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Attitudes toward mental illness and the willingness to 

seek psychological treatment for their children among ethnic 

minority group parents were investigated. Participants 

consisted of black, Hispanic, Native American and Asian 

parents. All parents were given the Terrell and Terrell 

Cultural Mistrust Inventory, Cohen and Struening Opinions 

About Mental Illness Scale, Reid-Gundlach Social Services 

Satisfaction Scale, Fischer-Turner Attitudes Toward Seeking 

Professional Help Scale, and Ahluwalia Parents' 

Psychological Help-Seeking Inventory. A multiple regression 

model was used to explore the purpose of this study. 

Parental mistrust level, ethnicity, education, income level, 

and opinions about mental illness served as predictor 

variables. The criterion variables consisted of scores on 

the Social Services Satisfaction Scale and Attitudes Toward 

Seeking Professional Psychological Help Scale. 

The results indicated that the most significant 

predictor of psychological help-seeking was parental 



cultural mistrust level. Parents with higher cultural 

mistrust levels were less likely to seek help. Education 

was also predictive of black and Native American parents' 

help-seeking attitude and willingness to seek psychological 

help for their children. Black and Native Americans with 

lower levels of education were less willing to seek 

treatment for their children than members of those ethnic 

groups with higher levels of education. Ethnicity was also 

related to parental willingness to seek help for their 

children. Hispanic and black parents expressed more 

willingness to seek help than Native American and Asian 

parents. Finally, parents' opinions about mental illness 

were found to be significantly related to help-seeking 

attitude. Parents with positive opinions about mental 

illness were more likely to utilize professional 

psychological help than those parents with negative opinions 

about mental illness. Some clinical and theoretical 

implications of these findings are discussed. 
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CHAPTER 1 

INTRODUCTION 

One of the perplexing obstacles to the effectiveness of 

mental health services is failure of some patients to attend 

therapy sessions. Another related problem is termination of 

treatment prior to reaching the desired goals in therapy. 

It has been estimated that the attrition rate from mental 

health services falls between 30% and 65% (Baekland & 

Lundwell, 1975; Garfield & Bergin, 1978). 

A host of research studies have explored possible 

contributing factors to premature termination among adults 

(Baekland & Lundwell, 1975). However, the number of studies 

examining the correlates of nonattendance and dropout 

behavior among child patients using mental health services 

is limited (Baekland & Lundwell, 1975). Lack of motivation 

to seek therapy and premature termination have not been 

adequately studied among child patients. This problem has 

been duly recognized in a comprehensive review of dropout 

behavior among adults (Baekland & Lundwell, 1975). Baekland 

and Lundwell stated that parental attitude, pathology and 

behavior are important contributors to children's 

discontinuation of treatment in 8 out of 10 studies. 



Unfortunately, most of the information presented in 

these studies was based on past records of patients and 

clinical literature, rather than on systematic research and 

investigation (Baekland & Lundwell, 1975). 

Although parental attitude and willingness to seek 

therapy have received very limited attention, researchers 

investigating the problems of nonattenders and terminators 

among children have recently found that the parents1 or 

caretakers' pathology may have relevance to the children 

continuing or discontinuing therapy (Gould, 1985). This 

study evaluated children who came for initial screening 

appointments. Of these children, 11% did not come for the 

next appointment. These children were considered as a 

sample of drop-out cases. Subjects consisted of 15.8% 

white, 26.3% black and 57.9% Hispanic children. Both 

children and parents were assessed on psychiatric 

symptomatology. Parents' psychological symptoms were 

measured by the Brief Symptom Inventory (Derogatis, 1975), 

which assessed psychological stress in terms of reflecting, 

somatizing, obsessive compulsive behavior, interpersonal 

sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation and psychoticism. The Child Behavior 

Checklist (Achenbach, 1978) was used to assess behavior 

problems in the children and was completed by both parents 

and teachers. Demographics were assessed regarding 



families' socioeconomic status, source of referral to the 

clinic, and past psychiatric treatment of both children and 

the families. Results indicated no significant differences 

between drop-outs and attenders in terms of age, sex, 

ethnicity of the children or the parents or caretakers who 

accompanied the children to the clinic. However, parents of 

nonattenders obtained higher scores on 8 out of 9 symptom 

factors on the Brief Symptom Inventory than parents of 

attenders. Also, children referred by schools were found to 

dropout more often than those who were referred by sources 

other than schools. Gould's (1985) study seems to suggest 

that source of referral and parental pathology are important 

factors related to dropout behavior among children. 

However, no support for the contribution of parental 

pathology was found in an earlier study by McAdoo and Roeske 

(1973), who compared fathers and mothers of "defectors and 

continuers" of therapy using the Minnesota Multiphasic 

Personality Inventory (MMPI). Their results indicated that 

although mothers and fathers of "defectors" obtained 

slightly higher scores on many of the MMPI scales, the 

differences were not large enough to be significant. This 

study found no difference between the continuers and 

defectors groups in relation to parental pathology. 

A similar conclusion was drawn by Weisz, Weiss, and 

Langmeyer (1987) in a study which investigated 166 children 



who dropped out after the first interview and 138 children 

who remained in therapy for an average of 13 sessions. Both 

groups of children were compared by age, socioeconomic 

status, birth order, number of children living at home, and 

change in family due to divorce or separation. No 

significant differences were found between continuers' and 

drop-outs' demographic variables nor between their 

therapists* demographic variables. Drop-outs were also 

compared on the Children's Depression Inventory and Child 

Behavior Checklist. The results showed "drop-outs" were not 

significantly different from "remainers" on the measures 

used. Parents' perception of the clinic and children's 

experience at the clinic were also found to be 

non-significant. 

Weisz, Weiss, and Langmeyer (1987) concluded that 

children who dropped out and those who attended outpatient 

therapy were so similar that drop-outs should be accepted as 

a naturally occurring control group for outcome research. 

However, they proposed that further evidence be obtained 

before these conclusions should be accepted with confidence. 

They further suggested that future research consider 

parental characteristics (i.e., attitudes and pathology to 

investigate dropout and nonattendance at therapy by child 

patients). 



This latter view is consistent with the aim and 

objectives proposed by the present study, that a child's 

ability to attend or continue in therapy largely depends on 

the parents' help-seeking attitudes. Thus, it is possible 

that factors affecting drop out among adults may also be 

applicable to parents who do not bring their children for 

psychological treatment, or who discontinue such treatment 

fairly early. 

The present study explores predictors of failure to 

attend therapy among children. Since children are 

frequently dependent on parents for attending therapy 

sessions, it is possible that variables related to the 

parent's willingness to participate in therapy may also have 

implications for the extent to which children attend 

therapy. 

Various theories have been proposed to explain the 

unwillingness of clients to continue therapy. Freud was 

well aware of the tendency of his patients to discontinue 

treatment. He saw this lack of motivation to continue the 

treatment as a resistance to treatment by the patient. 

According to Freud (1917, p. 294), as the process of therapy 

began "A violent opposition must have started against entry 

into consciousness of questionable mental process"; this 

strong resistance seen in "opposition during psychoanalytic 

treatment sets itself up against . . . our efforts to 



transform what is unconscious to what is conscious. This is 

what we perceive as resistance" (Freud, 1917, p. 294). 

Freud (1917) emphasized that this resistance that "brings 

work to a halt" in treatment develops because of "the 

emergence of repression" (p. 294). In psychoanalysis, 

resistance and repression are viewed as milestones and 

recognized as important events in the course of therapeutic 

work. Thus, Freud viewed a refusal to attend therapy as a 

manifestation of a client's mental illness. 

Rogers also pointed out that when the client "is not 

yet ready for therapy . . . he dimly perceives discrepancies 

in himself" (1965, p. 192) . It was perceived by Rogers that 

the "client who is certain that he is incapable of making 

his own decisions . . . is annoyed or antagonistic" 

(p. 213). According to Rogers it is rare for the 

client-centered therapist to have difficulty in handling 

such clients, although sometimes a therapist does experience 

a situation where a client presents a lack of motivation to 

continue the process of therapy. In this situation Rogers 

cautioned the therapist that "very minute deviations by the 

therapist from an attitude of complete respect, 

understanding and acceptance may be responsible for the 

client's terminating therapy" (p. 213). In non-directive 

therapy, when the client is perceived to express some kind 

of hostility, resentment or negative attitude, the 



prescription for the therapist is to provide the client with 

a safe environment of respect, empathy, and acceptance, the 

preconditions for client-centered therapy. 

Contrary to the Freudian or Rogerian view of failure to 

continue therapy, the behavioristic view appears to look at 

the failure to attend or continue therapy and the related 

Freudian concept of repression as a result of some 

experience which was aversive to the individual and results 

in behavior which is not engaged in; thus lack of motivation 

to attend or continue therapy is seen as an effort to avoid 

aversive consequences which could be associated with 

previous aversive feelings and experience (Skinner, 1974). 

Skinner also attacks the problem of control in therapy, 

which may make the therapeutic process itself aversive to 

the individual. For example, Skinner is of the opinion that 

the control of behavior is concealed or disguised in 
education, psychotherapy, and religion when the role of 
teacher, therapist or priest is said to be to guide, 
direct or counsel, rather than to manage, and where 
measures which cannot be so disguised are rejected as 
intervention. (p. 199) 

The behaviorally oriented interventions according to 

Skinner's definition of "behaviorism" and behavioristic 

theory do not focus on the problem of lack of motivation or 

discontinuation in therapy; rather, Skinner holds the view 

that nonbehavioristic therapies may be exerting authority or 
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control over individuals and may cause rejection of the 

intervention by an individual. 

Previous research exploring premature termination and 

refusal to seek treatment among adults seems to support what 

would be predicted by all of the theories described in the 

preceding section. Those variables which have been found to 

be related to premature termination in adults include 

education, income level, sex, ethnicity, trust level, and 

the patient's opinion about mental illness. The following 

review examines pertinent studies using ethnicity, trust 

level, opinion about mental illness, education, income 

level, and gender as predictors of clients* help seeking 

behavior. 

Education 

Educational level has been reported to be related to 

premature termination in various studies. In a study by 

McNair, Lorr, and Callahan (1963), two groups of 106 early 

terminators of therapy and 176 remainers were differentiated 

using 10 patient characteristics. The assessment included a 

test battery, a case worker's evaluation, and a therapist's 

appraisal of the patients. If a patient terminated before 

16 weeks, a data sheet was completed giving date and reason 

for leaving. The results indicated that those who 

terminated had less formal education and poor verbal skills. 



Lief, Lief, Warrent, and Heath (1961) studied 300 

patients in a psychiatric resident clinic using race, sex, 

age, education, income, and pathology as the variables 

related to drop-out behavior. Results indicated that 32% of 

the drop-outs had a high school education or less, compared 

to 18% of those who remained in the treatment. These 

researchers concluded that "education is an extremely 

important factor in the length of treatment as indicated in 

our study" (p. 208). 

Another study conducted in England by Blackburn, 

Bishop, Glenn, Whalley, and Christie (1981) also reported 

that patients* levels of education were indeed an important 

variable related to the length of the patients' stay in 

therapy. Cognitive therapy for depression was provided 

either alone or in combination with drugs for 140 depressed 

patients. Findings indicated that cognitive therapy alone 

appeared to be superior to drugs alone or the combination of 

drugs and therapy. Regarding factors presented by the 

patient, education was one of the six variables which 

differentiated terminators from those who completed the 

course of treatment. Those who completed the treatment were 

more educated than those who terminated the treatment early. 

Carpenter and Range (1983) also investigated the effects of 

therapy of payment of fee alone and in combination with 

factors such as race, education, and socioeconomic status on 
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the duration. A total of 160 outpatients were divided into 

groups based on their fee payment source—Medicaid, 

insurance, insurance plus self payment, and sliding scale 

self payment. It was found that the fee alone did not 

influence early termination from therapy but that education 

was one of the effective predictors of early termination. 

However, some studies have reported no relationship 

between level of education and the length of stay in 

treatment. Garfield and Affleck (1959) examined closed 

cases of 75 females and 60 males between 1953 and 1956. An 

analysis was made of the psychotherapeutic interviews for 

each patient with special attention to variables such as 

age, sex, education, and diagnostic category. No marked 

relationship was found between level of education and stay 

in therapy. One explanation given was that most of the 

subjects in the sample had at least high school level 

education. Weissman, Gaenkoplos, and Prusoff (1973) studied 

the attrition rate among two groups of depressed patients. 

Forty patients were assigned to drug treatment only and 40 

patients were assigned to see a psychiatric social worker 

once a week in addition to drug therapy. The attrition rate 

was extremely low in the group receiving case work and drug 

treatment relative to the group which was only receiving 

drug treatment. Researchers were surprised to find that 

remainers came from low social class and had lower levels of 
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education, compared to those who did not continue the 

treatment. Overall, they did not find any relationship 

between termination rate and the social class or educational 

level of the patients. 

Garfield and Bergin (1986) attribute this lack of 

agreement to factors such as the type of samples and the 

kinds of measures used. Moreover, in some studies such as 

that of Weissman, Geanakoplos, and Prusoff (1973), some 

patients with lower levels of education were also receiving 

medication, a factor that might have contributed to the low 

attrition rate of these patients. It is likely that 

medication may have been a third variable in those studies 

in which level of education did not seem related to early 

termination. 

