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PREFACE 

 

 

 

This project was in part inspired by my volunteer work as a translator and medical 

clinic coordinator at Community Outreach, Inc. in Corvallis, Oregon. One evening in 

clinic, as the doctor I was volunteering alongside wrote a prescription for a notably 

concerned middle-aged Latina to reduce her migraines, I began a friendly conversation 

with her. As we discussed her family, her concern turned to tears. Evidently, she had 

been depressed for some time and lacked the social support to cope effectively with what 

she was experiencing. However, she negated that what she was experiencing was 

depression attributed to biomedical causes, instead referring to her condition as nervios 

attributed to stressful relationships.  

 My experience at Community Outreach introduced me to the roles stigma and 

explanatory models have on mental health service utilization among U.S. Latin@s. 

Discovering the inverse relationship between major depressive disorder prevalence and 

mental health service utilization among U.S. Latinos as compared to non-Latin@ whites 

has encouraged me to direct my passion for health promotion to a tabooed area of 

medicine in order to address the internal barriers causing this health disparity. Thus the 

idea for my artistic endeavor was born. 



The Creation of a Bilingual Children’s Book 

 to Promote Mental Health Services among U.S. Latin@s 

 

 

 

INTRODUCTION 

 

 

 

Goal of Project 

The purpose of this project was to write a children’s picture book to serve as a 

springboard to open discussion of major depressive disorder in order to destigmatize 

major depressive disorder and promote mental health service utilization among U.S. 

Latin@s. Although surveys reveal that there is a high frequency of major depressive 

disorder among U.S. Latin@s, this demographic has a lower tendency to seek care than 

the general population. There is a gap in promoting mental health services through 

culturally accessible and medically relevant methods for Latin@s, who represent an 

underserved and rapidly growing population in the United States. Through normalizing 

major depressive disorder, questioning existing explanatory models, defining the 

condition through a biomedical approach, and commenting on available mental health 

services, this book aims to empower more Latin@s to recognize and address major 

depressive disorder in order to overcome internal barriers to care. This accompanying 

work will provide the background and rationale for the content of the children’s book.  

 

 

Book Summary 

Ana’s Family is Happy Again, or La familia de Ana está feliz de nuevo is about a 

Latina girl named Ana who, upon learning about major depressive disorder, helps her 

uncle seek care for his depression so he can feel well again. Through a series of 
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experiences and many poignant questions directed at her mother, who is effectively 

utilizing mental health services for major depressive disorder, Ana learns that depression 

is a medical condition that individuals need not be ashamed of experiencing. Ana grows 

to understand that there are resources to help those with depression. As the story 

continues, Ana interacts with her uncle to encourage him to consider what he views as 

nerves or homesickness as major depressive disorder. She then guides him to utilize 

mental health services. 
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BACKGROUND 

 

 

 

Major Depressive Disorder Defined 

 

 

The “Blues” versus Depression 

Sadness, loneliness, and grief are feelings commonly experienced throughout life, 

especially in reaction to difficult circumstances. Such feelings typically do not impede 

normal function. In most cases, people will “bounce back from the blues.” However, as 

the National Institute of Mental Health (NIMH) describes, there is a difference between 

the blues and depression. Depression is a medical condition characterized by persistent 

feelings of sadness and apathy, and may also manifest with somatic symptoms. The 

emotional and physical problems depression engenders can make everyday tasks difficult 

and may make life seem as if it is not worth living (NIMH, 2009). The Mayo Clinic 

(2010) describes that, unlike the “blues,” depression is something that patients cannot just 

snap out of. Depression is chronic, requiring long-term treatment that often includes 

pharmacological and/or psychological therapy.  

 

Diagnosing Major Depressive Disorder  

Major depressive disorder (MDD), also called clinical depression or unipolar 

depression, is one of the most serve forms of depression. It can affect all ages and sexes.  

MDD may be episodic or recurrent (Belmaker & Agam, 2008). According to the NIMH 

(2009), MDD often prevents individuals from functioning normally, as it interferes with 

their ability to work, sleep, study, eat, and enjoy once-pleasurable activities.  
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MDD diagnoses are based upon the defining criteria delineated in the Diagnostic 

and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; American 

Psychiatric Association, 2000) guidebook recreated below:  

 Depressed mood most of the day,  nearly every day 

 Loss of interest or pleasure in most activities 

 Significant weight loss or gain, more than 5% of weight within one month 

 Sleeping too much or not being able to sleep, nearly every day 

 Noticeably slowed thinking or movement  

 Fatigue or low energy, nearly every day 

 Feelings of worthlessness or inappropriate guilt 

 Loss of concentration or indecisiveness 

 Recurring thoughts of death or suicide, suicide plan, or suicide attempt 

 

To be diagnosed with MDD, individuals must experience at least five of the above 

symptoms over a two-week period. Experiencing a depressed mood or a loss of interest 

and pleasure must be one of the symptoms. Symptomology must not be the direct effect 

of substance abuse or pre-existing medical conditions (DSM-IV-TR). 

MDD is commonly recurrent and may be lead to death. Indeed, according to the 

American Psychiatric Association (APA), up to 15% of individuals with severe MDD 

will commit suicide. This rate is four-fold greater in individuals over 55 years of age 

(APA). 

The prevalence of MDD is greater among females than males, with a ratio of 

1.64:1. However, this gender imbalance is likely due to the effect of socialization on 

reporting MDD symptomology (Romans et al., 2007). 
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A Biomedical Perspective of Major Depressive Disorder 

 

 

Psychological Influences 

 Cognitive theory suggests that individuals with MDD engage in cognitive errors, 

or have negative coping styles. These include an overemphasis on negative events or an 

overgeneralization of all situations as negative.   

Stressful life events are seen to be strongly related to mood disorders, including 

MDD. The way that an individual interprets an experience and internalizes or 

understands its meaning appears to have a greater impact on the individual than the event 

itself; the extent of perceived control appears to be associated with MDD. Seligman 

(1975) describes a lack of perceived control over life events as learned helplessness. 

Under this model, the cognitive errors described by cognitive theory are based in 

depressive attributional styles, including internal, stable, and global attributions. Internal 

attributions place blame for negative outcomes on the individual. Stable attributions are 

developed when an individual believes that all future negative outcomes will likewise be 

his or her own fault. The global attributions result when individuals believe that the 

negative events for which they are blaming themselves will disrupt life activities.  The 

combination of these three domains contributes to a sense of hopelessness, maladaptive 

thinking, and dysfunctional attitudes (Seligman, 1975). 

Cognitive behavioral psychology suggests that depression is maintained through a 

feedback loop engendered by maladaptive thoughts or dysfunctional attitudes (Folkman 

et al., 1986). Cognitive theory postulates that in this loop, individuals experiencing MDD 

impose negative meaning to immediate situations or events. These negative thinking 

habits—characterized by unfair, unrealistic, and self-critical thoughts—engender 
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negative emotions, including discouragement, sadness, and anxiety. These emotions in 

turn result in physiological changes, such as altered sleep patterns, fatigue, and changes 

in brain chemistry that ultimately influence depressive behaviors. Depressive behaviors, 

including social withdrawal, reduced activity levels, and poor self-care funnel back into 

negative situational perceptions. These perceptions in turn result in the downward spiral 

of chronic or recurrent MDD. (Folkman et al., 1986; Garnefski et al., 2001) 

 

Biological Influences: The Diathesis-Stress Model 

 There is a strong genetic contribution to mood disorders; individuals with first 

degree relatives affected by a mood disorder have elevated rates of mood disorders 

themselves. Belmaker & Agam  (2008) suggest that MDD is 37% hereditable. However 

all genetically predisposed individuals no not develop MDD. This is in part explained by 

the diathesis-stress model.  

The diathesis-stress model is a psychological theory that serves to explain the 

development of mental disorders in the context an individual’s predisposition and 

environmental influences. Although the diathesis–stress model is limited because the 

development of MDD is considered multi-causal, the model provides a simple way to 

conceptualized disorder development in a nature-nurture context (Masten, 2001).  

As it relates to MDD, diathesis refers to vulnerability or genetic predisposition for 

the mental illness. Stress refers to any life event that disrupts an individual’s 

psychological equilibrium and acts as a trigger event for mental illness. Following this 

model, if the combination of genetic predisposition and stress surpass an individual’s 

threshold, that individual may develop a mental disorder. For example, if two individuals 
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are exposed to the same stressors, but only the first has a genetic predisposition to MDD, 

the first is more likely to develop depression.  On the other hand, if an individual has a 

family history of depression but does not experience stress at a level above his or her 

threshold, it is unlikely that he or she will develop MDD (Hankin & Abela, 2005).  

 Stress is significant because it can contribute to a sense of uncontrollability or 

foster a sense of helplessness and hopelessness, which may in turn activate dormant 

psychological vulnerabilities (see “Psychological Influences” above). Similarly, stress 

can affect circadian rhythms, which contribute to MDD symptomology and further 

activate psychological vulnerabilities. Physiologically, stress elevates cortisol levels in 

the endocrine system (Djuric et al., 2008). Cortisol is a glucocorticoid hormone released 

from the adrenal cortex in response to stress. High levels of cortisol can turn on certain 

genes that genetically predispose individuals to MDD. Similarly, cortisol may affect 

neurotransmitter systems believed to have a role in MDD pathology (Dinan, 1994).  

 

Underlying Biochemistry 

 

Neurotransmitters and Chemical Signaling 

Neurotransmitters transmit signals from a neuron to a target cell across a synapse.
 

