) can
be differentiated clearly. Changes need to occur so that
professionals from the various mental health disciplines can
not assert that they "do" MFT when they do not have the

education or the credentials that are consisent with that of
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an AAMFT-licensed marriage and family therapist. This will
contribute to the abatement of the confusion that tends to
occur for clients and potential clients. Simultaneously, the
MFT profession must take more action in finding effective
ways to educate and market to the Mexican-origin community.
This will give the people an opportunity to understand how
the profession can assist in creating the desired changes in
their lives.

The importance of context is exemplified by the
qualitative data that provides insight into why the
respondents were utilizing the various mental health
disciplines. Some of the clients revealed that they went to
therapy because they were "made to go to the counselor™ (27
year old male). This information tended to come out in the
quantitative interviews after the respondent indicated that
they had seen a counselor, therapist, and/or marriage and
family therapist. The clients were mandated or referred by
courts, schools, churches, and community agencies.
Historically, these systems have referred to non-MFT
providers. In order for MFTs to get referrals, they will
need to engage and educate these systems that come into
contact and/or work directly with people in the Mexican-
origin community. This will be more successful if MFTs
educate the referral sources of the type of services that
would be consistent with the needs of the Mexican-origin

people as well as the systems.
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Personal Reflection

This experience has been completely gratifying and has
challenged me to grow as a professional who strives to work
with populations at risk to develop strategies that they
believe would improve their quality of life. The process of
developing and completing this study accentuated the
separation I had made in my cultural self. As a
professional, my Anglo orientation was the major aspect in
my interactions. In my personal or family role, my Mexican
orientation was dominant. In my interactions with people of
Mexican origin, I was challenged to find a way to integraté
the cognitive and behavioral aspects of myself to allow my

bicultural self to interact with the people in the study.
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Appendix A

Complete Instrument for Research Study

154



pepd BT by Al
outusaway =g OUTTNOSEBW = ] :0I3U3H ‘€T aTewdy = 2 3TEW =1 :I3puad ‘€1
ON *2 TS T ¢23ueTpnisa ON ¢ SaX 1
exed esta eun sauaTl? ‘(Z s8 TS) *Z1 {BeSTA juapnis e aaey nok oq ‘Z FI A
ON °Z IS 1 cIeleqeay ON *2 s9X 1
erxed esTA eun sauaTrl? ‘(Z S8 TS) ‘11 (BSTA YIOM ®B aaey nok oq ‘z FI ‘11
ON °Z s T ON °2 s3aX °T
ET# © ‘T s3) ¢d3uauewaad (€T ©03 ‘T JFI) ¢i3uspTsax
93UapTsax saxg? ‘(Z s T1S) ‘01 jusauewzad e nok 8xy ‘(z FI) ‘01
ODTIXdW = 2 sopTun sope3sy SOT = T U3ZT3T) UEBDIXd °Z UIZTIITD *S'N I
8p ouepepNI) ¢eTUEPEPTND (€T o3 ob
O ¢(@3juPibTWS OSpP UQTIDOTPUOD NS S$3 Tend? ‘6 ‘T 3I) ¢snjels uoTjexbrumt Inok st 3eym ~ ‘6
cweybuj/uojey ap opepuod ¢A3uno)y weybuy/uojzeymy
1® U3 paisn opTATA ey odwaTtl ojuen)? ‘g UT PSATT NOA aAeY SWT3 Yyonw MOH ‘8
cuebTYSTW LUebTUD T
ua pajsn opTATA ey odwaTi ojuen)d? ‘L UT PSATT NOA aAerYy SWT3 Yyonuw MOH ‘L
(SopTun sopelsd és@3els pajtun
SOT ua paisn opTATA ey odwaTt3i ojuen)d? ‘9 3yl UT PSATT NOA SARY 2WT3 Yonuw MOH ‘9
¢(93sToeRU BpUOq? ‘g iuroq noA axsm aI19ayMm ‘g
cezel ns sa Tend? ‘v ¢90®BI Inok ST 3eyM i’
I3Yylo °s UBDTX3W P asyao °s UedTXaW b
(e)ouedTIauy °/[ (e)ouedTXaW °¢ uedoTIBWY /L OUeBD TXaW €
(e)ouedTIauly OUBDIXSW ‘9 Touedsg/ooTuedsTH °¢ UeDTIBWY UBDTIXSW °9 oTuedsTH °Z
(ejouedTyd °g (e)out3eT °1 ouedTyd °g ourtjeq T
ipepToTUlLD ¢A3ToTuyle
ns ITqTIosap exed esSn oUuTWI]3 Ten)d S Inok aqraosap 03 asn noA op wIal 3Jeym ‘€
Touedsy Us UOTSIASA USTSISA UsTlpuy
Touedsy o saTbur ‘1
{BISTADIUS BT IadeY ystueds*z YsTThug “°TiMITAIE3UT ayj
paisn 21aTnb (enbuayT) alenbuaT Tend ugmg? 2 op 03 93TT noA pTnom abenbuerl 3eym ur Z
teyoayd tajeq
ioxsumN *d'I/# A4I 1 uot3vuxozul orydexboweq tT9quMN ‘A I/# dI 1

