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ABSTRACT
Attitudes towards the Diagnosis and Treatment of Depression among South Asian

Muslim Americans

Sadia Rahman Chaudhury

While Muslim Americans are one of the fastest growing comnasnin the
United States, very little is known about their mental health need®ncerns. In an
effort to better understand their mental health needs, this sixjlgres the attitudes
towards the diagnosis and treatment of depression among South Asidim Mus
Americans, specifically examining how acculturation shapes titétgdes. A sample of
427 South Asian Muslim Americans (mean age 30.67 years, 73.8% feomaleleted an
anonymous survey on the internet. Participants answered questions abaitdmgly
they agreed with certain diagnostic and treatment recomrienslafter reading two
clinical vignettes, and completed the Attitudes towards Seekingfed3ional
Psychological Help Scale and the Acculturation Rating Scal&éxican-Americans Il.
Participants were also asked about their personal experientedepitession, religious
identity; and demographic information. Results indicated that edlipatécipants were
more accepting of a clinical diagnosis of depression, while #snahd educated
participants had more positive attitudes towards seeking profelspeytdnological help
for depression.  Acculturation predicted more positive attitudes rdoveeking
professional psychological help for depression, but did not predict asceptd a

clinical diagnosis of depression, comfort level talking to people dritthe family,



likelihood of seeking professional help, or importance of ethnic matthmental health
provider. Exploratory analyses were conducted to determine how pehsstoay of
depression shapes attitudes; however, this variable was not pdstisalgent in shaping
attitudes in this sample. While the results suggest thatitacation did not play as
strong a role in predicting attitudes as initially anticgoiatseveral limitations, including
the fact that the instrument used to measure acculturation anduesimoit in this study
has not been validated in this sample and that the sample may bacdoolterated than
the general South Asian Muslim American population, must be takemcamisideration.
The results of this study begin to shed light on the attitudes dewpression and its
treatment in this community. Future studies should further explorerdles of
acculturation and enculturation, while also collecting more persopalitative
information to more fully understand the experiences and needs d¢f Asian Muslim

Americans.
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Chapter |

Introductory Chapter

Given the rapidly growing population of South Asian Muslims in Amelitces,
imperative to develop a better understanding of the mental healtls aed concerns of
this community. The primary aim of this study is to investighéeattitudes towards the
diagnosis and treatment of depression among South Asian Muslim cameri While
attitudes can comprise of many different things, in this stiadytudes towards the
diagnosis of depressionivill be defined as 1) a person’s acceptance of the clinical
diagnosis of depression in self and/or others; and 2) a personisgnéss to talk to
others, both within and outside of the community, about the diagnosis ofsieprén
self and/or others. Similarlyattitudes towards the treatment of depressionill be
defined as 1) a person’s willingness to undergo psychotherapy or pgegchae or
recommend these treatments to others and for what presentation/degeeerity of
depression; and 2) a person’s willingness to work with mental healttdprs who are
of similar and/or different backgrounds to treat depression. xBlpeng these attitudes,
it is hoped that a better understanding of the South Asian Muslieriéam community’s
beliefs about the diagnosis and treatment of depression will be dedelapearticular,
the role ofacculturationon shaping these attitudes will be explored. Acculturation is
defined as the process by which a person experiences chariges cultural values and
behaviors as they come into firsthand, continuous contact with a dominardulose

(Graves, 1967).



The results of this study will ideally help develop effectivecpggeducational
tools to increase awareness about depression, to remove possileles haom treatment,
and also to increase the cultural sensitivity of mental heattfegsionals working with

the South Asian Muslim American community.



Chapter II

Literature Review

The South Asian Muslim Population in America

It is estimated that there are approximately 8.5 million Muslliving in the
United States (Institute of Islamic Information and Education, 206Siding mainly in
large metropolitan cities, such as New York, Chicago, and Houston {Haa03;
Johnson, 1991; Stone, 1991; Wilgoren, 2001). In recent years, the rate of iconters
Islam in America has quadrupled, making Islam the fastest growing religibe United
States (Johnson, 1991; Stone, 1991; Wilgoren, 2001), and the second largest ireligi
the world (Al-Mateen & Afzal, 2004). More than half of the MuslimsAmerica hold
graduate degrees and earn more than $50,000 per year. In addition, MurslkO
Americans are actively involved in their mosques (Al-Mateen & Afzal, 2004).

It is believed that the first Muslims may have arrived inehita as slaves from
Africa beginning in the 1530’s, though this has not been factually ocwedir(Haniff,
2003). Presently, the Muslim community in the United Statesnmanieably diverse,
comprised of people of African, Arab, European, Central Asian, South Asidn
Southeast Asian ancestry. The three largest Muslim comnsuratie of African
American, South Asian and Arab descent, making up respectively 30%,#B26% of
the total Muslim-American population (Al-Mateen & Afzal, 2004). e past, Muslim
immigrants to the United States from the Middle East and NoftitaAoutnumbered
those from any region of the world. However, in the past two te theeades, this trend

has shifted so that the largest Muslim immigrant commurotysists of Muslims who
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emigrated from South Asia (Mohammad-Arif, 2002; Numan, 1992; Stone, 19849t

South Asian Muslim immigrants first moved to the United Statees the Immigration
and Naturalization Act was passed in 1965 (Mohammad-Arif, 2002; Haniff, 2003).

South Asia, which is comprised of India, Pakistan and Bangladeshwbas t
dominant religions—Hinduism, which is prevalent in India, and Islam, wisiprevalent
in Pakistan and Bangladesh; other religions, such as Buddhism, Sikludtihastianity,
are practiced by smaller groups on the subcontinent. To datehtherdeen numerous
publications exploring the South Asian experience, both in South Asia anddabr
(Bacon, 1996; Fisher, 1980; Helweg & Helweg, 1990; Jensen, 1988; Das g, KO8V,
Farver, Narang, & Bhadha, 2002; Maselko & Patel, 2008; Patel, Rodrigu2sSouza,
2002; Parkar, Dawani, & Weiss, 2008; Pereira, Andrew, Pednekaéta, & Patel,
2007; Pillai, Andrews, & Patel, 2008; Pillai, Patel, Cardozo, Goodmanssy\é&
Andrew, 2008; Randhawa & Stein, 2007; Trivedi, Mishra, & Kendurkan, 2007).
However, these studies have focused almost exclusively on South Ksidns, and
have overlooked the experience of South Asian Muslims. Becaudee akligious
differences between South Asian Hindus and Muslims, it is unaleather it would be
representatively accurate to generalize the South Asian Hinderidgan experience to
the South Asian Muslim American experience.

At the same time, there are many regions in the world wistaen is the
predominant religion, including the Middle East, North Africa, partSadfith Asia, and
Southeast Asia. However, the research to date has focusedilgronaArab Muslims,
both in their native country and abroad (Sayed, 2003; Ali, 2005; Douki, Zinebf, ace

Halbreich, 2007; Dubovsky, 1983; Dwairy, 2006; Erickson & Al-Timimi, 2001pé&4qr,
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2006; Haque, 2004); though a few studies have focused on South Asian Muslims

(Ganatra, Zafar, Qidwai, & Rozi, 2008; Messent, 1992; Mirza & JenkiQ94,
Mohammad-Arif, 2002; Syed & Khan, 2008). When reviewing the literatar¢he
Muslim experience, the cultural distinction between Arab and SoutmAduslims is
important to keep in mind, as it is unclear whether the expexief Arab Muslims can
be generalized to the population of interest in this study.

In the literature review below, research on both South Asian and rMusli
populations will be highlighted. The literature on the South Asian contyrfioguses on
South Asian Hindus, while a large portion of the literature on Islgmpulations focuses
on non-South Asian Muslims. It is hoped that the research on thesalistinct
populations together will help develop an understanding of the South AsiaimMus
experience.

Cultural Beliefs and Understanding of Mental Health and Mental Healtltare
among South Asian Muslims

Collectivism in Muslim and South Asian Cultures.

As is common in many cultures throughout the world (Greenfield ogkihg,
1994; Uba, 1994; Phinney, 1996), both Muslim and South Asian cultures encourage a
collectivist family structure, where members of the fanaitg interdependent (Dwairy,
2006). Collectivism is defined as “a social pattern consisting lo$ely linked
individuals who see themselves as part of one or more collectaredly{ coworkers,
tribe, nation); are primarily motivated by the norms of, and dutg®sed by, those
collectives; are willing to give priority to the goals thibse collectives over their own

personal goals; and emphasize their connectedness to membesr afotlectives”
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(Dwairy, 2006). In collectivist cultures, opinions and decisions of indilsdaie shaped

and dictated by the collective’s point of view. Furthermore, tliera great deal of
respect for elders and their opinions, as they are viewed agn@njedgeable and wise
(Al-Mateen & Afzal, 2004). Taking this into consideration, it is assthat a South

Asian Muslim American’s decision to seek help for depressidhbei shaped by the
attitudes that his or her family and community have towards tlymass and treatment
of the disorder. By understanding the attitudes of the communityvasla, it is hoped

that reasons for seeking treatment, as well as barrierssagaieking treatment will be
better understood.

At the same time, it is important to keep in mind the rolerohigration on the
collectivism perspective. The preference for individualism irséf@& society may have
some influence on how members of this community interact with oneheamnot
particularly among younger South Asian Muslim Americans, or tiadsehave lived in
America for several generations. More specifically, younger iSédgian Muslim
Americans or those who have lived in the United States for seyenarations may be
less inclined to be influenced by their family’s and/or commimigttitudes towards
mental illness and mental healthcare and be more willing to detedap individual
attitudes on these matters. While this trend has not been sturketlydin the South
Asian Muslim American community, there is indication based on otmenigrant
communities in Western countries that this may be taking place.

A study of Chinese immigrants was conducted in Canada to detewhether
this population identified more with the collectivist perspectiveheirtcountry of origin

or the more individualistic perspective of their country of migra{iDyson, 2004). An



7
immigrant group of 125 Chinese immigrants and a non-immigrant gro@@ Ganadians

of European ancestry were recruited for the study and the Indivitu@lidlectivism
scale was administered to all subjects. Interestingly, Dysandf that the Chinese
immigrant group scored higher on individualism compared to the non-iramig
Canadian group. This is a dramatic departure from what has foeaed in studies
conducted in China, suggesting that immigration and country of resideag have a
significant impact on a group’s adherence to collectivist or indiVisti@aperspectives.
It is possible that Chinese immigrants, in an attempt to dagininto Canadian culture,
adopted, or even potentially over-adopted, the Canadian principle of indigiduali
Similarly, among South Asian Muslim Americans, there may bendency to abandon
the collectivist ideals of the older generations, and adopt a morgidnaistic
perspective as assimilation occurs. Further research is qoidetermine whether this
is actually occurring.

South Asian Muslim understanding of mental health and mental healthcare
In India, the term for madness, “pagalami”, can refer to threerdiit phenomena—
ghost possession, black magic or sorcery, and malfunctioning of the fbadirst two
phenomena are treated by a folk-healer; however, a doctor will balteahdor a
“malfunctioning of the head”. This treatment for the latter pnobie likely a result of
the influence of Western medicine. It is believed that malfuncigof the head is
caused by a shock, such as grief or some kind of loss, whichteeadsimbalance that
can be cured with medication and diet. Indians, who are predomirtdintly, tend to
utilize both folk-healers and medical doctors either simultangansequentially to treat

mental illness (Messent, 1992).
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The Islamic perspective of mental health is also dramatickilgrent from the

Western nosology of mental health. In Islam, it is believed that gnental health
comes from “the unblemished belief in Allah as the Ultimate éfand Doer, and hence
any deviation from the firm acceptance of Allah’s ultimate sh@mce over the lives of
his followers leads to disintegration and disruption of inner harmo®gydd, 2003, p.
449-450). The Quran explicitly states that certain virtues pridiserve good mental
health, including acts of worship, doing good to others and following islames of
attire, eating, cleanliness, relationships, good intentions, and a tteseek knowledge
of self and knowledge of God (Haque, 2004). Thus, mental illness $tem doubt or
uncertainty about the basic teachings of Islam, as well aseet desult of acting in a
manner that is in direct opposition to the teachings of Islam (Far@66). This is
consistent with what Al-Mateen and Afzal (2004) found in Pakistan, evtiesre is a
tendency to believe that depression is caused by spiritual weakmésan inability to
believe in God. In other words, while the overall South Asian undéistaof mental
health attributes mental illness to spirit possession, the bafiefng South Asian
Muslims is that mental illness stems from straying away from God &wditsprinciples.

It is possible, however, that this perspective of mental illmeag be more
dominant among South Asian Muslims living in Eastern countries, and especiallyen mor
indigenous communities, compared to South Asian Muslim immigrants livindpe
West.  With modernization and awareness of Western views of medithe
perspectives of South Asian Muslims throughout the world with regandental health

may be changing. Further research is required to deternowemodernization and
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possibly Westernization have altered the understanding of mentah lswilt mental

healthcare in this population.
South Asian Muslim Population and Depression

Prevalence of depression in Muslim populations.

To date, there are no published large-scale epidemiological stoidiegerall
prevalence rates of depression in Islamic countries. The twalpnee studies that have
been conducted in nations that are predominantly Muslim have takeniplée United
Arab Emirates, a Middle Eastern nation, and Tunisia, a NdirlkafA nation. These
two studies have surprisingly different findings, making it difficial generalize their
results to Muslims as a whole.

Srairi (1995) conducted a study of 5000 Tunisian adults sampled frornerikeaty
population and found a 9% lifetime prevalence rate of major depressigonen and
7.4% in men (as cited in Douki, Zineb, Nacef, & Halbreich, 2007). On the lognel, a
second study conducted by Ghubash (2001) in the United Arab Emirates witpla s&
1,394 subjects, also collected from the general population, found that woenersix
times as likely to have a lifetime prevalence of depressiorpawed to men (as cited in
Douki, Zineb, Nacef, & Halbreich, 2007). The disparity in gender diffeze between
Tunisia and the United Arab Emirates has been partially agdbiat the fact that while
women in the United Arab Emirates suffer under severe diswtion, women in
Tunisia are protected by very strict legislation outlawingrdisoation (Douki, Zineb,
Nacef, & Halbreich, 2007). In both of these studies, major depression wasedsssifg
the Composite International Diagnostic Interview (CIDI). Th®IGOk a standardized

diagnostic interview designed to assess for psychiatric disouderg the definitions of
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the Diagnostic Criteria for Research of ICD-10 and DSM-IIIFRe instrument has been

found to be highly reliable and appropriate for use in differentngsttand countries
(Wittchen, 1994). In addition, the gender difference in the prevalendepoession in

both of these countries may be partially attributed to the feattit is more socially

acceptable for women to suffer emotionally than men. Altematiet ICD and DSM

may be better able to capture depressive symptoms in womeracamhto men. These
hypotheses have not yet been explored in this population.

Prevalence of depression in South Asian populations.

The Global Burden of Disease Study funded by the World Health Gageom
(WHO) found that in 2000, depression was the fourth leading cause cdaliza@en in
the world, and the largest cause of non-fatal burden, accountiagrfost 12% of years
lived with disability worldwide (DALYs) (Ustun, Ayuso-Mateos, Cleaifi, Mathers, &
Murray, 2004). Based on this study, the estimated yearly preeatEndepression in
South Asian countries was 1.75% for males, and 2.96% for femaleshelffoote, the
researchers found that unipolar depression was the fourth leadsey aladisease burden
in South Asia, contributing to 4.7% of total disability adjusted life years fordfisn.

Most large-scale epidemiological studies of the prevalence oéslgpn in South
Asia have focused on different regions in India, rather than Southa&sa whole. In
these studies, the population has been predominantly Hindu; neverthelesstuigss
suggest that there is significant evidence that depression escass and debilitating
problem in South Asia. In a community study of 2,494 women living in Goa,, IRdial
et al. (2006) found that 6.5% (n=162) of women surveyed met ICD-10 ciierdther a

current depressive or anxiety disorder. In terms of depressigaaties, mixed anxiety-
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depressive disorder (n=105), mild depressive disorder (n=36), and modersggere

depressive disorder (n=13) were the most common diagnoses. Furehe2mbdo of the
women surveyed (n=62) reported having made at least one saitetapt in their
lifetime. Numerous other studies have suggested that depressiosumnde are
significant problems in India (Parker, Dawani & Weiss, 2008; RPiRaidrews & Patel,
2008; Maselko & Patel, 2008; Pillai, Patel, Cardozo, Goodman, Weiss & Wwnaéo8)

and that often depression occurs either postpartum or along witmaspapductive or
gynecological problems (Pereira, Andrew, Pednekar, Pai, PelRat&l, 2007; Patel,
Rodrigues & DeSouza, 2002).

