
Retention in mental health care of Portuguese-speaking patients

Marta Gonçalves,
Instituto Universitário de Lisboa (ISCTE-IUL) and Harvard Medical School

Benjamin Cook,
Harvard Medical School

Norah Mulvaney-Day,
Abt Associates

Margarita Alegría, and
Harvard Medical School

Gustavo Kinrys
Harvard Medical School

Abstract
We compared service outcomes of dedicated language and cultural competency services in
adequacy of care, ER, and inpatient care among Portuguese-speaking patients in ethnic- and non-
ethnic-specific behavioral health clinics. We assessed adequacy of mental health care, and use of
inpatient emergency department among Portuguese-speaking patients, comparing individuals
receiving care from a culturally and linguistically competent mental health care setting (the
Portuguese Mental Health Program [PMHP]) with usual mental health care in a community health
care system in the USA. Propensity score matching was used to balance patients in treatment and
control groups on gender, marital status, age, diagnosis of mental disorder, and insurance status.
We used de-identified, longitudinal, administrative data of 854 Portuguese-speaking patients
receiving care from the PMHP and 541 Portuguese-speaking patients receiving usual care from
2005–2008. Adequate treatment was defined as receipt of at least eight outpatient psychotherapy
visits, or at least four outpatient visits of which one was a psychopharmacological visit. PMHP
patients were more likely to receive adequate care. No differences were found in rates of ER use
or inpatient mental health care. The present study suggests increased quality of care for patients
that have contact with a clinic that dedicates resources specifically to a minority/immigrant group.
Advantages of this setting include greater linguistic and cultural concordance among providers
and patients. Further research is warranted to better understand the mechanisms by which
culturally appropriate mental health care settings benefit minority/immigrant patients.
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In the USA, ethnic minority populations have lower levels of attendance and retention in
mental health care in comparison with non-Latino Whites (Alegría et al., 2008). Many
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ethnic minority patients who suffer from mental health disorders prematurely drop out of
treatment or discontinue care (Alegría, 2002, 2008; Hodgkin et al., 2007). These disparities
in mental health care treatment are likely to result in higher than needed expenditures for
these groups (Breen & Thornhill, 1998) and greater persistence and severity of mental
illness for ethnic minorities (Breslau et al., 2005; Breslau et al., 2006).

Because of their specific focus on cultural competence, ethnic-specific mental health centers
have great potential to improve the above mentioned shortfalls in ethnic minorities’ mental
health care. According to Anderson et al. (2003), components of a culturally competent
healthcare setting include: a culturally diverse staff that reflects the community served;
providers or interpreters who speak the clients’ language(s); training for providers about the
culture and language of the people they serve; and signage and instructional literature in the
clients’ language(s) consistent with their cultural norms. Ethnic-specific mental health
centers are likely to contain all of these components of culturally competent care.

Despite the widespread existence of ethnic-specific mental health care centers across the
USA (Anderson et al. 2003), there has been a paucity of research assessing their
effectiveness in treating ethnic minority populations. The few studies on this topic were
conducted in the 1990s (Takeuchi et al., 1995; Yeh et al., 1994; Zane, Hatanaka, Park, &
Akutsu, 1994). Ethnic-specific programs were found to increase return rates and length of
treatment (Takeuchi et al., 1995), and ethnic minorities in ethnic-specific programs were
more likely than ethnic minorities in mainstream programs to have been referred by natural
help-giving or lay referral sources (for Asians and Hispanic Americans) and self-referred
(for African Americans; Akutsu et al., 1996). These studies presented preliminary evidence
of the effectiveness of ethnic-specific mental health programs, but further evaluation is
needed to assess whether these programs continue to improve service, given the multiple
changes since the 1990s in the policy, treatment, and financing of mental health care (Glied
& Frank, 2009). According to a review by Bhui et al. (2007), evidence on the effectiveness
of cultural competency training and service delivery in mental health care is still lacking.
Alegría et al. (2008) discuss the potential of improved cultural competency programs to
increase self-reported patient activation, retention and attendance in mental health care for
minority populations through patient activation and empowerment.

