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a b s t r a c t

US-born Latinos report significantly more depression than foreign-born Latinos in the US, and Latinas
have twice the rate of depression than Latino men. The purpose of this pilot study was to test the
feasibility of an innovative, short-term program of Schema Therapy (ST) combined with Motivational
Interviewing (MI) techniques to reduce depression and increase resilience among second generation
Latinas of low income in the US. In addition to blending ST and MI strategies with a focus on resilience,
a novel technique called collaborative-mapping was a crucial strategy within treatment. Scheduling for
sessions was flexible and patients had unlimited cell phone access to the therapist outside of sessions,
although few used it. A mixed linear regression model for BDI-II scores of 8 women who completed all
eight 2-h sessions demonstrated that the treatment significantly decreased BDI-II scores during the
course of treatment (p ¼ .0003); the average decreasing rate in BDI-II scores was 2.8 points per visit.
Depression scores remained sub-threshold for 12 months after treatment completion. Resilience scores
significantly increased after treatment completion and remained high at all follow-up visits through 1
year (p < .01). Thus, this short term, customized intervention was both feasible and effective in signif-
icantly decreasing depression and enhancing resilience for this sample with effects enduring one year
after treatment. This study is the first to combine ST and MI in therapy, which resulted in an appealing,
desirable, and accessible depression treatment for this severely understudied, underserved sample of
low income, second generation Latinas in the US.

Published by Elsevier Ltd.
1. Background

Depression is the most common mental health problem among
women worldwide, with rates twice that of men (World Health
Organization, 2010). Among Latinos, the largest ethnic minority
group in the United States (US), more than twice as many women
than men suffer from depression (Vega, Sribney, Aguilar-Gaxiola, &
Kolody, 2004) and US-born Latinos of Mexican descent have
reported significantly higher rates of depression than those born in
Mexico (Alegria et al., 2008; Huang, Wong, Ronzio, & Yu, 2007;
Vega et al., 2004). Poverty increases women’s vulnerability to
depression (Heilemann, Lee, & Kury, 2002; Huang et al., 2007) and
almost one quarter of Latinos in the US live in poverty (Ramirez &
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de la Cruz, 2002). Although depression is treatable, the US mental
health system provides less care to Latinos compared to Whites
(Cook, McGuire, & Miranda, 2007) including Latinos who have
health insurance (Lagomasino et al., 2005).

Cognitive Behavioral Therapy (CBT) has been somewhat effec-
tive in depression treatment studies with Latinos (Miranda, Azocar,
Organista, Dwyer, & Areane, 2003) but recruitment and retention
has been problematic (Miranda, Azocar, Organista, Muñoz, &
Lieberman, 1996). In a randomized controlled trial of CBT that
included Latinas, eight weeks of CBT was more effective than
community referrals but not as effective as six months of antide-
pressants in reducing depression by month six. However, only 36%
of women randomized to receive CBT actually attended at least six
sessions, despite reminder calls and free transportation (Miranda,
Chung, et al., 2003). Culturally sensitive and financially feasible
models are needed to increase engagement by Latinas.

In an effort to create an appealing psychotherapy intervention
specifically tailored to the needs of low income, second generation
Latinas with depression in the US, we created a treatment program
that combines Schema Therapy (ST) (Young, 1990; Young, Klosko, &
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Weisharr, 2003) with the techniques of Motivational Interviewing
(MI) (Miller & Rollnick, 2002). Treatment was delivered by a nurse
therapist (NT) (first author) in a community-based child develop-
ment setting that was familiar to the women, as recommended by
Miranda, Lagomasino, Lau, & Kohn (2009), but did not carry the
stigma associated with mental health or illness.

