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Abstract

Behavioral Activation (BA) is a treatment approach that has demonstrated promising outcomes
for the adolescent population (Martin & Oliver, 2019). However, more studies are needed to examine its
effectiveness with Hispanic adolescents. The prevalence and severity of depressive symptoms tend to be
higher among Hispanic adolescents in comparison to their non-Hispanic White peers (Pratt & Brody,
2014). In addition, depressive symptoms are associated with poor social, academic, and later health
outcomes (Naicker et al., 2013; Owens, Stevenson, Hadwin, 2012). Given the lack of prior investigations
on the effectiveness of BA for Hispanic adolescents, this study aimed to fill a gap in the current literature
by examining how Hispanic adolescents responded to BA treatment, as evidenced by changes in
depressive symptoms and health-related quality of life. Hispanic adolescents in the study sought care at
behavioral health clinics throughout the United States and were seen at multiple levels of care within
intensive mental health care settings (i.e., intensive outpatient, partial hospitalization, and residential
levels of care). In addition, providers underwent a 5-part allyship and belongingness training and
targeted discussions to increase their knowledge of concepts such as privilege, bias, microaggressions.
Therefore, the current study also assessed patient ratings of their satisfaction with care overall and as it
related to provider sensitivity to their cultural identities. Lastly, this study aimed to examine the
relationship between treatment outcomes and satisfaction with care overall, and the relationship

between treatment outcomes and satisfaction with level of providers’ cultural sensitivity.

The study found BA treatment significantly improved health-related quality of life and
depressive symptoms for Hispanic adolescents. In addition, the study found that Hispanic adolescents
ranged from “more satisfied than dissatisfied” to “very satisfied” with their care overall and as being

sensitive to their cultural identity. When the relationship between treatment outcomes and satisfaction



with care overall was examined, researchers found satisfaction with care overall was not correlated with
changes in depressive symptom severity or health-related quality of life. When the relationship between
treatment outcomes and satisfaction with care as it relates to provider’s level of cultural sensitivity was
examined, researchers found satisfaction with care as it relates to provider’s level of cultural sensitivity
was negatively correlated with changes in health-related quality of life. It should be noted that clinic
procedures included patients debriefing with a staff member if they had ratings on the Patient
Satisfaction Survey below a 3. This procedure may have resulted in higher ratings on the Patient
Satisfaction Survey for patients who did not want to engage in this debriefing. Future research should
examine effectiveness in community health settings, utilize a standardized measure of satisfaction, and
explore factors like acculturation to examine how they affect treatment outcomes or satisfaction with

care.

Vi



Chapter 1: Introduction

Statement of the Problem

By 2050, there will be more Hispanic youth living in the United States, than non-Hispanic youth
(Fry & Gonzalez, 2008). National surveys in the U.S. have shown that Latinx/e adolescents endorse
higher levels of depression and suicidal ideation than African American or European American students
(Wagstaff & Polo, 2012). About 1 in 4 high school students in the United States report having depressive
symptoms that impact their daily functioning and while ethnic minoritized youth are more likely to
report symptoms, they are less likely to receive mental health services (CDC, 2011; Merikangas et al.,
2010).

Studies have shown that unique factors disproportionately impact minorized individuals and can
increase the risk and chronicity of clinical depression. These include psychosocial stressors,
racism/discrimination, acculturation, and economic stress (Watkins, Green, Rivers, & Rowell, 2007;
Williams et al., 2007). Youth with depression are at greater risk for suicide and are more likely to take
part in substance use, have low academic performance, and be perpetrators and victims of bullying in
comparison to non-depressed peers (Bridge, Goldstein, & Brent, 2006; Diego, Field, & Sanders, 2003;
Kovacs, Goldston, Obrosky & Bonar, 1997; Owens, Stevenson, Hadwin, 2012).

Prevalence rates of severe depression for Hispanic youth also tend to be higher than their non-
Hispanic White peers according to national survey data collected from 2009 to 2012 (Pratt & Brody,
2014). Longitudinal studies have examined the health trajectories of youth with depression after 10
years and uncovered as adults they were more likely to report more physical health problems, physical
inactivity, migraine headaches, and had higher smoking rates than non-depressed youth (Naicker et al.,

2013). One study found clinically and subclinically depressed individuals had an increased risk for



mortality (Cuijpers & Smit, 2002). Further, researchers have found a 28-year loss in quality-adjusted life
expectancy for depressed individuals, which is more years lost than heart disease, stroke, diabetes,
hypertension, physical inactivity, and smoking (Jia et al., 2015). Pediatric onset of depression is linked to
multiple poor outcomes and greater recurrence during adulthood (Gotlib & Hammen, 2008).

In the psychological treatment literature, cognitive-behavioral and interpersonal therapies have
been most studied for treating depression (Zhou et al., 2015). However, according to a hallmark study
comparing the efficacy of cognitive therapy to Behavioral Activation (BA), BA was found to be more
effective in treating adult patients with severe depression (Dimijidan et al., 2006). Emerging literature
on Behavioral Activation has demonstrated its effectiveness in adolescents and adults, but there
continues to be a dearth in the literature surrounding its effectiveness for ethnically diverse youth
(Martin & Oliver, 2019). Additionally, studies often include outpatient or school-based samples, but
there is little research examining intensive levels of treatment (e.g., residential, partial hospitalization;
Pina, Polo, & Huey, 2019).

Given the paucity of literature examining treatment satisfaction and outcomes for BA for
Hispanic adolescents, the current study sought to examine how Hispanic adolescents responded to BA
treatment, as evidenced by changes from admission to discharge in depressive symptoms and health-
related quality of life. Providers underwent a 5-part allyship and belongingness training to increase their
knowledge of concepts like privilege, bias, microaggressions, and completed cultural discussions with
colleagues surrounding these concepts. The current study assessed satisfaction with intensive BA
treatment. This included patient ratings of their overall satisfaction with care and as it related to
provider sensitivity to their cultural identities. Lastly, this study aimed to examine the relationship
between treatment outcomes and satisfaction with care overall, and the relationship between

treatment outcomes and satisfaction with level of providers’ cultural sensitivity.



This chapter will discuss the diagnostic markers of depression, trends in prevalence, and
introduce the current literature surrounding help-seeking behaviors and treatment outcomes of
Hispanic youth. Further, this chapter will provide an overview of the current study’s theoretical
framework and contributions to literature.

Diagnostic Markers for Depression

Major Depressive Disorder. In the DSM-V, Major Depressive Disorder (MDD) is classified as a
disorder in which an individual experiences a loss of interest or pleasure and/or depressed or irritable
mood (DSM-V-TR; American Psychiatric Association [APA], 2022). Additionally, the following symptoms
are also described: decrease in energy or increased fatigue, insomnia or hypersomnia, lack of ability to
think or concentrate, or recurrent thoughts of death. Individuals diagnosed with depression experience
major depressive episodes, which are periods of depression that last more than two weeks. During this
duration, individuals may experience depressive symptoms and can receive a diagnosis if they represent
a change in prior functioning and are not attributed to another medical disorder (DSM-V-TR; American
Psychiatric Association [APA], 2022). The DSM-V also notes that symptoms must cause clinically
significant distress or impairment in functioning.

Suicide and Depression

Overall, there has been an increasing trend in suicide, with rates increasing by 30% in all age
groups from 2000 to 2016 (Miron, et al., 2019). For adolescents (ages 15-24), the rate of suicide reached
its highest since 2000 in 2017. Among those who have died by suicide, MDD was the most common
diagnosis (about 30% of youth); when youth have comorbid affective and substance use disorders, this
rate increases to about 54%. Overall, 90% of youth who die by suicide have at least one psychiatric
diagnosis (Mullen, 2018). Studies have shown that individuals between ages 12 and 26 years old have an
increased risk of death by suicide when diagnosed with a psychiatric disorder. Additionally, studies have

found modest correlations between depression severity and suicide risk (Keilp et al., 2012). In depressed



individuals, studies have also shown that when subjective symptoms of depression improve suicidal
ideation decreases significantly (Keilp et al., 2018). These subjective symptoms include sadness, loss of
interest, low satisfaction, and tiredness (Keilp et al., 2018). Differences in trends also exist based on
gender. Nationwide, more females have considered suicide than males, but more males have died by
suicide (Mullen, 2018). Data has revealed an increase in the number of Hispanic adolescents in the U.S.
who have died by suicide. In a 2015 survey, more Hispanic youth in grades 9-12 endorsed seriously
considering suicide, making a suicide plan, and attempt in comparison to their non-Hispanic peers (Silva
& Van Orden, 2018). Contrary to trends in suicide rates among all adolescents, Latinas tend to have
higher rates of death by suicide (Silva & Van Orden, 2018).
Epidemiology of Depression

Studies have shown a sharp increase in the prevalence of depression from about 3% during
childhood to 14% during adolescence (Cohen, et al., 1993). Additionally, findings suggest an increase in
past- year prevalence of major depressive episodes. In 2005, about 9% of adolescents in the United
States endorsed a major depressive episode in the past year, which increased to 11.3% in 2014
(Mojtabail, Olfson, & Han, 2016). Among Latinx/e adolescents ages 12-17, the reported 12-month
prevalence of a major depressive episode was 23.9%. Studies have rendered that as Latinx/e youth
become more acculturated, the prevalence of major depression increases when compared to youth who
have newly immigrated to the United States.

Ethnic/Racial Differences in Prevalence. Early comparative studies investigating epidemiology
of depression between ethnic groups found mixed findings. Saluja and colleagues (2004) found that 29%
of Native American youths endorsed depressive symptoms. This compared to 22% of Hispanic, 18% of
White, 17% of Asian American, and 15% of African American youths. Similarly, when Latinx/e youth
were compared to Black and White adolescents, Kleykamp and Tienda (2005) found higher incidence of

depression among Latinx/e adolescents. These findings held true even after adjusting for socioeconomic



status and familial structure. More recent reports have shown that Hispanic adolescents have
significantly higher rates of depression when compared to their White, non-Hispanic counterparts
(Substance Abuse and Mental Health Services Administration, 2015).

Gender Differences. Research has shown, during adolescent years sex differences also emerge
with more females meeting criterion for MDD when compared to males as shown by cross-sectional and
longitudinal studies (Hankin, Mermelstein, & Roesch, 2007; Wade, Cairney, & Pevalin, 2002). Studies
have found differences in the symptom profiles of females; these include increased feelings of
worthlessness, weight or appetite disturbances, guilt, and/or, suicidality in females as compared to
males (Lewisohn & Essau, 2002; Lewisohn, Rohde, & Seeley, 1998; Smith et al., 2008; Yorbik, Bitmaher,
Axelson, Williamson, & Ryan, 2004). Studies have illuminated females also experience more frequent
depressive episodes and have an earlier age of onset for MDD (Smith et al., 2008). For adolescent girls,
studies have found potential reasons that may explain the increased vulnerability for depression. Girls
have been socialized to cope with life stressors in a passive, ruminative manner which is linked to
depression (Hilt. McLaughlin, & Nolen-Hoeksema, 2010). Additionally, body dissatisfaction due to
physical changes and early maturation can place adolescent girls at greater risk (Copeland et al., 2010;
Stice, Hayward, Cameron, Killen, & Taylor, 2000). For transgender adolescents, there is also an
increased risk for MDD. Studies have uncovered among transgender women, the lifetime prevalence of
the disorder is about 62%, which may be due to lack of family support, social discrimination, and
transphobia (Clements-Nolle, Marx, Guzman, & Katz, 2001; Oransky, Burke, & Steever, 2018).

Helping Seeking Behaviors and Mental Health Stigma

Stigma regarding mental health diagnosis has been shown to be a barrier for seeking services
amongst minoritized communities (Collado et al., 2019). Among Latinx/e communities, there has been
documented barriers in being able to access care and treatment retention once services have been

initiated. Additionally, among Spanish-speakers, studies have shown lower utilization and greater



depressive symptom severity (Keyes et al., 2012; Sentell, Shumway, & Snowden, 2007). Studies
examining help-seeking behaviors and mental health stigma among Latinx/e adolescents uncovered that
only half of the youth surveyed believed therapy would be helpful, endorsed feeling as if attending
therapy would be considered weird by family members, and feared being ostracized as a result. Within
school-based clinics, Latinx/e students reported similar attitudes when asked about seeking mental
health services these included: fears of embarrassment, feeling as if they should handle mental health
problems on their own, concerns about confidentiality, and fear of judgement. In another study,
Mendoza, Masuda, and Swartout (2015) found that among Latinx/e college students greater mental
health stigma has been linked to less positive attitudes regarding help-seeking. While cultural attitudes
have influenced help-seeking behaviors among Latinx/e youth, it is important to consider prior
experiences of health care discrimination that may impact help-seeking. Prior investigations have shown
patients who could recall instances of discrimination had more negative beliefs regarding healthcare
systems and providers (Progovac et al., 2020). Additional studies in the Midwest examining attitudes
among Latinx/e youth in the Midwest cited similar concerns regarding racism and cultural
miscommunication of providers, which impacted mental health service utilization. The literature
surrounding help-seeking behaviors, patient experiences while seeking mental health care, and mental
health stigma show the need for more studies surrounding patient satisfaction and treatment outcomes
among Latinx/e youth.
Treatment Outcomes Among Ethnic Minority Youth

While psychological treatments have been developed for a diverse group of psychological
problems, prior to recent years little was known about the efficacy of treatments for ethnic/racial
minoritized people (Huey & Polo, 2010). Some researchers have proposed the ethnic invariance
perspective, which suggests that regardless of ethnic/racial identity, evidenced-based treatments are

effective due to principles of therapeutic change being universal. Others have emphasized the ethnic



disparity view, which posits that psychological treatments have been developed for and by European
Americans. Therefore, these treatments are not as effective for ethnic/racial minoritized groups (Huey &
Polo, 2010).

Meta-analytic studies have evaluated studies on psychological treatments for ethnic minority
adolescents from 1960 to 2018 (Pina, Polo, & Huey, 2019). Findings revealed most studies have focused
on psychosocial treatments for mental health problems among Hispanic and Black/African American
youth, with less literature surrounding Asian American and Native American adolescents (Pina, Polo, &
Huey, 2019). Additionally, researchers found that 3 treatments (i.e., cognitive behavioral treatment,
multisystemic therapy, family-based therapy) were found to be well-established for youth mental health
problems (i.e., anxiety, behavioral problems, substance use). However, none of the well-established
interventions were for pediatric depression. Interpersonal therapy was the only treatment classified as a
probably efficacious treatment for depression in Hispanic youth, meaning more than one study showed
that it was effective and had adequate representation of Latinx/e youth. In the Pina, Polo, & Huey
(2019) review of treatments for depression, BA had not yet been reviewed as treatment for culturally
diverse adolescents, showing the need for further examination of its effectiveness for Hispanic youth.
Behavioral Activation

BA is a treatment based on the premise that depressed people tend to access less positive
reinforcement from their environments and engage in less positive activities. As part of the intervention,
individuals learn the connection between their activities and their mood states; additionally, people plan
a schedule of activities to bring about more positive reinforcement (Lewisohn, Biglan, & Zeiss, 1976).
Research has shown activity scheduling is an effective psychological treatment for adults with effect
sizes as large as 0.87 (Ekers et al., 2014; Lipsey & Wilson, 1993). Further, additional studies have found
that adding cognitive techniques to BA do not improve treatment outcomes immediately following the

intervention or at a two-year follow-up, and for severe depression, BA performed better than traditional



cognitive therapy (Dimijian et al., 2006; Gortner et al., 1998). For adolescents, the intervention has
shown promise in that several randomized controlled trials have found BA to be an effective treatment
for adolescents with large effect sizes (Martin & Oliver, 2019). Additionally, another small pilot study
found BA to be an effective treatment for adolescents when used as a brief 7-week treatment.

Quality of Life

Generally, quality of life has been given different definitions in the literature. For example, the
World Health Organization has developed a definition for quality of life, in which it is described as a
person’s subjective view of their position in life, in the context of their culture and values. Other
researchers have thought of quality of life as levels of enjoyment and satisfaction people experience
(Mendlowicz & Stein, 2000). Mental health problems are often associated with lower levels of quality of
life, due to decreased control, autonomy, self-esteem and negative impacts on relationships (Connell,
Brazier, O’ Carhain, Lloyd-Jones, & Paisley, 2012; DSM-V-TR; American Psychiatric Association [APA],
2022). Literature examining depressed adults has found that greater severity of depressive symptoms
tends to decrease quality of life. For Hispanic adults, the study also uncovered that being Hispanic was
also associated with lower health-related quality of life (Connell et al., 2012). However, extensive
research has shown youth without psychological problems do not always endorse having a high quality
of life. On the other hand, not all youth who experience psychological problems endorse low quality of
life (Bastiaansen, Koot, & Ferdinand, 2005; Cowen, 1994).

The Pediatric Quality of Life Enjoyment and Satisfaction Questionnaire (PQ-LES-Q) is an
assessment of the degree to which an individual experiences satisfaction and enjoyment in multiple
domains of life (Endicott, Nee, Yang, & Wohlberg, 2006). Past studies have validated the use of the PQ-
LES-Q with youth receiving outpatient treatment for depression (Endicott, Nee, Yang,

& Wohlberg, 2006). However, the few studies evaluating ethnically diverse youth have focused on

improved symptomology without examining improvements in quality of life (Gunlicks-Stoessel &



Mufson, 2011; Ngo et al., 2009, Tompson, Sugar, Langer, & Asarnow, 2017). The current study utilized
the PQ-LES-Q and sought to examine both changes in symptomology and quality of life pre- and post- BA
treatment.
Symptom Severity

Symptoms of depression can range from subclinical levels, to mild, moderate, or severe (Beck et
al., 2011). Studies have shown mixed findings in that depressive symptom severity may predict suicidal
ideation, persistence of depression, and functional impairment (Lopez et al., 2020; Zimmerman, 2018).
Additionally, the DSM-V criterion tend to be moderately correlated with depressive symptom severity.
In other words, as symptoms like depressed mood, sleeping problems, changes in psychomotor
functioning, and suicidal ideation increase, depression severity tends to increase (Zimmerman, 2018). In
the current study, the Quick Inventory of Depressive Symptomology (QIDS) was used, and it measures
DSM-IV symptoms for MDD, with ratings from least to most severe. In the psychological treatment
literature, symptom severity has been the primary outcome of studies examining treatment efficacy
(Krause, Bear, Edbrooke-Childs, & Wolpert, 2019). In clinical practice, levels of severity can affect the
type of treatment used, the level of care (e.g., partial hospitalization, residential), and can impact
decision-making regarding an individual’s disability status.
Treatment Satisfaction for Ethnic Minoritized Youth

The current study focused on satisfaction with care at intensive mental health care settings.
Prior studies have defined satisfaction with care as encompassing six broad domains which included
sense of normality, safety, comfort in living environment, feeling cared for and supported, participation
in decision-making, and sense of improved wellbeing (Southwell & Fraser, 2010). Other studies have
found treatment satisfaction to be associated with positive adolescent and staff relationships in

residential care (Harder, Knorth, & Kalverboer, 2012).



The current study also examined patient satisfaction with providers’ level of cultural sensitivity.
Prior studies, examining the cultural sensitivity of providers have found that when clients perceive
providers display sensitivity towards an individuals’ cultural beliefs, it is associated with improvement in
therapeutic outcomes (Hook et al., 2013; Owen et al., 2013). Additionally, cultural sensitivity is also
salient in that studies evaluating the treatment disparities in ethnic/racial minoritized groups point to
past experiences that further distrust and contributes to preferences for informal methods of support
when faced with mental health challenges. Thus, the current study sought to examine the relationship
between satisfaction with perceived cultural sensitivity of providers and treatment outcomes.
Theoretical Framework

The developmental psychopathology model focuses on understanding various psychobiological
and environmental pathways that can contribute to the development of psychopathology. This model
posits that psychobiological vulnerabilities interact with environmental variables, which can lead to
deviations in healthy development. Within the developmental psychopathology model, this relationship
is reciprocal and bidirectional. For example, in children, environmental stressors can also interact with
psychobiological vulnerabilities (Eme, 2017). Psychological problems are then diagnosed when
behaviors deviate from healthy development and impair or lead to maladaptive functioning. In
determining maladaptive or adaptive functioning, culture guides clinical judgement on the normality of
behaviors as behaviors may be viewed differently depending on a child’s cultural context. Culture can
determine the environmental settings a child is exposed to, and inappropriate socialization can also
increase environmental stress (Chen, Fu, & Ling, 2014). The current study employed the developmental
psychopathology model as Latinx/e adolescents experience unique environmental stressors that may
impact the severity of depressive symptoms, as well as their overall quality of life (Williams et al., 2007).
Adolescents with maladaptive coping behaviors may contribute to their environmental stressors that

may lead to the development and exacerbation of depressive symptoms (Ryder et al., 2012).
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The second theoretical approach which guided the current study was the Behavioral Theory of
Depression (Lewinsohn, 1974). This theory suggests depressive symptoms occur due to an individual
receiving reinforcement for depressed behaviors (e.g. avoidance) and reduced reward for healthy
behaviors. In this model, behavioral avoidance leads to less chance of positively reinforced behaviors,
which also continue the depressed cycle. Behavioral Activation was developed to increase access to
positive reinforcement from the environment by an individual engaging in pleasant, routine, and valued
activities (Lewisohn, Biglan, & Zeiss, 1976). Typically, the selection of these activities is led by the client
to ensure scheduled activities take an individual’s context into account, while also providing positive
reinforcement. BA also targets avoidance as individuals are directed to practice alternative coping
strategies rather than avoidance (e.g., skipping school, ignoring phone calls). In this study, the
Behavioral Theory of Depression guided the treatment approach (BA) for Latinx/e youth who underwent
treatment for depression.