In their review of the relationship of education to the 

length of therapy, Garfield and Bergin (1986) conclude, "In 

any event, it does appear that education level is related to 

continuation in psychotherapy" (p. 220). Level of education 

has been studied in relation to clients' nonreadiness for 

self referral (Gurin, Veroff, & Feld, 1960). In a 

nationwide survey, Gurin, Veroff, and Feld found that 

individuals with college level education tend to seek 

psychiatric help more often than those with a high school or 

grade school level of education. However, this report 

cautioned that the differences may be attributable to the 
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fact that individuals with a higher educational level seemed 

more aware of the availability of the resources than those 

with less educational experience. Similarly, Chen (1977) 

found that an awareness of mental health resources and a 

higher level of education were related to Chinese Americans' 

motivation to seek psychological treatment. 

It is assumed that more highly educated persons may be 

more alert to their mental health needs and more willing to 

use available resources when such a need arises. Since 

level of education appears to have a bearing on either 

seeking treatment or staying in treatment, it would be 

appropriate to investigate the relationship of educational 

level and readiness for self referral with other cultural 

groups to determine whether education is a potential 

contributor to help-seeking behavior, independent of 

cultural orientation. 

Trust Level 

One personality variable found to correlate with 

therapy attendance that has been widely recognized but 

little researched in mental health literature is the trust 

level of culturally different clients in the therapeutic 

situation. 

Acosta (1980) investigated the reasons given by 

patients who terminated therapy within six sessions without 
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notifying the therapists. Seventy-four patients from lower 

socioeconomic backgrounds were studied: 25 Mexican American, 

25 Black American, and 24 Anglo American patients who were 

seen in an adult psychiatric outpatient clinic. These 

patients were interviewed by telephone approximately 2 

months after they stopped coming for therapy. Out of seven 

reasons they gave for premature termination, the two most 

endorsed categories for dropping out were patients1 negative 

attitudes toward the therapist and negative attitude toward 

the treatment. Although environmental restraints such as 

taking time off from a job were included as reasons for 

leaving therapy, clients' attitudes toward the therapist and 

toward therapy itself were the most important reasons for 

continuation or discontinuation of therapy. 

Sue (1977) proposed that lack of understanding of 

cultural attitudes on the part of a white counselor may 

interfere in the therapeutic situation for minority clients. 

Harrison (1975), who reviewed several studies on the effects 

of counselors' race, noted that empathy in a therapeutic 

situation is crucial regardless of the race of the counselor 

or the counselee. Banks, Carkuff, and Bernson (1967) 

examined the responses of 24 black undergraduate students in 

counseling situations after being seen by one black and 

three white counselors with varying degrees of experience. 

When asked if they were willing to return to counseling, all 
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of the black students admitted that they would return only 

to see the black counselor. When the black counselor was 

not one of the choices, two thirds of black students said 

they would not return to see white counselors. Regardless 

of the therapist's experience, black students preferred 

counselors from similar backgrounds. 

Some studies have shown that black clients with a high 

level of mistrust of whites have higher rates of premature 

termination from counseling after being seen by a white 

counselor (Terrell & Terrell, 1984). One hundred fifty-two 

native-born blacks (72 male, 80 female) were administered 

the Cultural Mistrust Inventory in order to investigate the 

relationship between premature termination and black 

patients' mistrust of white counselors. The majority of 

these patients suffered from mild depression, anxiety 

attacks, marital problems, or sexual dysfunctions. All 

counselors, black and white, had equal professional training 

and were blind to the purpose of this study. The results 

indicated that the premature termination rate was 

significantly higher among those black patients who had 

higher mistrust of whites and were seen by white counselors 

than those who had higher mistrust level and were seen by 

black counselors. The findings of Terrell and Terrell 

(1984) suggest important implications for counseling with 

black clients who are highly mistrustful of whites. The 
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purpose of the present study is to investigate further the 

relationship between the mistrust of the clients from 

different ethnic backgrounds and their attitude toward 

seeking psychological treatment for their children. 

The majority of studies which investigated clients 

preference for same-race therapist seem to be in agreement 

that clients do prefer counselors of the same race (Terrell 

& Terrell, 1984). This is especially true of black clients 

who tend to be more expressive in the presence of black 

counselors (Harrison, 1975). Gardner (1972) investigated 

whether or not race, education, and experience were related 

to the degree of perceived effectiveness of black and white 

counselors by black college students. Results showed that 

black students preferred black counselors. Their rating of 

black therapists was also higher than ratings of white 

therapists. It is therefore assumed that clients from other 

ethnic groups may also prefer clinicians of their own ethnic 

origin. This view was also reinforced by the President's 

Commission on Mental Health Report (1978), which stated that 

A frequent and vigorous complaint of minority people is 
that they often feel abused, intimidated and harassed 
by nonminority personnel. Like everyone else, 
minorities feel more comfortable and secure when care 
is provided by practitioners who came from similar 
backgrounds. (pp. 4-6) 

However, data on various ethnic groups in this area is 

almost nonexistent. Research exploring readiness for 
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treatment or premature termination from treatment with 

various ethnic groups is in order. This study suggests that 

the trust level of ethnic minorities be examined in relation 

to their help-seeking behavior. 

Ethnicity 

Recently the need for concentrating on the mental 

health needs of different ethnic groups has been clearly 

acknowledged by the National Institute of Mental Health 

(Fields, 1979) and the American Psychiatric Association's 

Task Force on Ethnocentricity Among Psychiatrists (American 

Psychiatric Association, 1979). The Vail Conference on 

Clinical Psychology, sponsored by the American Psychological 

Association (Korman, 1974), acknowledged that doing therapy 

without sensitivity or awareness of the client's culture is 

not only problematic but highly unethical. The President's 

Commission on Mental Health also emphasized the ethical 

responsibility of counselors and therapists to be familiar 

with their client's cultural values in order to meet the 

mental health needs of such clients in a pluralistic society 

(Pederson, 1982). 

One's ethnicity has been found to be an important 

predictor of continuing treatment. Research in the 1970s 

clearly indicated under-representation and under-utilization 

of mental health services by ethnic groups such as Asian 
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Americans, blacks, Chicanos, American-Indians, and other 

minorities (Atkinson, Morton, & Sue, 1979; Sue, 1977; Sue, 

1979). Research has also indicated that ethnic clients 

terminate therapy considerably earlier than Anglo clients 

(Atkinson, Morton, & Sue, 1979). Sue (1977) studied 14,000 

clients in 17 mental health systems. It was found that 

whites had a lower premature termination rate than clients 

from all other ethnic groups. Approximately 50% of 

non-white clients did not return for treatment after one 

session, compared to a 30% drop-out rate for whites. 

Early drop-out rates and the motivation to seek therapy 

have been least explored among non-black ethnic minorities, 

(i.e., Hispanics, Asians, Native Americans). Sue, McKinney, 

and Hall (1974) reported that drop-out rate and resistance 

to therapy was found to be much less in whites than in other 

ethnic groups. Acosta, Yamaoto, and Evans (1982) found that 

white Americans were comparatively more motivated and 

continued therapy longer than clients from other ethnic 

groups. Blacks, who constitute 12% of the population in the 

United States, have been reported to remain in therapy to a 

lesser extent than whites, according to Sue, McKinney, and 

Hall (1974). This study looked at 959 black and 11,904 

white clients using therapy at 17 community mental health 

centers and compared factors such as age, sex, diagnosis, 

type of treatment, income, education, number of contacts, 
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and type of therapist. Results indicated that more than 50% 

of the black clients failed to return after the first 

session. They were also seen by more paraprofessionals than 

white clients, who saw mostly professionals. According to 

these researchers, "race was an important factor in 

distinguishing clients who terminate quickly" (p. 800). 

They concluded that racial factors in terms of trust and 

rapport may be responsible for early termination among black 

patients. 

Several other reasons have been offered to account for 

the low attendance and high dropout rate among minorities. 

Sue, McKinney, and Hall (1974) reported that if there were 

more mental health centers available in the area, the 

utilization of mental health services would increase among 

blacks. However, there is a discrepancy in the 

identification of problems and the quality of care given to 

black patients. Moreover, the majority of black patients in 

their study were seen by paraprofessional staff at the 

intake session, with more than 50% of these patients not 

returning after the first session. 

Sue and McKinney (1975) investigated the problem of the 

severity of psychopathology and the lack of motivation to 

seek therapy among non-black minorities such as Chinese, 

Japanese, and Koreans. The severity of psychopathology was 

considered to be due to these clients' reluctance to use 
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therapy until hospitalization was required. Extensive data 

were collected on demographic variables including the 

clients' type of treatment, diagnosis, income, marital 

status, and age. Asian-American patients were compared with 

white clients on all of these variables. It was evident 

that Asians saw paraprofessionals, including teachers, while 

white clients saw only professionals. These researchers 

noted that underutilization of mental health services on the 

part of Asians was due to their reluctance to self-refer for 

therapy. This may also explain that only severely disturbed 

Asian clients expect to seek therapy. Further, results also 

indicated that Asian clients also dropped out early with an 

average of 2.35 sessions, as compared to an average of 7.78 

sessions attended by white clients. Major findings of the 

study were that dropout rates among Asians were extremely 

high (52%), and they were the least represented group in 

mental health utilization. Only .6% of those who sought 

services were Asians even though Asians constituted 2.38% of 

the population in the catchment area studied. These 

researchers concluded that out of 13,450 patients seen at 

the 17 community mental health centers, blacks and native 

Americans were relatively over-represented, while Chinese, 

Japanese, Filipinos, and Chicanos were under-represented. 

The problem of high dropout rates among Asians was also 
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indicated in this study which has implications for 

understanding psychological needs of Asian clients. 

Misinterpretation of minority clients* needs is a 

potential problem facing mental health professionals. For 

example, according to Wyatt, Reardon, and Bass (1977), the 

social support systems of black patients are frequently 

misunderstood by white mental health providers. A black 

patient's need to include significant others in treatment is 

frequently viewed as a kind of resistance and overdependence 

of the patient. Wyatt, Reardon, and Bass (1977) discussed 

these issues based on a study which examined 22 high risk 

black adolescents for psychiatric hospitalization and their 

subsequent readjustment to the community. One issue which 

was focused on was that parental perception of the program 

and the therapist was important. It was found that most 

members of the black community viewed the hospital as a 

distant, racist institution whose employees did not 

understand either the parents' or children's problems. The 

results of another study conducted in Manhattan (Langner 

et al., 1974) were similar to findings of the Sue and 

McKinney (1975) study, which found that therapy was less 

likely to be recommended for black or Spanish-speaking 

children. In a 7 year longitudinal project, Langner and 

associates studied 1,034 children ages 6 to 18 years using 

information from their families on (a) recognition of the 
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disease or disorder, (b) attitudes toward professional help, 

(c) the appropriateness of the available treatment, and 

(d) the treatment and referral structure. Data revealed 

that children of less-educated mothers were less likely to 

get referrals appropriate to their need. Socioeconomic as 

well as ethnic factors were related to the referrals for 

treatment. Spanish-speaking children had the lowest 

referral rate in a cross section of socioeconomic groups 

(28.62%) and in populations that received aid from welfare 

(25%). The referral rates for black clients and white 

clients were almost equal (blacks: cross-section = 63%, 

welfare = 56.7%, whites: cross-section = 62%, welfare = 

56.7%). This study concluded that socioeconomic status and 

ethnicity were important factors which influenced referral 

of children who needed psychological help. While black 

children were generally referred to school counselors or 

social workers, Spanish-speaking children were not referred 

to either. Once again, whether ethnic minorities received 

fewer referrals or whether were less motivated to seek 

therapy, the role of ethnicity seemed to play an important 

part in their utilization of mental health services. 

A truism seems to be that ethnic minorities do use help 

at times that may come from friends and relatives (blacks), 

Shamans (Native Americans), Curandro, and spiritualists 

(Hispanics), and folk healers (Asians). The present study 
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assumes that membership in a particular ethnic group may 

account for the lack of motivation of clients to use mental 

health services. Like ethnic minorities, white culture also 

instills the values of independence and objectivity in 

dealing with life in general. However, in contrast to 

ethnic minority persons' preference to seek help from 

traditional sources, whites tend to prefer seeking a 

therapist with whom they can discuss problems in an 

objective manner without involvement of family or friends. 

It seems that ethnicity portrays uniqueness of the 

individuals and is an important factor in examining the lack 

of motivation to seek therapy and early dropout among 

culturally diverse groups. 

Opinion About Mental Health 

In their book, The Mental Health of Asian Americans. 

Sue and Morishima (1982) argue that Asian Americans' concept 

of mental health differs from the Western concept. These 

authors maintain that Asians believe mental illness occurs 

due to organic reasons and that mental health can be 

restored by avoiding disturbing thoughts. The authors 

further propose that since Asians attribute psychological 

problems to physical reasons, they typically seek medical 

help, but if they attribute them to psychological or 

interpersonal stress, they use mental health services. 
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Similar views were expressed by Falicov (1982), who 

argued that families of Mexican origin seek help from 

relatives, friends, and priests for family conflicts. 

However, major forms of mental illnesses are viewed as 

having a physical origin, therefore typically medical 

attention rather than psychological help is sought. Among 

American Indians, abnormal behavior is also seen as being 

caused by physical illness or possession by evil spirits 

(Torrey, 1970). Seeking help from a medicine man for all 

maladies including mental illness remains very popular among 

native Americans. Thus, individuals' opinions about what 

constitutes mental illness or health have important 

implications for their help-seeking behavior (Sue & 

Morishima, 1982). This view is consistent with the 

prediction (hypothesis 3) of the present study that parental 

opinion about the causes, treatment, and existence of mental 

illness is an important contributor to parental attitudes 

toward seeking therapy for children. Since parents are 

responsible for bringing children to therapy, parents' 

positive or negative view of mental illness and the need for 

its treatment directly affect children's motivation to seek 

therapy. 