Young’s (1990; 1999) ST is an expansion of CBT that emphasizes
the exploration of childhood origins of psychological problems by
linking them to current problems through schema mode work and
limited reparenting. ST has demonstrated relatively low levels of
attrition (e.g. Giesen-Bloo et al., 2006) with populations who may
otherwise struggle to engage in therapy, making it a promising
approach for Latinas. Because the ST model assumes that all people
develop schemas in childhood (Arntz & van Genderen, 2009), an
explicit focus is put on schema development, often involving family
relationships. Strategies are employed to defuse dysfunctional, self-
defeating patterns fueled by early maladaptive schemas that
formed due to unmet needs (Young, Klosko, &Weishaar, 2003). The
ST focus on interpersonal and family relationships makes it
particularly relevant to Latinas because of the cultural value of
familism, a deep sense of loyalty, solidarity, and reciprocity among
Latino family members (Sabogal, Marin, Otero-Sabogal, Marin, &
Perez-Stable, 1987). A careful understanding of familism is
considered crucial for successfully recruiting and retaining Latinos
in psychotherapy research (Miranda et al., 1996) but the topic is
complex. Adherence to familism can bring benefits that are
protective (Gallo, Penedo, Espinosa de los Monteros, & Arguelles,
2009) such as family cohesion and support (Sabogal et al., 1987),
but it can also present challenges. Overt or covert cultural expec-
tations regarding obligations or gender roles in the family starting
in childhood can create emotional conflict with potential to influ-
ence adult relationships (Gil & Vazques, 1996). The focus on
schemas allows a way to deal with familism within ST.

Research with 315 women of Mexican descent showed that
resilience was inversely related to depressive symptoms
(Heilemann et al., 2002) and positively correlated with sense of
energy or vitality (Heilemann, Lee, & Kury, 2005). Thus, resilience,
the ability to adapt and persevere despite adversity (Wagnild &
Young, 1993), was emphasized in this intervention, recognizing
women’s strengths for coping and personal resources, not just
deficits (Grote, Zuckoff, Swartz, Bledsoe, & Geibel, 2007). Our focus
on resilience brought a natural opening to discuss the ST model
which holds that, in an attempt to survive toxic experiences, chil-
dren develop coping styles that perpetuate maladaptive schemas
but the goal of ST is to weaken and heal dysfunctional schemas so
the patient is not compelled to repeat old coping patterns (Young
et al., 2003).

Nonetheless, Young et al. (2003) warn that patients often have
little hope for changing and will resist treatment in an attempt to
maintain a sense of control even if that means holding onto
a maladaptive schema. In addition, societal stigma among second
generation Latinas who are less likely to want treatment due to
fear of family disapproval could lead to ambivalence about
entering therapy or missed appointments (Vega, Rodriquez, & Ang,
2010). Therefore, we integrated MI techniques in our intervention
to reduce ambivalence and resistance to change (Miller & Rollnick,
2002) while helping patients deal with their fear of relinquishing
the security that even a maladaptive schema provides (Young
et al., 2003). MI has been used in research with Latinos to
improve adherence to treatment with antidepressants (Interian,
Martinez, Iglesias Rios, Krejci, & Guarnaccia, 2010) and with low
income women as a prelude to interpersonal psychotherapy for
depression (Grote et al., 2007). However, no previous studies have
combined MI with ST in the treatment of depression or any other
disorder.
During the course of treatment, an innovative therapeutic
strategy called “collaborative-mapping” was introduced and used
with all participants, although more with some than others. Like
coping cards and flash cards, collaborative-maps were co-created
by the patient and therapist. However, the maps were unique in
that they involved the use of metaphor and analogy to represent
meaningful aspects of dynamics or processes that were otherwise
difficult to verbalize and often had autobiographical implications
related to the self, similar to what was described by Butler and
Holmes (2009). Drawings and diagrams were used to knit
together images or symbols with meaning-laden words or phrases
that were invoked by a patient or originated in dialogue between
a patient and therapist. Collaborative-maps depicted a variety of
feelings, forces, or motives drawn on a full page of paper, thereby
externalizing imagery, meaning, and content by using a combina-
tion of verbal labels and illustration (Butler & Holmes, 2009).
However, the goal of collaborative-mapping was not to transform
a problematic mental image into a more benign image through
imagery rescripting (Arntz & Weertman, 1999; Holmes, Arntz, &
Smucker, 2007). Rather, collaborative-maps functioned to illus-
trate the dynamics of distressing or confusing processes experi-
enced by patients in order to understand and clarify emotions or
meanings attached to these processes, often in relation to schemas.