Research Questions
The current study sought to examine the efficacy and treatment satisfaction with BA among Hispanic
adolescents. An analysis of patient quality of life, symptom severity, and satisfaction following
treatment occurred to answer the following questions:
1) How did Hispanic adolescents respond to Behavioral Activation (BA) treatment, as evidenced by
changes from admission to discharge in depressive symptoms and health-related quality of life?
2) How satisfied were Hispanic adolescents with intensive BA treatment, both overall and as being
sensitive to their cultural identity?
3) What is the relationship between treatment outcomes and satisfaction with care overall?
4) What is the relationship between treatment outcomes and satisfaction with providers’ levels of

cultural sensitivity?
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Contributions to the Literature

Interventions for depression have typically used outcome measures to assess changes in
symptomology before and after treatment (Krause, Bear, Edbrooke-Childs, & Wolpert, 2019). For BA in
particular, previous studies examining its effectiveness for adolescents have also focused on solely
symptomology (Martin & Oliver, 2019). The current study aimed to contribute to extant literature by
focusing on both positive and negative indicators of mental health (i.e., quality of life, depressive
symptom severity). This study also incorporated treatment satisfaction with care overall and as it relates
to cultural sensitivity. Regarding satisfaction with care among youth who have undergone depression
treatment, one pilot study examined treatment satisfaction with of brief BA treatment, with most
adolescents in the study reporting liking BA treatment overall and qualitative feedback included youth
enjoying the activity scheduling and considering their own values (Pass, Lejuez, & Reynolds, 2018).
However, prior literature has not examined this outcome amongst minoritized youth, despite reports on
ethnic minoritized clients being more likely to report dissatisfaction with the quality of mental health

care (Meyer & Zane, 2013).

Definition of Key Terms

Adolescents. Stage of development characterized by persons being between ages 11-21 years.
This stage has been grouped into the following ranges: late adolescence (18-21), middle
adolescence (15-17), and early adolescence (11-14; Arpawong, Oland, Milam, Ruccione, &
Meeske, 2013; Futures & American Academy of Pediatrics, 2008; Hardin, Hackell, & Committee
on Practice and Ambulatory Medicine, 2017).

Culture. Unique or distinct customs, values, language, beliefs, and behaviors of a particular
group within society (American Psychological Association [APA], 2015). These groups can include

a profession, social class, age group, ethnicity, or race.
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Cultural Sensitivity. Appreciation, awareness, and humility regarding the beliefs, values, and
norms of a culture that may not be one’s own, as well as a willingness to adapt one’s behavior
accordingly (American Psychological Association [APA], 2015).

Depression/Depressive Symptoms. These terms are used to describe symptoms in the DSM-V,
which outline the mood, cognitive, and somatic changes that occur when one has a depressive
disorder and impacts their ability to perform daily activities (DSM-V; American Psychiatric
Association, 2022).

Ethnicity. This term is used to describe groups of people who share the same descent and
belong to a cultural or national group. Ethnicity is not biological, but represents social markers in
society (Quintana et al., 2006).

Intensive Mental Health Care Settings. Those with higher levels of care where patients spend a
longer duration in treatment compared to traditional outpatient therapy. These can include
intensive outpatient, partial hospitalization, residential, or inpatient levels of care.
Latinx/e. Latinx and Latine are gender neutral forms of the word, Latino. Latine uses an “e”
rather than a “x,” because it is easier to pronounce for Spanish-speakers. The letter “e” is also
used gender neutrally at the end of words like estudiante in Spanish (Gonzales, 2021).

Mental Health Stigma. Negative social evaluation that is internalized by those who have been
diagnosed with a mental health condition and can be a deterrent for seeking treatment (Interian
et al., 2007)

Treatment Outcomes. In this study, the measurement of symptomology and quality of life

following an intervention (Kwan & Rickwood, 2015).
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Chapter 2: Literature Review
The purpose this chapter is to examine the extant literature related to treatment outcomes and
treatment satisfaction among Hispanic adolescents. This chapter begins with an introduction to
adolescent depression, risk factors pertinent to the disorder, and risk factors related to depressive
symptoms. The chapter then details the impact of depression on quality of life, treatment outcomes
related to the disorder, and prior literature on treatment satisfaction related to minoritized youth.
Finally, this chapter focuses on patient satisfaction with psychological interventions, specifically

ethnically diverse adolescents.

Adolescent Depression

Overview. Depression is one of the most common psychiatric disorders and has adverse effects
on adolescent functioning in multiple domains. Adolescent depression has been associated with
increased school dropout, unwanted pregnancy, lower odds of entering postsecondary education,
substance abuse, and intimate partner violence (Clayborne et al., 2019). Additionally, onset of a
depressive disorder during adolescence has been linked to more chronic and severe depressive episodes
5 years later (Hammen et al., 2008). This chapter first introduces the mechanisms that may contribute to
the development of depression, provides an overview of approaches to treat the disorder, and finally

discusses a review of the factors that influence treatment acceptability and treatment outcomes.

Etiology. Increased vulnerability to depression has been linked to several biological,

psychological, and social factors that interact with environmental vulnerabilities. Research has shown
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that early childhood adverse experiences, interpersonal conflict, and social isolation increase the risk of
depression and can affect many systems in one’s body, including the neuroendocrine and immune
systems. Individual characteristics include a child’s temperament and genetic traits, which explain why
different children may be affected differently by environmental stressors (Eme, 2017). This interaction
has been described in the developmental psychopathology model which emphasizes interactions
between individual traits and the environment can increase risk for psychopathology (Beauchaine &

Hinshaw, 2017).

Genetic Vulnerabilities. Prior studies have shown that several genes contribute to an increased
risk of developing depression and future research still seeks to uncover how multiple genes interact with
the environment and influence risk. Twin studies have suggested that genetic factors contribute to risk,
with studies showing moderate heritability (Shadrina et al., 2018). Stress has also been identified as a
strong predictor for developing depression and the HPA axis is a key response system that controls the
production of cortisol, the stress hormone. Studies have shown that depressed patients have elevated
cortisol levels and increased activation of the HPA axis (Shadrina et al., 2018). Additionally, low levels of
neurotransmitters, including norepinephrine and serotonin have been linked to the development of
depressive disorders (Pennington, 2002; Shadrina et al., 2018). Other studies have examined the role of
circadian rhythm genes and have found disturbances with the circadian rhythm in the brain are also a
risk factor for depression development. Given the current state of the literature surrounding the genetic
basis of depressive disorders, multiple genetic factors and dysfunction within several bodily systems, it is

clear genetic and biological factors play a role in risk factors related to the disorder.

Cognitive Processes

The cognitive processes of depressed individuals have generally been described as having a

negative self-perception, views of the world, and future (Beck, 1967). Among Latinx/e college students,
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one study demonstrated that students who reported negative automatic thoughts about themselves
had increased depressive symptomology (Calvette & Connor-Smith, 2005). According to Beck’s cognitive
model (1967), these thought patterns lead to feeling depressed emotionally and lead to individuals
engaging in maladaptive behaviors (e.g., isolation). These negative cognitive processes become
automatic and with time depressed individuals develop maladaptive schemas. Schemas then lead to
incorrect or distorted interpretations of life events. Consistent with Beck’s theory, studies have
demonstrated abnormal thinking patterns in depressed individuals, including memory and attentional
biases, dysfunctional attitudes, and rumination (Alloy et al., 2001; Gibb, 2014). In clinical care, these
habitual thinking patterns are often identified as thinking errors or cognitive distortions. For example, a
common thinking error depressed individuals report experiencing is overgeneralization in which a
person believes one negative event is part of a continuing cycle of negative events that may never end
(Southam-Gerow, 2011). Other theories have also illuminated the cognitive processes of depressed
individuals, including Hopelessness Theory coined by Abramson, Metalsky, and Alloy (1989).
Hopelessness Theory is a vulnerability-stress model that emphasizes low self-efficacy following the
occurrence of negative life events. Within this model, depressed individuals have more negative
predictions about the future and feel less able to handle future negative events, which illuminates more
maladaptive thinking patterns related to this disorder. Overall, the literature supports the relationship

between negative cognitive processes and increased risk for the development of a depressive disorder.

Familial Factors

Several studies have shown that children of depressed parents are more likely to be diagnosed
with depression, substance use, and anxiety disorders (Klein et al., 2001; Klein, Lewinsohn, Seeley,
Rohde, & Olino, 2005; Kovacs, Goldston, Obrosky, & Bonar, 1997; Weissman et al., 2006). Evaluations

have been conducted to examine family factors that increase depression risk and have uncovered high
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levels of criticism, rejection, parental conflict, and inconsistency have been linked to more cognitive
distortions in adolescents (Bruce et. al., 2006; Liu, 2003). Another study examined how maternal
emotional expression predicts onset of depressive symptoms during adolescence. This study found more
cruel, argumentative, or self-critical verbal statements from parents rather than approving or validating
statements predicted MDD onset in their children (Schwartz et al., 2014). Other studies have linked
genetic and environmental interactions as it relates to parenting styles. One study found that adolescent
boys with a short SHTTLPR allele who reported low levels of family support were more likely to have
increased depressive symptoms when compared to boys without the short SHTTLPR allele (Li, Berk, &
Lee, 2013). Having a short SHTTLPR allele has been linked to greater perceived stress and increased risk
for depression, showing how familial factors can interact with pre-existing biological vulnerabilities. In
community and clinical samples, higher levels of parental criticism, maltreatment, and intrusiveness
have been reported by depressed youth compared to nondepressed peers (Gibb, 2014; McLeod, Weisz,

& Wood, 2007; Yap & Jorm, 2015).

Interpersonal Relationships

Depression affects several domains of adolescent functioning including interpersonal
relationships and research has demonstrated that social difficulties are bidirectional in that depressive
symptoms increase interpersonal challenges as interpersonal challenges give rise to depressive
symptoms (Witvliet, Brendgen, Van Lier, Koot, & Vitaro, 2010). Amongst minoritized populations in the
United States, researchers have also found an association between depressive symptoms and a lack of
stable and supportive relationships (Whitbeck et al., 2010). The Interpersonal Theory of Depression was
developed by Coyne (1976) and noted that the behaviors of depressed individuals can lead to negative
responses from other people. As depressed people experience difficulties socially, they have more

difficulties maintaining relationships which can lead to more negative social-cognitive processes.
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Research shows that depressed people engage in more negative feedback seeking as well as more
reassurance seeking in relationships and are more likely to have negative perceptions about their social
skills (Evraire & Dozois, 2011; Lee et al., 2010). These negative perceptions have included self-reports of
more rejection from peers, greater victimization, and poorer peer relationships when compared to
nondepressed youth (Lau, Belli, Gregory, & Eley, 2014). Evraire & Dozois (2011) found that negative
feedback seeking and excessive reassurance seeking may be associated with more frequent rejection
from peers. Researchers theorize that since both peer and romantic relationships become more
important during adolescence, social challenges may pose an increased risk for depressed mood in this

age group (Rudolph & Flynn, 2014).

Life Stress

The Diathesis-Stress Model, also referred to as the stress-vulnerability model, highlights the
interaction of genetic predisposition and environmental stress which can facilitate the development of
psychopathology (Colodro-Conde et al., 2018). Research has shown stressful life events are associated
with depression onset and recent studies have examined the specific types of life events that predict
onset (Grant et al., 2014; LeMoult et al., 2020). An analysis of studies between the years 1990 and 2018
on the relationship between early life stress and MDD uncovered early life stressful events are
associated with an increased risk for MDD onset before age 18 (LeMoult et al., 2020). Additionally,
certain stressful events were not associated with an increased risk. These included experiencing poverty,
a natural disaster, an illness, or physical injury. In contrast, the meta-analysis revealed those who
experienced physical abuse, sexual abuse, death of a family member, or emotional abuse were

significantly more likely to become depressed during adolescent years (LeMoult et al., 2020).

The COVID-19 pandemic resulted in significant stress for students with school closures and

social isolation. Studies have examined the impact of COVID-19-related stress on students and found
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across all grade levels at least 40% of students endorsed depressive symptoms that fell in the significant
range on a depression inventory scale during remote learning (Demaray et al., 2022). Studies with
Hispanic participants have found youth who reported traumatic events while immigrating into the
United States and instances of discrimination were at an increased risk for depressive symptoms
(Arellano et al., 2019; Paradies et al., 2015). Stressful life events can potentially alter brain structure,
processing, and gene expression (Lohoff, 2010). In fact, research has shown that even in utero exposure
to stress is associated with development of depression during adolescence in offspring (Kingsbury et al.,
2016). In sum, adolescents may have a genetic vulnerability to a disorder, but depression onset may not

occur until significant or cumulative environmental stress happens.

Impact on Quality of Life

Depressive symptoms impact several aspects of adolescent functioning, which can lead to
reduced quality of life. These impacts may be witnessed at school, at home by caregivers, or during
extracurricular activities. The following section is a review of how depressive symptoms affect various

areas of life for adolescents.

Academic. Studies have found associations between depressive symptoms and decreased
educational achievement (Hishinuma et al. 2006; Lepore et al., 2013; Repetto, Caldwell, Zimmerman,
2004). More specifically, among a group of Native Hawaiian adolescents results from a study indicated
that higher depressive symptoms were associated with lower grade point averages for high schoolers
((Hishinuma, Chang, McArdle, & Hamagami, 2012). In addition, to poor academic performance,
depressed students tend to have greater drop-out rates when compared to non-depressed peers and
this was found to be mediated by negative perceptions about one’s academic ability (Fletcher, 2009;
Quiroga, Janosz, Bisset, and Morin, 2013). A study examining low-income Latinx/e adolescents found

having depressive symptoms were also correlated with lower report card grades and lower scores on
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standardized tests. Researchers found this was mediated by work avoidance and self-efficacy. Longer
term, researchers have found early onset of a depressive disorder has been correlated with decreased
post-secondary educational attainment and future income earnings (Berndt et al., 2000; Wickersham et

al., 2021).

Social. Compromised social relationships are a predictor for depression onset and can
exacerbate pre-existing symptoms. Social anhedonia is another aspect of depressive symptomology,
where an individual feels less pleasure from social interactions and interpersonal relationships
(Atherton, Nevels, Moore, 2015; Germine, Garrido, Bruce, Hooker, 2011). Studies have shown even after
symptoms improve, social difficulties persist for at least three years after or up to 10 years (Naicker et
al., 2013; Rhebergen et al., 2010). For depressed adolescents, studies have predicted lower perceived
levels of social support once they enter adulthood (Naicker et al., 2013). Among Hispanic youth,
research has shown a significant relationship between perceived social status and later depressive

symptoms for adolescents who immigrated into the United States (Jaggers & MacNeil, 2015).

Social media use has become a popular way adolescents connect with peers and researchers
have begun to evaluate its association with internalizing disorders. A newer study revealed spending just
30 minutes on social media was correlated with greater internalizing problems. This was hypothesized
to be facilitated by adolescents experiencing more sleeping problems with more frequent phone use,
experiences of cyberbullying, and the increased tendency for teens to compare themselves to images
seen online (Riehm et al. 2019). This finding has also been replicated among Hispanic teenage girls with

higher screen-use associated with greater internalizing symptoms (Perrino et al., 2019).

Emotional. Emotion regulation difficulties and sustained negative affect are two traits
associated with depressive symptoms. For Hispanic adolescents transitioning into adulthood, one study

revealed using greater emotion regulation strategies moderated the relationship between resilience and

20



depressive symptomology (Cano et al., 2020). In contrast, Durbin and Shafir (2008) found depressed
individuals tend to regulate their emotions through rumination, which increases focus on negative
events or one’s depressed mood. Additionally, depressed individuals may suppress their negative
emotions, which limits the development of coping skills (Durbin & Shafir, 2008). Vanderlinda et al.
(2020) summarized emotional states of depressed people which involved frequent down regulation of
positive emotions. Researchers have also found depressed individuals are less exposed to situations that
elicit positive emotions and are less likely to use strategies to upregulate positive emotions like savoring

(Vanderlinda et al., 2020)

Behavioral. Researchers have elucidated behavioral factors that contribute to and maintain
depressive symptoms. Studies have found more emotional and behavioral avoidance in chronically
depressed patients (Brockmeyer et al., 2015; K6hler et al., 2019). Studies have also revealed a
bidirectional relationship between health-risk behaviors and increased risk for developing a depressive
disorder and linking adolescent depression to later health-risk behaviors (HRBs; Bai et al., 2018; Naicker
et al., 2013). These HRBs have included alcohol abuse, substance use, engaging in unprotected sex, and
smoking. Bai et al., 2018 found that health-risk behaviors also increased chances of youth endorsing
depressive symptoms at 6 month follow up. Another study found depressed teens endorsed a higher
rate of smoking at baseline and smoking predicted depressive symptoms (Naicker et al., 2013).

Additionally, severe depressive symptoms have been found to predict obesity (Bai et al., 2018).

Summary

Causes of depression have been researched extensively with evidence pointing to a variety of
factors like environmental stressors, biological susceptibility, and personal characteristics contributing to
its development. The literature suggests depression frequently occurs when there is an overlap of

stressors along with low perceived levels of social support paired with maladaptive coping strategies. In
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terms of predictors and correlates, newer studies suggest depressed people tend to engage in more
social media use, have trouble engaging with others socially, and report higher rates of health-risk

behaviors.

Overview of Treatment Approaches

Psychological treatments for depression commonly found in the literature are largely
interpersonal, cognitive, or behavioral. Cognitive behavioral therapy (CBT) has been the most studied
but is considered equally as effective as other therapies for depressed youth (Krause et al., 2019).
Interventions for depression have rendered positive findings for youth outcomes including significant
improvements in depressive symptoms, self-esteem, family communication, and quality of life. The
following section provides an overview of the literature for psychological treatments for depression as

well as a review of treatment methods for Hispanic youth.

Cognitive Behavioral Therapy. The most studied psychosocial treatment for depression in both
adolescent and adult populations has been Cognitive Behavioral Therapy or CBT. Due to CBT's
demonstrated effectiveness in the literature, it has been considered a well-established treatment
(Cuijpers et al., 2013). CBT approaches generally involve psychoeducation, emotion identification,
problem-solving, and self-monitoring. As part of CBT clients learn cognitive restructuring which involves
identification and challenging unrealistic or unhelpful thoughts (Huberty, 2011). In studies of
adolescents and adults, there has been no difference in improvements between CBT and other
evidence-based approaches. For treatment of pediatric depression, CBT was more effective when
parents or caregivers were involved in therapy, when behavioral activation was utilized, or cognitive
restructuring was incorporated (Oud et al., 2019). However, a review of studies revealed small effect
sizes were found at follow-ups which ranged from 17 to 31 weeks following treatment, which may be

due to the high rates of recurrence in depression (Oud et al., 2019). In addition to Interpersonal Therapy
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(IPT), CBT was the only other therapeutic intervention for pediatric depression that rendered significant
treatment outcomes when compared to most waitlist and treatment as usual (TAU) conditions (Zhou et

al., 2015).