The mental health of Portuguese-speaking populations in the USA
Portuguese-speaking minorities are a diverse group: their countries of origin are located in
Europe, South America, Africa, and Asia. We are aware of no previous studies focused on
mental health care in the Portuguese-speaking U.S. population, reflecting an overall lack of
information on this population in the USA and world-wide (exceptions are Gonçalves, 2009,
2010; Han et al., 2009; James et al., 2005; Rubinstein-Avila, 2005). In the same vein, the
importance of interpreters and reducing language barriers in mental health care has received
substantial attention for Spanish-speaking patients (Ngo-Metzger et al., 2007), but not for
Portuguese speakers.

We found only two small studies (N ≤ 50) that assessed mental health issues for Portuguese-
speaking populations in the USA and Canada (James et al., 2002, 2005, 2009). The authors
studied two culture-specific phenomena, agonias and problemas de nervos, demonstrating a
link between somatic symptoms and psychological processes, social context, and religious
beliefs, and highlighting that psychiatric categories can be limited when classifying these
multidimensional experiences. The complexity that this presents for diagnosis and treatment
suggests that culturally competent providers may be more readily able to understand this
kind of culturally specific phenomena and therefore contribute to the improved treatment
and retention of the patients.
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Description of the Portuguese Mental Health Program
The Portuguese Mental Health Program (PMHP) is a culturally and linguistically competent
clinic housed within an urban safety-net hospital system in the Northeast region of the USA.
It consists of 69 clinics and three hospitals, serving patients from a diverse range of
ethnicities and socioeconomic backgrounds. Other than English, the language most
commonly spoken by patients in this community health system is Portuguese. In 2009, 14%
of all outpatient visits were by Portuguese-speaking patients compared to 9% that were
Spanish speaking. Portuguese is the third most frequently spoken language in the state of the
study, after English and Spanish. The health care system established the PMHP in 1985 with
bilingual and bicultural staff to serve children and adults from Brazil, Portugal, and Cape
Verde. The services cover the fields of psychiatry, psychology, social work, and family
therapy. Services range from outpatient therapy to psychiatric emergency and acute hospital
care. The community health system serves a higher proportion of uninsured and Free Care
patients than most other regional health systems in the area and the nation. The main
difference between PMHP and the other non-ethnic-specific settings of the community
health system (usual care) is that 95% of the providers in the PMHP speak Portuguese,
compared with only 5% of the providers in usual care. Most of the care in non-PMHP
settings is provided with the assistance of an interpreter.

Hypotheses
The present study aimed to improve upon prior studies by measuring the association of
dedicated language and cultural competency services on adequacy of care, ER use and
inpatient care, and by focusing on Portuguese-speaking patients, a population that, to our
knowledge, has never been considered in the ethnic-specific literature, despite representing a
significant percentage of immigrants in a number of major cities in the USA. Based on prior
studies identifying greater effectiveness in mental health treatment for patients receiving
care in ethnic-specific clinics, we hypothesized that Portuguese-speaking patients receiving
care in the PMHP would be more likely to receive adequate care, and less likely to receive
acute care (inpatient and emergency room visits) than Portuguese-speaking patients
receiving care in non-ethnic-specific clinics.

Methods
Sample

We used de-identified longitudinal administrative data of all Portuguese-speaking patients
receiving services in an urban health care system between 2005 and 2008. Patients in the
sample were enrolled in a public health insurance system (Commonwealth Care [the state-
subsidized insurance program in Massachusetts], Free Care, Medicaid, or Medicaid-
affiliated HMOs) at some point during the time period 2005–2008. The study sample
subjects were comprised of three main groups of Portuguese speakers: Brazilians (majority
White, but a small fraction of Blacks); Portuguese from Portugal or the Azorean Islands
(primarily White); and immigrants from Cape Verde Islands off the coast of Africa (all
Black).