The purpose of this study was to test the feasibility of an inno-
vative pilot program of ST combined with MI techniques called ‘MI-
infused ST’ or ‘MIST’, that had an explicit focus on resilience and
incorporated collaborative-mapping as a treatment strategy. MIST
was specifically designed for use with depressed, low income
second generation Latinas. Our first study aim was to test the
effectiveness of MIST to reduce depression symptoms over eight
weeks of treatment and to determine if the change endured over 12
months post treatment. The second aim was to determine if resil-
ience increased significantly over the course of treatment and if the
change endured over 12 months post treatment.

2. Method

2.1. Design

Screening (Phase I) led to eight sessions of treatment (Phase II)
followed by three follow-up visits (1, 3, and 12 months after
treatment) that targeted depressed, low income, second generation
Latinas of Central American and Mexican descent living in a major
metropolitan area of California (see Table 1). Approval was obtained
from the UCLA Institutional Review Board (IRB) and all participants
gave written, informed consent.

2.2. Participants

Community-based recruitment was done from January to July,
2007 at seven healthcare, child development, and family service
sites with distributed flyers. No recruitment was done at any
mental health facilities. Latinas were eligible for screening if they
were 18e50 years of age, fluent in English, eligible for low income
social services, and were born or grew up in the U.S. with foreign-
born parents. A total of 29 women inquired about the study but 17
were ineligible due to being in psychiatric care elsewhere, non-
Latina ethnicity, or age >50 years. A total of 12 women partici-
pated in the diagnostic interview but three were referred to
psychiatry for suicidal ideation or psychosis. All nine remaining
eligible women desired to enter treatment (Phase II of the study).
One discontinued after the second session saying her symptoms
had resolved (the “non-completer”). Thus, a total of eight women
completed all eight treatment sessions and all three follow-up
visits (the “completers”).
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Fig. 1. Flow diagram of data collection activities.

Table 1
Demographic Information for the “Completers” (N ¼ 8).

Age:
Average Age: 30 � 9.41 (S.E.)
Range: 20e48 years

Income:
Average Annual Income:
$15,080 � 927 (S.E.)

Range: $4272 (for a family of 4) to
$33,996 (for a family of 5)

Current Partner Status and Living Situation:
Currently in committed relationship: 1
Living with partner: 1

Currently not partnered: 7
Living with parents or extended family: 4
Living on her own: 3

Past Romantic Partner Status:
Relationship in past but not committed: 4
Relationship with a man: 2
Relationship with a woman: 1
Relationship with a man and later with a woman: 1

Past committed romantic relationship: 4
Legally married to a man: 3
Partnered with a man but never married: 1

Education:
Completed 8th grade: 1
Completed High School or equivalent: 7
Taken at least one class at junior college: 3

Biological Children:
None: 2
One child: 1
Two children: 4
Three children: 1

Employment and Health Insurance Status
Work full time and insured: 3
On disability from full time job and insured: 1
Work part time but not insured: 4

Self-reported History of Abuse
Physical abuse as child: 4
Sexual abuse as child: 3
Drug/alcohol abuse: 1
Domestic violence: 6 (observed as child or endured as adult)
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While flexibility was needed due to women’s demanding,
erratic schedules, all eight women completed eight sessions within
16 weeks of initiating the program (range: 8e16 weeks). Only two
participants called the NT who was accessible by cell phone for
therapeutic help after hours. None of the women missed any post
treatment follow-up visits.
2.3. Procedure

Participants at screening who scored 14 or higher on the Beck
Depression Inventory-II (BDI-II) (Beck, Steer, & Brown, 1996) were
eligible to participate in Phase I which was implemented imme-
diately for most participants. After completing the Resilience Scale
(Wagnild & Young, 1993), a diagnostic interview using the Struc-
tured Clinical Interview for the DSM-IV (SCID) (Version 2.0) (First,
Spitzer, Gibbon, & Williams, 1997) was administered in conjunc-
tion with MI techniques (Miller & Rollnick, 2002) and a carefully
designed “Motivation Assessment” using MI followed (Pieters &
Heilemann, 2010). Participants received $10 cash as an incentive
for screening (BDI-II completion) and $35 after the Phase I inter-
view (1.5e3 h) (see Fig. 1).