Since a person's concept of mental illness is not 

independent of his or her cultural values and beliefs (Sue & 

Morishima, 1982), it is expected that individuals with 
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various ethnic backgrounds will have different opinions 

about mental illness and mental health. As an example, when 

parents are of the opinion that children will not become 

mentally ill if they receive ample parental attention, the 

prediction is that these parents will be the least likely to 

seek professional help should their children develop 

psychological problems. It is thus very important to 

evaluate parental opinions about mental illness, because if 

parents do not believe in the existence of mental illness 

and in the means for its cure, chances are minimal that they 

will ever consider using mental health services for their 

children. 

Gender 

Sex has also been examined as a potential contributor 

to the motivation to seek therapy or to drop out of therapy. 

Garfield and Affleck (1959) studied the records of 75 

females and 60 males who attended at least one initial 

interview before dropping out. The data were analyzed using 

sex, age, and diagnosis of the patient as variables 

contributing to the length of stay in therapy. Females 

remained in therapy longer than males, but these results 

were statistically not significant. In another study, 

Raynes and Warren (1971) studied 198 patients, using 

information on demographic variables (i.e., race, sex, and 
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age of the patients) to investigate dropout rate. The 

results showed that higher attendance rates were found among 

males over 40 years of age regardless of race. Opposite 

results were obtained by Weighill, Hodge, and Peck (1983), 

who conducted a study in England examining data on 167 

patients over a period of 6 months. These patients had a 

mean age of 33.5 years and 46% were males. In addition to 

background information, a record was kept regarding canceled 

appointments and five minute late arrivals by patients. 

Results indicated that the sex of the patient was an 

important contributing factor for patients who canceled 

their appointments, with more female patients canceling 

appointments than male patients. However, most of the 

research using sex as a contributor to motivation to 

seek/stay in therapy has been done with Anglo clients and 

cannot be generalized to culturally diverse patients. The 

present study suggests that motivation to seek therapy and 

dropout behavior be examined with patients of different 

ethnic backgrounds, using sex as a contributor to their 

motivation to seek therapy. 

Socioeconomic and Income Level 

A substantial body of research examining dropout 

behavior has focused on the socioeconomic status of 

patients. Imber, Nash, and Stone (1955) studied 65 patients 
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who were randomly assigned to individual and group therapy 

of 1 to 1 and 1/2 hours a week, with therapists of equal 

experience. An index of social characteristics was used to 

evaluate the social status of each patient. Results 

indicated that only 57.1% of lower class patients stayed 

beyond the fourth session, compared to 88.9% of middle class 

patients. Similarly, Dodd (1970) examined 169 new 

outpatients over a period of 3 months and found that, based 

on Hollingshead's social status index, middle class patients 

remained in therapy longer than lower class patients. 

Fiester and Rudestam (1975) studied the relationship 

between demographic variables and optimism about the effects 

of therapy among adult patients over a period of 18 years. 

A multivariate analysis was performed on patient and 

therapist demographic variables, as well as on patients' 

perspective on their early therapy termination. Results 

indicated that more lower class patients dropped out early 

than did middle class patients. When this sample was 

compared with a sample of patients from a different 

location, no significant differences in dropout rate were 

found on the demographic variables of age, sex, and social 

class. Various explanations such as differences in the mean 

ages of therapists at the two locations and experience level 

of the therapists were offered. Social class as a 

contributor to dropout behavior has also been supported by 
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other researchers at different geographic settings. For 

example, a study by Weighill, Hodge, and Peck (1983) was 

conducted in England and confirmed a significant 

relationship between early termination by clients from lower 

socioeconomic classes. However, these findings have not 

been totally consistent. Albronda, Dean, and Starweather 

(1964) reported nonsignificant relationships between 

socioeconomic status and early termination. 

Summary and Purpose 

A continuing problem in the field of psychotherapy is 

motivation of the client to complete the treatment. 

Previous research has found that age, sex, race, educational 

level, and social class of adult patients are correlates of 

early termination from therapy. However, the area of 

nonreadiness and under-utilization of mental health services 

by the child population has been virtually ignored. It is 

assumed that parental help-seeking behavior/attitudes toward 

mental health will have an impact on a child's motivation to 

come for psychological treatment. 

This present study explored the extent to which 

minority group parents (Hispanics, blacks, Asians, and 

Native Americans) are willing to seek treatment for their 

children. Variables such as ethnicity, level of trust, 

opinion about mental illness, level of education and income 
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of the parents are expected to have a bearing on parental 

readiness to bring their children for psychological 

treatment. More specifically, it was speculated that: 

1. Parents' ethnic background would be a significant 

predictor of parents' willingness to bring their children 

for psychotherapy and attitudes toward mental health 

services. More precisely, parents from Asian, Native 

American, or Hispanic background would be less willing to 

bring their children to psychotherapy; 

2. Parents with a high level of mistrust would be less 

likely to bring their children for psychotherapy and would 

have more negative attitudes toward mental health services 

than parents with lower levels of mistrust; 

3. Parents with positive opinions about mental illness 

would be more willing to bring their children for therapy 

and would have more positive attitudes toward mental health 

services than parents with negative opinions; 

4. Parents with a higher level of education would 

indicate more willingness and more positive attitudes toward 

mental health services for their children to receive therapy 

than parents with lower levels of education; 

5. Parents with low incomes would be less willing to 

bring their children for therapy and have more negative 

attitudes toward mental health services than parents with 

higher incomes. 
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6. Finally mothers would be more willing to seek help 

for their children than would fathers. 



CHAPTER 2 

METHOD 

Participants 

A total of 100 natural parents who had children from 5 

to 15 years of age were used. Participating parents 

consisted of black (N=30), Native American (N=20), Hispanic 

(N=23), and Asian (N=27) ethnic groups. Parents were 

contacted through various local ethnic social organizations. 

Parents with children who had previously been diagnosed 

or hospitalized with a mental illness were not included in 

the study. Therefore, this study consisted of parents who 

had no prior experience with the social/mental health 

services. 

Instruments 

Cultural Mistrust Inventory rcMH. This inventory was 

developed by Terrell and Terrell (1980) to measure blacks' 

level of mistrust of whites in a variety of situations. 

Cultural mistrust is defined as the degree to which blacks 

mistrust whites. The CMI consists of 48 items which follow 

a 9-point Likert-type scale ranging from strongly agree to 

strongly disagree. This inventory has demonstrated a low 
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correlation with a social desirability measure. All 

inventory items are summed to obtain a total CMI score which 

provides an index of an individual's mistrust level. A high 

score indicates a tendency to distrust whites and low score 

indicates the opposite. Some items are negatively scored. 

A test-retest reliability indicated a correlation of .82 at 

a 2-week interval. Between-item correlations and total 

score of CMI range between .34 to .47. Terrell and Terrell 

(1981) and Watkins, Terrell, Miller, and Terrell (1989) 

indicated that the CMI has demonstrated both convergent and 

discriminant validity. 

This instrument has been used to measure the mistrust 

level of black clients as a function of premature 

termination rate by black clients who were seen by white 

counselors. A higher level of mistrust measured by the CMI 

appeared to correlate highly with a higher rate of premature 

termination among highly mistrustful black clients who were 

seen by white counselors in comparison to highly mistrustful 

black clients who were seen by black counselors (Terrell & 

Terrell, 1984). These authors recommended that the 

applicability of the CMI should be further examined with 

various ethnic groups. 

A slightly modified version of the CMI was used for the 

purpose of the present study. It was used to measure the 

mistrust level of minority groups of parents toward 
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providers of mental health services, if such services are 

provided mainly by white staff. The term "minority" was 

substituted for "black." For the purpose of this study, 

minorities were defined as anyone who is of Afro-American 

background, of Spanish-speaking background, Native American, 

and Asian descent (Appendix A). 

Modified Reid-Gundlach Social Service Satisfaction 

fR-GSSS). This instrument was developed by Reid and 

Gundlach (1983) to measure overall satisfaction with mental 

health service. It was proposed that evaluation of consumer 

satisfaction may contribute to an individual's decision to 

seek or not to seek help from social service agencies and 

professionals. There is a relationship between a client's 

perception of his/her problem and certain expectation of the 

services provided by social service agencies. In a previous 

study Timms and Mayer (1971) reported that a dissatisfied 

client tends to focus on problems regarding basic material 

needs rather than considering counseling for psychological 

needs. These clients tend to perceive social service 

providers as being untrustworthy, untrusting, and primarily 

"talkers" rather than being helpful in problem solving. 

Timms and Mayer (1971), pointed out that a scale of consumer 

satisfaction is a useful tool to study the relationship 

between consumers' satisfaction with social services and 
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their help-seeking behavior (Reid & Gundlach, 1983). The 

development of the Reid-Gundlach scale included possible 

statements reflective of social services' consumer attitudes 

(Jackson, 1971). Other items were collected by the authors 

in their role as providers of social services based on their 

direct communication with a large number of persons using 

their services. The normative sample consisted of 166 heads 

of households, with a fairly equal number of mainstream 

white and of black respondents; 2.4% were Mexican Americans. 

Typical items include statements such as "I don't think the 

agency has the power to really help me" and "the counselors 

love to talk but won't really do anything for me." Internal 

consistency of the Reid-Gundlach Social Services 

Satisfaction Scale (R-GSSS), was reported as a total alpha 

of 0.95. Race and marital status were reported to be 

significantly related to consumer satisfaction. According 

to Reid (Personal Communication, 1989), ethnicity was an 

important contributor to satisfaction and help-seeking 

attitudes. Items of the RGSSS scale are scored on a 

Likert-type format ranging from strongly agree to strongly 

disagree. The test yields a score of overall satisfaction 

with social services, as well as scores on three different 

subscales which reflect an individual's reactions to 

relevance, impact, and qualification of the services being 

offered. The three subscales pertain to three attributes of 
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the social services: (a) relevance—the extent to which 

service corresponds to a client's perceptions of his/her 

problems; (b) impact—extent to which the offered services 

reduce client's problems; and (c) gratification—the extent 

to which the services enhance the client's self esteem and 

general sense of integrity. This study was primarily 

interested in examining participants' general interest in 

psychological services. Therefore, only the total score of 

this scale was used to obtain an index of an individual's 

overall attitude and expected level of satisfaction from 

social and mental health professionals. Low scores indicate 

maximum satisfaction and high scores indicate minimum 

satisfaction with mental health services. R-GSSS is given 

in Appendix B. 

Opinions About Mental Illness Scale (OMIV. This scale 

was developed by Cohen and Struening (1962, 1963). The 

scale consists of 70 items which are related to the cause, 

treatment, definition, and prognosis of mental illness. The 

scale was originally developed for the purpose of 

identifying individuals' opinion about mental illness, using 

hospital workers as a primary normative group. A pool of 

approximately 200 opinion items related to mental illness 

was collected from quotations at case conferences and from 

paraphrases of ideas current in mental hospitals. The item 
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pool was reviewed by a group of experienced research 

workers. After editing and deleting duplicate items, 55 

items were retained. Some of the items in this scale were 

supplemented by the Custodial Mental Illness Ideology (CMI) 

of Gilbert and Levinson (1956); from NunnanllyVs (1957) work 

on popular conceptions of mental health; and from the 

California F Scale (Struening, 1957). 

The present research studies the perception of various 

groups of parents toward mental illness. A modified version 

of the OMI test pertinent to this study was used. Four of 

the five factors were included. Factor A~authoritarianism: 

This scale projects an attitude toward mental illness and 

the mentally ill that the mentally ill are inferior to 

normal persons and require coercive handling. Advocacy for 

high fences and locked doors for the mentally ill is 

expressed in terms of authoritarian management of the 

mentally ill. Factor B—unsophisticated benevolence: This 

scale represents a kind and moralistic view toward the 

mentally ill. Factor C was not included. Factor D—social 

restrictiveness: This scale consists of items reflecting 

belief that mental illness is a threat to society and desire 

to restrict mental patients both during and after 

hospitalization. Mental patients are seen as being 

deficient persons whose future is hopeless. Typical items 
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of factor D include statements about the mentally ill, 

"There is little that can be done for them" and "They will 

never be their old selves again." Factor E—Interpersonal 

Etiology: This scale reflects a belief that mental illness 

arises from interpersonal experiences, especially from 

deprivation of parental love and attention during childhood; 

and that abnormal behavior is due to avoidance of problems 

and that successful people seldom become mentally ill. 

Factor C—mental hygiene has been excluded from the present 

study due to inadequate reliability. Test items are scored 

on a 6-point scale, an agreement, disagreement continuum. 

Some items are reverse scored. Low scores indicate negative 

opinion and high scores reflect negative opinion about 

mental illness. Reliability coefficients of .93 and above 

were reported on all the five subscales of the OMI, except 

the Mental Hygiene subscale (see Appendix C). 

Attitudes Toward Seeking Professional Psychological 

Help Scale (HELP). The HELP Scale is a widely-used scale 

developed by Fischer and Turner (1970) for measuring 

attitudes toward seeking professional help for psychological 

difficulties. The major assumption of this scale is that 

personality variables and attitudes influence an 

individual's tendency to seek or resist professional help 

during a personal crisis. These authors further purported 
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that attitudinal differences underlie actual help-seeking 

behavior. Cultural, social, interpersonal, and sex 

differences were also considered in the development of this 

scale and are consistent with the objectives of the present 

study. Items of the HELP scale consist of attitudinal 

statements selected in collaboration with clinical 

psychologists familiar with various mental health settings. 

