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Research findings indicate that Hispanics underr^utilize 

psychotherapy, or mental health services in general, in spite 

of a probable higher need for such services and in spite of 

their holding a favorable attitude toward psychotherapy. 

Moreover, the research suggests a number of variables relevant 

to the study of psychotherapy with Hispanics. Among these 

variables are self-disclosure, acculturation, and language. 

The present study proposed to investigate the effects of level 

of acculturation and of language of the therapy interview 

on self-disclosure by Mexican-American women. It was predicted 

that self-disclosure would be affected by both level of accul-

turation and by the language of the initial therapy interview. 

Two 10-minute audiotapes consisting of segments from two 

interviews, one in English, the other in Spanish, were created. 

The interview participants were (a) a professional male 

therapist randomly selected from among the Mexican-American 

bilingual staff of a community mental health center and (b) a 

bilingual Mexican-American woman who agreed to play the role 

of a client seeking mental health services and who had no 

prior experience with therapy. The therapist was instructed 

to conduct the interviews in a manner typical of an intake 



interview. The language of the first interview was deter-

mined randomly. There was a 10-day interval between the two 

interviews. Criteria for selection of segments for the 

stimulus tapes included similarity of content and equivalence 

of levels of self-disclosure on the part of the client. 

The experimental subjects were 64 Mexican-American adult 

women, naive to therapy, who were recruited to participate in 

the research through community service agencies. Generational 

status was used as an index of level of acculturation. First-

generation (born in Mexico) subejcts were considered to be 

less acculturated; third-generation (born in United States, 

with one or both parents also born in United States) subjects 

were considered to be more acculturated. Baseline levels of 

self-disclosure were assessed using the Jourard Self-Disclosure 

Questionnaire (40-item) with instructions to report current 

levels of disclosure to a significant other. Subjects were 

then randomly assigned to listen to one of the two stimulus 

audiotapes, after which they were asked to use the Self-

Disclosure Questionnaire to report the level of their willing-

ness to disclose to a therapist like the one on the tape, 

if they were to have a serious problem and were referred to 

the Community Mental Health Clinic. Four groups of subjects 

were thus generated, differentiated by two factors, namely 

level of acculturation (generational status) and language of 

the audiotape. 



An analysis of covariance (with level of willingness to 

disclose to a therapist, as criterion, level of self-disclosure 

to a significant other as covariate) yielded a significant 

interaction effect and a significant main effect (generational 

status). Comparisons among the cell means showed that the mean 

score of the first-generation (low acculturated) group who 

heard the tape in English was significantly lower than the 

scores of the other three groups, which in turn did not differ 

significantly among themselves. 

The principal implication of this finding is that for 

the first-generation Mexican-American woman, that is, a woman 

who has not acculturated to the mainstream society, the 

language in which therapy is conducted constitutes a signif-

icant factor in predicting whether she is likely to self-

disclose and thereby benefit from the therapy. The findings 

of this study suggest that less acculturated Mexican-American 

women would be more likely to utilize mental health services 

if they are available in Spanish. 
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SELF-DISCLOSURE BY MEXICAN"AMERICAN WOMEN: THE EFFECTS OF 

ACCULTURATION AND LANGUAGE OF THERAPY 

According to a recent census report, persons of 

Hispanic origin constitute about 5.3% of the overall popu-

lation in the United States; in the southwestern states of 

Arizona, California, Colorado, New Mexico, and Texas, 

Hispanics constitute approximately 16.4% of the population 

(United States Bureau of the Census, 1977). Moreover, the 

growth pattern of Hispanics indicates that they will consti-

tute an increasingly larger percentage of the total popula-

tion over the years (Macias, 1977) . 

It is relevant to ask how psychology in the United 

States, both as a profession and as a science, has addressed 

itself to this sizeable proportion of the population. For 

the purposes of this study, this question is limited to the 

general area of psychotherapy. Specifically the questions to 

be addressed are 

Have the psychotherapeutic skills of psychologists 

been available to and used by the Hispanic population? 

What is the status of research on psychotherapy with 

Hispanics? 

Given the fact that the Hispanic family's median income 

of $9,551 is well below that of the total population at 

$13,719 (United States Bureau of Census, 1977), the utiliza-

tion rates of publicly funded mental health service delivery 
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systems are relevant data from which to judge whether psycho-

logy is adequately serving this population. In fact, a 

number of studies (Dondero, 1973; Jaco, 1959; Karno, 1966; 

Sommer, 1974; Yamamoto, James, & Palley, 1968) have indicated 

that Hispanics under-utilize such services in spite of the 

fact that a case can be made that they may need these ser-

vices more than the general population (Karno & Edgerton, 

1969; Keefe, 1978; Malzberg, 1956, 1965; Torrey, 1969; 

Wignall & Koppin, 1967). 

Two types of explanations have ben advanced to account 

for under-utilization. On the one hand, it has been held that 

under-utilization can be attributed to the Hispanic population's 

reliance on: extended family systems (Jaco, 1957; 1960; 

Madsen, 1969); curanderos or folk healers (Creson, McKinley, 

& Evans, 1969; Kiev, 1968; Madsen, 1964; Torrey, 1972); 

ethnic community workers (Grebler, Moore & Guzman, 1970; 

Moll, Rueda, Reza, Herrerra, & Vcisquez, 1976; Torrey, 1972); 

and family doctors (Karno & Edgerton, 1969). On the other 

hand it has been held that Kispanics have necrative attitudes 

toward or are ignorant of the services of mental health 

centers because of their geographic inaccessibility and because 

of language or class barriers (Padilla, Ruiz, & Alverez, 

1975; Torrey, 1972). In fact, a reexamination of the 

utilization data from 1951 to 1976 led Lopez (1979) to chal-

lenge the unequivocal assertion that Mexican Americans under-

utilize mental helath services. He found variability in 

the utilization rates, which he interpreted as arguing 



against "the assumption that the social and cultural influ-

ences on utilization are consistent and stable" (p. S). 

As an alternative, L6pez suggested that utilization is best 

seen as a function of the heterogeneity among mental health 

facilities. 

A community survey conducted in Southern California 

(Keefe, 1978, 1979; Keefe, Padilla, & Carlos, 1978a, 1978b; 

Padilla, Carlos, & Keefe, 1976) systematically tested these 

various explanations. Comparisons were made across four 

groups of respondents, namely (1) Anglo Americans, (2) first-, 

(3) second-, and (4) third-generation Mexican Americans. It 

was found that both Anglo and Mexican Americans preferred to 

use alternative resources such as family, friends, and 

physicians before seeking professional mental health services. 

Moreover, the hypothesized preference by Mexican Americans 

for curanderos was not supported. Both ethnic groups were 

knowledgeable of and held favorable attitudes toward local 

mental health centers. In fact, a greater percentage of 

Mexican Americans as compared with Anglos expressed willingness 

to use mental health clinic services, with the percentage 

being the largest in the first-generation Mexican-American 

group, and decreasing respectively in the second and third-

generation Mexican Americans, and Anglo Americans. 

The survey also compared two groups of Mexican Americans, 

namely those with and those without mental health clinic 

contact. Respondents were considered to have had clinic 

contact if they or any member of their household had been in 



contact with or used a mental health clinic. It was found 

that five subject variables were correlated with clinic con-

tact: (a) unmarried status; (b) being from a female-headed 

household; (c) ability to speak English; (d) willingness 

to seek emotional support from a friend or (e) from a private 

therapist. The first two variables are true of the general 

population of clinic users (Tischler, Henisz, Myers, & Boswell, 

1975), and the fifth variable already denotes recourse to a 

mental health professional, the remaining two variables, 

ability to speak English and willingness to seek emotional 

support from a friend, will be discussed following presenta-

tion of other studies. 

Miranda and Castro (1977) also addressed the issue of 

underutilization of mental health services by Mexican Americans, 

They investigated whether dropping out of therapy could be 

accounted for by the client's level of acculturation, which 

they defined as "psychological and behavioral identification 

with the dominant culture" (p. 251). Their subjects were a 

sample of female Mexican-American former mental health clinic 

clients divided into two groups, namely discontinuous (less 

than two therapy visits), and continuous (more than five 

therapy visits). All clients had had bilingual bicultural 

therapists. Data on level of acculturation were collected 

using procedures developed by Graves (1967) which measured 

acculturation psychologically (i.e., scales on adherence to 

Anglo group norms, locus of control, and future time perspec-

tive) and behaviorally (i.e., education, voluntary association 



with the dominant culture, and occupation). They found that 

discontinuous clients were more likely to have been born in 

Mexico, were in less agreement with dominant (Anglo) group 

norms, scored higher on external control scales, and were 

less associated with the dominant community and its symbols. 

These findings were interpreted as supporting the authors' 

conclusion that dropping out of therapy was more likely to 

be accounted for by differential cultural expectations than 

by socioeconomic status. 

The Keefe, Padilla, and Carlos study and the Miranda 

and Castro study present an interesting paradox, namely, a 

greater percentage of first-generation Mexican Americans 

express willingness to use mental health clinics, but they 

are likely to have a higher drop-out rate than the more 

acculturated second- or third-generation Mexican American. 

One approach to unravelling this paradox is to investigate the 

impact of the experience of therapy on the Hispanic client, 

which brings up the question posed earlier. What is the 

status of research on psychotherapy with Hispanics, and more 

specifically can this research shed light on the under— 

utilization of therapy by Hispanics? 

Currently there are only 14 published experimental 

studies in the general area of psychotherapy or behavior 

modification with Hispanics. A recent review of these 

studies (Cortese, 1979) generated two general conclusions: 

intervention methodologies that de—emphasize self—disclosure 



or client interaction seemed more effective with Hispanics 

(Acosta & Sheehan, 1976a, 1976b; Bergland & Lundquist, 1975; 

Naun, 1971), and the desirability of matching client and 

therapist by ethnic group membership was not supported 

(Acosta & Sheehan, 1976a, 1976b; Furlong, Atkinson, & Casas, 

1969; Herrera, 1977; Santa Cruz & Hepworth, 1975). The 

conclusion on self-disclosure or client interaction will be 

discussed first. 

The first two studies to be considered (Bergland & 

Lundquist, 1975; Naun, 1971) were conducted in school 

settings with adolescent boys. Bergland and Lundquist 

assigned Mexican-American ninth-grade boys to one of three 

treatment conditions: a Vocational Exploration group with 

facilitation of interaction (i.e., sharing of thoughts and 

feelings); a Vocational Exploration group with interaction 

eliminated (i.e., the boys wrote rather than discussed their 

responses); and a Wait Control group in which members were 

told they would have to wait until later in the semester 

to take part in a group. The dependent variable was the 

set of responses to four questions on topics covered in the 

group experience taken from a questionnaire developed by the 

authors. Treatment subjects were also administered a second 

questionnaire which included items on "the perceived usefulness 

of the group, the amount learned and also whether any 

individual would recommend the experience to other students" 

(p. 293) . Although there were no significant differences 



among the groups, the authors noted a trend, using both the 

dependent variable and responses to questions on attitude 

toward the group experience, which was interpreted as 

indicating that the sharing of thoughts and feelings was 

aversive to the Mexican-American boys in the study. 

The participants in the Naun study were ninth- and tenth-

grade Puerto Ricans who had been rated by their teachers as 

having a negative attitude toward school, lacking in effort, 

and/or being disruptive in class. Students were assigned to 

one of three conditions: an Interventionist (Glasser-type) 

group experience which met weekly for 13 sessions during a 

school semester; a Rogerian group (14 sessions); and a Control 

group which received no group experience beyond that ordin-

arily available. A significant difference among the groups 

was found on one of the dependent variables, namely referral 

to the Dean's Discipline List. None of the participants in 

the Interventionist group was referred for disciplinary 

problems, while 50% of the Control group and 64% of the 

Rogerian group members were referred. If one assumed that a 

Rogerian orientation relies more on self-disclosure than the 

Glasser-type intervention, then one could conclude that 

self-disclosure was less effective with the Puerto Rican 

students. 

In both of these studies it is difficult to support 

the position that problems with the interactive intervention 

approaches can be attributed to the ethnicity of the parti-

cipants. It is equally plausible to attribute the lesser 
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impact to the fact that the participants were adolescent 

males. Furthermore, Strassberg, Roback, D'Antonio, and Gabel 

(1977) have pointed out that with delinquents self-disclosure 

is not related to psychotherapy outcome; hence, the differ-

ential effectiveness of the treatment methods in the Naun 

study can also be attributed to the type of behavioral 

problems the subjects were having rather than to their ethnic 

group status. 

The next two studies were therapy analogs conducted with 

junior college students. In the Acosta and Sheehan study 

Anglo- and Mexican-American students were randomly assigned 

to listen to one of four versions of a 10-minute enacted 

segment of an audiotaped first interview between a male 

therapist and a male client. The tapes differed only in the 

introduction given to the therapist (indicating level of 

expertise) and the slight Spanish accent of the therapist's 

voice and his name (indicating ethnic group membership). 

After listening to the tape the students were asked to indi-

cate on a 20-item sentence completion questionnaire the 

degree to which they would be willing to talk about each item 

with a therapist they had just heard (Acosta & Sheehan, 

1976b). Although both groups scored high in willingness to 

self-disclose, a significant main effect was found, with the 

Anglo-American students having higher self-disclosure scores 

than the Mexican Americans. The differences in willingness 

to self-disclose between the two groups were not affected 

by either of the therapist conditions. The experimental 



design allowed the authors to control for students' sex, 

socioeconomic status, and level of self-esteem as possible 

explanations for the obtained difference. 

The Acosta and Sheehan study (1976) also addressed the 

second general conclusion noted earlier, namely, that research 

did not support the position that matching client and thera-

pist by ethnic group membership was to be preferred. They 

addressed this issue by collecting data on participants' 

attitude toward the therapist (i.e., their perception of 

therapist trustworthiness, competence, and understanding) and 

toward the utility of therapy. They found that the Mexican 

Americans had a significantly less favorable attitude toward 

the Mexican-American professional as compared with the three 

other therapist conditions. However, the Mexican Americans 

had a significantly more favorable attitude toward the 

usefulness of therapy than did the Anglo Americans. 

Furlong, Atkinson, and Casas (1979) also conducted an 

analog study using junior college students in which the 

variables of counselor ethnic group membership (Anglo and/or 

Chicano) and attitude toward cultural assimilation or plural-

ism were manipulated on four otherwise identical 7.5-minute 

audiotapes of a simulated counseling session with a Chicano 

student. A third independent variable was generated by 

asking the subjects to rate attitudinal similarity between 

themselves and the counselor. The dependent variable was 

an evaluation by the subjects of the counselor's performance. 

A highly significant main effect was found for similarity of 



10 

attitude; namely, counselors were rated more highly by 

students who perceived them as having the same attitude as 

themselves. Interestingly, the lack of a main effect for 

counselor attitude was seen as evidence for heterogeneity of 

attitudes toward the assimulation-pluralism issue within the 

Chicano community. Finally results approaching significance 

suggested that the Anglo counselor was seen as more trust-

worthy than the Chicano counselor. 

The four preceding studies (Acosta & Sheehan; Bergland 

& Lundquist; Furlong et al.; Naun) are similar in that they 

drew their subjects from school populations. Since the 

school is a recognized Anglo-American acculturative agent, it 

is risky to generalize the findings of these studies to the 

general population of Hispanics where there is a much greater 

range of level of acculturation. 