Eligibility criteria for the Phase II (treatment) included major or
minor depression on the SCID (First et al., 1997) according to the
Diagnostic and Statistical Manual of Mental Disorders-IV (American
Psychiatric Association, 1994) including the appendix criteria for
minor depression. Exclusion criteria was bereavement, psychosis,
active suicidal ideation, current drug/alcohol misuse, pregnant or
less than four weeks post partum, or already engaged in mental
health treatment elsewhere. Phase II involved an 8-week, nurse-
led, depression treatment program of MIST. Each session was
approximately 2 h in length.

No monetary incentive was given for any of the treatment
sessions, but free childcare was offered, although no participants
used it. The BDI-II was completed at the start of each session and
the Resilience Scale was also completed at the eighth session.
Follow-up visits with the NTor her research assistant were 1, 3, and
12 months after treatment at which time the BDI-II and Resilience
Scale were completed. The women participated in an open ended
qualitative interview at 3 and 12 -month follow-up visits (reported
elsewhere). Participants received a $20 cash incentive after each
visit.
2.4. Measurements and instruments

2.4.1. SCID
Several modules of the SCID (First et al., 1997) were adminis-

tered in Phase I to diagnose depression and to check inclusion/
exclusion criteria. Modules assessing for mood disorders plus mood
differential (including major depressive episode past and present,
mania, hypomania, bipolar, and dysthymia), psychosis and differ-
ential diagnosis of psychotic disorders, alcohol abuse, and
substance abuse were included.

2.4.2. Depression
The BDI-II (Beck et al., 1996), a well-established 21-item ques-

tionnaire that assesses depressive symptomatology over the
preceding two weeks (Steer, Ball, Ranieri, & Beck, 1999), was used
both for screening and at each treatment session and follow-up
visit. The greater the BDI-II score, the greater the level of depres-
sion: 1e13: minimal, 14e19: mild, 20e28: moderate, and 29e63:
severe (Beck et al., 1996). Generally, a Cronbach’s alpha of .70 is
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considered good measure of reliability (Santos, 1999), signifying
what is considered to be good reliability of the instrument
(Cronbach, 1951). The alpha for our sample of completers (n ¼ 8)
ranged from .63 to .98 (mean:.79) across different time points.

2.4.3. Resilience
The Resilience Scale (Wagnild & Young, 1993) was originally

designed with 25 items to measure adaptability despite adversity.
However, in a previous study with 168 English-speaking women of
Mexican descent, reliability for two items was unacceptable so
these two items were dropped to form a 23-item modified scale
(Heilemann et al., 2002). For the eight completers, the Cronbach’s
alpha scores across all five data collection points ranged from .76 to
.94 (average: .87) for the modified 23-item modified Resilience
Scale. High scores indicate high resilience.

2.5. Therapeutic approach

The NT (Principle Investigator and first author) for this study
speaks both Spanish and English. She is well acquainted with the
life situations of the sample, having over 20 years experience as
a Public Health Nurse and qualitative researcher with this pop-
ulation. She received intensive training over a 1.5-year period for
CBT and ST through the Beck Institute for Cognitive Therapy and
was supervised in all phases of the research by a licensed clinical
psychologist.

2.5.1. MI in the pretreatment diagnostic interview
The SCID was integrated with MI techniques to identify

ambivalence and reduce barriers to engagement in treatment
(Zuckoff, Swartz, & Grote, 2008), to develop the discrepancy
between how a patient wished her life was and how things actually
were, to explore priorities for reducing depression, and to affirm
patients’ stated desires to change (Miller & Rollnick, 2002). This was
followed by a customized motivational assessment focused on
patients’ sense of urgency to begin treatment and confidence that
they could complete treatment if started (also described in Pieters
& Heilemann, 2010).