Interpersonal Therapy. Interpersonal therapy (IPT) is another well-studied psychological
intervention that has similar effects in reducing depressive symptoms as other treatments (i.e., CBT).
The focus of IPT is to improve functioning in interpersonal relationships as depression occurs in an
interpersonal context and impairs social relationships; trouble with interpersonal relationships then
leads to increased and maintained depressive symptoms, which IPT primarily targets through
intervention (Huberty, 2012). IPT is multiphasic and includes psychoeducation, an analysis of areas in
which one experiences interpersonal problems, and practice implementing communication and
problem-solving skills. When combined with medication, researchers have found that people have lower
rates of relapse following IPT (Cuijpers et al., 2011). IPT has been adapted for the pediatric population
and studies have demonstrated that it is an effective treatment for improving symptoms and overall
functioning in comparison to TAU (Mufson et al., 2004). Additionally, with adolescent populations IPT
has been found to have large effect sizes when delivered in different modalities (i.e., individual or group

therapy; Mychailyszyn & Elson, 2018).

Behavioral Activation. Behavioral Activation (BA) was founded on the behavioral theory of
depression which hypothesized that depressed people receive less positive reinforcement from their
environments. BA was originally thought to be a second-line treatment for adults with treatment-
resistant depression or adults who did not experience improvement with CBT (Jacobson, Martell, &
Dimidijan, 2001). During BA treatment, clinicians create a functional analysis to determine behaviors
that maintain depressive symptoms and the depressed individual is then provided with psychoeducation

around avoidance behaviors that contribute to symptoms (Huberty, 2011). Then, depressed individuals
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are taught to engage in routine, pleasant and valued activities to alter the depressed person’s avoidant
behaviors. Following a review of 34 randomized controlled trials, studies found that BA was more
effective than control conditions and there was no difference in efficacy in comparison to CBT
approaches (Mazzucchelli et al., 2009). Additionally, studies of BA for adolescents have found
statistically significant improvements in depressive symptoms, global functioning, and quality of life.
However, more studies are needed with diverse populations of adolescents to determine

generalizability (Martin & Oliver, 2019; McCauley et al., 2016).

Pharmacotherapy. For children and adolescents, the U.S. Food and Drug Administration (FDA)
has only approved fluoxetine (Prozac) and escitalopram (Lexapro) for use for pediatric depression (Selph
& McDonagh, 2019). When prescribed to youth, prescribers must routinely assess for thoughts of
suicide and suicidal behaviors as these have increased in clinical trials of youth taking antidepressants,
although no youth have died by suicide. Compared to other pediatric psychiatric disorders, like
obsessive compulsive disorder or anxiety, the mean effect of SSRIs for depression has demonstrated
lower efficacy (Locher et al., 2017). When examined in adult populations, pharmacotherapy has been
shown to be more efficacious than placebo (Ryan, 2005). However, pediatric patients who are
prescribed medications, specifically fluoxetine are less likely to relapse following treatment. Additional
studies evaluating acceptability of pharmalogical treatments have found that Prozac is associated with
less dropouts during treatment and combining Prozac with cognitive behavioral therapy is considered
most effective for adolescent depression (Zhou et al., 2020). Additionally, for severe depression, the

literature suggests combining psychotherapy and selective serotonin reuptake inhibitors (SSRIs).

Treatment Outcomes for Depression in Hispanic Youth

The literature surrounding efficacy of treatments for ethnically or racially diverse youth with

depression continues to grow, but studies examining specific treatments for minoritized youth remains
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scant. Pina et al. (2019) completed a review of psychosocial interventions for ethnic minority youth and
found the literature continues to focus on intervention effectiveness for White Non-Hispanic youth, with
examinations of treatment effectiveness for racial and ethnic minority remaining limited. The research
shows some support for the efficacy of CBT, BA, and IPT for Hispanic adolescents with depression. This
continues to be an area of growth in the literature as many studies demonstrating effectiveness of a
particular treatment do not have adequate representation of Hispanic youth and given barriers to
accessing treatment for minoritized populations, studies with diverse participants can be difficult to

replicate.

An earlier study examined changes in depressive symptoms in Puerto Rican adolescents (age 13
to 17 years) who were randomized to a waitlist condition, CBT, or IPT (Rossellé and Bernal, 1999). These
participants were either diagnosed with Major Depression or Dysthymia. As part of the CBT or IPT
conditions participants took part in weekly 1-hour therapy sessions for a 12-week period and were
assessed at baseline, post-treatment, and a 3-month follow-up. Both CBT and IPT, improved depressive
symptoms significantly and there were no significant differences in symptom improvement. However,
for the IPT group post-treatment, participants had reported having significantly higher functionality at

post-treatment compared to the CBT group.

Another study examined the CBT and IPT outcomes and the modality (individual vs group
therapies) in which each intervention was delivered to Puerto Rican adolescents screened for
depression (Rosselld et al., 2008). These adolescents were aged 12 to 18 years and were referred from
their local school. In contrast to earlier studies, findings from the study indicated that participants who
were assigned to the individual and group CBT conditions had greater improvements in their depressive

symptoms compared to those who were in the IPT individual or group conditions. However, for both the
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IPT and CBT conditions, there were no significant differences found between the individual or the group

modalities.

Gunlicks-Stoessel and Mufson (2011) conducted a study comparing IPT for Adolescents (IPT-A)
to a treatment as usual (TAU) condition, with a sample (n = 63) of participants that were largely Latinx/e
(74.6%). Participants were assigned to 12 weeks of IPT-A at a clinic located in a school and patient
symptomology was assessed at multiple time points (4,8, 12, or 16 weeks). The IPT-A condition
significantly reduced depressive symptoms when assessed at each time point and the study also found
adolescents who had improved scores by week 4 in treatment were more likely to be in remission by

week 16.

McGlinchey et al., (2017) conducted a study with a large sample of Hispanic adolescents who
sought treatment for depression. The sample was mostly female (84%) and Hispanic (71%) and
participants were placed into two conditions, IPT-A or TAU. This study found significant improvements in
depressive symptoms for the IPT-A group compared to TAU. However, another variable that was
included was sleep disturbance, which did not improve in the TAU or IPT-A conditions. This is significant
because depressive symptoms are often predicted by persistent sleeping problems and may be an area
for further research. However, McGlinchey et al.’s (2017) findings concerning the efficacy of IPT-A

provides more support for its use.

Chu et al., 2016 conducted an additional study with a smaller sample (n = 35), which included 13
Hispanic participants who were between 12 and 14 years old who had comorbid anxiety and depressive
disorders and were randomly assigned to a BA or control condition. Interventionists in the study
delivered group BA to participants over 12 to 15 weeks in a school-based setting and compared
outcomes to a waitlist control group. Participants were assessed at a pre-, post-, a 4-month follow-up.

Researchers in the study could not perform statistical tests on depressive symptoms due to the small
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sample size but found six youth met criteria for a depression diagnosis pretreatment, two at
posttreatment, and zero at follow-up. Additionally, youth reported significant decreases in impairment

and negative thoughts post-treatment and at follow-up.

Treatment Satisfaction

The literature shows that children from minoritized groups with internalizing concerns (e.g.,
anxiety or depression) are less likely to receive treatment than minoritized children with externalizing
problems (e.g., oppositional or disruptive behaviors) and youth are less likely to seek treatment if they
have had past unfavorable experiences within health systems (Gudifio et al., 2009; Vogel et al., 2011;
Zimmerman, 2005). Further, those who are less satisfied with care are more likely to drop out of
treatment (de Haan et al., 2017). Despite this evidence, the literature surrounding treatment
satisfaction among minoritized youth is scant and definitions of treatment satisfaction vary between

studies.

A qualitative analysis was conducted to review patient satisfaction questionnaires and the most
frequent areas assessed for satisfaction in patients following treatment (Miglietta et al., 2018).
Researchers found most scales included items surrounding patient’s relationship with staff, perceived
outcomes following treatment including improved mental health, and feeling as if the staff were reliable
and knowledgeable. This review found differences in the scales based on the level of treatment. For
example, for the inpatient level of care feelings of safety was another item that was included in
assessments. Given the variability in the scales used and how treatment satisfaction is assessed, there

has not been an identified definition for treatment satisfaction (Miglietta et al., 2018).

Generally, the literature has suggested that satisfaction with treatment is an important variable

to consider in that satisfaction with treatment can be linked to lower dropout rates and increased
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compliance with treatment targets. Constantine (2002) found that for 112 college students of color,
perceptions of increased multicultural competence accounted for a significant amount of the variance in
client satisfaction ratings, along with client’s attitudes towards counseling in general, the therapist’s
ability to form effective working alliances with clients, and the therapist’s perceived empathy. Another
study examined 325 adult patients receiving mental health services in interdisciplinary treatment
centers (Fortin, 2018). Researchers found factors such as continuity of care, having a case manager and
receiving additional help from providers for daily or social needs, like assisting with self-care, food,

money, and help finding a job to be contributors to satisfaction in adult patients (Fortin, 2018).

Cultural Sensitivity and Treatment Outcomes

Given the increasing awareness of incorporating multicultural perspectives within different
therapeutic approaches, studies have examined traditional treatment approaches and how to tailor
them to diverse client populations. Studies have found that minoritized youth report a lack of trust and
disinformation when seeking mental health services and feel as if mental health professionals often lack
cultural sensitivity and knowledge of their individual cultures (ljadi-Maghsoodi et al., 2018). Thus,

making this a needed area of research.

Cultural Adaptions. The literature suggests a way to make treatment more effective is to use
culturally adapted treatment approaches, which include continuing to use evidence-based intervention
components for diverse clients but tailoring them to the values or customs of their individual cultures
(Hall et al., 2016). Researchers found culturally adapted treatments were more effective than a
different nonadapted treatment, a nonstandardized treatment, and no treatment when a review of 78
studies was conducted (Hall et al., 2016). Typically, cultural adaptions make treatment more accessible
or understandable for youth of color. For Hispanic youth, this may involve delivering the intervention in

the child’s preferred language.
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Other adaptations can include affirming and acknowledging the impact of oppression on the
youth'’s different identities and mental health. One can use terms or analogies to ensure diverse youth
can make informed decisions about their treatment and better understand therapy techniques (Graham
et al., 2014). Functional assessments can also be used to identify the antecedents and consequences
related to a client’s stressors and identify environmental factors contributing to stress. When in
treatment, providers utilizing a culturally adapted approach validate client’s experiences of oppression
rather than attempting to explore other hypotheses as typically done in cognitive restructuring.
Therefore, a CBT therapist would have to consider shifting away from teaching the client about faulty or
irrational thinking patterns. Finally, therapists may also consider bringing up conversations surrounding
experiences of marginalization during the first therapy session and continuing to incorporate open

discussions about these stressors throughout the duration of treatment (Graham et al., 2014).

Ethnically or racially matching clients and providers has been another cultural adaptation
commonly utilized in treatment. Clients did report preferring providers who were of the same cultural
background, but in terms of treatment outcomes (i.e., improving symptoms) little to no benefits came
from having a provider of the same culture. However, the greatest benefit of ethnic matching
occurred during initial sessions of therapy when the therapeutic alliance was being formed, which made

clients more likely to attend initial sessions (Smith & Cabral, 2011).

Provider Trainings in Culturally Sensitive Approaches. Studies have investigated the
effectiveness of trainings aimed to help providers navigate patients' cultures when providing care.
Methods of training have been several approaches like documentaries, case vignette discussions, video
demonstration, cultural discussion in rounds, and traditional teaching methods (Mills et al., 2017;
Vlyjayanthi et al., 2021). Outcomes following trainings have included self-reported increases in

understanding of their patient’s cultural experiences, cultural self-awareness, empathy, as well as

29



improvements in nonverbal communication after the trainings (Mills et al., 2017; Vyjayanthi et al.,
2021). The behavioral health clinics developed a training in culturally sensitive approaches, specifically
focused on allyship and belonginess. This training was launched in January of 2022 as a requirement for

all staff and staff were required to participate in the training once per year.

The behavioral health clinics’ providers and staff underwent a 5-part training in belongingness
and allyship. Part 1 of the trainings for providers were discussing the foundational concepts of bias and
privilege, which defined these concepts, provided scenario examples of privilege, and reasons why
colorblindness is an ineffective approach to health equity. Part 2 of the training focused on exploring
multiple perspectives, learning to listen to others, and learn about differences or similarities in cultures.
Part 3 discussed concepts related to unconscious bias, exercises to identify providers’ own biases, and
steps on how to reduce bias. Part 4 of the training focused on bystander behaviors as an ally or ways to
challenge discriminatory approaches or actions. Part 5 of the training discussed allyship in action and
common pitfalls, which provided learning content to providers on ways to learn about other people
without offending others. This part as provided education on microaggressions. Providers were provided
with learning content for each part through videos. Then, they were able to engage in conversation
about the themes presented through the content with colleagues. Discussions were led by facilitators in
the clinics’ Equity, Diversity, and Inclusion department, as well as a member of the allyship and
belongingness team who volunteered to co-facilitate the discussions. Prior to leading discussions with
behavioral health clinic employees, facilitators took part in the allyship and belongingness training as a
team and engaged in discussion. It should be noted that the data used in the study were collected from
2018-2023. Therefore, some patients received treatment from providers who did not yet undergo the
allyship and belongingness training. We cannot conclude that the findings related to satisfaction were

the result of the staff-focused training on allyship and belonginess.
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Summary

Literature surrounding depression has found treatment approaches like IPT and CBT effective
for reducing symptoms, with IPT being more frequently studied among Hispanic youth (Rossell6 &
Bernal, 1999; Rossell6 et al., 2008; McGlinchey et al., 2017). For BA, only one study with adequate
representation of Hispanic individuals was found and the results were promising for improving
functioning and symptoms. Regarding treatment satisfaction, several factors have been found to
contribute to client satisfaction including perceived cultural awareness, continuity of care, tending to
other social or personal needs, and therapeutic alliance. The current literature points to the importance
of treatment satisfaction, as minorized youth may drop out of treatment and be less likely to seek
mental health services in the future. However, treatment satisfaction and the use of BA with Hispanic
samples has been understudied. The current study aimed to fill this gap by examining Hispanic
adolescents’ level of satisfaction following BA treatment and determining the association between levels

of cultural sensitivity, satisfaction, and treatment outcomes.
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Chapter 3: Methods

The goal of this study was to examine the efficacy of Behavioral Activation (BA) for Hispanic
adolescents’ depressive symptoms and quality of life. This study was a follow-up study of Morgan and
researchers’ (2021) study that compared the efficacy of BA for different ethnic/racial groups. These
included African American/Black, Hispanic, and European American/White adolescents. Extending
beyond the objectives of the previous Morgan et al. (2020) study, the current study sought to
understand the relationship between patient satisfaction with BA treatment and treatment outcomes. It
should be noted that a feature of the setting was providers were required to undergo a training in
allyship and belongingness starting in January of 2022. Providers completed this series of allyship and
belongingness trainings to increase their knowledge of concepts like privilege, bias, microaggressions,
and completed cultural discussions with colleagues surrounding these concepts. These data were
retrieved from the last 5 years, due to the start of administration of the Patient Satisfaction Survey being
in 2018. Therefore, some clinicians provided the intervention before they received the training in
allyship and belongingness. Patients were asked to complete surveys rating their satisfaction with care
overall and satisfaction with the provider’s level of cultural sensitivity. Therefore, the study also
examined participant’s satisfaction with the cultural sensitivity of providers and overall satisfaction with
care at the behavioral health clinics. However, participants in the study
may have not received treatment by providers who underwent the allyship and belongingness training.

This study was conducted using archival data collected as part of the behavioral health facility’s
intake and discharge assessment procedures. The overarching purpose of collecting data as part of
routine intake and discharge procedures was to make treatment decisions related to patient care upon

admission, monitor changes in progress, and prepare patients for discharge. This chapter describes the
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participants of the study, provides details regarding the setting in which treatment took place, and
outcome measures used for analysis. Additionally, this chapter discusses the study procedures and
proposed statistical analyses.

Participants

Patient data used in the study included those who received mental healthcare at behavioral
health clinics throughout the United States. Patients who are referred to these behavioral health clinics
have depressive symptoms that have impaired their ability to function in their daily lives. Referral
sources can include outpatient therapists or inpatient hospitals. Further information about the clinicians
who provided treatment to the participants was protected and could not be released for the purposes
of research. Therefore, information regarding if patients had the same clinician throughout the duration
of their treatment could not be accessed.

Participants included in the current study selected their ethnic identity as Hispanic on the
Admissions Screening Interview (ASI) upon admission. Additionally, participants were further narrowed
to include only patients who were between 11 and 21 years of age, who had a primary or secondary
diagnosis of Major Depressive Disorder and received BA treatment for depression. These archival data
were sourced from the behavioral health clinic database after completing a request for these specific
deidentified records and following approval from the Institutional Review Board (IRB).

Exclusion Criteria. Patients who did not complete the outcome measures used in this study
during intake or discharge were excluded from the study. Due to the way the dataset was provided to
the PI, further analyses on comparisons between those excluded and not excluded could not be
completed.

Setting. Participant data retrieved for this study were sourced from a larger database
maintained by the behavioral health clinic. Participants completed the outcome measures at admission,

throughout treatment, and prior to discharge. The outcome measures selected were part of this
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standard protocol of data collection. These data are used to inform the multidisciplinary treatment team
on the patients’ severity of symptoms and response to BA treatment.

Patients who receive services at the clinics are assigned to different levels of care. These include
residential, partial hospitalization, or intensive outpatient levels. For the residential level of care,
patients are in treatment for 24 hours/day and attend 7 days per week. Partial hospitalization involves
patients receiving treatment 6 hours/day and 5 days/week. The intensive outpatient level entails
patients participating in treatment for 3 hours/day and 5 days per week. Based on patients’ referral
concern (i.e., depression) they are assigned to the depression recovery program in which clinicians
provide them with BA treatment. Each clinician utilizes a manualized BA protocol which is standardized
across behavioral health clinics. This manual includes an overview of BA, psychoeducation materials,
instructions for delivering the BA intervention, and includes patient worksheets.

Behavioral Activation Treatment

Behavioral Activation (BA) is the treatment provided to youth who are assigned to the
depression recovery program. Behavioral specialists are trained in a manualized protocol which includes
a structured set of procedures for implementation. These procedures include providing
psychoeducation to the patients regarding their depressive symptoms as well as BA treatment. This
includes detailing how their current actions (e.g., isolation, withdrawal) maintain and worsen their
depressive symptoms as well as their life circumstances (e.g., having less friends, lower grades). Patients
then are presented with a behavioral chain analysis activity, where they can select the antecedents and
consequences of their depressed behaviors. These depressed behaviors may include behaviors like
skipping school, self-harm, or isolating themselves from others. Patients then learn alternative coping
strategies to use in place of these maladaptive behaviors. The BA protocol also involves pleasant event
scheduling where patients can identify their values and the areas of their lives their depressive

symptoms have affected them most (e.g., relationships with peers, family). With their behavioral
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specialist, patients then engage in activity scheduling to select pleasant, routine, and valued activities
they would be willing to engage in to improve their symptoms. Homework assigned to patients includes
completing these scheduled activities and rating their mood before and after each planned activity.
Patients also review with their behavioral specialist a troubleshooting form, which allows the patient to
problem-solve any perceived barriers to completing their scheduled activities. During treatment,
patients are introduced to additional skills to improve problem-solving and communication. Prior to
discharge, patients complete and review their relapse prevention form. For relapse prevention, patients
plan for anticipated challenges in the future or potential triggers in their daily lives, identify warning
signs for depression, review strategies they have found helpful during treatment, and plan for their
continued use.

Research Design

To address the research questions of the study, a non-experimental correlational design was
used. The research questions were answered using a demographics screening measure and outcome
measures which assess depressive symptom severity, quality of life, and satisfaction with treatment.

Measures. Four measures were included as part of the data collection: the Admissions
Screening Interview, the Patient Satisfaction Questionnaire, the Pediatric Quality of Life Enjoyment and
Satisfaction Questionnaire, and the Quick Inventory of Depressive Symptomology. The following
provides a description of each of the questionnaires used.

Admissions Screening Interview. The Admissions Screening Interview (ASI) is a measure
developed by the behavioral health facility used to gather demographic data about patients. It was
administered by an intake specialist prior to patients beginning treatment. The ASI queries about
demographic information like race, ethnicity, age, pronouns, employment status, and gender identity.

Patients also were asked for descriptive information about their prior treatment history, prior level of
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treatment (e.g., partial hospitalization, residential, inpatient). Additional questions were generated from
patient responses on this survey. Therefore, the number of items was determined by patient responses.

