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Abstract 

Background/Objectives: Routine depression screening is recommended in primary care, 
yet depression may remain underdetected among Filipino American patients. Provider-
level factors, including culturally responsive preparation, communication challenges, 
workflow constraints, and attitudes toward mental health screening, may influence op-
portunities for early identification and referral. This exploratory cross-sectional study ex-
amined provider perspectives on barriers to depression screening and mental health dis-
cussions with Filipino American patients using the Capability, Opportunity, Motivation, 
and Behavior (COM-B) framework as an implementation-informed organizing lens. 
Methods: A cross-sectional survey was conducted among healthcare providers (N = 81) 
with experience caring for Filipino American patients in the United States. Survey items 
assessed provider confidence, perceived adequacy of mental health training, cultural and 
communication barriers, perceived stigma-related concerns, comfort discussing mental 
health, and interest in additional culturally responsive resources. Items from the adapted 
Attitudes Toward Assisting Filipino American Patients with Mental Health Symptoms 
(ATFA) scale and one item from the Mental Illness Clinicians’ Attitudes scale were con-
ceptually mapped to the COM-B domains. Descriptive statistics, internal consistency esti-
mates, and nonparametric tests were used to summarize findings and explore differences 
by provider characteristics. Results: Most providers recognized that Filipino cultural be-
liefs and customs may influence mental health help-seeking and symptom expression. 
Although many providers reported confidence identifying mental health symptoms, 
fewer reported adequate training to assess mental health concerns among Filipino Amer-
ican patients. Communication barriers, stigma-related concerns, and interest in additional 
culturally tailored resources were commonly reported. COM-B domain scores were not 
significantly associated with provider role or years of clinical experience. Providers who 
identified as Filipino reported greater perceived capability and opportunity related to in-
itiating mental health discussions compared with non-Filipino providers. Conclusions: 
Findings suggest that provider motivation to address mental health concerns may be pre-
sent, while capability- and opportunity-related barriers, including culturally responsive 
training, communication support, workflow integration, and referral resources, may re-
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main important targets for future implementation efforts. Because this exploratory study 
used a modest convenience sample and an adapted measure that requires further psycho-
metric validation, the findings should be interpreted with caution. Larger studies using 
validated instruments are needed to examine further provider-level determinants of cul-
turally responsive depression screening among Filipino American patients. 

Keywords: depression screening; Filipino Americans; implementation science; COM-B; 
primary care; mental health disparities; culturally responsive care 
 

1. Introduction 
Depression is a leading cause of disability worldwide, but is underdiagnosed and 

undertreated among Filipino American populations [1,2]. Even with the greater aware-
ness of mental health, Filipino Americans may go undetected with depression within the 
medical care system, and so delay treatment and continue the disparity in mental health 
[3,4]. Cultural beliefs and communication practices of Filipino American patients may af-
fect their perception and presentation of emotional distress [1]. Cultural norms of emo-
tional control, filial obligations, social harmony, and shame avoidance may inhibit frank 
discussion of psychiatric distress [5,6]. This can lead to physical symptoms such as fatigue, 
headaches, sleep problems, or general aches and pains, as well as psychological distress. 
Routine doctor visits may be less of a setting to catch signs of depression [7]. 

Although prior research has identified cultural factors such as stigma, somatic symp-
tom presentation, and family-centered values as potentially influencing mental health 
help-seeking among Filipino Americans [8,9], these characteristics should not be inter-
preted as universal. Filipino Americans represent a highly heterogeneous population 
whose experiences vary according to immigration generation, level of acculturation, soci-
oeconomic status, geographic region, healthcare access, language proficiency, and indi-
vidual life experiences. Accordingly, the cultural factors discussed in this study are pre-
sented as potential influences, supported by the literature, rather than as defining charac-
teristics of all Filipino Americans. 

Filipino American patients may be a key opportunity to catch depression early in 
primary care settings, but the screening processes differ [10,11]. Providers are employed 
in busy clinical settings with competing demands, insufficient time, and a shortage of 
mental health resources [12,13]. Some providers may also have poor awareness of cultur-
ally unique expressions of emotional distress and culturally responsive approaches to 
mental health assessment [14–16]. These limitations highlight the need to further under-
stand provider factors that may influence depression screening methods with Filipino 
Americans. An implementation-focused framework may help identify the behavioral and 
contextual influences shaping provider engagement in culturally responsive depression 
screening practices. 

Therefore, the purpose of this study was to examine healthcare providers’ perspec-
tives on depression screening and mental health inquiries among Filipino American pa-
tients using the Capability, Opportunity, Motivation, and Behavior (COM-B) framework 
[15,17]. Specifically, this study examined the roles of provider preparation type, practice 
experience, and Filipino ethnicity as correlates of practice-related barriers that influence 
routine mental health discussions in clinical care. Findings may inform culturally 
grounded interventions to strengthen depression screening practices and improve equi-
table access to mental health care for Filipino American populations. 
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COM-B Framework 

Routine depression screening is widely recommended in primary care; however, im-
plementation tends to differ by clinical settings and patient populations, especially in Fil-
ipino American patients whose experiences of emotional distress may be shaped by cul-
tural beliefs, stigma, migration experiences, and somatic expressions of symptoms. To bet-
ter understand provider-related influences on depression screening, this study was 
guided by the Capability, Opportunity, Motivation, and Behavior (COM-B) framework 
[15,17,18], which conceptualizes healthcare behaviors as influenced by provider 
knowledge and skills, environmental and organizational conditions, and individual atti-
tudes and willingness to engage in care practices [17,18]. The COM-B framework has been 
increasingly adopted in implementation science to identify determinants of mental health 
behaviors and guide interventions across diverse healthcare settings. Studies applying 
COM-B have demonstrated its utility in understanding barriers and facilitators to inte-
grating mental health services into primary care, highlighting that providers’ knowledge 
and clinical skills (Capability), organizational resources and referral systems (Oppor-
tunity), and professional confidence and attitudes toward mental health care (Motivation) 
collectively influence implementation of evidence-based practices [19]. 