Similarly, depression is a serious problem in Pakistan and isdral@ause for
concern among South Asian Muslims. In a systematic review aud®s conducted in
Pakistan (19 cross-sectional studies and 1 case-control stuelyyerall prevalence for
depression in Pakistan was found to be approximately 33%, with womenry laakigher
prevalence rate than men (Mirza & Jenkins, 2004). Specificallypdim prevalence for
women was found to vary between 28.8% to 66% (overall mean 45.5%), whereas the
point prevalence for men was found to range from 10% to 33% (overall mean 21.7%).

Pakistanis of all age groups are affected by depression. #secsonal study of
402 elderly subjects aged 65 and above in Pakistan was conducted to roetdreni
prevalence and risk factors related to depression (Ganafea, Qadwai & Rozi, 2008).
The subjects were all seeking medical care at the CommueaittHCenter of the Aga
Khan University in Karachi, Pakistan. In this sample, the pracalef depression was
found to be 22.9% (n=92), based on the 15-item Geriatric Depressian 3talas also

found that a higher number of daily medications (p=0.03), total number athhe
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problems (p=0.002), financial problems (p<0.001), urinary incontinence (p=0na8) a

inadequately fulfilled spiritual needs (p=0.067) were all associatéhl depressive
symptoms in this sample. However, depression does not seem to dddeanpfor the

elderly exclusively. Syed and Khan (2008) conducted a retrogpeai#iscriptive case
note study of 69 children and adolescents under the age of 18 who weteddmia

university hospital in Karachi, Pakistan for deliberate self-harfiine most frequent
diagnosis in this sample was major depressive disorder (18%).authers noted that
even though 98% of the sample self-identified as practicirgnisivhere it is strictly
forbidden to commit suicide, 76.8% of subjects reported an intent ta the sime of

their suicide attempt.

Cultural trends influencing the expression of depressiommong South Asian
Muslims.

In order to understand the attitudes towards the diagnosis and en¢atin
depression among South Asian Muslim Americans, it is first important to tisuaietsow
this population talks about depression and its symptoms. There hasidpa@oast
debate between two schools of thought with regard to the expressiopressien. The
universalist perpective adheres to the biomedical model of mentaleis. In this
perspective, mental disorders are believed to be biological in natodegiven the
physiology of human beings is the same throughout the world, thefestation of
depressive symptoms will be consistent worldwide as well. Proponehtthis
perspective believe that the DSM is accurate in termspficag depressive symptoms
regardless of what population is being assessed. On the ahdr the relativist

perspective argues that there are significant cultural diftes in the expression of
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depression. Since the expression of depression can vary in diffaiemaiccontexts,

relativists argue that no single criteria for depressidh eapture its manifestation in
different populations (Thakker & Ward, 1998).

A great deal of research has been conducted in recent gearglérstand the
expression of depression in different cultures, and has found that iarawsnnon-
Western cultures, including Asian, Hispanic and American Indian, thexesignificant
overlap between depressive mood and somatic symptoms (Kuo, 1984; Ying, 1988;
Garcia & Marks, 1989; Guarnaccia, Good & Kleinman, 1990; Baron, Manson &
Ackerson, 1990; Manson, Ackerson & Dick, 1990). Halbreich et al. (2007) coddacte
gualitative study to explore the complaints of depression around yamxietomen from
various cultures, including Asia, Latin America, North Africa arastern Europe. In
this study, participants, who were clinicians (psychiatrists and psychtdpmiterested in
women’s mental health from various parts of the world were ithtdea series of round
tables and workshops on cross-cultural diversity of the phenomenoldgp@Ession and
anxieties in women. In total, there were eleven groups repmegenitne countries,
including India (2 groups), Brazil (2 groups), Chile, Peru, Venezuela, Moydanisia,
Serbia and Hungary. During the round tables and workshops, participantaskedeto
elaborate on the main symptoms and complaints that were interpsetbe clinicians as
a manifestation of a depressive or anxiety disorder. Ten giempisfive out of eight
countries, including India, Brazil, Peru, Morocco and Tunisia) reportedtlieatnain
complaints of depression in women were manifested as multiplatsocomplaints,

such as multiple aches, sleep disturbances and tiredness.
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Since the expression of emotion is often seen as a culturacgrtif is not

surprising that in non-Western cultures where the expression ofoem®tdiscouraged,
depressed patients express their complaints in somatic ratvempsychological terms
(Dwairy, 2006). In fact, it has been noted that in Asian cultdhese is no distinction
made between the ‘psyche’ and ‘soma’ as there is in Westdosqpiny; therefore, the
Asian patient will not view the expression of physical symptoorsan emotional
problem as problematic or incomprehensible (Messent, 1992).

Bhugra and Mastrogianni (2004) conducted a review of studies focusitigeon
transcultural aspects of depression, looking specifically at theofajlobalization on the
expression of depression. Globalization is defined as the proceshidly traditional
boundaries of culture change over time due to the effects of iradiastion,
urbanization and media influence. Bhugra and Mastrogianni have found that
globalization has influenced how idioms of distress are expressaiffarent cultures.
The authors highlight the difference betwesematic metaphorandsomatic complaints.
They argue that while it is a common misconception that cgolations, including
Asians, typically present withsomatic complaints what actually occurs is that
psychological distress is described through the useroftic metaphorsWhile physical
symptoms may be present, oftentimes, sloenatic metaphorgsuch as “my heart is
heavy”) allude to emotional, rather than physical pain. The audi&wsnote that while
somatic metaphors are common in certain regions of the world, inclibrgy as
acceptable cultural idioms of distress, when further probed, psychalsgimptoms can

usually be found. Because depression may not be properly assessadcéstain
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cultures, including South Asian and Muslim populations, depression maylhadiaa

underdiagnosed in these populations.

In Arab Muslim communities, physical symptoms are acceptedgitsmate and
morally appropriate expressions of emotional pain (Trivedi, Mishke&durkan, 2007).
In addition, since Islam condemns suicide, many Arab Muslim patatseluctant to
divulge suicidal feelings to a therapist. Rather, when asked Igirglosbut suicidal
thoughts, Muslim patients often respond by saying that they arepgpagde and would
never consider such an idea (Dubovsky, 1983). However, this does nottma¢an
suicidal ideation does not exist in this population. Rather, ioisd to be more
culturally appropriate to state a wish for God to end their Iinsher than an active plan
to kill themselves (Trivedi, Mishra & Kendurkan, 2007).

Research has also been conducted to better understand the expofssion
depression in South Asian populations. Pereira et al. (2007) conducteditatigeal
study in Goa, India to better understand “the explanatory moddlseds in depressed
women, in particular, their idioms of distress, and their views ofr tkecial
circumstances and how this related to their illness” (p. 209). tHstudy, thirty-five
women were recruited based on two eligibility criteria—theyewaarried at some point
in their life and they were currently suffering from a dspiee disorder, as assessed by
the Revised Clinical Interview Schedule (CISR). Most of the @onmad mild
depressive disorders or mixed anxiety-depressive disorders. epth-dgualitative
interviews were conducted with the participants to gather infoomain the participants’
personal narrative for depression and also to explore the relapdmstween depression

and stressors in the women’s lives. Interviewers were insttuotl) ask about stressors
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in the women'’s lives; 2) collect a 24-hour timeline of the womelaily activities; and 3)

obtain illness narratives. Secondary interviews were conductedllectcnecessary
supplemental information as needed. Qualitative analyses supgéeste the most
common category of symptoms reported by these women were pgraches and pains
(n=32), in particular pain in the limbs and joints and headaches. Thennekcommon
type of complaint was autonomic symptoms (n=25), including palpitations, nssjbne
blood pressure and difficulty breathing. This was followed byptaimts of weakness
and tiredness (n=23); behavioral symptoms (n=23), such as lack pf@lesgppetite;
gynecological problems (n=18) and mental problems (n=7), such as poonicanae,
forgetfulness and nightmares. The authors also found that the moaboorauses cited
by the women for their depression were economic difficulties and intergdrgroblems,
particularly marital problems. The women were reluctantttdbate their depression to
a biomedical reason, though most of the participants sought mediaahdrg for
somatic and reproductive complaints associated with their depressidis study
underlines the importance of taking note of the somatic complaints SeiahsAmay
report, as they may be indicative of an underlying depressive disorder.

Attitudes towards Mental Healthcare among Immigrant Populations

Attitudes towards mental healthcare among South Asian immigrants.

To date, there are no studies exploring the attitudes towards nhealéhcare
among South Asian immigrants living in the United States. Tlsett@owever, research
on this population in other Western nations, specifically the Untedyjdom. An
exploratory study examining attitudes toward mental health andaineealth services

was conducted among South Asian adolescents living in the United Kingreomdhawa
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& Stein, 2007). They recruited Pakistani Muslims (n=27, averagelddgeyears) and

Indian Sikhs (n=22, average age=14.3) in ninth through eleventh grade frosohoals

in Luton and Bedford. Semi-structured interviews were conducted, fgcusi the
adolescents’ knowledge of local support clinics, experience with @hiddAdolescent
Mental Health Services (CAMHS), sources of CAMHS-relatedormftion and
“suggestions on how to improve local support and CAMHS services so that they are more
accessible for young people” (p. 27). Based on the exploratoryiever conducted,
Randhawa and Stein found that while South Asian adolescents in thel Kmgdom
were aware of mental health support services, they were Hiogwo seek assistance for
their difficulties from these services. The study also found tha South Asian
adolescents felt that their friends and family would also likelgid these services,
suggesting that the resistance to treatment has less taldawareness and more to do
with a concern with confiding in strangers and social stigma

Attitudes towards mental healthcare among Muslim Americans.

Research suggests that Muslim communities in the UnitadsStae burdened
with many of the same social burdens as other immigrant and mmigiant
communities in this country, including emotional disturbances, substabgse,a
unemployment, marital problems and divorce, domestic violence, childe alomnsl
suicide (Das & Kemp, 1997; Erickson & Al-Timimi, 2001). However, whduslim
immigrants do seek treatment, they often feel misunderstood, neisegped, and even
stereotyped (Dwairy, 2006; Erickson & Al-Timini, 2001). Sayed (2003) sntiat

Muslims in Western countries facedauble quandarypecause they are foreign to the
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culture in which they are seeking treatment and are being subjected to ptealization

of mental illness that is both foreign and a disservice to them.

Furthermore, following the events of September 11, 2001, Muslim Aamsric
may be more hesitant to utilize healthcare services, andahtegdlthcare services in
particular, because of the “Islamophobia” that exists in themoamity. Laird, Amer,
Barnett and Barnes (2007) argues that “Islamophobia”, a teferring to rising
prejudice, exclusion and violence toward Muslims, leads to health dispagimong
Muslim Americans. Muslim Americans may be reluctant to dedg from American
healthcare providers because of fears of being stereotypmhgcominated. Alternately,
American healthcare providers are often poorly equipped to understdrtbal with the
cultural concerns that come with treating this population. Al-Krerawd Graham
(2003) suggest that when working with Muslim clients, it is importarkeep in mind
not only their religious background, but also the importance of the cortyisumistory
and the individual’s age, gender, acculturation and socioeconomic statoiher words,
the experience of each Muslim American patient is unique and indivatdashould be
treated in this manner.

A study exploring attitudes towards counseling and alternative suppuhg
African-American, Arab and South Asian Muslims in Toledo, Ohio fountiviinde the
majority of Muslims interviewed possessed a positive attitude towards cognseéntal
health services were underutilized (Khan, 2006). In this study, 458nm4u@4 African
American, 240 Arab, 119 South Asians and 56 others) were recruitedduordifferent
mosques in or around Toledo, Ohio, with the African American samplenggrimarily

from the two inner city mosques, and the Arab and South Asian sapnihearily
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recruited from two suburban mosques. Participants were asked to mapd@ymous

self-report questionnaires, that included a demographic data sheéean abbreviated
form of Fischer and Turner’s Attitudes Toward Seeking PrajassiPsychological Help
Scale (Fischer & Farina, 1995). Participants in this study ywamarily male (59.7%)
and Arab (52.3%). Among the overall sample, it was found that Musimaricans
between the ages of 18 and 44 were 2.5 times more likely to haveveegitudes
towards help-seeking for mental problem compared to those over tiog¢ 45¢(p<0.05).
Furthermore, in the overall sample, Muslim American males wetdimes more likely
to have negative attitudes towards mental healthcare compareantde$ (p<0.05).
Among the South Asian Muslim Americans, males were 2.7 tima® likely to have
these negative attitudes (p<0.05). Khan also found that education wsigmfbtantly
associated with attitudes towards help-seeking for mental illimesisis sample. Not
surprisingly, Muslim males were 2.1 times more likely than Mougkmales to indicate
no need for counseling (p<0.01). Among the South Asian Muslim samples meate
3.8 times as likely to indicate no need for counseling (p<0.05)adthtion, for the
sample as a whole, those between the age of 18 to 44 were 2.8ntoredikely to
indicate no use of professional counseling than those over the age dfikk5Syithin the
South Asian sample, those in the 18 to 44 year age range wemné&s8ntore likely to
indicate no use of professional counseling. Among the overall sample,f&inad that
need for counseling and positive attitudes towards counseling therestrongest
predictors of use of professional counseling. When interpretingv'&hasults, it is
important to note that more than half of his sample was of Aratedegherefore, his

findings, which are suggested to be representative of the Musliitmeoity as a whole,
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may actually be more representative of Arab Muslim attitudésvertheless, given the

rates found among the South Asian Muslim Americans in his sanmges ts strong
indication that South Asian Muslim Americans, particularly madé this background,
have more negative attitudes about mental healthcare and areaethmtant to utilize
available resources.

In his study, Khan failed to explore generational and acculturfdsters that
may influence the attitudes of this community towards depres$iarthermore, the role
of other demographic variables aside from age and gender, inclooliumgry of birth,
marital status, income, and educational background, on the attitutleis cbmmunity
toward depression were not assessed. While this study hasosiedh$ormation on the
attitudes of the Muslim American community, it is apparent thahynquestions still
remain. To date, there have been no studies looking into how these dammgra
variables affect attitudes towards depression among the Sowth Rsislim American
community.

Among Muslims in the West who do decide to utilize mental heakhdhe
overwhelming majority prefer the medical model and opt to theat mental iliness with
pharmacotherapy. Due to cultural constraints, namely the discounatgefrexpressing
emotions, psychotherapy is often viewed as “just talk” and not helpfuhproving a
mental disorder (Sayed, 2003). Kelly and Aridi (1996) conducted a studhetter
understand counseling-related issues among Muslims living in theedJr8tates.
Participants (43 women and 78 men from Washington, D.C. and Chicago beheeen
ages of 12 and 62) were asked to complete surveys which includedr&thwaiversal

Values Questionnaire (SUVQ), the Mental Health Value Survdii\(S), and a
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demographic and religious practice information form. Slightly ntbaa half (n=64 or

52.9%) reported that they would prefer receiving counseling fronusliii counselor
over a non-Muslim counselor. The participants also noted tha¢yfhad to see a non-
Muslim counselor, approximately 56.2% felt that it was crucial teelecounselor who
had at least a basic understanding of Islamic values.
Acculturation, Mental Health, and Mental Healthcare

Historical background.

Acculturation is defined as the process by which a person empesi€hanges in
their cultural values and behaviors as they come into firsthand, conticooiat with a
dominant host culture (Graves, 1967). This concept first originateitha field of
anthropology, but was later adopted by the field of cultural psycholBgyfield, Linton
and Herskovits (1936) argued that due to conflicting cultural nornvgebatthe native
culture and the host culture, acculturation can lead to psychologidasaial stress.
Numerous studies have found that acculturation is significantly iagsavith mental
illness, particularly depression and suicide (Hovey, 2000; Shen & Tiaike2@01;
Escobar, Nervi & Gara, 2000; Yeh, 2003). However, other studies have fotuhuirba
levels of acculturation are associated with psychological dss{i®am, Vedder, Ward &
Horenczyk, 2006; Gonzalez, Hann & Hinton, 2001).

Berry (2003) notes that acculturation occurs in progressive stages.an
individual acculturates into the host culture, the first tendencyg hange his or her
behaviors in accordance with the behaviors of the dominant culturest bften,

behaviors will change though attitudes and beliefs will remain steméiwith that of the
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native culture. In fact, it has been found that attitudes, bemdsvalues are the most

difficult and resistant to acculturation and may take years and even tgemeta change.