155



Z 'bd

‘12

‘0

‘61

‘81

LT

156

Tenatatdsa
O (e)osOoTHTITaT ojusWPPRWRIIXT = G Ten3txTds I0 snothHrTay ATowaIxy = ¢
Ten3TaTdsa o (e)osoTbTITaT AnW = p Ten3xtds 10 snotbrTay AIaA = ¥
1en3tatdsa o (e)osorbrTax 0BTV = € Ten3TaTds I0 sNOTHTTSY IeYMSBWOS = ¢
Ten3taxtdsa o (e)osotbrrax oood un = Z Ten3TITds I0 sSnoTHITaOY 9T3I3ITTI VW = 2
Ten3tatdse o (e)OoSOTBTTax ON = 1 TT® 3® Ten3tatds Io0 snotbTiray JoN = 1
¢saxd Ten3tatdss o (e)osoTbBTTax uelz ny? ‘12 ¢nok azxe TenaytaTds/snoTbHTTOT MOH
eorrdde oN  °9 PT - TT "€ A1dde jou seoq °9 bT - TT ‘€
seu o 02 'S 0T - 6 ¢ I8aa0 10 02 S 0T -6 ¢
6T - GT 7 P -0 1 6T - ST 4 vy -0 1
(ueotTde anb soT (A1dde
sopo3 eboos3y) (sapepa sSe] uos satend? ‘02 3eyl TTe 3ISTTI) ¢(sabe 119y3 aze 3jeym
ounbuIN = 0 QUON = 0
{SauaT3 soutu sojuen)d? ‘61 ianey nok op uairpiTyo> Auew MoOH
0130 = 21 uoThTTax ON =TT I9Y30 =21 uoTbTTax ON=TT
B3TaNAdY=0T ous TpueInN) = § POXTW=0T owsTpueInd =¢
SaTejuaTIQ SauoTbTITay = g otpny = £ uoTbtrT9y urajysey =g ystMap = (
rURIIINT = 9 PAISTPOISW = § ueIayanT = 9 ISTPOYIdN = G
e3stideqg = § @3jue3sajord = ¢ 3st3deg = ¥ jue3saljord = €
PURT]ISTID = ¢ eSTTOo3e) = T UeT3ISTIYD = ¢ oTToyaed = 1
ce303T7Tpaxd uoTbhbTITaxr ns sa Tend ‘81 ¢oouazazaird snoTbrTex Inok sT jeym
¢oxauedwod /abnAuod ns Tep ezex ¢9oex s,xaujzaed/s,asnods
eT/T® sa 9nd? (oxsuepdwoo un Aey T18) -~ ‘LT Inok sT 3eym (Isuzred e sT 819yl JI)
¢oxsueduoo /ebnAugd ns ap peproTulad ¢Aatotuyzs s,z3uzazed/s,sasnods
eT/T® s 9nd? (oxeupdwoo un Aey 15) — ‘91 InoA sT jeyMm (Tau3zxed p T 2I9Y3 JI)
(e)opnTA=L P3MOPTM
Jesed Y O3T3¥3INA=9 1e3Tqeyon=g patizewsy = 9 butaezrqeyod
(e) OpPBTOIOATd=} (e)opeaedag= ¢ Po923I0ATQ = ¥ pajexedas
(e)opesey = ¢ (e)opese) eoUNN = T pPaTIIeW = pPoTITIeW IIA3N
TTATD opelsd ‘ST snjels TejTaen

L B I Vo I o

‘ST



¢ (osa1but ap sajuany sel sepol
opuaAnTouT) JeTTTwWeJ T[e303 o3au osaibut
" ns s3 Tend? ‘aTedOsa BWSTW BT opues(

@S ON T 666 ‘¥Z - 000‘02
000‘06% 2190S °1T1 666 ‘6T - 00091
666°68 -000‘0L "OT 666 ‘ST - 000°CT

666 ‘69 - 000°0S ‘6 666°TT - 000°6
666 ‘67 - 000‘0€ "8 666‘8 - 000‘9
666‘¥Z - 000°G2 °L 000 ‘9% 3P SOUSKW
*sojsandut SOT uajusnossp o7 @s anb

ap sajue ajuswepewTxoxde osaxbur Te
epuodsazrod snb e3IEOD EB3S® US oxdWNU

12 ‘zoae3y 10d aw9p ‘oleqexl ns aq

(uotoednop) ¢oleqex3y ns s TeEN)
0130 = ¢
ODTXIW = ¢ sopTup sopeasy = I

¢sted anb ug?

pepIsIaATun o
otbaToDd ep o3Te sew opeib o ‘openpeisd =
soue p - ¢ oTbaToDd o peprsaadaTun
soue z - 1 oTbafoD o peprsaaaTufn
2T - 6 eraojzexedaad
8§ - ( eTIEPUNDSS
9 - eTIRWTIIg =
ceTeandosa eT e 9n3 oanb opeab owraTn?