The initial pool of items had 47 statements which were 

judged by a panel of 14 clinical and counseling 

psychologists and psychiatrists. Some of the items included 

were "If I believed I was having a mental breakdown my first 

inclination would be to get professional attention." and 

"There is something admirable in the attitude of a person 

who is willing to cope with his conflict and fears without 

resorting to professional help." A total of 29 statements 

was included in the final version of the scale. 

The normative group consisted of 212 college students. 

The test was scored by summing all the items, which were 

presented on a 4-point Likert format ranging from agreement 

to disagreement. The internal reliability of the scale in 

its standardization sample of n = 212 was .86 (Tryon, 1957). 

Reliability was also computed by using another sample of 406 

subjects which yielded r = .83. Test retest reliability at 

2-week, 4-week, 6-week, and 2-month intervals yielded r = 

.86 (n = 26), r = .89 (n = 47), r = .82 (n = 31), r = .73 
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(n = 19), and £ = .84 (n = 20), respectively. The attitude 

scores remained mostly stable over time in all the groups, 

with the exception of the 6-week group. The Marlowe-Crowne 

Social Desirability Scale was also administered to the 

normative sample, and the results indicated that none of the 

items correlated excessively with social desirability 

(Fischer and Turner, 1970). 

Factor analysis of this scale delineates four factors: 

I—recognition of personal need for professional 

psychological help; II—stigma/privacy in reference to one's 

problems; III—interpersonal openness regarding one's 

emotional problems; IV—confidence in the mental health 

professional. The authors suggest that these four factors 

should be interpreted in terms of the overall index of help 

seeking attitudes rather than being used as separate 

measures. Although subscales have been independently 

sampled, they contain few items and have low reliability 

r = 0.62 compared to r = 0.84 to 0.89 for the total score. 

Low scores indicate positive attitudes and high scores 

suggest negative attitudes toward seeking help. In 

addition, this scale has been used to investigate the 

attitudes of culturally diverse students toward seeking 

psychological help (Dadfar & Friedlander, 1982). A sample 

of 175 students from 75 countries was administered the 

Fischer and Turner Scale of Attitudes Toward Seeking 
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Professional Psychological Help. The results indicated that 

attitudes of western students toward seeking professional 

help were more positive than attitudes of students from 

Asian and African countries. Prior experience with mental 

health professionals was reported to result in the reduction 

of a stigmatic attitude toward seeking professional help. 

One of the implications of this scale is that it can also be 

a valuable tool in exploring the attitudes of a cross 

cultural population toward seeking psychological treatment. 

The present study utilized the Fischer and Turner HELP scale 

to evaluate the help-seeking attitudes of parents from 

different ethnic backgrounds (see Appendix D). 

Parents' Psychological Help-Seeking Inventory fPPHsn. 

The Parents' Psychological Help Seeking Inventory (PPHSI) 

was specially designed for this study to assess parental 

attitudes toward seeking psychological help for their 

children. Research in the area of parental help-seeking for 

children is meager, and research on help-seeking behavior in 

culturally diverse groups is almost non-existent. No 

measure specifically designed for assessing parental 

attitudes toward psychological treatment is available. 

Therefore the PPHSI was developed for this study. The 

initial item pool consisted of 50 statements collected from 

parents based on their attitudes about the definition, 
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cause, and treatment of children's emotional problems, as 

well as from clinicians who had experience and expertise 

related to mental health services for children and their 

families. Items considered to be overlapping were deleted. 

Finally, 20 items were retained after careful examination of 

these items by four experts in the area of clinical and 

counseling psychology. These items ask parents to indicate 

the extent to which they would seek psychological help for 

their children if such help were needed. Some items were 

also included that sampled parental concern, about using or 

not using psychological help, as a function of the 

therapist's cultural background. 

PPHSI was used to evaluate parental attitudes toward 

seeking psychotherapy. Typical items of PPHSI include, 

"Children do not need psychological help as much as adults 

do," "I do not think that a psychologist can work out 

children's problems," and "I think the best way to help 

children with emotional problems is to take them to see a 

psychologist." The PPHSI takes approximately 10 minutes to 

complete and is measured on a 5-point Likert-type 

scale—agree, slightly agree, neither agree nor disagree, 

slightly disagree, and disagree. Some items are reverse 

scored. Low scores indicate positive attitudes and 

willingness to use psychological help for children: high 

scores indicate the opposite. A total score is obtained by 
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summing the item scores. The PPHSI has been judged for high 

face validity. This inventory is given in Appendix E. 

Background Information Questionnaire 

A questionnaire for the purpose of gaining general 

information about participants was used. The items of the 

questionnaire obtained information about participants* age, 

sex, occupation, number and ages of children, country of 

birth, and ethnic background (Appendix F). 

Procedure 

Parents of children 5 to 15 years of age were contacted 

through local agencies such as ethnic organizations, social 

service centers, social clubs, and parent-teacher 

associations. Parents who had used psychological help for 

their children were not included for participation in the 

study. Initially, the prospective participants were given a 

written consent form to fill out. The consent form was 

read and risks and benefits, the general purpose of the 

study, time needed, and participants' right to withdraw from 

the study anytime without any penalty or obligation were 

explained. Any questions that participants had were 

answered at this time. 

The tests were administered to parents in groups 

ranging in size from 4 to 10 people. A local community hall 

or meeting place was used for administration of the tests. 
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Tests were administered by examiners who were unaware of the 

purpose of the study. Before the beginning of the test, all 

participants were told the following: This is part of a 

research study. It is important that you give your honest 

opinions. There are no right or wrong answers. While there 

is no time limit, do try to answer all questions without 

spending too much time on each item. The examiners will 

help out if you need clarification of test instructions; 

however, they will not assist with the actual test material. 

Completion of the entire test package will take about 1 and 

1/2 to 2 hours. After about 1 hour, we will have a 10 

minute break. Please do not discuss any test questions or 

answers with the other parents until the entire test is 

complete. 



CHAPTER 3 

RESULTS 

Cross-cultural parents' willingness to seek 

psychological treatment for their children was explored 

using multiple regression procedures. Parental ethnicity, 

trust level, opinions about mental illness, level of 

education, gender, and level of income served as the 

predictor variables. Willingness to seek professional 

psychological help and parents' anticipation of satisfaction 

with social services served as the criterion variables. 

Group means and standard deviations of all measures for the 

total sample are given in Table 1 (Appendix H). The means 

and standard deviations of all measures for each ethnic 

group are given in Table 2 (Appendix H). The means and 

standard deviation were also computed for males and females 

in each ethnic group. These results are given in Tables 3 

through 6 (Appendix H). 

Correlations Between Predictors and Criterion Variables for 

Combined Groups 

To explore the relationship between the predictor 

variables of Cultural Mistrust Inventory (CMI), Opinion 

about Mental Illness (OMI), education, income level, 
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ethnicity, sex, and criterion variables Reid-Gundlach Social 

Service Satisfaction Scale (R-GSSS), Parents' Psychological 

Help seeking Inventory (PPHSI), professional Help Seeking 

(HELP), and Pearson's Product Moment correlation analyses 

were performed. These results are available in Table 7 

(Appendix H). 

As can be seen in Table 7, the CMI was significantly 

related to all three criterion variables (RGSSS, HELP, and 

PPHSI). Correlation coefficient of r = .63, p < .01; was 

obtained between CMI and RGSSS and r = .38, p < .01 between 

CMI and HELP, and r = .32, p < .01 between CMI and PPHSI. 

The Predictor variable OMI (Opinions about Mental 

Illness) was also significantly but negatively correlated 

with the RGSSS r «= -.21, p < .01; as well as the HELP 

r = -.22, p < .01. 

Scores on the OMI were also negatively related to PPHSI 

r = -.14, p < .05. For the combined group, no significant 

relationship was found between the predictor variable of 

education with the criterion variables RGSSS, HELP, and 

PPHSI. A non-significant correlation was found between 

education and RGSSS r = -.12, p > .05; education and HELP 

r = -.09; or education and PPHSI r = .03, p > .05. The 

predictor variable of income level was found to have 

significant negative correlation with the criterion variable 

of PPHSI r = -.16, p < .05. A non-significant correlation 
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was found between income level and criterion variables RGSSS 

£ = -.11, p > .05 and HELP £ = -.09, £ > .05. Overall, 

scores on the CMI and OMI were the only two predictors which 

significantly correlated with the three criterion variables 

of RGSSS, HELP and PPHSI. 

Correlations Between Predictors and Criterion Variables 

Among Each Ethnic Group 

Correlations were computed separately for all predictor 

and criterion variables for four groups of parents; Native 

American, black, Hispanic and Asian. 

Blacks. In the black group, a strong relationship was 

found between cultural mistrust level (CMI) and RGSSS scores 

(r = .66, p < .01). Cultural mistrust level was also 

significantly related to parental attitude toward seeking 

psychological help (PPHSI), £ = .43, p < .01 and to their 

help-seeking attitude (HELP), r = .46, p < .01. This 

finding is similar to that found with the Native American 

group. In contrast the predictor variable OMI (Opinion 

about Mental Illness) was negatively related to RGSSS 

(satisfaction of mental health services) £ = -.29, p < .05. 

The predictor variable of education also showed a negative 

relationship with RGSSS, r = -.42, p < .01. Education was 

also negatively related with help-seeking £ = -.43, p < .01, 

suggesting that, as level of education decreases, 
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dissatisfaction with mental health services increases. A 

significant negative relationship was also found between 

education level and PPHSI £ = .29, E < *05, indicating that 

with increase in education level there is decrease in 

negative attitude for help seeking. Results are given in 

Table 8 (Appendix H). 

Hispanics. In the Hispanic group, cultural mistrust 

scores (CMI) were significantly related to criterion 

variables RGSSS and HELP. A correlation coefficient of r = 

.69, p < .01 was found between the CMI and RGSSS, while the 

correlation between the cultural mistrust scale and help 

seeking attitude (HELP) scale was r = .53, e < .01. 

A negative correlation was found between the predictor 

variable of opinion about mental illness (OMI) and the 

criterion variable of HELP, r = -.61, £ < .01, indicating 

that in the Hispanic parents' group, the negative attitude 

toward help increases as positive opinion about mental 

illness decreases. The opinion about mental illness was 

also negatively related to satisfaction with mental health 

services (RGSSS), r = -.51, E < .01. Finally a significant 

but negative relationship was also obtained between OMI and 

PPHSI r = -.31, E < -05. Overall, for the Hispanic group 

the predictor variables of cultural mistrust level and 

opinion about mental illness were significantly related to 
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criterion variables. Education level and income level had 

non-significant relationships with criterion variables. 

Results are given in Table 9 (Appendix H). 

Native Americans. In the Native American group, a 

significant relationship was found between the CMI and RGSSS 

r = .78, E < .01. This indicates that the mistrust level of 

Native American parents is highly associated with their 

expected satisfaction with mental health services and 

providers. A correlation coefficient of r = .41, E < .01 

was obtained between CMI and PPHSI. Results are given in 

Table 10 (Appendix H). 

Asians. In the Asian group, a correlation coefficient 

of r = .42, p < .01 was obtained between CMI and HELP, 

indicating that the cultural mistrust level of Asians 

parents was associated with their help-seeking attitude. 

Satisfaction with mental health services were also 

significantly related to cultural mistrust level, r = .40, 

E < .01. A correlation coefficient of £ = .32, E < -05 was 

also obtained between CMI and PPHSI, revealing that the 

cultural mistrust level is significantly related to parents1 

psychological help-seeking attitude and willingness to 

utilize professional help. Education level was not 

significantly related to any other criterion variable in the 

Asian group. However level of income was negatively 
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correlated with parents' psychological help-seeking attitude 

r = -.31, p < .05. Results are given in Table 11 

(Appendix H). 

Correlations Between Predictors and Criterion Variables 

Among Males and Females Within Each Ethnic Group 

Correlation between the predictors and criterion 

variables were also computed for males and females in all 

the four groups separately to explore potential differences 

with regard to gender. 

Black males and females. Among black males, the CMI 

was significantly related to all criterion variables. A 

correlation coefficient of r = .80, p < .01 was obtained 

between CMI and RGSSS. Further, the relationship of CMI 

with PPHSI was r = .45, p < .05; CMI with HELP £ = .50, p < 

.01. Education was negatively related to RGSSS r = -.54, p 

< .01; to HELP £ = -.51, p < .01; and to PPHSI r = -.37, p < 

.05, suggesting that as the level of education decreases, 

the level of dissatisfaction of black males with mental 

health services and negative attitude toward seeking 

professional help increases. 

Among black females, education was not significantly 

related to the measure of mental health service satisfaction 

but was negatively related to professional help-seeking 
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attitudes (HELP) r = -.36, p < .05. Results are given in 

Table 12 (Appendix H). 

Hispanic males and females. In the Hispanic male group 

cultural mistrust level (CMI) was significantly related to 

satisfaction with mental health services (RGSSS), r = .60, 

p < .01. The relationship between cultural mistrust and 

parents' psychological help-seeking attitudes was 

non-significant, a finding similar to that found with Native 

American males. However, unlike the findings with Native 

American males, opinion about mental illness (OMI) of 

Hispanic males was negatively related to satisfaction with 

social services, r = -.46, p < .05, and to HELP r = -.56, p 

< .01. 

Among Hispanic females, a strong relationship was found 

between the CMI and satisfaction with mental health/social 

services, r = .77, p < .01; as well as with CMI and PPHSI 

r = .54, p < .01; and with CMI and HELP r = .68, p < .01. 