Kim and Abreu (2001) defineehculturationas the process of retaining the norms
of the indigenous group. While at first enculturation was considepadt ®f the process
of acculturation, recent theorists have suggested that thesertwesses are two
orthogonal phenomena (Kim & Omizo, 2006). The combination of these two pesces
can be categorized into four statuses defined by differeelsleof acculturation and
enculturation:integration, assimilation, separatiorand marginalization Integrated
individuals have high levels of acculturation and enculturation and ginéytproficient
in both the dominant culture and their native culture. Assimilateglithdils are defined
as those with high levels of acculturation and low levels of &mation, and are
proficient in the dominant culture while retaining very littlietloeir native culture. On
the other hand, separated individuals are those with low levelswitwation and high
levels of enculturation, and reject the dominant culture while irengaclosely attached
to the native culture. Finally, marginalized individuals have lowel®e of both
acculturation and enculturation and identify with neither the dominanthear native
culture (Berry, Kim, Power, Young & Bajaki, 1989).

While acculturation and enculturation may work together to shajpteidat
towards diagnosis and treatment of depression among South Asian Muskmcans,
this study will focus exclusively on the role of acculturationhiis process. Given the
aforementioned research, it is quite possible that South AsiannMAshericans may in
fact have changed their behavior by utilizing mental heakburces, while continuing to

hold onto feelings shame and stigma with regards to the diagnosigeatichent of
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depression. There is no research to date on how acculturatiorns dhéperocess,

making this study particularly relevant.

The role of acculturation in the diagnosis of depression.

While there has not been a great deal of literature on thedatgitowards mental
health and mental healthcare among Muslim and South Asian populetié&merica,
there has been extensive research on the attitudes of other ethoitynpopulations
living in this country. In particular, the role atculturationon shaping these attitudes
among Hispanic Americans and East Asian Americans has beeneek@od may
provide some indication as to how the attitudes towards the diagnasiseatment of
depression among South Asian Muslim Americans may be influenced by acaiturat

Studies have shown that acculturation plays an important role iprévalence
and treatment of depression among Hispanic-Americans. Gonzalez,aHdnHinton
(2001) found that Latino immigrants with lower levels of accultarathad higher
prevalence rates of depression. A cross-sectional analysisowdacted with a sample
of 1,789 Latino-American elderly subjects (mean age=71 years).ultAcion was
measured using the ARSMA-II while depression symptoms weressss using the
CES-D. The overall prevalence of depression in this sample was ,2&it¥avomen
having approximately twice the risk for depression (32%) comparechan (16%).
Gonzales, Hann and Hinton found that depressive symptoms were morerjranaiag
subjects who were immigrants, and less acculturated, compared éztswvho were
born in the United States and were more acculturated. Even afténoling for
education, income, psychosocial factors, behavioral factors, and-peaflem factors,

subjects with the lowest levels of acculturation had a significamgher risk of
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depression compared to highly acculturated Mexican Americans. ifddiags of this

study are in marked contrast to several other studies which tbandhigher levels of
acculturation were associated with greater risk of depreasidrsuicide among Hispanic
Americans (Hovey, 2000; Escobar, Nervi & Gara, 2000).

A study was conducted to determine whether Mexican Americathsdifferent
levels of acculturation would differ in the way they report tegerience of depression
(Chiriboga, Jang, Banks & Kim, 2007). The authors hypothesized thaleleis of
acculturation would lead to higher levels of distress and therdfmeer levels of
depression symptoms reported. In this study, 3,050 Mexican Americanthewage of
65 were recruited from five different states: California, Nexico, Texas, Colorado
and Arizona. The interview included sixteen items about acculturéti®mof which
focus on linguistic acculturation) and the twenty-item Center faddétniological Studies
Depression Scale (CES-D) scale. Analyses indicated thacssiyyith higher levels of
acculturation were less likely to report symptoms of depyassn the CES-D. Those
with higher levels of acculturation were more likely to rededling depressed, which
was the eighth mostly likely symptom in the low acculturation grodjmr the low
acculturation group, the highest ranking symptoms were a genalailsenand troubled
interpersonal relationships. The results strongly suggest thhinwhis immigrant
population, the expression of depression varies based on level of acculturation.

The role of acculturation in the treatment of depression.

Research has shown that within the Latino population in AmericspaHic
immigrants are less likely to seek treatment for psychidisorders when compared to

Latinos born in the United States (Cabassa & Zayas, 2007). Intudis €abassa and
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Zayas explored how three cognitive processes—1) illness percep#prettitudes

towards depression treatments and 3) subjective norms towardsgsee&fassional
mental healthcare—influenced the decision of Latino immigranseéd bothnformal
and formal treatment for depression. The authors hypothesized that each ef thes
cognitive processes would independently be associated with the ‘satig¢antion to
seek depression care, after controlling for patient charaatsrisspecifically
demographics, health insurance, acculturation, clinical characterséist service use for
mental health problems and perceived barriers to care. A conversantple of 95
Latino immigrant adult patients was recruited from a primfagglth care clinic in St.
Louis, Missouri. Patients were asked to complete a structureetddace interview,
which included questions about patient demographics; health insuranees; stat
acculturation (the Bidimensional Acculturation Scale, BAS); depessymptoms
(Center for Epidemiological Studies Depression Scale, CE$&)xeived barriers to
care (asked to indicate if any of the 11 provided situations, incluthol of
transportation, lack of insurance, and inability to pay for servicesgpted individuals
from seeking treatment); attitudes towards depression treaniBatients Attitudes
Toward and Ratings of Care for Depression short version, PARC-D); ansepast use
for mental health problems. In addition, a clinical vignette ofpaedsed individual was
included as part of the interview in order to probe about the patigrivs of depression
(using the lliness Perception Questionnaire, IPQ-R) and intenbeek either informal
or formal care when placed in a similar situation. In termateftions to seek informal
and formal care, questions were asked regarding the patientibdde of talking to

someone (either informal or formal) about their depression;dmmfortablethey would
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feel doing so; and finally, howelpful they would find these sources of care. Cabassa

and Zayas found that the most common perceived barrier to seediriglrhealthcare in
this population included lack of health insurance, inability to pagéovices, language
difficulties, not knowing where to seek services, and long waitimgdiat clinics. In
terms of the clinical vignette, 55% of the patients were abledéntify the case as
depression, while the other 45% identified the case as an individual cspimegither
interpersonal, econonomic or other external problems. However, it isautow the
patients’ responses were operationalized, or whether any of thectsubgsponded that
the case was depression caused by external factors. Nd¢me phtients attributed the
vignette to internal mechanisms, such as biological or geraatioré. With regards to
treatments for depression, the majority of patients (87%) beliéna¢drteir doctors acted
in their best interests. In addition, a large majority ofgagents held positive attitudes
towards depression treatments, though there was a preferenceuimseling over
antidepressants. Patients also reported that they would fiisfdrynal sources of care,
specifically family members and religious leaders, befgiadrformal sources. Among
formal sources of care, patients appeared to prefer mental hgaltbssionals
(psychologists, social workers, counselors, psychiatrists) over ¢esieral medical
provider. The tendency to combine sources of care by Latino imnsgsaggests that
when depressed, these individuals first seek help from those within their iatensalcial
circle. If these attempts are not successful, the Latinoignamt then goes on to seek
more professional help for their depression. In order to improvéhbaed for Latino

immigrants, and likely for all immigrant populations in the Unidtes, it is essential to
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address both structural barriers to care while also addresditgdes that these

immigrants have towards mental illness and mental healthcare.

Acculturation also appears to affect preferences of Latmigrants for mental
health providers. Gamst et al. (2002) conducted a study on 204 LatinecAmpatients
and parents/caregivers of patients at the Tri-City Mentallthe@enter (TCMHC).
Patients were asked to complete questionnaires collecting itforman basic
demographic information; client-therapist ethnic match; the Awation Rating Scale
for Mexican Americans-Il (ARSMA-II); and the Multigroup Ethnidentity Measure
(MEIM). Patients who appeared more Mexican-oriented showetbagstesire for a
therapist of the same culture as themselves. However, those areonvore Anglo-
oriented were ambivalent about the issue of client-therapist ethnic match.

In order to better understand mental health concerns in the KonesmnicAn
community, Bernstein (2007) conducted a study with 34 Korean Americans,omost
whom where female, married, educated, and had lived in the Unitex$ Statover ten
years. In order to avoid the stigma surrounding mental healthisncommunity, a
seminar program was developed using the theme “Are you happy with lije in
America?” The termmental healtrandpsychiatric illnessvere intentionally avoided in
the discussion of seminar topics in order to draw in Korean-Aaresabjects from the
community. Monthly seminars were conducted over a 4-month period {hlatexk the
impact of stress on Korean women; problems with children and adotesof Korean
immigrants; alcoholism in the Korean immigrant community; and th#ipte roles of
Korean immigrant women. At the end of each seminar, participsets asked to

complete an anonymous questionnaire to evaluate their perceptiomtaf iieress and
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help-seeking and coping behaviors. The majority of patientsisnstudy reported that

they recognized a need for mental health services, but avoidadgpeofessional help.
Rather, they opted to cope using endurance, patience, and religion.

The role of generational status on the utilization of mentalttheesources has
also been explored. Researchers have defined first-generatioigrants in two
different ways—1) people who left their country of origin and imuied to a new
country; and 2) children born in the new country to parents who immig@thastnew
country from their native country. Abe-Kim et al. (2007) conductecudysof 2,095
Asian-Americans and found that subjects underutilized mentahhsaivices compared
to the general population. Asian-Americans who were born in thedJ8ttdes (second-
generation Asian-Americans) exhibited higher rates of utiimaof mental health
services compared to immigrants of the same background. Fittalg;generation
Asian Americans had the highest rate of mental service utilization in thiesam

In order to explore factors influencing attitudes towards segkiofgssional help
within the Asian immigrant community in Canada, Fung and Wong (2@0Wucted a
study on 1000 immigrant and refugee women from China, Hong Kong, MakKeea
and Vietnam living in Canada. Subjects completed questionnaires vdilietted socio-
demographic information and a number of self-report instruments, incltiténllental
Distress/lliness Explanatory Model Questionnaire (MDEMQ), A&tgtudes towards
Seeking Professional Psychological Help Scale (ATSPPHS), arkhtieouver Index of
Acculturation (VIA). For the overall sample, the strongesdptor of attitudes toward
seeking help was the perceived access of resources. While subjects who held onto a more

Western-focused point of view with regard to stress being adausiepression were
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more likely to seek treatment from a professional, subjects who held to a maualspir

Eastern-focused understanding of depression tended to have more negdtides
towards seeking professional help.

While the South Asian Muslim American population is certainljed#nt from the
Hispanic American or East Asian American communities mentioalbdve, our
population of interest must also acculturate into the host culture. sulh, this
community will face many of these same difficulties. &ivthe aforementioned
research, it would not be surprising if South Asian Muslim Aca&rs recognized a need
for mental health services and yet were reluctant to utihese services. However,
further research is required to further understand the attitudesd®whe diagnosis and
treatment of depression among South Asian Muslim Americans.

Other Sources of Support for Mental Health Issues among Miisns Living in the
West

Loewenthal, Cinnirella, Evdoka & Murphy (2001) conducted a comparative study
of the perceived efficacy of different kinds of religious activwitycoping with depression
among followers of different religions in the United Kingdom. Instktudy, 282
participants completed a 114-item questionnaire inquiring aboyiettoeived efficacpf
different forms of help for depression aimdentionof seekingdifferent forms of help if
ever suffering from depression. Six forms of religious copingeviecorporated in the
guestionnaire and included 1) faith in God; 2) praying for your8glbthers praying for
you; 4) maintaining one’s religious practices; 5) going toaseeligious leader; and 6)
attending a place of religious worship. The participants idedtifnemselves as being

Christian (n=130); Jewish (n=35); Muslim (n=33); Hindu (n=18); other (Wkiadhist
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and New Age, n=15); and Atheist or no religion (n=56). The authors found that

compared to the other religious groups, Muslims most strongly belie\tbd efficacy of
religious coping methods for depression. Of the six coping skilés; believed that
prayer and faith were the most effective, but also believed $grtvag religious practice,
attending a place of worship, going to see a religious leadehandg others pray for
you were also effective tools for fighting depression. Muslivese also most likely to
say they would use religious coping tools against depression when eohtpaother
groups, and were also least likely to say that they would seelal support or
professional help for depression compared to the other groups.

Hypotheses and Research Questions

The following research questions and hypotheses were developed géth te
the attitudes of South Asian Muslim Americans towards the diagaosisgreatment of
major depression:

Research Question 1.

Which demographic variables (age; gender; being born in the UniteesStat
marital status, income or education) affect attitudes of SoudgmAduslim Americans
towards the diagnosis and treatment of depression?

Hypothesis 1Ait is predicted that South Asian Muslim Americans who

are—

younger € 30 years old)

female

born in the United States

= single
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= making an income greater than $75,000

= college graduates or higher
will be more accepting of a clinical diagnosis of depression cadptr their
counterparts who are older (>30 years old); male; not born in thedJ8iates;
married; making an income less than $75,000; and not college graduates.
Hypothesis 1Bit is predicted that South Asian Muslim Americans who
are—
= younger € 30 years old)
= female
= born in the United States
= single
= making an income greater than $75,000
= college graduates or higher
will feel more comfortable talking to people outside of their ifanabout a
diagnosis of depression, whereas their counterparts who are ol®€r years
old); male; not born in the United States; making an income ofHass$75,000;
and not college graduates will rely almost exclusively on famiembers to
discuss the diagnosis.
Hypothesis 1Clit is predicted that South Asian Muslim Americans who
are—
= younger € 30 years old)
= female

= born in the United States
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= single

= making an income greater than $75,000
= college graduates or higher
will be more likely to seek professional care for depression,udiid
psychotherapy and psychiatric care, when compared to their coutdevpa are
older (> 30 years old); male; not born in the United States; makirnigcome of
less than $75,000; and not college graduates.
Hypothesis 1Dit is predicted that South Asian Muslim Americans who
are—
= younger € 30 years old)
= female
= born in the United States
= single
= making an income greater than $75,000
= college graduates or higher
will seek professional treatment for lower severity depressmgptoms, whereas
their counterparts who are older (>30 years old); male; not bormeirunited
States; married; making an income of less than $75,000; and not college graduates
will seek professional treatment for more severe depressive symptoms.
Hypothesis 1Eit is predicted that South Asian Muslim Americans who
are—
= older (> 30 years old)

= male
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= not born in the United States

= married
= making an income less than $75,000
= not college graduates

will feel that an ethnic match with their therapist or psyclsais more important

than their counterparts who are younger3Q years old); female; born in the

United States; single; making an income greater than $75,000; aledjecol

graduates.

Research Question 2.

Controlling for the aforementioned demographic variables (age; gebdiery
born in the United States; marital status, income or educationy, vad overall
acculturation scores affect attitudes of South Asian Muslim Avawes towards the
diagnosis and treatment of depression?

Hypothesis 2t is predicted that South Asian Muslim Americans with
higher overall acculturation scores—
= will be more accepting of a clinical diagnosis of depression.
= will feel more comfortable talking to people outside of their
family about a diagnosis of depression.
= will be more likely to seek professional care for depression,
including psychotherapy and psychiatric care.
= will seek professional treatment for lower severity depressive

symptoms.
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= will feel that an ethnic match with their therapist or psytist

IS not as important

compared to their counterparts with lower overall acculturation scores.
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Chapter Il
Method

Participants

The sample consisted of 427 Muslim-American participants of SouianAs
(Bangladeshi, Indian, or Pakistani) ancestry. Table 1 showesigtese statistics for the
demographic and background characteristics of the sample. Thexensez females in

the sample (73.8%) than males (26.2%). Nearly half of the petits were single

(48.7%), with 44.5% married, 4.0% divorced, 2.3% separated, and .5% widowed. Th

most common country of birth was the USA (42.9%), followed by Bategla (19.9%),
Pakistan (18.7%), and India (7.5%), with 11.0% of the sample indicatimg ®ther
nation. A total of 37.9% of the sample stated that their anceseyesfrom Bangladesh,
while 23.2% stated that their ancestors were from India; 38.9% asfithple stated that
their ancestors were from Pakistan.

Nearly one-third of the sample (32.8%) stated that they werentlyr students,
and nearly half of the sample (48.7%) stated that they had obtaibadhelor’'s degree.
Only 9.8% of the sample stated that their highest level of educa#ismigh school, with
an additional 41.5% stating that they had obtained an undergraduate degiteef tdes
participants (65.8%) stated that they were currently employed, avier half (55.3%)
stating that they had an annual household income in excess of $75,008aperhe
average age of the participants was 30.67 years Sl £ 9.18). A total of 244
participants stated that they had not been born in the USA, and seriadicipants the
average number of years living in the USA was 17518 € 8.92).

Table 1
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Demographic and Background Characteristics of the Sanpke427)

Frequency (M) Percentage (S.D.)