2.5.2. ST infused with MI techniques and a focus on resilience
In addition to basic CBT techniques and a deliberate focus on

resilience, MI techniques were infused in ST on each session. MI
brought a focus on expressing empathy (Miller & Rollnick, 2002)
which was synergistic with ST’s “therapeutic stance” of empathic
confrontation (Young et al., 2003, p. 198). As is typical in ST, early
sessions focused on assessment including a deeper exploration of
life history, relationships, and symptoms, giving insight into the
childhood origins of schemas and what might activate them (Young
et al., 2003). Basic education on CBT and analysis of automatic
thoughts (Beck, 1995) led to education on schemas, coping styles,
and modes which paved the way to explore long standing patterns
in relation to current problems (Young et al., 2003). The NT focused
on the most affectively charged or developmentally immobilizing
issues, safety, and current life themes.

In the change phase of MIST, cognitive strategies were invoked
to weaken the power of schemas and to strengthen the Healthy
Adult mode (Young et al., 2003). Experiential strategies were used
to trigger emotional responses to maladaptive schemas and to
begin some imagery work. Behavioral strategies targeted coping
styles and self-defeating behaviors. Homework was collaboratively
planned and discussed in subsequent sessions. Interpersonal
strategies (e.g., empathic confrontation) were used to challenge
and modify schemas. Limited reparenting modeled protection and
nurturance of the Vulnerable Child and strengthened the Healthy
Adult mode (Young et al., 2003).
2.5.3. Collaborative-mapping as an additional treatment strategy
In MIST, the NT and patient used pen and paper to actively map

the dynamic of a patient’s experience from her point of view,
through “collaborative-mapping”. The process of mapping had
a temporal potency, simultaneously locating the woman in the
present with a concrete activity while remembering the past. It
seemed to de-escalate noxious emotional states related to dis-
tressing experiences making these memories more tolerable to
discuss. By tracing a path, capturing a pattern, or illustrating
a process (Butler & Holmes, 2009) the paper maps externalized the
dynamic of an experience or situation that held particular valence
in terms of distress. Seeing the previously overwhelming
phenomenon mapped on a single page of paper gave a sense of
order to what previously felt chaotic and disorganized to the
patient, creating what seemed to be “an external working space”
(Butler & Holmes, 2009, p.170) where connections between people,
events, and feelings that previously had not been noticed became
visible. Thus, women were able to symbolize their experiences in
new ways, change their interpretations, and break old patterns. A
map could be tested against past experiences which often led to
a discussion of particular schemas and their origins and helped
identify coping styles. Anchored by the personalized meanings
drawn on the maps, opportunities to work with the Vulnerable
Child and Healthy Adult modes becamemore acceptable towomen,
thus enabling role play and imaginative dialogue to be done with
the goal of behavior change. Copies of maps were kept in the
patients’ files so they could be used in subsequent sessions or
edited over time.

It was common for participants to remember particular
collaborative-maps from one session to the next. Many women
requested to take particular maps home to use when they experi-
enced symptoms of depression or were triggered by a schema, to
challenge old thought patterns, and to replace maladaptive coping
styles with healthier behaviors. Some patients kept the maps in
files and used them after the MIST program ended to help them
understand their feelings and to remind them of how to access the
Healthy Adult or nurture the Vulnerable Child.

2.6. Statistical analysis

Amixed effects model (SAS Version 9.1.3) with random intercept
for each patient was used to fit the BDI-II scores across eight
treatment sessions to account for the repeated measures within
each patient (Laired & Ware, 1982). Initial graphical exploratory
analysis indicated that on average, the BDI scores were decreasing
linearly over time so timewas included as a fixed, linear term in the
mixed effects model. An autoregressive covariance matrix, which
assumes that the correlation between different measurements
decreases with time, was used to model the correlation within the
data for each participant. Post-hoc analyses such as paired t-tests
were done with BDI-II scores at various intervals to determine if
BDI-II scores decreased significantly from the time of screening/
SCID to session eight to the follow-up visits (1, 3, and 12 months
post treatment). Similar post-hoc analyses were done for resilience
to determine if there were significant differences in resilience
scores over time including the time of screening/SCID, session
eight, and the three follow-up visits.

3. Results

3.1. Sample

Of the nine women who entered the MIST treatment program,
eight completed all treatment sessions and all follow-up visits. Of
the eight “completers”, six were US-born and two had immigrated



Fig. 2. BDI-II Scores for Depression of Completers (n ¼ 8) and Non-Completer (n ¼ 1)
from time of screening/SCID to one year after treatment (mean � SE).
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to the US as children. The non-completer was US-born. All were
bilingual in Spanish and English but preferred to use English. See
Table 1 for other demographic data.