Neurotransmitters are packaged into synaptic vesicles at the neuron terminal, on the pre-

synaptic side of a synapse. When an action potential reaches the pre-synaptic vesicles, the 

vesicles release the neurotransmitters into the synaptic cleft. As the molecules diffuse 

across the synaptic cleft, they may bind to specific receptors in the membrane on the 

post-synaptic side of the synapse to transmit a signal, remain in the synapse until they are 
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ultimately degraded, or be reabsorbed at the pre-synaptic terminal for reutilization (Elias 

& Saucier, 2006). 

The normal function of a neurotransmitter is to transmit a chemical signal across a 

synapse to a receptor on the target cell. Neurotransmitters coordinate with a class of 

receptors called G-protein coupled receptors (GCPR), which have seven transmembrane 

protein domains and function via guanidine triphosphate binding proteins, or G-proteins. 

Signal reception causes conformational changes within the transmembrane domains of 

the receptor, which ultimately cause conformational changes in the G-protein to initiate a 

signal transduction pathway. Different G-proteins can initiate different signaling and 

catalytic pathways for diverse cellular responses.  

Once a signal is transmitted across a synapse, the remaining neurotransmitter 

molecules in the synaptic cleft can be reabsorbed and recycled at the pre-synaptic 

terminal through a transport protein channel, called a transporter. Rapid reabsorption of 

neurotransmitter molecules into pre-synaptic terminals via transporters is the major 

mechanism for signal termination and neurotransmitter reutilization (Pacholczyk, 

Blakely, & Amara, 1991). Without this recycling mechanism, neurotransmitter stores in 

the synaptic vesicles are depleted (Brenner et al., 2007). The importance of the transport 

system is underlined by the role of transporters as the initial site for the therapeutic action 

of antidepressant pharmaceuticals (see “Pharmacological Therapy” below) (Pacholczyk 

et al., 1991). When neurotransmitters are not recycled by transporters, they may be 

degraded or diffuse out of the synaptic cleft. This results in a net loss of neurotransmitter 

stores and requires increased levels of neurotransmitter biosynthesis to maintain 

physiologically normal levels (Brenner et al., 2007). 
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Abnormal neurotransmitter signaling may result in abnormal physiological 

changess. Alterations in signaling may be caused by diminished neurotransmitter release 

from pre-synaptic neurons or impaired signal transduction. Low rates of neurotransmitter 

release are the result of low stores, either due to low levels of the amino acid precursors, 

or reduced neurotransmitter reabsorption from the synaptic cleft by transporters.  

Impaired signal transmission is often due to changes in receptor number or function 

(Dunlop & Nemeroff, 2007). 

Work conducted by Nutt (2008) demonstrated a relationship between the three 

main monoamine neurotransmitters in the brain and the symptoms of major depression. 

Nutt (2008) postulates that specific symptoms of depression could be the result of 

specific neurochemical mechanisms associated with particular neurotransmitters.  

 

A Tryptophan Derived Monoamine Neurotransmitter: Serotonin 

Serotonin, or 5-hydroxytryptamine (5-HT), is a monoamine neurotransmitter 

synthesized from the essential amino acid tryptophan in the pathway delineated below in 

figure 1 (Fernstrom & Fernstrom, 2007).   
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Figure 1. Tryptophan-based biosynthesis of serotonin 

Tryptophan is oxidized by tryptophan hydroxylase to form 5-hydroxytryptophan, and 

then decarboxylated by aromatic amino acid decarboxylase to form 5-hydroxytryptamine, 

or Serotonin. Structures generated with Chemsketch ©Advance Chemistry Development. 
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Serotonin  Tryptophan 5-Hydroxytryptophan 
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Serotonin is produced by the pineal gland and, among other roles in the body, 

functions as a neurotransmitter in the central and peripheral nervous systems. Serotonin 

relays messages that influence mood, libido, appetite, sleep, memory, learning, 

temperature regulation, and social behavior (Ramamoorthy et al., 1993). A lack of 

serotonin can lead to anxiety, obsessions, and compulsions (Nutt, 2008).  

Lapin and Oxenkrug (1969) proposed the “serotonin hypothesis” of depression, 

which links decreased serotonergic activity with an increased vulnerability for 

depression. Indeed, some individuals with MDD have been found to have lower 

concentrations serotonin metabolites in their cerebrospinal fluid and brain tissue.  

Although decreased serotonergic activity may be due to a number of factors—

including low production of serotonin in the brain, low stores of serotonin at the pre-

synaptic terminals, and low stores of the essential amino acid tryptophan—reduced 

serotonergic activity is most often evident at the receptor and transporter levels (López-

Figueroa et al., 2004).  

Serotonin receptors are linked to phosphatidylinositol hydrolysis, generating the 

second messengers diacylglycerol and inositol-1,4,5-trisphosphate to amplify and 

transmit a signal to the brain (Sulser, 1987). Low receptor density on the post-synaptic 

terminal reduces signal transmission, resulting in low levels of serotonin in the prefrontal 

cortex (Stockmeier et al., 1998). Further work by López-Figueroa et al. (2004) showed 

that reduced levels of the serotonin receptor in the hippocampus of the brain are likewise 

correlated with increased incidence of MDD.  

Reduced serotonergic activity has also been demonstrated among individuals with 

MDD at the transporter level. Serotonin reuptake at the pre-synaptic terminal is mediated 
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by a single transporter protein, called the Serotonin Transporter (SERT). SERT quickly 

terminates serotonin action and regulates the available levels of serotonin for signal 

transduction at post-synaptic receptors by reabsorbing and recycling serotonin at the pre-

synaptic terminal. Serotonin uptake rate depends upon SERT distribution on the pre-

synaptic membrane (Ahmed et al., 2008). To regulate uptake, Brenner et al., (2007) 

postulate that the body alters the density of SERT molecules in a negative feedback 

mechanism in which elevated levels of serotonin by decreasing SERT density. SERT 

proteins are coded for by the 5-hydroxytryptamine transporter gene (5-HTT). Protein 

synthesis is modulated at the transcriptional level by a polymorphism within the 

regulatory region of the gene. Lesch et al (1996) show that the short variant of the 

polymorphism reduces the transcriptional efficiency of the gene promoter, resulting in 

decreased SERT expression and decreased serotonin reuptake at the pre-synaptic 

terminal. Reducing reuptake may deplete stores of serotonin to ultimately reduce 

serotonin signal transmission. Physiologically, the alternative polymorphism also 

manifests as uncoupling of the feedback circuit that terminates negative affect after a 

negative stimuli. Indeed, Caspi, et al. (2003) demonstrate that heterozygotes or 

homozygotes for the short
 
allele of the 5-HTT promoter polymorphism exhibited more 

depressive
 
symptoms in relation

 
to stressful life events than do homozygotes for the

 
long 

allele. With this developmentally abnormal emotion regulation, carriers of the short allele 

5-HTT polymorphism are genetically susceptible to depression. This potentially provides 

a mechanism for the diathesis-stress model of MDD describe above (see “Biological 

Influences: The Diathesis-Stress Model”) (Caspi, et al. 2003; Pezawas et al., 2005).  
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The Tyrosine Derived Monoamine Neurotransmitters: Dopamine and Norepinephrine 

Dopamine was identified as a potential neurotransmitter in the brain in the late 

1950s (Carlsson, 1959). Dopamine is a monoamine neurotransmitter synthesized from 

tyrosine through the pathway delineated below in figure 2 (Fernstrom & Fernstrom, 

2007).  

Dopamine neuronal signaling pathways have roles in behaviors including reward-

seeking, motivation, and responsivity  (Swerdlow & Koob, 1987). Work conducted by 

Wilner (1983) suggests that disruptions in dopaminergic pathways lead to the behavioral 

symptoms associated with mood disorders. Weiss et al. (1981) further suggest that the 

symptoms of major depression are related to stress-induced changes in dopaminergic 

transmission within the forebrain. As with serotonin signal processing, deviations from 

the normal neuronal processing mechanisms that are controlled by dopamine cause 

abnormal physiological function (Luedtkea & Mach, 2003). Reduced dopaminergic 

activity may contribute to specific behavioral symptoms, including loss of motivation or 

pleasure (Klimek, Schenck, Han, Stockmeier, & Ordway, 2002).  

However, dopamine neurotransmission is not considered to be directly involved 

in MDD symptomology. Indeed, standard antidepressants are postulated to improve 

serotonergic or noradrenergic signaling, which subsequently act upon dopaminergic 

pathways (Dunlop & Nemeroff, 2007). Although dopamine precursors and dopamine 

agonists have shown to have therapeutic roles in MDD, most antidepressant treatments 

do not directly enhance dopamine neurotransmission. This may account for the 

persistence of residual symptoms upon pharmacological treatment—including impaired 
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motivation, concentration, and pleasure—if dopamine is not fully activated by serotonin 

or norepinephrine input (Kapur & John Mann, 1992; Dunlop & Nemeroff, 2007). 

 

 

 

OOH

NH2

OH OOH

NH2

OH

OH

NH2

OH

OH

NH2

OH

OH

OH  
 

 

Figure 2. Tyrosine-based biosynthesis of dopamine and norepinephrine  

Tyrosine is oxidized by tyrosine hydroxylase to form dopa, and then decarboxylated by 

aromatic amino acid decarboxylase to form the neurotransmitter dopamine. Dopamine is 

oxidized by dopamine β-hydroxylase to form the neurotransmitter norepinephrine. 

Structures generated with Chemsketch ©Advance Chemistry Development. 

 

 

Norepinephrine is a monoamine neurotransmitter synthesized from tyrosine 

through the pathway delineated above in figure 2 (Fernstrom & Fernstrom, 2007). 