Age (30.67) (9.18)
Gender

Male 112 26.2

Female 315 73.8
Marital status

Single (never married) 208 48.7

Married 190 44.5

Separated 10 2.3

Divorced 17 4.0

Widowed 2 5
Country of birth

USA 183 42.9

Bangladesh 85 19.9

India 32 7.5

Pakistan 80 18.7

Other 47 11.0
Years living in the U.S.n(= 244) (17.26) (8.92)
Where ancestors were from

Bangladesh 162 37.9

India 99 23.2

Pakistan 166 38.9
Currently a student

No 287 67.2

Yes 140 32.8
Highest degree received

High school 42 9.8

Undergraduate degree 177 41.5

Graduate degree 208 48.7
Currently employed

No 146 34.2

Yes 281 65.8
Annual household income

Less than $75,000 191 44.7

More than $75,000 236 55.3
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Subjects were asked a series of questions to better understaalk thielslam in

their daily lives. Nearly three-quarters of the sample (74.8%éhtified as being
moderately religious. Over half of participants reported praying times per day
(n=245, 57.4%) and fasting daily during Ramadan (n=203, 47.5%). In addition,
approximately a quarter of all participants in this study (n=2a#4%) reported reading
the Quran at least weekly. Finally, 87 participants (20.4%9nted consulting with an
imam at least monthly about personal issues. This suggestshihasample self-
identifies as a fairly religious group with approximately haflfthe subjects routinely
following the basic tenets of Islam. However, there wasry/fbroad range of practices
with some subjects following the basic tenets more stricity @thers being less routine
in their practice. This should be taken into consideration when comngjdee results
and generalizing to the greater South Asian Muslim American population.
Procedure

The primary method of recruitment in this study was throughtenic mailing
lists of various secular South Asian Muslim networking organizati@ecifically, e-
mails were sent to graduate school chapters of Muslim Studestsciations, various
chapters of Council for the Advancement of Muslim Professionals (€AMnd the
Muslim Public Affairs Council. Also, an event page was createdracebook inviting
individuals who self-identified as South Asian Muslim Americans tigyate in the
study. Furthermore, awareness of this study was furtheradjme word-of-mouth, as
interested individuals forwarded information about the study to @ith&ubjects were
recruited for this study were between the ages of 18 and 65 glelarself-identified

Sunni Muslims; of South Asian origin; first generation (immigiate the U.S.) or
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second generation (have parents who immigrated to the U.S.) immjgazdtswvere

fluent in English. Given the fact that participants completedstheéy over the internet
and were not asked where in the U.S. they currently lived nhivtipossible to ascertain
where most participants cam from (e.g., large metropolitaescisuburbs, or rural
locations). This, unfortunately, is a limitation of the study andsithe generalizability
of the results.

Subjects were asked to complete an online survey on beliefstdndest towards
mental health issues and were told that they would be answeriatioggepertaining to
attitudes, social behavior, cultural beliefs and practices thgtinfluence their feelings
towards emotional problems. The questionnaire was posted online on

www.SurveyMonkey.comand took approximately 30 minutes to complete. Subjects

provided informed consent before completing the questionnaire (see Appenpag®
112) and were given the option to discontinue participation at any witheut any
negative impact.

Information collected in this study was kept strictly confidantNo identifying
information was collected from subjects, and all subjects wesigreesl a numerical 1D
number after signing consent. All electronic questionnaire dasastored on a password
protected computer.

Measures

Subjects were asked to complete a questionnaire regardingledtiowards the

diagnosis and treatment of depression. The questionnaire (see AppendigeBl15)

consisted of six distinct sections.
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Section I—Clinical vignettes.

In the first section of the questionnaire, the subject was itstium read
vignettes about two people with depression (one moderate and one semkag)swer
several questions regarding each vignette. On the online versidwothenettes were
alternated between subjects in order to control for order ancgeffdcts. The subject
was asked to identify how strongly they agreed with the diagmgpseh based on the
vignette, how strongly they agreed with several differentwetgrons for the depression,
and how effective they felt that the interventions would be. The purddbke vignettes
was to allow subjects to express their understanding and beliefs @dyanatssion, its
diagnosis, and treatment even if the subject did not have any perspeaéece with the
subject matter. It was also believed that subjects may fedvenore comfortable
answering questions about depression when the questions are of a hypothetical nature

Section [l— Emotional history.

In this section, the subject was asked about his or her emotionay histhuding
whether the subject felt he or she was ever depressed, or iliy farembers ever
suggested that the subject may have been depressed. Furthermsubjdbewas asked
how they dealt with the depression. If the subject had previously spugfessional
treatment, the subject was also asked if he or she felathathnic or religious match
between the subject and the provider was important.

Section Ill—Attitudes towards seeking professional psychologad help scale
(abbreviated form).

In the third section, the subject was asked to complete the abbudiaateof the

Attitudes towards Seeking Professional Psychological Help $E&eher and Farina,
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1995). This unidimensional scale is a 10-item version of the origBvatem Attitudes

towards Seeking Professional Psychological Help (Fischer andrTa®i&). Subjects
were asked to rate each of the ten statements on a 4-point tdladet (O- disagree; 1-
partly disagree; 2- partly agree; 3- agree). Five of #radtare scored as “straight” pro-
help-seeking items, while the other five are scored as “revargi-help-seeking items,
totaling to a potential score range of 0 to 30. The abbreviated $kal¢he original
scale, was able to reliably differentiate those who have spugtgssional psychological
treatment from those who have not (p<.0001). In addition, the scores tirem
abbreviated form of the scale correlated 0.87 (N=62) with the origeraion of the
scale. Finally, the test-retest correlation for the abared form with a 1-month interval
administrations was 0.80, while the test-retest reliabilityhef ariginal form with a 1-
month interval was 0.82. Given the fact that the psychometric prepeoti the
abbreviated scale are similar to those of the original scéiée weducing the burden of
time on subjects having to complete the measure, it was decideth¢habbreviated
form of the Attitudes towards Seeking Professional Psycholoblield was appropriate
for this study.

Section IV—Religious identity.

The fourth section asked questions about the subject’s religiouscpsaeind
religious identity. Subjects were asked how religious they candiidenselves, how
often they read the Quran or other religious texts, as wdibasoften they pray, fast,
and consult a religious leader for advice.

Section V—Acculturation rating scale for Mexican Americans-Il (ARSMA-

I)—shortened version.
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The fifth section of the questionnaire is a modified version oskiwet version of

the revised Acculturation Rating Scale for Mexican AmerichnfBARSMA-II), a
multidimensional instrument that measures the subject’s orientati@rd his native and
American culture independently (Cuéllar, Arnold, and Maldonado, 1995). The
ASRMA-II-SV scale consists of 12 statements with whichsihigiect is asked to indicate
his or her agreement (1= Not at all; 2= Very little or noyw&ten; 3= Moderately; 4=
Much or very often; 5= Extremely often or almost always).hds been found to be
reliable @ = 0.87), and consists of two subscales, measuring Mexican tinan{é
items) and Anglo orientation (6 items). Past research on slexglture has shown that
there were two primary factors: Mexican Acculturation, composdteonfs 1, 3, 6, 7, 8,
and 11, and Anglo (Caucasian) Acculturation, composed of Items 2, 4, 5, ®d102 a
(Campos et al.,, 2007). An overall acculturation score is calculatexliitracting the
mean score for Mexican orientation from the mean score foloAsrientation. Higher
overall acculturation scores indicate greater English preferembereas lower scores
indicate greater Spanish preference.

In this study, the ARSMA-II-SV was modified so that thertéiMexican” was
replaced with “South Asian”. This is similar to techniques usexhar studies of Asian
populations (Farver, Narang & Badha, 2002; Lee, Choe, Kim & Ngo, 2000).e \ttieile
are several acculturation scales available, the ARSMA/I&s chosen because it has
been validated in an Asian-American population (Lee, Yoon, Liu-Tom, 2006}his
study, a confirmatory factor analysis was done to deternitieeitwo aforementioned
factors (Mexican orientation and Anglo orientation) translated intS8oath Asian

Acculturation factor and a Caucasian Acculturation factor (§geendix C, Figure C1,
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page 125 for model). Following the method described in the previous paAragia

overall acculturation score was calculated by subtractingiten score for South Asian
orientation from the mean score for Anglo orientation.

Section VI—Demographic information.

The final section collected basic demographic information, inclugiemgler, age,
marital
status, country of birth, number of years living in the United States, educatidng) sta

employment status, and household income.
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Chapter IV

Results

This chapter focuses on the results of the analyses performaddtess the
research questions of this study. In the first section, the cotapssores for
acculturation and attitudes regarding seeking help from profesgsgehologists are
described. Next, the results of the confirmatory factor arsabysdl exploratory principal
component analysis of the ARSMA-II-SV are discussed. Nexh ehthe two research
guestion is addressed and the results of additional exploratorysesaye presented.
Finally, a summary of findings is provided.

Descriptive Statistics

In this section of the results, descriptive statisticsHerdomposite scores utilized
in this analysis are provided. Table 2 contains descriptive tetsitior the Attitudes
toward Professional Psychological Help and Acculturation compositesscScores for
the Attitudes toward Professional Psychological Help scale agaessible range from 0
(indicating an entirely negative attitude toward professional psygitalohelp) to 30
(indicating an entirely positive attitude toward professional pswchcdl help).
Therefore the mean of 21.28[) = 3.74) indicates a substantially positive attitude toward

psychological help in this sample.
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With regard to the acculturation scores, a higher score on the Soigh As

Orientation scale or the Caucasian Orientation scale iediaastronger orientation

toward the named culture. Therefore, the fact that the Caucasemiafion scores had a

higher meanNl = 4.25,SD =.75) than the South Asian Orientation scomds= 2.52,

SD = 75) indicates that the sample exhibited higher level of orientatowards

Caucasian culture than to South Asian culture. In other words, theesamnmbsitively

acculturated towards the Caucasian culture. This is alsotesfla@t the positive Total

Acculturation score Nl = 1.73, SD = .94), which was computed as the difference

between Caucasian Orientation score and the South Asian Orientation score.

Table 2

Descriptive Statistics for Composite Scofds=(427)

Attitudes toward Professional Psychological Help

Acculturation
South Asian Orientation
Caucasian Orientation
Total Acculturation

21.20

2.52
4.25
1.73

SD

3.74

75

57
94
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Table 3 shows the correlations between the demographic variabteshe

Caucasian Orientation, South Asian Orientation, and Total Acculturstames. For age,
the correlations are Pearson correlation coefficients, whilth®dichotomous variables
the correlations are point biserial coefficients. Gender wastiwelyacorrelated with
Caucasian Orientation scoreg, (¥ -.11,p = .029). Given that gender was coded as 0 =
female and 1 = male, the negative correlation indicated that females had raghasi@n
Orientation scores than males. Being born in the U.S. had aiveegarrelation with
South Asian Orientation dy = -.14, p = .003) and a positive correlation with Total
Acculturation (pp = .15,p = .002). This indicated that those who were born in the U.S.
had lower South Asian Orientation scores and higher Total Accutinratiores. Income
was positively correlated with Caucasian Orientatign<r.14,p = .005), indicating that
those with incomes above $75,000 tended to have higher Caucasian Oriestatém
Finally, having an undergraduate degree was positively correlatdd Caucasian
Orientation (§, = .11,p = .025) and negatively correlated with Total Acculturation scores
(rop = -.11,p = .027), indicating that those with an undergraduate degree tendedeto ha
higher Caucasian Orientation scores and lower Total Acculturatmmess In summary,
higher Caucasian Orientation scores were found for female participaneswitiosigher
incomes, and those with undergraduate degrees, while higher South Amatation
scores were found for those who were not born in the U.S. Age, mstatak, and
having a graduate degree were not correlated with eitheraSiam Orientation or South
Asian Orientation. Higher Total Acculturation scores were foundtHose who were

born in the U.S. and did not have an undergraduate degree.
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Table 3

Correlations Between Demographic Variables and Acculturation Scres4@7)

ltem Caucasian Orientatio South Asian Orientatic Total Acculturation
Age .01 .02 .00
Gender -.11* .00 -.07
Born in the U.S. .06 - 14%* 15%*
Marital status .02 .03 -.01
Income 14+ .02 .06
Undergraduate degree A1 -.05 -11*
Graduate degree -.07 .02 -.06

*p < .05. *p < .0L.

Table 4 shows the correlations among the eight composite sca@srushis
study. Acceptance of a Clinical Diagnosis of Depression scores wereglgsibrrelated
with scores on the Comfort Level Talking to People Outside thelyaoale ¢ = .15,p
= .002), the Likelihood of Seeking Professional Help for Depressioe ¢cal .22, p <
.001), Attitudes toward Seeking Professional Psychological Helpdpression scale (
=.17,p =.001), and Importance of the Ethnic Match scake (10,p = .038). Scores on
the Comfort Level Talking to People Outside the Family scalieepositively correlated
with scores on the Likelihood of Seeking Professional Help for Dapressale i( = .28,
p <.001) and scores on the Importance of the Ethnic Match scale2@,p < .001). In
addition, scores on the Likelihood of Seeking Professional Help foreBgipn scale
were positively correlated with Attitudes toward Seeking Psidesl Psychological
Help for Depression scale £ .26,p < .001) and scores on the Importance of the Ethnic

Match scaler(= .39,p <.001).
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Scores on the Attitudes toward Seeking Professional Psychdlddelp for

Depression scale were positively correlated with scores ohmhertance of the Ethnic

Match scaler(= .13, p = .006), Caucasian Orientation scores=(.19,p < .001), and

Total Acculturation scoresr (= .22, p < .001), and negatively correlated with South

Asian Orientation scores € -.13, p

= .006). Caucasian Orientation scores were not

correlated with South Asian Orientation scores (-.01, p = .794), but were positively

correlated with Total Acculturation scores< .61, p < .001). South Asian Orientation

scores were negatively correlated with Total Acculturation scores80,p < .001).

Table 4

Correlations Among Composite Scorbks<427)

Score

1. Acceptance of a Clinical
Diagnosis of Depress

2. Comfort Level Talking to
People Outside the Family

3. Likelihood of Seeking
Professional Help for
Depression

4. Attitudes toward Seeking
Professional Psychological
Help for Depression

5. Importance of Ethnic Matcl

6. Caucasian Acculturation
7. South Asian Acculturation

8. Total Acculturation

1.00

15%*

22%*

A7

.10*
.08
.01
.04

1.00

.28**

.04

.26**

-.03
.01
-.03

1.00

.26%*

.39**

-.02
.06
-.06

4, 5
1.00
A3 1.00
19 -.06
- 13%* .06
22%* -.09

6 7. 8
1.00
-01 1.00

.61**  -80* 1.00

*p <.05. **p <.01.
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In summary, among the five composite variables related to diagaosis

treatment of depression, all correlations were positive andtisiatis significant with the
exception of the correlation between Comfort Level Talking to PeQultside the
Family and Attitudes toward Seeking Professional Psychologlef for Depression.
The strongest correlation among these variables was betiveeimportance of the
Ethnic Match and the Likelihood of Seeking Professional Help forr&sppon scales.
Among these five scales, the only scale with statisticadjgificant correlations with the
acculturation scales was the Attitudes toward Seeking Profes$tsgahological Help
for Depression scale, which was positively correlated with batihic&sian Orientation
and Total Acculturation, and negatively correlated with South Asia@m@tion. Finally,
the three scores were correlated in the expected directiotis Caucasian Orientation
having a positive correlation with Total Acculturation scores wiSleuth Asian

Orientation had a negative correlation with Total Acculturation.

Factor Analysis

Confirmatory factor analysis.

A confirmatory factor analysis was conducted to examine therfatructure of
the ARSMA-II-SV items. The results from the confirmatorytéa@nalysis indicated that
the hypothesized factor structure did not fit well. Specificallg model was rejected via
the y? test,y*(53) = 543.44, p < .001. Similarly, the fit indices indicated poor fit ter t

model: GFI = .80, AGFI = .71, PGFI = .55, NFI = .55, TLI = .47.
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Exploratory principal component analysis.