~ANMT N0

AN M N O

(Asuow Fo sadInos TTe SapnToOUT)
¢ATTWeI Inok Jo awoduf Tenuue

‘9¢

mou)y 3,uoq
000‘06¢ I3A0 °TT
666 ‘68 0ooo‘oL ‘0T
666 ‘69 000°0S ‘6
6666V 0oo‘oe -8
666 ‘62 000’z "L

‘21

*S$9Xe3 2303 SWODUT Tenuue
spuodsai10o 3Byl pIed STY3

‘gz 9yl aw aATH aseaTd ‘daom

Te303 3@yl ST jeym ‘paed awes ayjz bursq

666‘bZ - 000°0C
666‘61 - 000’91
666°ST - 000°CI
666‘TT - 000’6
666°8 - 0009
000‘9$ ueyy ssaT

NN O

anok yam
uo Iaqunu
InoA woxg

‘be ¢op nok op jaom 3o

ODTXOW = 2
R X4

1aybTy pue ajenpeab abayyTod

9baTT0o 3Jo szeal
9baTT100 JO saeadl

9 - AxejusueTy =
Tooyoss uT pajafdwoo nok apeab 3seq

‘ce

sajejg pe3Tun
¢Aa3unoo jeym ug

¢l - 6

(uot3ednooQ)

adAy 3eym

19410 = €

1

I

I
S ANMm TN o

v - €
-1

8 - L =

x4

‘6¢

‘ve

‘e

K44

157



2 X

OU3IOW/0INDSQO (oxang) zn7g
Anp Anp

‘@A ©S pa3sn apuop eauyy BT US X,

un ebuod zoaey 104 *oanoso Anw e zZny
eT Anu ea anb e[ ap ezueTeq eun obuajy
ok ‘1a1d BT 8P 10TOD ® 0303dsax uod

* (¥SN) soptun sopelsy SOT U3 UOISTORU SOTange
sns sopol A saiped sns A pa3sn = ugroeaauab -eg

*sted o130 unbre o OOTXSW

ua QTOoPU SsoTaNnge sns ap oun souaw o7 Iod X
(¥SN) souedTIawy SOpPTUM Sope3sy SO Ua uoIaToeu
saaped sns ‘(yYSn) souedTIauwy SOopTup sopelsdy
SOT U® SOT U® QIDeU pPa3s) = ugrdoeIaduab ‘ey

‘sTed 0130 US O ODTIXIW U3 uUOIITIOPU SOTaNCe
sns £ (YSn) sopTun sope3lsy SOT U3 UOISTORU
uatquey saiped sns ‘(yYsn) souedtIauy sopTufn
sope3lsy SOT U3 OTOBU pa3js) = uoTdoeIauab -eg

*sted 0730 U3 O OODTXIW
ua uoxatoeu sazped sns ‘(YSn) souedTIawWy SopTuf
sope3lsy SO U3 QTORU pPajsS) = uoroeIauab -eg

*[(¥sn) soptun sope3sy sol ua ou] sted
OI30 O ODTIXdW US QTIOBU Pa3S = UQTORIBdU3L *eT

‘e3sandsax eun ajusweios a(g
*paisn eaed epenoape 3I3PTSUOD
onb uotoeasuab er snbrpur

‘8¢

‘Le

ybT1T
Kaap

xxeq
Kxap

*J19sanok ass nok

2I3YM SUTIT 92Y3y uo ,x, ue aoeTd aseaTd
*jyxep KAxaAa o3 3yb1T Aa3A woay saob jeysy
9Teds e aaey I ‘zoToo urys burpaebay

*¥SN @Yy3 uT uzroq sjuazedpueab TTe pue ysn ay3l
uT uzoq sjuaied InoA pue nox = uorjerauab y3g

‘¥sn 3y3i ut

uroq ISputewal Y3iTMm AI3unod I3Y3o IO ODTXIW
uT uroq juaxedpueab suo 3seaT 3e pue ysM

uT uxoq sjuazed Inok pue nox = uorjerauadb yzy

*A13UNOO I19Y30 I0 OOTXSW UT
uzoq sjuazedpueab TTe pue ysn UT uroq sjuazed
y3oq ‘ySn UT uxoq 3aIaM NOx = uorjerauab pag

*A13unoo 19Yy3zo I0 OOTX3W UT uroq 3uazed
I3Y3Te® {¥YS) UT uroq 3I3M NOx = uoTrjezauab pugz

[ (¥sn)
sa3e3s pa3Tun 9yl ut 3oN] cAxzjunoo aayjo
IO ODTX3W UT UIOq 3I9M NOX = uUoTjzerauad 3sy