Norepinephrine receptors are the beta-adrenoceptors, a class of GPCRs linked to the 

adenylate cyclase pathway, which uses cyclic adensosine monophosophate as a second 

messenger to amplify signal transmission in the brain. Sulser (1987) has demonstrated 

that correct serotonergic neuronal input is required for the proper functioning of beta-

adrenoceptors. Thus, proper norepinephrine signal transmission is linked to proper 

serotonin signal transmission. There is also cross-talk between norepinephrine and 

dopamine pathways, which further influences pleasure seeking behavior (Dunlop & 

Nemeroff, 2007). Although current literature has left norepinephrine with a secondary 
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role to serotonin in underlying pathophysiology of depression, decreased norepinephrine 

signal transmission may be related to alertness, energy, anxiety, attention, motivation, 

and interest in life (Nutt, 2008; Moret & Briley, 2011).  

 

 

Treatment Options for Major Depressive Disorder 

Understanding MDD from a biomedical perspective—through the lens of 

psychology, biology, and the underlying biochemistry—provides a basis for 

understanding how abnormal pathology may engender abnormal function. Similarly, a 

biomedical perspective provides a way to understand biological treatments of MDD and 

has led to the development of many effective pharmacological therapies for the condition. 

However, many individuals with MDD also benefit from non-pharmacological 

interventions, consultations with mental health specialists, or counselling sessions in 

individual or support group settings. The types or combinations of mental health services 

(MHS) utilized for effective therapeutic results are highly variable between individuals.  

 

Pharmacological Therapy  

A primary care physician or psychiatrist can prescribe medications to relieve 

depressive symptoms.  There are several classes of antidepressant medications available 

for MDD, including selective serotonin reuptake inhibitors (SSRIs), serotonin and 

norepinephrine reuptake inhibitors (SNRIs), norepinephrine and dopamine reuptake 

inhibitors (NDRIs), tricyclic antidepressants (TCAs), monoamine oxidase inhibitors 

(MAOIs), and atypical antidepressants.  
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The reupkate inhibitors, including SSRIs, SNRIs, and NDRIs, decrease depressive 

symptoms by competitively inhibiting transporter-mediated neurotransmitters reuptake at 

the pre-synaptic terminal. Inhibiting reuptake increases neurotransmitter concentrations 

in the synapse, thereby increasing signal transmission post-synaptically (Iversen, 2006).  

TCAs are a particular class of competitive reuptake inhibitors named for their 

triple ring structure. TCA can act upon serotonin, norepinephrine, and dopamine 

pathways. However, most TCAs have negligible affinity for the dopamine transporter. 

TCAs tend to cause more severe side effects than SSRIs, and are not prescribed unless 

SSRIs are ineffective.  However, TCAs may be more effective in the case of melancholic 

MDD (Mitchell & Mitchell, 1994). 

MAOIs act by inhibiting the activity of monoamine oxidases, enzymes which 

breakdown monoamines via deamination. Preventing the breakdown of monoamine 

oxidases inhibits the breakdown of the monoamine neurotransmitters serotonin, 

norepinephrine, and dopamine. This increases neurotransmitter concentrations in the 

synapse for increased signal transmission. MAOIs are not prescribed unless other 

medications have been ineffective, as the side effects of MAOIs may be very severe. 

Indeed, MAOIs have adverse effects when taken with birth control, decongestants, and 

certain herbal supplements. MAOIs also require a strict diet because interactions with 

tyramine—found in foods including cheese, pickles, and wine—can be dangerous or even 

deadly (D’Andrea, Nordera, Perini, Allais, & Granella, 2007). 

 Atypical antidepressants include other medications used in tandem with 

antidepressants for short-term symptom-specific management.  These include mood 

stabilizers, antipsychotics, sedatives, stimulants, and anti-anxiety medications  
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The combination of antidepressant medication to effectively treat depressive 

symptoms varies between individuals. It may require several adjustments to a drug 

regimen before finding a combination that works effectively. Additionally, some 

pharmaceuticals may take four weeks or longer for full effect to take hold and for side 

effect to subside. This may engender compliance issues. However, abruptly stopping 

treatment or missing several doses can cause withdrawal-like symptoms and a sudden 

worsening of depression. Thus it is important to work with the prescribing physician to 

find an appropriate pharmacological treatment if one is deemed necessary (Mayo 2010). 

 

Non-Pharmacological Biomedical Interventions  

Electroconvulsive therapy (ECT) passes electrical currents through the brain to 

instantly alter levels of neurotransmitters in the brain. This type of treatment offers 

immediate relief of even the most severe depressive symptoms. ECT is usually used as a 

last resort for patients who cannot take or do not respond well to antidepressant 

pharmaceuticals. ECT may also be used for individuals who are at a high risk of suicide. 

Side effects include headaches and temporary memory loss (APA, 2008). 

Transcranial magnetic stimulation (TMS) treatment uses a coil placed against the 

scalp to send brief magnetic pulses to the brain. These pulses stimulate mood-regulating 

nerve cells in the brain to reset function. For greatest effect, TMS therapy requires five 

treatments per week for up to six weeks. Like ECT, TMS is typically used for individuals 

who have not responded to antidepressant medication (O'Shea & Walsh, 2007).  

Both ECT and TMS, though effective, are not commonly used to treat depressive 

symptoms. Within biomedicine, pharmacological therapies are favored. 
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Cognitive Behavioral Therapy  

Cognitive behavioral therapy (CBT) is one of the most effective, evidence-based 

treatments for MDD. (Blackburn et al., 1981; Dobson, 1989; Fava et al., 1998)The 

therapy has its basis in cognitive behavioral psychology (see “Psychological Influences” 

above) The general approach to CBT, outlined by Beck et al (1979), involves guiding 

clients through structured learning experiences while teaching them to recognize and 

reevaluate maladaptive thought processes. During these guided experiences, clients 

monitor and write down their negative thoughts in attempt to recognize how thoughts or 

feeling influence their physiology and behavior. Therapists help clients to modify 

underlying maladaptive assumptions and beliefs so that they can react to triggering events 

with more adaptive coping skills. Through active self-monitoring during therapy sessions 

and homework assignments, therapists gradually expose clients to a greater number of 

potentially rewarding experiences. Within MDD treatment, these therapeutic activities 

and strategies typically include psychoeducation, guided discovery, Socratic questioning, 

role playing, imagery, and behavioral experiments. Although a full course of treatment 

with CBT is considered to be 14-16 sessions, most clients show remission of depressive 

symptoms within 8-12 sessions. It is often helpful for clients to participate in occasional 

sessions throughout the year following treatment completion (Beck et al., 1979). 

A meta-analysis performed by Dobson (1989) showed that CBT for MDD is not 

only effective, but often superior to alternative interventions. Based on a comparison of 

patients' Beck Depression Inventory scores before and after treatment, this meta-analysis 

suggested that CBT is superior to pharmacological therapy, behavioral therapy, 

psychotherapy, and non-intervention demonstrated through waiting-list client controls. 
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Further studies by Hollon, Shelton, & Loosen (1991) showed that CBT alone is superior 

to combined CBT-pharmacological treatment.  

A study by Blackburn et al (1981) comparing CBT with pharmacological therapy 

has also indicated that CBT is as effective as pharmacological therapy, regardless of the 

severity of the MDD symptoms. Additionally, Dobson (1989) showed that the degree of 

change associated with CBT was not significantly related to the length of therapy.  

Not only is any degree of CBT more effective in treating MDD than other 

interventions, but CBT during the acute episode of MDD, either alone or in combination 

with medications, may reduce the risk of subsequent relapse following the termination of 

treatment (Hollon et al., 1991). Work by Fava et al. (1998) further supported that CBT 

may substantially lower relapse rates of MDD among clients successfully treated with 

antidepressants. The study compared relapse rates of forty patients with recurrent MDD 

whose residual symptoms were treated with either clinical management or CBT 

supplemented with lifestyle modifications and well-being therapy. The CBT group was 

significantly less affected by residual symptoms after discontinuation of antidepressant 

drugs than the group in clinical management. Similarly, follow-up studies with both test 

cohorts two years after drug discontinuation suggested that the CBT group experienced 

lower relapse rates than the clinically managed group, with relapse occurring in 25% and 

80% of cases for each group, respectively. This work challenges the assumption that 

long-term pharmacological therapy is the only method to prevent relapse in clients with 

recurrent MDD. Pharmacological therapy may be necessary for some clients. However, 

CBT may be a viable alternative for long-term effectiveness and can ameliorate residual 

MDD symptoms while reducing the likelihood of relapse (Fava et al., 1998). 
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 Although CBT has been found to be an effective treatment for MDD, Propst et al. 