Similarly, COM-B has been used to examine help-seeking behaviors among individ-
uals with schizophrenia, demonstrating that stigma, inadequate mental health literacy, 
family influences, and limited healthcare access interact across all three behavioral do-
mains to shape engagement with mental health services [20]. Recent applications have 
further explored mental health literacy and help-seeking among university students [21] 
provider adherence to smoke-free policies in psychiatric settings [22], perinatal depression 
screening [23] and cardiometabolic screening among individuals with severe mental ill-
ness [24], consistently supporting COM-B as an effective framework for designing multi-
level implementation strategies. 

Although these studies provide robust evidence for the applicability of COM-B 
across mental health contexts, relatively few investigations have examined culturally spe-
cific determinants of depression screening among Asian American populations. Existing 
evidence suggests that Asian Americans experience unique barriers, including limited 
mental health literacy, cultural stigma, language barriers, and reduced access to culturally 
responsive services [4,25–27], which collectively influence capability, opportunity, and 
motivation to engage in mental health care. Moreover, most studies aggregate Asian 
Americans into a single racial category, limiting understanding of subgroup-specific ex-
periences despite substantial heterogeneity across communities. In this study, capability 
reflected providers’ preparation for culturally informed depression assessment; oppor-
tunity referred to clinical workflow and organizational resources; and motivation re-
flected providers’ attitudes and willingness to initiate mental health discussions. The 
COM-B framework provided a useful approach for identifying practical, potentially mod-
ifiable factors influencing culturally responsive depression screening in routine primary 
care settings [15]. 

2. Materials and Methods 
2.1. Design and Participants 

This exploratory cross-sectional descriptive study examined provider-level perspec-
tives on barriers to depression screening and mental health inquiry among Filipino Amer-
ican patients. Participants included physicians, nurse practitioners, physician assistants, 
and other licensed healthcare professionals practicing in the United States. 
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2.2. Participant Recruitment and Data Collection 

Participants were recruited through professional organizations, healthcare networks, 
and community partnerships supporting Filipino American populations in the United 
States. Recruitment materials were circulated electronically via social media outlets and 
community-based healthcare networks. Because recruitment occurred through open elec-
tronic distribution channels, professional networks, social media, and community-based 
healthcare networks, the total number of individuals who received or viewed the survey 
invitation could not be determined. Therefore, a formal response rate could not be calcu-
lated. 

Eligible participants were licensed healthcare providers presently practicing in the 
United States and providing direct care to adult Filipino American patients in primary 
care, behavioral health, community health, or outpatient clinical settings. Eligible provid-
ers included physicians, nurse practitioners, physician assistants, nurses, and other li-
censed clinicians involved in patient assessment and care delivery. Participants must be 
at least 18 years of age, be able to read and understand English, and be currently engaged 
in clinical practice involving interactions with Filipino American patients. 

The exclusion criteria were: not currently practicing in the United States; not provid-
ing direct patient care; and no experience caring for Filipino American patients. Also ex-
cluded were students, trainees without independent clinical responsibilities, administra-
tive personnel without patient care responsibilities, and retired healthcare providers. 
Mental health and psychiatry providers were intentionally excluded because the primary 
objective of this study was to examine provider-level determinants of routine depression 
screening in non-psychiatric healthcare settings, where the initial identification of depres-
sive symptoms most commonly occurs before referral to specialty mental health services. 
Eligible participants completed an anonymous online survey administered via Qualtrics. 
The survey was entirely voluntary, and no personal identifiable information was collected 
to protect confidentiality and reduce potential response bias. Before participating in the 
survey, participants reviewed an electronic informed consent statement outlining the 
study’s purpose, procedures, risks, benefits, and confidentiality protections. The study re-
ceived exempt approval from the University of Nevada, Las Vegas Institutional Review 
Board. 

2.3. Measures 

The survey included the Attitudes Toward Assisting Filipino American Patients with 
Mental Health Symptoms (ATFA) scale, a study-specific measure developed to assess pro-
vider perceptions of culturally relevant barriers to depression screening and mental health 
discussions with Filipino American patients. The ATFA items assessed provider confi-
dence, perceived adequacy of training, communication barriers, stigma-related concerns, 
cultural beliefs that influence symptom expression, comfort with discussing mental health, 
and interest in additional culturally responsive resources. The ATFA scale consisted of 
seven items with 5-point Likert-scale responses ranging from 1 (Strongly Agree) to 5 
(Strongly Disagree). Higher scores indicated lower perceived cultural awareness, confi-
dence, or readiness related to mental health discussions with Filipino American patients. 