3.2. Depression

The SCID showed that all nine women met criteria for major or
minor depression based on the DSM-IV. The mean BDI-II score for
“completers” at screening/SCID had been in the “severe” category
(Beck et al., 1996). The non-completer entered the study with
a “moderate” BDI-II score that fell to the “minimal” category by the
time of her second session. BDI-II scores among the completers
decreased throughout the eight-week program (see Table 2). The
mixed linear regression model in Fig. 2 demonstrates that the
treatment had a significant effect on BDI-II score change over eight
treatment sessions (p ¼ .0003). The average decreasing rate in BDI-
II scores was 2.8 points per visit. Compared to scores at screening/
SCID, BDI-II scores were significantly lower at the first and last
sessions and the 12-month follow-up visit (see Table 3). By the last
session, all eight completers had “minimal” BDI-II scores (Beck
et al., 1996). Compared to the one-month follow-up visit, there
were no significant differences in BDI-II scores at the three and 12-
month follow-up visits.

3.3. Resilience

Scores of the modified 23-item Resilience Scale increased
significantly from screening/SCID to the eighth treatment session.
Moreover, the higher resilience scores at the eighth session
remained high at the follow-up visits with no significant change
over 12 months post treatment (see Table 3).

3.4. Collaborative-mapping in MIST

To illustrate the integration of collaborative-mapping with MI
and ST in MIST, an example based on a participant with the pseu-
donym of “Ana” will be presented. Ana was a 24-year old single
woman who initially presented in therapy with a great deal of
sadness and anger due to a failed romantic relationship. As a US-
born Latina, Ana was bilingual (English/Spanish) but her parents
were born in other countries and only spoke Spanish. Ana had
served as her parents’ unofficial ”secretary” since age 5, translating
conversations, telephone calls, and documents from landlords or
bill collectors. The collaborative-map in Fig. 3 was created based on
the perceived unbalance Ana experienced due to anger, guilt and
fear; anger because her parents automatically expected her to meet
their needs, guilt because she no longer wanted to help them, and
Table 2
BDI-II scores and Resilience Scale scores for completers over the course of treatment
and follow-up (n ¼ 8).

BDI-II scores
Mean (SE)

Resilience scale
Mean (SE)

Screening/SCID 40.50 (2.89) 98.38 (5.45)
Session 1 31.63 (4.21) e

Session 2 29.13 (5.05) e

Session 3 29.75 (6.49) e

Session 4 25.63 (5.82) e

Session 5 19.25 (4.57) e

Session 6 19.00 (5.75) e

Session 7 16.50 (5.15) e

Session 8 12.25 (2.88) 128.54 (5.05)
1-month follow-up visit 6.13 (1.43) 136.50 (5.89)
3-month follow-up visit 7.25 (3.66) 135.58 (5.59)
12-month follow-up visit 4.50 (1.45) 138.13 (6.28)
fear that she would be “disowned” if they perceived her reluctance
as a lack of family loyalty. Ana said this felt like being on the
“Dumbo ride at Disneyland” wherein the rider is taken in undu-
lating circles around a fixed point, but never actually goes
anywhere. Ana and the NT used Ana’s words, phrases, and meta-
phors, to create a detailed drawing of the unbalance she felt. It
served to develop her understanding of the discrepancy (Miller &
Rollnick, 2002) between what Ana wanted in her life (balance)
and the reality of the heavy weight she carried (feelings of anger,
guilt, and fear). The map was a springboard for exploring the
various ways emotional balance could be achieved (such as facing
her fear or controlling her anger). It deepened her motivation to
understand the ST model, such as maladaptive schemas and coping
styles (Young et al., 2003). One year after Ana completed treatment,
she had moved out of her parents’ home into an apartment with
a friend, had a new boyfriend, and was working a part time job. She
still felt a nagging sense of guilt about her parents’ needs and
desires but it no longer overruled her ability to make decisions to
meet her own needs. She described this struggle as part of the
process of “growing up”.
4. Discussion