(1992) suggests that it may be underutilized by some populations because the treatment 

focuses on values such as personal autonomy and self-efficacy, which may clash with the 

cultural values of some populations. Specifically, Propst et al. (1992) address the idea 

that religious individuals may regard CBT as antagonistic to their dependence on a divine 

being. Indeed, (Larson et al., 1989) suggest that highly religious individuals underutilize 

all forms of mental health services, resulting in a segment of the U.S. population that is in 

need of care but is not seeking or receiving culturally appropriate treatment. To study 

CBT efficacy among religious individuals, Propst et al. (1992) provided two versions of 

CBT treatment to two cohort of twenty self-identified religious individuals. The first 

group received CBT with religious content (RCT), while the second group received 

standard protocol CBT (NRCT). Alongside these cohorts, the study assessed the 

outcomes for a group of waiting-list control (WLC) individuals who received no 

intervention, as well a group of pastoral-counseling individuals (PCT) who received 

counseling without the active elements of CBT. Propst et al (1992) demonstrated that 

individuals in the RCT and PCT cohorts reported significantly lower rates of post-

treatment depression than individuals in the NRCT cohort. All three treatment regimens 

superseded the immediate and two-year follow-up outcomes of individuals in the non-

intervention WLC cohort. Thus, it appears that among religious individuals, MDD 

treatment efficacy is influenced by religious foundations more than it is affected by the 

active elements of CBT (Propst et al., 1992).  
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Social Support  

An extrapolation of the correlation identified by Propst et al (1992) suggests that 

in the absence of access to CBT, patients who talk about their experience with depression 

may have better mental health outcomes. This efficacy may be attributed to the value of 

social support in treating MDD. Indeed, George et al (1989) suggest that the element of 

social support acts as a protective barrier against the development and recurrence of 

MDD. George et al (1989) state that the size of an individual’s social network and the 

subjective quality of the social support he or she experiences are significant elements in 

MDD. However, subjective social support is most strongly associated with MDD, 

indicating that there is a difference between involvement in and quality of interpersonal 

relationships (George et al., 1989). 

The role of positive social support in MDD is further supported by Seligman, 

Tayyab, & Parks (2006). Seligman et al (2006) suggest that increasing positive emotion, 

engagement, and meaning may significantly decreased levels of mild-to-moderate MDD. 

This correlation appeared to be upheld through a one-year follow-up study. Positive 

social support, as compared to a non-supportive pharmacological therapy treatment 

regimen, was related to higher remission rates for MDD.   

The roles of positive affect and social support in treatment and prevention of 

relapse in MDD should not be overlooked and are especially important from an 

economical perspective. Individuals belonging to groups of low socioeconomic status or 

medically uninsured populations may underutilize any for-profit clinically-based 

treatment regimens due to cost barriers impeding access to care. The problem of 

providing effective care alternatives to these individuals at little or no cost can be 
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ameliorated by employing the protective and preventive barrier of social support. 

Similarly, support groups or counseling services, especially those offered at no cost, can 

be a good resource for individuals of low socioeconomic status that need an effective 

support system.  

 

 

Major Depressive Disorder among U.S. Latin@s  

 

 

Latin@ Demographics in the United States 

 The U.S. Census (2012) reports that Latin@s make up 16.9% of the population of 

the United States. Latin@s are the largest ethnic minority in the United States. The U.S. 

Census Bureau estimates that there are currently 53 million Latin@s and projects that 

there will be 100 million or more Latin@s in the United States by 2050. The U.S. Latin@ 

population is comprised of two main subgroups, Latin@s of Mexican origin (66.1%) and 

Latin@s of Puerto Rican origin (9%). Nearly one third of individuals in both groups meet 

poverty criteria. Only one half of Latin@s of Mexican origin and two thirds of Puerto 

Rican Latin@s over age 25 have completed high school.  

 

Major Depressive Disorder and the Immigrant Paradox 

Latin@s worldwide are at an overall lower risk for all psychiatric disorders as 

compared to non-Latin@ whites (Alegria et al., 2008). Most psychiatric disorders are 

more prevalent in the United States than in other parts of the world (Kessler et al., 2003). 

Thus, it is not surprising that U.S. Latin@s report higher lifetime incidence of MDD than 

non-immigrant Latin@s. Alegria et al (2008) show that there is an Immigrant Paradox 

among U.S. immigrants from Mexico. Recent Mexican immigrants tend to be healthier 
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than the average U.S. American. Despite lower socioeconomic status, a common 

corollary of health outcomes, immigrants have a lower prevalence of chronic disease and 

a lower mortality rate than non-immigrant U.S. Americans. However, initial health 

superiorities of immigrants erode with time lived in the United States. Indeed, after five 

years or more in the United States, even with statistical age adjustments, Latin@s are 1.5 

times more likely to develop a chronic illness than when they first immigrated. Within 

one generation, Latin@ health outcomes are as poor as those of the average U.S. 

American of a similar socioeconomic status.  

Although recent immigrant Latin@s are at a lower risk for MDD than non-

Latin@s, any apparent low need for MHS among Latin@s will gradually shift toward 

higher need (Hough et al., 1987; Alegria et al., 2008). A survey by the Center of Disease 

Control in 2005 estimates that 6.3% of U.S. Latin@s of Mexican origin had MDD, as 

compared to 4.8% of non-Latin@ whites (Pratt & Brody, 2008). The disparity in 

prevalence of MDD among these two demographics is likely to increase due to the 

Immigrant Paradox and the unique factors contributing to MDD among U.S. Latin@s. 

 

Factors Influencing Major Depressive Disorder among U.S. Latin@s 

As noted above, the diathesis-stress model serves to explain the development of 

mental disorders in the context an individual’s genetic predisposition and environmental 

influences. If an individual predisposed to MDD reaches his or her stress threshold, it is 

likely that he or she will develop the disorder (Hankin & Abela, 2005). U.S. Latin@s 

experience unique stressors as compared to non-Latin@ whites, which may contribute to 

higher prevalence of MDD in this demographic. 
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Acculturation and Acculturative Stress 

Acculturation refers to the psychosocial changes an individual experiences upon 

interacting with another culture (Alvidrez, Azocar, & Miranda, 1996). The extent of 

acculturation depends on changes in attitudes, behaviors, identity, and values as a result 

of contact with the host culture (Berry, 1990). The more acculturated an individuals is, 

the less of the traditional culture will retain in favor of the new culture. Acculturative 

stress arises from the process of acculturation (Williams & Berry, 1991). 

The role of acculturation is particularly important among U.S. Latin@s who 

maintain closer ties to their native country by preserving their language and cultural 

characteristics. Because most Latin@s tend to maintain strong cultural identities, the 

process of integrating the cultural characteristics of the majority group with traditional 

cultural beliefs and values may be challenging and represent a significant stressor 

(Kouyoumdjian et al., 2003).  

Acculturative stressors that Latin@ immigrants are likely to experience include 

status inconsistencies, role conflict, low socioeconomic status, difficulties in 

communication, leaving behind family and friends, and racism (Salgado de Snyder, 1987; 

Williams & Berry, 1991; Padilla & Perez, 2003). Many migrating Latin@s experience a 

number of these stressors, which places them at risk for experiencing acculturative stress. 

Studies suggest that high levels of acculturative stress may increase the risk for the 

development of psychological problems, including MDD (Hovey & King, 1996; 

Williams & Berry, 1991). 

To date, the findings on the mental health of immigrant Latin@s have been 

mixed. Research has revealed inconsistent findings in the relationship between 
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acculturation level and mental health status. Despite the empirical literature on the 

association between acculturation and mental health, there does not appear to be any clear 

conclusive evidence regarding the specific direction of the relationship between 

acculturation and mental health status in Latin@s.   

These data may in part be confounded by the role of family support as a 

protecting factor against major depressive disorder. An analysis of self-reported mental 

health status by Mulvaney-Day, Alegría, & Sribney (2007)  suggests that relational 

support lends a strong protective effect against MDD, regardless of socioeconomic or 

language status.  

 

Status Inconsistency and Role Conflict 

Status inconsistency is experienced when individuals maintains some markers of 

high socioeconomic status while experience other markers of low socioeconomic status. 

An example often seen among Latin@ immigrants is that in their native countries they 

were highly educated and respected members of society, but upon immigrating to the host 

country were employed in blue collar positions and faced the reality of racism and 

discrimination against them as immigrants. Rubel (1964) suggests that in trying to 

reconcile divergent status markers, individuals facing status inconsistencies deal with 

chronic stress.  

Role conflict engenders stress through a similar model. Role conflict occurs when 

individuals experience a discord with between their ideal or societally-acceptable roles 

and their actual roles (Rubel, 1964). For example, in communities with traditional gender 

roles, men may experience role conflicts if they face unemployment while their wives 

become the family breadwinners. When an individual’s ideal and real roles are congruent, 
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he or she experiences low levels of stress. On the other hand, if an individual’s ideal and 

real roles are highly divergent, that individual may experience high levels of stress.  

 

Unique socioeconomic stressors among Latin@s 

 Socioeconomic status (SES) is a measure of relative work experience and social 

position based on income, occupation, and education. Individuals with low SES are more 

vulnerable to chronic stress than individuals from middle and upper socioeconomic 

background. Thus, regardless of acculturation level, Latin@ who find themselves in 

economically challenging environments face a higher risk of socioeconomic stress 

(Kouyoumdjian et al., 2003). Because low SES is associated with greater exposure to 

stress, it has been correlated with higher rates of depression (Adler et al., 1994). Indeed, 

socioeconomic factors are believed to strongly correlate with MDD development.  

 As noted above, roughly half of U.S. Latin@s have a completed a high school 

education and nearly one third meet poverty criteria (U.S. Census Bureau, 2012). A Pew 

Research Center analysis of U.S. Census Bureau data from 2009 reports that the median 

wealth of Latin@ households is 18 times less than that of  non-Latin@ white households. 

This represents a widening wealth gap, as the net worth of Latin@ households has 

decreased by 66%, from $18,359 in 2005 to $6,325 in 2009. In this four year period, this 

was the largest percentage drop among all ethnic groups (Taylor, 2011). 