Our sample included 828 Portuguese-speaking patients receiving care from the PMHP
(ethnic-specific clinic) and 500 Portuguese-speaking patients receiving usual care from other
non-ethnic-specific clinics within the same health services system from 2005–2008. The
Institutional Review Board of the Cambridge Health Alliance approved the study protocol.
The treatment group was defined as any patient with Portuguese as primary language of care
and with any mental health visit to the PMHP. In sensitivity analyses, we restricted our
criteria for inclusion in the treatment group further by requiring individuals in the treatment
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group to have four or more mental health visits at the PMHP and individuals in the control
group to have four or more mental health visits at the non-PMHP clinics.

Measures
We used three dependent variables. The first was receiving adequate treatment, defined as
receipt of at least eight outpatient psychotherapy visits, or at least four outpatient visits of
which one was a psychopharmacological visit. This definition reflects evidence-based
treatment guidelines for depressive disorder (Wang et al., 2002), which recommend receipt
of appropriate medication plus four mental health visits, or at least eight visits of relevant
psychotherapy with a mental health practitioner (Lehman et al., 1998). This definition has
also been used to operationalize adequate mental health care in previous studies (Alegría et
al., 2008; Carson et al., 2010; Harman et al., 2004; Kessler et al., 2003; Wang et al., 2002).
Outpatient mental health visits were identified as psychotherapy or psychopharmacology
using current procedural terminology (CPT) codes assigned by clinicians for each visit
(Beebe et al., 2008).

The second dependent variable analyzed was any emergency room (ER) use among those
with a visit for a psychiatric diagnosis, considering ER use to be a preventable and thus
negative outcome. The third dependent variable was receipt of any inpatient care for a
psychiatric diagnosis; this outcome was considered negative because inpatient care is nearly
always preventable with proper outpatient and psychopharmacological treatment (Padgett et
al., 1994).

Independent variables used in the multivariate regression to allow for propensity score
matching (described below) were: insurance status (Medicaid, Medicare, Commonwealth
Care, another state-run non-Medicaid public health insurance plan, private insurance); age
(18–24, 25–34, 35–44, 45–54, 55–64, 65+); marital status (married, single, separated/
divorced, widowed/unknown); race/ethnicity (White, Black, Hispanic, other); sex; and
diagnosis of mental disorder (depression, anxiety, substance abuse, schizophrenia).

Data analysis
First, we presented descriptive characteristics of the administrative data, including age,
gender, marital status, and type of psychiatric disorder. Differences in rates of categorical
variables between treatment and control group patients were tested using chi-square tests.

To adjust for differences in insurance status, sociodemographics, and mental disorder
between the two groups of Portuguese-speaking patients, we assessed differences between
treatment and control groups before and after balancing on observed covariates at initial
intake using propensity score matching. The propensity score is the probability of
assignment to treatment, conditional on a vector of observed covariates, P(D=1|X=x), where
D is treatment status (receiving care at the PMHP) and X is a vector of observed covariates
measured at initial intake. Conditional on the propensity score, the distributions of observed
covariates are the same for the treatment and the control group, approximating the
randomization of individuals to these groups (Rosenbaum & Rubin, 1983; Rubin, 1997).
The estimated propensity score êi(H) is the predicted probability of being in the treatment
group under a logit model for this probability.

Nearest neighbor-matching with replacement was used as the matching algorithm
(Rosenbaum & Rubin, 1983). Each individual in the treatment group was matched to a
control group individual with the nearest propensity score. The control group individual was
then placed back into the pool for possible matching with the next treatment individual.
Diagnostic tests of balance between treatment and control groups after propensity score
matching were implemented following Ho et al. (2009), and included identifying pre- and
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postmatching differences in covariate means, quantile–quantile plots of covariate
distributions to identify that empirical distributions of each covariate were similar in both
treatment and control groups, and pre- and postmatching jitter plots and histograms as visual
representations of the balance achieved by the propensity score method.