The study also included an item from the Mental Illness Clinicians’ Attitudes (MICA) 
scale to assess providers’ attitudes toward mental illness and mental health care. The 
MICA scale [28,29] is a widely used, validated instrument developed to assess stigmatiz-
ing attitudes among healthcare professionals working with individuals experiencing men-
tal illness. Previous studies have demonstrated acceptable psychometric properties for the 
MICA scale, including good internal consistency reliability with reported Cronbach’s al-
pha coefficients generally ranging from 0.72 to 0.79 across healthcare provider popula-
tions [28–30]. The measure showed good construct validity and has been used extensively 
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in studies of physician stigma, mental health training, and providers’ attitudes toward 
psychiatric care in multidisciplinary healthcare settings (18). The MICA scale was used to 
systematically assess providers’ attitudes toward mental illness, stigma, and engagement 
in mental health care practices, thereby increasing measurement rigor in this study. MICA 
items used a 6-item Likert scale (1: Strongly Agree–6: Strongly Disagree), with higher 
scores indicating more negative attitudes towards mental illness. 

The ATFA was developed for this exploratory study because no existing validated 
instrument was identified that specifically assessed provider perceptions of culturally rel-
evant barriers to depression screening among Filipino American patients. To support face 
and content validity, the items were reviewed by an expert panel that included psychiatric 
mental health nurse practitioners, nurse researchers, and experts in mental health and 
cultural health disparities [31–33]. The scale was also pilot-reviewed to improve clarity, 
readability, comprehensibility, and cultural appropriateness before administration. How-
ever, the ATFA has not yet undergone full psychometric validation, including exploratory 
or confirmatory factor analysis, test–retest reliability assessment, or validation in a larger 
and more diverse provider sample. 

ATFA items and one MICA item were conceptually mapped to the COM-B frame-
work to organize provider-level determinants of depression screening and mental health 
discussions with Filipino American patients. The items corresponding to capability, op-
portunity, and motivation are shown in Table 1. Capability was represented by items as-
sessing provider confidence and perceived adequacy of training to identify or assess men-
tal health concerns. Opportunity was represented by items assessing communication bar-
riers, stigma-related concerns, and interest in additional culturally responsive resources. 
Motivation was represented by items assessing perceived cultural influences on symptom 
expression, comfort discussing mental health, and comfort interacting with individuals 
experiencing mental illness. This mapping was used as an implementation-informed or-
ganizing approach rather than as a formal validation of COM-B constructs. 

Table 1. Survey items corresponding to each COM-B construct. 

COM-B Construct Survey Item Scale Score Range 

Capability 
I feel confident identifying men-
tal health symptoms in Filipino 
patients 

ATFA 1–5 

Capability 
I have received adequate training 
to assess mental health concerns 
in Filipino patients. 

ATFA 1–5 

Opportunity 

Language or communication bar-
riers make it more difficult to ad-
dress mental health concerns in 
Filipino patients. 

ATFA 1–5 

Opportunity 
I believe stigma around mental 
illness affects Filipino patients’ 
willingness to seek help. 

ATFA 1–5 

Opportunity 

I want additional resources or 
training to better support Fili-
pino patients with mental health 
needs. 

ATFA 1–5 

Motivation 
I believe cultural beliefs of Fili-
pino patients influence how they 
express mental health symptoms. 

ATFA 1–5 
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Motivation 
I feel comfortable discussing 
mental health topics with Fili-
pino patients. 

ATFA 1–5 

Motivation 

I feel as comfortable talking to a 
person with a mental 
illness as I do talking to a 
person with a physical illness. 

MICA 1–6 

2.4. Data Analysis 

Descriptive statistics were used to summarize participant demographic characteris-
tics, professional backgrounds, clinical practice characteristics, and survey responses. Fre-
quencies and percentages were computed to describe provider demographics, years of 
clinical experience, practice settings, and prior experience with Filipino American patients. 
All data were screened for completeness, consistency, and validity before analysis. Survey 
responses were screened to eliminate duplicates, incomplete responses, and inappropriate 
responses. Participants who did not complete the questionnaire or had a large amount of 
missing data were excluded from the final analysis. 

Qualtrics data were screened for data entry errors, inconsistent responses, and out-
of-range values. The pattern and extent of missing data were analyzed. Only fully or 
properly completed questionnaires were included in the final analytic sample. Descriptive 
results following data cleaning were evaluated using the COM-B framework to identify 
provider-related factors associated with routine depression screening and mental health 
inquiry among Filipino American patients. The reliability of the COM-B scale was meas-
ured using Cronbach’s alpha (α). Values higher than 0.60 indicate good internal con-
sistency for these measures [33]. The 95% confidence intervals for the α values were esti-
mated using bootstrapping methods through the psych package in R [34]. 

Individual item responses were reported as frequencies and percentages based on 
whether participants responded affirmatively to each item (Somewhat 
Agree/Agree/Strongly Agree). Sum scores for each COM-B construct were calculated and 
reported as medians and quartiles. These sum scores were assessed for associations be-
tween provider role, ethnicity, and years of service. Provider roles and experience were 
aggregated to account for small cell counts. Associations involving ATFA individual items 
within the COM-B framework were analyzed using the Kruskal–Wallis test. The data 
analysis was implemented using R statistical software version 4.6.0 [35]. Given the explor-
atory nature of the study and the modest sample size, inferential analyses were limited to 
nonparametric methods. 

Because the study was exploratory and the final analytic sample was modest (N = 81), 
an a priori power analysis was not conducted, and the study was not designed to support 
multivariable modeling or formal psychometric validation of the ATFA scale. Exploratory 
or confirmatory factor analysis was not performed because the sample size was insuffi-
cient to provide a stable estimate of factor structure. Therefore, findings based on the 
ATFA and COM-B domain scores should be interpreted as preliminary and hypothesis-
generating. 