The Herrera (1977) study was a partial replication and 

an extension of the Acosta and Sheehan study. Herrera used 

four enacted color videotapes of a segment from an initial 

interview between a male therapist and a male patient. The 

tapes differed by the introduction given to the therapist, 

which generated two of the independent variables, namely 

therapist's ethnic group membership and professional status. 

The tapes also differed in language orientation of the 

therapist. When the patient briefly switched from English 

to Spanish early in the interview, under one condition the 

therapist switched the rest of the interview to Spanish. 

Under the second condition, the therapist maintained the use 
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of English throughout the interview. The subjects were bi-

lingual Mexican Americans who were scheduled for intake inter-

views at a mental health center that served a catchment area 

with a large Mexican-American population. Subjects were 

both male and female, with a median age of 29.9 years, and 

from lower middle and lower class socioeconomic status. Two 

dependent variables were used. One assessed the subjects' 

attitude toward and attraction for the therapist; the 

second was the sentence completion self-disclosure question-

naire used in the Acosta and Sheehan study. The results 

showed a significant interaction effect for therapist ethnic 

group membership and language orientation on the attitude 

and attraction measure. Specifically, the subjects showed 

higher levels of preference for the Anglo Spanish-speaking 

therapist and for the English-only-speaking Mexican-American 

therapist. Herrera speculated that the Spanish-speaking 

Anglo was preferred because he was perceived as having a 

high level of concern for the Mexican-American community. 

The finding on the English-speaking Mexican American was 

explained in terms of Fielder's (1951) model of assumed 

similarity. Although all subjects were bilingual, they 

reported a high level of English usage and, moreover, did 

not feel it was crucial for their therapist to have Spanish-

speaking ability. Hence, the subjects probably perceived 

the English-speaking therapist as similar to themselves. 

Herrera also pointed out that his enacted segments did not 

adhere to the rules of language switching used by bilinquals 
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(Fishman, 1972). Hence the switch to Spanish only by the 

Mexican American may have been perceived as inappropriate. 

Finally, the experimental design controlled for the influence 

of subjects' sex, age, education, and level of acculturation, 

none of which significantly altered the results. It was noted 

that the more acculturated subjects tended to have lower 

scores on the attitude and attraction measure, a finding 

congruent with the Keefe et al. study. 

The three previous studies (Acosta & Sheehan; Furlong 

et al.; Herrera) are similar in use of a methodology that 

relies on creation of treatment stimuli that differ only 

in the variable of interest. Although this approach does 

maintain experimental rigor, it creates problems of general-

izability to the population which the stimuli are said to 

represent. Maher (1978) has made the point that stimuli are 

also subject to random sampling procedures if one wished to 

generalize findings to the population represented by the 

stimuli. Hence the findings of these studies cannot be 

generalized to the population of Mexican-American counselors 

or therapists. 

A study which controlled for some of the problems which 

limit generalizability of findings both in terms of clients 

and of therapists was reported by Santa Cruz and Hepworth 

(1975) who used the independent variables of client and 

therapist ethnic group membership (Anglo and Mexican American) 

and therapist experience. The subjects were agency clients. 

Selection procedures excluded clients who were severely 
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disturbed; the criteria further limited the sample to persons 

between ages 20 and 45, with ability to speak English, and of 

lower middle class socioeconomic status. Neither sex nor 

marital status were used as criteria. The therapists were 

second-year social work graduate students. The Mexican-

American therapists came from Mexican family and language 

backgrounds were self-identified as Mexican American, while 

the Anglo Americans came from Anglo or Germanic backgrounds. 

The therapists were further divided into two groups differing 

in prior work experience in helping persons in problem-

solving situations with the experienced therapists having 

worked at least 3 years. The dependent variables were "levels 

of facilitative conditions offered by the social workers 

as perceived by the clients" (p. 53), and as measured by the 

Barrett-Lennard Relationship Inventory. Data were collected 

after the initial casework interview. There was a significant 

difference on one of the scales (unconditionality) with the 

experienced therapists perceived as more unconditional than 

the inexperienced therapists. The authors concluded that a 

therapist's ability to provide a facilitative helping 

relationship is more important than ethnic similarity between 

therapist and client. 

In summary, the research on therapy with Hispanics 

cited thus far does contribute, albeit tenuously, to the 

general conclusions that interactive approaches which rely on 

self-disclosure are less effective with Hispanics and that 
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preference for therapist-client matching by ethnic group 

membership is not supported. 

One factor that is neglected in most of the studies 

cited is the impact of language on therapy. All of the 

studies cited except Herrera used English as the language in 

which therapy was conducted. All of the studies were limited 

to subjects with English-speaking ability. There are four 

studies that provide findings relevant to the issue of 

language. 

Keefe's (1978, 1979) finding that ability to speak 

English was one of the variables correlated with clinic 

contact led her to speculate that underutilization by Spanish-

speakers is probably due to their lack of awareness of clinic 

services and/or the lack of Spanish-speaking clinic personnel. 

Boulette (1976) found that of a sample of 36 Mexican-

American female volunteers for a research project on therapy, 

eight preferred to conduct therapy in English, five preferred 

a mixture of English and Spanish, and 23 preferred Spanish. 

Marcos, Alpert, Urcuyo, and Kesselman (1976) found 

that when diagnostic interviews were conducted in English 

rather than Spanish, more severely pathological ratings 

were given to patients interviewed in English. Selection 

criteria for the subjects in this study required that they 

be native Spanish-speakers who also had sufficient fluency 

in English to participate in the interviews. The authors 

concluded that "there was evidence suggesting clinically 
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relevant changes in the patient attributable to the problems 

of speaking in the second language" (p. 228). 

Acosta (1977) reports preliminary data from a study in 

which the reactions to the first session of therapy were 

compared between Spanish-speakers who had used an inter-

preter and Spanish-surnamed English-speakers. It was found 

that the Spanish-speakers with interpreters " (a) felt better 

understood than bilingual patients spoken to only in English, 

(b) saw the interview as more helpful, and (c) were just as 

willing to return for a second visit" (p. 211). 

In summary these four studies indicate that Spanish-

speakers may not be aware of service, do prefer therapy in 

Spanish, experience interviews in English as lowering their 

level of functioning, and are more satisfied with therapy 

when able to express themselves in Spanish even if it requires 

an interpreter. Moreover, these studies support the position 

that language capability of staff is a significant factor 

in explaining the utilization rates of mental health facil-

ities by Mexican Americans. 

At this point it may be useful to summarize critically 

the studies on psychotherapy with Hispanics. A number of 

factors limit the generalizability of the studies. Use 

of students as subjects does not allow generalization of 

findings to the general Hispanic, or even more specific 

Mexican-American population. Enacted stimulus situations 

portraying therapist behaviors do not allow generalization 
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to the population of Hispanic therapists. Only two of the 

studies (Herrera, 1977; Miranda & Castro, 1977) attended 

to the heterogeneity within the Hispanic population. This 

general neglect leads to a tendency to make interpretations 

that regard Hispanics as an undifferentiated group, in spite 

of the extensive discussion of the heterogeneity within the 

Hispanic culture (Martinez, 1977; Murillo, 1976; Ramirez, 

1977; Ramirez & Castaneda, 1974). These several factors 

limit the confidence with which one can accept the conclu-

sions drawn from these studies or apply them to the earlier 

stated need for explanations of underutilization of mental 

health services or psychotherapy by Hispanics. 

In order to generate findings which can discriminatively 

and confidently be applied to questions about Hispanics, 

it is necessary for future research to attend systematically 

to the heterogeneity within this group. There are a number 

of variables that can provide continua along which this 

heterogeneity can be differentiated. Several examples are 

provided in the research reviewed, namely, attitudes toward 

cultural assimilation or pluralism, generational level, 

socioeconomic status, sex, rural or urban residence, language 

ability, and level of acculturation. The point is that atten-

tion to heterogeneity has the potential to generate a data 

base relevant to the question of the impact of psychotherapy 

upon Hispanics. 
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This study proposed to attend to the heterogeneity 

within the Mexican-American population in the selection of 

independent variables. Subjects were differentiated by a 

measure of level of acculturation. A second independent 

variable was the language in which therapy was conducted. 

The dependent variable was the level of willingness to self-

disclose on the part of the subjects. 

Acculturation was chosen because it was judged to be 

central to the issue of within-group heterogeniety in Hispanics, 

However, both the conceptualization and measurement of 

acculturation have been problematic. 

Acculturation has been defined as the "process of change 

or adaptation from one culture to another" (Padilla, Olmedo, 

Lopez, & Perez, 1978, p. 9). Miranda and Castro (1977) 

emphasized the conflict involved in the aculturation process 

stating that for the Mexican American acculturation "has 

frequently meant a negation or suppression of Latino cultural 

mores in order to learn the values inherent to the Anglo-

American culture" (p. 250). These citations imply a unidirec-

tionality in the process of acculturation, in this case from 

a Mexican to an Anglicized position. 

An alternative conceptualization has been based on a 

bipolar model in which an individual can integrate varying 

degrees of both cultures (Ramirez, 1977; Ruiz, Casas, & 

Padilla, 1977). This model would, for example, fit with the 

following definition given by Vigil and Long (in press): 
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"Acculturation refers to the dynamic process that occurs 

when two different cultures come into first-hand contact 

and accompanying change transpires in one or both cultural 

groups" (p. 1). 

Attempts to measure acculturation (Graves, 1967; 

Miranda & Castro, 1977; Olmedo, Martinez, & Martinez, 1978; 

Teske & Nelson, 1973) have generally assumed the unipolar 

Mexican-to-American continuum model. Criteria against which 

these scales have been validated include independent ratings 

of judges, differentiation between Anglo and Mexican-American 

ethnic group membership or between different generational 

levels of Mexican Americans. 

Herrera and Vigil and Long both developed instruments 

that approach the bipolar model. Item content focused on 

language ability, birthplace, and ethnic identity label 

preference. Unfortunately neither study provided data on the 

reliability or validity of the instruments. 

In summary, at the present time the conceptualization 

of acculturation as applied to Mexican Americans is shifting 

from a unipolar to a bipolar focus. The instrumentation 

that has been developed reflects an early stage of concep-

tualization. An alternative approach to the measurement of 

level of acculturation is to group persons according to their 

generational status (Keefe,1978, 1979; Keefe, Padilla & 

Carlos, 1978a, 1978b; Miranda & Castro, 1977; Olmedo & 

Padilla, 1978; Padilla, Carlos, & Keefe, 1976). In general 
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this approach distinguishes persons at three levels: persons 

born in Mexico (First Generation); persons born in the United 

States with parents born in Mexico (Second Generation); and 

persons born in the United States with parents also born in 

the United States (Third Generation). 

In this study subjects were divided into two groups, 

namely the First-Generation group consisted of women born in 

Mexico; the Third-Generation group consisted of women born 

in the United States with one or both parents also born in 

the United States. 

Several studies (Acosta, 1977; Boulette 1976; Keefe, 

1978, 1979; Marcos, Alpert, Urcuyo, & Kesselman, 1976) 

reviewed earlier in this paper underscored the critical 

role of the language in which interviews were conducted, and 

the impact of language ability on the utilization of mental 

health clinic services. In the present study the language 

in which the interview was conducted constituted an independent 

variable. Specifically subjects were exposed to one of two 

stimulus situations which consisted of segments of an audio-

taped therapy interview, one conducted in English, the other 

entirely in Spanish. 

Self-disclosure was chosen as the dependent variable 

because it bears directly on one of the general findings 

derived from the review of previous research, and because 

it is related to Keefe's finding that willingness to seek 

emotional support from a friend is correlated with clinic 

contact. Self-disclosure has been defined as "a person's 
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willingness to let others know his experience" (Jourard, 

1971, p. v); "the process of communicating highly personal 

material about one's self to another individual (or indi-

viduals)" (Strassberg, Roback, D'Antonio, & Gabel, 1977, 

p. 31); and "any information about himself which Person A 

communicates verbally to Person B" (Cozby, 1973, p. 73). 

Self-disclosure has been considered "a central concept 

in most theoretical paradigms of psychopathology and psycho-

therapy" (Strassberg et al., p. 31). Allen (1973) took the 

position that self-disclosure provides "the raw material for 

much of the therapeutic process" (p. 306). Research on the 

relationship between self-disclosure and therapeutic outcome 

has been recently reviewed by Strassberg et al,, who concluded, 

With the general exception of psychotics and delin-

quents, the results of the research relating client 

self-revelation (i.e., self-disclosure and self-

exploration) to psychotherapeutic outcome seems to 

support the intuitively based hypothesis that the 

person willing and able to discuss personal mater-

ial in therapy, or the individual who can learn to 

discuss such material, will benefit more from the 

intervention than an individual who cannot or will 

not discuss such material. (p. 37) 

Work on the measurement of self-disclosure has relied 

on behavioral observation techniques (Carkhuff, 1969; 

Chaikin, Derlega, Bayma, & Shaw, 1975; Simonson, 1976; Truax 
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& Carkhuff, 1967; Wilkinson & Auld, 1975) and on self-report 

techniques. Typically, these latter scales have provided 

a number of topical statements with instructions to rate 

each item according to the level at which the subject has 

self-revealed in the past to a specified target person. Most 

of the self-report research has used this retrospective 

methodology, a measurement approach that has not been ade-

quately validated (Allen, 1973; Cozby, 1973; Jourard, 1971; 

Pederson & Higbee, 1968). When a prospective approach has 

been used, namely how much would the subject be willing to 

self-disclose to a specified person, the questionnaires have 

been shown to predict actual self-disclosing behavior 

(Jourard, 1971; Jourard & Resnick, 1970), and to correlate 

with an instrument of actual self-disclosure (Daher & 

Banikiotes, 1976) . 

In summary, this study investigated the effects of 

acculturation as measured by generational status and language 

in which the interview was conducted upon level of self-

disclosure. The null hypothesis was that there would be no 

difference in level of self-disclosure as a function of 

generational status, language of the interview, nor of the 

interaction of these two variables. The review of the 

research suggested the following hypotheses: 

1. The Third-Generation group would report a higher 

level of willingness to self-disclose than the First Generation 

group (i.e., there would be a significant main effect for the 

generational status factor). 
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2. Level of self-disclosure would significantly inter-

act with generational status and with language in which the 

interview was conducted. Specifically, (a) Third-Generation 

subjects would report higher levels of self-disclosure when 

the language of interview was English, and (b) First-Genera-

tion subjects would report higher levels of self-disclosure 

when the lanuage of the interview was Spanish. 

It was not anticipated that there would be a significant 

main effect for language of therapy. 

Method 

Subjects 

Sixty-four subjects were recruited through organizations 

and agencies that serve Mexican-American communities in a 

Southern California county. Potential subjects were invited 

to one of a series of meetings sponsored by the county's 

Mental Health Department, an agency that includes community 

education programs among its services. In order to be 

included in the study, subjects had to be females aged 18 

years or older who identified themselves ethnically as 

Mexican American (or equivalent term). Persons who had been 

or were currently clients of mental health service providers 

were excluded. 

Materials 

Two stimulus audiotapes, one in English and the other in 

Spanish, of about 10 minutes duration each were produced 

from sections taken from interviews that were considered 
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typical of an intake interview at the Adult Outpatient 

Service of the county's Mental Health Department. The same 

"client" and therapist participated in both interviews. The 

tapes were edited in order to delete potentially identifying 

information, to assure similarity of topics discussed, and 

to maintain equivalent levels of self-disclosure on the part 

of the client. 