An exploratory principal component analysis (with varimax rotatiorgs
performed to examine the factor structure of the ARSMA-II-8ms, with results
shown in Table 5. There were three eigenvalues greater than tmeinitial analysis:

2.74, 2.31, and 1.36. Therefore, three components were extracted and rotated via
varimax. Table 5 shows that the first component (20.8% of the varexyained)
consisted of high loadings for the six Caucasian Orientationsitefime second
component consisted of four of the six South Asian Orientation itkemss 6, 7, 8, and
11 (18.0% of the variance explained). The third component consisted mntiaéning
two South Asian Orientation items: Items 1 and 3 (14.7% of the variarglained).
Both of these items relate to South Asian language, which mayirexply a third

component was found in this analysis.
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Table 5

Results of Exploratory Principal Component Analysis of ASRMA-II-S\$ letih Three
Components

(N =427)

Item Component1  Component2  Component 3
(Caucasian (South Asian (South Asian
Orientation) Orientation) Language)

1. I speak a South Asian Language .00 A7 .87

3. | enjoy speaking a South Asian 19 .05 .86

Language

6. | enjoy South Asian TV -.04 .81 .05

7. 1 enjoy South Asian movies 14 72 -.01

8. | enjoy reading South Asian books -.19 .56 .13

11. I think in a South Asian language -.36 .57 .35

2. | speak English .64 -.23 .03

4. | associate with Caucasians .67 13 .16

5. I enjoy listening to English music .58 -.05 .02

9. I write letters in English 43 -.07 .23

10. I think in English 73 -.30 -12

12. My friends are Caucasian .61 .38 -.10

Sum of Squared Loadings 2.50 2.16 1.76

Percentage of Variance Explained 20.8% 18.0% 14.7%

Comparisons were made for the three component scores resuttimg tliie
exploratory principal component analysis based on the participantsogiaphic
characteristics of age, gender, whether or not the participanb@rasin the United
States, marital status, income group, and education. The comslagtween participant

age and the three component scores are shown in Table 6. Age vwagnifaantly
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correlated with the principal scores for Caucasian Orientétion.00, p = .935), South

Asian Orientationr(= .00,p =.928), or South Asian Language<.07,p =.170).

Table 6

Correlations between Age and Exploratory Principal Component Scores

Component 1 Component 2 Component 3
Variable (Caucasian Orientatio (South Asian (South Asian
Orientation) Language)
Age r=.00 @ =.935) r=.00 ( =.928) r=.07 p =.170)

Table 7 shows the mean scores for the three component scoreobhagsadier,
whether or not the participant was born in the United States, marital statuse group,
and education. The independent samples t test comparing Caucasiaatidon scores
between males and females was statistically significed2b} = 2.31,p = .021, with
males M = -.19, SD = 1.04) having lower scores than femal&s £ .07, SD = .98).
There was no difference between males and females in ter&@utf Asian Orientation
scores, t(425) = -.7®, = .437, or South Asian Language scores, t(425) =p63,526.

There were no differences on the principal component scores on diseadba
whether or not the participant was born in the United State€dacasian Orientation
scores, t(425) = -1.8§ = .061, or South Asian Orientation scores, t(425) = 104,
.053, but the difference was statistically significant for SoutlaAsanguage scores,
t(425) = 2.85p = .005. Participants who were born in the U.S. had lower scbfes |

.16,SD =1.00) than those who were not born in the WM6=(.12,SD =.99).
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Table 7

Principal Component Scores as a Function of Gender, Whether or Not the Participanbivas B
in the United States, Marital Status, Income Group, and Education

Component 1 Component 2 Component 3
(Caucasian (South Asian (South Asian
Orientation) Orientation) Language)
Variable M SD M SD M SD
Gender
Female § = 315) .07 .98 -.02 .98 .02 1.01
Male (h =112) -.19 1.04 .06 1.06 -.05 .98
Born in the U.S.
No (n = 244) -.08 1.16 .08 1.05 A2 .99
Yes (= 183) .10 72 -11 .92 -.16 1.00
Marital Status
Unmarried f = 237) -.01 .98 .01 .94 -.07 1.02
Married ( = 190) .02 1.02 -.01 1.07 .09 97
Income
Less than 75Kr(= 191) -.16 1.16 .03 1.04 -.07 1.05
More than 75K 1f = 236) 13 .82 -.02 97 .06 .96
Education
High school f = 42) -.07 .87 .35 .96 -.33 1.09
Undergraduaten(= 177) 14 .85 -.08 .95 .00 .95
Graduaterf = 208) -11 1.12 .00 1.04 .07 1.02

The comparisons between married and unmarried participants nare
statistically significant for Caucasian Orientation scor@®3) = -.30,p = .767, South
Asian Orientation scores, t(425) = .2/5= .790, or South Asian Language scores, t(425)
= -1.64,p = .102. When individuals with low (less than $75,000) and high (more than
$75,000) incomes were compared, the difference was not statistiigtificant for
South Asian Orientation scores, t(425) = p% .610, or South Asian Language scores,
t(425) = -1.28,p = .200. However, the difference was statistically significéomt

Caucasian Orientation scores, t(425) = -3067 .002, with participants with lower
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incomes having lower Caucasian Acculturation sco¥ks (-.16, SD =1.16) than those

with higher incomesM = .13,SD =.82).

In the comparisons based on education, the differences were nsticalbt
significant for South Asian Language scores, F(2, 424) = p.82,061. The difference
between the three education groups was statistically sigmtifibawever, for Caucasian
Orientation scores, F(2, 424) = 3.2157 .041. Follow up Tukey HSD tests indicated that
participants with undergraduate degrees had higher sdédresi4,SD =.85) than those
with graduate degreeM(= -.11,SD =1.12),p = .035, but no other group pairs differed
significantly. In addition, the difference between the three educajroups was
statistically significant for South Asian Orientation scorg®, B24) = 3.20p = .042.
Follow up Tukey HSD tests showed that participants with a high sathalation had
lower scoresNl = -.33, SD =1.09) than those with graduate degrdds=< .07, SD =
1.02),p = .047, but no other pairs of groups differed significantly.

In summary, males and participants with lower incomes hadr|@aecasian
Orientation scores than their counterparts. Participants with uadeege degrees also
had higher Caucasian Orientation scores than their counterptrtgraduate degrees.
Furthermore, participants with a high school education had lower SAsién
Orientation scores than participants with graduate degreesllyFpaticipants born in
the United States had lower South Asian language scores tharcékinterparts who
were not born in the United States.

A second exploratory principal component analysis was conductedyspgtifo
components (rather than using the eigenvalues-greater-than-on& h@epsults of this

analysis are shown in Table 8. There is a clear distinction betwlee Caucasian



54
Orientation items (Component 1) and the South Asian Orientation {ttamponent 2).

Item 3, “I enjoy speaking a South Asian language” had moderate lsadimgboth
components (0.396) , while Item 10, “I think in English” had a secondarytinega
loading on the South Asian Orientation component (-0.38). While thesedteatial
cross-loadings emerged, both of these values were below the coneémtiiterion of
0.40. Therefore, a two-component model was decided to be apprdpridhés study

and was used for subsequent analyses.

Table 8

Results of Exploratory Principal Component Analysis of ASRMA-II-SV Items with Two
ComponentsN = 427)

Item Component 1 Component 2

(Caucasian (South Asian

Acculturation) Acculturation)
1. | speak a South Asian Language .20 .64
3. I enjoy speaking a South Asian Language 0.40 .52
6. | enjoy South Asian TV -.08 .69
7. 1 enjoy South Asian movies .08 .56
8. | enjoy reading South Asian books -.19 .55
11. I think in a South Asian language -.29 .70
2. | speak English .64 -.23
4. | associate with Caucasians .68 14
5. I enjoy listening to English music .57 -.08
9. I write letters in English A7 .04
10. I think in English .70 -.38
12. My friends are Caucasian .54 .20
Sum of Squared Loadings 2.53 2.53

Percentage of Variance Explained 21.1% 21.0%
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Summary of factor analysis results.

In conclusion, while the confirmatory factor analysis, which allé@vano cross-
loadings between components, suggested that the hypothesized wvostaation did
not provide a good fit to the data, subsequent exploratory principal com@rayses,
which allow for minimal cross-loadings between components, suggéstiea two-factor
model could still be used. Exploratory results using the eigenvakster than one
method indicated that a separate component may be required distinggsuth Asian
language orientation to other forms of South Asian orientation. In candary
exploratory principal component analysis, the factors were fartcedwo components
and there were no significant cross-loadings for the items. héfarbre, a reliability
analysis was also conducted (using Cronbael)'dor the two scores, resulting in
coefficients of .67 for South Asian Orientation and .64 for Cauc&ismntation. While
these values are slightly below the conventional criterion of .70,démonstrate that
there is some reliability to the two scores. Therefore, vihdee are some psychometric
weaknesses to the two orientation scores, there is enough evideneetheses scores,
along with the Total Acculturation scores, in answering the tweareh questions of this
study.

Inferential Statistics

Results for Research Question 1.

The first research question of this study was: Which demographiables (age;
gender; being born in the United States; marital status, inammeducation) affect

attitudes of South Asian Muslim Americans towards the diagnasisteeatment of
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depression? To answer this research question, a series of WAl@Dalyses were

performed with the following dependent variables:

1.

2.

3.

4,

5.

Acceptance of a clinical diagnosis of depression (4 items)

Comfort level talking to people outside of their family about depression (6 items)
Likelihood of seeking professional care for depression (4 items)

Attitudes toward Professional Psychological Help scale (10 items)

Importance of an ethnic match with their mental health provider (4 items)

The items composing each of these dependent variables are reviewed in Appendix D

(page 126). In each analysis, the independent variables were:

1.

2.

3.

Age (continuous)

Gender (0 = female, 1 = male)

Whether or not the participant was born in the U.S. (0 = no, 1 = yes)

Marital status (O = unmarried, 1 = married)

Income (0 = less than $75,000, 1 = more than $75,000)

Educational status (coded into two dummy variables representing urdiextga
degrees (0 = not undergraduate degree, 1 = undergraduate degresdaatieg
degrees (0 = not graduate degree, 1 = graduate degree).

The results of the ANCOVA with scores on the Acceptance dfliaical

Diagnosis of Depression scale as the dependent variable are shown in Table 9thewvo of

independent variables were statistically significant as pradicof scores on the

Acceptance of a Clinical Diagnosis of Depression composite sEos#, having an

undergraduate degree was statistically significant, F(1, 419) = f.7/4,.003. An

examination of the estimated marginal means indicated that thvbge had an
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undergraduate degree tended to have higher scores on thisMcal&8.83, SE =.07)

than those who did not| = 3.54, SE =.05). Second, having a graduate degree was
statistically significant, F(1, 419) = 5.23, p = .023. The marginalnsxéadicated that
those with a graduate degréd € 3.80,SE =.07) had higher scores on this dependent
variable than those who did ndil = 3.57,SE =.05). Therefore, based on the results of
the ANCOVA analysis, more educated participants were moecepéing of a clinical

diagnosis of clinical depression.

Table 9

Results of ANCOVA with Acceptance of a Clinical Diagnosis of Depression as the
Dependent VariableN = 427)

Sumof  df Mean F P n?

Squares Squares
Age .34 1 34 1.13 .288 .00
Gender A7 1 A7 1.58 210 .00
Born in the U.S. .06 1 .06 21 .647 .00
Marital status .08 1 .08 .26 .610 .00
Income .08 1 .08 27 .601 .00
Undergraduate degree 2.61 1 2.61 8.71 .003 .02
Graduate degree 1.57 1 1.57 5.23 .023 .01
Error 125.71 419 .30

Total 129.88 426
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Table 10 shows the results of the ANCOVA with the composite score for Comfort

Level Talking to People Outside the Family serving as thert#gmt variable. In this
analysis, none of the independent variables were statisticalificant. Therefore, it can
be concluded that age, gender, being born in the U.S., martiak,statome, and
education were not related to the how likely the participants twespeak with someone

outside their family about depression.

Table 10

Results of ANCOVA with Comfort Level Talking to People Outside the Fantilg as t
Dependent VariableN = 427)

Sumof  df Mean F P n’
Squares Squares
Age 44 1 44 3.13 077 .01
Gender .20 1 .20 1.43 232 .00
Born in the U.S. .00 1 .00 .00 .983 .00
Marital status .23 1 .23 1.68 196 .00
Income .03 1 .03 .18 670 .00
Undergraduate degree .03 1 .03 .20 .656 .00
Graduate degree .01 1 .01 .07 .796 .00
Error 58.67 419 14
Total 59.49 426

The next analysis included the Likelihood of Seeking Professiongd kel
Depression scores as the dependent variable, with results shoallenll. Again, none

of the independent variables had a statistically significamicefh this analysis. This
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indicated that age, gender, being born in the U.S., marital status, inendheducation

did not have an effect on how likely the participants were to sedkgsional help for

depression.

Table 11

Results of ANCOVA with Likelihood of Seeking Professional Help for Depresstom as t
Dependent VariableN = 427)

Sumof  df Mean F P n’
Squares Squares
Age A3 1 13 .69 407 .00
Gender .25 1 .25 1.31 .253 .00
Born in the U.S. .00 1 .00 .00 .986 .00
Marital status .01 1 .01 .05 .829 .00
Income .02 1 .02 A1 137 .00
Undergraduate degree .02 1 .02 A1 746 .00
Graduate degree A2 1 A2 .66 417 .00
Error 79.17 419 19
Total 80.01 426

Table 12 shows the results of the ANCOVA with composite scareAttitudes
toward Seeking Professional Psychological Help for Depressioth@sdependent
variable. Here, there were three statistically signifiedfeécts. Gender had a statistically
significant effect, F(1, 419) = 9.63, p = .002, with mals= 20.49,SE =.36) having
lower scores than femalebl (= 21.75,SE =.22). Second, those with an undergraduate

degree had higher scoréd € 22.20, SED=.44) than those who did nigit € 20.04,SE
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= .34), F(1, 419) = 10.51, p = .001. Third, those who had a graduate degree had higher

scores M = 22.20,SE =.44) than those who did nd¥i(= 20.04,SE =.36), F(1, 419) =
10.46, p = .001. Therefore, the individuals with the most positive attitudes sd®king
professional psychological help for depression were females and thitls higher

education degrees.

Table 12

Results of ANCOVA with Attitudes toward Seeking Professional PsychologicabHelp f
Depression as the Dependent Variate=427)

Sumof  df Mean F P n’
Squares Squares
Age 16.15 1 16.15 1.20 274 .00
Gender 129.44 1 129.44 9.63 .002 .02
Born in the U.S. 2.12 1 2.12 .16 .692 .00
Marital status 2.10 1 2.10 16 .693 .00
Income .02 1 .02 .00 .968 .00
Undergraduate degree 141.30 1 141.30 10.51 .001 .02
Graduate degree 140.62 1 140.62 10.46 .001 .02
Error 5633.93 419 13.45
Total 5967.27 426

The final ANCOVA included the composite score for the Importanceéhef
Ethnic Match as the dependent variable, with results shown in Tabloh@. of the

independent variables were statistically significant. This iteleccthat age, gender, being
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born in the U.S., marital status, income, and education did not havdeah @f the

perceived importance of an ethnic match with the psychological servicel@rovi

Table 13

Results of ANCOVA with Importance of Ethnic Match as the DepeN@eiatle (N =

427)
Sumof  df Mean F p H?
Squares Squares
Age 13 1 A3 .60 439 .00
Gender .03 1 .03 15 .696 .00
Born in the U.S. .02 1 .02 .08 .780 .00
Marital status .04 1 .04 .20 .656 .00
Income .07 1 .07 .33 567 .00
Undergraduate degree .02 1 .02 .09 761 .00
Graduate degree .68 1 .68 3.11 .079 .01
Error 92.26 419 22
Total 94.60 426

Results for Research Question 2.

The second research question was: Controlling for the aforementioned
demographic variables (age; gender; being born in the United Stasegal status,
income or education), how will overall acculturation scores afftitudes of South
Asian Muslim Americans towards the diagnosis and treatmet¢meession? To answer
this question, five multiple regression analyses were performedpoeach of the five

dependent variables listed above. The control variables were theydgrhiz variables,
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and the independent variable was the overall Acculturation scoee.démographic

variables were entered in a stepwise fashion, then the independeableva
(Acculturation) was entered into the model.

Table 14 shows the results of the regression analysis withpfscue of a
Clinical Diagnosis of Depression scores as the dependent variabhe stepwise entry
of the control variable, there were no statistically sigarfit effects, and therefore none
of the control variables were entered into the model. When Accuttoratiores were
entered, the model was not statistically signific&ts.01,F(1, 425) = .73p = .393. The
results indicated that neither the control variables nor scoreseoAdculturation scale

were related to scores on the Acceptance of a Clinical Diagnosis of Bieprsesale.