Quick Inventory of Depressive Symptomology. The Quick Inventory of Depressive
Symptomology (QIDS) is a 16-item self-report survey used to measure depression symptom severity and
the presence of depressive symptoms. Items on this scale are aligned with DSM-IV criteria which include
sad mood, trouble concentrating, lack of interest, thoughts of suicide, self-criticism, decreased energy,
sleep disturbance, changes in appetite, psychomotor changes (Rush et al., 2003). Patients were able to
indicate a score from 0 to 3 and higher scores reflect more severe symptoms. Total scores on the QIDS
can range from 0 to 27. The current study used patient’s total scores to examine treatment outcomes.
The QIDS is a shortened version of the 30 item, Inventory of Depressive Symptomology (IDS; Rush et al.,
2003). Rush et al. (2003) found high correlation (r = .96) and high internal consistency (a =.86) between
the QIDS and the IDS. Additionally, the Hamilton Rating Scale for Depression was also shown to be highly
correlated with the QIDS (r = .86).

Pediatric Quality of Life and Satisfaction Scale. The Pediatric Quality of Life and Satisfaction
Scale (PQ-LES-Q) is a 15-item measure developed by researchers to assess life enjoyment for youth in
different domains like at school or home (Endicott, Nee, Yang, & Wohlberg, 2006). Response options
range from “very poor” to “very good” and the total score ranges from 14 to 70 with higher scores
indicating greater satisfaction and enjoyment in life. The PQ-LES-Q was adapted for youth from the
Quality of Life and Satisfaction Scale used for adults. The PQ-LES-Q has been shown to be moderately
correlated with the Children’s Depression Rating Scale (r = 0.45) and the Children’s Global Assessment
Scale (r =.36; Endicott, Nee, Yang, & Wohlberg, 2006). High internal consistency has also been found
with the PQ-LES-Q, with Cronbach’s alphas at screening, baseline, and endpoint of 0.87, 0.90, and 0.89,
respectively. Additionally, the test-retest intraclass correlation coefficient of reliability (r= 0.78) also was

found to be high for the PQ-LES-Q measure.
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Patient Satisfaction Survey. The patient satisfaction survey is a 21-item questionnaire and was
developed by the behavioral health facility. This survey is included as part of the standardized measures
administered to patients prior to discharge. The purpose of the survey is to assess patient level of
satisfaction with the behavioral health clinic, and it assesses patient attitudes in several areas including
clinic meals, specific providers, cultural sensitivity, and their care overall. The survey uses the same scale
for each question with the following response options: very dissatisfied, dissatisfied, neither satisfied
nor dissatisfied, satisfied, and very satisfied. Each patient response was assigned a numerical identifier
(e.g., very dissatisfied = 0, very satisfied=4). In this case, higher numbers will indicate greater
satisfaction. A total score is computed by averaging the responses. The possible range of total scores on
the Patient Satisfaction Survey are between a 0 to 4.0. A score of 0 represents a complete lack of
dissatisfaction, 0-1 represents very dissatisfied, and a score between 1-2 represents that a patient is
overall more dissatisfied than satisfied. 2-3 indicates a patient is more satisfied than dissatisfied and a
score of 3-4 represents a patient is very satisfied. A score of 4 represents complete satisfaction. It should
be noted that clinic procedures included patients debriefing with a staff member if they had ratings on
the Patient Satisfaction Survey below a 3. This procedure may have resulted in higher ratings on the
Patient Satisfaction Survey for patients who did not want to engage in this debriefing. The current study
utilized two questions from the survey. The first item used asks patients to rate their overall satisfaction
with their care at the behavioral health clinic. The second survey item used asks patients to rate their
satisfaction with the staff’s level of cultural sensitivity.

Procedures

This study was an analysis of archival data from the behavioral health clinic’s database.
Inferential analyses were conducted to address the proposed research aims of the study and the
individual participants were the units of analysis. Following approval of the study proposal by the

doctoral dissertation committee, an application for approval to the University of South Florida (USF) IRB
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were submitted. An additional IRB application was submitted to the IRB of the behavioral health clinic. A
data request form was then sent to the behavioral health clinic so that the encrypted data set can be
sent to the Principal Investigator (Pl). Data were requested regarding the patients as well as the A data
use agreement was sent to committee members and the PI.

The deidentified dataset was sent to the Pl over a secure server and was accessed on a
password-protected laptop with an encrypted hard drive. After the dataset was sent to the PI, the Excel
document was reviewed to ensure the data received were consistent with the data request. The Excel
document was reviewed for missing data.

Data Analyses

For the current study, an analysis of patients’ depressive symptom severity, patient quality of
life, and satisfaction following treatment occurred to answer the following questions.

Question 1. How did Hispanic adolescents respond to Behavioral Activation (BA) treatment, as
evidenced by changes from admission to discharge in depressive symptoms and health-related quality of
life? Data from the PQ-LES-Q and the QIDS was used to determine patients’ response to treatment.
Analyses will include paired samples t-tests of global PQ-LES-Q scores pre- and post- BA treatment, as
well as global QIDS scores pre- and post-BA treatment.

Question 2. How satisfied were Hispanic adolescents with intensive BA treatment, both overall
and as being sensitive to their cultural identity? To determine patients’ satisfaction with treatment
overall and patient satisfaction with treatment being sensitive to their cultural identity, mean scores was
calculated for both items on the Patient Satisfaction Survey. For analyses, each patient response option
was assigned a numerical identifier (e.g., very dissatisfied = 1, very satisfied=5).

Question 3. What is the relationship between treatment outcomes and satisfaction with care
overall? To determine the relationship between satisfaction with care and treatment outcomes, change

scores for pre- to post- treatment on the PQ-LES-Q and the QIDS were used. These change scores were
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calculated by deducting the pre-treatment score from the post-treatment scores. A correlational
analysis were then conducted using patient scores with satisfaction with care overall and the calculated
change score on the PQ-LES-Q. An additional correlational analysis was conducted using patient scores
with satisfaction with care overall and the calculated change score on the QIDS. Pearson’s correlation
coefficients were used to determine how strong the relationship is between the two variables.

Question 4. What is the relationship between treatment outcomes and satisfaction with
providers’ levels of cultural sensitivity? To determine the relationship between satisfaction with
providers’ levels of cultural sensitivity and treatment outcomes, change scores for pre- to post-
treatment on the PQ-LES-Q and the QIDS were used. A correlational analysis was conducted using
patient scores with providers’ levels of cultural sensitivity and the calculated change score on the PQ-
LES-Q. An additional correlational analysis was conducted using patients scores for providers’ levels of
cultural sensitivity and the calculated change score on the QIDS. Pearson’s correlation coefficient was
used to determine how strong the relationship is between the two variables.

Ethical Considerations. Due to the current study being an analysis of archival data, precautions
were taken to protect patient confidentiality. The data request was made for de-identified data and was
sent to the Pl with no HIPAA identifiers. The data were accessed on a password-protected computer and
the Excel document was also be encrypted. IRB approval from both USF and the behavioral health clinic
were requested prior to beginning the analyses. Findings from the study may generate further support
for the need for culturally sensitive practices when delivering psychotherapeutic interventions as well as

provide more support for BA treatment for diverse adolescents.
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Chapter 4: Results

The purpose of this study was to examine the efficacy and treatment satisfaction with Behavioral
Activation (BA) among Hispanic/Latinx adolescents by analyzing data from measures assessing symptom
severity, patient quality of life, and satisfaction following treatment. Data for this study were collected as
part of routine intake and discharge procedures at behavioral health facilities across the US. The
research questions that guided this study were as follows:

1. How did Hispanic adolescents respond to Behavioral Activation (BA) treatment as
evidenced by changes in depressive symptoms and health-related quality of life from
admission to discharge?

2. How satisfied were Hispanic adolescents with intensive BA treatment, both overall and
as being sensitive to their cultural identity?

3. What is the relationship between treatment outcomes and satisfaction with care
overall?

4. What is the relationship between treatment outcomes and satisfaction with providers’
levels of cultural sensitivity?

Specifically, this chapter first reviews the procedures utilized to ensure the validity of the data
and the preliminary analyses. Then, the results of a series of paired samples t-tests are presented to
evaluate changes in depressive symptoms and health-related quality of life from pre- to post-BA
treatment. Next, calculations of means and confidence intervals for patient satisfaction with care overall
and satisfaction with providers’ level of cultural sensitivity are shared. Calculations of means and
confidence intervals also are divided by three adolescent age groups (e.g., early [11-14 years], middle
[15-17 years], and late [18-21 years] adolescence). Finally, the correlational analyses among variables to
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examine the relationship between patient satisfaction with care overall and treatment outcomes (e.g.,
changes in symptom severity, changes in quality of life) are provided, and correlational analyses to
examine the relationship between satisfaction with providers’ level of cultural sensitivity and treatment
outcomes are presented.

Data Screening

The dataset retrieved from the behavioral health clinic’s research database included 1,875
participants who were part of BA treatment at behavioral health clinics throughout the U.S. Out of the
1,875 patients included in the dataset, 155 patients identified as Hispanic and were included in the
analyses. The remaining 1,720 patients were excluded because they identified as non-Hispanic. Due to
the way the dataset was provided to the PI, further analyses on comparisons between those excluded
and not excluded could not be completed. Data collected from adolescents who were part of BA
treatment, as well as survey responses on the Patient Satisfaction Survey, the QIDS, and PQ-LES-Q were
reviewed.

Missing Data. Methods used in the clinics to reduce missing data included scanning electronic
surveys for completion using an electronic database, as well as requesting that participants complete
portions of the survey that were incomplete. Therefore, patients who accidentally missed or incorrectly
answered were prompted to revisit the measure. However, patients had to option to not complete the
measures. The dataset was reviewed to ensure all requested variables were present. Then, the dataset
was imported into SPSS and checked for entry errors. A period was automatically inserted into cells with
missing data by the SPSS system. Inserting a period into cells with missing data ensured these missing
data were not included in the analyses.

Different measures had different amounts of missing data. For example, the Pediatric Quality of
Life and Enjoyment Questionnaire and the Quick Inventory of Depressive Symptomology were fully

completed by all patients (n = 155) included in this study. However, question 10 on the Patient
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Satisfaction Survey, asking patients to rate their “overall level of satisfaction with your care,” was
completed by 72 out of 155 patients (46% of patients). For question 21 on the Patient Satisfaction
Survey which asked patients to rate “How satisfied are you regarding staff's cultural sensitivity to your
identity”, 62 out of 155 patients responded (40% of patients).

Preliminary Analyses

Preliminary analyses consisted of computing Cronbach’s alphas for the multi-item scales, as well
as computing descriptive statistics (e.g., means, standard deviations, skewness, kurtosis) for all variables
of interest.

Normality. To assess univariate normality, skewness and kurtosis of the variables were
calculated. All of the variables had an approximately normal distribution (skew and kurtosis between -
2.0 and +2.0). Given these results, the distribution for each of these variables was considered
acceptable. The normality assumption for the dependent samples t-test was also examined and the
change scores for the outcome variables (i.e., quality of life and depressive symptom severity) were also
approximately normal with a skew and kurtosis between -2.0 and +2.0.

Measure Reliability. Internal consistency was examined for the Patient Satisfaction Survey using
the 2 items (questions 10 and 21) used in the current study. The coefficient alpha for the Patient
Satisfaction Survey was an 0.66, which fell in the acceptable range (> .60). The Pediatric Quality of Life
and Enjoyment Questionnaire had a coefficient of 0.63 and the Quick Inventory of Depressive
Symptomology (QIDS) had a coefficient of 0.79. Both the PQ-LES-Q and the QIDS both fell in the

acceptable range. Skewness and kurtosis of the outcome variables are listed below in Table 1.
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Table 1

Skewness and Kurtosis of the Outcome Variables

Measure Skewness Kurtosis
Patient Satisfaction Survey
Question 10 -.82 .68
Question 21 -1.26 .99
Pediatric Quality of Life and Enjoyment
Questionnaire
19 -1.06
Pre- Total Score
-.29 -33
Post- Total Score
Quick Inventory of Depressive Inventory
Symptomology
-.54 =21
Pre- Total Score
.52 -.40

Post- Total Score

Patient Information

The Primary Investigator (Pl) of this study requested data of patients who had received BA

services at behavioral health clinics throughout the United States. The final sample included 155

participants (M= 16.5 years old; range of 11 to 21 years old). In total, the data set included participants

from 19 behavioral health clinics throughout the United States. Fifty-one percent of patients lived in the

Midwest, 3% lived in the Northeast, 37% lived in the South, and 9% of patients reported living in the

Western region of the United States (Substance Abuse and Mental Health Services Administration,

[SAMSHA], 2011). Information regarding the percent of patients with private insurance or patient

socioeconomic status was not provided in the dataset received.
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In regard to ethnicity, all patients identified as Hispanic. Regarding race, of the 155 participants,
83.9% identified as White, 6% as Unknown, 4% as other, and 2% as Black. Patients also identified their
sex at birth with 69% of the sample reported as female and 31% male. Regarding gender identity, 57% of
participants identified as female, 27% identified as male, 8% identified as transgender or nonbinary, and
1% identified as gender fluid. For 7% of patients their gender identity was noted as unclear or unknown,
which occurred when patients did not answer this item or selected more than one gender identity.

The most common primary diagnoses were recurrent, severe Major Depressive Disorder (n=44)
and recurrent, moderate Major Depressive Disorder (n=21). For secondary diagnoses, the most frequent
diagnoses among the sample were Generalized Anxiety Disorder (n = 41) and Social Anxiety Disorder (n=
34). The percentages of patients who were in residential care, partial hospitalization, and intensive
outpatient were 25% (n= 38), 56% (n=87), and 19% (n= 30), respectively. The mean length of stay at the
behavioral health clinics was 26 days (SD = 15.66) for the sample. A summary of descriptive statistics is

presented in Table 2.
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Table 2

Descriptive Characteristics of Patient Sample at the Participating Behavioral Health Clinics (n= 155)

Demographic Characteristic n %
Gender
Male 41 27%
Female 89 57%
Transgender male 5 3%
Transgender female 1 1%
Nonbinary 6 1%
Gender Fluid 2 1%
Unknown/Unclear 11 7%
Race

White 130 84%
Black 3 2%
Mixed 3 2%
Unknown 9 6%

Other 6 4%

For additional analyses, data from the patients were divided into three age groups (early,
middle, and late adolescence). These three categories and specific age ranges are consistent with
categories used in other studies with adolescent participants (and then cite here a couple of studies that

used the same age ranges). Table 3 displays the number of participants whose data corresponded to

each of the three groups.
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Table 3

Number of Patients Whose Data Corresponded to the Three Age Groups

Stage of Adolescence n %
Early Adolescence (11-14) 40 25.8%
Middle Adolescence (15-17) 56 42.6%
Late Adolescence (18-21) 49 31.6%

Research Question 1

Research question 1: How did Hispanic adolescents respond to Behavioral Activation (BA)
treatment as evidenced by changes in depressive symptoms and health-related quality of life from
admission to discharge?

Mean Comparisons for the Overall Sample. A paired samples t-test was conducted to compare
means for the sample’s Quick Inventory of Depressive Symptomology (QIDS) scores pre- and post-
treatment. There was a significant reduction in depressive symptoms following BA treatment [t (154)
=13.31, p < 0.001]. The QIDS is a measure with total scores that can range from 0 to 27. Scores of 5 or
lower indicate no depression. Scores ranging from 6 to 10 represent mild depression, 11 to 15 indicate
moderate depression, and 16 to 20 reflect severe depression. Total scores of 21 or above indicate very
severe depression. The mean total QIDS score for participants prior to treatment was 14.21 (SD = 5.53)
indicating moderate depression. Following treatment, the mean QIDS score was 8.31 (SD = 5.70)
indicating mild depression.

Likewise, an additional paired samples t-test was completed to compare means for the pre- and
post- PQ-LES-Q scores. There were significant improvements in health-related quality of life following BA
treatment when comparing pre- and post- PQ-LES-Q scores [t (154) =-12.06, p < 0.001]. Patient

responses on the Pediatric Quality of Life and Satisfaction Scale (PQ-LES-Q) can range from “very poor”
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to “very good”, with total scores ranging from 14 to 70 and higher scores indicating greater enjoyment
and satisfaction in life. Before treatment, the mean total PQ-LES-Q score for the sample was 34.79 (SD =
26.67). Following treatment, the mean total PQ-LES-Q was 62.33 (SD = 19.83).

The Cohen’s d standardized effect size for health-related quality of life was a .96 (baseline SD
=18.67) indicating a large effect size (>.80). For depressive symptom severity, Cohen’s d standardized
effect size was a 1.07 (baseline SD = 5.53) also indicating a large effect size. These results suggest
overall, there was a significant improvement in health-related quality of life and depressive symptoms
following BA for all Hispanic adolescents in this sample following BA treatment. Table 4 displays the
results of the paired samples t-tests.

Table 4

Results of the Paired Samples T-Tests

Measure Pre-treatment  Post-treatment t(154) P Cohen’s d
M SD M SD
Pediatric Quality of 3479 26.67 .877 .082 -12.06 <0.001 0.96

Life and Satisfaction
Scale (PQ-LES-Q) Total
Score

Quick Inventory of 62.33 19.83 .002 .0002 13.31 <0.001 1.07
Depressive

Symptomology (QIDS)

Total Score

Mean Comparisons by Age Group. A repeated measures analysis of variance was completed to
compare changes in depressive symptoms between the three adolescent age groups (e.g., early [11-14
years], middle [15-17 years], and late [18-21 years] adolescence). Two time points were included in the
analyses, pre- and post- treatment. BA treatment had a statistically significant effect on depressive

symptoms from pre- to post-treatment, F (1, 152) = 168.047, p <.001. A Tukey’s test was completed to
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compare means between the three age groups. There were not significant differences in changes in
depressive symptoms for the three adolescent age groups. Table 5 includes the results of the repeated
measures analysis of variance and Tukey’s test for changes in depressive symptoms using the QIDS.
Table 5

Tukey’s Test Results for Changes in Depressive Symptoms for the Three Adolescent Groups

Age Group Comparison Group Mean Difference* p
Early Adolescents Middle Adolescents 1.68 .20
Late Adolescents .24 .97
Middle Adolescents Early Adolescents -1.68 .20
Late Adolescents -1.43 .26
Late Adolescents Early Adolescents -.24 .97
Middle Adolescents 1.43 .26

*Mean difference scores= Age group - comparison group

Regarding quality of life, there were significant differences in changes of quality of life from pre-
to post. More specifically, late adolescents had significantly greater changes in quality of life from pre to
post when compared to middle adolescents and early adolescents. Results of the Tukey’s test for health-

related quality of life are included in Table 6.
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Table 6

Tukey’s Test Results for Changes in Health-Related Quality of Life for the Three Adolescent Groups

Age Group Comparison Group Mean Difference* p
Early Adolescents Middle Adolescents -4.28 32
Late Adolescents 21.81 <.001
Middle Adolescents Early Adolescents 4.29 .32
Late Adolescents 26.10 <.001
Late Adolescents Early Adolescents -21.81 <.001
Middle Adolescents -26.10 <.001

*Mean difference scores= Age group - comparison group
Research Question 2

Research question 2: How satisfied were Hispanic adolescents with intensive BA treatment, both
overall and as being sensitive to their cultural identity? To answer research question 2, means and
confidence intervals were calculated for two statements patients were asked to rate on the Patient
Satisfaction Survey. These were: “overall level of satisfaction with your care” and “How satisfied are you
regarding staff's cultural sensitivity to your identity (Age, Disability Status, Religion, Ethnic and Racial
Identity, Socioeconomic Status, Sexual Orientation, Indigenous Heritage, National Origin, Gender
Identity, etc.)?"

The research department at the behavioral health clinics provided the Pl with scoring
procedures used by clinicians and researchers to determine patient satisfaction. Total scores are
calculated by averaging the responses on all items. The current study did not compute total scores but
examined the mean responses of patients for two individual items. A codebook was provided to the Pl

with instructions on the scoring for the internally developed Patient Satisfaction Survey. The possible
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range of scores on the Patient Satisfaction Survey are between a 0 to 4.0. A score of 0 represents
complete dissatisfaction, 0-1 represents very dissatisfied, and a score between 1-2 represents that a
patient is overall more dissatisfied than satisfied. A rating of 2-3 indicates a patient is more satisfied
than dissatisfied and a score of 3-4 represents a patient is very satisfied. A score of 4 represents
complete satisfaction.