The therapist was randomly selected from among volun-

teers who met the following criteria: male, Mexican-American, 

bilingual professional, service-delivery staff member at the 

county's Mental Health Department. The "client" was recruited 

from the population of potential subjects for the study; 

that is she was an adult Mexican-American female, naive to 

mental health services, who resided in the county. A 

further qualification was that she be fluent in both 

languages. 

Both interview participants were apprised of the nature 

of their involvement in the study and of their rights via 

the consent forms found in Appendix A and B. The therapist 

was instructed to conduct the interviews in a manner typical 

of a first interview with a client at a mental health center 

which would include exploration of the "client's" past and 

present personal history. The "client" was told that the 

interviews would be typical of the first interview with a 

client at a mental health center and would include a discus-

sion of her past and present personal history. 
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Both interviews were conducted at one of the clinics 

of the county's Mental Health Department. There was a 10-day 

interval between the two interviews. The language of the 

first interview was determined by chance (i.e., the flip 

of a coin) just prior to the session. At the second meeting 

both participants were reminded that the interview was to 

be conducted as if it were an initial contact. 

The segments to be included in the stimulus tapes were 

selected according to three criteria, namely, deletion of 

material that could potentially identify either participant, 

similarity of topics discussed, and equivalence of level of 

self-disclosure on the part of the "client." Transcripts of 

the tapes were used to identify segments that met the first 

two criteria. Level of self-disclosure was measured with 

the Scoring System for Rating Disclosure Intimacy (Chaikin, 

Derlega, Bayma, & Shaw, 1975). Two fluently bilingual 

graduate students in clinical psychology were trained in 

the use of the scale with audiotaped interview materials in 

both languages until they reached an interrater correlation 

of .70, a level chosen because it has been considered 

adequate in the development of rating scales for audiotaped 

psychotherapy interviews (Truax & Carkhuff, 196 7). Tape 

segments which met the first two criteria were rated at about 

2-minute intervals. Segments that met the three criteria 

for inclusion were then reviewed by the interview participants 

who had the option to veto use of any portion of the tapes. 
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In the event that these procedures did not produce 

sufficient material for production of the tapes, the process 

was to be repeated with other pairs of interview participants 

until one set of interviews produced sufficient material for 

production of the stimulus tapes. In the event that these 

procedures produced a surplus of usable segments, sections 

to be included in the stimulus tapes would be randomly 

selected. 

Instruments 

The instruments used in the study were the Jourard 

(1971) 40-Item Self-Disclosure Questionnaire with two sets 

of instructions (Appendix D and F), questions on the sub-

jects 1 perceptions of the audiotapes (Appendix G), and 

pertinent demographic information (Appendix E). All instru-

ments were available in both languages. Linguistic equiva-

lence of translations was obtained by using back translation 

techniques (Brislin, Lonner, Thorndike, 1973). 

Procedure 

Potential subjects were invited to a meeting sponsored 

by the county's Mental Health Department as a part of its 

community education program. The experimenter conducted 

the meetings using a standard format for the experimental 

portion of the session (see Appendix H). This format 

provided for: 

1. A brief explanation of the purpose of the meeting; 

2. An explanation of and request for subjects to 

sign a consent form (Appendix C) 
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3. Administration of the Self-Disclosure Questionnaire 

with retrospective instructions, namely, to rate self-

disclosure in the past to a trusted person (Appendix D); 

4. Administration of demographic questions (Appendix 

E) ; 

5. Random assignment to one of two groups; 

6. Assignment of the English stimulus tape to one 

group; of the Spanish stimulus tape to the other group 

(see Appendix H for transcripts of tapes); 

7. Administration of the Self-Disclosure Questionnaire 

with prospective instructions namely, to rate willingness to 

self-disclose to a therapist like the one on the tape if 

they were seeking therapy (Appendix F) and of the items on 

the subjects' perceptions of the therapist (Appendix G); 

8. Return to one large group and the end of the experi-

ment proper. 

When the two groups were reunited the experimenter 

explained to the subjects the rationale and nature of the 

experiment. This explanation led into a presentation on 

mental health, therapy, and self-disclosure, which constituted 

the educational portion of the session. 

As can be seen, subjects were assigned to one of two 

groups by the language of the stimulus tapes. The subjects 

were further subdivided according to their generational 

status. Subjects who were born in Mexico were assigned to 

to the First-Generation group. Subjects who were born in 

the United States and one or both of whose oarents were 
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also born in the United States were assigned to the Third 

Generation group. Thus, there were four groups of subjects, 

namely/ 

First-Generation, English stimulus tape (FE) 

First-Generation, Spanish stimulus tape (FS) 

Third-Generation, English stimulus tape (TE) 

Third-Generation, Spanish stimulus tape (TS) 

Results 

Subjects 

The first-generation (FG) group of subjects average 

31.42 years of age and have lived in the United States for 

an average of 13.03 years (Table 1). In terms of marital 

Table 1 

Ages and Years in the United States of Subjects 

First Generation Third Generation 

Age 
Years in 
U.S. Age 

Years in 
U.S. 

Mean 

Standard 
Deviation 

Range 

31.42 

11.76 

18-60 

13.03 

7.64 

2-34 

30.90 

6.21 

19-42 

30.90 

6.21 

19-42 

status, 53% of the subjects were married, 41% have never been 

married, and 6% are widowed, divorced, or separated (Table 2). 

In terms of residence, 23% of the subjects live in a rural 

area; 77% in an urban area (Table 3). In terms of education, 

59% of the subjects report less than 9 years of school; 41%, 
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Table 2 

Marital Status of Subjects 

Status 
First Generation 

Fre- Per-
quency centage 

Third 

Fre-
quency 

Generation 

Per-
centage 

Married 17 53 17 53 

Never Married 13 41 9 28 

Widowed, Divorced, 
or Separated 2 6 6 19 

Note, x2 performed on the 
jects. x2 = 8.66, p < .01. 

4 cells of unmarried sub-

Table 3 

Residence of Subjects 

First Generation Third Generation 

Fre-
quency 

Per-
centage 

Fre-
quency 

Pre-
centage 

Rural 7 23 11 34 

Urban 24 77 21 66 

X2 = 12.44, p < .001, 

9 years or more (Table 4). In terms of occupational status, 

none of the subjects report professional or managerial posi-

tions; 20% report clerical or sales positions; 32%, operative 

or Laborer positions; 48%, unemployed or housewife categories, 

For the head of their households, 13% are reported to be pro-

fessional or managerial; none, clerical or sales; 75%, opera-

tive or laborer; 13%, unemployed (Table 5). 
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Table 4 

Education of Subjects and of Their 
Heads of Households 

Years of School 
First Generation Third Generation 

Years of School 
Fre- Per-
quency centage 

Fre-
quency 

Per-
centage 

Subjects* 

O
 1 CO
 

19 59 0 0 

9+ 13 41 32 100 

Heads of Subjects' Households** 

O
 1 00
 

26 84 3 9 

9 + 5 16 29 91 

*X2 = 33.13, p < .001 
**X2 = 35.34, p < .001 

Table 5 

Occupation of Subjects and of 
Their Heads of Households 

Occupation 
First Generation Third Generation 

Occupation 
Fre- Per-
quency centage 

Fre-
quency 

Per-
centage 

Subjects* 

Professional/ 
Managerial 0 0 4 14 

Clerical/Sales 5 20 16 55 

Operative/Laborer 8 32 3 10 

Unemployed/Housewi fe 12 48 6 21 
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First Generation Third Generation 
Occupation 

Fre- Per- Fre- Per-
quency centage quency centage 

Heads of Subjects' Households** 

Professional/ 
Managerial 3 13 9 28 

Clerical/Sales 0 0 10 31 

Operative/Laborer 18 75 9 28 

Unemployed/Housewi fe 3 13 4 13 

Note. Chi-squares performed by collapsing data into two 
occupational categories, viz., White Collar and Blue Collar, 
with latter including Unemployed/Housewife. 

*X2 = 13.18, p < .001. 
**j(2 = 14.62, p < .001. 

Table 6 shows that almost all (91%) of the FG group used 

the Spanish version of the questionnaire. Almost all of them 

(97%) report they speak mostly or only Spanish at home. On the 

self-report language skill item (possible scores ranged from 0 

to 8), their average is 7.78 in Spanish and 4.0 in English. Two 

of the FG subjects required assistance in reading the question-

naire. 

The third-generation (TG) group of subjects average 30.90 

years of 3 age (Table 1). In terms of marital status, 53% of 

the subjects are married; 28% have never been married; 19% 

are widowed, divorced or separated (Table 2). In terms of 

residence, 34% of the subjects live in a rural area; 66%, 

an urban area (Table 3). In terms of education all subjects 

report they have completed 9 or more years of school; for the 
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Table 6 

Language Characteristics of Subjects 

First Generation Third Generation 
Language 

Fre-
quency 

Per-
centage 

Fre-
quency 

Per-
centage 

Language of Questionnaire Chosen by Subjects* 

English 3 9 32 100 

Spanish 29 91 0 0 

Language Spoken at Home** 

Spanish Only 16 50 0 0 

Mostly Spanish 15 47 3 10 

Mostly English 1 3 26 81 

English Only 0 0 3 10 

Self-Reported Language Skill Scores 

First Generation Third Generation 

Spanish 

Mean 

Standard 
Deviation 

English 

Mean 

Standard 
Deviation 

7.78 

.60 

4.00 

2.61 

5.47 

1.92 

7.90 

.35 

4.44*** 

5.74*** 

Note. Range of language skills scores is 0 to 8, with 
0 denoting no skill. 

*X2 = 53.12, p < .001. 
**X2 = 49.24, p < .001. 
***p < .01. 
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heads of the subjects' households, 9% have less than 9 years 

of school; 91% 9 or more years of school (Table 4). In terms 

of occupational status, 14% of the subjects report professional 

or managerial positions; 55%, clerical or sales positions; 10%, 

operative or laborer positions; 21%, unemployed or housewife 

categories, for their heads of households, 28% are reported 

to be professional or managerial; 31% clerical or sales; 28% 

operative or laborer; 13% unemployed (Table 5). 

Table 6 shows that all of the TG group used the English 

version of the questionnaire. Almost all (91%) report they 

speak mostly or only English at home. Scores on the self-

report language ability item average 5.47 for Spanish, 7.90 

for English. Statistical tests show that the differences 

reflected in Table 2 through Table 6 are significant. One of 

the TG subjects required assistance in reading the questionnaire, 

Half (50%) ^f the FG group are aware of the existence of 

the mental health center; 78% of the TG group report they 

know about the mental health center (Table 7). The two groups 

evaluated the mental health center equally favorably. 

"Client," Therapist, and Stimulus Tapes 

The "client" in the stimulus tapes is a second-generation 

(born in the U.S., both parents born in Mexico) married 

Mexican-American woman in her early 50's. She has never 

received professional counseling or therapy. From listening 

to her on the two tapes, the judgment may be made that she is 

fluent in both Spanish and English. 
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Table 7 

Subject Awareness and Evaluation of 
Mental Health Center 

First Generation Third Generation 

Fre-
quency 

Per-
centage 

Fre-
quency 

Per-
centage 

Aware 

Not aware 

16 

16 

Awareness' 

50 

50 

25 

7 

78 

22 

Evaluation Ratings** 

First Generation Third Generation 

Mean 

Standard 
Deviation 

N 

2.25 

1.95 

16 

3.12 

1.42 

25 

Note. Evaluation is on a 7-point scale, 1 = good, 7 = 
bad. 

*X2 = 10.12, p < .01. 
**t = 1.64, N.S. 

Four therapists (all male) in the county's Mental Health 

Department met the criteria for inclusion in the study, two 

of whom volunteered to participate. The therapist randomly 

selected from the two volunteers is a third-generation 

Mexican-American licensed clinical social worker in his early 

40's. From listening to him on the two tapes, the judgment 

may be made that he is English-dominant in speaking ability. 
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The tapes of the interviews provide about 10 minutes 

(10.27 minutes in Spanish; 10.20 minutes in English) of segments 

that meet the criteria for the stimulus materials. The level 

of self-disclosure on the part of the client is almost equal in 

both languages (8.74 in Spanish; 8.71 in English, on a 9-point 

scale, where 9 denotes high self-disclosure). The interrater 

reliability (Pearson r) of the ratings of the "client's" self-

disclosure on the two stimulus tapes is .64. 

Subjects evaluated the therapist's performance using four 

semantic differential items, measuring sensitivity, sincerity, 

competence, and openness. On all four scales, the therapist is 

rated on the positive end of the continua. On only one of the 

scales is there a significant difference (Table 8), namely the 

therapist is evaluated as relativley more competent when heard 

in English. On a scale of 1 to 7, with 1 indicating competency 

and 7 incompetence, the therapist is rated with an average of 

1.94 when heard in English and with an average of 2.97 when 

heard in Spanish. 

The majority of subjects in each of the experimental groups 

report willingness to go to the therapist if they were to have 

a seirous problem (Table 9). The therapist is perceived as an 

Hispano by 74% of the subjects who heard him in Spanish; he is 

perceived as an Anglo by 71% of those who heard him in English 

(Table 10). 

Analysis of Covariance 

The results of the analysis of covariance on the Self-

Disclosure Questionniare with prospective instructions as the 
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Table 8 

Analyses of Variance: Subject Evaluations of 
Therapist Performance 

Scale Source SS df MS F 

G 4.00 1 4.00 1.869 
Sensitive-Cold L 3.07 1 3.07 1.435 

G X L .25 1 .25 .117 
error 128.62 60 2.14 

G .76 1 .76 .299 
Hypocritical- L 1.89 1 1.89 .744 

Sincere G X L 1.89 1 1.89 .744 
error 152.19 60 2.54 

G .39 1 .39 .176 
Competent- L 17.02 1 17.02 7.701* 

Incompetent G X L .01 1 .01 .005 
error 132.44 60 2.21 

G 5.07 1 5.07 1.558 
Closed-Open L .57 1 .57 .175 

G X L .05 1 .05 .015 
error 195.25 60 3.25 

Note. G = Generational status, L = Language of tape; 
adjective pairs rated in manner similar to Semantic Differ-
ential, using scale from 1 to 7. 

*p < .01. 

Table 9 

Frequency of Subject Willingness to See Therapist 

Willingness 
First Generation 

English Spanish 
Tape Tape 

Third Generation 

English Spanish 
Tape Tape 

Yes 

No 

14 

2 

13 

3 

13 

2 

10 

5 

X2 = 12.49, p < .001. 
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Therapist 

Table 10 

Subject Perception of Therapist's 
Ethnic Group Membership 

English Tape Spanish Tape 

Fre-
quency 

Per-
centage 

Fre-
quency 

Per-
centage 

Anglo 

Hispano 

Other 

22 

7 

2 

71 

23 

6 

7 

23 

1 

23 

74 

3 

X = 9.49, p < .01. 

criterion score utilizing the Self-Disclosure Questionnaire 

with retrospective instructions as the covariate are shown 

in Table 11. There is a significant interaction effect 

Table 11 

Analysis of Covariance: Scores on Jourard Self-Disclosure 
Questionnaire with Prospective Instructions 

Source SS df MS F 

G 1748. , 65 1 1748. ,65 7, .61** 

L 246. ,21 1 246. ,21 1, .07 

G X L 1189. ,59 1 1189. ,59 5. .18* 

error 13562. ,19 59 229. ,87 

Note. G = Generational status, L = Language of tape; 
coavriate is scores on Self-Disclosure Questionnaire with 
retrospective instructions. 