This indicates that, unlike Hispanic males, Hispanic 

females' cultural mistrust level is significantly related to 

help-seeking attitudes. Hispanic females' opinions about 

mental illness were negatively related with mental health 

service satisfaction (RGSSS), r = -.57, p < .01, and with 

help-seeking attitudes (HELP), £ = -.67, p < .01. They were 

also negatively related with parental attitudes toward 
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psychological help (PPHSI), r = -.53, £ < .01. Unlike 

Hispanic males, Hispanic females1 level of education had a 

negative relationship with social services satisfaction 

(RGSSS) r = -.50, e < *05, indicating that the lower the 

level of education, the higher the dissatisfaction with 

social services. Results are given in Table 13 (Appendix 

H) . 

Native American males and females. Among Native 

American males only mistrust level (CMI) was found to be 

significantly related with criterion variable RGSSS 

(satisfaction with mental health services), indicating that 

only mistrust level was the single best predictor of 

satisfaction with mental/social services r = .69, e < .01. 

Among Native American females the CMI was significantly 

related to the social services satisfaction scale (RGSSS) 

r = .87, p < .01, and similarly to the parents' 

psychological help-seeking inventory (PPHSI) r = .52, 

E < -05. Results are given in Table 14 (Appendix H). 

Asian males and females. Among Asian males, a 

significant relationship was found between CMI and RGSSS 

r = .44, e < '05; between CMI and PPHSI r = .39, e < -05; 

and between CMI and HELP r = .48, e < -05; indicating that 

mistrust level of Asian males was a good predictor of their 

satisfaction with social services and help-seeking attitude. 
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Predictor variable opinions about mental illness (OMI) 

showed negative correlation with criterion variables at a 

non-significant level. Education was not significantly 

related to Asian males* attitudes or satisfaction with 

mental health services. As with their counterparts in the 

Asian female group, education was not significantly related 

with criterion variables. Results are given in Tables 15 

(Appendix H). 

Overall Regression Results 

In order to investigate further the relative strength 

of predictor variables, stepwise regression analysis was 

performed between all predictor and criterion variables. 

The significance level was set at .15 for a variable's entry 

into the regression model. For the total sample of 

regression analysis using satisfaction related to social 

services as a criterion variable, cultural mistrust level of 

parents in all ethnic groups was the strongest predictor 

(B = .62, t (199) = 11.51, e < .01). Parents' opinion about 

mental illness (OMI) was also a strong predictor of scores 

on RGSSS (B = -.15, t (199) = 3.12, p < .01). Using 

parents' Psychological Help Seeking inventory (PPHSI) as a 

criterion variable, cultural mistrust level was again found 

to be the strongest predictor (B = .35, t (19) = 5.09, 
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E < .01). Race/ethnicity was the next best predictor 

(B = .15, t (199)=2.26, E < .05). Using the measure of 

professional help seeking (HELP) as a criterion variable, 

cultural mistrust level was also the best predictor of HELP 

(B = .40, t (199) = 5.88, E < .01). Results are given in 

Table 16 (Appendix H). 

Results of Regression Analysis for Each Ethnic Group 

Black group. On the measure of parents' satisfaction 

with social services, cultural mistrust level was found to 

be the most significant predictor (B = .60, t (59) = 6.54, 

E < .01). Education was also predictive (B = -.29, t (59) = 

3.23, e < .01). On parents' attitude with references to 

seeking psychological treatment for children (PPHSI), as a 

criterion variable mistrust level was the strongest 

predictor (B = .39, t (59) = 3.29, p < .01). Education was 

a moderate predictor (B = -.22, t (59) = -1.87, p < .066). 

qp the measure of professional help-seeking for 

emotional problems (HELP), Education was a strong predictor 

(B = -.41, t (59) = -3.62, p < >01); and mistrust level was 

also a strong predictor (B = .40, t (59) = 3.67, e < .01). 

Results are given in Table 17 (Appendix H). 

Hispanic group. With regard to parents' satisfaction 

with social services as a criterion variable, Hispanic 
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parents' mistrust level was most predictive (B = .57, t (45) 

= 4.72, £ < .01). Opinion about mental illness was also 

predictive of parents' satisfaction with social services 

(B = -.24, t (45) = -.20, £ < .051). Using parents' 

psychological help-seeking measure (PPHSI) as a criterion 

variable, opinion about mental illness was most predictive 

(B = -.33, t (45) = -2.39, E < .05). Gender of the parent 

was also predictive (B = .25, t (45) = 1.84, E < .071). 

Using professional help-seeking attitude (HELP) as a 

criterion variable, mistrust level was the best predictor 

(B = .31, t (45) = 2.42, E < .05). Opinion about mental 

illness was also a strong predictor of scores on this 

measure (B = -.46, t (45) = -3.59, E < -01). Results are 

given in Table 18 (Appendix H). 

Native American group. Results of regression analysis 

for the criterion variable RGSSS, which measures parents' 

satisfaction with social services, indicated that cultural 

mistrust level of the parents was most predictive (13 = .84, 

t (39) = 8.10, E < •01). Using parents' psychological 

help-seeking attitude as a criterion variable measured by 

PPHSI, cultural mistrust level was again found to be most 

predictive (B = .41, t (39) = 2.81, E < .05). Using the 

criterion variable with regard to professional help-seeking, 

cultural mistrust was found to be the best predictor (B = 
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.29, t (39) = 1.9, £ < .06). Results are given in Table 19 

(Appendix H). 

Asian group. Using parents' satisfaction with social 

services as a criterion variable, cultural mistrust level 

was the strongest predictor (B = .50, t (53) = 3.85, p < 

.01). The next best predictor was income level (|$ = .40, t 

(53) = 3.12, p < .05). Parents' attitude toward 

psychological help-seeking as a criterion variable was 

moderately predicted by cultural mistrust level and income 

level. However, for the criterion variable of professional 

help-seeking for emotional problems measured by the HELP 

scale, cultural mistrust level was found to be the best 

predictor (B = .36, t (53) = 2.78, p < .05). Results are 

given in Table 19 (Appendix H). 

Results of Regression Analysis in Male and Female Groups 

Black males and females. In the male group, for the 

criterion variable RGSSS, which measures satisfaction with 

social services, cultural mistrust level was the best 

predictor (I = .70 t (29) = 7.19, p < .01). with reference 

to parental attitude toward seeking psychological treatment 

for children, measured by PPHSI, cultural mistrust level was 

also predictive (B = .37, t (29) = 2.22, P < .05). For the 

criterion variable HELP, with reference to professional 
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psychological help-seeking attitude, cultural mistrust level 

was again found to be the best predictor (B = .39, t (29) = 

2.60, E < •05). Education as a predictor was also 

predictive of help-seeking (B = .40, t (29) = 2.64, E < 

.05) . 

In the female group, cultural mistrust level was only a 

moderate predictor of the criterion variable RGSSS (B = .35, 

t (29) = 1.91, E > .05). However, with reference to 

parents' psychological help-seeking attitude, measured by 

PPHSI, cultural mistrust level was a significant predictor 

(B = 0.39, t (29) = 2.30, E < »05). For the criterion 

variable HELP, professional help-seeking attitude, cultural 

mistrust was again the best predictor (1 = .35, t (29) = 

2.10, e < .05). 

Hispanic males and females. In the male group, for the 

criterion variable RGSSS, which measures satisfaction with 

social services, cultural mistrust level was the most 

salient predictor (B = .50, t (22) = 2.90, E < -01). For 

the criterion variable HELP, which measures attitudes toward 

professional psychological help opinion about mental illness 

(OMI) was most predictive (B = -.56, t (22) = -3.10, 

E < •05). 

In the female group, cultural mistrust level was the 

best predictor for the criterion variable HELP (B = .42, t 
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(22) = 2.13, E < •05). Cultural mistrust level was also the 

best predictor for PPHSI, which measures parental attitude 

toward seeking psychological help for children (B = .54, t 

(22) = 2.94, E < -05). 

Native American males and females. In the male group, 

for the criterion variable RGSSS—satisfaction with social 

services, cultural mistrust level was the strongest 

predictor (B = .80, t (19) = 4.67, e < .01). 

In the female group, cultural mistrust level was also 

the best predictor for the criterion variable RGSSS 

(B = .87, t (19) = 7.69, e < .01). For the criterion 

variable of PPHSI, cultural mistrust was the only best 

predictor (B = .52, t (19) = 2.58, p < .05). 

Asian males and females. With reference to 

satisfaction with social services, measured by criterion 

variable RGSSS, cultural mistrust level was most predictive 

in the male group (1 = .57, t (26) = 3.39, E < .05). Income 

level was also predictive of criterion variable RGSSS 

(B = .57, t (26) = 3.36, £ < .05). For psychological 

help-seeking attitude as a criterion variable measured by 

PPHSI, cultural mistrust was the best predictor (B = .39, t 

(26) = 2.17, E < -05). With reference to professional 

help-seeking, measured by HELP, cultural mistrust level was 
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again found to be the most predictive (B = .48, t (26) = 

2.73, e < .05). 

In the female group, with reference to professional 

help-seeking attitude as the criterion variable, measured by 

HELP, only cultural mistrust level was predictive (B = .37, 

t (26) = 2.01, E < .06). 



CHAPTER 4 

DISCUSSION 

This study explored the extent to which background and 

personality variables were predictive of willingness of 

ethnic minority group parents to seek psychological help for 

their children. The most significant predictor of 

willingness to seek help was cultural mistrust level. More 

precisely, individuals among all ethnic groups with high 

levels of mistrust were found to be less willing to seek 

help for their children than individuals with lower levels 

of mistrust. This finding is consistent with previous 

research. Watkins, Terrell, Miller, and Terrell (1989) 

administered the CMI to 60 black males. The participants 

were also given the Counselor Effectiveness Rating Scale 

(CERS) and the Personal Problem Inventory (PPI) to evaluate 

participants' impressions of and preference for one of two 

descriptions of a counselor. For counselor descriptions the 

same scenario was used, except the words white counselor and 

black counselor were alternated. Results indicated that 

blacks who were highly mistrustful viewed white counselors 

as less credible and reliable. Watkins, Terrell, Miller, 

and Terrell suggest that counselors should be sensitive to 

possible mistrust in therapeutic relationships with black 

58 
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clients. Similar results were reported in previous studies 

(Terrell & Terrell, 1981, 1984; Watkins & Terrell, 1988). 

In the present study parents with higher levels of mistrust 

endorsed getting help from friends and family for their 

psychological problems. Further, they expressed less faith 

in mental health institutions and service providers. In 

addition to examining parental willingness to seek help, 

parents' attitudes toward psychological help for their 

children were also explored. Cultural mistrust was again 

found to be most predictive of attitudes toward 

psychological treatment. Individuals with higher levels of 

mistrust expressed more negative attitudes toward 

psychological treatment and less willingness to seek needed 

help for their children than parents with lower levels of 

mistrust. 

On a broader, more speculataive level, both culture and 

general misturst have been found to be related to client 

willingness to seek treatment and to the extent to which 

clients who are in treatment will disclose (Ivey, 1983). It 

would be beneficial to explore the extent to which trust is 

related to the extent to which other types of clients, such 

as rape and incest victims, are willing to seek treatment. 

Another significant predictor of parents' willingness to 

seek psychological help for their children was parents' 

opinion about mental illness. Previous studies have also 
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found that an individual's opinion about what constitutes 

mental illness has important implications for their 

help-seeking behavior. Sue and Morishima (1982) argue that 

Asians believe that mental illness occurs due to organic 

reasons. Asians thus typically seek medical help for 

psychological problems. In contrast, Hispanics tend to 

regard therapists as insensitive and often seek help from 

friends and relatives (Falicov, 1982). Overall results of 

the present study support the views expressed by many 

theorists and researchers. The present study indicates that 

parents negative opinions about mental illness are likely to 

deny problems and be less willing to seek help. Those with 

negative opinions about mental illness may view mental 

illness as a stigma; and may think that one can prevent 

psychological problems by not thinking about problems too 

much. Parents who expressed positive opinions about mental 

illness are likely to acknowledge psychological problems and 

to be more willing to seek help for children. Parents with 

positive opinions about mental illness also have more 

satisfaction with social/mental health services than parents 

who have negative opinions about mental illness. 

Another relatively recurring significant finding of 

this study was that ethnicity was predictive of help-seeking 

attitudes and willingness to use psychological help. 

Asian-American and Native-American parents were the least 
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willing to seek psychological treatment, followed by blacks 

and Hispanic parents. This finding is also consistent with 

previous studies reported by Terrell and Terrell (1984) and 

Lira (1989). Earlier research also indicated that race or 

ethnicity was an important factor in ethnic groups' 

utilization of psychological help. Sue, McKinney, and Hall 

(1974) studied black and white clients in therapy at 17 

different community mental health centers. These clients 

were compared for factors such as age, sex, diagnosis, 

income, education, number of contacts, and type of 

therapist. Results indicated that, compared to 30% of the 

white clients, 50% of the black clients failed to return 

after the first session. Race was cited as an important 

factor in distinguishing clients who terminated quickly. 

Similar findings have been reported by other studies 

(Atkinson, Morton, & Sue, 1979; Sue, 1977; Acosta, Yamamoto, 

& Evans, 1982). According to these researchers, race was an 

important factor in distinguishing early terminators. 

Although some studies also included clients from 

American-Asian, Chicano, and Native-American backgrounds, 

most of the studies were done with black samples. The 

present study not only examined differences between more 

ethnic groups but also went beyond the scope of the earlier 

studies by comparing the help-seeking attitude of these 
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parents regarding mental health treatment for their 

children. 