 Accounting for these lopsided economic shifts are the recession and housing 

meltdown occurring from 2007 to 2009. Although plummeting home values reduced 

household wealth across all ethnic groups, Latin@s were disproportionately affected by 

the housing market collapse. Not only are the greatest populations of Latin@s centered in 

the geographic regions most affected by the housing meltdown, but Latin@s derived 
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nearly two-thirds of their net household wealth from home equity. Since the official end 

of the recession in mid-2009, the housing market in the U.S. has remained in a slump 

even though the stock market has recaptured much of the value it lost from 2007 to 2009. 

Given that 24% of Latin@s have no other assets apart from home equity, and a lower 

share of Latin@s own stocks than the general population, the stock market rebound since 

2009 is likely to have benefited non-Latin@ households more than Latin@ households.  

Indeed, the recession has paralleled a 42% rise in median levels of debt accrued by 

Latin@ households, reduced household wealth, and accompanied falling homeownership 

rates among Latin@s (from 51% to 47%) due to foreclosure (Taylor, 2011). 

 The fact that Latin@s were disproportionately affected by the housing meltdown 

is significant because housing insecurity contributes to socioeconomic stress. Cagney 

(2014) demonstrates that increases in neighborhood-level foreclosure represent an 

important socioeconomic risk factor for depression in older adults.  Thus, the impact the 

housing downturn has had a on the SES of U.S. Latin@s may be a unique contributing 

factor for the development of MDD in this demographic 

 

Racism 

Although higher socioeconomic status typically correlates to improved health 

outcomes and reduced incidence of MDD, Latin@s of high SES are not completely 

protected from socioeconomic stressors. Among ethnic minorities, racism has emerged as 

social factor contributing to socioeconomic stress (Smith 2008). The cumulative impact 

of racism experience over one's lifetime is a significant chronic stressor that can even 

outweigh the benefits of higher economic status (Strain, 2008). 
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Health Disparities
 

 Although there is a higher prevalence of MDD among U.S. Latin@s than the 

general population, Latin@s who require care are much less likely to receive MHS than 

non-Latin@s. Studies by Cook et al (2014) show that 27% of U.S. Latin@s with MDD 

utilize MHS, as compared with 40% of non-Latin@ whites. Immigrant Latin@s are even 

less likely to seek treatment for MDD, with only 4% receiving MHS (Hough RL et al., 

1987; Nadeem et al., 2007). 

 Among individuals who seek MHS, Latin@s are more likely to be served by 

physicians who are unable to detect an existing mental health problem due to lack of 

cultural competency. Latin@s are also less likely than non-Latin@ whites to receive 

evidence-based MHS from their general medical provider. 

 Health disparities are present at the level of traditional access and service use 

barriers (external barriers), as well as at the level of individual care-seeking behavior 

(internal barriers)(Cabassa et al., 2006). External barriers include lack of health 

insurance, inability to pay for care, discrimination and distrust, lack of bilingual 

providers, and lack of culturally congruent MHS.  External barriers may be at the 

institutional, interpersonal, or communities level and often require health policy 

intervention to reduce inequity (Cabassa et al., 2006). Internal barriers are influenced by 

how an individual perceives MDD, as well as his or her attitudes towards treatment 

(Cabassa, Lester, & Zayas, 2007). This project will focus on internal barriers to MHS 

utilization, as the nature of this project has more leverage at the personal level. Moreover, 

even if external barriers to care utilization were removed, residual internal barriers would 

continue to prevent care utilization and compliance if left unaddressed.  
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Internal Barriers to Mental Health Services Utilization 

 

Stigma 

 There are two primary types of stigma: public-stigma and self-stigma. As 

Corrigan (2004) defines it, public-stigma is a naïve public endorsing a prejudice or 

stereotype about a group. Self-stigma is the result of members of a stigmatized group 

internalizing public stigma. Corrigan (2004) suggests that public-stigma leads to self-

stigma, which influences MHS utilization (Corrigan, 2004).  Indeed, self-stigma is what 

the U.S. Department of Health and Human Services (1999) calls “the most formidable 

obstacle to future progress in the area of mental illness and health.”  

 Stigma is manifest in language, behavior, and disrespect in interpersonal 

relationships. Thus, Corrigan (2004) suggests that people avoid being labeled as mentally 

ill in order to avoid damaging interpersonal interactions and to blunt negative statements 

that may reduce self-esteem and self-efficacy. Sirey et al (2001) further support the idea 

that experiencing shame and avoiding treatment are correlated. Using the Scale of 

Perceived Stigma developed by Link et al (1999), Sirey et al (2001) suggest that research 

participants who expressed a sense of shame from personal experiences with mental 

illness were less likely to be involved in treatment.   

 Hamre et al (1994) demonstrate that one-third a cohort surveyed in their study 

believed there to be a significant difference between individuals with and without mental 

illness. A commonly held stereotype about individuals with mental illness, including 

MDD, is that these individuals are unable to live competently and independently in the 

real world.  Additionally, individuals with MDD are considered to be responsible for the 
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onset and continuation of their disorder due to their weaknesses of character (Hamre et 

al., 1994).  

 Although many individuals report stigma concerns in talking to care providers 

about mental health issues, the role that stigma as barrier to MHS utilization among 

Latin@s is controversial. Alvidrez (1999) suggests that Latinas are less likely to endorse 

beliefs that mental illness carries a stigma than European Americans and African 

Americans. Contradictorily, a study by Nadeem et al (2007) suggests Latina women are 

more likely than non-Latina white women to endorse stigma concerns, with concerns 

greatest among immigrant Latinas. However, it has been proposed that ethnic minorities, 

who already face prejudice, suffer double stigma when confronted with mental illness. 

The combination of these sources of stigma may be responsible for low MHS utilization  

in this population (Gary, 2005). 

 Family shame has also been suggested to be a significant predictor of treatment 

avoidance. Self-stigma internalized from familial beliefs that mental illness is a disgrace 

to the individual and/or family has been postulated to serve as a barrier to MHS 

utilization (Leaf, Bruce, & Tischler, 1986). 

 

Familism 

 Familism is a core characteristic of Latin@ culture and differentiates attitudinal 

views between Latin@ and non-Latin@ whites. Some factors involved in familism 

include the belief that the family shares responsibility for an individual’s problems and 

that mental illness is best treated within the family (Sabogal et al., 1987; Edgerton & 

Karno, 1971). Indeed, Alvidrez (1999) suggests that Latin@s strongly endorsed the idea 

that mental health problems should not be discussed outside of the family. Leaf et al 
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(1986) have postulated that family perceptions of mental illness are major deterrents for 

MHS utilization among Latinas with mental illness, including MDD.  

 

Cultural Perceptions, Linguistics, and Explanatory Models  

 Kleinmann (1987) suggests that explanatory models, or the way an individual 

associates an illness and clinical care to social and cultural factors, influence an 

individual’s personal experience of an illness and determine what types of treatment he or 

she deems appropriate. The perceived etiology of MDD plays a large role in deriving 

linguistic labels that define the condition and, by extension, influence patterns of care-

seeking behavior. Medical and linguistic anthropologists have demonstrated that many 

Latin@s describe and categorize mental illness with the labels nervios (nerves), fallo 

mental (mental deficiency or failure), and locura (craziness). Nervios is the most widely 

studied and used idiom, especially in cases of MDD. Nervios describes symptomology 

including fear, anxiety, negative affect, anger, worry, and loss of control. Each response 

is thought to be precipitated by to stressful life circumstances (Cabassa et al., 2007). 

 Conceptually, the term nervios is commonly associated with situational or 

emotional factors. Men tend to report failures to meet expected social roles, including 

loss of work or failure at school, as triggers for nervios. Women tend to report 

interpersonal problems, such as failures of romantic relationships and divorce, as triggers 

for nervios. Some individuals may also maintain that nervios is the result of sin or moral 

transgression (Alvidrez, 1999). The perceived situational and emotional factors 

contributing to nervios are delineated in figure 3, adapted from Cabassa et al (2007). 
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Figure 3. Perceived etiology of major depressive disorder among U.S. Latin@s 

Interpersonal and social problems were the largest reported cause of MDD. Medical 

causes for MDD were only reported by 18% of surveyed individuals. Causes were not 

mutually exclusive and therefore percentages total more than 100. Graphic adopted from 

Cabassa et al., 2007.  

 

 

 Conceptualizations of MDD are further influenced by SES. Individuals of higher 

SES attribute MDD etiology to biomedical causes rather than situational or emotional 

factors more frequently than individuals of lower SES. Recent immigrants and less 

acculturated Latin@s also rely more heavily upon situational and emotional factors in 

their explanatory models (Cabassa et al., 2007). Overall, Alvidrez (1999) suggests that 

Latinas are less likely than non-Latin@ white women to endorse biomedical causes for 

MDD. 

 Because the term nervios among Latin@s has conceptually shifted the etiology of 

MDD from a biomedical explanatory model to one influenced by situational and 

emotional factors, it is less likely Latin@s utilizing this terminology will seek treatment 
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for MDD symptomology. Indeed, Alvidrez (1999) suggests that when individuals hold 

the view that MDD is the result of shortcoming or personal and emotional weakness, they 

may be more reluctant to seek formal help for their problems, especially in a mental 

health setting (Alvidrez, 1999).  

 When care is sought, etiological perceptions influence MHS utilization patterns. 

Explanatory models can impact compliance to treatment (Dressler, 1980). Thus, if 

Latin@s do not accept biomedical models to explain MDD, it is likely biological 

treatments will not be adhered to. Indeed, Latin@s are less likely to find pharmacological 

therapy acceptable to treat MDD, often view antidepressants as addictive, and prefer 

counseling over pharmacological therapy (Cooper et al., 2003). 