Table 14

Results of Regression Analysis with Acceptance of a Clinical Diagnosis of Deprassi
the Dependent VariabldN(= 427)

B Sk B t p
Block 1
*No control variables were statistically
significant
Block 2
Constant 3.59 .06 64.34  .000
Acculturation .02 .03 .04 .86 .393

Note.Block 2R <.01,F(1, 425) = .73p = .393.
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The next regression analysis employed scores on the meastoemédrt Level

Talking to People Outside the Family as the dependent variablee T&8bshows that,
again, none of the control variables was statistically significanthe initial stepwise
model, and therefore none of the control variables were entered hatanodel.
Acculturation scores, entered next, were also not statistis@hjficant, R < .01, F(1,

425) = .28,p = .594. Thus, the control variables and Acculturation scores were not

related to scores on the Comfort Level Talking to People Outside the Faaldy s

Table 15

Results of Regression Analysis with Comfort Level Talking to People Outsidenttg F
as the Dependent Variablbl € 427)

B Sk B t p
Block 1
*No control variables were statistically
significant
Block 2
Constant 3.35 .04 88.73  .000
Acculturation -.01 .02 -.03 -.53 594

Note.Block 2R° < .01,F(1, 425) = .28p = .594.
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Table 16 shows the results of regression analysis with Likelihoa8eeking

Professional Help for Depression as the dependent variable. Ndre adntrol variables
was statistically significant in the initial stepwise modehaf' Acculturation scores were
then entered, the result was not statistically signifidght .01, F(1, 425) = 1.55p =
.214. Therefore, it can be concluded that none of the control variabtesrelated to
scores on the Likelihood of Seeking Professional Help for Depressiale, and

Acculturation scores were similarly not statistically significant

Table 16

Results of Regression Analysis with Likelihood of Seeking Professional Help for
Depression as the Dependent Variate=427)

B Sk B t p
Block 1
*No control variables were statistically
significant
Block 2
Constant 3.61 .04 82.41 .000
-.03 .02 -.06 -1.25 214

Acculturation

Note.Block 2R* < .01,F(1, 425) = 1.55p = .214.
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Table 17 shows the results of the regression analysis withssooréhe Attitudes

toward Seeking Professional Psychological Help for Depressiae ss the dependent
variable. In this analysis, two of the control variables werésstatlly significant. The
first variable entered into the regression equation was gendethianmggression model
was statistically significanf = .02,F(1, 425) = 8.07p = .005. The negative regression
coefficient for genderf( = -.14) indicated that females had more positive scores on this
scale than males. The second control variable entered into thesiegrenodel was age,
which resulted in a statistically significant increaseha prediction of scores on the
Attitudes toward Seeking Professional Psychological Help far&ssion scale, Change
R = .01, Chang&(1, 424) = 4.45p = .035. The positive regression coefficient for gye (
= .10) indicated that older participants tended to have more posititgl@st toward
seeking professional psychological help for depression. None of the cthéol
variables was statistically significant, and therefore timal ficontrol variable model
contained only gender and age. When Acculturation scores wereiadtedhird block

of this model the increase in the prediction of Attitudes towardkiSgedProfessional
Psychological Help for Depression scores was statistisalyificant, Chang&® = .05,
ChangeF(1, 423) = 20.42p < .001. The positive regression coefficient for Acculturation
scores = .21) indicated that participants with higher Acculturation scatso tended to
have higher scores on the Attitudes toward Seeking Professisy@idbogical Help for
Depression scale. Therefore, the results showed that Acculturaboesswvere able to
predict Attitudes toward Seeking Professional Psychological Helpdpression scores,

even when controlling for the demographic variables.
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Table 17

Results of Regression Analysis with Attitudes toward Seeking Professional Psgehologi
Help for Depression as the Dependent Variable=(427)

B Sk B t p

Block 1

Constant 21.51 .21 102.84 .000

Gender -1.16 41 -14 -2.84 .005
Block 2

Constant 20.26 .63 32.26 .000

Gender -1.22 41 -14 -2.99 .003

Age .04 .02 .10 2.11 .035
Block 3

Constant 18.78 .70 26.97 .000

Gender -1.10 .40 -13 -2.75 .006

Age .04 .02 .10 2.15 .032

Acculturation .84 .19 21 452 .000

Note. Block 1 R = .02, F(1, 425) = 8.07, p = .005; Block 2 ChaRje= .01, Change F(1, 424) = 4.45, p =
.035; Block 3 Change®= .05, Change F(1, 423) = 20.42, p < .001.

The results of the final regression analysis are shown in Te&ldor which
Importance of Ethnic Match scores served as the dependenbleatia the stepwise
analysis of the control variables, having a graduate degrsestatstically significant.
The regression model was statistically significait= .02, F(1, 425) = 9.38p = .002.
The positive regression coefficient for having a graduate défre€el5) indicated that
participants with a graduate degree tended to place gregiertance on ethnic match
with a mental health provider. No other control variables wereststatly significant.

When Acculturation scores were added in the second block, the addiiarahce
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explained was not statistically significant, Charkgél, 424) = 2.59p = .108. Thus,

Acculturation scores were not predictive of scores on the Impor@inEghnic Match

scale when controlling for having a graduate degree.

Table 18

Results of Regression Analysis with Importance of Ethnic Match a®dpendent
Variable (N = 427)

B Sk B t P

Block 1

Constant 3.28 .03 103.86 .000

Graduate degree 14 .05 15 3.06 .002
Block 2

Constant 3.34 .05 63.01 .000

Graduate degree 13 .05 14 2.97 .003

Acculturation -.04 .02 -.08 -1.61 .108

Note.Block 1R* = .02,F(1, 425) = 9.38p = .002; Block 2 Chang®’ = .01, Chang€ (1, 424) = 2.59p =
.108.

Exploratory Analyses Examing the Role of Personal History of Depression.

Given that the main findings of this study were for gender and gooica was
posited that perhaps females and more educated participants had sitive pttitudes
towards the diagnosis and treatment of depression becaudeath@grsonal experience
with depression. Subsequent exploratory analyses were conductedinesit@e role of
personal history of depression on attitudes towards the diagnosisremichent of

depression in this sample. In this study, “personal history of sldpré was a computed
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variable coded “yes” if the subject responded positively to anyhef following

guestions: 1) have you ever suspected that you may have been de@ekaed;family
members suggested that you may have been depressed; and 3) hassmopabfever
diagnosed you with depression? In total, 270 participants (63.2% of Jampbeted
having a personal history of depression. The analyses for Beg@aestions 1 and 2
were rerun adding “personal history of depression” as a variaibte the following
results.

Results of Research Question 1 with Personal History of Degssion as an
Additional Independent Variable.

The results of the ANCOVA with scores on the Acceptance dliaical
Diagnosis of Depression scale as the dependent variable are shown in Table 48né
two independent variables that were statistically significarthe initial analysis were
found to be statistically significant predictors of scores on tbeeptance of a Clinical
Diagnosis of Depression composite score in this analysis. Fixshghan undergraduate
degree was statistically significant, F(1, 419) = 8.64, p = .003. Anie&don of the
estimated marginal means indicated that those who had an undergrdegede tended
to have higher scores on this scdle £ 3.83,SE =.07) than those who did nd¥(=
3.53,SE =.05). Second, having a graduate degree was statistically sagmjffe(1, 419)
= 5.10, p = .024. The marginal means indicated that those with a graégate ¥ =
3.80,SE =.07) had higher scores on this dependent variable than those who dvtl=ot (
3.57, SE = .05). Therefore, based on the results of this ANCOVA analysis, more
educated participants were still more accepting of a clinttagnosis of clinical

depression.
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Results of ANCOVA with Acceptance of a Clinical Diagnosis of Depression as the
Dependent Variable and Personal History of Depression as an Independent Vaxiable (

=427)
Sumof  df Mean F p n’
Squares Squares
Age 0.35 1 0.35 1.15 0.285 .00
Gender 0.48 1 0.48 1.60 0.206 .00
Born in the U.S. 0.06 1 .06 21 0.650 .00
Marital status 0.07 1 0.07 0.24 0.624 .00
Income 0.09 1 0.09 0.29 0.593 .00
Undergraduate degree 2.60 1 2.60 8.64 0.003 .02
Graduate degree 1.53 1 1.53 5.10 0.024 .01
Personal History of 0.037 1 0.04 0.12 0.725 0.00
Depression
Error 125.67 418 .30
Total 129.88 426

Table 20 shows the results of the ANCOVA with the composite score for Comfort

Level Talking to People Outside the Family serving as thert#gmt variable. In this

analysis, none of the independent variables were statistiggiljicant. In other words,

age, gender, being born in the U.S., marital status, income, education and persogal histor

of depression did not have an effect on the participant’s responses Canthert Level

Talking to People Outside the Family scale.
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Table 20

Results of ANCOVA with Comfort Level Talking to People Outside the Fantilg as t
Dependent Variable and Personal History of Depression as an Independent VaXiable (
= 427)

Sum of df Mean F p n
Squares Squares
Age 0.44 1 44 3.10 0.08 .01
Gender 0.20 1 .20 1.40 0.237 .00
Born in the U.S. .00 1 .00 .00 0.985 .00
Marital status 0.24 1 0.24 1.71 0.192 .00
Income 0.02 1 0.02 0.17 0.678 .00
Undergraduate degree 0.03 1 .03 0.19 0.661 .00
Graduate degree .01 1 .01 0.06 0.811 .00
Personal History of 0.01 1 0.01 0.08 0.773 0.00
Depression
Error 58.66 418 14
Total 59.49 426

In the next analysis, Likelihood of Seeking Professional Help for é3spmpn
scores were used as the dependent variable. As seen in Table 21, none of the independent
variables had a statistically significant effect in thrsalysis. This indicated that age,
gender, being born in the U.S., marital status, income, educationgesahal history of
depression did not have an effect on how likely the participants weeek professional

help for depression.
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Table 21

Results of ANCOVA with Likelihood of Seeking Professional Help for Depresslom as t
Dependent Variable and Personal History of Depression as an Independent VaXiable (
= 427)

Sum of df Mean F p n
Squares Squares
Age 0.12 1 0.12 0.65 0.420 .00
Gender 0.23 1 0.23 1.24 0.267 .00
Born in the U.S. .00 1 .00 .00 0.979 .00
Marital status .01 1 .01 0.07 0.794 .00
Income .02 1 .02 0.10 0.760 .00
Undergraduate degree .02 1 .02 0.12 0.731 .00
Graduate degree 0.14 1 0.14 0.75 0.386 .00
Personal History of 0.14 1 0.14 0.76 0.383 0.00
Depression
Error 79.03 418 19
Total 80.01 426

Table 22 shows the results of the ANCOVA with composite scoreétiitudes
toward Seeking Professional Psychological Help for Depressiothesdependent
variable. Four statistically significant effects were foundnd& had a statistically
significant effect, F(1, 419) = 10.14, p = .002, with maMs=(20.56,SE =.36) having
lower scores than femaleldl = 21.86,SE =.23). Those with undergraduate degrees had
higher scoresM = 22.30,SE =.45) than those who did nd¥i(= 20.12,SE =.34), F(1,
419) = 10.88, p = .001. Third, those who had a graduate degree had higherMcores (

22.34,SE =.44) than those who did nai(= 20.08,SE =.36), F(1, 419) = 11.34, p =
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.001. Finally, those with a personal history of depression had lowersstbr= 20.84,

SE =.26) than those without a personal histaw+£ 21.58,SE =.32), F(1, 419) = 4.01,
p = .046. Therefore, the individuals with the most positive attitudes atEmKing
professional psychological help for depression were females, thuseindergraduate

and graduate degrees, and those without a personal history of depression.

Table 22

Results of ANCOVA with Attitudes toward Seeking Professional PsychologicabHelp f
Depression as the Dependent Variable and Personal History of Depression as an
Independent VariableN = 427)

Sum of df Mean F p n
Squares Squares
Age 14.64 1 14.64 1.10 0.296 .00
Gender 135.42 1 135.42 10.14 .002 .02
Born in the U.S. 2.35 1 2.35 0.18 0.675 .00
Marital status 3.33 1 3.33 0.25 0.618 .00
Income 0.01 1 0.01 .00 0.977 .00
Undergraduate degree 145.24 1 145.24 10.88 .001 0.03
Graduate degree 151.43 1 151.43 11.34 .001 0.03
Personal History of 53.52 1 53.52 4.01 0.046 0.01
Depression
Error 5580.42 418 13.35
Total 5967.27 426

Finally, the results of the ANCOVA with composite score fog tmportance of
the Ethnic Match as the dependent variable are shown in Table 23. dfotine

independent variables were statistically significant. Thergfige, gender, being born in
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the U.S., marital status, income, education, and personal history otsieprelid not

affect the perceived importance of an ethnic match with thehpkygical service

provider.

Table 23
Results of ANCOVA with Importance of Ethnic Match as the Dependeiabb and

Personal History of Depression as an Independent Variable (N = 427)

Sum of df Mean F p n
Squares Squares
Age A3 1 A3 0.59 0.444 .00
Gender .03 1 .03 15 0.703 .00
Born in the U.S. .02 1 .02 .08 0.778 .00
Marital status 0.05 1 0.05 0.21 0.647 .00
Income .07 1 .07 0.32 0.574 .00
Undergraduate degree .02 1 .02 0.10 0.757 .00
Graduate degree 0.70 1 0.70 3.15 0.077 .01
Personal History of 0.02 1 0.02 0.07 0.796 0.00
Depression
Error 92.25 418 22

Total 94.60 426
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Results of Research Question 2 with Personal History of Degssion as an

Additional Control Variable.

Next, the statistical analyses for Research Question 2nerne adding personal
history of depression as a control variable. When Acceptanc€lafiaal Diagnosis of
Depression was used as the dependent variable and the control variables wedlereater
stepwise fashion, there were no statistically significaieices, and therefore none of the
control variables were entered into the model. When Acculturationsse@e entered,
the model was not statistically significaR? <.01,F(1, 425) = .73p = .393. The results
indicated that neither the control variables nor scores on the tAcidn scale were
related to scores on the Acceptance of a Clinical Diagnosis of Depresd@n sca

In the next regression analysis, Comfort Level Talking to PeOpitside the
Family was the dependent variable. Once again, none of the contiablesrwere
statistically significant, and were not entered into the modehe\Acculturation scores
were entered, the model was not statistically signific@ht.01, F(1, 425) = .28p =
.594. Therefore, the control variables and acculturation scores nve¢rpredictive of
scores on the Comfort Level Talking to People Outside the Family scale.

When the regression analysis with Likelihood of Seeking Professiielal for
Depression was conducted, once again, none of the control variablefowseto be
statistically significant and were not entered into the moddéletWAcculturation scores
were entered, the model was not statistically signifidaht.01, F(1, 425) = 1.55p =
.214. The results indicated that neither the control variables nor soorethe
Acculturation scale were related to scores on the Likelihood of Seeking Ryné&dselp

for Depression scale.



75
Table 24 shows the results of the regression analysis withssooréhe Attitudes

toward Seeking Professional Psychological Help for Depressiae ss the dependent
variable. Two of the control variables were found to be statlbtisignificant. The first
variable entered into the regression equation was gender, and tessrey model was
statistically significant® = .02, F(1, 425) = 8.07p = .005. The negative regression
coefficient for genderf( = -1.16) indicated that females had higher scores on this scal
than males. The second control variable entered into the regressiolhwaedeae, which
resulted in a statistically significant increase in the ptexh of scores on the Attitudes
toward Seeking Professional Psychological Help for Depressiale, Chang& = .01,
ChangeF(1, 424) = 4.45p = .035. The positive regression coefficient for ggje (04)
indicated that older participants tended to have higher scores otitueles toward
Seeking Professional Psychological Help for Depression scale. didhe other control
variables was statistically significant; therefore, the Ificantrol variable model
contained only gender and age. When Acculturation scores wereiadtledhird block

of this model the increase in the prediction of Attitudes towarkiSgeProfessional
Psychological Help for Depression scores was statistisalyificant, Changé&® = .05,
ChangeF(1, 423) = 20.42p < .001. The positive regression coefficient for Acculturation
scores [§= .84) indicated that participants with higher Acculturation scbes higher
scores on the Attitudes toward Seeking Professional Psycholétptalfor Depression
scale. In summary, the results showed that, as in the originglsesaAcculturation
scores were able to predict Attitudes toward Seeking Profedd?sychological Help for

Depression scores, when controlling gender and age.
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Table 24

Results of Regression Analysis with Attitudes toward Seeking Professional Psgehologi
Help for Depression as the Dependent Variable and Personal History of Depression as a
Control Variable N = 427)

B Sk B t p

Block 1

Constant 21.51 21 102.84 .000

Gender -1.16 41 -14 -2.84 .005
Block 2

Constant 20.26 .63 32.27 .000

Gender -1.22 41 -14 -2.99 .003

Age .04 .02 .10 2.11 .035
Block 3

Constant 18.78 .70 26.97 .000

Gender -1.10 .40 -13 -2.75 .006

Age .04 .02 .10 2.15 .032

Acculturation .84 .19 21 4.52 .000

Note.Block 1R = .02,F(1, 425) = 8.07p = .005; Block 2 Chang®® = .01, Chang&(1, 424) = 4.45p =
.035; Block 3 ChangB? = .05, Chang€&(1, 423) = 20.42p < .001.