¢nok o3 sattdde 3saq uotrjeasuab yoTym

‘8¢

‘Le

158



‘bg

s1bul

us sejren (oTdwala 10d) ‘b3 oqraosdy ~ ‘€
Touedsqy

us sejren (ordwsals 10d) ‘*b*a oqraosm ~ °2Zb

sTbur us (soaqrr
‘ordwala 10d ’‘*H°3) 7997 e3snb aw -~ °TI¥
Touedsy ua (soxqrT
‘ordwala xod “*H°3) 71997 ®3SNb aWw ~— ‘0Ob
Touedsy ua seTnoyrad z3a e3isnb saw ~— *6¢

saT7bur ua sernograd I9A e3Snb aw ~ 8¢
s9T7bur ua ueas anb
UOTSTAST23 BT ua sewexboxd zaa e3zsnb aw -~  °L¢
Touedsy ua ueas anb
uoTrsTAaTa3 el us sewerboxd xaa e3asnb aw -~ °9¢
saTbul ewoTpT 9p eoIsnu eT B3IsnD 8w ~  °Gf

(Touedsy ewoTpT
Ua BOTSNW)PURDTIXI| BOTSnw e ejsnb ap ‘be

OUBDTXIW UabHTIO 3ap souedTI™UWY
93ION UOD O SOUBDTXS} UOD OTDOSe aw Of ‘€€
soTbuy uoo otoose ap *Z€

Touedsy ua xeTqey easnb sy *1¢
s9T1bur orqey ox "0€
Toueds3y oTqey ox 62

odwaTl T3 Opo3 TSe) O OWSTYINW = G
@3uandaxjd Any O oyonw = OpeI3PON
s303A ¥ © o3Tnbog upn r4 epeN =

€
1

ysTTbuzg uy sI1933397 ‘*b*ad ¥3TIM I 3

ystueds ur sI19333T ‘*H°a 93TaIM I 4
ysT1buz

utr (syooq ‘°*b°a) bHurpeax Aolfua T 1y
ystueds

utr (s)yooq ‘°H6°a) butpeax Aolfua I ‘0b

sataow abenbueT ystueds Aolus I ‘6€

sataow abenbuer ystibug Aofua 1 — ‘8¢

AL 9@benbueT yst1bumg Aolfus 1 *LE

AL abenbueT ystueds Aolfua I ‘9¢
oTsnu

abenbueT yst1bug 03 butusaysty Aolfus I °GE
oTsnu

abenbueT ystueds o3 butualstT Aolfus T ‘vE

SUBD TIBWY UBD TXSW

I0/pue SUBDIXOW Y3TM a3eTOOSS®e I ‘€€
soTbuy yzTm ajeroosse I *2¢

ystueds buryeads Aolfus 1 ‘1€

ystrbug yeads 1 ‘o€

ystueds jeads I ‘62

sAeMTy 3ISOUTY I0 Ud33J0 ATaWaIIXy = G
uaijo AaaA I0 YONW=p A1®3eI19pON=¢
ua330 AI9A 3JON I0 9T3I3TT AIdA=Z TTV 3¥ 3ION=T

‘Poa3sn eied epenoape seu
eas anb e3sandssaxr eT e ¢ £ 1 3ar13ua oxaumu T3 swag

"Wo3T yoeo o3 soyrdde
31§3q 3Py} 3IXAU G-T UIIMIAQ IIQUNU 9Y3 SW A9

tox3unN dI

T JTVOS o

159



*bg

T VIVOSE 3AQ NI

OUBDTX3W USHTIO 3p souedTIBWY 33IION,

(e) oued TI3WY
(e)un owod 3WILDTITIUIPT e3Snd IR
OUBDTX3| OWOD SWIBDTITIUSPT e3snb ap

(OUBDTISUIY-ODTXIW) HOUBDTIBWY
93IO0ON OWoD SWIEBDTITIUIPT easnd ap
oued TIaUY

oTbuy owod swIedIITIUSPT e3snd an

OURDTXIW UOS S23U3TO031 sobtwe STW
(seueoTIawy oTHUY) SeuedTIaWY
93I0N SepPTWOD BUTOO0D eTITTWe TIW

SPURDTXIW SEPTWOD PUTDO0D eTTTWeI TW
oueoTIawy oTbuy uabrao
Sp ueI3 zZ3UTU TwW 9p (se)sobrtwe STIW

ouedTXaW uabrao

Sp UBI3 ZIUTU Tw 3p (se)sobTwe STW
BPUBDTXSW OWOD (eqedTITauspT

9S O) EOTJITIUSPT 9S aapew TKW
OUBDTX9W OWod (eqedTITIULIPT

9s ©0) ®OTITIuSpPT 3s 3aaped TW

OpTS ®Y SouedTIauy

sopTuf sope3isg SOT UOD 03De3U0D IW
OPTS ®BY ODTX3W UOD 03De3uod IW

Touedsy

PWOTPT T® U3 uaxindo sojuatwesuatrd STW
s9Tbur

PWOTPT T2 U3 UaIIndo sojuaTwesuatrd STW

‘89

"LS

‘99

‘GG

A

‘€6

‘08

‘6b

‘8b

‘LY

24

14

47

T TIVO§ IO

ued TIBdWY
ue se jrosAw AJT3juspT 03 INTT I
uedTxaW e se JTasAw AJT3uspT 03 IYTT I