3. Results 
3.1. Participant Characteristics 

A total of 81 healthcare providers were included in the final analytic sample. As 
shown in Table 2, physicians represented the largest proportion of participants (58.0%, n 
= 47), followed by nurse practitioners (29.6%, n = 24). Most participants reported more 
than 10 years of clinical experience (77.8%, n = 63). The majority identified as Asian (76.5%, 
n = 62), and nearly all participants reported prior experience caring for Filipino American 
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patients (98.8%, n = 80). Filipino ethnicity was strongly represented within the sample 
(67.9%, n = 55), reflecting the study’s recruitment through Filipino-serving professional 
and community networks. Percentages may not total 100% due to rounding. 

Table 2. Demographic characteristics. 

Characteristic n % 
Provider Type   

Physician 47 58.0 
Nurse Practitioner 24 29.6 
Physician Assistant 2 2.5 

Clinical Nurse Specialist 1 1.2 
Hospitalist 2 2.5 
Specialist 2 2.5 

Clinical Nurse Educator 1 1.2 
Other/Not Specified 2 2.5 

Years in Practice   

Less than 1 year 2 2.5 
1–5 years 10 12.3 

6–10 years 6 7.4 
More than 10 years 63 77.8 

Race/Ethnicity   

Asian 62 76.5 
White 14 17.3 
Black 2 2.5 

Middle Eastern/North African 1 1.2 
Asian-Mixed Race 2 2.5 

Asian-Filipino Ethnicity 55 67.9 
Prior Experience Caring for Filipino Patients   

Yes 80 98.8 
Not Sure 1 1.2 

3.2. Reliability 

The COM-B-informed item set demonstrated acceptable internal consistency in the 
current exploratory sample (α = 0.79, 95% CI: 0.52–0.86). Internal consistency estimates 
were also acceptable for the Capability (α = 0.73, 95% CI: 0.51–0.87), Opportunity (α = 0.72, 
95% CI: 0.57–0.82), and Motivation (α = 0.66, 95% CI: 0.51–0.77) domains. These estimates 
supported preliminary descriptive analysis of domain sum scores in this sample; however, 
they do not establish construct validity or confirm the factor structure of the ATFA scale. 
Figure 1 shows the distribution of scores for each construct among participants. 

3.3. Capability: Training, Cultural Awareness, and Clinical Readiness 

Providers generally demonstrated awareness of cultural influences on mental health 
discussions among Filipino American patients, as evidenced by a median Capability sub-
scale sum score of 5 (Q1–Q3: 4–7). 63% (n = 51) of the participants reported that they were 
confident in identifying mental health symptoms in Filipino patients, but only 42% (n = 
34) reported receiving adequate training to address these concerns. 

There was no evidence of a difference in score distribution between provider roles 
(𝜒𝜒22 = 0.98, p = 0.61) and years of experience (𝜒𝜒12 = 0.21, p = 0.65). However, Filipino pro-
viders recorded a median score of 4 (Q1–Q3: 3–5), while those who were not Filipino rec-
orded a median score of 8 (Q1–Q3: 5–8), indicating that the Filipino providers perceived 
themselves as more capable in initiating mental health discussions with Filipino American 
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patients (𝜒𝜒12 = 20.6, p < 0.0001). The side-by-side comparisons of these distributions are 
shown in Figures 2–4. 

 

Figure 1. The distribution of the overall sum scores for the capability, opportunity, and motivation 
constructs of the COM-B framework. The respective ranges of possible scores for the capability, 
opportunity, and motivation constructs are 2–10, 3–15, and 3–16. 

 

Figure 2. The distribution of overall sum scores for the COM-B framework, stratified by provider 
role. The respective ranges of possible scores of the capability, opportunity, and motivation con-
structs are 2–10, 3–15, and 3–16. 
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Figure 3. The distribution of overall sum scores for the COM-B framework, stratified by years of 
experience. The respective ranges of possible scores of the capability, opportunity, and motivation 
constructs are 2–10, 3–15, and 3–16. 

 

Figure 4. The distribution of overall sum scores for the COM-B framework, stratified by Filipino 
ethnicity. The respective ranges of possible scores of the capability, opportunity, and motivation 
constructs are 2–10, 3–15, and 3–16. 

3.4. Opportunity: Communication and Workflow Barriers 

Communication and workflow-related barriers emerged as important determinants 
of implementation influencing mental health discussions. The participants recorded a me-
dian score of 6 out of 15, indicating recognition of these barriers. Most participants recog-
nized cultural barriers such as stigma surrounding mental health in the community (86.4%, 
n = 70) and communication issues when communicating mental health concepts (56.8%, n 
= 46). 71.6% (n = 58) expressed interest in additional culturally tailored resources to ad-
dress mental health needs in the Filipino community, suggesting that participants were 
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willing to improve their skills to help overcome challenges in initiating conversations 
about mental health. 

Similar to the Capability construct, the provider type (𝜒𝜒22 = 0.18, p = 0.92) and years 
of experience (𝜒𝜒12 = 0.18, p = 0.67) were not associated with the perception of the existence 
of these barriers related to the opportunity to initiate mental health conversations and 
encourage depression screening in the Filipino community (Figures 2 and 3). Filipino pro-
viders were more likely to address these opportunities (Median: 5, Q1–Q3: 4–7) compared 
to non-Filipino providers (Median: 9, Q1–Q3: 6–11), as supported by the results of the 
Kruskal–Wallis test (𝜒𝜒12 = 18.1, p < 0.0001). These differences were visualized in Figures 2–
4. 