The present study clearly indicates practical 

implications for the evaluation of the therapeutic needs of 

various ethnic groups. Sensitivity toward potential 

cultural mistrust of a particular ethnic group is required 

of the providers of mental health services, especially when 

working with clients from Native-American and black 

backgrounds. 

Level of education was also found to be a relatively 

consistent predictor of parental willingness to seek 

psychological help and attitudes toward mental health 

professionals with black and Native American parents' 

groups. A strong relationship was found between these 

parents• satisfaction with the use of social and mental 

health services and their education level. Parents with 

higher educational levels were most likely to express 

positive attitudes toward help-seeking. In contrast, 

individuals with lower educational levels were less willing 

to utilize social and mental health services. 

This finding is also consistent with previous findings. 

Carpenter and Range (1983) investigated the effects of 

source of fee payment on the duration of therapy, including 

factors such as patients' race, education and socioeconomic 

status. A total of 160 outpatients were divided into groups 
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based on their source of fee payment. Results indicated 

that the source of fee payment alone did not influence early 

termination from therapy. Education was found to be one of 

the significant predictors of early termination. Similar 

results have also been reported by other authors (i.e., 

Blackburn, Bishop, Glenn, Whalley, & Christie 1981; Lief, 

Lief, Warren, & Heath 1961; McNair, Larr, & Callahan, 1963). 

The present study revealed that education level was 

predictive only of black and Native American parents' 

willingness to seek help for their children. This finding 

may have important implications for diverse ethnic groups' 

unique therapeutic needs and expectations. Prior to 

initiating treatment for clients of lower educational 

levels, specially those of black and Native American 

background, therapists and other mental health service 

providers may use therapy to encourage and educate these 

clients about the availability and utilization of mental 

health services. Gurin, Veroff, and Feld (1960) reported, 

in a nationwide survey, that individuals with college level 

education tended to seek more psychiatric help than those 

with high school and grade school education. These 

researchers suggested that individuals with higher 

educational level seemed more aware of the availability of 

resources in the community than those with less educational 

experience. Similarly, Chen (1977) found that awareness of 
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mental health resources and higher level of education was 

related to Chinese-Americans' motivation to seek 

psychological help. Further research is needed to examine 

the relationship of education level and willingness to seek 

therapy among Hispanic Asian groups. 

There is increasing concern about nonattendance and/or 

early termination from therapy by ethnic clients. A 

termination rate of 50% is reported among ethnic populations 

(Atkinson, Morton, & Sue, 1979; Sue, 1977). Only three 

pertinent studies could be found which explored early 

termination or nonattendance at therapy by children. Weisz, 

Weiss, and Langmeyer (1987) investigated 166 children who 

dropped out of therapy after the first session and 138 

children who remained in therapy for an average of 13 

sessions. The two groups of children were compared for age, 

socioeconomic status, birth order, number of children living 

at home, and change in the family due to divorce or 

separation. No significant differences were found between 

continuers' and dropouts' demographic variables. These 

researchers reported that results were inconclusive and 

emphasized the need for further research. The results of 

other previous research on children are also mixed and 

inconclusive (Gould, Shaffer, & Kaplan, 1985; McAdoo & 

Roeske, 1973). 
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However, research exploring the non-attendance at 

therapy of children from various ethnic groups is sparse. 

Previous research indicated that therapy was less likely to 

be recommended for black and Hispanic children (Langner 

et al., 1974). In a 7 year longitudinal project, 1,034 

children aged 6 to 18 years were studied using information 

from their families regarding recognition of the disorder, 

attitudes toward professional help, appropriateness of the 

treatment, and referral structure. Results revealed that 

children's ethnicity was one of the factors, along with low 

education level and socioeconomic status, involved in their 

seeking services other than therapy. 

Results of the present study have practical value for 

meeting therapeutic needs of these children and their 

families. First, in a diagnostic evaluation for therapy for 

such children, there should be included a measure of 

parents• mistrust of the white mainstream culture to assess 

how much mistrust a parent has about the majority culture. 

The results of the present study have indicated that a 

strong relationship exists between the cultural mistrust 

level of parents and their willingness to seek psychological 

help as well as between the cultural mistrust level and 

satisfaction expected from mental health services and their 

providers. An assessment of mistrust will be useful to the 

therapist. Using this information, the therapist can be 
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sensitive to the unique needs of the particular client and 

may wish to address the issue with the prospective client 

prior to the beginning of treatment as an important step for 

a meaningful therapeutic relationship. It is also proposed 

that parents' attitudes toward psychological help should be 

assessed as a standard procedure, since parental cultural 

background has been observed to be strongly related to 

parents' help-seeking attitudes. If parents have negative 

attitudes toward psychological treatment it is likely that 

they will not seek professional help or will not continue 

after they begin the treatment. 

Limitations 

One limitation of this study was that participants were 

from a similar geographical area. This may limit the 

generalization of findings due to the fact that help-seeking 

attitudes of participants from other geographical regions 

may be different from the attitudes of the participants used 

in this study. 

Another limitation is that this study was an analogue 

since participants were not in treatment and had no previous 

experience with psychological treatment. It is possible 

that if these individuals' children were actually 

experiencing emotional stress they would be willing to seek 

psychological help regardless of their cultural mistrust 
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level, opinion about mental illness, education, or income 

level. 

There may be some methodological considerations due to 

the use of modified versions of the Cultural Mistrust 

Inventory and the Reid-Gundlach Social Services Satisfaction 

Scale to accommodate the specific needs of this study. For 

example, the CMI was originally developed for measuring 

blacks' mistrust of whites. This inventory was modified so 

that it could also be used with Asians, Hispanics, and 

Native Americans. Although the changes were viewed as being 

relatively minor, no validity studies were done to explore 

the effects of the changes on the CMI. Similarly the RGSSS 

was initially designed to measure attitudes toward social 

service satisfaction, but the term "social worker" was 

substituted with "counselor." Instead of "I," "my child" 

was substituted in order to measure parental attitudes 

toward social services utilization. It is likely that these 

modifications may have changed the nature of what was being 

measured and consequently placed limitations on the results 

of this study. 

The present research included Asian-American, 

Native-American, black, and Hispanic parents who had 

children between 5 and 15 years of age. Future research 

should focus on parents whose children are between 17 and 

20, since issues presented by older children are different 
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from those presented by younger children. The present study 

included parents from black, Hispanic, Native American, and 

Asian American backgrounds. Future research might include 

parents from other ethnic groups, such as Jewish and 

Italians, to explore parental help-seeking patterns and 

attitudes toward mental illness in order to further examine 

the role of ethnicity and parents' help seeking behavior. 



APPENDIX A 

MODIFIED CULTURAL MISTRUST INVENTORY (CMI) 
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Directions 

Enclosed are some statements concerning beliefs, opinions, 
and attitudes about minority people.* Read each statement 
carefully and give your honest feelings about the beliefs, 
and attitudes expressed. Indicate the extent to which you 
agree by using the following scale: 

0 1 2 3 4 5 6 7 8 9 
( ) ( , ( } ( } ( j 

Not in Slightly Moderately Very Entirely 
the least agree agree much agree 
agree agree 

The higher the number you choose for the statement, the more 
you agree with that statement. For example, if you 
"moderately agree" with a statement, you would choose among 
the numbers 4 and 5 which appear above the label "moderately 
agree." If you choose number 5, this means you agree more 
with the statement than if you had chosen the number 4. The 
same principle applies for the other labels. The higher the 
number you choose, the more you agree with the statement. 

Finally, there are no right or wrong answers, only what is 
right for you. If in doubt, blacken the space which seems 
most nearly to express your present feelings about the 
statement. Please answer all items. 

1. Whites are usually fair to all people regardless of 
race. 

2. White teachers teach subjects so that they favor 
whites. 

3. White teachers are more likely to slant the subject 
matter to make minorities look inferior. 

4. White teachers deliberately ask minority students 
questions which are difficult so they will fail. 

5. There is no need for a minority person to work hard to 
get ahead financially because whites will take what you 
earn anyway. 

6. Minority citizens can rely on white lawyers to defend 
them to the best of their ability. 

•Minorities for the purposes of this project are anyone who 
is of the Afro-American, Spanish-speaking, Native American 
(American Indian), and of Asian descent. 
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7. Minority parents should teach their children not to 
trust white teachers. 

8. White politicians will promise minorities a lot but 
deliver little. 

9. White policemen will slant a story to make minorities 
appear guilty. 

10. White politicians usually can be relied on to keep the 
promises they make to minorities. 

11. Minorities should be suspicious of a white person who 
tries to be friendly. 

12. Whether you should trust a person or not is based on 
his race. 

13. Probably the biggest reason whites want to be friendly 
with minorities is so they can take advantage of them. 

14. A minority person can usually trust his or her white 
co-workers. 

15. If a white person is honest in dealing with minorities, 
it is because of fear of being caught. 

16. A minority person cannot trust a white judge to 
evaluate him or her fairly. 

17. A minority person can feel comfortable making a deal 
with a white person simply by a handshake. 

18. Whites deliberately pass laws designed to block the 
progress of minorities. 

19. There are some whites who are trustworthy enough to 
have as close friends. 

20. Minorities should not have anything to do with whites 
since they cannot be trusted. 

21. It is best for minorities to be on their guard when 
among whites. 

22. Of all ethnic groups, white are really the Indian-
givers . 

23. White friends are least likely to break their promise. 
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24. Minorities should be cautious about what they say in 
the presence of whites since whites will try to use it 
against them. 

25. Whites can rarely be counted on to do what they say. 

26. Whites are usually honest with minorities. 

27. Whites are as trustworthy as members of any other 
ethnic group. 

28. Whites will say one thing and do another. 

29. White politicians will take advantage of minorities 
every chance they get. 

30. When a white teacher asks a minority student a 
question, it is usually to get information which can be 
used against him or her. 

31. White policemen can be relied on to exert an effort to 
apprehend those who commit crimes against minorities. 

32. Minority students can talk to a white teacher in 
confidence without fear that the teacher will use it 
against him or her later. 

33. Whites will usually keep their word. 

34. White policemen usually do not try to trick minorities 
into admitting they committed a crime which they didn't 
do. 

35. There is a need for minorities to be more cautious with 
white businessmen than with anyone else. 

36. There are some white businessmen who are honest in 
business transactions with minorities. 

37. White store owners, salesmen, and other white 
businessmen tend to cheat minorities whenever they can. 

38. Since whites can't be trusted in business, the old 
saying "one in the hand is worth two in the bush" is a 
good policy to follow. 

39. Whites who establish businesses in minority communities 
do so only so that they can take advantage of 
minorities. 

40. Minorities have often been deceived by white politicians. 
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41. White politicians are equally honest with minorities 
and whites. 

42. Minorities should not confide in whites because they 
will use it against you. 

43. A minority person can loan money to a white person and 
feel confident it will be repaid. 

44. White businessmen usually will not try to cheat 
minorities. 

45. White business executives will steal the ideas of their 
minority employees. 

46. A promise from a white is about as good as a three 
dollar bill. 

47. Minorities should be suspicious of advice given by 
white politicians. 

48. If a minority student tries, he will get the grade he 
deserves from a white teacher. 
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Instructions 

Assume that you were advised to seek mental health services 
for your child from a facility composed primarily of white 
staff. Please indicate on the line at the left of each item 
the number that comes closet to how you would feel by using 
the scale from "1" to "5" described below. 

1 = Strongly agree 
2 = Agree 
3 = Undecided 
4 = Disagree 
5 = Strongly disagree 

l. The counselor would take my child's problems very 
seriously. 

2. If I was the counselor I would deal with my child's 
problem in just the same way. 

3. The counselor I might get could never understand my 
child. 

4. Overall, the counselor could be very helpful to my 
child. 

5. If the child of a friend of mine develops similar 
problems I would tell them to go to the mental 
health center. 

6. The counselor will ask ray child a lot of 
embarrassing questions. 

7. I will always be able to count on the counselor to 
help my child if I'm in trouble. 

8. The mental health center would help my child as 
much as they can. 

9. I don't think the mental health center will have 
the power to really help my child. 

10. The counselor will try hard to help my child but 
probably will not be too helpful. 

_11. The problem the mental health center will try to 
help my child with will be one of the most 
important in his or her life. 

12. Things will get better after I take my child to the 
mental health center. 
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13. After I've used the mental health center, my 
child's life will be more messed up than ever. 

14. The mental health center will always be available 
when my child needs it. 

15. My child would get from the mental health center 
exactly what he or she wanted. 

16. The counselor would love to talk but won't really 
do anything for my child. 

17. My child would probably just tell the counselor 
what he or she thinks the counselor wants to hear. 

18. The counselor will usually be in a hurry when my 
child sees him/her. 

19. No child should have any trouble getting some help 
from this mental health center. 

20. The counselor may say things my child doesn't 
understand. 

21. The counselor will always explain things carefully. 

22. My child would never look forward to visits to the 
mental health center. 

23. My child would hope that he or she would never have 
to go back to the mental health center for help. 

24. Every time my child talked to the counselor he or 
she would feel relieved. 

25. My child would be able to tell the counselor the 
truth without worrying. 

26. My child would usually feel nervous when I talk to 
the counselor. 

27. The counselor would always look for lies in what my 
child tells him/her. 

28. It will take a lot of courage to go to the mental 
health center. 

29. When my child entered the mental health center he 
or she would feel very small and insignificant. 

30. The mental health center would be very demanding. 
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31. The counselor would sometimes lie to my child. 