This was the first study to combine MI techniques with ST in
psychotherapy research. Together with a focus on resilience and the
therapeutic strategy of collaborative-mapping, MIST was a power-
ful therapeutic program that resulted in decreased depression and
enhanced resilience for this sample of low income, second gener-
ation Latinas. Although previous depression research has focused
on the use of MI with Latinas, no published research has investi-
gated the impact of ST alone with Latinas. With our study, it is not
clear whether it was ST, MI, or other aspects of the intervention that
led to its effectiveness. It is possible that ST alone would have
brought significant therapeutic benefit to a Latina sample because
of the gain in understanding related to compelling family dynamics
and schemas. However, without an explicit goal to work with
ambivalence and resistance to change, as is the focus of MI, it is



Table 3
Intervention effect for depression (change in BDI-II scores) and Resilience (change in 23-item modified Resilience Scale score) from screening/SCID to follow-up visits (n ¼ 8).

Comparisons BDI-II Resilience

Mean
difference (SE)

t Mean
difference (SE)

t

Screening/SCID e session 1 8.87 (2.98) 2.97a

Screening/SCID e session 8 28.25 (4.00) 7.06c �31.54 (8.78) �3.59b

Screening/SCID e 12-month follow-up 36.00 (3.61) 9.97c �41.00 (8.51) �4.81b

Session 8 e 1-month follow-up 6.13 (2.42) 2.53a

Session 8 e 12-month follow-up 7.75 (2.25) 3.44b �9.46 (4.25) �2.23
1 month follow-up e 3-month follow-up �1.13 (2.66) �.42
1 month follow-up e 12-month follow-up 2.75 (4.00) .69

a p<.05.
b p�.01.
c p�.0001
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possible that stigma or judgment from family or community
members related to being in psychotherapy (Nadeem et al., 2007)
could have disrupted Latinas’ commitment to treatment. Likewise,
it is not clear if or how our reinforcement of resilience may have
bolstered Latinas’ resolve to persevere in treatment because their
personal strengths were recognized and affirmed throughout each
stage of MIST.

Results from MIST compared favorably to other short term
treatments for depressed Latinas. Both our 8-session MIST program
and the 12-session Behavioral Activation program by Kanter,
Santiago-Rivera, Rusch, Busch, and West (2010) resulted in signif-
icant decreases in depression for those who completed the
programs.While eight of nine Latinas completed theMIST program,
six of ten Latinas completed the Behavioral Activation program. No
follow-up datawere reported for the latter but all of our completers
achieved sub-threshold depression scores that held until one year
after treatment completion. In a different study (Miranda, Chung,
et al., 2003) however, CBT results were less favorable. That is, six
months after initiating the treatment program, less than one third
of participants with major depressive disorder were asymptomatic
(Miranda et al., 2005). In another depression study, MI was
combined with ethnographic interviewing in a pretreatment
session and then combined with Interpersonal Psychotherapy in an
8-session program with black and white American mothers of
children in psychiatric treatment (Swartz et al., 2008). Just as in
Fig. 3. Collaborative-map of the imbalance of emotions felt by the patient (“Ana”) with
guilt and fear of abandonment outweighing an ability to cope with anger and
emotions.
MIST, depression significantly decreased in the Interpersonal
Therapy study and most (10 of 11 patients) completed all eight
treatment sessions. While the latter study did not include Latinas, it
provided supportive evidence of the power of including MI in
a short-term depression treatment intervention for women.

Althoughdelving into familydynamics canbe culturally taboo for
Latinas, ST’s focus on maladaptive schemas and their childhood
origins as well as women’s adaptation to, or survival of, a stressful
childhood environment, was remarkably well received by this
sample. Because focus was on the situation that fostered the mal-
adaptive schema and not any one person per se, perhaps STwas not
perceived as blaming a particular parent or relative, which might
have compelled a Latina to defend a family member for the sake of
familismo or solidarity (Sabogal et al., 1987). Rather, the ST frame-
work provided an organized but flexible model for addressing
dynamicswithin eachwoman’s unique family situation and cultural
milieu, tailoring each session to the particular details of her world.