*uedTISWY
uUedTX9W © se JTasAw AFJT3uapT o3 9IT I
*uedTISdWY
o1buy ue se jyasAw AFTjuspt 03 STIT I

UTBTIO UPDTXIW JO 2T MOU SPuaTII AW
‘utbrIo OoTbuy JOo @I MOU SPUaTITF AW

*SPOOJ UBDTXIW S)Y000 ATTwWey AW
‘utbtro oTbuy Jo axam
‘dn Bbutmozb sem T ITTUYM ‘spuatay AW

UTbTIO UPODTXIW JO SI3aM

‘dn butmoab sem I STTUYM ‘spuatay AW
,PUBDTXSN, Se J[9sIay

PSTITIUSPT IO SSTITIUSPT Iayjow AR
,OUBDTIX3W, SE J[ISWIY

PSTITIUSPT JO SITITIUIPT 73y3zey AW

usaq sey ¥sn dYl y3iTm 3oejuod AR
uaaq sey OOTX3aW Y3TM 3dejuod AR

*apenbueT
ystueds ayj ut Luop sT Huryurtyl AW
abenbuet
yst1bumg ay3 ut auop sT Buryuryl AW

‘86
‘LS
‘99
‘S8
‘bS
‘€Q
4]

‘18

‘05
‘6
"8y
LY
9
Sy

44

(II-WWS¥Y) @Teds burjey uoTIeINITNIOY

160



Toueds T U® UOTEIOA uorsI®A Ysrrbug
Z VIVYOSsdH Z HIVYOS




L *ba

*souedTxa}y sounble ap sapnirtioe
se31a1> opueijdade pe3TnoTITp obuaj *99

souedTXaW sounbye
ap seapT opuejdade pe3TnoTITP obuayg *G9

*sobtuwe
' souanq owod souedTIiawy oTbuy opueadsoe
pe3TnNOTIITP ‘eIaTany TS anb osxo o ‘obusal T P9
*souedTIdWY
oTbuy sounbHTe arxjus saIqUN3sod
se313Td> opuejdaoe pe3IndIyTP obusl ~ ‘€9

*souedTIawy oTbuy soT uauaTtl anb sazotrea
sounbTe opuejdaoe pe3TnoTIIIp obuay *29

‘souedTIawy oTbuy soT ap sojusTwejrodwod
sounbTe opuejdadoe pe3TnoTITp obuayl ‘19

*souedTIawy oTbuy soT ap sapni3Taoe
Se31910 opuejdade pe3TnoTITp obuay ‘09

*souedTIdWY OTbuy sounbye

9p seapT opuejdedoe pe3TnoIITP obuayg °6S
odwaTy]
13 opol 93UaND3I] SIS\ Y
Ise) o Anpw o
oWTS TYONW o oyonp opeixapo o3Tnbod upn epen
) 14 € 4 T

*gL~-T19 sejunbazd as3sajuoo exed eTedss e3Sa adITTIIN

¢ YIVOsH

*suedTXaW Aq pT9Y sapn3rile
ute3xado butrjydesooe AJTnNOTIITP daey I ‘99

sSuedTXap awos Aq
PT3Y seapT burideooe AJTnNOTIITP 8Aey I *G9

*spuatiy Teuosiad

9soT> se soTbuy burtzdaooe A3TnOTIITP
‘saey pTnoM I JUTYl I0 ‘@aey 1~ *H9

*sorbuy swos

uT puno3j ATuouwod swo3lsnd pue sadT3oexd
ute3jxsd burzdeooe AJTNOTIITP @AY I €9

*soTbuy awos Aq pr1ay
sanTea awos burjdeooe AJTNOTIITP @AeYy I *29

*soT1buy Aq pa3TqTyXe SsIoTARYS]
awos butadsooe A3TnoTIITP 9aeY I *19

*soTbuy Aq pTay sapniTae
ute3jrad burjdeooe AJTNOTIITP 2aey I ‘09

*soTbuy swos Aq

pPIay seapT burjydesooe A3TNOTIFITP @AY I ~  °6G
shemTy uaijo
JsouTy ualJo K13ap 30N
I0 u9330 Kxap I0 9T33T1 TT®e
ATswax3xy I0 yonW KT93e19pON Kxap 3e 30N
S b 3 [4 1

‘9L-6G SsuoTisanb zamsue o3 9Teos sTY3 3sn

Z TIOS

161



.mm

Ou®ed TXINW COUﬂHO 9P SOoURDTISWY ©3ION«

¢ JdT¥dS JO dNI

I3zeT9 » pToury ‘IerIrand ‘ce6l ‘aybraAdon (D)

*sobTwe souang owod
»SOUBDTIBUWY-0DTXIW opueidaoe pe3TnoOTITP
‘e19TANY TS anb o810 o ‘obuay