The first question examined on the Patient Satisfaction Survey asked patients to rate their
“overall level of satisfaction with your care” with response options ranging from “very dissatisfied” to
“very satisfied.” The overall sample had a mean response of a 3.00 (SD = .90), which fell in the very
satisfied range. One patient (0.6%) selected a “0” when asked to rate their “overall level of satisfaction
with your care” and 3 patients (1.9%) selected a 1. Fourteen patients (9%) responded with a “2”. Thirty-
one patients (20%) rated this item a “3.” Twenty-three patients (14.8%) rated this item a “4.”

When asked “How satisfied are you regarding staff's cultural sensitivity to your identity” the
mean response from patients was a 3.47 (SD = .74), which also fell in the very satisfied range. No
patients selected a “0” when asked “How satisfied are you regarding staff's cultural sensitivity to your
identity.” One patient (.6%) selected a “1,” 6 patients (3.9%) selected a “2,” 18 patients (11.6%)
responded with a “3,” and 37 patients (23.9%) rated this item a “4.”

For the adolescent age groups, an additional one-way analysis of variance was completed to
compare the means of patient ratings on the Patient Satisfaction Survey items post-treatment. For the
first question examined on the Patient Satisfaction Survey, which asked patients to rate their “overall
level of satisfaction with your care,” middle adolescents had a significantly higher satisfaction than late
adolescents. Table 7 summarizes the results of the one-way analysis of variance for patient ratings for

their overall satisfaction with their care.
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Table 7

One-Way Analysis of Variance Results for Patient Ratings of Their “Overall Satisfaction with Their Care”

Sum of Squares df Mean Square F p
3.44 0.38
Between Groups >-25 2 2.63
Within Groups 52.74 69 76

For the second question examined which asked “How satisfied are you regarding staff's cultural
sensitivity to your identity” there were not significant differences in how patients responded based on
age group. Table 8 summarizes the results of the one-way analysis of variance for patient ratings
regarding their satisfaction of staff's cultural sensitivity to your identity.

Table 8

One-Way Analysis of Variance Results for Patient Ratings of Staff’s Cultural Sensitivity to Their Identities

Sum of Squares df Mean Square F p
.24 0.78
Between Groups 27 2 14
Within Groups 33.16 59 56

Table 9 includes a summary of patient responses for the two items on the Patient Satisfaction

Survey for the overall sample and for the adolescent age groups.
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Table 9

Mean Patient Satisfaction Survey Responses Post-Treatment by Age Groups

Age groups

Early Adolescence (11-14)
Overall satisfaction with care
Satisfaction with cultural
sensitivity

Middle Adolescence (15-17)
Overall satisfaction with care
Satisfaction with cultural
sensitivity

Late Adolescence (18-21)
Overall satisfaction with care
Satisfaction with cultural
sensitivity

Overall Sample
Overall satisfaction with care
Satisfaction with cultural

sensitivity

Post-treatment

n M SD
21 2.90 .83
19 3.37 .68
31 3.29 74
25 3.52 77
20 2.65 1.09
18 3.50 .79
72 3.00 .90
62 3.47 74

95% Cl

(2.54 t0 3.25)

(3.06 to 3.68)

(3.03 to 3.55)

(3.22 t0 3.82)

(2.17 t0 3.13)

(3.13 to 3.87)

(2.79 to 3.21)

(3.29 to 3.65)
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Research Question 3

Research question 3: What is the relationship between treatment outcomes and satisfaction
with care overall? To examine the relationships between treatment outcomes (e.g., depressive
symptom severity, health-related quality of life) and satisfaction with care, overall change scores for the
outcome variables were calculated and Pearson product moment correlations were conducted. Results
indicated changes in health-related quality of life were not significantly correlated with satisfaction with
care overall (r =-.080, p =0.502). Table 10 summarizes the results of the correlational analysis between
changes in quality of life and satisfaction with care overall.
Table 10
Correlations for Difference in Health-Related Quality of Life from Pre- to Post- and Patient Satisfaction

with Care Overall

Variable N 1 2
1. Health-related quality of life difference** 106 — -.80
2. Patient satisfaction with care overall 52 -.80 —

*Correlation is significant at the 0.05 level; **Health-related quality of life difference = Pre-PQLES-Q
total scores minus Post-PQLESQ total scores

In addition, changes in depressive symptom severity were not significantly correlated with
patient satisfaction with care overall (r=.132, p = .268). Table 11 summarizes the results of the
correlational analysis between changes in depressive symptoms from pre- to post treatment and

satisfaction with care overall.
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Table 11
Correlations for Changes in Depressive Symptoms from Pre- to Post-Treatment and Patient Satisfaction

with Care Overall

Variable N 1 2
1. Depression difference** 72 — 132
2. Patient satisfaction with care overall 72 -132 —

*Correlation is significant at the 0.05 level; ** Depression difference = Pre-QIDS total scores minus Post-
QIDS total scores
Research Question 4

Research question 4: What is the relationship between treatment outcomes and satisfaction
with providers’ levels of cultural sensitivity? The relationships between treatment outcomes (e.g.,
depressive symptom severity, health-related quality of life) and satisfaction with staff’s level of cultural
sensitivity change scores were also examined. Change scores for depressive symptom severity and
health-related quality of life were calculated. Then, Pearson product moment correlations were
completed. Results indicated changes in health-related quality of life were significantly and negatively
correlated with satisfaction with staff’s level of cultural sensitivity (r = -.253, p <0.05). This result
suggests that there was a significant negative correlation between participant changes in health-related

quality of life and satisfaction with care following treatment.
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Table 12
Correlations for Difference in Health-Related Quality of Life from Pre- to Post- and Patient Satisfaction

with Staff’s Level of Cultural Sensitivity

Variable N 1 2
1. Health-related quality of life difference** 106 — -.253*
2. Patient satisfaction with provider’s level of 52 -.253* —

cultural sensitivity

*Correlation is significant at the 0.05 level; **Health-related quality of life difference = Pre-PQLES-Q
total scores minus Post-PQLESQ total scores

However, changes in depressive symptom severity were not significantly correlated with patient
satisfaction with staff's level of cultural sensitivity (r=.115, p =.373). Table 13 shows the correlation
between changes in depressive symptoms and patient satisfaction with care as it relates to provider’s
cultural sensitivity.

Table 13

Correlations for Changes in Depressive Symptoms from Pre- to Post-Treatment and Patient Satisfaction

with Provider’s Cultural Sensitivity

Variable N 1 2
1. Depression difference** 155 — 115
2. Patient satisfaction with provider’s cultural 62 -.115 —

sensitivity

*Correlation is significant at the 0.05 level; ** Depression difference = Pre-QIDS total scores minus Post-
QIDS total scores
Summary

The current study had four aims: 1) examine how Hispanic adolescents respond to Behavioral

Activation (BA) treatment as evidenced by changes in depressive symptoms and health-related quality
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of life from admission to discharge, 2) examine how satisfied Hispanic adolescents were with intensive
BA treatment, both overall and as being sensitive to their cultural identity, 3) explore the relationship
between treatment outcomes and satisfaction with care overall, and 4) examine the relationship
between treatment outcomes and satisfaction with providers’ levels of cultural sensitivity. Additionally,
the study included a subgroup analysis to explore how adolescents in the early, middle, and late
adolescence age groups responded to the intervention and responded to questions related to
satisfaction with treatment. Overall, Hispanic adolescents had significant improvements in health-
related quality of life and depressive symptom severity when comparing PQ-LES-Q and QIDS scores pre-
and post- treatment. BA intervention resulted in large effect sizes for both health-related quality of life
and depressive symptom severity. Most patients indicated being “satisfied” treatment (M = 3.00). The
early and late adolescent age groups had a slightly lower rating for satisfaction with care overall and
reported being “more satisfied than dissatisfied” with care. Additionally, the results indicated changes in
health-related quality of life were significantly and negatively correlated with satisfaction with staff’s
level of cultural sensitivity. This means as changes in health-related quality of life increased, satisfaction
with care as it related to cultural sensitivity decreased in the sample. It should be noted that clinic
procedures included patients debriefing with a staff member if they had ratings on the Patient
Satisfaction Survey below a 3. This procedure may have resulted in higher ratings on the Patient
Satisfaction Survey for patients who did not want to engage in this debriefing. Therefore, results should
be considered with caution. In addition, data used in the study were collected from 2018-2023 and the
allyship and belonginess training began in January 2022. Therefore, some patients received treatment
from providers who did not yet undergo the allyship and belongingness training. We cannot conclude
that the findings related to satisfaction were the result of the staff-focused training on allyship and
belonginess. There were not significant differences in changes in depressive symptoms for the three

adolescent age groups, but late adolescents had significantly greater changes in quality of life from pre
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to post when compared to middle adolescents and early adolescents. Further, middle adolescents had a
significantly higher satisfaction ratings than late adolescents when rating their “overall level of
satisfaction with your care.” In sum, BA treatment was found to be effective for Hispanic patients and
patients largely reported being satisfied with their care overall and as it related to cultural sensitivity.
Finally, a significant relationship was also found between health-related quality of life and satisfaction

with care overall and satisfaction with care as it related to patient’s cultural identities.
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Chapter 5: Discussion

Introduction

Prior studies have shown significant improvements in youth who complete Behavioral Activation
(BA) treatment (Martin & Oliver, 2019). More research is needed to examine its effectiveness for
culturally diverse populations, as lack of research on the applicability of interventions to culturally
diverse populations can lead to premature dropout, less patient satisfaction, and decreased
effectiveness of the intervention (Hall et. al, 2006; Olfson et al., 2009). This study aimed to examine
treatment effectiveness, patient satisfaction, and the relationship between satisfaction and treatment
outcomes for Hispanic adolescents. Providers of this BA treatment completed a series of trainings on
allyship and belongingness. Patient satisfaction was explored in the context of care overall and as it
relates to provider’s sensitivity to patients’ cultural identities. This study also explored patient
satisfaction, as well as changes in symptoms from pre- to post-treatment using three adolescent groups
(e.g., early [11-14 years], middle [15-17 years], and late [18-21 years] adolescence). This chapter details
the study’s findings and its implications. In addition, study limitations and recommendations for future

research also will be discussed.

Demographic Characteristics

Ethnicity and Race. The sample was composed all Hispanic participants with the majority
identifying racially as White (83.9%). Most of the sample identifying as White Hispanic is consistent with
trends in Hispanic help-seeking and access to care (Cuevas et al., 2016). Hispanic people who identify as

Black or Afro Latinos, typically are those of African ancestry, brown or dark skinned, or perceived by
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others as racially Black (Cuevas et al., 2016; Logan, 2003). The finding that most participants in the study
identified as White is significant in that the research suggests Black Hispanics have been shown to have
a lower median household income, higher unemployment, higher poverty rate, and poorer health
outcomes which may impact their ability to seek help in behavioral health settings. Studies have even
shown Hispanic, Black female or Afro Latina adolescents have been found to report more severe
depressive symptoms than their other Hispanic racial counterparts (Ramos et al., 2003). According to
Cuevas et al. (2016), Black Hispanic people are typically grouped in with White or other races of
Hispanics, which eliminates them from the health disparities discourse. Therefore, there is a need for

further research on this Hispanic subgroup.

Gender. Most of the sample identified as female, consistent with prior studies that have shown
females are more likely to seek mental health care (Smith et al., 2013). Men’s help-seeking behaviors
have consistently been shown to be lower even across ethnic and racial groups. Researchers have
hypothesized this reluctance to utilize mental health services may be due to traditional norms of
masculinity which emphasize self- reliance (Addis & Mahalik, 2003). Machismo is a traditional Hispanic
value, specific to Mexican culture where men are expected to be hypermasculine and traits like stoicism,
sexism, and heavy alcohol use are emphasized (Arciniega, Anderson, Tovar-Blank, & Tracey, 2008;

Estrada & Jimenez, 2019).

Eight percent of the sample identified as transgender or nonbinary. For transgender or non-
binary adolescents, studies have found difficulties accessing equitable and affirming care and these
barriers to equitable care increase even more for transgender or nonbinary youth of color. The sample
in the current study is consistent with prior studies in that there was a small number of transgender or
non-binary patients available in the data set. However, a small number of transgender youth is
consistent with population estimates. According to Herman et al. (2022), 1.43% of 13-17 year olds and

1.31% of 18-24 year olds identify as transgender in the United States. Our sample percentage being
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slightly higher than population estimates may reflect the increased risk, severity of depressive
symptoms, and the need to access care for transgender, non-binary, and gender non-conforming youth

(Tordoff et al., 2022).

Interpretation of Results

The following sections will detail results of the analyses completed in the current study, how

they align with the current literature, and implications for the study’s findings.

Question 1. Research question 1: How did Hispanic adolescents respond to Behavioral
Activation (BA) treatment as evidenced by changes in depressive symptoms and health-related quality
of life from admission to discharge? In the study, adolescents’ results indicated significant
improvements in health-related quality of life and depressive symptom severity when comparing pre- to
post- outcome scores following BA treatment. For the sample of adolescents overall, the current study’s
effect sizes for health-related quality of life and depressive symptoms were 0.98 and 1.07, respectively.
These findings correspond with the results of a meta-analysis on BA for adolescents, in which
researchers found BA to be effective for adolescents (Martin & Oliver, 2019). Morgan and colleagues
(2021) similarly found improvements in depressive symptoms and health-related quality of life.
However, a smaller number of Hispanic adolescents were included in the sample (n = 29). Collado et al.
(2016) examined the effectiveness of BA among Hispanic adults who were Spanish-speaking and found
improvements in depressive symptoms, as well as sustained gains during a 1-month follow-up.

However, prior studies have not examined BA treatment’s effect on health-related quality of life.

Behavioral health clinics used in this study provided manualized BA treatment, which included
patients working alongside a behavioral health clinician who assisted the patient in identifying their
personal values and goals. This is important to examine as adolescents’ values may differ or be similar to

traditional Latino/e cultural values and allows the clinician to better understand the patient’s adherence

60



to traditional cultural values. Patients determined activation goals, or areas of their life to increase
engagement. The clinician also helped the patient determine behaviors or actions aligned with their
values and created an achievable plan to engage in routine, pleasant, and valued activities. This
approach of incorporating one’s individual values and environmental contexts may have increased the
relevance of BA to the Hispanic patients being served. Studies prior have found psychotherapeutic
interventions that are culturally sensitive and adapted to one’s culture result in larger effect sizes (Hall

et al., 2016).

Question 2. Research question 2: How satisfied were Hispanic adolescents with intensive BA
treatment, both overall and as being sensitive to their cultural identity? The study also examined how
satisfied Hispanic adolescents were with BA treatment, both overall and as being sensitive to their
cultural identity. Findings indicated levels of satisfaction ranged from “more satisfied than dissatisfied”
to “very satisfied” for the overall sample. For the first question examined on the Patient Satisfaction
Survey asked patients to rate their “overall level of satisfaction with your care” with response options
ranging from “very dissatisfied” to “very satisfied.” The overall sample had a mean response of a 3.00
(5D =.90), which indicated a “very satisfied” level of satisfaction. When asked “How satisfied are you
regarding staff's cultural sensitivity to your identity” the mean response from patients was a 3.47 (SD =
.74), which also fell in the “very satisfied” range. When patients were grouped into the three adolescent
age groups (e.g., early [11-14 years], middle [15-17 years], and late [18-21 years] adolescence), findings
indicated that middle adolescents had a significantly higher satisfaction than late adolescents when
asked to rate their “overall level of satisfaction with your care.” However, when asked “How satisfied
are you regarding staff's cultural sensitivity to your identity” there were not significant differences in
how patients responded based on age group.

Prior research regarding patient satisfaction has found satisfaction with care increases with time

spent in treatment and when aspects of heritage and culture are incorporated into care (Jones et al.,
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2003, Collado et al., 2016). Recent studies have not examined patient satisfaction with care overall or
patient satisfaction with providers’ levels of cultural sensitivity as it relates to BA treatment for the
adolescent population. An older study found patients of color reported lower quality and
appropriateness of treatment, if aspects of their heritage and culture were not present in care provided
by clinicians (Jones, 2003). In addition, Hispanic patients were more likely than White patients to report
poorer quality of care (Institute of Medicine [IOM], 2002). Therefore, the findings for the current study
are promising in that adolescent patients reported being satisfied with BA treatment following their care
at the behavioral health clinics. Given the literature surrounding the effects of providers trainings in
culturally sensitive approaches improving cultural awareness, communication, and understanding of
patient’s cultural experiences, these improvements may be linked to greater satisfaction with care (Mills

et al., 2017).

Given the current literature on the importance of satisfaction with treatment as it relates to
decreasing dropout and increasing engagement, these results are important in the consideration of BA
as a treatment option for Hispanic adolescents with depressive symptoms. A prior study examined
Hispanic, Spanish-speaking adults’ satisfaction with BA treatment researchers and administered a
researcher- developed measure they developed at sessions 2, 5, 8, and 10 (Collado et al., 2016).
Researchers found satisfaction with treatment increased over time. In addition, there were no

differences in satisfaction when comparing BA to supportive counseling.

Question 3. Research question 3: What is the relationship between treatment outcomes and
satisfaction with care overall? This study also examined the relationship between changes in treatment
outcomes and satisfaction with care overall. The findings did not demonstrate a significant relationship
between depressive symptoms and satisfaction with care overall. This finding is unexpected in that
greater satisfaction with treatment has been linked to increased compliance with treatment targets,

which can improve pathology symptoms (Miglietta et al., 2018). In addition, prior investigations on the
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relationship between collaborative care, depressive symptoms, and satisfaction with care overall found
depressive symptom improvement, partially mediated the collaborative care model’s effect on patient
satisfaction (Deen et al., 2010). However, this study was done within primary care clinics using a

collaborative care model and not specifically focused on Hispanic people or Hispanic adolescents.

Additionally, the study did not uncover a significant relationship between changes in health-
related quality of life and satisfaction with care overall. Prior studies have not specifically examined the
relationship between health-related quality of life and satisfaction with care overall within the context
of behavioral healthcare. However, prior studies have investigated factors that may cause changes in
satisfaction among late adolescents and adults (Constantine, 2002). Patients in this study indicated
therapeutic alliance, clinician levels of multicultural competence, and empathy contributed to changes
in their satisfaction with care (Constantine, 2002). Fortin (2018) found factors like continuity of care,
support for social or daily needs, and assistance with finding a job contribute to satisfaction with care
amongst adult populations. Given prior findings in the literature regarding the relationship between

satisfaction with care and changes in outcomes the results of no significant association are unexpected.

Question 4. Research question 4: What is the relationship between treatment outcomes and
satisfaction with providers’ levels of cultural sensitivity? This study also examined the relationship

between changes in treatment outcomes and satisfaction with providers’ levels of cultural sensitivity.

The findings did not demonstrate a significant relationship between changes in depressive
symptoms and patient satisfaction with providers’ level of cultural sensitivity. This finding was not
anticipated given the prior literature which has found greater satisfaction with treatment has been
linked to increased compliance with treatment targets and greater compliance can improve symptoms
(Miglietta et al., 2018). In addition, the current study found a significant, negative relationship between

patient satisfaction with providers’ level of cultural sensitivity and changes in health-related quality of
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life. Researchers prior found satisfaction with care increased with time spent in treatment (Collado et
al., 2016). Therefore, the findings regarding providers’ level of cultural sensitivity and changes in health-
related quality of life were not anticipated. Prior studies have compared effectiveness of treatments
that were culturally adapted to treatments without cultural adaptations and found culturally adapted
interventions tended to have larger effect sizes (Huey, 2013; Huey et al., 2014). The lack of significant
association between changes in treatment outcomes and patient satisfaction with providers’ level of
cultural sensitivity may be due to the current study not utilizing direct adaptations to BA treatment. It
should be noted that the data used in the study were collected from 2018-2023 and the allyship and
belonginess training for providers began in January 2022. Therefore, some patients received treatment
from providers who did not yet undergo the allyship and belongingness training. We cannot conclude
that the findings related to satisfaction were the result of staff-focused training on allyship and
belonginess. Therefore, findings regarding the relationship between patient’s level of satisfaction with
providers’ level of cultural sensitivity and its relationship to treatment outcomes should be interpreted

with caution.

To further understand these results, follow up analyses were conducted by age groups to better
understand treatment outcomes across age groups, as evidenced by changes in depressive symptoms
and health-related quality of life. Additionally, treatment satisfaction as it relates to overall care and

providers’ level of cultural sensitivity were also examined.