 

Spirituality and Fatalism 

 Approximately 70% of Latin@s profess to be Catholic, translating into 29 million 

Catholic Latin@s in the United States. Additionally 23% of Latin@s, translating to 9.5 

million, profess to be Protestant or "other Christian" (including Jehovah's Witnesses and 

Mormons). Only 0.37% of Latin@s identify as agnostics or atheists (Murray, 2013). 

Religious belief is indirectly related to reduced frequency of depression, because 

religious belief is linked with lower levels of hopelessness (Murphy et al., 2000). 

However, individuals who hold the view that MDD is the result of sin or moral 

transgression may be more reluctant to seek MHS due to religious fatalism, or the belief 

that it is one's lot it life to have MDD (Alvidrez, 1999). Indeed, as noted above, highly 

religious individuals underutilized MHS. This especially true of therapies that clash with 

personal beliefs (Larson et al., 1989). Efficacy of MHS, when utilized, is also reduced 

when therapy clashes with personal religious beliefs (Propst et al., 1992). 
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LITERATURE REVIEW 

 

 

 

 There are very few books written about MDD at a child’s reading level. All of the 

books reviewed were written from the perspective of the child protagonist experiencing 

depression. As such, many books incorporate themes about recognizing emotions and 

feelings. Books that normalize feelings of sadness include When I’m Feeling Sad, by 

Trace Moroney, Feeling Sad, by Joy Berry, and Today I Feel Silly, by Jamie Lee Curtis. 

Others, such as I Want a Hug by John Rowe, Lonely Moose by John Segal, and Misery 

Moo by Jeanne Willi, illustrate the power of reaching out to someone who is sad.  

 Although these approaches might be advantageous for children experiencing 

depression, they do not define MDD from a biomedical perspective. Indeed, after 

extensive literature review, I have concluded that few children’s books currently 

available explain MDD in the context of biomedicine. This represents the first significant 

gap in children’s literature related to MDD. However, as a review of children’s non-

fiction literature reveals, it is possible to describe medical and scientific concepts in ways 

that are comprehensible to children. El cerebro, by Lisa Greathouse, El cueropo humano, 

by Anita Caneri, The brain: our nervous system, by Seymour Simon, and Brain, by Anna 

Sanderman each provide simple overviews of the anatomy and physiology of the nervous 

system. These books describe the nervous system as a message-relay system and teach 

that dysfunction in the nervous system may result in pathological information processing, 

thinking, and executive functioning.  

Although these concepts are described in children’s non-fictional literature, they 

typically do not a carry over into works of fiction. Taking Depression to School by Kathy 
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Khalsa is one of the few books that simplify the concept of depression to help children 

understand the condition. Taking Depression to School is also a good example of a 

children’s fiction that simultaneously reinforces the fact that children with MDD are 

loved and accepted just the way they are in order to normalize depression. 

While some books normalize feelings of sadness to address the stigma 

surrounding MDD, few promote MHS utilization for MDD. Although outside of the 

scope of MDD, Brandon the Bipolar Bear by Tracy Anglada is a good example of a book 

that addresses the possibility of seeking care for mental illness. The book, targeted to 

children ages 5-12, defines bipolar disorder and addresses genetic causes in a simple way 

in order to provide a biomedical framework under which MHS utilization is addresses.   

 Although the aforementioned books may have Spanish language translations, 

none were written for a bilingual or Latin@ target audience. Thus, the books do not 

demonstrate a culturally competent approach, as they do no address the explanatory 

models many Latin@ hold about MDD. This contributes to a significant gap in current 

children’s literature. It is important for children's literature to be culturally competent or 

else the presented information will not resonate with the target audience.   
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WHY WRITE A CHILDREN’S BOOK 

 

 

 

Topic Justification 

 This project encompasses three of the things I am passionate about: Spanish 

language and Latin@ culture, public health and medicine, and biochemistry. Throughout 

my studies at Oregon State University, these subjects are what I have spent most of my 

academic focus on. Therefore, this interdisciplinary project is a perfect intersection of my 

knowledge base. My passion for health promotion has inspired me to create a project that 

attempts to reduce internal barriers to MHS utilization and serves as a tool to empower 

individuals with MDD to seek care. I specifically choose to focus on MDD because of its 

high prevalence among Latin@s in the United States.  

 

 

Significance 

 MHS utilization for MDD is low among Latin@s even though Latin@s 

experience a higher prevalence of MDD than non-Latin@ whites (Cook et al., 2014; Pratt 

& Brody, 2008). Rates of MHS utilization are low among U.S Latin@s in part due to 

internal barriers, which include stigma, familism, non-biomedical explanatory models, 

spirituality, and fatalism.  

 This project will provide a springboard for children and their families to approach 

the tabooed subject of MDD in order to overcome internal barriers to MHS. A children’s 

book format has the potential to stimulate conversation among family members and 

friends reading the book to children. Children’s literature is a great way to spread 

information because it is accessible to a wide range of readers across age groups, 
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educational levels, and cultural backgrounds. Children's literature can also be a very 

entertaining and interactive way to learn (Buccieri & Economy, 2005; Dils,1998; 

Shepard, 2000). By addressing MDD during a child's formative years, this book has the 

potential to alter future perceptions surrounding MDD. It also has the potential to provide 

alternatives to explanatory models held by adult readers.  

 There is currently a lack of children’s literature that addresses the biomedical 

etiology of MDD and discusses the availability of MHS for MDD. This is especially true 

of the children’s literature available to U.S. Latin@s and accessible in a culturally 

competent manner.  Thus, this project will fill a gap within children's literature and serve 

to reduce the health disparities facing U.S. Latin@s at the level of internal barriers to 

MHS utilization.  
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TARGET AUDIENCE 

 

 

 

 The target audience for this book is children ages 7-12 and the adults who read 

with them. Dils (1998) emphasizes the importance of writing children’s books that appeal 

to both children and adults, as adults typically purchase or acquire the books. Thus, 

children’s books must be basic enough to be understood by children, but also address 

topics that appeal to adults. This book was carefully written to explain important ideas 

about MDD in simple terms comprehensible for children. A secondary benefit of writing 

for a younger audience is that the material presented is more accessible to adults who 

may have limited literacy skills.  

 This children’s book was written to be bilingual. This will allow both Latin@s 

and non-Latin@s to access to the book regardless of preferred language. Immigrants who 

come to the U.S. may feel pressured to acculturate linguistically by learning English 

rather than using their native language (Lee, 2002). By writing a bilingual book, I hope to 

avoid pressuring people to speak or read only English. I also hope to make the book 

accessible to those who choose not to learn English or facing barriers to learning English. 

Additionally, the bilingual nature of this book may aid language learning without 

engendering confusion through a hybrid or blended language format (Schon, 2004).  

For those who identify as U.S. Americans, this book may also challenge the 

notion that English is the only language that U.S. Americans should learn or use. Because 

there is significant Latin@ population in the United States, Latin@ culture and language 

is becoming more integrated into mainstream U.S. culture. Both children and adults 
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should have the opportunity to be exposed to other languages and cultures. This book 

provides a medium for this type of exposure. 

The settings and situational interactions in this book are intentionally general in 

some areas so that they might apply equally to those who identify with mainstream U.S. 

culture or Latin@ culture. This is important because there are increasing numbers of 

bicultural and multicultural families in the United States. Although this book addresses 

cultural aspects and explanatory models unique to Latin@s, these are explained in a way 

that non-Latin@s can comprehend. Another goal is to address MDD and promote MHS 

utilization in a manner comprehensible to the audience regardless of language and 

cultural background in order to emphasize that MDD is universal, rather than a condition 

uniquely affecting Latin@s. 

At the same time, this book uses culturally normative examples to represent 

authentic Latin@s literature and aims to present MDD in a culturally competent manner. 

As noted above, culture influences explanatory models of health, which in turn influences 

compliance to treatment (Kleinmann, 1987; Dressler, 1980). Thus, cultural competency is 

essential for healthcare promotion among acculturating, bicultural, or multicultural 

groups because it allows the message to resonate with the audience.  

This book attempts to provide a biomedical model for MDD without condemning 

existing explanatory models. It establishes normative views toward mental illness 

through a biomedical perspective in order to reduce stigma around MDD and promote 

MHS utilization. Thus, this book is not only meant as an education tool for individuals 

affected by MDD, but the book also serves to normalize the experience and treatment of 

mental illness on a broader scale.   
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CHARACTER DEVELOPMENT 

 

 

 

 The main character in this children’s book is Ana. She is a very inquisitive child 

who wants to understand how the world works and why. Throughout the story, Ana 

guides the direction of the conversations she has with her mother, aunt, and uncle. The 

story was written in this manner because research suggests that children want to read 

about protagonists who take initiative and are problem solvers (Buccieri & Economy, 

2005; Dils, 1998; Shepard, 2000). 

 Ana learns about MDD directly from her mother and schoolteacher, and indirectly 

from her mother's psychologist. Her mother is a trusted source of information, as she has 

experienced depression and is effectively utilizing MHS. Additional authority is imparted 

from the psychologist, Dr. Hidalgo; albeit absent in direct conversation, he is a logical 

source to support for the biomedical model of MDD presented in this story. Mrs. Albrich, 

who is an image of authority for children in her role as a schoolteacher, is a respectable 

character to reduce stigma surrounding MDD. She is represented as a non-Latin@ white 

because studies show that non-Latin@ whites are more likely to embrace biomedical 

models for MDD and deny stigma associated with the condition than Latin@s (Alvidrez, 

1999; Nadeem et al., 2007).Thus, she is an authentic and logical character to deconstruct 

the embarrassment associated with MDD.  