» ' SOURD TIBWY
-ODTX9W sounbTe aI1jua S3IqUNISOD
se3I19To opueidaoe pe3InoIITP obuag

y ' SOUBDTIBWNY-OOTX3 UauaTl anb sazoTea
sounbTe opuejdaoe pe3TnoTITP obuag

x *SOuUEDTIBUY

—ODTX9W SOT ap sojusTwejzrodwod

sounbTe opuejdaoe pe3nOTIITP obusg

» ' SOURD TIBWY

—-ODTX9W sounble ap sapnjiTloe

se3I1910 opuejdaoe pe3NOTITP obuag
xSOUBDTIBWY-O0DTX9W sounbye

ap seapT opuejdade pe3TndTITP obuay

*sobture souanq
owo> souedTxX3 e opuejidase pelTnoIITP
‘e193TAN] TS anb o810 o ‘obuay

*SOUBDTXI|W sounbTe aI3uUa S2IQUNISOD
se319ToO opuejdaoe pe3InoIITP obusy

*SOUBDTXSW SOT usausTl onb sazoTea
sounbTe opuejdaoe pe3InoTITPp obusg
*SOUBDTXIW SOT Op sojuaTwejzxodwod
sounbTe opuejdaoe pe3noTIITp obusy

‘9L

‘SL

‘L

“EL

*eL

“TL

‘oL

‘69

‘89

‘L9

odwaT] TE OpoOl TSeD O OWTISTYINW=G
93uanoaxd AnN O oUONW=f OpPRIIPON=E

sad3a\ Y o ojrnbod un=z

epeN=T

*SpPUaytIj Teuosiad ISOTD SE
sueoTIswWyY uedTX3aW burideooe A3TnoTIITP
‘saey pTnom I YuTyjy 10 ‘saey I ‘oL

*SUBDTIBWY UBDTXSN SWOS
uT punoj ATuoumiod swo3lsnd pue saorjoead
ute3xad burjdeooe A3TnOoTIITP @aey I ‘GL

*suedTIaWY URDTIX3aW Aq pPTaY

sonTea awos buriydeooe AJTNOTIITP 2aY I ~  ‘PL
*sSuedTISWY
uedTXaN Aq pPa3TqTUXa® SIoTARYI]

swos burjdaooe A3TnOoTIITP @AY I ‘€L

*SUBDTISWY URDTXSW Aq PIaY sapn3iTiae
ute3rad burjzdeooe A3TnOoIIITP L@aey I~ 2L
*SUEDTIBWY UBDTXIW awos Aq
P12y seapT burideooe AJTnNOTIITP @AYy I ~ °TL

*spuaTIy Truosxad

9SO0TO se suedTXaW burideooe A3TnoryzTP
‘saey pTnom I YuTyl 10 ‘@aey I ~ ‘0L

*SUBDTXIW SWOS

uT punoj Afuoumod swo3snd pue sadTioead
uTte3lxad burydesooe AJTnOTIITP @AYy I ~ °69

*suedTxap awos Aq pIay

sanTea awos bBburjdsooe A3TnOTIITP aaey I~ ‘89
*SUBOTXSW AQ Pa3zTqTyxa I0TARYSI]

swos butydeooe AJTNOTIITP @aey 1 - ‘L9

sAeMTy 3IsouTy I0 U330 ATawaI3xdy=g
ua330 KI9A I0 Yonpw=p KT1o3ex9pOR=¢
ua3jJo AIsA 3ON I0 3T33TT LAI9A=2 TT® 3e 3ION=T

162



:oxawnN Al

—

(wrog 3IT0YS)