Follow Up Analyses By Age Group. Examinations of treatment effectiveness by age group were
important to consider, as clinicians must deliver psychological interventions that are developmentally
appropriate to the patients they serve. A treatment not being appropriate to the population can lessen
effects and for younger adolescents, may call for more parental involvement in treatment. Our findings
indicated that there were not significant differences in changes in depressive symptoms for the three

adolescent age groups, but there were significant differences between groups in changes of quality of
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life from pre- to post. More specifically, late adolescents had significantly greater changes in quality of
life from pre to post when compared to middle adolescents and early adolescents. For the first question
examined on the Patient Satisfaction Survey, which asked patients to rate their “overall level of
satisfaction with your care,” middle adolescents had a significantly higher satisfaction than late
adolescents. For the second question examined which asked “How satisfied are you regarding staff's
cultural sensitivity to your identity” there were not significant differences in how patients responded
based on age group. A prior systematic review and meta-analysis by Cujipers and researchers (2020)
examined psychotherapy outcomes for depressed patients across different age groups and included 366
studies. This study uncovered a difference in treatment outcomes between the adolescent (13-18
years) and young adult (18-24) age groups, as well as differences in treatment effects when comparing
youth younger than 13 years old and all other age groups (Cuijpers et al., 2020). Youth younger than 11
years of age had smaller effect sizes (g = 0.35) than every other age group and adolescents (g = 0.55)
had smaller effect sizes than young adults (g = 0.98). Differences in satisfaction with care were not
examined in the Cujipers and researchers (2020) study or in the prior literature. However, these results
differ from the current study in that there were not differences in Hispanic adolescents’ changes in

depressive symptoms between age groups.

Limitations

There are several limitations to the current study. The setting of this study was in behavioral
health clinics throughout the United States who do not take Medicaid or the Children’s Health Insurance
Program (CHIP). Medicaid is a public health insurance program for people who are below poverty in the
United States (Zhang & Wu, 2021). CHIP is a program for children who do not qualify for Medicaid but
cannot afford private insurance (United States Department of Health and Human Services [HHS], 2017).
Generally, about 48% of Hispanic children are insured through Medicaid and CHIP (Perreira et al., 2021).

Therefore, socioeconomically, this sample may not fully reflect the population of Hispanic/Latinos in the
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United States and may better represent Hispanic adolescents who come from families of a higher
socioeconomic status. Research suggests patients who are uninsured, using Medicaid, or CHIP are more
likely to seek care at Federally Qualified Health Centers, which include community health clinics, migrant
health centers, healthcare for the homeless health centers, and public housing primary care centers
(United States Department of Health and Human Services [HHS], 2017). Currently, Hispanic children and
adolescents represent about 40 percent of all uninsured children in the United States (Alker & Corcoran,

2020).

Additionally, the current study was completed using archival data from the behavioral health
clinics. Measures and questionnaires used were part of routine intake and discharge procedures.
Therefore, additional measures could not be included in the current analyses. Other factors may have
contributed to patient’s compatibility with the treatment used, like language of the provider, their
preferred language, generational status (i.e., first, second, or third generation) or levels of acculturation

which were not assessed as part of routine intake or discharge procedures in the current study.

There were significant amounts of missing data on the Patient Satisfaction Survey questions,
which may have impacted the results related to research questions (RQ) 2, 3 and 4: RQ #2) How
satisfied were Hispanic adolescents with intensive BA treatment, both overall and as being sensitive to
their cultural identity?, RQ #3) What is the relationship between treatment outcomes and satisfaction
with care overall?, and RQ #4) What is the relationship between treatment outcomes and satisfaction
with providers’ levels of cultural sensitivity?

For question 10 on the Patient Satisfaction Survey, asking patients to rate their “overall level of
satisfaction with your care,” only 46% of patients completed the item (72 out of 155 total patients). For
guestion 21 on the Patient Satisfaction Survey which asked patients to rate “How satisfied are you

regarding staff's cultural sensitivity to your identity,” only 40% of patients or 62 out of 155 patients
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responded. The presence of the missing data reduced the total sample size, and therefore, the statistical

power for these questions. Therefore, these conclusions should be interpreted with caution.

Finally, the Patient Satisfaction Survey was an internally developed survey, which is common for
academic medical settings and outpatient providers who provide mental health care within the United
States (Al-Abri & Al-Balushi, 2014). Using an internally developed survey allows providers to include
important questions for the institution related to satisfaction. Developers also may import questions
from other standardized measures. However, using a standardized measure allows for replications in
future research, as well as having good reliability and validity. In addition, using a quantitative measure
limited the additional qualitative and anecdotal information and patient explanations for their level of

satisfaction from being collected.

Future Directions

Exploring Acculturation. Studies are beginning to examine how acculturation may affect health
behaviors and satisfaction with care for Hispanic patients, but this is yet to be explored within
behavioral healthcare (Oguz, 2019). Acculturation may be an important aspect to consider as it has been
reported as a significant contributor to dissatisfaction with communication between physicians and their
patients in medical settings among Hispanic adults (Oguz, 2019). Acculturation has been examined as it
relates to treatment engagement among depressed, Spanish-speaking Hispanic patients (Santos et al.,
2017). Researchers found the pressure to prefer traditional Latinx/e healing practices over
psychotherapeutic interventions was an obstacle to treatment retention (Santos et al., 2017).
Researchers have found acculturation may have benefits like awareness of health systems, reduced
social isolation and alienation, more success at school and work (Koneru et al., 2007). This makes

acculturation an important area to examine in the context of depressive symptoms, which are often
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increased with isolation and less social engagement or belongingness (Martin & Oliver, 2019; Mojtabail,

Olfson, & Han, 2016).

Patient Satisfaction and Treatment Outcomes in Community Health Settings. Given that
Hispanic patients are more likely to seek care within Federally Qualified Health Centers (FQHC),
specifically non-profit hospitals or community mental health centers, it is important to assess quality of
care, effectiveness of BA, and patient satisfaction within these settings (Perreira et al., 2021).
Community health settings are unique in that they typically have higher rates of staff turnover and
burnout, which can impact the fidelity of intervention implementation, and continuity of care for
patients (Woltman, 2008). Continuity of care is important because studies have shown that Hispanic
patients are less likely to receive timely and consistent care when compared to their White counterparts
(Oguz, 2019). Researchers have posited that community health centers have the highest probability to
serve Hispanic patients who may be uninsured or insured through public health insurances, like CHIP
(Rosalves & Calvo, 2019). According to Rosalves and Calvo (2019) Hispanic patients were least likely to
receive services at public agencies and for-profit institutions. The behavioral health centers in the
current study were for-profit institutions. This may explain the original dataset retrieved from the

behavioral health clinics with 1,875 patients and 155 patients identifying as Hispanic (8% of the dataset).

Summary

The current study sought to examine the effectiveness of BA as it relates to health-related
quality of life and depressive symptom severity in intensive mental health settings. The study found BA
treatment significantly improved health-related quality of life and depressive symptoms as reported by
Hispanic adolescents who underwent treatment at the behavioral health clinics. In addition, the study
found that Hispanic adolescents ranged from “more satisfied than dissatisfied” to “very satisfied” with

their care overall and as being sensitive to their cultural identity. When the relationship between

68



treatment satisfaction and treatment outcomes were examined, researchers found satisfaction with
care overall was not correlated with changes in depressive symptom severity or health-related quality of
life. When the relationship between treatment outcomes and satisfaction with care as it relates to
provider’s level of cultural sensitivity was examined researchers found that satisfaction with care as it
relates to provider’s level of cultural sensitivity was negatively correlated with changes in health-related
quality of life. Results regarding patient satisfaction and the relationship between satisfaction with care
and treatment outcomes should be considered with caution given the large amount of missing data, as
well as data collection procedures, which may have resulted in higher ratings on the patient satisfaction
measure. Subgroup analyses were completed for the three adolescent age groups (e.g., early [11-14
years], middle [15-17 years], and late [18-21 years] adolescence). Findings revealed those in the late
adolescence age group had significantly greater changes in quality of life from pre to post when
compared to those in the middle and early adolescent age groups. Further, middle adolescents had a
significantly higher satisfaction ratings than late adolescents when rating their “overall level of
satisfaction with your care”. Further research should be conducted in community health settings and

explore factors like acculturation to examine how they affect treatment outcomes.

69



References

Abela, J. R., & Hankin, B. L. (Eds.). (2008). Handbook of Depression in Children and Adolescents. Guilford
Press.

Abramson, L. Y., Metalsky, G. ., & Alloy, L. B. (1989). Hopelessness depression: A theory-based subtype
of depression. Psychological Review, 96(2), 358.

Achard, S., Chignon, J. M., Poirier-Littre, M. F., Galinowski, A., Pringuey, D., Van Os, J., & Lemonnier, F.
(1995). Social adjustment and depression: value of the SAS-SR (Social Adjustment Scale Self-
Report). L'encephale, 21(2), 107-116.

Achenbach, T. M. (1983). Manual for the child behavior checklist and revised child behavior profile.
Burlington, VT: Department of Psychiatry, University of Vermont

Achenbach, T. M. (1991). Manual for the Child Behavior Checklist/4-18 and 1991 profile. University of
Vermont, Department of Psychiatry.

Alegria, M., Vallas, M., & Pumariega, A. J. (2010). Racial and ethnic disparities in pediatric mental
health. Child and Adolescent Psychiatric Clinics, 19(4), 759-774.

Alloy, L. B., Abramson, L. Y., Tashman, N. A., Berrebbi, D. S., Hogan, M. E., Whitehouse, W. G., ... &
Morocco, A. (2001). Developmental origins of cognitive vulnerability to depression: Parenting,
cognitive, and inferential feedback styles of the parents of individuals at high and low cognitive
risk for depression. Cognitive Therapy and Research, 25(4), 397-423.

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.).
Arlington VA: Author.

American Psychological Association. (2015). APA Dictionary of Psychology (2nd ed.).

70



Arciniega, G. M., Anderson, T. C., Tovar-Blank, Z. G., & Tracey, T. J. G. (2008) Toward a Fuller Conception

of Machismo: Development of a Traditional Machismo and Caballerismo Scale. Journal of

Counseling Psychology, 55(1), 19- 33. https://doi.org/10.1037/0022-0167.55.1.19

Armento, M. E., McNulty, J. K., & Hopko, D. R. (2012). Behavioral activation of religious
behaviors (BARB): Randomized trial with depressed college students. Psychology of
Religion and Spirituality, 4(3), 206.

Arpawong, T. E., Oland, A., Milam, J. E., Ruccione, K., & Meeske, K. A. (2013). Post-
traumatic growth among an ethnically diverse sample of adolescent and young adult
cancer survivors. Psycho-Oncology, 22(10), 2235.

de Arellano, M. A,, Andrews, A. R., 3rd, Reid-Quifiones, K., Vasquez, D., Silcott Doherty, L., Danielson, C.
K., & Rheingold, A. (2018). Immigration Trauma among Hispanic Youth: Missed by Trauma
Assessments and Predictive of Depression and PTSD Symptoms. Journal of Latina/o psychology,
6(3), 159-174. https://doi.org/10.1037/1at0000090

Asarnow, J. R., Emslie, G., Clarke, G., Wagner, K. D., Spirito, A., Vitiello, B., ... Brent, D. (2009). Treatment
of Selective Serotonin Reuptake Inhibitor—Resistant Depression in Adolescents: Predictors and
Moderators of Treatment Response. Journal of the American Academy of Child & Adolescent
Psychiatry, 48(3), 330-339.

Atherton, B. D., Nevels, R. M., & Moore, M. T. (2015). Predicting symptoms of depression
from social anhedonia and emotion regulation. The Journal of Nervous and Mental
Disease, 203(3), 170-174.

Avenevoli, S., Swendsen, J., He, J. P., Burstein, M., & Merikangas, K. R. (2015). Major depression in the
national comorbidity survey—adolescent supplement: Prevalence, correlates, and

treatment. Journal of the American Academy of Child & Adolescent Psychiatry, 54(1), 37-44.

71


https://doi.org/10.1037/0022-0167.55.1.19

Bai, S., Zeledon, L. R., D’Amico, E. J., Shoptaw, S., Avina, C., LaBorde, A. P, ... & Asarnow,
J. R. (2018). Reducing health risk behaviors and improving depression in adolescents:
a randomized controlled trial in primary care clinics. Journal of Pediatric Psychology, 43(9),
1004-1016.

Bastiaansen, D., Koot, H. M., & Ferdinand, R. F. (2005). Psychopathology in children: improvement of
quality of life without psychiatric symptom reduction?. European Child & Adolescent Psychiatry,
14(7), 364-370.

Bauer, G. R. (2014). Incorporating intersectionality theory into population health research methodology:
challenges and the potential to advance health equity. Social Science & Medicine, 110, 10-17.

Beauchaine, T. P., & Hinshaw, S. P. (Eds.). (2017). Child and Adolescent Psychopathology. John Wiley &
Sons.

Beck, A. T. (1967). Depression: Causes and treatment. Philadelphia, PA: University of Pennsylvania
Press.

Beck, A. T. (1976). Cognitive therapy and the emotional disorders. New York,
NY: International Universities Press.

Beck, A., Crain, A. L., Solberg, L. I., Unltzer, J., Glasgow, R. E., Maciosek, M. V., &
Whitebird, R. (2011). Severity of depression and magnitude of productivity loss. The
Annals of Family Medicine, 9(4), 305-311.

Beck, A. T., Rush, A. J,, Shaw, B. F., & Emery, G. (1979). Cognitive Therapy of Depression.
New York, NY: Guilford Press.

Beck, A. T., Steer, R. A., & Carbin, M. G. (1988). Psychometric properties of the Beck

Depression Inventory: Twenty-five years of evaluation. Clinical Psychology Review, 8(1), 77-

100.

72



Beiser, M. (1990). Final report submitted in fulfilment of requirements for the grants of the United
States National Institute of Mental Health (5-R01-MH36678-04) and the Canada Health and
Welfare National Health Research Directorate Program (NHRDP 6610—-132—-04): Unpublished
manuscript. Document Number).

Bell-Dolan, D. J., Reaven, N. M., & Peterson, L. (1993). Depression and social functioning: A
multidimensional study of the linkages. Journal of Clinical Child Psychology, 22(3),

306-315.

Belsky, J., & Pluess, M. (2009). Beyond diathesis stress: differential susceptibility to environmental
influences. Psychological Bulletin, 135(6), 885.

Bernal, G., Bonilla, J., & Bellido, C. (1995). Ecological validity and cultural sensitivity for
outcome research: Issues for the cultural adaptation and development of psychosocial
treatments with Hispanics. Journal of Abnormal Child Psychology, 23(1), 67-82.

Bernal, G., & Scharré-del-Rio, M. R. (2001). Are empirically supported treatments valid for
ethnic minorities? Toward an alternative approach for treatment research. Cultural
Diversity and Ethnic Minority Psychology, 7(4), 328.

Berndt, E. R., Koran, L. M., Finkelstein, S. N., Gelenberg, A. J., Kornstein, S. G., Miller, I. M.,

... & Keller, M. B. (2000). Lost human capital from early-onset chronic depression. American
Journal of Psychiatry, 157(6), 940-947.

Bird, H. R., Canino, G., Gould, M., Ribera, J., Rubio-Stipec, M., Woodbury, M., et al. (1987). Use of the
child behavior checklist as a screening instrument for epidemiological
research in child psychiatry: Results of a pilot study. Journal of American Child and
Adolescent Psychiatry, 26, 207-213.

Broman, C. L. (2012). Race differences in the receipt of mental health services among young

adults. Psychological Services, 9(1), 38.

73



Bravo, M., Woodbury-Farifia, M., Canino, G. J., & Rubio-Stipec, M. (1993). The Spanish
translation and cultural adaptation of the Diagnostic Interview Schedule for Children
(DISC) in Puerto Rico. Culture, Medicine and Psychiatry, 17(3), 329-344.

Bridge, J. A., Goldstein, T. R., & Brent, D. A. (2006). Adolescent suicide and suicidal
Bribehavior. Journal of Child Psychology and Psychiatry, 47(3-4), 372-394.

Bridges, A. J., Andrews I, A. R., & Deen, T. L. (2012). Mental health needs and service
utilization by Hispanic immigrants residing in mid-southern United States. Journal of

Transcultural Nursing, 23(4), 359-368.

Brockmeyer, T., Kulessa, D., Hautzinger, M., Bents, H., & Backenstrass, M. (2015).

Differentiating early-onset chronic depression from episodic depression in terms of
cognitive-behavioral and emotional avoidance. Journal of affective disorders, 175, 418-423.

Bruce, A. E., Cole, D. A,, Dallaire, D. H., Jacquez, F. M., Pineda, A. Q., & LaGrange, B.

(2006). Relations of parenting and negative life events to cognitive diatheses for depression
in children. Journal of Abnormal Child Psychology, 34(3), 310-322.

Cai, A., & Robst, J. (2016). The relationship between race/ethnicity and the perceived experience
of mental health care. American Journal of Orthopsychiatry, 86(5), 508.

Calvete, E., & Connor-Smith, J. K. (2005). Automatic thoughts and psychological symptoms: A
cross-cultural comparison of American and Spanish students. Cognitive Therapy and
Research, 29(2), 201-217.

Cano, M. A,, Castro, F. G., De La Rosa, M., Amaro, H., Vega, W. A., Sanchez, M., ... & de
Dios, M. A. (2020). Depressive symptoms and resilience among Hispanic emerging
adults: Examining the moderating effects of mindfulness, distress tolerance, emotion

regulation, family cohesion, and social support. Behavioral Medicine, 46(3-4), 245-257.

74



Centers for Disease Control and Prevention. (2011). Youth Risk Behavior Surveillance United
States, 2011. MMWR, 61, 1-162. Available online at http://www.cdc.gov/mmwr/
pdf/ss/ss6104.pdf

Cheung, R. Y., Bhowmik, M. K., & Hue, M. T. (2019). Why does acculturative stress elevate depressive
symptoms? A longitudinal study with emotion regulation as a
mediator. Journal of Counseling Psychology.

Chen, X., Rubin, K. H., & Li, B. S. (1995). Depressed mood in Chinese children: Relations with school
performance and family environment. Journal of Consulting and Clinical Psychology, 63(6), 938.

Chu, B. C., Crocco, S. T., Esseling, P., Areizaga, M. J., Lindner, A. M., & Skriner, L. C. (2016).
Transdiagnostic group behavioral activation and exposure therapy for youth anxiety and
depression: Initial randomized controlled trial. Behaviour research and therapy, 76, 65
-75.

Clements-Nolle, K., Marx, R., Guzman, R., & Katz, M. (2001). HIV prevalence, risk behaviors, health care
use, and mental health status of transgender persons: implications for public health
intervention. American Journal of Public Health, 91(6), 915.

Cohen, P., Cohen, J., Kasen, S., Velez, C. N., Hartmark, C., Johnson, J., ... & Streuning, E. L.

(1993). An epidemiological study of disorders in late childhood and adolescence—
Age-and gender-specific prevalence. Journal of Child Psychology and Psychiatry, 34(6), 851-
867.

Collado, A., Calderén, M., MacPherson, L., & Lejuez, C. (2016). The efficacy of behavioral activation

treatment among depressed Spanish-speaking Latinos. Journal of Consulting and Clinical

Psychology, 84(7), 651.

75


http://www.cdc.gov/mmwr/

Colodro-Conde, L., Couvy-Duchesne, B., Zhu, G., Coventry, W. L., Byrne, E. M., Gordon, S.,... & Martin, N.
G. (2018). A direct test of the diathesis—stress model for depression. Molecular Psychiatry, 23(7),
1590-1596.

Cook, B. L., Barry, C. L., & Busch, S. H. (2013). Racial/ethnic disparity trends in children's mental health
care access and expenditures from 2002 to 2007. Health Services Research, 48(1), 129-149.

Connell, J., Brazier, J., O’Cathain, A., Lloyd-Jones, M., & Paisley, S. (2012). Quality of life of people with
mental health problems: a synthesis of qualitative research. Health and Quality of Life
Outcomes, 10(1), 138.

Copeland, W., Shanahan, L., Miller, S., Costello, E. J., Angold, A., & Maughan, B. (2010).

Outcomes of early pubertal timing in young women: a prospective population-based
study. American Journal of Psychiatry, 167(10), 1218-1225.

Cowen, E. L. (1994). The enhancement of psychological wellness: Challenges and opportunities.
American Journal of Community Psychology, 22(2), 149-179.