Once the balance of the two groups was properly satisfied, the difference in adequate care
between the treatment and control groups was ascertained by subtracting the mean
probability of the outcome of interest within the treatment group from the mean probability
of the outcome of interest within the matched control group. The difference in adequate care
between the treatment and control groups in this case represents a difference between the
two groups after adjustment for observed covariates and is not meant to signify a causal
effect. Standard errors were estimated assuming independent observations and
homoskedasticity on the dependent variables within both the PMHP and usual care groups,
and that the variance of the dependent variables did not depend on the propensity score.
Propensity score analyses were conducted using the psmatch2 module (Leuven & Sianesi,
2003) in Stata 10. Propensity score diagnostics were implemented using the R software
package MatchIt module (Ho et al., 2007).

Results
The results are based on 828 patients in the treatment group and 500 patients in the control
group. Table 1 identifies several significant differences in rates of independent variables
between the treatment and control groups. We found PMHP patients to be more likely to be
enrolled in Medicare, age 55–64, married, to report White race, and to have a diagnosis of
schizophrenia, and less likely to be in the 25–34 age group and single.

According to diagnostics comparing differences in means of covariates and visual plots, the
propensity score method was able to balance the PMHP and usual care groups with no
significant differences on any covariates after propensity score balancing (Table 2), good
overlap and distribution of matched units (Figure 1), and propensity scores after matching
(Figure 2).

Using eight mental health visits as a criterion of adequate care in unadjusted analyses,
58.5% of Portuguese-speaking patients with any contact with the PMHP received adequate
care compared to 26.3% of those in usual care (see Table 3). After balancing using the
propensity score methodology described above, we found similar results with 58.5% of
PMHP patients and 30.4% of usual care patients receiving adequate care, for a difference in
adequate care between the treatment and control groups of 28.1%. We also found significant
differences in adequate care using the criteria of four visits with psychopharmacology,
finding a 29% difference in adequate care between the treatment and control groups in the
propensity score-matched analysis. For ER use and inpatient care, there were no significant
differences identified between the two groups in either unadjusted or propensity score
analyses.

As a sensitivity analysis, we reconducted these analyses, switching the criteria for
membership in the treatment group to require four or more visits to the PMHP. Because
these patients were required to have four visits to be in the treatment group, we compared
them to those patients that had four or more mental health care visits in non-PHMP settings.
Differences in adequate care in this sensitivity analyses were smaller in magnitude than the
previous analysis, but similar in terms of direction (higher rates of adequate care in the
PMHP group). As in the previous analysis, all differences between patients in the PMHP
and non-PMHP settings were significant for the variables indicating adequate care and
insignificant in the variables reporting any ER or inpatient use.
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Discussion
Higher rates of adequate care in the PHMP group compared to usual care suggest that a
culturally and linguistically competent setting may be better able to provide quality of care
to patients in need of mental health care. A number of mechanisms potentially explain the
findings of improved adequacy of care in the ethnic-specific clinic. First, the major
difference between this clinic and usual care is its large group of culturally competent
therapists and an emphasis on close follow-up contact using Portuguese-language providers
and ancillary staff. Although capacity is not great enough to provide all PMHP patients with
a Portuguese-speaking psychiatrist, there is enough capacity to match every patient with a
culturally competent clinical therapist (i.e., social worker, psychologist) that is fluent in their
language. Recent qualitative work on cultural differences in preferences for relational style
suggests that subtle communication cues may encourage retention in care but preferences for
these relational styles may vary across race and ethnicity (Mulvaney-Day et al., 2010). It is
possible that implicit communication patterns understood by culturally and linguistically
competent providers may facilitate care provided by ethnic-specific clinics. A second
mechanism mentioned in discussion with PMHP staff is that the success of the PMHP is not
only because of customized or individualized care in one’s native language, but also because
the PMHP has become a trusted and stable institution within a community that is in
transition and struggling to find its bearings in a new culture and society.