[ 7 e

(AS-DOVW) SIONYLSNOD TWVdNLIND 40 INAWSSHSSY DISYHdILTNW

#ar



6 *ba

*sSeutu ap
sajanbnl soxjo n seoaunuw uod uanban( sfoy ,sTx1H 19Yy30 pue ‘sTTOP
anb ze(ap a@gap sa] @S Ou SOUTU SOT Y ‘b8 yatm Ae1d o3 pamoTTe 29 jou prnhoys shog ‘b8
*3Ipew *bututesy snotbrreax zadoad yam
BT 9p TeToadsa peprlrgqesuodsax eg uaIpTIyd 13y aprtaoxd o3 A3rrTrqrsuodsax
$3 SOUTU SOT 9p eSOTHTTaI uoTOEONpPa e ‘€8 Tetroads s,18yjow ay3l st 3I ‘€8
oininy 12 exed saueTd x3aoey anb Aoy *axn3ny ay3z xo3 uerd o3 ueyl
epTA BT Ie3NnIysip ajuejroduTr sew sg *Z8 mou 3317 Aolua o3 juejzzodurt azow ST 3T °Z8
23usb eT e sazoael optd ajuswajuanbaxg ‘18 sw 703 szoaey op o3 ardoad )se uajjo I ‘18
roxautad sa
erTTwey e] anb solTy sns e saTieuasua ATTwe ay3 o3 TeAOT ®q 03 USIPTTYD
9p uagop eTITTWEI ap sazped so7 ‘08 ITaY3l yoeal pTnoys sjuazed 310K ‘08
*Tew1oj uoToeONnpa eun anb *uoT3eonpa JewIoj
sajuejrodwuT SPw UOS SaTepow souang so] ‘6L B ueyl juejrzodwy aI0W 3T SIBUUBW POODH ‘6L
soTT® anb sej1e sew ueas anb sazalnu ‘WTY ueyy 13aTTel
Uuod asIesedD Uagep OU SaIqUOY SOT ‘8L ST Oym uewoM e AxIePw 30U PTNOYS UBRW Y ‘8L
*sopejoadsax
I3S uagap sojTnpe SOl Sopoyl ‘LL *pajoadsax aq prnoys satnpe IV ‘LL
(osTed) osTed = G ( ®naL) 031310 = T (osTed) osTed = g (0319TD) #nay = [
*UQOTORIR[DIP eped Ie3sajuod Iejuajutr A uotutdo
vIdodd NS Iep apasnoay ,°G, eDbIp ‘vsSTIVd *juswajels AI19A3 IaMsue o3 Ax3 pue uotutdo NMO ¥NOX
sjuawtedroutad o YSTIYJ S UOTORIRTO3P BT 1S aATH 03 asquwewey °,G, Iaqumu 3yl Aes ‘gsTvd AT3sow 10
A ,T. ©BbTP ‘avaydn s3usuiedroutrid o QVaydA S dSTvd ST 3juswajels 9yl 3JT pue ,T, Iaqunu ay3l Aes ‘andl
ugToeIRTO3P BT TS °po3isn e 9oTTde owod osTeIy O AT3sow 10 FNYI ST uswajels ay3z FJI °nok o3z patrdde se
paisn e 0oT1T7de owod pPEPIaA S3 IS SPTI3P paisn asTeJ 10 nok o3 parydde se ani3 ST 3T I3Y3aYMm apTOIP
K uoToezeTD9p epeED 21331 0A ‘UQTOO3S B3IS® Uy noA pue juawajle3ls yoea pear [IIM I ‘uoTrioas sTYl ul
Touedsy ua UQTSIaA UoTSI3A Ystrbuzm
ogswnN I (wrog 3I0Yys) (JS-DDOVW) SIDJNYISNOD TWINILIND JO INIWSSISSY DISVHAILTINW # a1

163



QT ‘B4
oozouod anb seuoszad
seT e saioaerj 1Tpad e3saTow sw ON
snayTtatdsa
Tew yod o ‘setialniq xod sepesned
I3s uspand ou saTejusw SapepPSWISaIUd Se]

pepTIsIaATun BT ap o oTbatrod

op uoTOEONpPa BUN I2Ud3 anb ‘eTTTWwe]
ns ap A esed ap IepTnd e 13puaide
79(nu o7 exed sjuejzodwT sew sg

opesed T2 ua opelniqua uey ap

asIajaw uagap ou sazalnu

seT] anb soT ua soleqexy sounbre Aey
*eI3vI] oInany T2 anb oyr aqges

eounu oun ‘ajuasaid T8 U8 ITATA sowaqgaq

sajue3jzodut sojsand uebuaz anb
seuosiad 192o0uod Tw erxed ajuejzzodut sz
*09A seT opuend seuosaad

seT e ajuswesojsTwe IepnTes eisnb ap

uatnbye
e xelniqua aTqrsod sa Ts anb osid ox

TeTpawax epand o7 anb epeu fey
ou A eoo3 8T opuend aranu aS ajuab e

sol1y
sns uod anb sel1y sns uodo sO3DTIISD
sew I3S 3P ulagap eITTWEI ap saiped so]

‘63

‘88

‘L8

‘S8

aW JOF SIOARJ Op 03 Mouy
I 3eyy atdoad uo mcaaamu putw 3,uop I

s3TITdS TTIA® pue 3JeIoysd3ITM
Aq pasneo a3q jouued SSAaUTTT TEIUSINW

uoT3eonpa 9baTToo e 2336

03 I8y 103 ST 3T ueyl ArTwey ay3z pue
osnoy ay3 Jo aIxed IYe3 03 MOY ured|
03 uewom ® 103 juejzyodwt 910w ST 3II
ased

o2ya uTr (opelniqus) paxay uaaq aaey I

aAeYy jou pTnoys

A1duts uswom 3ey3z sqol aulos axe axaYyl
putaq Aew ainany ayi aeym

sMouy oym ‘juasazd ay3x IoJ SATT ISnu 9M

(zamod

jo suoT3tsod) sqol juejxodut pioy
jeyy a7doad mouy o3 jutod e 3T ¥ew I
‘ulayl 39S ] UIYm Iauuew

KTpusaTtay e ut ardoad 39916 03 SYTIT I

(ustnbre e zelniqus) suoswos uo
x3ay e aoeTd o3 arqrssod ST 3T 9A9TT2q I

3T 3noqe
auUop aq ueod 3eY3 yonw 3jou ST I3IIYJ
pue awT3l ITaY3 ST 3T uaym aTp ardoad

*suos
IT9Yyl ueyl saajybnep I1TaYy3 I3A0 TOIFUOD
I930TI3S UTe3UTRW PINOYS s3jualed