The results of the regression analysis with importance of ethaich as the
dependent variable are shown in Table 25. In the stepwise analyshe control
variables, having a graduate degree was statistically isgmif RZ = .02, F(1, 425) =
9.38,p = .002. The positive regression coefficient for having a gradiegece [f= .14)
indicated that participants with a graduate degree tendedveo thgher scores on the
Importance of Ethnic Match scale. No other control variables veagistically
significant. When Acculturation scores were added in the second blecladditional

variance explained was not statistically significant, Chdngg, 424) = 2.59p = .108.



77
Thus, as in the original analyses, Acculturation scores were rditgore of scores on

the Importance of Ethnic Match scale when controlling for having a geadegree.

Table 25

Results of Regression Analysis with Importance of Ethnic Match as the Dependent
Variable and Personal History of Depression as a Control Varidkle 627)

B Sk B t P

Block 1

Constant 3.28 .03 103.86 .000

Graduate degree 14 .05 15 3.06 .002
Block 2

Constant 3.34 .05 63.01 .000

Graduate degree 13 .05 14 2.97 .003

Acculturation -.04 .02 -.08 -1.61 .108

Note.Block 1R* = .02,F(1, 425) = 9.38p = .002; Block 2 Change’ = .01, Chang€ (1, 424) = 2.59p =
.108.

Summary of Findings

Preliminary analyses in this study consisted of a confirmatacjor analytic
examination of the ARSMA-II-SV Acculturation scale items. Theults indicated that
the data did not fit the a priori two-factor model. Exploratoringpal component
analyses were then conducted and indicated that a third fact@drétatSouth Asian
language orientation may be required. However, when two componerdgsexteacted
and rotated, the items separated into the two expected compongntaimimal, but no

significant cross-loadings.
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The first research question of this study was: Which demographigbles (age;

gender; being born in the United States; marital status, inaomeducation) affect
attitudes of South Asian Muslim Americans towards the diagnosisteeatment of
depression? Five dependent variables were examined for thiscrespsaestion: (a)
acceptance of a clinical diagnosis of depression, (b) feelingoctahfe talking to people
outside of their family about depression, (c) likelihood of seeking gsafeal care for
depression, (d) overall attitudes toward professional psychological hetl (e) the
perceived importance of an ethnic match with the professional. The priesatysrwere:
1. More educated participants were more accepting of a dliti@gnosis of clinical
depression than less educated participants.
2. Females and more educated participants tended to have the magt positides
about seeking professional psychological help for depression.
3. None of the demographic variables were related to feeling cabfertalking to
people outside the family about depression, the likelihood of seekinggimial

help for depression, or the perceived importance of an ethnic match.

The second research question was: Controlling for the aforementioned

demographic variables (age; gender; being born in the United Stasegal status,
income or education), how will overall acculturation scores afftttudes of South
Asian Muslim Americans towards the diagnosis and treatmedémfession? The same
five dependent variables were used for this research question.

1. Neither the control variables nor Acculturation scores were pneglicof

acceptance of a clinical diagnosis of depression, the level of dotafking to
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people outside the family about depression, or the likelihood of seeking

professional help for depression.
2. Females and older participants had more positive attitudes toseeking
professional psychological help for depression. In addition, those witghar
level of acculturation tended to have more positive attitudes tbweeking
professional psychological help for depression even when controllingefaler
and age.
3. For the importance of the ethnic match, more educated particijgsaksd to feel
that this was more important than less educated participants. Eowewvel of
acculturation was not related to the perceived importance of the ethnic match.
Finally, exploratory analyses were conducted to determine thefrplersonal history of
depression on attitudes towards the diagnosis and treatment of aeprdasth research
guestions were rerun adding personal history of depression as an inaepercble.
The findings were:

1. More educated participants continued to have more acceptance ioical cl

diagnosis of depression.

2. In addition to females and participants with undergraduate amtliagea

degrees,

participants without a personal history of depression also had motrtveos

attitudes

about seeking professional psychological help.

3. When the regression analyses for Research Question 2 wene wih

personal history of depression as an additional control variable, the sam
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statistically significant results were found as listed on @&@e In other words,

females and older participants had more positive attitudes towakinge
professional psychological help for depression. Those with higher |l@fels
acculturation also had more positive attitudes toward seeking giaiab
psychological help for depression, after controlling for gender and Mgee
educated participants found ethnic match to be less important. | béve

acculturation was not related to the perceived importance of the ethnic match.
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Chapter V
Discussion

The primary aim of this study is to explore attitudes towahésdiagnosis and
treatment of depression among South Asian Muslim Americans.rtioyar, the role of
acculturation in shaping these attitudes was explored. In this ‘dtidydes towards the
diagnosis and treatment of depression” was defined as 1) a peasorjstance of the
clinical diagnosis of depression in self and/or others; and 2) a pemsoimgness to talk
to others, both within and outside of the community, about the diagnosis etslieprin
self and/or others. Similarly, “attitudes towards the treatraedepression” was defined
as 1) a person’s willingness to undergo psychotherapy or psycluate or recommend
these treatments to others and for what presentation/degree fysefvdepression; and
2) a person’s willingness work with mental health providers who aenufar and/or
different backgrounds to treat depression. Based on the literatoregsearch questions
were developed. First, which demographic variables (age, gender, bmmgn the
United States, marital status, income or education) affect attitudes of Searh\VAsslim
Americans towards the diagnosis and treatment of major degresSecond, controlling
for the aforementioned demographic variables, how do overall accultusatives affect
attitudes towards the diagnosis and treatment of depression in this population?

For the first research question, five hypotheses were devetouketested. First,
it was predicted that South Asian Muslim Americans who were g@u(less than 30
years old), female, born in the United States, single, earnihgigcomes (greater than

$75,000), and possessing at least an undergraduate degree would be nmoiregaufce
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clinical diagnosis of depression compared to their counterparts wre alger, male,

immigrants to the United States, married, earning lower incoara$ not possessing
undergraduate degrees. This hypothesis was partially confirmddre educated

participants, specifically those with undergraduate and gradugieete were more
accepting of a clinical diagnosis of depression than their thgsaged counterparts. Age,
gender, being born in the United States, marital status and ena@me not found to be
significantly associated with acceptance of a clinical diagnosis oést&pn.

Second, it was predicted that South Asian Muslim Americans who yeergger,
female, born in the United States, single, earning higher incomgqossessing college
degrees or higher would feel more comfortable talking to peoplédeut$ their family
about a diagnosis of depression compared to their counterparts wloMer; male;
immigrants to the United States; earning lower incomes, and naegsisg an
undergraduate degree. Third, it was predicted that South Asian MAisignicans who
were younger, female, born in the United States, single, earnghgrhincomes, and
possessing at least an undergraduate degree would be moredilsglgk professional
care for depression, including psychotherapy and psychiatric caen wompared to
their counterparts. Neither of these hypotheses were confirmed.

Fourth, it was predicted that South Asian Muslim Americans whe weunger,
female, born in the United States, single, earning higher inc@ndgyossessing at least
an undergraduate degree would seek professional treatment forslovesity depressive
symptoms compared to their counterparts. This hypothvesss partially confirmed,;
females and those who were more educated had the most positugeattibout seeking

professional psychological help for depression.
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Finally it was predicted that South Asian Muslim Americans wiewe older,

male, immigrants to the United States, married, earning loweomes, and not
possessing an undergraduate degree would feel that an ethnic nithtthew therapist
or psychiatrist was more important than their counterparts who yeeneger, female,
born in the United States, single, earning higher incomes, and pogsasdeast an
undergraduate degree. This hypothesis was also not confirmed.

The second research question examined the role acculturation plakaping
attitudes of South Asian Muslim Americans towards the diagnosisteeatment of
depression. It was hypothesized that South Asian Muslim Anmsriwgh higher overall
acculturation scores as measured by the ARSMA-II would be more accepdingjracal
diagnosis of depression than their counterparts with lower overalt@a@tion scores. It
was also hypothesized that participants with higher overall acatiin scores would
feel more comfortable talking to people outside of their famidgua a diagnosis of
depression. Next, it was hypothesized that South Asian Muslimiganerwith higher
overall acculturation scores would be more likely to seek professicaie for
depression, including psychotherapy and psychiatric care. The afdieneel three
hypotheses were not confirmed. It was also hypothesized thah 3sidn Muslim
Americans with higher overall acculturation scores would seefleggional treatment for
lower severity depressive symptoms. This hypothesis was waudfir The results found
that those with higher acculturation scores had more positivadati toward seeking
professional psychological help for depression even when controlliggfater and age.
Finally, South Asian Muslim Americans with higher overall accalion scores would

feel that an ethnic match with their therapist or psychtawrégs not as important as their
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counterparts with lower overall acculturation scores. This hypesthess not confirmed.

While more educated participants felt that ethnic match witteatal health professional
was more important than their less educated counterpartsofesetulturation was not
significantly associated with perceived importance of ethnic match.

In summary, acculturation did not appear to as strongly shapsdestitowards
the diagnosis and treatment of depression as initially prediciéeése findings are in
marked contrast to studies in other immigrant populations, includingckeXAmericans
and Korean-Americans, where higher levels of acculturation §Gah al., 2002),
generational status (Abe-Kim et al, 2007), and possessing a Wester regarding
stress and depression (Fung and Wong, 2007), were found to be signifassuityated
with positive attitudes towards mental healthcare and increasedhtian of mental
health resources. However, it is important to keep in mind thatatimple recruited for
this study was skewed in part due to the manner in which ireeagited. This sample
was very highly acculturated and came from a higher socioecononkigrband than the
overall South Asian Muslim American population in America. Ponteszhou (1993)
posit that assimilation into a mainstream culture is not theesamall immigrants.
Rather, socioeconomic obstacles, such as poor urban school and limitexyreenl
opportunities, prevent certain classes of immigrants to assmi&l the mainstream
culture in the manner of other immigrants who do not face simdarosconomic
obstacles. A large portion of the participants in this study limethe U.S. for many
years, obtained graduate degrees, and had at least an upper middfansigsincome.
Therefore, it can be suggested that these participanys nmiahave faced the same

socioeconomic obstacles of their South Asian Muslim American courtiedpang in
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poorer circumstances. Perhaps, the attitudes towards the diagndsiseatment of

depression among these lower class Muslim Americans would beediftban what was
seen in this study. Given what is known about segmented assimilation, furthestrésear
required to better understand the attitudes towards mental hadltmental healthcare
among all facets of the Sotuh Asian Muslim American community.

On the other hand, the primary findings indicated that females andtediuca
participants generally had the most positive attitudes towardsidagaosis and treatment
of depression. Studies have shown that females are more pronedssda@pthan males
(Weissman and Klerman, 1985; Piccinelli and Wilkinson, 2000). This has been
attributed to numerous causes, including it being more culturally amnallg@cceptable
for women to endorse symptoms of depression and diagnostic instrumergsiuee
sensitive to depressive symptoms endorsed by women (Piccinelli gkidsdh, 2000).
Previous studies have shown that education is a protective faatostadepression, with
more educated individuals being less likely to develop depression gRdgglirowsky,
2006). While education can reduce the stressors that may lead ésgiepy it can also
be argued that more educated individuals are more knowledgeablenadaiad health
resources and thus more likely to seek treatment for lower levels of depregsiptoms.
Therefore, it is possible that the main findings for females$ education level in this
study is actually an artifact for another variable, personabryistf depression. In other
words, are women and more educated participants more likely éopueitive attitudes
towards the diagnosis and treatment of depression because Yiegyensonal experience

with depression?
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To answer this question, the analyses in Research Questions 1 a&md &fmn

adding “personal history of depression” as an independent variabis.interesting to
note that in this sample, there was a relatively high ratendi¥iduals who reported
having a personal history of depression (n=270, 63.2% of sample). Beitwmuse
prevalence rate is significantly higher than what is etqeen the general population,
there appears to be a sampling bias in this study. Femalé&sulpaly those, with a
personal history of depression, were more likely to complete tilaly $han other South
Asian Muslim Americans. Therefore, results should be integbnetth caution as the
sample in this study is not representative of the South Asian mlu8inerican
population as a whole.

When the analyses were rerun with “personal history of depressisnan
additional independent variable, it was found that more educated artgigontinued
to have greater acceptance of a clinical diagnosis of depremstbfemales, educated
participants and those without a personal history of depression hado#tepaositive
attitudes towards seeking professional psychological help. The nmalimgs for
Research Question 2 remained the same after adding “persdogy bisdepression” as
a control variable. Thus, personal experience with depression digppedrato shape
attitudes towards the diagnosis and treatment of depression imnmites nor could the
findings for females and more educated participants be explainedawng more
personal experience with depression. Most striking is the fatttlibge without a
personal history of depression appeared to have more positive attbwageds seeking
professional psychological help. Perhaps, this is due to potentigiiive experiences

of South Asian Muslim Americans who sought treatment for depressibwe ipast. Prior
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research has shown that when Muslim Americans seek treatonenental illness, they

often feel misunderstood, misrepresented and stereotyped (Dwairy,EXifd@&on & Al-
Timini, 2001; Sayed, 2003; Laird, 2007).
Limitations

While the results of this study may suggest that acculturaib@s not play as
significant a role in shaping attitudes towards the diagraogistreatment of depression
as initially anticipated, there are several limitations tmatst be kept in mind when
considering the results of this study. Most significantly, thel used to measure
acculturation in this study, the ARSMA-II, has not been vatiddor use with the South
Asian Muslim American population. Perhaps, a more refined instruthat touches
more specifically on their cultural norms and practices is requio better measure
levels of acculturation in this community. The ARSMA-II itefesuses primarily on
individual activities, such as music, movies and writing. Perhaps, havime items of
an interpersonal nature would be more relevant in a community theesplstrong
emphasis on family and community ties (Al-Mateen and Afzal, 2004ipn2006). In
the future, a scale that is validated to measure both accidtueatd enculturation in this
population would be ideal in terms of accurately measuring hove ttasstructs affect
attitudes towards the diagnosis and treatment of depression.

When considering these results, the manner in which subjectsegenged must
be taken into consideration. Since the study was conducted via tmeinteis possible
that thesample recruited is not representative of the South Asian mdusinerican
community as a whole, as the internet is primarily used by yowurge more educated

individuals. This sample appears to be a fairly acculturated samiph a mean overall
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acculturation score of 1.73, with a distribution range of -2.33 to 4. Tigigests that

despite the potential ascertation bias, a fairly broad range oécssibyith regard to
acculturation status were recruited. The distribution of acculbaragcores in this
sample are similar to what has been found in studies with othergramh groups
(Cuellar, Arnold and Maldonado, 1995).

Thus, the results cannot be generalized to the community at latber,rthey
should be used to develop a preliminary understanding of what attitudesitothia
diagnosis and treatment of depression in this community may behefudre, the
results are based on responses provided by self-report. As witlel&meport data, it is
quite possible that there is a discrepancy between what thectubje stating and what
they are actually doing. Berry (2003) noted that acculturati@urecin progressive
phases, and oftentimes behaviors change to be in accordance withitheutture while
beliefs take longer to change. Therefore, while the South Asissliril Americans in
this sample may be reporting a certain set of attitudes towards the dsagmdbsreatment
of depression, their real-life behaviors may be very different.

Future Research

This study is the first of its kind to explore the attitudesaias the diagnosis and
treatment of depression among South Asian Muslim Americans. Hovesvdiscussed
above, there are several limitations to this study. Most signily, due to the
recruitment method used in this study, the findings cannot be geedr&d the overall
South Asian Muslim American population. Future research should lookreate this
study and use a more varied recruitment method in order to obtamreavaried and

representative sample of the South Asian Muslim American comyn Special
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consideration should be made to ensure that both genders and varyingosumite

backgrounds are recruited.

Furthermore, the method used to measure acculturation in this stydyanhave
been appropriate for this population, as discussed above. In addition, Horgeeet,
theorists have suggested that the processes of acculturation @ntiration are two
orthogonal phenomena (Kim & Omizo, 2006). The combination of these two pesces
is categorized into four statuses defined by different lewdlsacculturation and
enculturation:integration (high levels of acculturation and enculturatioaysimilation
(high level of acculturation and low level of enculturatiosg¢paration(low level of
acculturation and high level of enculturatiprgnd marginalization (low levels of
acculturation and enculturation) (Berry, Kim, Power, Young & Bajaki, 1989hile the
original research questions for this study focused on acculturexidasively, further
research should be conducted to determine if enculturation playel& anrattitudes
towards the diagnosis and treatment of depression among South Asidm Mus
Americans.

