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Abstract

To assess mental health-related stigma in an emerging Latino immigrant community and explore demographic character-
istics associated with stigma. We surveyed 367 Spanish-speaking Latino adults recruited at community-based venues in
Baltimore, Maryland. The survey included sociodemographic questions, the Depression Knowledge Measure, Personal
Stigma Scale, and the Stigma Concerns about Mental Health Care (SCMHC) assessment. Multiple regression models
examining associations between personal stigma and stigma concerns about mental health care, respectively, were con-
structed using variables that were statistically significant in bivariate analyses. Being male, having less than high school
education, reporting high importance of religion, and having lower depression knowledge contributed to higher personal
stigma. When controlling for other variables, only depression knowledge contributed unique variance to the prediction of
higher SCMHC. Efforts to improve access to and quality of mental health care must be paralleled by ongoing efforts to

reduce depression stigma within emergent immigrant Latino communities.
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Introduction

The mental health needs of immigrants are influenced by
premigration, migration, and postmigration experiences
[1-5]. New Latino immigrants in the U.S., especially those
without documentation and those who settle in “emerging
communities” (communities where immigrant communities
have been small and then rapidly expand), may be particu-
larly vulnerable to negative mental health outcomes. Immi-
grant Latinos living in emerging communities report less
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positive healthcare outcomes, greater unmet need for medi-
cal care, and lower satisfaction with care [6]. In emerging
communities, immigrants may face increased psychological
stress resulting from few ethnic enclaves, limited Spanish
language and infrastructure support, and greater commu-
nity-level violence [7-9].

While Latino immigrants are at high risk of depression [2,
10] and depression is highly treatable, there are high levels
of unmet mental health needs amongst Latino immigrants,
particularly for undocumented immigrants, immigrants
in emerging communities, and those with limited English
proficiency (LEP) [11-15]. Substantial structural barriers,
including restrictions in access to insurance and limited
supply of culturally and linguistically competent providers,
contribute to these unmet needs [16—19]. For those who do
access mental health care, Latinos are less likely to receive
care meeting best practice guidelines [20, 21], and more
likely to end care prematurely [22, 23]. While it is critical to
address structural level barriers, sociocultural barriers must
also be addressed as these also have a significant impact on
access to and utilization of mental health services [16, 17].

One such barrier is mental health stigma, defined as the
presence of negative beliefs surrounding mental illnesses,
persons with mental illness, and mental health treatment
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[24]. Stigma is a powerful discrediting social label that
dramatically impacts how individuals view themselves and
how they are viewed by others [25, 26]. Stigma is a univer-
sal phenomenon but is manifested in specifically local ways
[27]. Cultural meanings given to stigmatized attributes,
such as having a mental illness, are reproduced through
social interactions and linked to the actions of groups of
people within specific contexts [25, 26]. In Latino commu-
nities, stigma may involve associating mental illness with
a weak character, volviendose loca/o (going crazy), witch-
craft/spells, demonic influence, and/or lack of faith in God
[28-32]. Notably, research suggests that Latino men who
are thought to be experiencing depression experience higher
levels of stigma than Latina women thought to be experi-
encing depression [33]. This may be related to cultural
expectations of restrictive emotionality among males and of
a man being able to be self-sufficient and handle his own
problems without outside help [34-36]. Among Latinos,
mental health stigma is associated with lower engagement
in and quality of care and predicts non-adherence with treat-
ment recommendations, including prescribed psychotropic
medications [37-39].

Given the many ramifications of mental health stigma,
Link and colleagues argue that it is vital for public health
practitioners to monitor stigma beliefs [40]. Better under-
standing mental health stigma in emerging settlement areas
may inform which interventions might be acceptable and
ultimately feasible and effective. Therefore, we aimed to (1)
assess mental health-related stigma in an emergent Latino
immigrant community; and (2) explore demographic char-
acteristics associated with increased mental health-related
stigma. The assessment of stigma was designed to contrib-
ute important knowledge on the psychological process of
mental health stigma as contextualized to a particular com-
munity, i.e. Latino immigrants in emerging destinations.