*p < .01. 
**p < .05. 
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(language by generational status) and a significant main 

effect (generational status). Table 12(3) gives the adjusted 

means for each cell; Figure 1 displays them graphically. 

Table 13 gives the results of the F ratios (Winer, 1971, 

p. 772) constructed to test the differences among the six 

Table 12 

Scores on Jourard Self-Disclosure Questionnaire: 
Covariate, Criterion, and Adjusted Means 

Generation English Tape Spanish Tape 

First 

Third 

Covariate Means 

41.31 

51.93 

34.06 

48.81 

First 

Third 

First 

Third 

Criterion Means 

40.25 

66.25 

Adjusted Means 

41.83 

61.67 

50.50 

57.94 

56.28 

55.17 

possible combinations of adjusted treatment means. In effect, 

the adjusted treatment mean for the First-Generation English 

Tape (FE) group is significantly lower than the adjusted means 

of the other three groups, which in turn are not significantly 

different from each other. 



Table 13 

Comparisons of Adjusted Treatment Means Derived 
from the Jourard Self-Disclosure Questionnaire 

38 

Comparison F ratio Conclusion 

TE, TS 1.46 TE = TS 

FE, FS 7.06* FS > FE 

TE, FE 11.15** TE > FE 

FS, TS .038 FS = TS 

TS, FS 6.007* TS > FE 

TE, FS .860 TE = FS 

Note, T = Third Generation, F = First Generation, E = 
English tape, S = Spanish tape. 

*p < .05 
**p < .01 
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Figure 1. Adjusted means of scores on Jourard 
Self-Disclosure Questionnaire 
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Data analyses on the criterion (prospective level 

of self-disclosure to a therapist) and covariate (retros-

pective level of self-disclosure to a significant other) 

scores are given in Table 14. While not directly related 

to the study, it is interesting to note that the FG scores 

are significantly lower (significant main effect for the 

generational factor) than those of the TG groups on both 

administrations of the Self-Disclosure Questionnaire 

(see also Table 12) . 

Table 14 

Analyses of Variance on Jourard Self-Disclosure 
Questionnaire: Covariate and Criterion Scores 

Source SS df MS F 

Covariate Scores 

G 2575.57 1 2575. 57 10.63* 

L 430.57 1 430. 57 1.78 

G X L 68.05 1 68. 05 .28 

error 14539.75 60 242. 33 

Criterion Scores 

G 4472.26 1 4472. 33 14.53** 

L 15.01 1 15. 01 .05 

G X L 1378.27 1 1378. 27 4.48 

error 18463.94 60 307. 72 

Note. G = Generational status, L = Language of tape. 

**, 
01. 
001. 
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Perusal of the cell means for the covariate and cri-

terion measures (Table 12) suggests that the subjects who 

heard the tape in their dominant language (viz., FS and TE) 

show a greater increase from their baseline level of self-

disclosure (covariate score) to their level of willingness 

to self-disclose in therapy (criterion score) than do sub-

jects who heard the tapes in their nondominant language 

(viz., groups TE and TS) . Analysis with x.2 for correlated 

proportions (corrected for continuity) establishes that for 

the combined dominant language groups (FS and TE) the shift 

in scores is significant (x* = 4.90, p < .05) while for the 

combined nondominant language groups (FE and TS) the change 

in scores is not significant ( x 2 = 3.50, NS) . 

Discussion 

Subjects 

Generational status was chosen as the strategy for 

differentiating between the levels of acculturation of the 

subjects in this study. The data on subject characteristics 

support the validity of this strategy. For example, the 

data on education and occupation both for subjects and for 

their heads of household show clearly the gains made by the 

third-generation group in socioeconomic mobility, a variable 

considered to be significant to the acculturation/assimilation 

continuum (Gordon, 1964; Olmedo, Martinez, & Martinez, 

1978) . 
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The data on language preference, usage, and skill show 

the two groups to be almost diametrically opposite. Language 

is also considered to be a prime indicator of the process 

of acculturation (Olmedo & Padilla, 1978). 

Some further comments on the language issue are addressed 

parenthetically at this point. It is interesting to note 

the levels of language skill in the nondominant language. If 

it is assumed that choice of language of the questionnaire is 

a valid index of language dominance, then, for the first-

generation group, English is the nondominant language; for 

the third generation, Spanish is nondominant. Skill in the 

nondominant language is more variable than skill in the 

dominant language in both groups. The third generation 

reports a slightly higher level of skill in Spanish in con-

trast with the first generation's skill in English. A more 

thorough analysis of the history and development of language 

usage and skill would have been useful. For example, at 

what age was skill in the nondominant language acquired? 

One can speculate that the third-generation group learned 

Spanish as children and that they have gradually decreased 

their usage of the language. On the other hand the first-

generation group is probably in the process of learning 

English. This type of data would probably facilitate a 

more discriminative discussion of the impact of language on 

therapy. However, the design of this study does not address 

these issues. 
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It should be noted that the use of self-report to 

assess language ability has been found valid when compared 

with a more objective language ability test (Herrera, 1977). 

The 3-point scale for self-reported language skill used in 

this study succeeds in differentiating the two groups. 

During the group meetings some subjects expressed a need for 

a category between "none" (nada) and "some" (algo). These 

subjects suggested that a term such as "a little" (poquito) 

would have been more congruent with their self-assessment. 

Furthermore, in retrospect, it would have been useful to 

have a fifth category denoting fluent (con facilidad) 

language skill. It is recommended that a 5-point scale to 

measure self-reported skill be used in future studies. 

The use of generational status as a means of measuring 

acculturation also finds support when looking at the data 

on marital status. The third generation group shows a 

significantly higher incidence of women who are widowed, 

divorced or separated. This can be interpreted as indicating 

a greater flexibility in values concerning marriage, since 

the traditional, that is, more Mexican, value is that 

women remain in a marriage even though it is oppressive 

(Senour, 1977). This difference in marital status emerged 

in spite of the fact that the upper limit of the third 

generation's age range (42 years) is considerably younger 

than that of the first generation (60 years), which means 

it is probable there were fewer widows in the third-generation 

subjects who checked this option. Two aspects of acculturation 
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are reflected in this difference in marital status; a differ-

ence in values, as mentioned, and secondly, the difference 

in socioeconomic position which allows the third-generation 

woman the means to live independently. In retrospect, it 

would have been useful to reformulate the marital status 

question to allow for closer analysis of marital history. 

Finally, the data on residence (rural or urban) at 

first glance seem to pose a challenge to the position that 

generational status indicates level of acculturation. If 

it is assumed that rural residence is more likely in less 

acculturated persons, then one would expect a higher incidence 

of rural residence for the first-generation subjects. In 

fact this group reports a low incidence of rural residence, 

a finding that is even more surprising since data were 

collected in an area with a large agricultural enterprise. 

A closer scrutiny of the occupations reported indicates that 

42% of the first generation's heads of households are engaged 

in farm-related work, while only 3% of the third generation's 

heads of households are so employed. Comments made by 

subjects during group meetings shed some light on the problem. 

For example, at a session held in a town with population 

less than 8,000, a subject asked whether this town could 

be classified as "city" (ciudad) or as "country" (campo), the 

two options given. For the first-generation subject, who 

was likely to be from rural Mexico, this small town may well 

have seemed more city than country. Unfortunately, the 
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questionnaire item used did not provide an option for resi-

dence in an area of size and density between those of city 

and country. 

In summary, the results from the personal data items, 

tapping into socioeconomic, language, and value factors 

considered relevant to the measurement of acculturation, 

lend support to the validity of using generational status as 

an indicator of level of acculturation. In discussing the 

findings of this study, one can interpret the differences 

between the two groups of subjects as being due to difference 

in level of acculturation. 

Two more points about!.the subjects merit attention. 

It is interesting to note that although the average ages of 

the two groups of subjects are within 6 months of each other, 

the first-generation group has a broader age range, namely 

18 to 60 years of age, in contrast to the third-generation 

group's range of 19 to 42 years. This difference in range 

is not surprising since the migration of Mexicans in large 

numbers to the United States has not progressed over enough 

years to generate large numbers of third-generation women 

who are older than 45 years of age. The data on subject 

awareness of the mental health center are congruent with 

findings of prior research, namely first-generation subjects 

are less aware of the mental health center (Keefe, Padilla, 

& Carlos, 1978a, 1978b). 

Since this study does not control for the ethnic group 

status of the therapist, there could be a problem in the 
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interpretation of the findings. Specifically, we do not 

know whether the findings on the differential impact of 

language on the first-generation Mexican American can be 

generalized to the situation of an interview conducted in 

Spanish by an Anglo therapist. It would be useful in future 

research in this area, to vary the ethnic status of the 

therapist systematically. 

"Client," Therapist, and Tapes 

It had been planned to recruit a "client" from among 

the pool of potential subjects. The case can be made that 

the second-generation status of the "client" puts her outside 

(or more accurately, between) the two subject groups. In 

fact, the "client's" generational status was not determined 

until after data collection had been completed. In retros-

pect, it is probable that it would have been more difficult 

to find a first- or third-generation woman equally fluent 

(at least in speech) in both languages. Moreover, use of a 

second-generation "client" may have been a felicitous even-

tuality because the "client" probably stands midway between 

the two groups on other variables (i.e., values) besides 

language. In future research it would be useful to include 

questionnaire items that assess subjects' perceptions of 

the "client." 

As noted earlier, the therapist was perceived as rela-

tively more competent under the English language condition. 

This finding may be interpreted as congruent with the findings 
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of the earlier studies (Acosta & Sheehan 1976a, 1976b; Furlong, 

Atkinson, & Casas, 1979; Herrera, 1977). It may well be that 

his lack of complete fluency in Spanish contributed to the 

lower competency ratings. In future research, it would be 

useful to assess the therapist's language fluency by having 

a sample of subjects similar to the projected experimental 

subjects rate the therapist's fluency as part of the proce-

dure for selection of stimulus tapes. In addition the audio-

tapes could be further evaluated by the experimental subjects 

to validate that this variable had been controlled and/or 

manipulated adequately. 

The principal advantage of the methodology used to create 

the stimulus audiotapes is that it addresses the criticism 

raised by Maher (1978) on the lack of generalizability to 

the population of stimulus situations represented by enacted 

stimuli. In effect, the near random selection of the thera-

pist and the freedom to be spontaneous accorded to therapist 

and client make it possible to generalize to the population 

of situations in which male therapists conduct intake inter-

views with female Mexican-American clients (a generalization 

made within the limits of an N = 2 sampling of situations). 

The disadvantage of the strategy used to create the tapes 

is the impossibility of maintaining a level of experimental 

rigor in which all variables but the ones of interest are 

controlled. Although the tapes were matched by content and 

level of "client" self-disclosure, they likely differed along 
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a number of other variables in addition to language. In a 

sense this may have been an advantage. Herrera (1977) 

suggested that culturally prescribed behaviors are expected 

of a Mexican-American therapist. In his study, for example, 

the Mexican-American therapist should have observed language 

switching rules. In the creation of the tapes for the present 

study, it may well be that the freedom accorded to the thera-

pist to conduct the interviews using his own style allowed 

him to match more subtle culturally prescribed behaviors 

with the language he used. Measurement of differences in 

style is beyond the scope of this study. However, the fact 

that the therapist's ethnic group membership was generally 

perceived as congruent with his language supports the position 

that his behaviors were within the cultural behavioral expec-

tations of each ethnic group. 

Experimental Findings 

The analysis of the data on the experimental portion of 

this study supports only one of the predictions made at the 

outset, namely that first generation subjects would be less 

willing to self-disclose after they heard the; stimulus tape 

in English. Although there was a significant main effect 

by generational status, namely the third generation's level of 

self-disclosure was greater than that of the first generation, 

the significance of this main effect is moderated by the 

analysis of the interaction effect which shows that the 

difference between the two generational groups is accounted 
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for by the low mean of the FE cell. In effect, the results 

of the analysis of covariance establish that first-generation 

subjects who heard the audiotape in English report a signif-

icantly lower level of willingness to self-disclose, should 

they be referred to therapy, than do the other three groups. 

The principal implication of this finding is that for the 

first-generation Mexican-American woman, that is, a woman who 

has not acculturated to the mainstream society, the language 

in which therapy is conducted constitutes a significant 

factor in predicting whether she is likely to self-disclose 

and thereby benefit from the therapy. 

The findings of this study suggest the following pro-

file of the first-generation Mexican-American woman. There 

is 50% chance that she is aware of the existence of the mental 

health center. If she knows about the center, she evaluates 

it positively. She is willing to see a therapist if she 

has a serious problem. She may even be of the opinion that 

therapists who speak English (are Anglo) are more competent. 

However her willingness to talk about herself will be 

affected by the language in which the intake interview is 

conducted. If she is interviewed in Spanish, she will be 

willing to increase her self-disclosure well beyond prior 

levels with friends or relatives. If she is interviewed 

in English, there will be an inhibition of the increase 

of self-disclosure which therapy seems to elicit, in spite 

of the fact that she has a moderate level of skill in the 

use of English. Her low level of willingness to self-disclose 
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will likely sabotage the effectiveness of the therapeutic 

enterprise. Prior research (Miranda & Castro, 1977) suggests 

she will not continue in therapy beyond a second visit. 

The present study suggests that her decision not to return 

will be influenced by the language in which she is interviewed. 

In contrast, there is a 78% chance that the third-

generation woman is aware of the mental health center. If 

she knows about the center she evaluates it positively. She 

is willing to see a therapist if she has a serious problem. 

She considers English-speaking therapists to be more compe-

tent. However, her willingness to talk about herself will 

not be significantly affected by the language in which therapy 

is conducted, although she may find it easier to increase her 

level of self-disclosure if she is interviewed in English. 

Her willingness to self-disclose will likely enhance for her 

the effectiveness of therapy, which in turn suggests she will 

not drop out prematurely. The incidental finding that there 

is a greater increase from baseline self-disclosure to 

willingness to self-disclose in therapy as a function of 

language dominance underscores the significance of the impact 

of language in therapy. 

At this point it may be useful to comment on the use of 

covariance in this study. It was assumed that baseline levels 

of self-disclosing behaviors would affect the level of 

willingness to self-disclose to a therapist. Since this study 

sought to assess the effect of language of therapy, baseline 
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levels of self-disclosure were statistically controlled. The 

findings of this study do not directly address the differences 

in the baseline levels of self-disclosure. In fact, however, 

the first-gneeration women report significantly lower levels 

of past self-disclosure and of willingness to self-disclose 

to the therapist than do the third-generation women. Two 

points are relevant in response to these results. First of 

all the Self-Disclosure Questionnaire is an instrument 

developed on Anglo populations; hence, its validity with less 

acculturated subjects is open to question. Secondly, as 

pointed out by Strassberg, Roback, D'Antonio, and Gabel (1977), 

it is "the person willing and able to discuss personal material 

in therapy, or the individual who can learn to discuss such 

material who will benefit more from the intervention than an 

individual who cannot or will not discuss such material" 

(p. 37). It can be argued that it is the therapist's task to 

facilitate client self-disclosure as part of the process of 

therapy. The findings of this study suggest that the therapist's 

efforts will be affected by an initial differential level of 

disclosure behavior as well as a tendency toward increasing 

self-disclosure on the part of the less acculturated first-

generation Mexican-American woman as a function of the language 

of the interview. The implication of this finding for 

providers of mental health services is clear. Less acculturated 

Mexican-American women would be more likely to utilize mental 

health services if they are available in Spanish. 
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Limitations and Recommendations 

The findings of this study are generalized only to the 

situations and populations represented, namely male therapists 

conducting intake interviews in English and in Spanish with 

female clients, and to first- and third-generation Mexican-

American adult women naive to mental health services. Unfor-

tunately the sampling in both cases is not truly random. In 

the case of the therapist and "client" who participated in the 

interview, there is a bias toward persons who are willing to 

participate in a research project, a bias that is unavoidable 

because of the constraints involved in respecting the rights 

of the research subjects. In the case of the experimental 

subjects, the recuritment procedure biased the sampling toward 

Mexican-American women who are known to agency personnel and 

who are willing to attend and participate in a group meeting 

designed to conduct research. 