3.5. Motivation: Attitudes Toward Mental Health Screening 

Findings regarding provider motivation showed generally positive attitudes toward 
mental health screening, despite ongoing uncertainty about provider roles and current 
health-seeking behavior. Eighty-five percent (n = 69) reported cultural beliefs influence 
symptom presentation in Filipino patients. 80% (n = 65) reported they were comfortable 
addressing mental illnesses as much as physical illnesses, but only 63% (n = 51) reported 
discussing mental health issues with Filipino patients. 

As with the other two constructs, there was no evidence of a difference in attitudes 
towards factors related to the motivation for depression screening between provider roles 
(chi-squared = 0.89, p = 0.64) and years of experience (chi-squared = 1.59, p = 0.21). There 
was a discernible difference between Filipino (Median: 6, Q1–Q3: 4–7) and non-Filipino 
providers (Median: 7, Q1–Q3: 4–10), yet it was notably smaller compared to the other two 
constructs (𝜒𝜒12 = 4.41, p = 0.04). 

3.6. COM-B Integration of Implementation Determinants 

The overall findings are conceptually summarized in Figure 5 and operationally 
mapped in Table 3 using the COM-B framework. Capability-related barriers primarily re-
flected limited culturally responsive training and uncertainty regarding culturally sensi-
tive mental health discussions. Opportunity-related barriers involved communication dif-
ficulties, workflow limitations, and insufficient behavioral health resources. In contrast, 
providers generally demonstrated strong motivation to engage in mental health screening 
practices and expressed willingness to participate in additional culturally responsive 
training and implementation supports. Together, these findings suggest that improving 
provider capability and opportunity may represent the most practical targets for strength-
ening culturally responsive depression screening among Filipino American patients. 

Table 3. COM-B mapping of implementation determinants influencing depression screening. 

COM-B Do-
main 

Related Findings Potential Implementation Strategies 

Capability 

Providers reported confidence in culturally responsive 
training and in identifying mental health issues, but 
high uncertainty in initiating culturally sensitive men-
tal health discussions with Filipino American patients. 

Culturally informed provider education, communication 
training, and depression screening workshops focused on 
somatic symptom presentation and stigma-sensitive inter-
viewing. 

Opportunity 
Providers identified communication barriers and lim-
ited culturally specific training within primary care 
settings. 

Integration of culturally tailored screening prompts, inter-
preter-supported materials, behavioral health referral path-
ways, and workflow-based screening supports. 

Motivation 

Providers generally valued mental health screening as 
much as physical checkups and demonstrated willing-
ness to address depression among Filipino American 
patients despite culturally influenced implementation 
barriers. 

Reinforcement and normalization of the importance of men-
tal health screening through organizational support, contin-
uing education, and community engagement.  
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Note. COM-B = Capability, Opportunity, Motivation, and Behavior framework. 

 

Figure 5. COM-B framework of provider determinants influencing depression screening among Fil-
ipino American patients. 

4. Discussion 
This exploratory study used the COM-B framework to organize provider-level per-

spectives on depression screening and mental health inquiry among Filipino American 
patients. The findings should be interpreted with caution given the modest sample size, 
nonprobability sampling, high representation of Filipino providers, and the use of a 
study-specific ATFA scale that requires further psychometric validation. Within these lim-
itations, the study provides preliminary implementation-focused evidence suggesting 
that providers may be motivated to address mental health concerns. At the same time, 
capability- and opportunity-related barriers—such as culturally responsive training, com-
munication support, workflow integration, and referral resources—may be important tar-
gets for future intervention development. 

In the capability domain, many providers recognized the importance of addressing 
mental health concerns and acknowledged that Filipino cultural norms may shape how 
emotional distress is expressed and discussed. However, fewer providers reported ade-
quate training to assess mental health concerns among Filipino American patients, sug-
gesting a potential gap between general comfort discussing mental health and preparation 
for culturally responsive depression screening. Providers who identified as Filipino re-
ported higher perceived capability than non-Filipino providers, which may reflect greater 
cultural familiarity or lived experience; however, this finding should be interpreted cau-
tiously given the sample composition and exploratory design. These findings are clinically 
relevant because some Filipino American patients may express emotional distress 
through physical symptoms, fatigue, sleep disturbance, or stress-related concerns rather 
than directly disclosing sadness or depression. Without culturally responsive training, 
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providers may miss opportunities for early identification of depression when emotional 
distress is presented indirectly or somatically [36,37]. 

In the opportunity domain, providers identified communication, workflow, and re-
ferral-related barriers that may affect routine depression screening. More than half of par-
ticipants reported language or communication barriers when discussing mental health 
concerns with Filipino American patients. These barriers may extend beyond language 
alone and may include indirect communication patterns, reluctance to disclose emotional 
distress, concerns about family burden, or efforts to preserve interpersonal harmony. Fil-
ipino providers reported greater perceived opportunity than non-Filipino providers, 
which may reflect greater familiarity with culturally shaped communication patterns; 
however, this interpretation should be considered preliminary. Providers also noted prac-
tice-level constraints, including limited time during visits, competing clinical demands, 
limited integration of behavioral health services, and uncertainty about referral pathways. 
These findings suggest that improving culturally responsive screening may require not 
only provider education, but also workflow supports, referral resources, and organiza-
tional structures that make mental health inquiry easier to incorporate into routine care. 

In the motivation domain, providers generally endorsed the importance of address-
ing mental health concerns and integrating depression screening into routine clinical care. 
Differences in motivation scores across provider role, years of experience, and Filipino 
ethnicity were smaller than those observed for capability and opportunity, suggesting that 
motivation may not be the primary implementation barrier in this sample. Instead, pro-
viders appeared generally willing to engage in mental health discussions but identified 
challenges related to culturally responsive preparation, communication, workflow inte-
gration, and referral resources. These findings suggest that future interventions may be 
most useful if they strengthen providers’ capabilities and opportunities through culturally 
responsive communication training, practical screening tools, clearer referral pathways, 
and workflow supports that normalize mental health inquiry during routine encounters. 