Methods
Setting

Baltimore, Maryland is an emerging settlement for Latino
immigrants that has experienced a dramatic growth in the
Latino population over the last 15 years and is home to
a diverse immigrant community primarily from Central
America and Mexico. Compared to the general U.S. Latino
population, Baltimore Latinos are more likely to be for-
eign born, undocumented, LEP, low income, and have low
educational attainment [41]. The recent influx of young,
foreign-born Latinos has outpaced the city’s capacity to
provide culturally and linguistically appropriate health and
social services [42].
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Study Design and Sample

From July to October 2019, we conducted a cross sec-
tional study to characterize mental health stigma among a
convenience sample of Spanish-speaking Latino adults in
Baltimore, Maryland. Trained research assistants recruited
respondents at selected street- and community-based ven-
ues frequented by foreign-born Latinos, as informed by our
prior work mapping and assessing locations for sampling
the Latino immigrant population in Baltimore [43]. Par-
ticipants were recruited at community-based organizations
serving Latino immigrants, street locations including open
air day laborer markets, a large city park, and community
events.

Participants were eligible for inclusion if they were over
18, self-identified as Latino, and were able to complete the
survey in Spanish. Since the goal was to explore depression-
related stigma in the local community of Latino immigrants,
U.S. born Latinos interacting with Latino immigrants in
these spaces could participate if they met the eligibility
requirements. Bilingual research assistants approached indi-
viduals at each venue to describe the survey details (includ-
ing confidentiality, risks of participation, and time required
for participation) and assess eligibility. Survey data was col-
lected in Spanish on a tablet using Qualtrics software with
embedded audio files so all questions and possible responses
could be read and listened to in the event of literacy bar-
riers. Surveys were completed at the time of recruitment.
Before beginning the survey, participants read and listened
to the following statement (in Spanish): Your completion of
this survey or questionnaire will serve as your consent to
be in the research study. The survey took approximately 15
minutes to complete, and participants received $10 for their
participation. The Institutional Review Board of the Johns
Hopkins School of Medicine approved the study.

Measures
Sociodemographic Measures

Participants were asked their age, gender, country of origin,
religious affiliation and importance of religion to them (not
important, somewhat important, important, very important),
highest level of education, and English proficiency (I do not
understand any English or only a few words/phrases, I can
understand some spoken English, I can understand most
spoken English, and I am fluent or near fluent in English).
For those born outside of the U.S. mainland, participants
were asked how long they had lived in the U.S. Finally,
participants were asked if they had ever talked to a men-
tal health provider to address a personal experience such as
sadness, emptiness, loneliness, anxiety, or stress (yes/no).
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Depression Knowledge Measure (DKM)

The DKM is a 17-item measure assessing knowledge of
depression symptoms and treatment [44, 45]. Symptom
recognition is assessed with a list of 5 DSM-IV depres-
sion symptoms (e.g., feeling agitated, loss of interest) and
5 non-depressive symptoms (e.g., being violent); respon-
dents are asked to identify the depressive symptoms. Treat-
ment knowledge is assessed through 7 true/false questions
adapted from the Depression Literacy Questionnaire [44—
46]. Respondents receive one point for each correct answer,
with a range of possible scores between 0 (all incorrect) to
17 (all correct). The DKM has previously been used among
Spanish-speaking Latino populations in the U.S. [e.g., 45,
47, 48].

Personal Stigma Scale (PSS)

The PSS is a 9-item subscale within the Depression
Stigma Scale that assesses an individual’s personal atti-
tudes towards people with depression [44]. Items included
beliefs of depression as an illness (“Depression is not a real
medical illness”), the extent to which people can control
their depression (“People could snap out of depression if
they wanted”), depression as a character flaw (“Depres-
sion is a sign of personal weakness”), depression as dan-
gerousness or unpredictable (“People with depression are
dangerous”), avoidance of persons with depression (“It is
best to avoid people with depression so you don’t become
depressed yourself”), personal shame or concealment (“If I
had depression, I would not tell anyone”), and discrimina-
tion (“I would not employ someone if I knew they had been
depressed”). Each item is answered on a 5-point Likert scale
ranging from 0 (strongly disagree) to 4 (strongly agree). The
total scores range from 0 to 36 with higher scores indicating
higher levels of personal depression stigma. The PSS has
previously been used with Spanish-speaking Latinos [e.g.,
49]. The PSS demonstrated acceptable internal consistency
within our survey sample (a=0.70).