We found no differences between patients in PMHP and non-PMHP settings in ER use or
inpatient use even after matching on mental health diagnoses, age, and other covariates. This
suggests that culturally appropriate care may not have an added advantage over usual care in
preventing these health care outcomes in this population. It is possible that among those with
acute or severe mental illness who require inpatient care, a culturally targeted response is not
as strong an influence on patterns of care. Illness severity may drive decision-making about
inpatient care and ER use, whereas cultural competence may primarily facilitate
engagement, hence encouraging retention in outpatient care.

Policy makers, researchers, and health professionals are now more aware of the challenges
in providing mental health care to a culturally and racially diverse population (Anderson et
al., 2003; Griner & Smith, 2006) and resources are being allocated to improve cultural
competency in health care settings nationwide. Different kinds of culturally competent care
have been studied, including: (a) workforce training (Bhui et al., 2007); (b) service delivery/
treatment adaptations (Grinner & Smith, 2006; Whaley & Davis, 2007); and (c) the addition
of written informational materials (Han et al., 2009). Grinner and Smith (2006) found a
moderately strong benefit of culturally adapted mental health interventions on mental health
outcomes and retention in care, particularly when the interventions were targeted to a
specific racial/ethnic group and conducted in the client’s preferred language. This study
provides preliminary evidence that creation and continued funding of ethnic-specific mental
health centers can lead to improved treatment for ethnic minorities. It also suggests that
heightened interest in moving towards a medical home model as a source of improved
efficiency and quality of care (e.g., the demonstration projects legislated in the Patient
Protection and Affordable Care Act [PPACA]) should take into account the cultural and
linguistic competency of the medical home. Just as the PMHP appears to have improved
retention because of its wealth of culturally and linguistically competent providers, there
may be additional benefits to medical homes for ethnic minorities when issues of language
and culture are taken into account.

We were limited by the observational nature of the data and our sample, which was drawn
from a major teaching health services network in New England and may not be
generalizable to other areas of the USA. We have used propensity score matching in an
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attempt to identify associations between treatment in an ethnic-specific clinic and adequate
care, recognizing that randomization of Portuguese-speaking patients into PMHP and usual
care groups would be a superior method of identifying causal relationships. A further
limitation is that our propensity score analyses balance the two groups on indicators of
psychiatric diagnosis but not on measures of mental health severity or symptoms since they
were unavailable from the administrative data. We were also unable to balance on provider
variables such as psychotherapy training and experience. If the PMHP had providers with
greater training and experience, then that may provide an alternative explanation to the
greater rates of adequacy of care identified in the ethnic-specific clinic. Future study is
needed that more accurately adjusts for baseline mental health status and experience of
providers. A further limitation was that we were unable to test the association of ethnic-
specific clinics on mental health outcomes given a lack of mental health status measures.

Other patient characteristics not present in the administrative data may confound the
association between visits to an ethnic-specific clinic and adequate care. The inclusion of
two such variables—language proficiency and immigration status—could strengthen our
findings, given that limited English-proficient and immigrant groups have been identified to
have poorer access to health care (Fiscella, 2002; Ku, 2001) and local practitioners report
anecdotally that these groups are more likely to use the PMHP. However, we are unsure of
the direction of influence of other unobserved characteristics (e.g., comorbid physical health
conditions) and this represents a limitation of our study.

The present study reinforces the conclusions of studies in the 1990s that found that ethnic-
specific mental health clinics improve service outcomes (Takeuchi et al., 1995). Clinically,
we have identified that culturally competent intensive mental health care services can
improve retention and quality of care. Further replication of this study’s findings in the other
ethnic-specific clinics in community health systems would support policy recommendations
to devote resources to expand availability of such clinics. A strength of this study is the use
of administrative data to analyze differences between ethnic-specific and general outpatient
mental health clinics. However, more intensive, qualitative investigation is needed to
explicate further the factors that are contributing to these differences and provide concrete
information to inform clinical policies. Data collection might include patients’ self-
assessment of the clinic characteristics, satisfaction with care, perception of the
“therapeutic” factors embedded in the environment, and perspectives of staff members
working in the clinics. Qualitative interviews with patients and staff in the PMHP setting are
necessary to collect this information and provide context to interpret these findings.
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Figure 1.
Distribution of propensity scores across matched treatment and control units. No units were
unmatched.