These findings also have implications for health equity among Filipino American pa-
tients. Filipino Americans are often grouped within broader Asian American categories 
despite important differences in migration history, language use, acculturation, socioeco-
nomic circumstances, cultural beliefs, and mental health stigma [3]. Such aggregation may 
obscure subgroup-specific barriers to depression recognition and mental health care. In 
addition, the “model minority” stereotype may contribute to the under-recognition of 
emotional distress by reinforcing assumptions that mental health concerns are less prev-
alent or less urgent within Filipino American communities [38]. 

Primary care and other non-psychiatric healthcare providers may be well positioned 
to reduce these inequities through culturally responsive communication, earlier recogni-
tion of distress, and normalization of mental health discussions during routine encoun-
ters. Although exploratory, this study contributes to the implementation science literature 
by identifying provider-level factors that may influence culturally responsive depression 
screening among an underrepresented population. 

By applying the COM-B framework, this study offers a preliminary implementation-
focused lens for understanding provider-level factors that may shape depression screen-
ing and mental health discussions with Filipino American patients [39]. Rather than sug-
gesting that provider motivation alone is insufficient, the findings point to capability- and 
opportunity-related targets that may be addressed through future interventions. Addi-
tional studies are needed to evaluate whether culturally responsive provider training, in-
tegrated behavioral health workflows, and community-engaged implementation strate-
gies improve depression screening, referral processes, and mental health outcomes in Fil-
ipino American communities. 
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Practice and Policy Implications 

The findings of this exploratory study suggest several potential implications for pri-
mary care practice and provider education. Given the modest sample size, nonprobability 
sampling, high proportion of Filipino providers, and use of a study-specific ATFA scale 
requiring further psychometric validation, these implications should be interpreted as 
preliminary rather than definitive. 

Participants identified challenges related to culturally responsive communication, 
perceived adequacy of mental health training, workflow integration, referral processes, 
and access to culturally appropriate resources. These findings suggest that healthcare or-
ganizations may benefit from exploring educational and organizational strategies that 
support providers in addressing mental health concerns during routine primary care en-
counters. Potential approaches include culturally responsive communication training, en-
hanced collaboration with behavioral health professionals, improved referral pathways, 
and greater availability of culturally appropriate educational and screening resources. Fu-
ture implementation studies are needed to determine whether these strategies improve 
provider confidence, screening consistency, referral completion, and patient outcomes. 

The findings also reinforce the importance of considering health equity when ad-
dressing mental health among Filipino American patients. Broad assumptions about 
Asian American populations may obscure subgroup-specific patterns of emotional dis-
tress, help-seeking, and engagement with mental health care. Primary care and other non-
psychiatric providers may be well positioned to support earlier recognition of depression 
through culturally responsive communication and appropriate referral when clinically in-
dicated. 

Although routine depression screening is recommended for adults by the U.S. Pre-
ventive Services Task Force, this study was not designed to evaluate healthcare policy, 
screening effectiveness, or system-level interventions. Therefore, broader policy implica-
tions should be interpreted as areas for future investigation rather than direct recommen-
dations from the present findings. The observed patterns related to provider confidence, 
perceived training, communication barriers, and culturally responsive screening needs 
provide preliminary evidence that may inform future implementation research. Larger 
and more representative studies using validated instruments are needed to determine 
whether organizational supports, workforce development initiatives, culturally respon-
sive implementation strategies, or referral and reimbursement structures improve depres-
sion screening and engagement in mental health care among Filipino American popula-
tions. 

5. Limitations 
Several limitations should be considered when interpreting the findings. First, the 

cross-sectional design limits causal inference, and the use of self-reported survey data may 
have introduced recall or social desirability bias. Second, participants may have had 
greater interest in mental health, Filipino American health inequities, or culturally respon-
sive care than providers who did not participate. Third, the modest sample size limited 
subgroup analyses by provider discipline, geographic region, and practice setting. The 
study also did not include patient perspectives or direct observation of clinical encounters; 
therefore, the findings reflect provider-reported perceptions rather than observed depres-
sion-screening practices. The study did not adequately analyze disparities in immigrant 
histories, acculturation, language preferences, and socioeconomic circumstances among 
Filipino American populations. Finally, although the COM-B framework provided a use-
ful lens for thinking about provider behavior, the study did not test specific implementa-
tion options. 
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Because recruitment occurred through open electronic distribution channels, profes-
sional networks, social media, and community-based healthcare networks, the total num-
ber of individuals who received or viewed the survey invitation could not be determined; 
therefore, a formal response rate could not be calculated. This limits interpretation of par-
ticipation patterns and may have introduced selection bias. In addition, the high propor-
tion of Filipino providers in the sample likely reflects recruitment through Filipino-serv-
ing networks. It may limit generalizability to non-Filipino providers or providers with 
less direct experience caring for Filipino American patients. 

The validation, test–retest reliability, and factor structure of the COM-B question-
naire have not been tested due to the small sample size. Further refinement of this survey 
instrument could be explored to address other aspects of perceptions of capability, oppor-
tunity, and motivation. Additional study is also needed to evaluate the effectiveness of 
culturally adapted trainings, integrated behavioral health models, and community-en-
gaged approaches to improve depression screening and mental health outcomes among 
Filipino American populations. 