 Father Ignacio, as a Catholic priest, is also an appropriate authority to invoke in 

order to provide an alternative to spiritual fatalism (see “Spirituality and Fatalism” 

above). Because the majority of U.S. Latin@s identify as Christians, his advice to pray 

but also utilize MHS resonates with the target audience without condemning spirituality.  
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 Ana’s aunt and grandmother are highlighted as supportive character for Ana’s 

mother, who discusses her emotions openly with them. Familism is often important in 

Latin@ culture, so it is authentic for Ana's mother to confide in her family members 

(Sabogal et al., 1987). 

 Ana’s Uncle Miguel is portrayed as less acculturated than Ana and her mother 

through the way he discusses his homesickness for Mexico and refers to MDD as nervios 

rather than depression. His lower degree of acculturation is also paralleled in the story’s 

allusion to his inability to acquire health insurance and communicate effectively with 

U.S. physicians. His interactions with his family and community are also reflective of 

extended family and community support networks among Latin@s.  

 Familial and social support are often very important factors in Latin@ culture. 

Thus, it fitting for Ana to learn about MDD from her mother, and it is authentic for Uncle 

Miguel to receive information about MDD from Latin@ family members who have had 

personal experiences with MDD (Sabogal et al., 1987; Gill, 2009). Similarly, many 

researchers recommend including extended family members in children's literature 

because of the importance of familism in sociocultural development (Faraz, 2010). 
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CHILDREN’S BOOK CONTENT 

 

 

 

Introduction 

 Ana’s Family Feels Happy Again, or La familia de Ana está feliz de nuevo, is a 

story about a young Latina girl named Ana who learns about MDD. Through a series of 

experiences and many poignant questions, she learns that depression is a medical 

condition that individuals need not be ashamed of experiencing. She also grows to 

understand that there are resources to help those with depression. As the story continues, 

Ana interacts with her uncle to encourage him to consider what he views as nervios, due 

to difficult circumstances, as MDD, due to a medical condition. 

 

 

Before School 

The story begins when Ana’s mother asks her if she is ready for school. They 

must leave early enough for her mother to arrive at the psychologist’s office in time for 

an appointment with Dr. Hidalgo. Because she does not think her mother appears to be 

ill, Ana is confusion as to why her mother must see a doctor. In fact, Ana states that her 

mother seems to be in better health than she was previously. It is at this point that the 

story reveals the fact that Ana’s mother has MDD. When Ana’s mother explains that she 

has been feeling better because she sees a psychologist, Ana begins to learn that 

depression is more than just feeling sad. The purpose of this interaction is to describe 

MDD in an accessible way, congruent to DSM diagnostic criteria (see “Diagnosing 

Major Depressive Disorder” above). By this same interaction, Ana learns that depression 

is not the fault to any person or situation, but is a medical condition for which it is 
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possible to receive treatment. Indeed, this section alludes to different resources available 

for individuals with MDD, including primary care doctors, psychologists, and social 

support networks. The benefit and availability of these resources are developed to greater 

degrees as the story unfolds.   

 

 

Teased at School 

 When Ana is dropped off at school, her classmates tease her because her mother 

goes to a psychologist. The purpose of this interaction is to address the reality that mental 

illness is stigmatized and that many individuals believe MHS are only utilized by “crazy” 

or “unstable” individuals (see “Stigma” above) (Hamre et al., 1994). The story then 

proposes to eliminate the stigma associated with MHS utilization through the interactions 

the schoolchildren have with their teacher, Mrs. Albrich. In her authoritative role as a 

schoolteacher, Mrs. Albrich explains that depression is not funny or shameful, but a 

medical condition. She compares going to a psychologist for MHS with going to a 

primary care physician to treat a broken arm or stomach pain in order to highlight the 

biomedical aspect of MDD and thereby normalize the condition. 

This section also introduces the concept of hierarchy of care for MDD. Mrs. 

Albrich explains that primary care providers are often the first line of care for individuals 

with MDD. If needed, the individual may be referred to a specialist, often a clinical 

psychologist, for further assessment or therapy. The intent of this interaction is to suggest 

that there are more accessible alternatives to specialized mental healthcare. This section 

also reaffirms that it is beneficial for individuals with depression to seek MHS. 
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After School 

 The discussion about stigma and shame is further developed when Ana’s mother 

picks her up after school. Her mother states that she is not ashamed of having depression 

or receiving care for it because she knows that MDD is a medical condition. As Ana 

grows to understand the biomedical nature of MDD, in this section she expresses fear that 

she may have caught the “sadness” illness from her mother, since she was sad and began 

to cry when her classmates made fun of her. Her mother reassures her that it is normal to 

be sad and tells her that sadness should only be addressed with MHS when it consistently 

interferes with daily function (DSM-IV-TR).  She also explains that depression is not 

contagious, but may be hereditary (see “Biological Influences: The Diathesis-Stress 

Model” above) (Belmaker & Agam, 2008). Ana’s mother states that MDD has a genetic 

element, explaining that although this might predispose Ana to the condition, she should 

not be ashamed or scared to talk about any feelings of sadness should she develop MDD 

in the future.  

The discussion about heredity opens the door to a discussion about the causes of 

depression in a biomedical framework. Ana learns that depression is caused by 

inappropriate levels of chemical signals in the brain (Lapin & Oxenkrug, 1969; Nutt, 

2008). Chemicals are introduced as what Ana’s uncle sprays on the fields at work to kill 

bugs. This normative example makes chemicals more accessible through an authentic and 

tangible example. A simple biochemistry definition of chemicals is also given when 

Ana’s mother describes chemicals as small, ubiquitous entities that make life function. 

She also explains that chemicals help the body work correctly, with inappropriate levels 

potentially engendering dysfunction. Ana’s mom states that there are chemicals in the 
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brains called serotonin and norepinephrine that send messages to different parts of the 

brain to make memories and thoughts. She also explains that a shortage of these 

chemicals may correspond to depression (Nutt, 2008).To explain the role of chemical 

balances in disease pathology in a more accessible way, the story makes a comparison to 

the role of insulin in diabetes. Diabetes is an illness that affects many Latin@s in the 

United States; its tangibility and cultural normativity makes it more easily understood by 

the target audience.  

Introducing the role of chemicals and creating a parallel to diabetes opens the 

door to a discussion about pharmacological treatment of MDD. Ana learns that there are 

medications that reduce depressive symptoms (see “Pharmacological Therapy” above) 

(Mayo Clinic, 2010). However, Ana’s mother states that although she takes medicine to 

help with her depression, she engages in psychological therapy so that she will ultimately 

feel better without medication. This not only emphasizes that pharmacological therapies 

are not the gold standard of care, but also suggests that psychological counseling and 

social support are effective alternatives to medication that may also prevent relapse of 

recurrent MDD (see “Cognitive Behavioral Therapy” above) (Fava et al., 1998; Hollon et 

al., 1991). The various types of MHS available are further developed when Ana and her 

mother talk with Uncle Miguel.  

 

 

Visiting Uncle Miguel  

 When Ana and her mother visit Ana’s aunt and uncle, they learns that Uncle 

Miguel has been depressed for quite some time and his sadness has been interfering with 

his daily responsibilities. In this section, Ana becomes the expert in regards to depression 
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and suggests that her uncle seek care for MDD. This section invokes the diathesis-stress 

model (see “Biological Influences: The Diathesis-Stress Model” above) (Cabassa et al., 

2007).The diathesis element is present in the fact that, as Ana’s maternal uncle, Uncle 

Miguel carries the same genetically predisposed to MDD that Ana's mother (his sister) 

does. The stress element is manifest in the fact that he is facing acculturative stress, in the 

form of role conflict (see “Status Inconsistency and Role Conflict” above) (Rubel, 

1964).This is also reflective of Cabasa et al. (2006) demonstrating that Latino men 

believe not filling their social roles as the providers of their families to be a trigger for the 

development of depressive feelings.  

When Ana suggests that Uncle Miguel utilizes MHS to alleviate his sadness, he 

emphatically states that although he might be homesick for Mexico or have a case of 

nervios, he does not have depression. Uncle Miguel also argues that he does not need to 

seek care because he can cope with his feelings on his own. This dialog reflects the idea 

that men believe depression is a sign of weakness and are thereby less likely to utilize 

MHS than women. As described above, this gender imbalance is likely due to the effect 

of socialization on reporting MDD symptomology (Romans et al., 2007). 

This section also proposes to promote MHS utilization by addressing existing 

explanatory models of MDD among Latin@s while also providing a biomedical model. 

The story first emphasizes that MDD is not a sign of weakness or a source of shame, but 

a medical condition with a biomedical cause (see “Stigma” and “A Biomedical 

Perspective of Major Depressive Disorder” above). It then goes on to explain that many 

people think that depression is just nerves due to difficult experiences. The use of the 

term nervios by Latin@s has further ingrained this perception because the term has 
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conceptually shifted the apparent cause of MDD away from a biomedical model to a 

model embracing interpersonal or situational experiences as cause for depression. 

(Cabassa et al., 2007)The goal of this portion of the story is to establish that although 

stressful events may precipitate depression under the diathesis-stress model of MDD, the 

cause is also biological. Reframing MDD through an alternative linguistic model 

reaffirms the biomedical element of MDD to encourage MHS utilization without 

condemning existing models for depression outright. Indeed, this project attempts to 

reconcile existing explanatory models with the biomedical model of MDD to provide 

avenues of culturally competent MHS utilization promotion.  