Should there be an interest in partial replications of 

this study, a number of variables are obvious choices for 

expansion of this line of research. For example it would be 

useful to vary therapist sex, ethnic group membership, degree 

of language fluency, and level of acculturation. It would be 

useful to include males in the "client" and the subject popu-

lation. Such manipulations would enable researchers to address 

questions such as the desirability of matching a first-generation 

"client" with a same-sexed Spanish-speaking therapist. 
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Appendix A 

Consent to Participate in an Experiment on 
Interviews with Mexican Americans 

I agree to participate in an experiment on interviews with 
Mexican Americans at mental health centers. This experiment 
is designed to investigate how mental health centers can 
better serve clientele of Mexican background. 

I understand and agree that: 

1. I will participate in two 1-hour interviews, one 
conducted in English, the other in Spanish, scheduled with 
one week between the two interviews; 

2. These interviews are typical of the first inter-
view with a client at a mental health center and that the 
interviews will include a discussion on my past and present 
personal history; 

3. I will be playing the role of a "client" in the 
interview and I will be using a pseudonym; 

4. These interviews will be tape recorded; 

5. Portions of the taped interviews will be selected 
to create two 10-minute segments (one in each language) that 
will be used in an experiment conducted with approximately 
40 to 80 Mexican-American women in Ventura County; 

6. The 10-minute segments will contain nothing that 
could be used to identify me as the "client;" 

7. I will have the opportunity to give or refuse 
permission for the 10-minute segments that will be used in 
the experiments; 

8. It is possible, in spite of the editing of the tapes, 
that I may be recognized because of voice quality or manner of 
speech, by some of the research subjects; 

9. Margaret Cortese will keep the tapes for possible 
future research with the condition that only she will use them. 
In the event that the research is conducted in California, my 
permission will be required for their use in each research 
project; if the research is conducted outside of California, 
the tapes may be used without needing such specific permission. 
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10. I will be reimbursed for my participation in this 
experiment at the rate of $10.00 for each interview; the re-
imbursement will not be affected should I refuse to grant 
permission to use the tapes; 

11. I will be given the opportunity for assistance or 
counseling should any portion of my participation in this 
experiment confuse or disturb me; 

12. This consent is limited to the activities explained 
on this consent form; 

13. I have received a copy of this consent form. 

Signature Date 

Margaret Cortese, M.A., Date 
Ph.D. Candidate 
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Appendix B 

Consent to Participate in an Experiment on 
Interviews with Mexican Americans 

I agree to participate in an experiment on interviews 
with Mexican Americans at mental health centers. This 
experiment is designed to investigate how mental health 
centers can better serve clientele of Mexican background. 

I understand and agree that: 

1. I will conduct two 1-hour interviews, one conduct-
ed in English, the other in Spanish, scheduled with one 
week between the two interviews; 

2. I will conduct these interviews in a manner that 
is typical of a first interview with a client at a mental 
health center, which will include exploration of the "client's" 
past and present personal history? 

3. I will be playing the role of the therapist in the 
interview and I will be using a pseudonym; 

4. These interviews will be tape recorded; 

5. Portions of the taped interviews will be selected to 
create two 10-minute segments (one in each language) that will 
be used in an experiment conducted with approximately 40 to 80 
Mexican-American women in Ventura County; 

6. The 10-minute segments will contain nothing that 
could be used to identify me as the "therapist;" 

7. I will have the opportunity to give or refuse 
permission for the 10-minute segments that will be used in 
the experiments; 

8. It is possible, in spite of the editing of the tapes, 
that I may be recognized because of voice quality or manner of 
speech, by some of the research subjects; 

9. Margaret Cortese will keep the tapes for possible 
future research with the condition that only she will use them. 
In the event that the research is conducted in California, my 
permission will be required for their use in each research pro-
ject; if the research is conducted outside of California, the 
tapes may be used without needing such specific permission. 
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10. The subjects who listen to the tapes will be asked 
to rate the therapist using the items attached to this consent 
form. These items will be used to control for alternative ex-
planations of the results of the experiment. The data generat-
ed by these items will be considered confidential information 
and cannot be published without my specific written permission 
to do so; 

11. This consent is limited to the activities explained 
on this consent form; 

12. I have received a copy of this consent form. 

Signature Date 

Margaret Cortese, M.A., Date 
Ph.D. Candidate 
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Although it may be difficult, give your best guess about the 
the therapist you heard on the tape recording. 

Age 

Is he Anglo 

Hispanic 

Other 

Please rate the therapist 

Sensitive Cold 

Hypocritical Sincere 

Competent Incompetent 

Closed Open 

If you had a serious problem, would you go to the Mental Health 
Center to see this person: 

Yes 

No, Why not? ' 

Before today did you know about the Mental Health Center? 

Yes 

No 

If you did know about the Mental Health Center, what was your 
rating of the Center? 

Good Bad 
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Appendix C 

Consent to Participate in an Experiment on 
Interviews with Mexican Americans 

I agree to participate in an experiment on interviews 
with Mexican Americans at mental health centers. The experi-
ment is designed to investigate how mental health centers can 
better serve clientele who are of Mexican background. 

I understand and agree that: 

1. The experiment will consist of a meeting that will 
last a maximum of 2 hours, and that I will be asked to fill 
out questionnaires and listen to a tape recording; 

2. My participation in the experiment is confidential, 
responses to the questionnaire will not be identifiable as 
mine, and the responses will be used only in statistical 
form; 

3. I have the right to refuse to participate, either by 
not answering parts of the questionnaire or by leaving when-
ever I wish during the session; 

4. I will receive help in the event that any portion 
of the experiment confuses or disturbs me; 

5. I will receive a full explanation of the experiment 
once it is completed; 

6. I will receive as a recompense for my participation 
in the experiment the opportunity to participate in a work-
shop that will provide information helpful to my own well-
being and mental health; this workshop will be given within 
the two hours of participation agreed to; 

7. This consent is limited to the activities explained 
on this consent form; 

8. I have received a copy of this consent form. 

Signature Date 

Margaret Cortese, M.A., Date 
Ph.D. Candidate 
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Consentimiento de Participacion en un Experimento de 
Entrevistas con Mexicanos Americanos 

Apruebo mi participacion en un experimento de entrevistas 
con mexicanos americanos en centros de salud mental. Este 
experimento propone investigar como los centros de salud mental 
pueden mejor servir a la clientela de origen mexicano. 

Yo entiendo y estoy de acuerdo de que: 

1. El experimento consistira en una junta maxima de dos 
horas; se me pedira llenar unos cuestionarios y escuchar una 
cinta grabada; 

2. Mi participacion en el experimento es confidencial, 
mis respuestas al cuestionario no se podran identificar como 
mias, y las respuestas se usaran solamente en forma estadistica; 

3. Tengo el derecho de rehusar participacion, ya sea en 
no contestar partes del cuestionario o sea en salirme cuando lo 
desee durante la sesion; 

4. Recibire ayuda en caso que cualquier parte del experi-
mento me confunda o perturbe; 

5. Recibird una explicacidn completa del experimento una 
vez terminado; 

6. Recibird como recompensa por la participacion en el 
experimento la oportunidad de participar en una sesion que me 
proporcionara informacion util para mi bienestar y salud mental, 
la cual se llevara a cabo dentro de las dos horas convenidas; 

7. Este consentimiento estci limitado a las actividades 
explicadas en esta forma de consentimiento; 

8. Yo he recibido una copia de esta forma de consent-
imiento. 

Firma Fecha 

Margarita Cortese, M.A. Fecha 
Candidata a Ph.D. 
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Appendix D 

Jourard Self-Disclosure Questionnaire 
with Retrospective Instructions 

(First Administration) 

INTRODUCTION 

People differ greatly in the extent to which they let 
others know them. We are seeking to investigate what people 
tell others about themselves. 

Naturally, the things that are true about your personal-
ity—your feelings, problems, hopes and actions—will change 
with time. Therefore, the idea that others have about you 
may, on occasion, be out of date because you have changed. 
What was true about you last week or last year may no longer 
be true. When you see someone after a lapse of time, and you 
want them to know you as you now are, you tell them so that 
they will have a more up-to-date picture of you. If you don't 
want them to know, you don't tell them, even if they ask you 
personal questions. 

Some things about yourself you will regard as more person-
al and private; people differ widely in what they consider 
appropriate to let others know, and what they consider is 
nobody else's business. 

INSTRUCTIONS 

Below there is a list of topics that pertain to you, along 
with spaces where you are to mark your responses. We want you 
to indicate the degree to which you have discussed this infor-
mation about yourself with the friend or relative in whom you 
have the most confidence and trust at this time. 

You have a good idea of how much about yourself you have 
let this person know in the past, and how current and up-to-date 
this person's knowledge about you is at the present. 

Therefore, indicate on the answer spaces the extent to 
which this person knows the pertinent facts about you. In other 
words, how complete, up-to-date, and accurate is this person's 
picture of you as you are now. Use the following scale to 
indicate your answers: 
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SCORING SYSTEM 

0: The other person doesn't know me in this respect 
right now, because I haven't told or let this person know in 
any other ways. 

1: The other person has a general idea of how I am now, 
of what is true in this respect, but his person's idea of me 
is not complete, nor up-to-date. 

2; The other person fully knows me as I am in this 
respect, because I have talked about this topic to this person 
fully in the recent past, and things have not changed. I have 
kept this person fully informed about this aspect of me. 

X: Mark an X instead of an 0 for those items which you 
would not confide to the person even if that person asked you 
to reveal the information. 

Please circle your response for each topic: 

What you dislike about 
your appearance. 

The things about your 
appearance that you 
like most, or are 
proudest of. 

Your chief health concern, 
worry, or problem, at 
the present time. 

Your favorite spare-time 
hobbies. 

Your food dislikes at 
present. 

Your religious activity 
at present—whether or 
not you go to church, 
which one; how often. 

Your personal religious 
views. 

Not General Complete Would Not 
Tell Idea Idea Answer 

0 1 2 X 

0 1 2 X 

0 1 2 X 

0 1 2 X 

0 1 2 X 

0 1 2 X 

0 1 2 X 
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Your favorite reading 
materials-kinds of 
magazines, books, or 
papers you usually read. 

Not General Complete Would Not 
Tell Idea Idea Answer 

0 1 2 X 

9. What particularly annoys 
you most about your 
closest friend of the 
opposite sex or (if 
married) your spouse. __0 1 2 X_ 

10. Whether or not you have 
sex problems, and the 
kind of problems if any. _0 1 2 X_ 

11. An accurate knowledge of 
your sex life up to the 
present, e.g., the names 
of your sex partners in 
the past and present, if 
any; your ways of getting 
sexual gratification. _0 1 2 X_ 

12. Things about your own 
personality that worry 
you or annoy you. 

13. The chief strains in your 
daily work. 

14. Things about the future 
that you worry about at 
present. 

15. What you are most sensi-
tive about. 

16. What you feel the guilt-
iest about, or most 
ashamed of in your past. 

17. Your views about what is 
acceptable sex morality 
for people to follow. 

0 1 2 X 

0 1 2 X 

0 1 2 X 

0 1 2 X 

0 1 2 X 

0 1 2 X 
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18. 

19. 

20. 

21. 

22. 

23, 

24 

Not 
Tell 

General 
Idea 

Complete 
Idea 

Would Not 
Answer 

The kind of music you 
enjoy listening to the 
most. 0 1 2 X 

The subjects you did 
not, or do not like 
at school. 0 1 2 X 

Whether or not you do 
anything special to 
maintain or improve 
your appearance, e.g., 
diet, exercise, etc.. 0 1 2 X 

The kind of behavior in 
others that most annoys 
you, or makes your 
furious. 0 1 2 X 

The characteristics of 
your father that you do 
not like, or did not 
like. 0 1 2 X 

Characteristics of your 
mother that you do not 
like, or did not like. 0 1 2 X 

Your most frequent day-
dream—what you day-
dream about most. 0 1 2 X 

25. The feelings you have the 
most trouble controlling, 
e.g., worry, depression, 

X 

26. The biggest desappointment 
that you have had in your 
life. 0 1 2 X 

27. How you feel about your 
choice of life work. 0 1 2 X 
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28. What you regard as your 
chief handicaps to 
doing a better job in 
your work or studies. 

29. Your views on the 
segregation of Whites 
and Blacks 

Mot General Complete Would Not 
Tell Idea Idea Answer 

0 1 2 X 

0 1 2 X 

30. Your thoughts and feel-
ings about other relig-
ious groups than your 
own. 0 1 2 X 

•
 

1 1 
ro Your strongest ambition 

at the present time. 0 1 2 X 

32. Whether or not you have 
planned some major 
decision in the near 
future, e.g., a new job, 
break engagement, get 
married, divorce, buy 
something big. 0 1 2 X 

33. Your favorite jokes--
the kind of jokes you 
like to hear. 0 1 2 X 

34. Whether or not you have 
savings; if so the amount. 0 1 2 X 

35. The possessions you are 
proudest of, and take 
greatest care of, e.g., 
your car, or musical 
instrument, or furniture, 
etc. 0 1 2 X 

36. How you usually sleep, 
e.g., well, or poorly, or 
with help of drugs. 0 1 2 X 

37. Your favorite television 
programs. 0 1 2 X 

38. Your favorite comics. 0 1 2 X 
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Not General Complete Would Not 
Tell Idea Idea Answer 

39. The groups or clubs or 
organizations you belong 
to, e.g., fraternity, 
card playing groups, 
YMCA, professional organ-
izations, etc.. _0 1 2 X_ 

40. The beverages you do not 
like to drink, e.g., 
coffee, tea, coke, beer, 
liquor, etc., and your 
preferred beverages. _0 1 2 X_ 

Some information about the person in whom you have the most 
trust and confidence. Please put a check (/) in the approp-
riate spaces: 

Male Relative Doctor Social Worker 

Female Friend Priest or Other_ 
Minister 
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INTRODUCTION 

Hay mucha variedad respecto a cuanto la gente se deja 
conocer. Estamos tratando de investigar que es lo que la 
gente le dice a otros acerca de si mismo. 

Naturalmente, lo que es verdad respecto a la personalidad 
de usted sus sentimientos, problemas, deseos, y acciones— 
cambiara a traves del tiempo. As£ pues el concepto que los 
otros tienen acerca de usted de vez en cuando no estar^ al 
tanto porque usted ha cambiado. Lo que fue verdad la semana 
pasada, o el ano pasado, puede ahora ya no ser verdad. Cuando 
vuelva usted a ver a alguien despues de un lapso de tiempo y 
quiere que le conozcan a usted como actualmente es, les plat-
icara para que esten al corriente de como es usted. Si no 
quiere que lo sepan, no lo platicara ni aunque se le hagan 
preguntas personales. 