Stigma Concerns About Mental Health Care (SCMHC)

The SCMHC is a 3-item measure assessing stigma-related
barriers to the utilization of depression treatment (internal-
ized stigma, fear of stigmatization, and stigma from family
in seeking mental health care) [50]. Responses are coded as
(0) disagree, (1) agree, and (7) don’t know/refuse. Respon-
dents receive one point for each response of “agree,” which
indicates agreement with the stigma-related barrier. The
total scores range from 0 to 3 with higher scores indicat-
ing an increased internalization of stigma to mental health
care. The SCMHC has previously been tested in Spanish

and validated with samples comparable to ours [50]. The
SCMHC demonstrated acceptable internal consistency
within our survey sample (a=0.72).

Analysis

Univariate, bivariate, and multivariate analyses were con-
ducted with SPSS Software Version 26.0. Effect size was
calculated using Cohen’s d statistic. Bivariate analyses
(i.e., chi-square tests, t-tests) were conducted to assess the
associations between sociodemographic characteristics and
depression knowledge with personal stigma and stigma
concerns about mental health care scores. The following
factors were considered: gender (0 =male, 1 =female), age
(continuous), education (0 =less than high school, 1 =high
school or more), importance of religion (0 =not important or
somewhat important, 1 =important or very important), time
in the U.S. (0=35 years or less, ] =more than 5 years), and
depression knowledge (continuous). We constructed multi-
ple regression models using variables that were statistically
significant (p<0.10) in the bivariate analyses. We tested
both personal stigma and stigma concerns as outcomes of
the multiple regression models.

Results

The survey was completed by 367 respondents (48.8%
male, 51.2% female) (Table 1). The mean age of male and
female participants was 41.2 and 37.1 years, respectively
(p=0.002). Consistent with the local Latino immigrant
population, participants primarily reported their countries
of origin as Mexico (36.5%) or Central America (Honduras
19.9%, El Salvador 18.3%, Guatemala 9.5%). Most partici-
pants had lived in the U.S. for over 5 years (76.3%). Most
participants had less than a 12th grade education (69.8%;
39% had completed 6th grade or less). 74.1% had lim-
ited English proficiency, with limited proficiency signifi-
cantly greater among females (78.2%) than males (69.8%,
p=0.008). Less than half of participants reported ever talk-
ing to a mental health provider, with females reporting this
more than males (41.7% and 24.0%, respectively; p < 0.001).
Mean depression knowledge score was 11.5 (SD=2.25),
with females demonstrating greater knowledge than males
(11.9 and 11.1, respectively, p=0.002; d = -0.322).

Predictors of Personal Stigma
Mean personal stigma score was 18.2 (SD=5.88), with
males demonstrating greater personal stigma than females

(19.4 and 17.1, respectively, p<0.001; d=0.403). Nota-
bly, 65.6% of respondents (71.0% of males and 60.6% of
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Table 1 Socio-demographic characteristics of depression knowledge and stigma survey respondents, by gender (N=367)

Male Female Total p-value
n (%) n (%) n (%)

Age (mean, SD) 41.2 (13.4) 37.1(11.9) 39.1 (12.8) 0.002

Country of Origin 0.040
El Salvador 40 (22.3) 27 (14.4) 67 (18.3)

Guatemala 18 (10.1) 17 (9.0) 35(9.5)
Honduras 42 (23.5) 31 (15.5) 73 (19.9)
Mexico 55(30.7) 79 (42.0) 134 (36.5)
Other 24 (13.4) 34 (18.1) 58 (15.8)