‘G6

49

‘€6

*Z6

*16

‘06

‘68

‘88

‘L8

‘98

‘G8

(I3S-DOVN)

164



11 "bd
eITTWE] BT 9P SBSOD SPe] us
eixqeTed ewT3Tn BT I2Ua3) agap anb 19 sa9
aaped Ta Tezausab o1 xod oxad ‘eusng s
oTUOCWTIjew T3P OoIjuap peplenbT e3I3TD
Z3A eun
9p sew oxapueind un xod opeind OpTIS SH
uRUTWOP
seT anb saxquoy e usazaTiaad sarxalnu
sel ‘ebTp @23uab ey anb ol ejzzodwt ON
eTTTUWE]
ns sa uatnb 9s Ts ojsnbe sew ojuats
sw ‘epuosiad eun e uejussaid aw opuen)

(e)oI@pueInNd UN UOD IBJITNSUOD

B OpPT Ssoway ‘eITTWEI TW US SOIJOSON
sazxalnu sey

anb s23jusbTT93UT Sew UOS SIIqUWOY SOT

oyoedwa ap opeand uey ap

oo1Tqnd u® osodsa
ns e ITO9peRIjUOD 2gap eosunu aalnu eupn

93719ns eTew BT O euang BT ap uspuadsp
sesod seyonuw anbixod ‘oanany T3 exed
saueTd soyonu I3oey ousang sa 3IdwaTs ON
uejuasazd sw anb

seuosyad seT B USTQ I3D0UOD 3P O3el1]

ol1y T® ®I8S ousanq

sew soxped SOT ueaS SO3DTIISS SeBW aI13ug
opianoe

9p @3sa ou anbune 0315 38T ope3lTITTqesapP
Aojsa anb 8oTp aw x03D00p TW TS

‘90T

‘S0T

‘poT

‘€01

‘20T

‘10T

‘001

L6

*sI933ew

A1twey ut os Aes utew ayjz aaey o3 3ybno
Toy3ey ay3z 3red 3sow ay3y Io3 3anq ‘HBuryl
poob e sT abetaxzew utr A3rTenbs suwog
9ouUo ueyjz aIOoW

(e)oxapueand e Aq pajearl uaaq aaey I

‘usw juUeUTWOP IYTT
ATTe21 uawom ‘Aes aTdoad jeym z333ew ON

ATTurey aTOoyj Mouy I JT SUOSUWOS
butyssu jnoqe 19339q T993F sdAemte I
3sed ay3a

utr (sIaTPaYy) seIdPUPIND ‘soxdpuLRIND JO
S90TAI3S aY3 pasn aaey I pue ATrwey AW

uauoM UueYl JUSHTTTIIUT 3I0W I USKW
(uotasabrpurt)
woyordws,, I0J pajesaxy uaaq aaey I

otTqnd uTt pueqsny

I3y 3IDTPRIJUOD ISAdU pPTNOYS ¥JTM Y
KemlAue

aunjroj peq pue poob Jo I1333PW B B]
03 3no uinj sbutyy Auew ssneocsq peaye
Iey oo3 ueTd 03 asTM sAemTe jou ST 3T

393w T auoAIaaad mouy o3 33b o3 Axy I

PTTY>
ay3 I9339q 8Yy3 sijuazed ayjz Ia830TIIS YL

‘poazbesTp I JT U2A3 3T SA3TT9q pPTNoM
I ‘poTqesTp sem I pTes I0300p Aw JI

‘LOT

‘90T

‘60T

‘pOT

‘€0T

‘201

‘101

‘00T

‘66

‘86

“L6

‘96

JdS-J00WNH

165



21 *ba
L03sns,, ap opeind Tny uaaol sew aqg

SOoTQ 3p

souekw ua B3IS3 oxn3iny 13 anbiod oinjng
1 IeTquwed 9p Ie3jeI] SAITS epeu ag
opunu Tap epetoaird sew euosxad

el I3S 9g9p 9IPEW BT OUTU uUn BIRg
zalnu eun

‘ou X axquoy un ersny o3a( Tw ‘ofeqeay
T2 Ud ‘TS o3snd B sew BTITIUSS aw OX

SSTTqIP saquoy soT
e uejadsax ou sazxalnuw seyl sap erxodew e

uoToesIaAuod eun rezadws oxatnb opuendo
93uab T uodo odwaT3 Tap IeTqRY e3ISNd SR

uos o7 ou anb seT anb epTA BT P sew
ueoes 97 sesojsTwe uos anb seuosaad sen

sobtwe soT

anb soajuejzodwut sew uos sajuataed soq
ejunbaad

UTs SOTI9DapPaqo uagap sopedoaTnba uejysas
s31ped sns snb 9310 ouTu un opuend uny

solTy sox3sanu ap eTaINOS3
eT 1od sepesaueTd SIpeEPTATIOE SeT
us erouandoaxy uod edrorzyed eTTTWRT IW

Ialnu
anb squoy ass zolaw sa ‘Teasauad o7 xo0g

etIey o7 (e)oxspuernd un uod (e)olT1y
TW B IR<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>