Coyne, J. C. (1976). Depression and the response of others. Journal of Abnormal Psychology, 85(2), 186—
193.

Coyne, J. C. (1976). Toward an interactional description of depression. Psychiatry, 39(1), 28-40.

Cuevas, A. G. (2022). How Should Health Equity Researchers Consider Intersections of Race and Ethnicity
in Afro-Latino Communities?. AMA journal of ethics, 24(4), 283-288.

Cuevas, A. G., Dawson, B. A, & Williams, D. R. (2016). Race and skin color in Latino health: An analytic
review. American journal of public health, 106(12), 2131-2136.

Cuijpers, P., Berking, M., Andersson, G., Quigley, L., Kleiboer, A., & Dobson, K. S. (2013). A
meta-analysis of cognitive-behavioural therapy for adult depression, alone and in

comparison with other treatments. The Canadian Journal of Psychiatry, 58(7), 376-385.

76



Cuijpers, P., Geraedts, A. S., van Oppen, P., Andersson, G., Markowitz, J. C., & van Straten, A. (2011).
Interpersonal psychotherapy for depression: a meta-analysis. American Journal of
Psychiatry, 168(6), 581-592.

Cuijpers, P., & Smit, F. (2002). Excess mortality in depression: a meta-analysis of community
studies. Journal of Affective Disorders, 72(3), 227-236.

Cuijpers, P., Karyotaki, E., Eckshtain, D., Ng, M. Y., Corteselli, K. A., Noma, H., ... & Weisz, J. R. (2020).
Psychotherapy for depression across different age groups: a systematic review and meta-
analysis. JAMA psychiatry, 77(7), 694-702.

Deen, T. L., Fortney, J. C., & Pyne, J. M. (2011). Relationship between satisfaction, patient-centered care,
adherence and outcomes among patients in a collaborative care trial for
depression. Administration and policy in mental health, 38(5), 345-355.
https://doi.org/10.1007/s10488-010-0322-z

Demaray, M. K., Ogg, J. A., Malecki, C. K., & Styck, K. M. (2022). COVID-19 stress and
coping and associations with internalizing problems in 4th through 12th grade students.
School Psychology Review, 51(2), 150-169.

Diego, M. A., Field, T. M., & Sanders, C. E. (2003). Academic performance, popularity, and
depression predict adolescent substance use. Adolescence, 38(149), 35-43.

Dimidjian, S., Hollon, S. D., Dobson, K. S., Schmaling, K. B., Kohlenberg, R. J., Addis, M. E.,

... & Atkins, D. C. (2006). Randomized trial of behavioral activation, cognitive therapy,
and antidepressant medication in the acute treatment of adults with major
depression. Journal of Consulting and Clinical Psychology, 74(4), 658.

Durbin, C. M., & Shafir, D. M. (2008). Emotion regulation and risk for depression. In J. R. Z.

Abela & B. L. Hankin (Eds.), Handbook of Depression in Children and Adolescents (pp. 149-176).

New York: Guilford.

77


https://doi.org/10.1007/s10488-010-0322-z

Ekers, D., Webster, L., Van Straten, A., Cuijpers, P., Richards, D., & Gilbody, S. (2014).
Behavioral activation for depression; an update of meta-analysis of effectiveness and sub group
analysis. PloS one, 9(6), €100100.

Eme, R. (2017). Developmental psychopathology: A primer for clinical pediatrics. World
Journal of Psychiatry, 7(3), 159.

Endicott, J., Nee, J., Yang, R., & Wohlberg, C. (2006). Pediatric quality of life enjoyment and
satisfaction questionnaire (PQ-LES-Q): reliability and validity. Journal of the American
Academy of Child & Adolescent Psychiatry, 45(4), 401-407.

Evraire, L. E., & Dozois, D. J. (2011). An integrative model of excessive reassurance seeking
and negative feedback seeking in the development and maintenance of depression.
Clinical Psychology Review, 31(8), 1291-1303. https://doi.org/
10.1016/j.cpr.2011.07.014

Fletcher, J. M. (2008). Adolescent depression: diagnosis, treatment, and educational
attainment. Health Economics, 17(11), 1215-1235.

Fry, R., & Gonzales, F. (2008). One-in-five and growing fast: A profile of Hispanic public
school students. Pew Research Center. Retrieved from
http://www.pewhispanic.org/2008/08/26/one-in-five-and-growing-fast-aprofile-of-hispanic-
public-school-students/

Futures, B., & American Academy of Pediatrics. (2008). Recommendations for preventive
pediatric health care. Elk Grove, Ill: American Academy of Pediatrics.

Garber, J., & Flynn, C. (2001). Predictors of depressive cognitions in young

adolescents. Cognitive Therapy and Research, 25(4), 353-376.

78


https://doi.org/
http://www.pewhispanic.org/2008/08/26/one-in-five-and-growing-fast-aprofile-of-hispanic-public-school-students/
http://www.pewhispanic.org/2008/08/26/one-in-five-and-growing-fast-aprofile-of-hispanic-public-school-students/

Garland, A. F., Lau, A. S., Yeh, M., McCabe, K. M., Hough, R. L., & Landsverk, J. A. (2005).
Racial and ethnic differences in utilization of mental health services among high-risk
youths. American Journal of Psychiatry, 162(7), 1336-1343.
Germine, L. T., Garrido, L., Bruce, L., & Hooker, C. (2011). Social anhedonia is associated
with neural abnormalities during face emotion processing. Neuroimage, 58(3), 935-
945.
Ghavami, N., Katsiaficas, D., & Rogers, L. O. (2016). Toward an intersectional
approach in developmental science: The role of race, gender, sexual orientation, and
immigrant status. In Advances in Child Development and Behavior (Vol. 50, pp. 31-73).
JAI. Chicago.
Gibb, B. E. (2014). Depression in children. In I. H. Gotlib & C. L. Hammen (Eds.), Handbook
of depression, 3rd ed. (pp. 374-390). New York, NY: Guilford Press.
Gortner, E. T., Gollan, J. K., Dobson, K. S., & Jacobson, N. S. (1998). Cognitive—behavioral treatment
for depression: Relapse prevention. Journal of consulting and clinical psychology, 66(2), 377.
Gruenewald, T. L., Dickerson, S. S., & Kemeny, M. E. (2007). A social function for self-
conscious emotions: The social self-preservation theory. In J. L. Tracy, R. W. Robins, &
J. P. Tangney (Eds.), The self-conscious emotions: Theory and research (pp. 68 — 87).
New York, NY: Guilford Press.
Maria del Rio-Gonzalez, A. (2021). To Latinx or not to Latinx: a question of gender inclusivity versus
gender neutrality. American Journal of Public Health, 111(6), 1018-1021.
Gotlib, I. H., & Hammen, C. L. (Eds.). (2008). Handbook of Depression. Guilford Press.
Graham, J. R, Sorenson, S., & Hayes-Skelton, S. A. (2013). Enhancing the Cultural
Sensitivity of Cognitive Behavioral Interventions for Anxiety in Diverse

Populations. The Behavior therapist, 36(5), 101-108.

79



Grant, K. E., McMahon, S. D., Carter, J. S., Carleton, R. A., Adam, E. K., & Chen, E. (2014).
The influence of stressors on the development of psychopathology. In Handbook of
Developmental Psychopathology (pp. 205-223). Springer, Boston, MA.

Gudifio, 0. G, Lau, A. S., Yeh, M., McCabe, K. M., & Hough, R. L. (2009). Understanding
racial/ethnic disparities in youth mental health services: Do disparities vary by problem
type?. Journal of Emotional and Behavioral Disorders, 17(1), 3-16.

Gunlicks-Stoessel, M., & Mufson, L. (2011). Early patterns of symptom change signal
remission with interpersonal psychotherapy for depressed adolescents. Depression and
Anxiety, 28(7), 525-531.

Guy, W. B. R. R. "Clinical global impression." Assessment Manual for Psychopharmacology
(1976): 217-222.

Hall, G. C. N., Ibaraki, A. Y., Huang, E. R., Marti, C. N., & Stice, E. (2016). A meta-analysis of cultural
adaptations of psychological interventions. Behavior therapy, 47(6), 993-1014.

Hamilton, M. A. X. (1967). Development of a rating scale for primary depressive illness. British Journal of
Social and Clinical Psychology, 6(4), 278-296.

Hammen, C. (2009). Adolescent Depression: Stressful Interpersonal Contexts and Risk for
Recurrence. Current Directions in Psychological Science, 18(4), 200—204.

Hammen, C., Brennan, P. A., Keenan-Miller, D., & Herr, N. R. (2008). Early onset recurrent
subtype of adolescent depression: Clinical and psychosocial correlates. Journal of Child
Psychology and Psychiatry, 49(4), 433-440.

Harder, A. T., Knorth, E. J., & Kalverboer, M. E. (2012, June). Securing the downside up: Client and care
factors associated with outcomes of secure residential youth care. In Child & Youth Care Forum

(Vol. 41, No. 3, pp. 259-276). Springer US.

80



Hankin, B. L., Mermelstein, R., & Roesch, L. (2007). Sex differences in adolescent depression:
Stress exposure and reactivity models. Child Development, 78(1), 279-295.

Hardin, A. P., Hackell, J. M., & Committee on Practice and Ambulatory Medicine. (2017). Age
limit of pediatrics. Pediatrics, 140(3), e20172151.

Herman, J.L., Flores, A.R., O’Neill, K.K. (2022). How Many Adults and Youth Identify as Transgender in the
United States? The Williams Institute, UCLA School of Law

Hilt, L. M., McLaughlin, K. A., & Nolen-Hoeksema, S. (2010). Examination of the response
styles theory in a community sample of young adolescents. Journal of Abnormal Child
Psychology, 38(4), 545-556.

Hirschfeld, R., Montgomery, S. A., Keller, M. B., Kasper, S., Schatzberg, A. F., Méller, H. J.,... &
Montenegro, R. (2000). Social functioning in depression: a review. The Journal of
Clinical Psychiatry.

Hishinuma, E. S., Chang, J. Y., Goebert, D. A, Nishimura, S. T., Choi-Misailidis, S., &

Andrade, N. N. (2006). Substance use as a robust correlate of school outcome measures
for ethnically diverse adolescents of Asian/Pacific Islander ancestry. School Psychology
Quarterly, 21(3), 286.

Hishinuma, E. S., Chang, J. Y., McArdle, J. J., & Hamagami, F. (2012). Potential causal
relationship between depressive symptoms and academic achievement in the Hawaiian
high schools health survey using contemporary longitudinal latent variable change
models. Developmental Psychology, 48(5), 1327.

Hook, J. N., Davis, D. E., Owen, J., Worthington Jr, E. L., & Utsey, S. O. (2013). Cultural
humility: measuring openness to culturally diverse clients. Journal of counseling

psychology, 60(3), 353.

81



Huang, C. Y., & Zane, N. (2016). Cultural influences in mental health treatment. Current Opinion in
Psychology, 8, 131-136.

lljadi-Maghsoodi, R., Bonnet, K., Feller, S., Nagaran, K., Puffer, M., & Kataoka, S. (2018). Voices from
minority youth on help-seeking and barriers to mental health services:
partnering with school-based health centers. Ethnicity & disease, 28 (Suppl 2), 437.

Interian, A., Martinez, |. E., Guarnaccia, P. J., Vega, W. A., & Escobar, J. I. (2007). A qualitative analysis of
the perception of stigma among Latinos receiving antidepressants. Psychiatric Services, 58(12),
1591-1594.

Jacobs, R. H., Reinecke, M. A,, Gollan, J. K., & Kane, P. (2008). Empirical evidence of cognitive
vulnerability for depression among children and adolescents: A cognitive
science and developmental perspective. Clinical Psychology review, 28(5), 759-782.

Jacobson, N. S., Martell, C. R., & Dimidjian, S. (2001). Behavioral activation therapy for depression:
Returning to contextual roots. Clinical Psychology: Science and Practice, 8, 255-270.

Jia, H., Zack, M. M., Thompson, W. W., Crosby, A. E., & Gottesman, I. I. (2015). Impact of depression on
quality-adjusted life expectancy (QALE) directly as well as indirectly through suicide. Social
psychiatry and psychiatric epidemiology, 50(6), 939-949.

Kaslow, N. J., & Thompson, M. P. (1998). Applying the criteria for empirically supported treatments to
studies of psychosocial interventions for child and adolescent depression. Journal of Clinical
Child Psychology, 27(2), 146-155.

Kaufman, J., Birmaher, B., Brent, D., Rao, U., & Ryan, N. (1996). Kiddie-Sads-present and Lifetime version
(K-SADS-PL). Pittsburgh, University of Pittsburgh, School of Medicine.

Keenan-Miller, D., Hammen, C. L., & Brennan, P. A. (2007). Health outcomes related to early adolescent

depression. Journal of Adolescent Health, 41(3), 256-262.

82



Keilp, J. G., Grunebaum, M. F., Gorlyn, M., LeBlanc, S., Burke, A. K., Galfalvy, H., ... & Mann, J. J. (2012).
Suicidal ideation and the subjective aspects of depression. Journal of affective disorders,140(1),
75-81.

Kessler, R. C., Avenevoli, S., & Merikangas, K. R. (2001). Mood disorders in children and adolescents: an
epidemiologic perspective. Biological Psychiatry, 49(12), 1002-1014.

Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes, M., Eshleman, S., ... & Kendler, K. S.
(1994). Lifetime and 12-month prevalence of DSM-III-R psychiatric disorders in the United
States: results from the National Comorbidity Survey. Archives of General Psychiatry, 51(1), 8-
19.

Kim, S., Thibodeau, R., & Jorgensen, R. S. (2011). Shame, guilt, and depressive symptoms: a
meta-analytic review. Psychological Bulletin, 137(1), 68.

Kingsbury, M., Weeks, M., MacKinnon, N., Evans, J., Mahedy, L., Dykxhoorn, J., & Colman, I.

(2016). Stressful life events during pregnancy and offspring depression: evidence from a
prospective cohort study. Journal of the American Academy of Child & Adolescent
Psychiatry, 55(8), 709-716.

Klein, J. B., Jacobs, R. H., & Reinecke, M. A. (2007). Cognitive-behavioral therapy for
adolescent depression: a meta-analytic investigation of changes in effect-size
estimates. Journal of the American Academy of Child & Adolescent Psychiatry, 46(11),
1403-1413.

Klein, D. N., Lewinsohn, P. M., Rohde, P., Seeley, J. R., & Olino, T. M. (2005). Psychopathology in the
adolescent and young adult offspring of a community sample of mothers and fathers with major
depression. Psychological Medicine, 35(3), 353-365.

Klein, D. N., Lewinsohn, P. M., Seeley, J. R., & Rohde, P. (2001). A family study of major depressive

disorder in a community sample of adolescents. Archives of General Psychiatry, 58(1), 13-20.

83



Keilp, J. G., Ellis, S. P., Gorlyn, M., Burke, A. K., Oquendo, M. A., Mann, J. J., & Grunebaum, M. F.
(2018). Suicidal ideation declines with improvement in the subjective symptoms of
major depression. Journal of affective disorders, 227, 65-70.

Kleykamp, M., & Tienda, M. (2005). Physical and mental health status of adolescent girls: A
comparative ethnic perspective. Res Soc Stratif Mobil, 22, 149-185.

Kodjo, C. M., & Auinger, P. (2004). Predictors for emotionally distressed adolescents to
receive mental health care. Journal of Adolescent Health, 35(5), 368-373.

Kohler, S., Chrysanthou, S., Guhn, A., & Sterzer, P. (2019). Differences between chronic and
nonchronic depression: systematic review and implications for treatment. Depression
and anxiety, 36(1), 18-30.

Kovacs, M., Devlin, B., Pollock, M., Richards, C., & Mukeriji, P. (1997). A controlled family
history study of childhood-onset depressive disorder. Archives of General
Psychiatry, 54(7), 613-623.

Kovacs, M., & Preiss, M. (1992). CDI. Children’s Depression Inventory. New York: Multi-
Health Systems.

Kovacs, M. (1981). Rating scales to assess depression in school-aged children.

Acta Paedopsychiatrica, 46, 305—315.

Kovacs, M., Goldston, D., Obrosky, D. S., & Bonar, L. K. (1997). Psychiatric disorders in
youths with IDDM: rates and risk factors. Diabetes Care, 20(1), 36-44.

Krause, K. R., Bear, H. A., Edbrooke-Childs, J., & Wolpert, M. (2019). What outcomes count?
Outcomes measured for adolescent depression between 2007 and 2017. Journal of the
American Academy of Child & Adolescent Psychiatry, 58(1), 61-71.

Kwan, B., & Rickwood, D. J. (2015). A systematic review of mental health outcome measures

for young people aged 12 to 25 years. BMC psychiatry, 15(1), 1-19.

84



Lau, J. Y., Belli, S. R., Gregory, A. M., & Eley, T. C. (2014). Interpersonal cognitive biases as
genetic markers for pediatric depressive symptoms: twin data from the emotions,
cognitions, heredity and outcome (ECHO) study. Development and
Psychopathology, 26(4pt2), 1267-1276.

LaVeist-Ramos, T. A,, Galarraga, J., Thorpe, R. J., Ir, Bell, C. N., & Austin, C. J. (2012). Are black Hispanics
black or Hispanic? Exploring disparities at the intersection of race and ethnicity. Journal of
epidemiology and community health, 66(7), e21. https://doi.org/10.1136/jech.2009.103879

Lee, A,, Hankin, L. B., & Mermelstein, R. J. (2010). Perceived social competence, negative social
interactions, and negative cognitive style predict depressive symptoms during
adolescence. Journal of Clinical Child & Adolescent Psychology, 39(5), 603— 615.
https://doi.org/10.1080/15374416.2010.501284

Lee, S. Y., Martins, S. S., Keyes, K. M., & Lee, H. B. (2011). Mental health service use by persons of Asian
ancestry with DSM-IV mental disorders in the United
States. Psychiatric Services, 62(10), 1180-1186.

LeMoult, J., Humphreys, K. L., Tracy, A., Hoffmeister, J. A., Ip, E., & Gotlib, I. H. (2020).
Meta-analysis: exposure to early life stress and risk for depression in childhood and
adolescence. Journal of the American Academy of Child & Adolescent
Psychiatry, 59(7), 842-855.

Lewinsohn, P. M. (1974). A behavioral approach to depression. In R. M. Friedman & M. M.

Katz (Eds.), The psychology of depression: Contemporary theory and research (pp. 157-
185). New York, NY: Wiley.
Lewinsohn, P. M., Biglan, A., & Zeiss, A. M. (1976). Behavioral treatment of depression. The

behavioral management of anxiety, depression, and pain, 91-146.

85



Lewinsohn, P. M., & Essau, C. A. (2002). Depression in adolescents. In |. H. Gotlib & C. L.
Hammen (Eds.), Handbook of Depression (p. 541-559). The Guilford Press.

Lewinsohn, P. M., Hoberman, H., Teri, L., & Hautzinger, M. (1985). An integrative theory of
depression. In S. Reiss & R. Bootzin (Eds.), Theoretical issues in behavior therapy (pp.
331-359). New York, NY: Academic Press.

Lewinsohn, P. M., Rohde, P., & Seeley, J. R. (1998). Major depressive disorder in older
adolescents: prevalence, risk factors, and clinical implications. Clinical Psychology
Review, 18(7), 765-794.

Li, J. J., Berk, M. S., & Lee, S. S. (2013). Differential susceptibility in longitudinal models of
gene—environment interaction for adolescent depression. Development and
Psychopathology, 25(4pt1), 991-1003.

Lindhiem, O., Bennett, C. B., Trentacosta, C. J., & McLear, C. (2014). Client preferences affect
treatment satisfaction, completion, and clinical outcome: a meta-analysis. Clinical
psychology review, 34(6), 506-517.

Liu, Y. (2003). The mediators between parenting and adolescent depressive symptoms:
Dysfunctional attitudes and self-worth. International Journal of School Psychology, 38,
91-100.

Locher, C., Koechlin, H., Zion, S. R., Werner, C., Pine, D. S., Kirsch, I., ... & Kossowsky, J.
(2017). Efficacy and safety of selective serotonin reuptake inhibitors, serotonin-
norepinephrine reuptake inhibitors, and placebo for common psychiatric disorders
among children and adolescents: a systematic review and meta-analysis. JAMA
Psychiatry, 74(10), 1011-1020.

Lohoff, F. W. (2010). Overview of the genetics of major depressive disorder. Current

Psychiatry Reports, 12(6), 539-546.