Algunas cosas respecto a usted las considerara mas privadas 
y personales; hay mucha variedad entre la gente en lo que se 
considera apropiado dejarse conocer y en lo que se considera 
que no es asunto de nadie. 

INSTRUCCIONES 

Abajo hay una lista de temas referentes a usted con espacios 
donde usted marcara sus respuestas. Queremos que indique el 
grado al cual usted le ha platicado esta informacion respecto 
a usted mismo a la amistad o al pariente en quien actualmente 
tiene la mayor confianza y fe. Usted tiene una buena idea de 
cuanto se ha dejado conocer por esta persona y de que tan al 
corriente y al tanto la tiene actualmente. 

Asx pues, indique en los espacios de las respuestas hasta 
que punto esta persona conoce ahora los datos pertenecientes a 
usted. En otras palabras, <?que tan completo, al tanto, y 
exacto es el concepto que tiene esta persona de como es usted 
actualmente? Use la siguiente escala para indicar sus respues-
tas : 

MANERA DE RESPONDER 

0: La otra persona no me conoce en este respecto actual-
mente, porque no se lo he dicho ni dejado saber en ninguna^ 
forma. 

1: La otra persona tiene una idea en general de como soy 
actualmente, de lo que es cierto respecto a este tema, pero la 
idea que tiene de m£ no esta ni completa ni al tanto. 
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2: La otra persona me conoce en la actualidad complet-
amente respecto a este tema, porque se lo he platicado en 
detalle recientemente y nada ha cambiado. He mantenido a 
esta persona completamente informado sobre este aspecto de 
corao soy. 

X: Marque una X en lugar de un cero en esos temas lo 
cuales no se los confiaria a la otra persona ni aunque le 
pidiera a usted que le diera esta informacion. 

Favor de poner un circulo en su respuesta a cada tema: 

5. 

6. 

7. 

8. 

No 
Decir 

Idea en 
General 

Idea 
Completa 

No 
Contestaria 

Lo que le disgusta 
de su apariencia. 0 1 2 X 

Lo que mas le gusta 
de su apariencia, o 
de lo que esta mas 
orgulloso. 0 1 2 X 

Su principal pre-
ocupacion, apuro, o 
problema respecto 
a su salud en el 
presente. 0 1 2 X 

Su pasatiempo favor-
ito. 0 1 2 X 

La comida que no le 
gusta actualmente. 0 1 2 X 

Su actividad relig-
iosa actual, vaya o 
a la iglesia; cual; 
con que frecuencia. 

no 

0 1 2 X 

Sus puntos de vista 
personales sobre la 
religion. 0 1 2 X 

Su lectura favorita-
clases de revistas o 
periodicos que acos-
tumbra leer. 0 1 2 X 
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9. Lo que mas le desa-
grada de su amistad 
mas intima del sexo 
opuesto o (si es Ud. 
casado) de su esposo 

No Idea en Idea No 
Decir General Completa Contestaria 

X 

10. Si tiene problemas 
sexuales o no; y la 
clase de problemas 
si los hay. _0 1 2 X_ 

11. Un reconocimiento 
exacto de su vida 
sexual hasta ahora— 
por ejemplo, los 
nombres de sus amantes 
si los ha tenido, los 
modos en que obtiene 
Ud. satisfaccion 
sexual. 0 1 2 X 

12. Las cosas que le 
apuran o le molestan 
de su personalidad. 0 1 2 X 

13. Las principales 
tensiones en su 
trabajo diario. 0 1 2 X 

•
 

i—1 Cosas del futuro que 
le preocupan en el 
presente. 0 1 2 X 

15. A lo que es Ud. 
mas sensible. 0 1 2 X 

16. De su pasado, de lo 
que mas se siente 
culpable o avergon-
zado. 0 1 2 X 

17. Su modo de pensar 
acerca de la moralidad 
sexual que debe llevar 
la gente. 0 1 2 X 

•
 

00 
1—1 La clase de musica que 

le gusta oxr. 0 1 2 X 
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19 

No Idea en Idea No 
Decir General Completa Contestaria 

Las materias que 
no le gustaban, o no 
le gustan en la 
escuela. 0 1 2 X 

20. Si hace o no algo 
especial para mantener 
o mejorar su apariencia 
personal, como por 
ejemplo, dieta, 
ejercicio, etc.. _0 1 2 X_ 

21. El comportamiento de 
otras personas que mas 
le molesta o le hace 
enojar. _0 1 2 X_ 

22. Los modos de ser de 
su padre que mas le 
disgustan o dis-
gustaban. 0 1 2 X 

23. Los modos de ser de su 
madre que mas le 
disgustan o le dis-
gustaban. 0 1 2 X 

24. De lo que suefia con 
mcis frecuencia cuando 
suena despierta. 0 1 2 X 

25. Los sentimientos que 
tiene que mas le 
cuesta controlar, por 
ejemplo, apuro, 
depresion, enojo, 
celo, etc.. 0 1 2 X 

26. La mas grande desilu-
cion que ha tenido en 
su vida. 0 1 2 X 

27. Como se siente acerca 
del trabajo que ha 
escogido para su 
vida. 0 1 2 X 
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28 

29. 

30. 

31. 

32. 

33, 

34. 

35, 

36. 

No 
Decir 

Idea en 
General 

Idea 
Completa 

No 
Contestaria 

Lo que considera como 
su mayor incapacidad 
para hacer mejor su 
trabajo o estudios. 0 1 2 X 

Su opinion acerca de 
la segregacion de 
blancos y negros. 0 1 2 " X 

Su modo de pensar y 
lo que siente respecto 
a grupos religiosos 
diferentes del suyo. 0 1 2 X 

Su ambici6n mas grande 
en el presente. 0 1 2 X 

Si ha planeado o no 
alguna decision impor-
tante para el futuro 
proximo, por ejemplo, 
un nuevo trabajo, 
romper un compromiso, 
casarse, divorciarse, 
comprar algo impor-
tante. 0 1 2 X 

Sus chistes favoritos— 
la clase de chistes 
que le gusta o£r. 0 1 2 X 

Si tiene o no ahorros, 
si los tiene, la canti-
dad. 0 1 2 X 

Sus posesiones de 
las que esta mas 
orgulloso y que cuida 
con mas esmero, por 
ejemplo, su carro, o 
instrumento de musica, 
o muebles, etc. 0 1 2 X 

Como duerme, por lo 
general, ejemplo mal 
o bien o con al ayuda 
de drogas. 0 1 2 X 
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37 

38. 

39. 

40. 

No 
Decir 

Idea en 
General 

Idea 
Complete 

No 
Contestaria 

Sus favoritos programas 
de television. 0 1 2 X 

Sus monitos favori-
tos. 0 1 2 X 

Grupos, clubes, u 
organizaciones a que 
pertenece, por ejemplo, 
fraternidad, grupo de 
jugar baraja, YMCA, 
organizacion profe-
sional, etc. 0 1 2 X 

Las bebidas que le 
desagradan tomar, 
como por ejemplo, cafe, 
te, coca, cerveza, 
licor, etc., y sus 
bebidas favoritas. 0 1 2 X 

Datos respecto a la persona en quien mas confia. 
un gancho (/) en los espacios apropiados: 

Hombre Pariente 

Mujer Amistad 

Doctor 

Sacerdote 
o Ministro" 

Favor de poner 

Trabajador Social 

Otro 
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Personal Background Information 

Instructions 

Please answer with a / nark, whenever possible, in the appro-
priate spaces. Try not to skip any items and answer as accur-
ately as possible. 

1. Sex: Male Female 

2. What is your ethnic background? 

Hispanic 

Cuban _____ Puerto Rican 

Mexican/Mexican American Other (Which? 

Anglo 

Black 

Asian 

Other (Which? 

Year of Birth: 

4. Where were you born? 

U.S. A. Puerto Rico 

Cuba Another County (Where? 

Mexico Year Entered U.S.A. 

5. Who lives at home? (You may check more than one) 

1-3 brothers (or sons) 

4-6 brothers (or sons) 

More than 6 brothers (or sons) 

1-3 sisters (or daughters) 

4-6 sisters (or daughters) 

More than 6 sisters (or daughters) 

There are no children 
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6. What languages do you speak at home? 

Spanish only 

Mostly Spanish 

Mostly English 

English only 

Other (Which?) 

7. What kind of job does the head of the household have? 

8. What is the citizenship of the head of your household? 

U.S.A. 

Mexico 

Other (Which?) 

9. Where did the head of your household grow up? 

In the country 

In the city 

10. How many years of education does the head of your house-
hold have? 

0-8 years 

9 or more 

11. Where was your father born? 

U.S.A. 

Mexico 

Other 

12. Where was your mother born? 

U.S.A. 

Mexico 

Other 
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13. Are you 

Married 

Never married 

Widowed, divorced, or separated 

14. Do you live 

In the country 

In the city 

15. How many years of education do you have? 

0-8 years 

9 or more 

16. What kind of job do you have? 

17. Kow much English do you 

None Some Plenty 

Understand 

Speak 

Read 

Write 

18. How much Spanish do you 

None Some Plenty 

Understand 

Speak 

Read 

Write 
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19. Have you ever received treatment for nervous or mental 
problems from a 

Yes No 

Psychiatrist 

Psychologist 

Other mental 
health professional 
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Datos Personales 

Instrucciones 

Conteste, siempre que le sea posible, indicando con un gancho 
(/) el dato correcto. No oraita ninguna de las preguntas, e 
indique siempre la respuesta mas exacta. 

Muj er 1. Sexo: Hombre 

2. dCual es su origen etnico? 

Hispano 

Cubano 

Mexicano/Mexicano-Americano 

Puertorriqueno 

Otro (dCual? 

Norteamericano de habla inglesa 

Negro 

Asiatico 

Otro (cCual? ) 

3. <?En que ano nacio? 

4. <?D6nde nacio? 

EE.UU. 

Cuba 

Mexico 

Puerto Rico 

Otro Pais ( D6nde?) 

Ano que entro a E.U.A. 

cQuienes viven en su casa? (puede indicar varias respuestas) 

De 1 a 3 Hermanos (o Hijos) 

De 4 a 6 Hermanos (o Hijos) 
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Mas de 6 Hermanos (o Hijos) 

De 1 a 3 Hermanas (o Hijas) 

_De 4 a 6 Hermanas (o Hijas) 

_Mas de 6 Hermanas (0 Hijas) 

No hay ninos 

cQue idioma habla Ud. en su casa? 

Solo el espanol 

Principalmente el espanol 

Principalmente el ingles 

Solo el ingles 

Otro idioma (dCual?) 

7. iQud tipo de empleo tiene el jefe de su familia? 

8. <?De qud pais es ciudadano el jefe de su familia? 

EE.UU. 

Mexico 

Otro Pais (cCual?) 

9. dDonde se crio el jefe de su familia? 

En el campo 

En la ciudad 

10. i.Cu£ntos anos asistio a la escuela el jefe de su familia? 

De 0 a 8 anos 

9 anos o mas 

11. dDonde nacio su padre? 

EE.UU. 
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Mexico 

Otro pais (cCual?) 

12. I Donde nacio su madre? 

EE.UU. 

Mexico 

_Otro pals (cCual?) 

13. Es Ud. 

Casado 

Nunca casado 

_Viudo, Divorciado, Separado 

14. Vive Ud. 

En el campo 

En la ciudad 

15. iCu^ntos anos de educacion tiene Ud? 

De 0 a 8 anos 

9 anos o mas 

16. .J Que clase de trabajo tiene Ud? 

17. Cuanto ingles 

Nada Algo Bastante 

Entiende 

Habla 

Lee 

Escribe 

18. Cuanto espanol 

Entiende 

Habla 
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Lee 

Escribe 

19. Ha recibido tratamiento para problemas nerviosos o 
mentales de algdn 

Si No 

Psiquiatra 

Psicologo 

Otro profesional 
en salud mental 
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Jourard Self-Disclosure Questionnaire 
with Prospective Instructions 

(Second Administration) 

Instructions 

You are asked to pretend that you have been having 
strong feelings of nervousness and sadness and that these 
feelings are related to problems with your family (that is, 
your husband and children, or parents and boyfriend). Your 
doctor or pastor has recommended that you to to the mental 
health clinic to get help for your situation. When you 
arrive at the clinic you are interviewed by a therapist like 
the one you just heard on the tape recording. 

Below there is a list of topics with responses you are 
asked to mark according to the degree to which you would be 
willing to make yourself known during the interview. 

Scoring System 

0: I would not talk to the therapist on this topic. 

1: I would give the therapist a general idea about 
myself on this topic. 

2: I would give the therapist complete information about 
myself on this topic. 

X: I would not confide to the therapist, even if he asked 
me about this topic. 

Please circle your response for each topic: 

1. What you dislike 
about your appear-
ance . 

2. The things about your 
appearance that you 
like most, or are 
proudest of. 

Not General Complete Would Not 
Tell Idea Idea Answer 

0 1 2 X 

0 1 2 X 
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Not General Complete Would Not 
Tell Idea Idea Answer 

3. Your chief health 
concern, worry, or 
problem, at the 
present time. 0 1 2 X 

4. Your favorite spare-
time hobbies. 0 1 2 X 

5. Your food dislikes 
at present. 0 1 2 X 

6. Your religious 
activity at present— 
whether or not you go 
to church; which one; 
how often. 0 1 2 X 

7. Your personal reli-
gious views. 0 1 2 X 

Your favorite read-
ing materials-kinds 
of magazines, books, 
or papers you usually 
read. 0 1 2 X 

9. What particularly 
annoys you most about 
your closest friend 
of the opposite sex 
or (if married) your 
spouse. _0 1 2 X_ 

10. Whether or not you 
have sex problems, 
and the kind of pro-
blems if any. __0 1 2 X_ 

11. An accurate know-
ledge of your sex 
life up to the present, 
e.g., the names of 
your sex partners in 
the past and present, 
if any; your ways of 
getting sexual gra-
tification. 0 1 2 X 
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Not 
Tell 

General 
Idea 

Complete 
Idea 

Would Not 
Answer 

12. Things about your 
own personality that 
worry you or annoy 
you. 0 1 2 X 

13. The chief strains 
in your daily work. 0 1 2 X 

14. Things about the 
future that you 
worry about at 
present. 0 1 2 X 

15. What you are most 
sensitive about. 0 1 2 X 

16. What you feel the 
guiltiest about, 
or most ashamed of 
in your past. 0 1 2 X 

17. Your views about 
what is acceptable 
sex morality for 
people to follow 0 1 2 X 

18. The kind of music 
you enjoy listening 
to the most. 0 1 2 X 

19. The subjects you 
did not, or do not 
like at school. 0 1 2 X 

20. Whether or not you 
do anything special 
or maintain or improve 
your appearance, e.g., 
diet, exercise, etc. 0 1 2 X 

21, The kind of behavior 
in others that most 
annoys you, or makes 
you furious 0 1 2 X 
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22. The characteristics 
of your father that 
you do not like, did 
not like. 