32. Generally the counselor will be an honest person. 

33. My child would have the feeling that the counselor 
talks to other people about him or her. 

34. My child would always feel well treated when he or 
she I leaves the mental health center. 
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Instructions 

The following statements reflect various opinions about 
mental illness. Read each statement carefully and give your 
honest opinion regarding each statement. Please indicate on 
the line at the left of each item the number that comes 
closest to how you feel by using the scale from "1" to "6" 
described below. 

1 = Strongly agree 
2 = Agree 
3 = Somewhat agree 
4 = Somewhat disagree 
5 = Disagree 
6 = Strongly disagree 

Please answer all items. Do not spend too much time on any 
one item. Remember, there are no right or wrong answers, 
only what is right for you. Your frank opinion is desired. 

1. If parents loved their children more, there would 
be less mental illness. 

2. One of the main causes of mental illness is a lack 
of moral strength or will power. 

. 3. Mental patients come from homes where the parents 
took little interest in their children. 

4. Although they usually aren't aware of it, many 
people become mentally ill to avoid the problems of 
everyday life. 

5. The mental illness of many people is caused by the 
separation or divorce of their parents during 
childhood. 

6. People would not become mentally ill if they 
avoided bad thoughts. 

7. People who are mentally ill let their emotions 
control them; normal people think things out. 

8. If the children of mentally ill parents were raised 
by normal parents, they probably would not become 
mentally ill. 

9. When a person has a problem or worry, it is best 
not to think about it, but keep busy with more 
pleasant things. 
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_10. Nervous breakdowns usually result when people work 
too hard. 

11. The patients of a mental hospital should have 
something to say about how the hospital is run. 

12. Mental illness is usually caused by some disease of 
the nervous system. 

_13. All patients in mental hospitals should be 
prevented from having children by a painless 
operation. 

14. The small children of patients in mental hospitals 
should not be allowed to visit them. 

15. It is easy to recognize someone who once had a 
serious mental illness. 

16. Regardless of how you look at it, patients with 
severe mental illness are no longer really human. 

17. There is something about mental patients that makes 
it easy to tell them from normal people. 

18. If people would talk less and work more, everybody 
would be better off. 

19. Even though patients in mental hospitals behave in 
funny ways, it is wrong to laugh about them. 

20. People with mental illness should never be treated 
in the same hospital as people with physical 
illness. 

21. A person who has bad manners, habits, and breeding 
can hardly expect to get along with decent people. 

23. A heart patient has just one thing wrong with him, 
while a mentally ill person is completely different 
from other patients. 

24. To become a patient in a mental hospital is to 
become a failure in life. 

25. Patients in mental hospitals are in many ways like 
children. 

26. More tax money should be spent in the care and 
treatment of people with severe mental illness. 
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27. Although some mental patients seem alright, it is 
dangerous to forget for a moment that they are 
mentally ill. 

28. A woman would be foolish to marry a man who has had 
a severe mental illness, even though he seems fully 
recovered. 

29. Anyone who tries hard to better himself deserves 
the respect of others. 

30. Our mental hospitals seem more like prisons than 
like places where mentally ill people can be cared 
for. 

31. People who have been patients in mental hospitals 
will never be their old selves again. 

32. The law should allow a woman to divorce her husband 
as soon as he has been confined in a mental 
hospital with a severe mental illness. 

33. The best way to handle patients in mental hospitals 
is to keep them behind locked doors. 

34. Many patients in mental hospitals make wholesome 
friendships with other patients. 

35. Although patients discharged from mental hospitals 
seem all right, they should not be allowed to 
marry. 

36. There is little that can be done for patients in a 
mental hospital except to see that they are 
comfortable and well fed. 

37. Anyone who is in a hospital for a mental illness 
should not be allowed to vote. 

38. Every mental hospital should be surrounded by a 
high fence and guards. 

39. Every person should make a strong attempt to raise 
his social position. 

40. Most women who were once patients in a mental 
hospital could be trusted as baby sitters. 

41. Most patients in mental hospitals don't care how 
they look. 
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42. Obedience and respect for authority are the most 
important virtues children should learn. 

43. College professors are more likely to become 
mentally ill than are business men. 

44. People who become successful in their work seldom 
become mentally ill. 

45. There is hardly anything lower than a person who 
does not feel a great love, gratitude, and respect 
for his parents. 

46. Every person should have complete faith in some 
supernatural power who decision he obeys without 
questions. 



APPENDIX D 

ATTITUDES TOWARD SEEKING PROFESSIONAL 

PSYCHOLOGICAL HELP SCALE 

83 



8 4 

Instructions 

Below are a number of statements pertaining to psychology 
and mental health issues. Read each statement carefully and 
indicate your agreement (0), probable agreement (1), 
probable disagreement (2), or disagreement (3). Please 
express your frank opinion in rating the statements. There 
are no "wrong" answers, and the only right ones are whatever 
you honestly feel or believe. It is important that you 
answer every item. Please write the number corresponding to 
your level of agreement on the space following each 
statement (e.g., If you probably agree with a particular 
statement, please write "1" on the space following that 
statement). 

0 1 2 3 
Agreement Probable Probable Disagreement 

Agreement Disagreement 

1. Although there are clinics for people with 
mental troubles, I would not have much faith 
in them. 

2. If a good friend asked my advice about a mental 
problem, I might recommend that he see a 
psychiatrist. 

3. I would feel uneasy going to a psychiatrist 
because of what some people would think. 

4. A person with a strong character can get over 
mental conflicts by himself, and would have 
little need of a psychiatrist. 

5. There are times when I have felt completely lost 
and would have welcomed professional advice for 
a personal or emotional problem. 

6. Considering the time and expense involved in 
psychotherapy, it would have doubtful value for 
a person like me. 

7. I would willingly confide intimate matters to an 
appropriate person if I thought it might help me 
or a member of my family. 

8. I would rather live with certain mental conflicts 
than go through the ordeal of getting psychiatric 
treatment. 

9. Emotional difficulties, like many things, tend to 
work out by themselves. 
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10. There are certain problems which should not be 
discussed outside one's immediate family. 

11. A person with a serious emotional disturbance 
would probably feel most secure in a good 
mental hospital. 

12. If I believed I was having a mental breakdown, 
my first inclination would be to get 
professional attention. 

13. Keeping one's mind on a job is a good solution 
for avoiding personal worries and concerns. 

14. Having been a psychiatric patient is a blot on 
a person's life. 

15. I would rather be advised by a close friend then 
by a psychologist, even for an emotional problem. 

16. A person with an emotional problem is not likely 
to solve it alone; he is likely to solve it 
with professional help. 

17. I resent a person—professionally trained or 
not—who wants to know about my personal 
difficulties. 

18. I would want to get psychiatric attention if I 
was worried or upset for a long period of time. 

19. The idea of talking about problems with a 
psychologist strikes me as a poor way to get 
rid of emotional conflicts. 

20. Having been mentally ill carries with it a 
burden of shame. 

21. There are experiences in my life I would not 
discuss with anyone. 

22. It is probably best not to know everything 
about oneself. 

23. If I were experiencing a serious emotional 
crisis at this point my in life, I would be 
confident that I could find relief in 
psychotherapy. 

24. There is something admirable in the attitude of 
a person who is willing to cope with his 
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conflicts and fears without resorting to 
professional help. 

25. At some future time I might want to have 
psychological counseling. 

26. A person should work out his own problems; 
getting psychological counseling would be a 
last resort. 

27. Had I received treatment in a mental hospital, I 
would not feel that it ought to be "covered up." 

28. If I though I needed psychiatric help, I would 
get it no matter who knew about it. 

29. It is difficult to talk about personal affairs 
with highly educated people such as doctors, 
teachers, and clergymen. 
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Instructions 

Below are a number of statements related to mental 
health issues and mental health services for children. Read 
each statement carefully and indicate your answer (1) agree 
(2) slightly agree (3) neither agree nor disagree 
(4) slightly disagree (5) disagree. There are no "right" or 
"wrong" answers. Choose answers which indicate your honest 
opinions, feelings and beliefs. Please write the number on 
the space provided before each statement corresponding to 
your level of agreement (e.g., if you agree with a statement 
write "1" on the space before that statement). There is no 
time limit to complete this inventory. You may begin now. 

1 2 3 4 5 

Agree Slightly Agree Neither Agree Slightly Disagree 

Nor Disagree Disagree 

_1. If my friend's child develops psychological 
problems I will recommend professional 
psychological help for the child. 

_2. Children do not need psychological help as much as 
adults do. 

_3. If my child needs help for emotional problems, I 
would consult my friends or relatives who have a 
lot of experience raising children. 

_4. I will deal with my child's emotional problems by 
getting more involved with him/her than taking them 
to see a psychologist. 

_5. I will feel uncomfortable disclosing personal 
information about my child/children to the 
psychologist. 

_6. I believe that child/children with serious 
emotional problems can best be handled at home with 
lots of love and caring by parents and members of 
the family. 

7. I strongly agree with parents who are willing to 
work out the problems themselves without seeking 
professional psychological help. 
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8. I feel that only weak persons like to discuss their 
child/children's personal problems with outsiders, 
i.e., psychologists. 

9. I think I am a very strong person and can deal with 
almost every problem related to any child/children 
myself. 

10. If I worry a lot about my child/children's 
emotional problem I will take him/her to see a 
psychologist. 

11. I will try to use help from family and friends whom 
I trust before going to the mental health center or 
the mental hospital. 

12. I do not think that a psychologist can work out 
child/children's problems. 

13. I will not bring my child/children for therapy, if 
the therapist comes from a different cultural 
background than mine. 

14. The therapist with a different ethnic background 
may not know about parent-child relationships in my 
culture. 

15. I will not bring my child/children to a culturally 
different therapist for he/she may not understand 
values and beliefs of my culture. 

16. I will not mind bringing my child/children for help 
if the therapist/psychologist is of my cultural 
background. 
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Instructions: 

The following questionnaire pertains to you and your family. 
For each item, please indicate your answer by shading "A" or 
•B" or iipti or or "E" or "F" as appropriate on the 
"ANSWER SHEET". If your answer is "F" DO NOT MARK ANY. 

1. Sex: "A": Male "B" Female 

2. Age at last birthday: 
following). 

A: 20 to 25 years 
C: 31 to 35 years 
E: 41 to 45 years 

(Please check one of the 

B: 26 to 30 years 
D: 36 to 40 years 
F: 45 years and over 

Your birth place: U.S.A. or foreign country. 

A: U.S.A. born B: Foreign born 

If foreign born, check the duration of stay in U.S.A. 

A: 1 to 4 years 
C: 7 to 8 years 
E: Over 10 years 

B: 5 to 6 years 
D: 9 to 10 years 

5. Which of the following describes your employment? 

A: Personal Business B: Housewife/student 
C: General employee 
D: Professional 

(Teacher, lawyer, doctor, or other technical) 

6. Which of the following describes your spouse's 
employment? 

A: Personal Business B: Housewife/student 
C: General employee 
D: Professional 

(Teacher, lawyer, doctor, or other technical) 

7. Category in which your family's gross income falls. 

A: Less than $5000 
C: $11,000 to $15,000 
E: $21,000 to $25,000 

B: $6000 to $10,000 
D: $16,000 to $20,000 
F: Over $26,000 
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8. Education: Please indicate the education level you 
have completed. 

A: Elementary B: High School 
G: College D: Beyond College 

9. How many children do you have? If your answer is "F" DO 
NOT MARK ANY. 

A: One B: Two 
C: Three D: Four 
E: Five F: Over Five 

10. Please check the category in which the children's ages 
fall. 

A: 5 to 6 years B: 7 to 8 years 
C: 9 to 10 years D: 11, 12, or 13 years 
E: 14, 15, or 16 years F: 17 and above years 

11. Please check the GRADE in which your children are at 
SCHOOL. 

A: Grade 1, 2, 3 B: Grade 4, 5, 6 
C: Grade 7, 8, 9 D: Grade 10, 11, 12 
E: College 

12. Does your child/children have any of the following 
problems? Check the appropriate categories. 

A: Medical B: Emotional 
C: Academic D: Discipline 
E: NONE 

13. Is your family under stress related to children? 

A: All the time B: Most of the time 
C: Sometime D: Never 

14. Was your child/children ever referred for counseling or 
therapy? 

A: YES B: NO 

15. If yes to question # 14, who referred you? 

A: Self B: Friend or Relative 
C: Priest D: Doctor 
E: Social Worker or Mental health professional 



93 

16. Did your child/children attend counseling or therapy? 

A: YES B: NO 

17. If yes to question # 16, what was the duration of 
counseling or therapy? If answer is "F" DO NOT MARK ON 
THE ANSWER SHEET. 

A: One session B: 2 sessions 
C: 3 to 5 sessions 

18. In your opinion, which of the following describes your 
family? 

A: Very religious B: Moderately religious 
C: Not religious 

19. Which of the following describes your religion? 

A: Christian B: Nature Worship 
C: Moslem D: Eastern Religion 
D: Buddhism 

20. Which of the following describes your reading ability of 
English? 

A: Well B: Very well 
C: With difficulty D: Not at all 

21. Which of the following describes your ability to 
understand English? 

A: Well B: Very well 
C: With difficulty D; Not at all 
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Informed Consent 

The purpose of this study is to explore parents' views, 
opinions and attitudes towards utilizing counseling or 
therapeutic services for children. Your participation will 
include filling some questionnaires which will take about an 
hour to complete. There are no risks involved in these 
procedures. Your participation is voluntary and you may 
give any personal information such as name, first or last, 
address, telephone number, only general information such as 
your age, sex, education, etc. will be required. All 
information obtained will remain strictly confidential. If 
you have any questions now or any time during the study, 
please feel free to ask. 