Time in the US 0.529
S years or less 45 (25.1) 42 (22.3) 87 (23.7)

More than 5 years 134 (74.9) 146 (77.7) 280 (76.3)

English Proficiency 0.008
I do not understand English (or only a 58 (32.4) 90 (47.9) 148 (40.3)

few words/phrases)

I can understand some spoken English 67 (37.4) 57(30.3) 124 (33.8)
I understand most spoken English 26 (14.5) 13 (6.9) 39 (10.6)
I am fluent or near fluent in English 28 (15.6) 28 (14.9) 56 (15.3)

Education 0.268
6th grade or less 76 (42.4) 67 (35.7) 143 (39.0)

Some secondary school (grades 7-12) 54 (30.2) 59 (31.4) 113 (30.8)
Graduated secondary school/high 18 (10.1) 33 (17.6) 51(13.9)

School equivalent
Technical or vocational school 9 (5.0) 11 (5.9) 20 (5.4)

Some university 9(5.0) 8(4.3) 17 (4.6)

University graduate 13(7.2) 10 (5.3) 23 (6.3)

Religion 0.047
Catholic 83 (46.4) 103 (54.8) 186 (50.7)
Evangelic/Protestant 67 (37.4) 49 (26.1) 116 (31.6)

Other 12 (6.7) 22 (11.7) 34(9.3)
No religion 17 (9.5) 14 (7.4) 31(8.4)

Importance of Religion 0.370
Important or very important 144 (80.4) 144 (76.6) 288 (78.5)

Somewhat important or not important 35(19.6) 44 (23.4) 79 (21.5)

Ever talked to a mental health provider (e.g., therapist, social worker, psychiatrist) <0.001
Yes 43 (24.0) 78 (41.7) 121 (33.1)

No 136 (76.0) 109 (58.3) 245 (66.9)

females) strongly agreed or agreed that depression was a
sign of personal weakness, and just over half (52.3%)
(57.0% of males and 47.9% of females) strongly agreed
or agreed that people with depression could snap out of
it if they wanted to. Respondents also strongly agreed or
agreed that people with depression are dangerous (54.7%
total; 59.2% of males and 50.6% of females) and unpredict-
able (60.5% total; 62.5% of males and 58.5% of females).
In bivariate analyses, gender, age, education, importance of
religion, and depression knowledge were associated with
personal stigma. Being female, having a higher education
level, and higher depression knowledge were associated
with less personal stigma. Being older and feeling that reli-
gion is important or very important were associated with
higher personal stigma.
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Variables associated with personal stigmaatp < 0.10 (gen-
der, age, education, importance of religion, and depression
knowledge) were entered into a multiple regression model
(Table 2). The multiple regression model statistically signif-
icantly predicted personal stigma scores (F[5, 334]=19.15,
p<0.001). Multiple regression analysis revealed that gender
(B =-0.14, t = -2.82, p=0.005), education (B = -0.17, t =
-3.45, p<0.001), importance of religion (B=0.14, t=2.85,
p=0.005), and DKM score (p = -0.32,t = -6.42, p<0.001)
each contributed unique variance to the prediction of per-
sonal stigma scores. Specifically, being male, having an
education level less than high school, reporting high impor-
tance of religion, and scoring low on the DKM contribute
to higher personal stigma scores. When controlling for the
other variables, age was no longer a significant predictor of
personal stigma.
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Table 2 Linear regression analyses for determinants predicting personal stigma
Unadjusted Adjusted®
B SE S B SE s
Gender, female 231 0.6 -0.20¢ -1.62 0.57 -0.14°
Age 0.006 0.003 0.1* 0.004 0.003 0.08
Education, high school or greater -3.47 0.64 -0.27¢ -2.16 0.63 -0.17¢
Time in the U.S., more than 5 years -1.25 0.72 -0.90 -- -- --
Importance of religion, high 2.7 0.9 0.16° 2.03 0.81 0.14°
Depression knowledge -1.01 0.13 -0.39¢ -0.82 0.13 -0.32¢
R2 (R2 adjusted) 0.23 (0.22)
R2 change 0.23
F change 19.15
Sig, F change <0.001