23. Characteristics of 
your mother that 
you do not like, or 
did not like 

24. Your most frequent 
daydream—what you 
daydream about 
most 

Not 
Tell 

General 
Idea 

Complete 
Idea 

Would Not 
Answer 

0 1 2 X 

0 1 2 X 

0 1 2 X 

25. The feelings you 
have the most 
trouble control-
ling, e.g., worry, 
depression, anger, 
jealousy, etc. _0 1 2 X_ 

26. The biggest dis-
appointment that 
you have had in 
your life. _0 1 2 

27. How you feel about 
your choice of life 
work. 0 1 2 X 

28. What you regard as 
your chief handi-
caps to doing a 
better job in your 
work or studies. 0 1 2 X 

29. Your views on the 
segregation of 
Whites and Blacks. 0 1 2 X 

30. Your thoughts and 
feelings about other 
religious groups 
than your own. _0 1 2 X_ 

31. Your strongest ambi-
tion at the present 
time. 0 1 2 X 
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32. 

33, 

34 

35. 

36, 

37, 

38, 

Not 
Tell 

General 
Idea 

Complete 
Idea 

Would Not 
Answer 

Whether or not you 
have planned some 
major decision in 
the near future, 
e.g., a new j ob, 
break engagement, 
get married, divorce, 
buy something big. 0 1 2 X 

Your favorite jokes— 
the kind of jokes you 
like to hear 0 1 2 X 

Whether or not 
you have savings: 
if so the amount. 0 1 2 X 

The possessions you 
are proudest of, and 
take greatest care of, 
e.g., your car, or 
musical instruments, 
or furniture, etc. 0 1 2 X 

How you usually sleep, 
e.g., well, or poorly, 
or with help of drugs 0 1 2 X 

Your favorite tele-
vision programs. 0 1 2 X 

Your favorite comics. 0 1 2 X 

39. The groups or clubs 
or organizations you 
belong to, e.g., fra-
ternity, card playing 
groups, YMCA, profes-
sional orgnaization. _0 1 2 X_ 

40. The beverages you do 
not like to drink, 
e.g., coffee, tea, 
coke, beer, liquor, 
and your preferred 
beverages. 0 1 2 X 
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Instrucciones 

Se le pide que se haga cuenta que ha estado teniendo 
fuertes sentimientos de nerviosidad y tristeza, los cuales 
se relacionan a problemas familiares (por ejemplo, con es-
poso e hijos, o con padres y novio). Su doctor o pastor le 
ha recomendado que se dirija a la clinica de salud mental 
para que le ayuden en su caso. Al llegar a la clinica la 
entrevista un terapeuta como el que acaba de oxr en la cinta 
grabada. 

A continuacion hay una lista de temas con respuestas 
que se le pide a Ud. marcar segun el grado al cual estarla 
Ud. dispuesta a darse a conocer en la entrevista. 

Manera de responder 

0: No le platicaria al terapeuta acerca de este tema. 

1: Le daria al terapeuta una idea en general de como 
soy respecto a este tema. 

2: Le daria al terapeuta informacion completa de como 
soy respecto a este tema. 

X: No confiaria en el terapeuta sobre este tema ni 
aunque me lo pidiera. 

Favor de poner un circulo en su respuesta a cada tema: 

1. Lo que le disgusta 
de su apariencia. 

2. Lo que mas le gusta 
de su apariencia, o 
de lo que esta mcis 
orgulloso. 

3. Su principal pre-
ocupacion, apuro, 
o problema respecto 
a su salud en el 
presente. 

4. Su nasatiempo fa-
vorito. 

No Idea en Idea No 
Decir General Completa Contestaria 

0 1 2 X 

> 

0 1 2 X 

> 

0 1 2 X 

0 1 2 X 
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La comida que no 
le gusta actual-
mente. 

No Idea en Idea No 
Decir General Completa Contestaria 

0 1 2 X 

6. Su actividad 
religiosa actual— 
vaya o no a la 
iglesia; cual; con 
que frecuencia. 0 1 2 X_ 

7. Sus puntos de vista 
personales sobre la 
religion. 0 1 2 X_ 

8. Su lectura favorita— 
clases de revistas o 
periodicos que acos-
tumbra leer. 0 1 2 X 

9. Lo que mas le des-
agrada de su amistad 
mas intima del sexo 
opuesto o (si es Ud. 
casado) de su 
esposo. 0 1 2 X_ 

10. Si tiene problemas 
sexuales o no; y la 
clase de problemas 
si los hay. 0 1 2 X_ 

11. Un reconocimiento 
exacto de su vida 
sexual hasta ahora— 
por ejemplo, los 
nombres de sus 
amantes si los ha 
tenido, los modos en 
que obtiene Ud. sa-
tisfaccion sexual. 0 1 2 x 

12. Las cosas que le 
apuran o le molestan 
de su personalidad. 0 1 2 X 
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No 
Decir 

Idea en 
General 

Idea 
Completa 

No 
Contestaria 

13. Las principales 
tensiones en su 
trabajo diario. 0 1 2 X 

14. Cosas del futuro 
le preoccupan en 
presente. 

que 
el 

0 1 2 X 

15. A lo que es Ud. 
mas sensible. 0 1 2 X 

16. De su pasado, de 
lo que mas se siente 
culpable o avergon-
zado. 0 1 2 X 

17. Su modo de pensar 
acerca de la morali-
dad . sexual que debe 
llevar la gente. 0 1 2 X_ 

18. La clase de nvusica 
que le gusta ofr. 0 1 2 X_ 

19. Las materias que no 
le gustaban, o no le 
gustan en la 
escuela. 0 1 2 X 

20. Si hace o no algo 
especial para man-
tener o mejorar su 
apariencia personal, 
como por ejemplo, 
dieta, ejercicio, 
etc.. 0 1 2 X 

21. El comportamiento de 
otras personas que 
mas le molesta o le 
hace enojar. 0 1 2 X_ 

22. Los modos de ser de 
su padre que mas le 
disgustan o disgust-
aban. 0 1 2 X 
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23, 

24, 

Los modos de ser 
de su madre que 
mas le disgustan 
o le disgustaban. 

mas frecuencia 
cuando suena 
despierta 

No Idea en Idea No 
Decir General Completa Contestaria 

0 1 2 X 

L 

0 1 2 X 

25, 

2 6 , 

27 

28, 

29, 

30, 

31. 

Los sentimientos 
que tiene que mas 
le cuesta contro-
lar, por ejemplo, 
apuro, depresion, 

X 

La mas grande des-
isucion que ha 
tenido en su vida. 0 1 2 X 

Como se siente 
acerca del trabajo 
que ha escogido 
para su vida. 0 1 2 X 

Lo que considera 
como su mayor 
incapacidad para 
hacer mejor su 
trabajo o estudios. 0 1 2 X 

Su opinion acerca 
de la segregacion 
de blancos y negros. 0 1 2 X 

Su modo de pensar 
y lo que siente 
respecto a grupos 
religiosos difer-
entes del suyo. 0 1 2 X 

Su ambicidn mas 
grande en el 
presente. 0 1 2 X 



Appendix F--Continued 88 

32, 

33. 

34. 

35. 

37. 

38, 

39. 

40. 

No 
Decir 

Idea en 
General 

Idea 
Completa 

No 
Contestaria 

Si ha planeado o 
no alguna decision 
importante para el 
futuro proximo, por 
ejemplo, un nuevo 
trabajo, romper un 
compromiso, casarse, 
divorciarse, comprar 
algo importante. 0 1 2 X 

Sus chistes favor-
itos—la clase de 
chistes que le gusta 
oir. 0 1 2 X 

Si tiene o no ahorros, 
si los tiene, la can-
tidad. 0 1 2 X 

Sus posesiones de las 
que esta mas orgulloso 
y que cuida con mas 
esmero, por ejemplo, 
su carro, o instrumento 
de musica, o muebles, 
etc.. 0 1 2 X 

Sus favoritos pro-
gramas de television.0 1 2 X 

Sus monitos favor-
itos. 0 1 2 X 

Grupos, clubes, u 
organizaciones a 
que pertenece, por 
ejemplo, fratern-
idad, grupo de jugar 
baraja, YMCA, organ-
izacion professional, 
etc.. 0 1 2 X 

Las bebidas que le 
desagrada tomar, 
como por ejemplo, 
cafe, te, coca, 
cerveza, licor, etc., 
y sus bebidas favor-
itas. 0 1 2 X 
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Appendix G 

Questionnaire on Subjects' 
Perceptions of Taped Interview 

Although it may be difficult, give your best guess about the 
therapist you heard on the tape recording. 

Age 

Is he Anglo 

Hispanic 

Other 

Please rate the therapist 

Sensitive Cold 

Hypocritical Sincere 

Competent Incompetent 

Closed Open 

If you had a serious problem, would you go the the mental 
health center to see this person: 

Yes 

No, Why not? 

Before today did you know about the mental health center? 

Yes 

No 

If you did know about the mental health center, what was 
your rating of the center? 

Good Bad 
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Aunque le sea dificil, de su mejor conjetura respecto al 
terapeuta que oyo en la cinta grabada. 

Edad 

Es el Norteamericano de habla inglesa 

Hispano 

Otro 

Favor de evaluar al terapeuta 

Sensible Frio 

Hipocrita Sincero 

Competente Incompetente 

Cerrado Abierto 

Si tuviera un problema, <?iria ud. al centro de salud mental 
a ver a esta persona? 

Si 

No, <-,Por que no? 

Antes de hoy, iSabia Ud.del centro de salud mental? 

Si 

No 

Si ud. Si sabia del centro de salud mental, ccucil era su 
evaluacion del centro? 

Bueno Malo 
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Instructions for Conducting Meetings 
with Experimental Subjects 

I work with an agency called Ventura County Mental Health 
Services. Trabajo con un agencia llamada Servicios de 
Salud Mental del Condado de Ventura. This agency is designed 
to help people with a variety of problems to help them resolve 
these problems and maintain their mental health and well-being. 
Esta agencia esta designada para ayudar a la gente con una 
variedad de problemas, ayudanodlos a resolver estos problems 
y a mantener su salud y bienestar mental. There is a great 
variety of problems from very serious ones that are commonly 
labeled with such tersm as "craziness," to less serious ones 
which have labels such as "nerves" or "depression," to what 
apparently not such serious ones such as family problems with 
children. Hay una gran variedad de problemas, desde unos 
muy serios que, vlugarmente, se les llama con t£rminos como 
"locura," a otros menos serios que se les llama "nerviosidad" 
o "depresion," hasta los que aparentemente no son tan serios, 
como problemas famaliares con los ninos. The agency also 
does preventive work which generally takes the form of educa-
tional programs thatprovide to individuals and groups informa-
tion that helps prevent mental health problems and, moreover, 
helps to develop and maintain good mental health for everyone. 
La agencia tambien hace trabajos preventivos que generalmente 
toman la forma de programas educativos que proveen a individous 
o a grupos informacion que ayuda a prevenir problems mentales 
y mas aun, ayuda a desarrollar y mantener el beinestar de 
cada uno. The agency has clinics in various locations through-
out the county, and is ready to help any person who had need 
of these services. La agencia tien clinicas en varios lugares 
del condado, y esta dispuesta a ayudar a cualquier persona 
que tenga necesidad de estos servicios. 

It is very important for the clinic to learn how best to 
serve its clientele, that is the residents of the county. Es 
muy importante que la clinica sepa como major servir a su 
clintela, es decir a los habitantes del condado. To this end 
it is useful to seek information from these reisdents by 
way of questionnaires or experiments. Para este fin, es 
util pedirles informacion a los mismos habitantes por medio 
de cuestionairos o experimentos. 

I would like to do two things with you today: Hoy quiesiers 
tratar dos temas con ustedes: 
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One is to conduct an experiment with two purposes: 
first, to learn how the clinic can best serve people of 
Mexican descent and, second, to help me complete my studies. 
Unoes hacer un experimento con dos propositos: primero, 
buscar como la clinica puede mejor ayudar o servir a la 
gente de descendencia mexicana y segundo, a la vez me 
ayudaran a mi a completar mis estudios. 

The second thing I would like to do, at the end of the 
questionnaires which come with the experiment, is to explain 
the experiment and then give you a few ideas that could be 
helpful to you in maintaining your own mental health. La 
segunaa parte que me gustaria hacer, al terminar con los 
cuestionarios que vienen con el experimento, es explicarles 
el experimento y luego darles algunas ideas que les pueden 
ser utiles para mantener su propio bienestar. 

With your permission I'll give you a form that explains 
more fully what I am asking. Con su permiso, les voy a dar 
una forma que explica mas completamante lo que les pido. 
I have these forms in both languages, English or Spanish. 
Tengo estas formas en ambos idiomas, ingles o espanol. 
(Distribute the client consent form, in language requested 
by each participant. Allow time for reading the form.) 
Are there any questions? dTienen alguna pregunta? (Limit 
response to substance of consent form*) (Collect consent forms.) 
Now we will begin with the questionnaires which are available 
in both languages, English and Spanish. Ahora comenzaremos 
con los cuestionarios, que los tenemos en ambosidiomas, ingles 
y espanol. Please stay on the page numbers for which I give 
you directions. Por favor sigan las paginas segun las 
instrucciones que les voy dando. 

Okay. Let's begin with the first questionnaire which is 
on page one.Bueno, vamos a empezar con el primer cuestion-
ario que esta en la pagina uno. Let's read the instructions 
together. Leamos las instrucciones juntas. (Allow time for 
reading instructions). Are there any questions? I Hay 
preguntas? (limit answers to substance of instructions). 
Let's work on the questionnaire together. Vamos a completar 
el couestionario juntas. It is best to give the first answer 
that comes to your mind. La mejor forma de contestar es de 
dar la primera respuesta que se les venga a la mente. (Allow 
time for completion of the questionnaire. Limit help to the 
substance of questionnaire content). 

(Once all participants complete the first administration of 
the JSDQ, proceed with the following) Now we're ready to 
answer some personal data questions on pages 6 to 8. Ahora 
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vamos a las paginas 6 a 8, que tienen algunas preguntas 
personales. (limit help to questionnaire content and allow 
time for all participants to complete this section of the 
questionnaire). 

Now I am going to divide you into two groups. Ahora las 
voy a dividir en dos grupos. If you have a green number "one" 
on the first page of your questionnaire go (indicate room). 
Si tiene un numero uno verde en la primera pagina del cuestion-
ario vayan (indicate room). 

(Once groups are divided: 
1) Play tape with instructions for listening to the 

therapy tape, which says, "What you are about to hear are 
sections from a typical^first interview at the mental health 
center. Lo que van a oir son secciones de una tipica primera 
entrevista en el centro de salud mental. The man is a 
therapist who works at the clinic; the woman is a client who 
is seeking help. El hombre es un terapeuta que trabaja en 
la clinica; la mujer es una clienta que busca ayuda. Change 
tape please." 

2) Play assigned therapy tape 

3) Play tape with instructions taken from page 9 of 
the questionnaire. 

4) When participants complete the questionnaires, 
collect them. 

5) Participants return to form one group.) 
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Transcripts of Audiotapes 

C = "client" 

T = therapist 

T (sigh) Are you a little nervous? 

C Uh, yes. (laugh) 
T A little nervous. It sometimes can be a little nerve-

wracking coming here when you're seeking some type of, 
uh, help. Uh I'll be asking you an awful lot of 
questions, some of them are quite personal. Uh, feel 
free to not answer them if you don't want to, okay? 
(end segment) 

C I find it very difficult for me because, uh, uh, in my 
family, I'm more or less considered the strong one. And 
even if I'm not, uh, I have to appear as though I am. I 
have to appear very cold. And I have to suppress all my, 
my feelings. And if I want to cry, I have to cry to 
myself. I can't cry in fr I don't want to cry in 
front of my husband because I don't want to worry him, 
and I don't want to worry my children. So lots of times 
I keep things to myself which I find very, very difficult, 
And in time it does, it wears me down, and I start to 
break out in allergy. 