I hereby give consent to Ekta Ahluwalia to perform the 
above mentioned procedures. I have received a clear 
explanation and understand the nature of the task. I 
also understand the risk and benefits involved and my 
right to ask questions anytime I may wish or withdraw 
from the study at anytime. With my understanding of 
these procedures and satisfactory answers to the 
questions I have asked, I voluntarily consent to 
participate in this study. 

Signature Date 
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Table 1 

Means and Standard Deviations of Variables of all Cultural 

Groups1 

Variables2 Mean Standard 
Deviation 

CMI 134.52 25.85 

OMI 146.24 20.38 

RGSSS 2.83 .54 

HELP 65.62 12.43 

PPHSI 54.12 13.37 

EDU 2.88 .93 

INCOME 4.59 1.43 

1N = 200 

2CMI = Cultural Mistrust Inventor 

OMI = Opinions about Mental Illness Scale 

RGSSS = Reid-Gundlach Social Service Satisfaction Scale 

HELP = Attitudes Toward Seeking Professional 

Psychological 

PPHSI = Parents' Psychological Help-Seeking Inventory 

EDU = Parental Education Level 

INCOME = Parental Income Level 
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Table 2 

Means and Standard Deviations of all Measures for all 

Groups1 

Variables2 Black Hispanic Native Asian 
American 

CMI 142, .00 128, .15 143, .30 125, .13 

(24, .44) (22, .56) (30, . 62) (21, .82) 

OMI 146, .90 145, .58 161, .15 135, .00 

(19, .77 (18, .70) (15, .42) (18, .81) 

RGSSS 2, .94 2, .58 2, .90 2 . .86 

(• .61) (• .62) (• .49) (• .34) 

HELP 65, .08 61. .85 66. .51 68, .76 

(15, .61) (10. .40) (11. ,54) ( 9, .79) 

PPHSI 51. .72 49. .00 57. ,03 59. .00 

(13. .49) (12. ,96) (14. ,73) (10. ,33) 

EDU 2. ,63 2. ,41 2. ,72 3. . 66 

(• ,92) (. ,93) (• 68) (• ,55) 

INCOME 4. ,68 4. ,76 4. 60 4. ,33 

( 1. , 37) ( 1. .41) ( 1. 25) (1. ,62) 

1N = 200 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

Standard deviations are given in parentheses. 
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Table 3 

Means and Standard Deviations of Variables of Black Group1 

Variables2 Male Female 

CMI 143.90 140.10 

(29.18) (18.87) 

OMI 149.00 144.80 

(19.62) (20.04) 

RGSSS 3.00 2.87 

(.72) (.49) 

HELP 66.42 63.73 

(16.26) (15.08) 

PPHSI 53.57 49.87 

(14.50) (12.36) 

EDU 2.73 2.53 

(.94) (.90) 

INCOME 4.68 4.68 

(1.39) (1.39) 

1N = 60 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

Standard deviations are given in parentheses. 
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Table 4 

Means and Standard Deviations of Variables of Hispanic 
Group1 

Variables2 Male Female 

CMI 131.57 124.74 

(21.90) (23.17) 

OMI 144.48 146.70 

(19.97) (17.73) 

RGSSS 2.63 2.53 

(.66) (.59) 

HELP 63.26 60.44 

(10.99) (9.80) 

PPHSI 45.96 52.04 

(13.21) (12.24) 

EDU 2.44 2.39 

(.99) (.89) 

INCOME 4.76 4.76 

(1.43) (1.43) 

1N = 46 

2 
See the footnote beneath Table 1 for the complete name of 

these inventories. 

Standard deviations are given in parentheses. 
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Table 5 

Means and Standard Deviations of Variables of Native 

American Grouo1 

Variables2 Male Female 

CMI 144.70 141.90 

(31.44) (30.52) 

OMI 159.55 162.75 

(15.91) (15.17) 

RGSSS 2.92 2.88 

(.43) (.56) 

HELP 67.75 65.28 

(10.95) (12.25) 

PPHSI 59.40 54.65 

(12.86) (16.38) 

EDU 2.65 2.80 

(.67) (.70) 

INCOME 4.60 4.60 

(1.26) (1.26) 

1N = 40 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

Standard deviations are given in parentheses. 
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Table 6 

Means and Standard Deviations of Variables of Asian Group1 

Variables2 Male Female 

CMI 123.78 126.48 

(20.86) (23.07) 

OMI 135.59 134.41 

(19.69) (18.25) 

RGSSS 2.87 2.86 

(.37) (.31) 

HELP 68.70 68.82 

(10.26) (9.49) 

PPHSI 58.67 59.33 

(12.03) (8.51) 

EDU 3.85 3.48 

(.36) (.64) 

INCOME 4.33 4.33 

(1.64) (1.64) 

1N = 54 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

Standard deviations are given in parentheses. 
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Table 7 

Correlations Among all Variables of all Cultural Groups1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

CMI -.07 .63** .38** .32** -.18* 

0 I—
1 
• 

1 

OMI -.21** -.22** -.14* .00** .43** 

RGSSS .52** .50** -.12 1.11 

HELP .75** -.09 -.09 

PPHSI .03 -.16* 

EDU . 10 

1M = 200 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 **e < .01 
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Table 8 

Correlations Among all Variables of Black Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

CMI -.22 .67** .46** .43** -.20* 1 
•
 O
 

OMI -.30* -.08 -.04 . 34** .57** 

RGSSS .49** .46** -.42** -.23 

HELP . 85** -.43** . 03 

PPHSI -.30* .01 

EDU .32* 

1N = 60 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 **E < .01 
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Table 9 

Correlations Among all Variables of Hispanic Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

CMI -.48** .69** .53** .27 -.29* 

CO
 

0
 •
 

1 

OMI -.52** -.61** -.32* -.05 .48** 

RGSSS .68** .47** -.14 -.21 

HELP .63** -.07 -.15 

PPHSI .15 -.16 

EDU .12 

1N = 46 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 **E < .01 
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Table 10 

Correlations Among all Variables of Native American Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

CMI -.16 .79** .30 .41** .36* .14 

OMI .19 
in 
o
 • .04 .39* .58** 

RGSSS .38* .63** .14 . 04 

HELP .64** 

in 
o
 • .04 

PPHSI o
 

C
M
 • -.12 

EDU .22 

1N = 40 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 **E < .01 
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Table 11 

Correlations Among all Variables of Asian Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

CMI -.30 .40** .42** .32* -.26 -.39** 

OMI 1 
•
 to
 

-.32* -.27* .15 .26 

RGSSS .53** .49** 

0
 • 

1 .16 

HELP .84** -.13 -.23 

PPHSI -.14 -.32* 

EDU .09 

1N = 54 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 **e < .01 
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Table 12 

Correlations Among all Variables of Black Male and Female 

Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

Black Males 

CMI -.15 .80** .51** .45* -.27 -.08 

OMI -.30 .05 -.03 .26 .53** 

RGSSS .54** .48** -.55** -.20 

HELP .85** -.51** .04 

PPHSI -.37* .04 

EDU .28 

Black Females 

CMI -.37* .35 .39* .40* -.13 -.15 

OMI -.35 .14 -.09 .41* . 62** 

RGSSS .41* .42* -.29 -.29 

HELP .84** -.37* .01 

PPHSI -.26 -.03 

EDU .36* 

1N = 30 

2 See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 **E < .01 
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Table 13 

Correlations Among all Variables of Hispanic Male and Female 

Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

Hispanic Males 

CMI -.31 .60** .38 .10 -.06 -.15 

OMI -.47* -.56** -.19 -.16 .39 

RGSSS .69** .52* .15 -.05 

HELP .63** .17 -.05 

PPHSI 1 
•
 o -.12 

EDU .21 

Hispanic Females 

CMI -.65** .77** .68** .54** -.55** -.30 

OMI -.57** -.67** -.53** .10 .59** 

RGSSS .65** .50* -.50* -.40 

HELP .76** -.39 -.27 

PPHSI -.31 -.23 

EDU .02 

1N = 23 

2See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 **E < .01 
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Table 14 

Correlations Amona all Variables of Native American Male and 

Female Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

Native American Males 

CMI .15 .70** .23 .29 .38 .22 

OMI .06 .22 .07 .52* .58** 

RGSSS .45* .66** .00 . 05 

HELP .72** .27 .15 

PPHSI .17 -.16 

EDU . 32 

Native American Females 

CMI .18 .88** .36 .52* .36 .07 

OMI .32 -.08 .05 .25 .59* 

RGSSS .34 .62 .25** . 03 

HELP .58** -.11 -.06 

PPHSI .26 -.09 

EDU .11 

1N = 20 

2 
See the footnote beneath Table 1 for the complete name of 

these inventories. 

< -05 * * E < .01 
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Table 15 

Correlations Among all Variables of Asian Male and Female 

Group1 

Variables2 OMI RGSSS HELP PPHSI EDU INCOME 

Asian Males 

CMI -.32 .44* .48* .40* -.06 -.39* 

OMI 

00
 

C
M
 • 

1 C
O
 

C
M
 • 

1 -.30 -.03 .33 

RGSSS .51** .48* -.21 .25 

HELP .91** -.19 -.26 

PPHSI .12 -.29 

EDU .01 

Asian Females 

CMI -.28 .38 .37 .24 -.36 -.39* 

OMI -.19 -.35 -.24 .27 .18 

RGSSS .54** .52** -.00 .05 

HELP .74** -.12 -.19 

PPHSI -.17 -.37 

EDU .15 

1N = 27 

See the footnote beneath Table 1 for the complete name of 
these inventories. 

*E < .05 <*P < .01 
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Table 16 

Multiple Regression Analyses Results for all Groups on all 

Outcome Measures1 

Predictors* £2 Standardized t B < t 
Beta 

Reid-Gundlach Social Service Satisfaction Scale (RGSSS) 

CMI .40 .62 11.52 .0001 

OMI .43 -.17 -3.13 .0020 

Parents' Psychological Help-Seeking Inventory (PPHSI) 

CMI .10 .62 11.52 .0001 

RACE .13 .16 2.27 .0244 

INCOME .14 -.12 -1.74 .0838 

Turner 
Professional 

Attitudes Toward Seeking 
Psychological Help Scale (HELP) 

CMI .15 .41 5.88 .0001 

OMI .18 -.14 •1.94 .0542 

RACE . 19 .11 1.45 .1485 

1N = 200 

*See the footnote beneath Table 1 for the complete name of 
these inventories. 
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Table 17 

Multiple Regression Analyses Results for the Black Group on 

all Outcome Measures1 

Predictors* r2 Standardized t E < t 
Beta 

Reid-Gundlach Social Service Satisfaction Scale (RGSSS) 

CMI .44 .61 6.54 .0001 

OMI .53 -.30 -3.23 .0021 

Parents' Psychological Help-Seeking Inventory (PPHSI) 

CMI .19 .39 3.30 .0017 

RACE .24 -.22 -1.88 .0663 

Turner Attitudes Toward Seeking 
Professional Psychological Help Scale (HELP) 

CMI .21 .40 3.68 .0005 

OMI .33 -.41 -3.62 .0006 

RACE .38 .20 1.77 .0832 

1N = 60 

*See the footnote beneath Table 1 for the complete name of 
these inventories. 
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Table 18 

Multiple Regression Analyses Results for the Hispanic Group 

on all Outcome Measures1 

Predictors* r2 Standardized t E < t 
Beta 

Reid-Gundlach Social Service Satisfaction Scale (RGSSS) 

CMI .47 .57 4.73 .0001 

OMI .51 -.24 -2.01 .0510 

Parents' Psychological Help-Seeking Inventory (PPHSI) 

CMI .10 -.33 -2.39 .0213 

RACE .17 .26 1.85 .0718 

Turner Attitudes Toward Seeking 
Professional Psychological Help Scale (HELP) 

CMI .45 .31 2.42 .0197 

OMI .37 -.46 -3.59 .0008 

1N = 46 

*See the footnote beneath Table 1 for the complete name of 
these inventories. 
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Table 19 

Multiple Regression Analyses Results for the Native American 

Group on all Outcome Measures1 

Predictors* r2 Standardized t E < t 
Beta 

Reid-Gundlach Social Service Satisfaction Scale (RGSSS) 

CMI .62 .85 8.11 .0001 

OMI .65 -.17 -1.61 .1170 

Parents' Psychological Help-Seeking Inventory (PPHSI) 

CMI .17 .41 2.80 .0080 

Turner Attitudes Toward Seeking 
Professional Psychological Help Scale (HELP) 

CMI .09 .30 1.93 .0608 

1N = 40 

*See the footnote beneath Table 1 for the complete name of 
these inventories. 
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Table 20 

Multiple Regression Analyses Results for the Asian Group 

on all Outcome Measures1 

Predictors* e2 Standardized t E < £ 
Beta 

Reid-Gundlach Social Service Satisfaction Scale (RGSSS) 

CMI .16 .50 3.85 .0003 

INCOME .28 .40 3.12 .0030 

OMI .31 -.19 -1.52 .1357 

Parents' Psychological Help-Seeking Inventory (PPHSI) 

CMI .10 .23 1.66 .1027 

INCOME .15 -.22 -1.60 .1162 

Turner Attitudes Toward Seeking 
Professional Psychological Help Scale (HELP) 

CMI .18 .36 2.79 .0074 

OMI .22 -.21 -1.58 .1194 

tN = 54 

*See the footnote beneath Table 1 for the complete name of 
these inventories. 
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