2p<0.10,° p<0.05,°p<0.01, ¢ p<0.001

¢ Variables significant at p<0.10 in the unadjusted analyses were included in the adjusted regression model

Predictors of Stigma Concerns About Mental Health
Care

Participants did not demonstrate high stigma concerns
about mental health care; mean SCMHC score was 0.41
(SD =0.85) with no difference between male and female par-
ticipants. In bivariate analyses age, education, and depres-
sion knowledge were associated with stigma concerns about
mental health care. Greater depression knowledge and
higher education levels were significantly associated with
reduced stigma concerns about mental health care. Older
age was associated with higher stigma concerns about men-
tal health care.

Variables associated with stigma concerns about men-
tal health care at p<0.10 (age, education, and depression
knowledge) were entered into a multiple regression model
(Table 3). The multiple regression model statistically signif-
icantly predicted stigma concerns about mental health care
(F[3, 367]1=5.29, p=0.001). Multiple regression analysis
revealed that DKM score (f = -0.16, t = -3.07, p=0.002)
contributed unique variance to the prediction of higher
SCMHC scores. When controlling for the other variables,

age and education were no longer significant predictors of
stigma concerns about mental health.

Discussion

We present findings of a survey assessing mental health
stigma administered to a convenience sample of Latino
adults in a newly emerging destination city for Latino immi-
grants. Stigmatizing beliefs most endorsed by participants
included those related to the extent to which a person could
control their depression, depression as a personal weakness,
and depression causing people to be dangerous or unpre-
dictable. Qualitative studies have shown that Latinos often
view depression as a consequence of difficult life circum-
stances, failing in personal responsibilities, and immigrant-
related pressures [29, 31, 51, 52]. Our participants echoed
these beliefs regarding personal control of depression which
suggest that a person is, at least partially, responsible for
the onset and continuation of their depression. Stigmatiz-
ing beliefs were particularly prevalent amongst males, those

Table 3 Linear regression analyses for determinants predicting stigma concerns about mental health care

Unadjusted Adjusted®
B SE L B SE £
Gender, female -0.10 0.09 -0.06 - - -
Age 0.001 0 0.10* 0.001 0 0.9
Education, high school or greater -0.17 0.1 -0.09* -0.11 0.1 -0.06
Time in the U.S., more than 5 years -0.04 0.1 -0.02 -- -- --
Importance of religion, high 0.1 0.13 0.04 -- -- --
Depression knowledge -0.07 0.02 -0.17¢ -0.06 0.02 -0.16°
R2 (R2 adjusted) 0.04 (0.03)
R2 change 0.04
F change 5.29
Sig, F change 0.001

3p<0.10,° p<0.05,°p<0.01, ¢ p<0.001

¢ Variables significant at p<0.10 in the unadjusted analyses were included in the adjusted regression model
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reporting religion as important, and amongst those with
lower levels of education and/or depression knowledge.

Consistent with prior studies, reporting religion as impor-
tant was associated with holding stigmatizing beliefs in our
study sample [28, 30, 32]. Uebelacker and colleagues iden-
tified church stigma as a subtheme of stigma, with Latino
focus group participants discussing depression as demonic
or diabolical [30]. Similarly, Caplan and colleagues reported
that 77% of Latino participants interviewed endorsed “lack
of faith in God” as a cause of depression [28]. The relation-
ship between religion and mental health is complex, how-
ever. Moreno and Cardemil found that religious attendance
among Latinos was negatively associated with lifetime
prevalence of depressive disorder, anxiety disorder, and sub-
stance use disorder [53]. Indeed, many Latinos seek mental
health support from religious leaders, and prefer to receive
this help over that from formal mental health providers [53,
54]. As such, religious organizations and leaders may be able
to reduce depression stigma and facilitate access to mental
health care [54, 55]. In recognition of the role of religion
in the lives of communities, both the Substance Abuse and
Mental Health Administration (SAMSHA) and the National
Organization for Mental Illness (NAMI) have guides for
faith leaders to use in in hosting discussions regarding men-
tal health (care) with their congregants [56, 57].