Collaborative-mapping was both process and product in MIST
and relied on the patient’s ability to actively assume the role of the
expert and authorize the exploration of her experiences. Being
actively engaged in mapping may have offset feelings of helpless-
ness, by giving a sense of control when discussing distressing
experiences. Because stigma related to depression among second
generation Latinas is strong (Nadeem et al., 2007; Vega, Rodriguez,
& Ang, 2010), a sense of mastery over the content of a therapeutic
activity may have increased the participants’ ability to tolerate the
interaction. Butler and Holmes (2009) hold that when abstract
concepts such as violence or neglect, or strong emotions such as
terror or humiliation, are made more concrete through the use of
metaphor or imagery, communication is facilitated and meaning is
clarified; when this is done in the presence of an affirming, vali-
dating “other”, the experience can be emotionally powerful and
healing. In MIST, the collaborative aspect of mapping may have
fostered trust and thereby cohesion, making a safe place for the
patient to express anger or sadness while simultaneously initiating
relief from prior confusion. At its best, this may reflect what Holmes
et al. (2007) described as part of the healthy mourning that results
from shifts in cognition through the use of imagery that activates
highly emotional issues in therapy and ultimately promotes
emotional growth.

Women entered MIST with relatively low resilience scores
(98.38 � 5.45) compared to a normative, convenience sample of
315 low income women of Mexican descent (139.3 � 25.89)
(Heilemann et al., 2005). However, MIST’s focus on strengths,
empathy, and confidence may have enhanced resilience in our
sample because after treatment completion, scores increased
significantly and one year later, scores were almost the same as
those of the afore mentioned normative sample (138.13 � 6.28).
Thus, MIST not only reduced depression, but increased resilience.
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Just as was demonstrated in previous ST trials with samples who
are difficult to engage in treatment (Giesen-Bloo et al., 2006), MIST
had a low drop out rate. Structural elements of the MIST program
may have increased the effectiveness of the intervention. For
example, patients had unlimited access to the NT via cell phone
outside of sessions although very few actually called the NT. Simi-
larly, Nadort et al. (2010) found that unlimited telephone avail-
ability of the ST therapist for patients diagnosed with borderline
personality disorder was associated with significantly fewer
treatment sessions to achieve the same therapeutic results over
a three-year period. Another structural element was location; MIST
sessions were intentionally held in a community-based child care
center that had no stigmatized affiliation, such as could be the case
with a mental health center. In addition, as has been done in other
ST studies (Halford, Bernoth-Doolan, & Eadie, 2002), the therapist
for MIST was a nurse, which may have been perceived as less
stigmatizing. Scheduling was flexible and MIST sessions were
approximately 2 h each which was well received by patients
perhaps because it provided womenwith sufficient time to express
themselves with great detail if needed, without being cut off due to
a time limit.

A limitation of this pilot study was the small size of this
convenience sample which was self-selected. Thus, the diversity of
all Latinas in the US was not represented. Also, the absence of
a non-interventional control group means that the customized
therapeutic intervention was not compared to usual care. In addi-
tion, all the therapy was conducted by the same therapist who was
particularly well suited for this work. While unavoidable in a pilot
study of this kind, it is difficult to judgewhether the effectiveness of
the treatment was an effect of the therapy or of the therapist.

Future research is needed to replicate this pilot study with
a larger sample and a control group. In addition to the assessment of
early maladaptive schemas through a focused life history, imagery
exercises, and the therapeutic relationship (Thimm, 2010), the use of
the Schema Questionnaire (Young & Brown,1990) will be crucial for
gaining a broad understanding of the specific schema types for this
understudied population. Future research questions should inves-
tigate the extent of the influence ofMISTand collaborative-mapping
on the cognitive organization of interpersonal content (Dozois et al.,
2009), conceptual processing (Kindt, Buck, Arntz, & Soeter, 2007), or
interference control for individuals in relation to rumination and
depression (Zetsche & Joormann, 2010).

In conclusion, this short-term intervention was the first to
combineMI and ST in psychotherapy research. A focus on resilience
and the addition of collaborative-mapping as a treatment strategy
created a powerful therapeutic program. The results showed MIST
to be feasible, desirable, accessible, and effective for the treatment
of depression in this sample of the severely understudied group of
low income, second generation Latinas in the US.
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