The adapted ATFA scale was developed to address a gap in culturally specific 
measures relevant to provider perceptions of depression screening among Filipino Amer-
ican patients. Although the instrument underwent expert and pilot reviews and an inter-
nal consistency assessment, it has not undergone full psychometric validation. Explora-
tory or confirmatory factor analysis, test–retest reliability assessment, and construct vali-
dation in a larger and more diverse provider sample were beyond the scope of this ex-
ploratory study. Therefore, ATFA-based findings should be interpreted as preliminary 
and hypothesis-generating. Future research should further evaluate the instrument’s fac-
tor structure, construct validity, reliability, and performance across diverse healthcare 
provider groups. 

Finally, although this study focused on Filipino American patients, we acknowledge 
the substantial heterogeneity within this population. Differences in immigration history, 
acculturation, socioeconomic circumstances, language use, and regional backgrounds 
were not measured and therefore could not be examined. Future studies should investi-
gate how these within-group differences influence provider perceptions and depression 
screening practices. 

6. Conclusions 
This exploratory study used the COM-B framework to examine provider-level per-

spectives on barriers to depression screening and mental health inquiry among Filipino 
American patients. Findings suggest that providers may be generally motivated to ad-
dress mental health concerns. At the same time, capability- and opportunity-related bar-
riers, including culturally responsive training, communication support, workflow inte-
gration, and referral resources, may warrant further investigation as targets for imple-
mentation strategies. Because the study used a modest convenience sample and a study-
specific ATFA scale that requires further psychometric validation, the findings should be 
interpreted as preliminary. Larger studies using validated instruments, more diverse pro-
vider samples, and stronger analytic designs are needed to evaluate provider-level deter-
minants of culturally responsive depression screening and referral practices among Fili-
pino American patients. 

Author Contributions: M.A.F., R.S., A.T.R. and L.S.E. made substantial contributions to the study’s 
conception, design, and execution. R.S. led the project, including conceptualization, methodology 
development, supervision, project administration, and drafting of the original manuscript. A.T.R. 
and L.S.E. contributed extensively to study design refinement, data curation, formal analysis sup-
port, and critical review and revision of the manuscript for important intellectual content. M.A.F. 

https://doi.org/10.3390/healthcare14142166


Healthcare 2026, 14, 2166 15 of 17 
 

https://doi.org/10.3390/healthcare14142166 

contributed to formal analysis, conceptualization, software, and revision of the manuscript. F.H.V., 
M.G.S. and E.W.L. contributed to the study through data collection, participant coordination/sup-
port, and preliminary data preparation. They also participated in manuscript review and provided 
important feedback that informed revisions and improved clarity and content accuracy. All authors 
have read and agreed to the published version of the manuscript. 

Funding: This research was funded by the Pharmaceutical Research and Manufacturers of America 
(PhRMA) Foundation through the 2024 Collaborative Actions to Reach Equity (CAREs) Grant, 
awarded to the Philippine Nurses Association of America (PNAA). The same grant funded the APC. 

Institutional Review Board Statement: The study was conducted in accordance with the Declara-
tion of Helsinki and was reviewed by the University of Nevada, Las Vegas Institutional Review 
Board (Office of Research Integrity—Human Subjects). The protocol titled “UNLV-2025-201 Exam-
ining Individual and Healthcare Provider Barriers to Depression Screening, Diagnosis, and Referral in Pop-
ulated Filipino-American Communities” was approved as exempt research (Category 2.i) on 29 May 
2025 (protocol code: UNLV-2025-201). 

Informed Consent Statement: Informed consent was obtained from all subjects involved in the 
study. Written informed consent was obtained from participants as part of the study procedures in 
accordance with the Institutional Review Board-approved protocol. 

Data Availability Statement: The data presented in this study are available on request from the 
corresponding author. The data are not publicly available due to privacy and ethical restrictions 
related to the protection of participant confidentiality and the potentially identifiable nature of the 
responses. 

Acknowledgments: The authors would like to acknowledge Dino Doliente of the Philippine Nurses 
Association of America (PNAA) for his valuable support of this project. The authors also 
acknowledge the administrative and technical support provided throughout the study, which con-
tributed to its successful completion. During the preparation of this manuscript, the author(s) used 
generative AI tools (ChatGPT (OpenAI), based on GPT-5.5) for language refinement and editing 
support. The authors have reviewed and edited the output and take full responsibility for the con-
tent of this publication. 

Conflicts of Interest: The authors declare no conflicts of interest. The funders had no role in the 
design of the study, the collection, analysis, or interpretation of data, the writing of the manuscript, 
or the decision to publish the results. 

References 
1. David, E.J.R. A colonial mentality model of depression for Filipino Americans. Cult. Divers. Ethn. Minor. Psychol. 2008, 14, 118. 
2. Mossakowski, K.N. Are immigrants healthier? The case of depression among Filipino Americans. Soc. Psychol. Q. 2007, 70, 290–

304. 
3. Serafica, R.; Fudolig, M.; Kawi, J.; Reyes, A.T.; Leyva, E.W.A.; Sy, F.S.; Evangelista, L.S. Correlates of psychological distress 

among Filipino Americans and Filipinos living in urban areas in the United States and the Philippines. J. Transcult. Nurs. 2023, 
34, 256–262. 

4. Kim, S.B.; Lee, Y.J. Factors associated with mental health help-seeking among Asian Americans: A systematic review. J. Racial 
Ethn. Health Disparities 2022, 9, 1276–1297. 