86



Lépez Jr, R., Brick, L. A., Defayette, A. B., Whitmyre, E. D., Wolff, J., Frazier, E., ... &
Esposito-Smythers, C. (2020). Depressive symptom severity mediates the association

between avoidant problem-solving style and suicidal ideation. Journal of Affective Disorders.

March, J., Silva, S., Petrycki, S., Curry, J., Wells, K., Fairbank, J., ... & Severe, J. (2004).

Fluoxetine, cognitive-behavioral therapy, and their combination for adolescents with

depression: Treatment for Adolescents with Depression Study (TADS) randomized

controlled trial. Jama, 292(7), 807-820.
March, J. S., Silva, S., Petrycki, S., Curry, J., Wells, K., Fairbank, J., ... & Severe, J. (2007).

The Treatment for Adolescents with Depression Study (TADS): long-term effectiveness

and safety outcomes. Archives of General Psychiatry, 64(10), 1132-1144.
Mason, M., Mennis, J., Russell, M., Moore, M., & Brown, A. (2019). Adolescent depression and

substance use: the protective role of prosocial peer behavior. Journal of Abnormal Child

Psychology, 47(6), 1065-1074.

Mazzucchelli, T., Kane, R., & Rees, C. (2009). Behavioral activation treatments for depression

in adults: a meta-analysis and review. Clinical Psychology: Science and Practice, 16(4),

383-411.

McCauley, E., Gudmundsen, G., Schloredt, K., Martell, C., Rhew, I., Hubley, S., & Dimidjian,

S. (2016). The adolescent behavioral activation program: Adapting behavioral activation

as a treatment for depression in adolescence. Journal of Clinical Child & Adolescent

Psychology, 45(3), 291-304.
MclLeod, B. D., Weisz, J. R., & Wood, J. J. (2007). Examining the association between

parenting and childhood depression: A meta-analysis. Clinical Psychology Review, 27(8), 986-
1003.

87



McGlinchey, E. L., Reyes-Portillo, J. A, Turner, J. B., & Mufson, L. (2017). Innovations in
Practice: The relationship between sleep disturbances, depression, and interpersonal
functioning in treatment for adolescent depression. Child and Adolescent Mental
Health, 22(2), 96-99.
Mendlowicz, M. V., & Stein, M. B. (2000). Quality of life in individuals with anxiety
disorders. American Journal of Psychiatry, 157(5), 669-682.
Merikangas, K. R., He, J. P., Burstein, M., Swanson, S. A., Avenevoli, S., Cui, L., ... &
Swendsen, J. (2010). Lifetime prevalence of mental disorders in US adolescents: results
from the National Comorbidity Survey Replication—Adolescent Supplement (NCS-
A). Journal of the American Academy of Child & Adolescent Psychiatry, 49(10), 980-
989.

Meyer, O. L., & Zane, N. (2013). The influence of race and ethnicity in clients’ experiences of
mental health treatment. Journal of community psychology, 41(7), 884-901.

Miron, O., Yu, K. H., Wilf-Miron, R., & Kohane, I. S. (2019). Suicide rates among adolescents and
young adults in the United States, 2000-2017. Jama, 321(23), 2362-2364.

Moijtabai, R., Olfson, M., & Han, B. (2016). National trends in the prevalence and treatment of
depression in adolescents and young adults. Pediatrics, 138(6), e20161878.

Moncrieff, J., Cooper, R. E., Stockmann, T., Amendola, S., Hengartner, M. P., & Horowitz, M. A. (2022).
The serotonin theory of depression: a systematic umbrella review of the
evidence. Molecular psychiatry, 1-14.

Mufson, L., Dorta, K. P., Wickramaratne, P., Nomura, Y., Olfson, M., & Weissman, M. M.
(2004). A randomized effectiveness trial of interpersonal psychotherapy for depressed

adolescents. Archives of General Psychiatry, 61(6), 577-584.

88



Mullen, S. (2018). Major depressive disorder in children and adolescents. Mental Health
Clinician, 8(6), 275-283.
Mychailyszyn, M. P., & Elson, D. M. (2018). Working through the blues: a meta-analysis on
interpersonal psychotherapy for depressed adolescents (IPT-A). Children and Youth
Services Review, 87, 123-129.
Naicker, K., Galambos, N. L., Zeng, Y., Senthilselvan, A., & Colman, I. (2013). Social,
demographic, and health outcomes in the 10 years following adolescent depression. Journal of
Adolescent Health, 52(5), 533-538.
Nelson, A. (2002). Unequal treatment: confronting racial and ethnic disparities in health care. Journal of
the national medical association, 94(8), 666.
Ngo, V. K., Asarnow, J. R., Lange, J., Jaycox, L. H., Rea, M. M., Landon, C., ... & Miranda, J.
(2009). Outcomes for youths from racial-ethnic minority groups in a quality
improvement intervention for depression treatment. Psychiatric Services, 60(10), 1357-1364.
Oguz, T. (2019). Is patient-provider racial concordance associated with Hispanics’ satisfaction with
health care?. International journal of environmental research and public health, 16(1), 31.
Olsson, N. C., Juth, P., Ragnarsson, E. H., Lundgren, T., Jansson-Frojmark, M., & Parling, T. (2021).
Treatment satisfaction with cognitive-behavioral therapy among children and adolescents
with anxiety and depression: A systematic review and meta-synthesis. Journal of behavioral
and cognitive therapy, 31(2), 147-191.
Oransky, M., Burke, E. Z., & Steever, J. (2018). An interdisciplinary model for meeting the
mental health needs of transgender adolescents and young adults: the Mount Sinai

Adolescent Health Center approach. Cognitive and Behavioral Practice.

89



Owen, J., Jordan, T. A., Turner, D., Davis, D. E., Hook, J. N., & Leach, M. M. (2014). Therapists’
multicultural orientation: Client perceptions of cultural humility, spiritual/religious commitment,
and therapy outcomes. Journal of Psychology and Theology, 42(1), 91-98.

Owens, M., Stevenson, J., Hadwin, J. A, & Norgate, R. (2012). Anxiety and depression
in academic performance: An exploration of the mediating factors of worry and working
memory. School Psychology International, 33(4), 433-449.

Paradies, Y., Ben, J., Denson, N, Elias, A., Priest, N., Pieterse, A., ... & Gee, G. (2015). Racism

as a determinant of health: a systematic review and meta-analysis. PloS one, 10(9),
e0138511.

Pass, L., Lejuez, C. W., & Reynolds, S. (2018). Brief behavioural activation (Brief BA) for
adolescent depression: A pilot study. Behavioural and cognitive psychotherapy, 46(2), 182-194.

Pennington, B. F. (2002). The development of psychopathology: Nature and nurture. Guilford
Press.

Penninx, B. W. (2010). Trajectories of recovery of social and physical functioning in major
depression, dysthymic disorder and double depression: a 3-year follow-up. Journal of
Affective Disorders, 124(1-2), 148-156.

Perreira, K. M., Allen, C. D., & Oberlander, J. (2021). Access to health insurance and health care for
Hispanic children in the United States. The ANNALS of the American Academy of Political and
Social Science, 696(1), 223-244.

Perrino, T., Brincks, A., Lee, T. K., Quintana, K., & Prado, G. (2019). Screen-based sedentary
behaviors and internalizing symptoms across time among US Hispanic
adolescents. Journal of adolescence, 72, 91-100.

Petersen, A. C., Compas, B. E., Brooks-Gunn, J., Stemmler, M., Ey, S., & Grant, K. E. (1993).

Depression in adolescence. American Psychologist, 48(2), 155.

90



Piers, E. V., & Harris, D. B. (1984). The Piers-Harris Children's Self Concept Scale. Los
Angeles: Western Psychological Services.

Pina, A. A,, Polo, A. J.,, & Huey, S. J. (2019). Evidence-based psychosocial interventions for
ethnic minority youth: the 10-year update. Journal of Clinical Child & Adolescent
Psychology, 48(2), 179-202.

Poznanski E, Mokros H. Children's Depression Rating Scale-Revised (CDRS-R). Los Angeles,
Calif: WPS; 1995.

Pratt, L. A., & Brody, D. J. (2014). Depression in the US household population, 2009-2012.

Priebe, S., Barnicot, K., McCabe, R, Kiejna, A., Nawka, P., Raboch, J., ... & Kallert, T. (2011).
Patients’ subjective initial response and the outcome of inpatient and day hospital
treatment. European Psychiatry, 26(7), 408-413.

Priebe, S., & Miglietta, E. (2019). Assessment and determinants of patient satisfaction with
mental health care. World Psychiatry, 18(1), 30.

Progovac, A. M., Cortés, D. E., Chambers, V., Delman, J., Delman, D., McCormick, D., ... &
Cook, B. L. (2020). Understanding the role of past health care discrimination in help-
seeking and shared decision-making for depression treatment preferences. Qualitative
Health Research, 30(12), 1833-1850.

Quintana, S. M., Aboud, F. E., Chao, R. K., Contreras-Grau, J., Cross, W. E., Hudley, C., ... &
Vietze, D. L. (2006). Race, ethnicity, and culture in child development: Contemporary
research and future directions. Child Development, 77(5), 1129-1141.

Quiroga, C. V., Janosz, M., Bisset, S., & Morin, A. J. S. (2013). Early Adolescent Depression
Symptoms and School Dropout: Mediating Processes Involving Self-Reported

Academic Competence and Achievement. Journal of Educational Psychology, (2), 552.

91



Radloff, L. S. (1977). The CES-D scale: A self-report depression scale for research in the
general population. Applied Psychological Measurement, 1(3), 385-401.

Repetto, P. B., Caldwell, C. H., & Zimmerman, M. A. (2004). Trajectories of depressive
symptoms among high risk African-American adolescents. Journal of Adolescent
Health, 35(6), 468-477.

Reynolds, W. M. (1987). Professional manual for the reynolds adolescent depression
scale. Odessa, FL: Psychological Assessment Resources.

Rhebergen, D., Beekman, A. T., de Graaf, R., Nolen, W. A., Spijker, J., Hoogendijk, W. J., &
Rohde, P., Waldron, H. B., Turner, C. W., Brody, J., & Jorgensen, J. (2014). Sequenced
versus coordinated treatment for adolescents with comorbid depressive and substance use
disorders. Journal of Consulting and Clinical Psychology, 82(2), 342.

Riehm, K. E., Feder, K. A., Tormohlen, K. N., Crum, R. M., Young, A. S., Green, K. M., ... &
Moijtabai, R. (2019). Associations between time spent using social media and
internalizing and externalizing problems among US youth. JAMA psychiatry, 76(12),
1266-1273.

Rosales, R., & Calvo, R. (2019). Characteristics of Hispanic-serving mental health organizations in the
US. Journal of Health Care for the Poor and Underserved, 30(2), 547-559

Rosselld, J., & Bernal, G. (1999). The efficacy of cognitive-behavioral and interpersonal
treatments for depression in Puerto Rican adolescents. Journal of Consulting and
Clinical Psychology, 67(5), 734.

Rossellg, J., Bernal, G., & Rivera-Medina, C. (2008). Individual and group CBT and IPT for
Puerto Rican adolescents with depressive symptoms. Cultural Diversity and Ethnic
Minority Psychology, 14(3), 234.

Rudolph, K. D., & Flynn, M. (2014). Depression in adolescents.

92



Ryan, N. D. (2005). Treatment of depression in children and adolescents. The Lancet, 366(9489), 933-
940.

Ryder, A. G., Sun, J., Zhu, X., Yao, S., & Chentsova-Dutton, Y. E. (2012). Depression in China:
integrating developmental psychopathology and cultural-clinical psychology. Journal of
Clinical Child & Adolescent Psychology, 41(5), 682-694.

Saluja, G., lachan, R., Scheidt, P. C., Overpeck, M. D., Sun, W., & Giedd, J. N. (2004).
Prevalence of and risk factors for depressive symptoms among young
adolescents. Archives of Pediatrics & Adolescent Medicine, 158(8), 760-765.

Schwartz, O. S., Byrne, M. L., Simmons, J. G., Whittle, S., Dudgeon, P., Yap, M. B., ... & Allen,
N. B. (2014). Parenting during early adolescence and adolescent-onset major depression: A 6-
year prospective longitudinal study. Clinical Psychological Science, 2(3), 272-286.

Shaffer, D., Fisher, P., Lucas, C. P., Dulcan, M. K., & Schwab-Stone, M. E. (2000). NIMH
Diagnostic Interview Schedule for Children Version IV (NIMH DISC-IV): description,
differences from previous versions, and reliability of some common diagnoses. Journal
of the American Academy of Child & Adolescent Psychiatry, 39(1), 28-38.

Shaffer, D., Gould, M. S., Brasic, J., Ambrosini, P., Fisher, P., Bird, H., & Aluwahlia, S. (1983). A children's
global assessment scale (CGAS). Archives of General Psychiatry, 40(11), 1228-1231.

Silva, C., & Van Orden, K. A. (2018). Suicide among Hispanics in the United States. Current
opinion in psychology, 22, 44-49.

Smith, K. L., Matheson, F. |., Moineddin, R., Dunn, J. R,, Lu, H., Cairney, J., & Glazier, R. H.
(2013). Gender differences in mental health service utilization among respondents
reporting depression in a national health survey. Health, 2013.

Southwell, J., & Fraser, E. (2010). Young People's Satisfaction with Residential Care: Identifying

Strengths and Weaknesses in Service Delivery. Child Welfare, 89(2).

93



Stice, E., Hayward, C., Cameron, R. P, Killen, J. D., & Taylor, C. B. (2000). Body-image and
eating disturbances predict onset of depression among female adolescents: longitudinal
study. Journal of Abnormal Psychology, 109(3), 438.

Substance Abuse and Mental Health Services Administration (2015). Behavioral health equity
barometer: United States, 2014 (Publication No. SMA-15-4895EQ). Substance Abuse
and Mental Health Services Administration

Tindall, L., Mikocka-Walus, A., McMillan, D., Wright, B., Hewitt, C., & Gascoyne, S. (2017).

Is behavioural activation effective in the treatment of depression in young people? A
systematic review and meta-analysis. Psychology and Psychotherapy: Theory, Research
and Practice, 90(4), 770-796.

Tompson, M. C,, Sugar, C. A,, Langer, D. A., & Asarnow, J. R. (2017). A randomized clinical
trial comparing family-focused treatment and individual supportive therapy for depression in
childhood and early adolescence. Journal of the American Academy of Child & Adolescent
Psychiatry, 56(6), 515-523.

Tordoff, D. M., Wanta, J. W., Collin, A., Stepney, C., Inwards-Breland, D. J., & Ahrens, K. (2022). Mental
health outcomes in transgender and nonbinary youths receiving gender-affirming care. JAMA
network open, 5(2), e220978-e220978.

Turchik, J. A., Karpenko, V., Ogles, B. M., Demireva, P., & Probst, D. R. (2010). Parent andadolescent
satisfaction with mental health services: Does it relate to youth diagnosis, age,

gender, or treatment outcome?. Community Mental Health Journal, 46(3), 282-288.

94



U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services
Administration, Center for Behavioral Health Statistics and Quality. (2017). National
Survey on Drug Use and Health 2017. Retrieved from

https://www.samhsa.gov/data/sites/default/files/cbhsg-
reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab8-56A

Vanderlind, W. M., Millgram, Y., Baskin-Sommers, A. R., Clark, M. S., & Joormann, J. (2020).

Understanding positive emotion deficits in depression: From emotion preferences to
emotion regulation. Clinical psychology review, 76, 101826.

Vespa, J., Armstrong, D. M., & Medina, L. (2018). Demographic turning points for the United
States: Population projections for 2020 to 2060. Washington, DC: US Department of
Commerce, Economics and Statistics Administration, US Census Bureau.

Wagstaff, A. E., & Polo, A. J. (2012). Ethnicity and adolescent depression: Prevalence, access
to services, and promising interventions. The Prevention Researcher, 19(4), 8-11.

Wade, T. J., Cairney, J., & Pevalin, D. J. (2002). Emergence of gender differences in depression
during adolescence: National panel results from three countries. Journal of the American
Academy of Child & Adolescent Psychiatry, 41(2), 190-198.

Watkins, D. C., Green, B. L., Rivers, B. M., & Rowell, K. L. (2006). Depression and black men:
Implications for future research. Journal of Men's Health and Gender, 3(3), 227-235.

Weersing, V. R, Jeffreys, M., Do, M. C. T., Schwartz, K. T., & Bolano, C. (2017). Evidence
base update of psychosocial treatments for child and adolescent depression. Journal of

Clinical Child & Adolescent Psychology, 46(1), 11-43.

95


https://www.samhsa.gov/data/sites/default/files/cbhsq-

Weissman, M. M., Wickramaratne, P., Nomura, Y., Warner, V., Pilowsky, D., & Verdeli, H. (2006).
Offspring of depressed parents: 20 years later. American Journal of
Psychiatry, 163(6), 1001-1008.

Weisz, J. R., McCarty, C. A., & Valeri, S. M. (2006). Effects of psychotherapy for depression in
children and adolescents: A meta-analysis. Psychological Bulletin, 132(1), 132—-

149. https://doi.org/10.1037/0033-2909.132.1.132

Weiss, B. (2009). Cognitive—behavioral therapy versus usual clinical care for youth depression: An initial
test of transportability to community clinics and
clinicians. Journal of Consulting and Clinical Psychology, 77(3), 383.

Westbrook, L., & Saperstein, A. (2015). New categories are not enough: Rethinking the
measurement of sex and gender in social surveys. Gender & Society, 29(4), 534-560.

Whitbeck, L. B., McMorris, B. J., Hoyt, D. R., Stubben, J. D., & LaFromboise, T. (2002).

Perceived discrimination, traditional practices, and depressive symptoms among
American Indians in the upper Midwest. Journal of Health and Social Behavior, 400-418.

Williams, D. R., Gonzalez, H. M., Neighbors, H., Nesse, R., Abelson, J. M., Sweetman, J., &
Jackson, J. S. (2007). Prevalence and distribution of major depressive disorder in
African Americans, Caribbean blacks, and non-Hispanic whites: results from the National
Survey of American Life. Archives of General Psychiatry, 64(3), 305-315.

Witvliet, M., Brendgen, M., Van Lier, P. A., Koot, H. M., & Vitaro, F. (2010). Early adolescent
depressive symptoms: Prediction from clique isolation, loneliness, and perceived social
acceptance. Journal of Abnormal Child Psychology, 38(8), 1045-1056.

Woltmann, E. M., Whitley, R., McHugo, G. J., Brunette, M., Torrey, W. C,, Coots, L., ... & Drake, R. E.
(2008). The role of staff turnover in the implementation of evidence-based practices in mental

health care. Psychiatric Services, 59(7), 732-737.

96


https://psycnet.apa.org/doi/10.1037/0033-2909.132.1.132

World Health Organization. (1997). Composite International Diagnostic Interview 2.1 (CIDI)
Geneva. Switzerland: Author.

Yap, M. B. H., & Jorm, A. F. (2015). Parental factors associated with childhood anxiety,
depression, and internalizing problems: A systematic review and meta-analysis. Journal
of Affective Disorders, 175, 424-440.

Yorbik, O., Birmaher, B., Axelson, D., Williamson, D. E., & Ryan, N. D. (2004). Clinical
characteristics of depressive symptoms in children and adolescents with major
depressive disorder. The Journal of Clinical Psychiatry.

Zhou, X., Hetrick, S. E., Cuijpers, P., Qin, B., Barth, J., Whittington, C. J,, ... & Zhang, Y.

(2015). Comparative efficacy and acceptability of psychotherapies for depression in
children and adolescents: A systematic review and network meta-analysis. World
Psychiatry, 14(2), 207-222.

Zimmerman, F. J. (2005). Social and economic determinants of disparities in professional help-
seeking for child mental health problems: Evidence from a national sample. Health
services research, 40(5p1), 1514-1533

Zhou, X., Teng, T., Zhang, Y., Del Giovane, C., Furukawa, T. A., Weisz, J. R, ... & Hetrick, S.

E. (2020). Comparative efficacy and acceptability of antidepressants, psychotherapies,
and their combination for acute treatment of children and adolescents with depressive disorder:

a systematic review and network meta-analysis. The Lancet Psychiatry, 7(7), 581-601.

97



	Examining Patient Satisfaction and Treatment Effectiveness for Hispanic Adolescents Receiving Intensive Mental Health Services for Depression
	Scholar Commons Citation

	tmp.1707325922.pdf.48vDw