In light of mental health stigma, lack of health insurance,
and limited mental health provider access, it is notable that
41.7% of the women in our study reported ever having spo-
ken with a mental health provider (broadly defined). Pos-
sible explanations include that the sample included parents
who interacted with social workers or therapists in the con-
text of their children’s schools, medical, or mental health
appointments or in the context of their own routine prenatal
care and delivery.

Another venue in which to address barriers to mental
health care-seeking is primary care. In our sample, par-
ticipants did not demonstrate high stigma concerns about
mental health care despite high rates of stigmatizing beliefs
about depression and people with depression. Specifically,
there was little stigma expressed with respect to disclosing
personal experiences with depression to providers or seek-
ing medical care for depression. Latinos are more likely to
prefer addressing mental health concerns in primary care
[58]; however, there are challenges to the receipt of men-
tal health care within the primary care setting. Primary care
providers may face difficulties in diagnosing depression
among Latinos, who are more likely to emphasize somatic
complaints than their non-Hispanic counterparts [10, 59]. In
an effort to overcome this barrier, Bedoya et al. randomized
primary care clinics to a culturally-focused psychiatry con-
sultation service, e.g. 2 sessions with a psychiatrist or psy-
chologist, or usual care and found that consultation service

@ Springer

participants had greater reductions in depressive symptoms
[60].

Efforts to improve access to and quality of mental health
care must be paralleled by ongoing public health efforts to
improve knowledge about depression, reduce depression
stigma, and promote seeking care for depression [61]. This
survey was a key component of a 3-year project to improve
the acceptability and availability of care for depression for
immigrant Latinos in Baltimore. To address project goals,
we assembled a strategic network of Latino immigrants,
Latino-serving organizations, healthcare providers, payors,
and researchers which has guided all project activities. Sur-
vey results were shared with network subcommittees for
feedback and discussions culminating in the design and dis-
semination of a Spanish language, multi-media campaign
to reduce mental health stigma in Baltimore (fortalecebal-
timore.org). The survey could be used in the future by our
team or others to obtain a baseline with which to measure
the effectiveness of future interventions to reduce depres-
sion stigma in Latino immigrant communities and/or to pro-
vide guidance on messaging priorities for such campaigns.

Our study had several limitations. Due to the sample size,
we are unable to explore differences based on country of
origin, which can influence depression experiences, mental
health stigma beliefs, and mental healthcare-seeking behav-
iors [61-63]. Also, although importance of religion was
an important predictor of personal stigma, we are not able
to explore differences based on religious affiliation. The
cross-sectional design limits the ability to make causal asso-
ciations. We conducted the survey using Qualtrics survey
software with embedded audio files; similar technology has
been shown to improve response rates and increased report-
ing of certain behaviors [64, 65], but there is potential for
social desirability bias. Given that the target population does
not have a sampling frame, we were not able to calculate a
traditional response rate. Finally, this survey was conducted
primarily among foreign-born Latinos living in Baltimore,
and our findings may not be generalizable to Latino popula-
tions in other areas. However, our results may be relevant
to other urban areas with rapidly growing immigrant Latino
communities.

New Contributions to the Literature

The COVID-19 pandemic has worsened the mental wellbe-
ing of Latinos in the U.S. [66—68]; addressing the unmet
mental health needs of Latino immigrants is of timely
importance. Given the many ramifications of mental health
stigma, it is vital for public health practitioners to monitor
stigma beliefs to tailor interventions to particular subgroups
(e.g. males, religious individuals). Importantly, though,
there was little stigma expressed with respect to disclosing
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personal experiences with depression to providers or seek-
ing medical care for depression. Our findings support simul-
taneous and ongoing efforts to address mental health stigma
and expand access to mental health care.
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