In addition, in order to develop an in-depth understanding, more specific
instruments that are validated to measure acculturation and eatahurnn this
community are required. Collecting information from in-person intesvieand
supplementing with qualitative data on personal experiences withtaméealth
professionals could further elaborate our understanding of how the Soath Mgslim
American community feels about mental illness and mentallovaaé. While this study
has begun to explore attitudes towards the diagnosis and treatnaeyre§sion in the

South Asian Muslim American community, much is left to be understood.
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Appendix A
Informed Consent

Description of Research:

You are invited to participate in a research study on your beliefs and attibudesls
mental health issues. The types of questions that you will be asked pertaindesttit
social behavior, cultural beliefs and practices that may influence gelimds towards
emotional problems. You will be asked to complete a web-based survey for this study.

Risks and Benefits:

Risks associated with participation in this study include potential emotiocahdlisrt

when thinking about emotional problems that you or someone you know may have faced.
You may regard a question as personal or difficult to answer. If this is thefealsfree

to skip over that question and try to continue. If you feel too uncomfortable, you do not
have to continue and the survey will come to an end. You are free to skip over any
guestions and end the survey process at any time without any negative consequences.
You may also contact the principal investigator directly for appropriaterads if you

continue to feel upset. The principal investigator, Sadia Chaudhury, may be reached by

phone at 347-233-2364 oraw-mail at sadiac80@gmail.corhhere are no direct benefits for

research subjects. However, the findings of this study may eventually lechterg
understanding about how different communities cope with emotional problems.

Data Storage to Protect Confidentiality:

Information collected in this study will be kept strictly confidential. gdkticipants will

be assigned a coded ID number and no identifying information will be collected.



98
Electronic data will be stored on a password-protected computer, identified doydtd

ID number only. No personal data will be recorded. Only the Principal Investayator
Faculty Sponsor will have access to the research material.

Time Involvement:

The web-based survey will take approximately 20-30 minutes to complete.

How Will Results Be Used:

This study is being completed for the Principal Investigator’'s disgertaesearch. It is

the Principal Investigator’s hope that results may one day be published in an academi
journal, or be presented at research meetings and national conferences. No @infident
information will be used in these publications. The results of the study will be used to
inform healthcare providers about potential barriers that may prevenhagtamunities

from seeking help for emotional problems.

PARTICIPANT'S RIGHTS

Principal Investigator: Sadia R. Chaudhury, M.S.

Research Title: The Muslim Health Care Project

| have read and discussed the Research Description with the researchehaddéhe
opportunity to ask questions about the purposes and procedures regarding this study.
- My participation in research is voluntary. | may refuse to participate or
withdraw from participation at any time without jeopardy to future medical

care, employment, student status or other entitlements.
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+ The researcher may withdraw me from the research at his/her professional

discretion.

« If, during the course of the study, significant new information that has been
developed becomes available which may relate to my willingness to continue to
participate, the investigator will provide this information to me.

« Any information derived from the research project that personally identikes
will not be voluntarily released or disclosed without my separate consent,
except as specifically required by law.

- If at any time | have any questions regarding the research or my petraoi |
can contact the investigator, who will answer my questions. The investigator's
phone number is (347)233-2364 and e-mail address is

muslimhealthproject@gmail.com

- If at any time | have comments, or concerns regarding the conduct of the
research or questions about my rights as a research subject, | should bentact t

Teachers College, Columbia University Institutional Review Board.

Please choose one of the following:

o | have read this page, and | would like to take the web-based survey.
(Please proceed to the next page).

o | have read this page, and | would NOT like to take the web-based survey.

(Please exit survey).
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Appendix B—

Questionnaire for the South Asian Muslim American Depression Study
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1. Clinical Vignettes

a. Please read the following vignette and answer the questions that follow.

Fatima is a female who is in your circle of peers (of e age, ethnic and religious
background). Since completing her undergraduate degree, she has bkiag aba
large corporate firm. Her grandmother, with whom she was verg,cfimssed away a
year ago. Since then, Fatima has been unable to complet&dres ©r do anything
around the house when she is not at work. When she comes home from wgdeshe
straight to bed complaining that she does not have the energyaioyttong. She has
frequent crying spells and is noticeably more emotional tharl.uSiee also stays in bed
all weekend, complaining that though she sleeps more than usdakihered, does not
have any energy, and does not want to do anything. She finds Ihémsalig herself for
things both big and small. While Fatima used to be a very sodidbg the past several
months, she has spent all of her spare time at home eithdringatelevision or eating
junk food. She feels insecure and worthless, and often feels thatigh®y point to her
life. Her appetite has increased significantly during the yeat, and she has gained at
least 25 pounds in the past six months. While she continues to gok@mebcomplete
her assignments on time, she has isolated herself from hey fandglpeers for the past

year.

1. What do you think is wrong with Fatima?
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1= Strongly Disagree; 2=Somewhat Disagree; 3=Somewhat Agree; 448tkamge
2. Fatima’s general practitioner diagnosed her with depressl 2 3 4
How strongly do you agree with this diagnosis?
3. Fatima obtained a second opinion from a mental t11 2 3 4
professional, who also diagnosed her with depression.
How strongly do you agree with this diagnosis?
4. Fatima decided that she would like to get help fol
depression. How strongly would you recommend the follo
interventions?

a. Fatima should consult with her physician (gel 2 3 4

practitioner).
b. Fatima should talk to her family. 1 2 3 4
c. Fatima should reconnect with her friends. 1 2 3 4
d. Fatima should consult with her imam or another 1 2 3 4
religious elder.
e. Fatima should pray to Allah. 1 2 3 4
f. Fatima should seek the help of a counselor 1 2 4
psychotherapist.
g. Fatima should consult with a psychiatrist. 1 2 3 4
h. Fatima should take antidepressants. 1 2 3 4
I. Fatima should use holistic treatments. 1 2 3 4
j. Fatima should be admitted to a psychiatric hospital. 1 2 3 4

1= Highly Ineffective; 2=Somewhat Ineffective; 3=Somewhat Eife¢ 4=Highly
Effective
1. How effective do you think the following interventic

would be in alleviating her depression?

a. Consulting with her physician (general practitioner). 1 2 3 4
b. Talking with her family. 1 2 3 4
c. Reconnecting with her friends. 1 2 3 4
d. Consulting with her imam or another local religious ell 2 3 4
e. Praying to Allah. 1 2 3 4
f. Seeing a counselor or a therapist for talk therapy. 1 2 3 4
g. Seeing a counselor/therapist of the same ethnic/rell 2 3 4
background.

h. Seeing a psychiatrist for medication. 1 2 3 4
I. Seeing a psychiatrist of the same ethnic/relicd 2 3

background.

J. Taking antidepressants. 1 2 3 4
k. Using holistic treatments. 1 2 3 4
|. Being admitted to a psychiatric hospital. 1 2 3 4
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b. Please read the following vignette and answer the questions that twil.

Mohammed is a male who is in your circle of peers (of theesage, ethnic and religious
background). For the past several years, Mohammed has been runamiysofvned
grocery store. Because of poor sales, the store shut down six nemgahsnd
Mohammed has not been able to find a new source of income to providdédand
three children. He feels hopeless about his job prospects anthigdie is not living up
to his responsibilities as the man of the household. He has beameaytigitable with
those around him, and has been getting into repeated arguments witfehidHe has
also been yelling at his children much more frequently. He fe@Imotivation to look
for a job and has lost interest in his favorite activitieduoliog walking in the park and
reading the Qur'an. He also finds that he does not have the ¢ogry, and has been
skipping his daily prayers. He goes to bed earlier than usual, and also ¢gkesnfmaps
throughout the day. Though he does not enjoy his food, he finds himself adbhg
more than usual. He begins to feel very hopeless when thinking of tine &rd feels
guilty about his inability to provide for his family. Mohammed $ethat his situation
will not change and that things will not get better for him orfaéusily. More recently,
he been thinking a lot about death and considering whether things woulddye flies
were not alive. He has had thoughts of taking his own life, buhbiacted on these
thoughts. He feels, however, that if things do not improve, he evayusly consider
killing himself.

1. What do you think is wrong with Mohammed?
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1= Strongly Disagree; 2=Somewhat Disagree; 3=Somewhat Agree; 4=Strongly
Agree
2. Mohammed’'s general practitioner diagnosed him 1 2 3 4
depression.
How strongly do you agree with this diagnosis?
3. Mohammed obtained a second opinion fromemtal healtl 2 3 4
professional, who also diagnosed him with depression.
strongly do you agree with this diagnosis?
4. Mohammed decided that he would like to get help fc
depression. How strongly would you recommend the follo
interventions?
a. Mohammed should consult with his physician (gel 2 3 4

practitioner).
b. Mohammed should talk to his family. 1 2 3 4
c. Mohammed should reconnect with his friends. 1 2 3 4
d. Mohammed should consult with his imam/local religl 2 3 4
elder.
e. Mohammed should pray to Allah. 1 2 3 4
f. Mohammed should seek the help of a counselorl 2 3 4
psychotherapist.
g. Mohammed should consult with a psychiatrist. 1 2 3 4
h. Mohammed should take antidepressants. 1 2 3 4
I. Mohammed should use holistic treatments. 1 2 3 4
j.  Mohammed should be admitted to a psychiatric hospl 2 3 4

1= Highly Ineffective; 2=Somewhat Ineffective; 3=Somewhat Effeste; 4=Highly

Effective

1. How effective do you think the following interventic
would be in alleviating his depression?

Consulting with his physician (general practitioner).

Talking with his family.

Reconnecting with his friends.

Consulting with his imam/local religious elder.

e. Praying to Allah.

f. Seeing a counselor or a therapist for talk therapy.

g. Seeing a counselor/therapist of the same ethnic/rel

ooy

PFRrRRRRR
NMNNRNNDNRNN
WWwwWwwwww
ARAMMMDMD

background.
h. Seeing a psychiatrist for medication. 1 2 3 4
I. Seeing a psychiatrist of the same ethnic/relicdd 2 3 4
background.
J. Taking antidepressants. 1 2 3 4
k. Using holistic treatments. 1 2 3 4
|. Being admitted to a psychiatric hospital. 1 2 3 4
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1. Emotional History

1. Have you ever suspected that you may have been depressed? Yes No

2. Have your family members ever suggested that you may have been depressed?

Yes _ No

3. Has a professional ever diagnosed you with depression? __ Yes No

4. If you have a history of depression, what did you do to help you feel better?

5. Have you ever sought therapy with a counselor or therapist for depression?

Yes No

5a. If yes, did you feel that it was important for the therdpidte of the same

ethnic background as yourself? _ Yes No

5b. If yes, did you feel that it was important for the therdpidie of the same

religious background as yourself?  Yes No

6. Have you ever seen a psychiatrist for depression? Yes No

6a. If yes, did you feel that it was important for the psyclsiatoi be of the same
ethnic background as yourself?  Yes No

6b. If yes, did you feel that it was important for the psychiatmidte of the same

religious background as yourself?  Yes No
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Attitudes Towards Seeking Professional Psychological Help Scale

Please identify how strongly you identify with the following statements.

0= Disagree; 1=Partly Disagree; 2=Partly Agree; 3= Agree

1. If I believed | was having a mental breakdown, my firdinaton0 1 2 3
would be to get professional attention.

2. The idea of talking about problems with a psychologist strikeas0 1 2 3
a poor way to get rid of emotional conflicts.
3. If I were experiencing a serious emotional crisis at thigtpaimy0 1 2 3
life, I would be confident that | could find relief in psychotherapy.
4. There is something admirable in the attitude of a person w0 1 2 3
willing to cope with his or her conflictsithoutresorting to professior
help.
5. I would want to get psychological help if | were worried orupse0 1 2 3
a long period of time.
6. | might want to have psychological counseling in the future. 0 1
7. A person with an emotional problem is not likely to solve it a0 1
he or shas likely to solve it with professional help.
8. Considering the time and expense involved in psychothere0 1 2 3
would have doubtful value for a person like me.
9. A person should work out his or her own problems; ge0 1 2 3
psychological counseling would be a last resort.
10.Personal and emotional troubles, like many things, tendtowo0 1 2 3
by themselves.

Note: Adapted from Fischer, E.H., & Farina, A. (1995). Attitudes toward seeking
professional psychological help—A shortened form and considerations for lesearc
Journal of College Student Development, 36(4), 368-373.



Religious Identity

1. How religious do you consider yourself to be?
a. Very religious b. Moderately religious
c. Slightly religious d. Not religious at all

2. How often do you read the Quran or other religious literature?
Daily or almost daily

Several times per week

A couple of times per week

Several times per month

A couple of times per month

Several times per year

A couple of times per year

Hardly ever or never

S@~oo0oTy

3. On average, how often do you pray daily?
a. Five times a day b. 3-4 times a day
c. 1-2times a day d. Almost never
e. Never

4. During Ramadan, | fast:

a. The entire month b. More than half the month
c. Approximately half the month d. Less than half the month
e. A few days at most f. Not at all

5. | consult a religious leadeinfam) for advice
a. More than once a day b. Once a day
c. Afewtimes a week d. Once a week
e. A few times a month f. Once a month
g. Less than once a month h. Never

107
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Revised Acculturation Scale for Mexican Americans—Short Version
(ARSMA-1I-SV)

In the following statements, “South Asian” refers to people whose apggg$tom India,
Pakistan, or Bangladesh.
[Circle a number between 1-5 next to each item that best applies.]

1= Not at all; 2= Not very often; 3= Moderately; 4= Very often; 5= Almost always
1. I speak a South Asian language. 1 2
2. | speak English.

3. | enjoy speaking a South Asian language.
4. | associate with Caucasians.

5. | enjoy listening to English music.

6. | enjoy South Asian TV.

7. 1 enjoy South Asian movies.

8. | enjoy reading South Asian books.

9. | write letters in English.

10. Ithink in English.

11. Ithink in a South Asian language.

12. My friends are Caucasian.
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Note: Adapted fromCampos, B., Schetter, C.D., Walsh, J.A., & Schenker, M. (2007).
Sharpening the focus on acculturative change: ARSMA-II, stresghancy anxiety, and
infant birthweight in recently immigrated Latinas. Hispanic dalrof Behavioral
Sciences, 29, 209-224.



VI.

1.

2.

3.

4.

5.

9.
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Demographic Information

What is your gender? Male Female

What is your age?
What is your marital status?
Single (Never Married) _ Married __ Separated __ Divorced __ Widowed

In what country were you born?

Where are your ancestors from?

If you were not born in the U.S., how many years have you lived in the U.S.?

. Are you currently a student? Yes No

What is the highest level of education you have completed?
High-school Undergraduate Degree Graduate Degree

Are you currently employed? Yes No

10. What is your annual household income?

Less than $75,000 Greater than or equal to $75,000
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Figure C1.Confirmatory factor model for ARSMA-II-SV items.

Appendix C

Model for ARSMA-1I-SV Confirmatory Factor Analysis
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Appendix D
Items for Each Dependent Variable Composite Score

A. Acceptance of a clinical diagnosis of depression (4 items)
1. Fatima- General Practitioner diagnosed her with depression
2. Fatima- Mental health professional diagnosed her with depression
3. Mohammed- General Practitioner diagnosed her with depression
4. Mohammed- Mental health professional diagnosed her with depression
B. Comfort level talking to people outside of their family about depression (6)item
1. Fatima should go to her physician
2. Fatima should get help from her friends
3. Fatima should consult with an imam
4. Mohammed should go to his physician
5. Mohammed should get help from his friends
6. Mohammed should consult with an imam
C. Likelihood of seeking professional care for depression (4 items)
1. Fatima should seek the help of a counselor/therapist
2. Fatima should see a psychiatrist
3. Mohammed should seek the help of a counselor/therapist
4. Mohammed should see a psychiatrist
D. Attitudes toward Professional Psychological Help scale (10 items)
1. If I believed | was having a mental breakdown, my first inclination would be to

get professional attention.
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The idea of talking about problems with a psychologist strikes me as a poor way

to get rid of emotional conflicts.

If | were experiencing a serious emotional crisis at this point in myl Meuld

be confident that | could find relief in psychotherapy.

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

| would want to get psychological help if | were worried or upset for a longgeri
of time.

| might want to have psychological counseling in the future.

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

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

A person should work out his or her own problems; getting psychological

counseling would be a last resort.

10.Personal and emotional troubles, like many things, tend to work out by

themselves.

E. Importance of ethnic match with mental health provider (4 items)

1.

2.

Fatima- How effective is seeing a therapist of the same ethnicity?
Fatima-How effective is seeing a psychiatrist of the same etythici
Mohammed- How effective is seeing a therapist of the same ethnicity?

Mohammed- How effective is seeing a psychiatrist of the same ethnicity?
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