T I see. So a lot of your allergies are... 

C Nervousness. 

T Nervousness. 

C Nervousness, and I know that, and I realize that but... 

T A lot of your feelings are internalized. 

C Yes... 

T And it sounds... 

C They're suppressed. 

T like you somatize them and they come out in what we call 
a type of conversion reaction. Uh, that's very interest-
ing. (pause) Do you sleep well at night? 
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C Uh, yes I have been. There for a while I was not. I 
must say I don't, I can't... When I'm not sleeping well 
I continously have nightmares, and I know it's because 
I'm nervous and I am worried. Even though I appear not 
to be, I am concerned about someone or about myself or 
something, and then I will not... Well, I do not sleep 
well and if I dream I do not rest. 

T Do you eat well? 

C I would say I do. I eat very well for my age and for 
my, uh, illness. I'd say I eat well. 

T Do you?... (end segment) 

T You also mentioned your husband. Is there something wrong 
with him? 

C My husband was, fell at work and injured his back a 
couple of years ago, and since then he's had problems 
with his back. He's been under treatment, and, uh, it's 
steadily, uh, getting worse and it's not going to get 
better. But that really isn't the problem, that's... I 
know it's not the problem. I think, and, uh, I don't... 
I'm not the kind of a person that nags. I don't like to 
nag because I don't like to be nagged. I mean I... If 
a person tells me someting once that's sufficient for me. 
I don't like them to be repeating things over and over. 
I find that very, very irritating. So, I don't... I 
never complain to him about his drinking or his smoking. 
I mean, he knows it's bad for his health and if he doesn't 
want to do anyting about it, uh, all I can do is comfort 
and console him. 

T So, many times you're put in a position where you have to 
keep your feelings inside. 

C Yes. 

T You're kind of internalizing and you're back to the idea 
that they come out some other way, and one of them, as 
you mentioned earlier was, was allergies... 

C Yes. 

T Okay, Uh, was he always drinking or did it did it kind of 
like... 

C He's . . . 

T manifest itself when he was hurt? 
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C No, no no no, he's, he has, he has always, uh, drank a... 

T Does he... 

C Ever since, since, but, but, but it, he will not admit to 
a drinker. I think that's his main 
Oh, another one of his problems is, 

he will not face and he will not admit to himself that 
his father died from alcoholism. 

himself that he is 
problem. Uh, he.. 

T 

C 

T 

C 

T 

C 

T 

C 

T 

C 

How long have you been married? 

Oh, too long, much too long. Uh, let's see, 31 years. 

Are you unhappy? 

No. I don't think I am. At least I don't believe I am. 

Well you just made a comment that, uh, "much too long". 

Well it's, it's it's true you sort of... Of course, I 
was... You have to consider my background. I was brought 
up where... And you were taught, divorce was a bad thing. 
You don't divorce just for the sake of divorcing. You've 
got your children to think of. And, you know, what is a 
woman, a married woman with children, going to do if... 
If, if a woman is divorced, in my education, if you got 
divorced, you were no longer a good woman, and men were 
only out to get you. So that had a lot to do with it. 
So, that influenced my life. Uh, I, of course, did not, 
did not have a father. I only had a mother. My father 
abandoned my mother when I was about 4 or 5 years old. So 
I always thought of divorcing my husband. Uh, really, uh, 
I thought about it many, many times, many times, I'm not 
gonna say I didn't, because I have. I've thought about it 
many times. But I don't know, it's just the thought of 
raising my children without a father. I just, I can 
think of my, my, my childhood, you know, how I longed to 
have a father, how I craved for that father. And I think 
sometimes, I really do, I think sometimes that in my 
husband I probably substituted the father image. 

That's what I was just thinking, and your husband didn't 
come with those... 

No, he didn't he sort of... 

Couldn't fulfill those needs. 

He sort of, He was a let-down. 
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T And maybe, maybe you got turned off. 

C And I've just sort of resigned myself to the fact. (end 
segment) 

T What do you do for yourself? What do you do for yourself 
other than enjoying, uh... I can imagine, you know, you 
feeling on Monday morning. "Wow! I'm going back to work 
again!" 

C Thank God! (laughing) 

T "Thank God", okay. 

C (laugh) 

T All right, all right . . . 

T What else are you doing for yourself, though? 

C That's about it work and home (laughing) that's it. 

T That's it, huh? 

C (Laughing) That's it. (pause) My husband is strictly the, 
uh, I guess, you call, the macho-type man. You know, he 
strictly believes a woman's place is in the home. Uh, I 
am a very, very independent person. I always have been. 
And, uh. . . If you, uh, how can I say this? I think that 
is one of my greatest faults, or maybe it isn't. I don't 
know, maybe, maybe it's good for me, but it's been a 
conflict between my husband and I a number of years. As 
I, I've always worked with the exception of the time we 
lived in Mexico. I have always worked and that was the 
only time I was a housewife. And I was very unhappy 
because, uh, I had all kind of nervous disorders. And 
the doctor said, "What you need to do is get out and be 
with people and work." So that's what I do. 

T Have you ever thought of having an affair? 

C No, no I can't truthfully say I haven't. I wish I could. 
Or I wish I'd meet a man that would interest me. Let's 
put it that way. I haven't met a man yet that, uh, uh, 
would arouse me, or would affect me that I'd say, "Gee, 
I'd love to sleep with that man." No, no no, I haven't. 

T Your husband can no longer do that, or did he ever? 
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C Oh, my husband is a wonderful lover. Uh, yes I have 
loved him very much. But, uh, I think the difference 
in our backgrounds has had a great deal to do with, with 
me in particular, 'cause I know I have changed. Uh, he 
realizes that. And well, let's put it this way, I have 
come to a point where if he was to say tomorrow, "I'm 
leaving you," I'd say, "Good-bye, God bless you. May 
you be happy with whoever you're going with." I mean 
I would feel if I were to, if I were to leave my husband, 
uh, say for instance, I'd say, "Hey, you know, you go 
your way, and I'm going on mine, leave me be," Uh, and 
I know that if he was to start drinking and drinking again, 
I, I would feel very bad. The guilt complex would just, 
you know, it's something I wouldn't be able to cope with. 

T Uh, do you feel that you're controlling a lot of his 
drinking now? 

C In a sense. Yes, I do. 

T Okay, but you have one person who's at home who's a, uh, 
mother, a person who can't be real because she has to hide 
much of her feelings. And then another person's over here, 
uh, where you work, who is a real person and there's, 
there's a dichotomy there. There's a division. 

C There's that division. Yes, I know. There it is. I can't 
behave the way I would behave at work. 

T What do you think would happen if you went home and you 
started expressing feelings and started being you? What 
do you think would happen? 

C Whoo! A bomb would explode! Especially with my husband. 

T Don't you count? 

C Oh! (sigh)... I've been shouting that for years. 
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C = "client" 

T = therapist 

T Bueno, uh, si puede, dime sus probleraas. 

C cMis problemas? 

T Si. 

C Uh. tengo... tComo le dire?... 
T Esperese u-un momento. Pero, yo pienso que Ud. ahorita 

se siente muy, muy, como, como que tiene muchas ansias, 
ceh? 

C Muy cierto, muy cierto, si, si, si siento ansiedad. Este, 
no encuentro las palabras para explicarme para decirle... 

C lo que quiero decir. 

T iTiene miedo? 

C No, miedo no. Sino es que, que, uh, no puedo explicar lo 
que quiero decir. Tengo que pensar bien. Uh... 

T Pos, hagalo* unos, unos dos minutos y calmese y a ver si me 
puede decir. Porque ahorita yo, yo pienso que... Pos, 
venir con una gente que Ud. no conoce, ieh?... Um, es 
posible que se, que tiene muchas ansias, ceh? 

C Si, se pone uno nervioso, naturalmente. 

T Si, si. 

C Es algo... 

T Y con eso yo, yo, yo pienso que no puede, um, hallar las 
palabras pa desc-, para explicar su, su, sus problemas, 
<Lum? 

C Muy cierto, muy cierto. 

T Yo entiendo, senora, yo entiendo. 

C Uh, mira, yo soy de una manera que muchas cosas las guardo 
a si misma. No expreso mis sintimientos [sic]. No, I como 
le dire?, no por, uh, no por miedo, ni eso*, sino que me 
encuentro en una situacion que es necesario represar mis, 
mis, mis sentimientos en muchas ocasiones. Uh, con mi 
esposo, con mi madre, mis hermanas, mi hermana, mi unica 
hermana que tengo... Me he encontrado en una situacion 

* indistinct word 
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donde yo tengo que hacer frente para todos. Y franc-
amente he llegado a un punto que yo ya no puedo. 

T dEsta llena? 

C Estoy, estoy llena, como se dice vulgarmente, hasta el 
copete. Hasta el copete. Uh, creo que voy a estallar. 
Quisiera que alguien me quitara esta responsabilidad, 
Y *, "mira, no te preocupes hermana o, o mi esposa 
querida, yo, yo lo voy a hacer frente. Tu no tienes que 
preocuparte. Tu, toma todo en calma y llora se quieres, 
o expresa, o, o haz algo, grita, lo que quieras, pero 
yo, yo voy a, a, yo voy a cuidar, yo voy a hacerme cargo 
de todo esto." 

T dNo tiene confianza en su esposo? 

C Es muy debil, es de, es de un caracter muy debil. El, 
cuando tiene un problema, lo primero que hace es ponerse 
a tomar. Yo no creo que el alcohol es la solucion de nada. 
Por eso es . . . 

T &Es alcoholico el? 

C Yo digo que si. dTenemos una diferencia en opinion, 
verdad? (one or more indistinct words, simultaneous with 
therapist's next sentence) 

T cEl toma, el toma todos los dias? 

C Todos los dias toma. Todos los dias. (end segment) 

T Y Ud. iUd. duerme bien? 

C Uh, si. Cuando estoy nerviosa, posiblemente no. Cuando 
estoy nerviosa, o estoy mortificada por alguna cosa, uh, 
tengo la tendencia de, de tener pasadO, pesadillas. Y 
esto me, me, dcomo le dire? me, me molesta mucho, porque 
se que, uh . . . Creo yo en los senos, y para mi tienen 
un significado y quisiera yo poder entender, o, o saber 
que es lo que significan mis suenos. 

T So sic Ud. me esta diciendo que, que tiene muchas preguntas, 
deh?, Ud. en su mente, deh? 

C Tal vez, si. 

T Digame, Icomo se siente Ud.? dComo se siente en su cuerpo, 
en su cabeza? 

C Cansada. 
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T cCansada? 

C Cansada. 

T Y tambien veo que se ve un poco triste. 

C Me veo un poco triste. 

T Si, senora . . . 

C Uh . . . 

T En la manana, cuando Ud. se levanta, dcorao se siente?, 
todos los dias por ejemplo. s- se, esta contenta?, siente 
unos, unos, unos . . . Si esta triste o . . . 

C Um, siento yo que me levanto bien. Me da mucho gusto 
porque me levanto, me arreglo, me preparo para ir a mi 
trabajo. Mi trabajo, la paso bien, porque me encanta mi 
trabajo. 

(end segment) 

T Cuando le pregunte ahorita q- que dcomo se sinteria sic 
en su cuerpo?, en estaba preguntando que si, que si estaba 
enferma mucho, que si tenia algo que, que estaba, o que le 
pasaba cada semana o cada mes o algo asi . . . 

C No, lo unico que padezco es alergia 

T i Alergia de que? 

C Pues yo digo que son nervios. 

T Nervios. 

C Porque, pos, mi dieta no cambia, mi dieta es siempre lo 
mismo. Y por mas que me cuido, y, y, uh, uh, y siempre, ya 
para estas horas, ya ando con ronchas, comezon, y, y . . . 
Bueno, pos yo digo que es, es nervios . . . 

T Es nervios, <? eh? 

C Ansiedad, perocupaciones. 

(pause) 

T i Que quiere Ud. para, para, para Ud? 

C iQue quiero para m£? 
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T Si. 

C cQue quiero de la vida? (sigh) Quiero paz, tranquilidad, 
y ser yo. 

T Pero yo, yo pienso que, que Ud. es una senora que, que 
no esta contenta en casa, I eh?, que no esta, que no esta 
contenta con sus, con su modo en su vida, y que no esta 
contenta con su esposo. 

C Si, muy cierto. Si es muygierto. Si, yo lo veo y, y 
compr- comprendo mi situacion. Pero, tambien, eh, por 
las, por mi religion, por las cosas que inc-, me, me 
han inculcado desde chica... Uh,^divorciarme de mi esposo 
tampoco; se me hace algo muy dificil, uh, no solo por mi, 
sino por el. Porque como^le dije anteriormente, mi 
esposo es un hombre muy debil, muy debil de caracter. Y 
yo se que si yo dejaba ir * mi esposo, si hoy toma, el iba 
a tomar^lo doble. Y, y tengo la seguridad que no iba a 
durar mas de un ano o dos, y, y yo no iba a poder vivir 
con esa culpa, sin-, sintiendome que yo participe para cjue 
un hombre terminara su vida de esa manera. (pause) Asi 
es que lo que le pido a Dios es que me * de fuerzas para 
resignarme a la vida que tengo, ayudarme, que me de 
paciencia para sobrellevarla, y tener paz y tranquilidad. 
(end segment) 

T iUd. buscaba cosas en ese hombre, en su esposo que, que 
eran, que eran de, igual a su apa? 

>• 

C Posiblemente. Como nunca tuve padre, no conocia mi padre. 
No conoci a mi padre, asi es que tal vez, si buscaba en 
mi esposo el carifio que nunca tuve de mi padre. 

T dSu esposo le da bastantes... 

C Si,... 

T Carinos? 

C es bastante carinoso conmigo hasta, <Lcomo le dire?... En 
los primeros anos de, de nuestro matrimonio... No,... 
Fue, fueron anos muy turbulentos, muy... Mi esposo fue 
algo poco de, de enamorado, mujeriego, y tuvimos nuestras 
dificultades. Hoy ya de vieja, pos llega uno hasta cierto 
punto que llega hasta aqui. Dice uno, "Hasta aqui, y ya 
no". Ora los papeles tjan cambiado un poquito. Porque 
antes donde yo le servia, ya no. Entonces el me sirve a 
mi. (end Segment) 
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T cUds., Uds., uh, tienen se- sexo? 

C Si. 

T Si. 

C Si. 

T cCuantas veces por semana? 

C (laughing) Si fuera posible mi esposo lo quisiera todas 
las noches,... 

> 

T Todos los dias, deh? 

C ipara que voy a mentir? 

C En todo ese aspecto esta muy hombre, dire. (laughing) 

T cY le gusta? 
C (Pause) (more serious) Mi esposo dice que soy una muyer 

fria. Yo creo que en veces si. Uh, no, no, no, no, 
cambio, no, no es cierto. Puedo ser muy cari-, carinosa, 
muy calurosa, si se me trata bien. Pero si se me trata 
bruscamente, cambio. 

T iPor que cambia de de mente? 

C Uh, porque no soy una mujer fria. Soy carinosa. 

T £Es posible. con el? con el, fria dno? a veces que si, 
cno? 

C Si, si fria con el, si soy fria. Pero no me gusta que me 
tr- traten brusca, que sean bruscos conmigo. No me 
gusta. 
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