 In the same scene, Ana’s mother describes her experience seeking MHS to 

demonstrate that doing so is not a weakness or source of shame. She states that that at 

first she did not want to talk about her feelings, especially with anyone outside of the 

family. This point is included to reflect that familism is often strongly present in Latin@ 

culture and may influence MHS utilization (Alvidrez, 1999; Leaf et al., 1986). Ana’s 

mother then goes on to explain that the Catholic priest, Father Ignacio, encouraged her to 

utilize MHS. This point addresses any religious fatalism adhered to by religious U.S. 

Latin@s. This portion of the story invokes a credible source, a religious leader, to 

challenge the belief that depression is a punishment for spiritual transgression. The story 

attempts to promote MHS utilization, without disparaging faith or Christian belief, by 

presenting MHS utilization as a viable option for fatalistic individuals with MDD. 

Indeed, care seeking behavior and faith are reconciled when Father Ignacio suggests 

utilizing MHS in addition to upholding faith in God. 
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 Ana's interaction with her uncle also alludes to the external institutional barriers 

to MHS utilization facing Latin@s. Uncle Miguel states that even if he wanted to talk to a 

doctor in order to receive pharmacological treatment for MDD, the U.S. doctors would 

not understand him nor does he have the “right” paperwork to obtain health insurance.  

The former statement alludes to the fact that Uncle Miguel is more proficient in Spanish 

than English, identifies more with his Latino roots. Pragmatically, this contributes to poor 

the healthcare utilization because of the lack of trust and communication between 

Latin@s and physicians who are not culturally competent (Hayes, 2014). The latter 

statement addresses the spectrum of acculturation, socioeconomic status, and legal status 

characterizing Latin@ families in the United States; while Ana and her mother are 

acculturated and middle class with good access to healthcare, Uncle Miguel suggests that 

he may be undocumented and unable to qualify for health insurance. Even with the 

Affordable Care Act, many individuals in the United State fall through the healthcare 

system. This is especially true for undocumented Latin@s who often cannot establish 

care with a general practitioner, let alone a specialist.  

Without attempting to minimize these issues, the story provides alternatives to 

standard care models. First, Ana’s mother suggests that Uncle Miguel does not need 

specialized care, but rather could visit a free or sliding-scale community health center to 

receive a clinical assessment. Indeed, numerous studies show that community-based 

primary care management models provide evidence-based and cost-effective treatment 

for MDD (Kilbourne et al., 2004; Glied et al., 2010; Parker, 2010; Katon et al., 1999). 

Ana’s mother alludes to a chronic-care clinic because in recent years, community-based 

primary care management this has manifested in an integrated and guided care model 
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(Katon et al., 2010; Parker, 2010). This section also revisits the idea that not everyone 

needs pharmacological treatment for MDD and reasserts that therapy and social support 

are good alternatives (George et al., 1989). Although Uncle Miguel is hesitant to accept  

that he may have MDD, the process of destigmatizing the condition leads him to be more 

receptive to the possibility of utilizing MHS if he continues feeling the same way.  

 

 

At the Birthday Party 

 A month after Ana encourages her uncle to utilize MHS, her entire family has 

gathered at the park for her brother’s birthday party. When Ana sees Uncle Miguel step 

into view on the other side of the park, she runs into his arms; she is excited that he is 

there because he has not come to a family event in a long time. This is an early indication 

that his demeanor has changed. Indeed, as they begin to talk, Uncle Miguel states that he 

visited a community clinic to receive a psychological assessment. Although he is not 

seeing a psychologist for therapy, he does speak with Father Ignacio twice a week. Uncle 

Miguel states that he has begun to feel better with Father Ignacio’s support, calling him a 

good counselor. The purpose of this statement is to highlight that family and community 

support may be an effective alternative to CBT for those with limited access to clinical 

care. This once again emphasizes that there are alternatives to pharmacological therapy 

and psychological counseling (see “Treatments for Major Depressive Disorder” above). 

Uncle Miguel also appreciates the fact that Ana recommended that he seek help. 

He suggests that she consider becoming a physician when she grows up so that she may 

continue explaining depression and promoting MHS utilization among individuals with 

MDD. This addresses the reality that U.S. Latin@s are an underrepresented minority in 
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healthcare careers, which engenders additional external barriers to U.S. Latin@ MHS 

utilization at the level of communication and cultural competence. The story proposes to 

encourage the young target audience to pursue careers in medicine. 

The story concludes with Uncle Miguel expressing his thankfulness to have the 

support of his community. With their support, he feels better and enjoys doing the things 

he once used to, like playing on the swings with Ana. This conclusion emphasizes the 

importance of social support in treating MDD and highlights the availability of resources 

for individuals with MDD in order to promote MHS utilization.   
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ILLUSTRATIONS 

 

 

 

 I illustrated this children’s book after completing the story line in order to better 

coordinate the images with the desired message. The illustrations were made as pencil 

sketches and scanned into Photoshop to be enhanced and colored digitally.  

 The images were specifically designed to correspond to culturally normative 

experiences within a generalized context in order to reach a broad audience. Vibrant 

colors and bold images were selected to capture the attention of a young audience. 

Stylistically and symbolically, dark colors were used to reflect the negative affect 

associated with MDD. For example, when Ana's mother alludes to her experience with 

depression and when the story first introduced to Ana’s uncle, the images employ dark 

colors. Alternatively, after utilizing MHS, both Ana's mother and uncle are clad in bright 

blues, which often represent happiness in Latin@ culture.   

 The text is coordinated with and overlaid upon the illustrations in a way that 

carries the conversation-based story line forward. This is specifically achieved with panel 

illustrations and forward-moving images.  
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CONCLUSIONS 

 

 

Focus Group 

Once the children’s book has undergone all of the edits and corrections from my 

committee, I hope to present it to a focus group of Latin@ children and in order to 

observe their reactions to the material presents. This will help me to finalize the book and 

make sure that it is appropriate for the target audience. I want to confirm that it feels 

authentic, not strained or offensive in any unintended way, and that the language is 

appropriate and familiar.  

The focus group for these evaluations will be organized in closely contact with 

the bilingual education programs in Corvallis, Oregon. As a first step, I will read the book 

to children in the SMART reading program at both Lincoln and Garfield elementary 

schools. Next, I will with the Parent Teacher Association at Garfield elementary to assess 

parental perceptions of the book. Last, I will observe interactions between parent readers 

and child listeners to determine what types of discussions the book elicits so that I may 

address any gaps in information provided. The latter will also allow me to structure a 

discussion and frequently-asked –questions sections to append to the children’s book as a 

resource for adults reading to children.  

 

Publishing 

 Four works about writing and publishing children’s books—You Can Write 

Children’s Books, by Tracey Dils; Writing Children’s Books For Dummies, by Lisa 

Buccieri and Peter Economy; The Business of Writing for Children, by Aaron Shepard; 

and 2011 Children’s Writer’s And Illustrator’s Market, by Alice Pope—each provide 



52 
 

information about the most effective ways to submit a manuscript to publishing 

companies. These authors explicitly state that it is imperative to follow the publisher’s 

submissions instructions and manuscript formatting criteria precisely. The authors 

emphasized that the manuscript ought to stand alone, devoid of accompanying 

illustrations, so that the publisher can produce images in his or her own mind. However, 

if illustrations are include alongside the manuscript, only a select few ought to be 

submitted as an indicative sample. 

 After my work with focus groups at Garfield and Lincoln Elementary to finalize 

the book’s content and additional resource material, I intend to submit my English-

Spanish manuscript and accompanying sample illustrations broadly to a number of 

publishing companies that do not require exclusive submissions. Among publishing 

houses solicited during my broad submission, I intend to submit my manuscript to Piñata 

Books. Piñata Books specializes in English-Spanish bilingual children’s books. This 

publishing house focuses on U.S. Latin@ cultural issues and themes, seeking to portray 

themes, characters, and customs in culturally authentic and realistic ways. I hope that by 

following the advice of published authors and editors, I will increase my chance of being 

published.  

Dissemination   

 I intend to disseminate this book regardless of professional publication so that it 

may make an impact in the community. I will self-publish a handful of books with Create 

Space and distribute free copies at local family clinics, St. Mary’s Church, Head Start, the 

César Chávez Cultural Center on the Oregon State University campus, and Community 

Outreach, Inc.  
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I will concurrently pursue other avenues of dissemination, including coloring 

books and film. The bilingual manuscript and accompanying illustrations will be 

submitted to IRIS Educational Media, an organization based in Eugene, Oregon that 

specializes in producing bilingual educational material for both those who identify as 

Latin@s and non-Latin@s. Stylistically, IRIS Educational Media blends video recordings 

with illustrations; thus, my book may be adapted to their methods and mission to provide 

educational material to the general public.  

 

 

Summary 

 The goal of this project was to write and illustrate a children’s book that reduces 

internal barriers to MHS utilization among U.S. Latin@s with MDD. There is a need for 

culturally competent MHS promotion among Latin@s, an underserved and rapidly 

growing population in the United States. Children’s literature is an accessible medium to 

transmit information on a personal level. It can also be a fun and interactive way to learn, 

thus serving as a springboard for open discussion about MDD. In this way, it can 

influence children’s views of MDD during the formative years of social and mental 

development to curtail stigma and redirect socioculturally ingrained perceptions about 

MDD etiology. By deconstructing feelings of embarrassment around MDD, providing a 

biomedical explanatory model, and normalizing care-seeking behavior, this book aims to 

facilitate open discussion about mental illness and empower more U.S. Latin@s 

experiencing major depressive disorder to utilize appropriate mental health services.  
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