Gonçalves et al. Page 11

Transcult Psychiatry. Author manuscript; available in PMC 2014 February 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Histogram showing distributions of propensity score before and after matching for treated
(>=1 PMHP visits) and control groups (other community health care system clinics).
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Table 1

Sociodemographic characteristics of Portuguese-speaking patients in Portuguese Mental Health Program
(PMHP) and usual care

non-PMHP PMHP Total

n = 500 n = 828 n = 1328

Insurance

 Medicaid 41.9 43.1 42.4

 Medicare 0.5 2.4** 1.2

 Commonwealth 9.3 11.5 10.1

 Private 16.2 13.5 15.1

 Network Neighborhood 6.9 5.6 6.4

Age

 18–24 6.1 4.8 5.6

 25–34 10.7 5.0** 8.5

 35–44 28.3 28.3 28.3

 45–54 29.3 26.8 28.3

 55–64 23.2 30.9** 26.2

 65+ 2.5 4.3 3.2

Marital status

 Married 36.5 46.8*** 40.5

 Single 51.2 43.4** 48.2

 Separated/divorced 8.6 7.4 8.1

Race/ethnicity

 White 53.3 58.8* 55.4

 Black 1.8 2.6 2.1

 Hispanic 2.8 1.7 2.4

 Other 41.9 37.0 40.0

Sex

 Female 73.3 73.4 73.3

 Male 26.7 26.6 26.7

Mental health

 Depression 68.9 71.4 69.8

 Anxiety 65.1 61.7 63.8

 Substance abuse 7.5 7.0 7.3

 Schizophrenia 4.8 7.4* 5.8

Note. PMHP = Portuguese Mental Health Program; non-PMHP group = usual care: Other clinics within same community health care system.

*
significant at the p <.10 level;

**
significant at the p <.05 level.
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Table 2

Matching results for 828 Portuguese-speaking patients with mental health care use seen in New England
Health Care System between 2005 and 2008

Variable name
Mean for PMHP

patients
Mean for control

group
Mean control after

matching
Mean difference between

matched pairs1

Propensity score* 0.6390 0.5978 0.6391 30.0001

Insurance

 Medicaid 43.6% 46.0% 39.5% 4.1%

 Medicare 1.8% 0.4% 2.4% 30.6%

 Commonwealth 11.8% 8.6% 12.0% 30.2%

 Network Neighborhood 6.3% 7.4% 5.6% 0.7%

Age

 25–34 5.7% 11.8% 4.9% 0.8%

 35–44 27.4% 28.4% 30.0% 32.6%

 45–54 28.3% 28.6% 25.9% 2.3%

 55–64 29.6% 21.8% 31.9% 32.3%

 65+ 3.4% 3.2% 2.8% 0.6%

Marital status

 Single 46.0% 51.2% 43.1% 2.9%

 Separate/divorced 8.2% 8.0% 10.1% 31.9%

Race/ethnicity

 Black 1.9% 2.4% 3.5% 31.6%

 Hispanic 1.6% 4.0% 1.7% 30.1%

Sex

 Female 74.2% 74.4% 73.3% 0.9%

Mental Health

 Anxiety 64.7% 64.2% 62.9% 1.9%

 Substance abuse 6.9% 7.2% 5.8% 1.1%

 Schizophrenia 8.1% 2.6% 7.4% 0.7%

Note.

*
The propensity score is a scalar summary of the predicted probability of being in the treatment group based on the probit equation estimating the

probability of being in treatment regressed on the above described covariates.

1
There were no significant differences between PMHP patients and matched control patients on any of the above covariates.
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