5. Reyes, A.T.; Constantino, R.E.; Cross, C.L.; Tan, R.A.; Bombard, J.N. Resilience, trauma, and cultural norms regarding disclosure 
of mental health problems among foreign-born and US-born Filipino American women. Behav. Med. 2020, 46, 217–230. 

6. Prilleltensky, I. Values, assumptions, and practices: Assessing the moral implications of psychological discourse and action. 
Am. Psychol. 1997, 52, 517. 

7. Aruta, J.J.B.R.; Antazo, B.G.; Paceño, J.L. Self-stigma is associated with depression and anxiety in a collectivistic context: The 
adaptive cultural function of self-criticism. J. Psychol. 2021, 155, 238–256. 

https://doi.org/10.3390/healthcare14142166


Healthcare 2026, 14, 2166 16 of 17 
 

https://doi.org/10.3390/healthcare14142166 

8. Dizon, L.J.; Abrea, L.M.; Cruzada, A.E.; Erguiza, S.L.; Grape, A.R.; Dela Roca, G. Utang na loob, perceived parental academic 
pressure and mental health status among Filipino college students. Ment. Health Soc. Incl. 2025, 29, 571–585. 

9. Mordeno, I.G.; Carpio, J.G.E.; Mendoza, N.B.; Hall, B.J. The latent structure of major depressive symptoms and its relationship 
with somatic disorder symptoms among Filipino female domestic workers in China. Psychiatry Res. 2018, 270, 587–594. 

10. Blackstone, S.R.; Sebring, A.N.; Allen, C.; Tan, J.S.; Compton, R. Improving depression screening in primary care: A quality 
improvement initiative. J. Community Health 2022, 47, 400–407. 

11. Beck, A.; Dryburgh, N.; Bennett, A.; Shaver, N.; Esmaeilisaraji, L.; Skidmore, B.; Patten, S.; Bragg, H.; Colman, I.; Goldfield, G.S.; 
et al. Screening for depression in children and adolescents in primary care or non-mental health settings: A systematic review 
update. Syst. Rev. 2024, 13, 48. 

12. Sheehan, A.M.; McGee, H. Screening for depression in medical research: Ethical challenges and recommendations. BMC Med. 
Ethics 2013, 14, 4. 

13. Waheed, A.; Afridi, A.K.; Rana, M.; Arif, M.; Barrera, T.; Patel, F.; Khan, M.N.; Azhar, E. Knowledge and behavior of primary 
care physicians regarding utilization of standardized tools in screening and assessment of anxiety, depression, and mood 
disorders at a large integrated health system. J. Prim. Care Community Health 2024, 15, 21501319231224711. 

14. Lakkis, N.A.; Mahmassani, D.M. Screening instruments for depression in primary care: A concise review for clinicians. Postgrad. 
Med. 2015, 127, 99–106. 

15. Willmott, T.J.; Pang, B.; Rundle-Thiele, S. Capability, opportunity, and motivation: An across contexts empirical examination of 
the COM-B model. BMC Public Health 2021, 21, 1014. 

16. Garcia, M.E.; Hinton, L.; Neuhaus, J.; Feldman, M.; Livaudais-Toman, J.; Karliner, L.S. Equitability of depression screening after 
implementation of general adult screening in primary care. JAMA Netw. Open 2022, 5, e2227658. 

17. West, R.; Michie, S. A brief introduction to the COM-B Model of behaviour and the PRIME Theory of motivation [v1]. Qeios 
2020, https://doi.org/10.32388/WW04E6. 

18. Jackson, C.; Eliasson, Â.L.; Barber, N.; Weinman, J. Applying COM-B to medication adherence: A suggested framework for 
research and interventions. Eur. Health Psychol. 2014, 16, 7–17. 

19. Wakida, E.K.; Obua, C.; Rukundo, G.Z.; Maling, S.; Talib, Z.M.; Okello, E.S. Barriers and facilitators to the integration of mental 
health services into primary healthcare: A qualitative study among Ugandan primary care providers using the COM-B 
framework. BMC Health Serv. Res. 2018, 18, 890. 

20. Ma, R.; Wang, Y.; Wang, X.-q.; Yu, K.; Zhang, C.-c.; Zhou, Y.-q. Analysis of hindering and facilitating factors of help-seeking 
behavior in schizophrenia based on COM-B model: A descriptive qualitative study. BMC Psychiatry 2023, 23, 770. 

21. Wilde, N.; Foxcroft, D.; Davies, E. Exploring mental health literacy and help-seeking behaviours at university–a survey of UK 
undergraduate students considering the COM-B model. J. Furth. High. Educ. 2025, 49, 1187–1202. 

22. Smith, C.A.; McNeill, A.; Kock, L.; Shahab, L. Exploring mental health professionals’ practice in relation to smoke-free policy 
within a mental health trust: A qualitative study using the COM-B model of behaviour. BMC Psychiatry 2019, 19, 54. 

23. Tabb, K.M.; Hsieh, W.-J.; Sung, J.S.; Hoang, T.M.H.; Deichen Hansen, M.E.; Lux, E.; Huang, W.-H.D. Patient engagement to 
examine perceptions of perinatal depression screening with the capabilities, opportunities, motivation, and behaviors (COM-
B) model. Front. Health Serv. 2022, 2, 845441. 

24. Mangurian, C.; Niu, G.C.; Schillinger, D.; Newcomer, J.W.; Dilley, J.; Handley, M.A. Utilization of the Behavior Change Wheel 
framework to develop a model to improve cardiometabolic screening for people with severe mental illness. Implement. Sci. 2017, 
12, 134. 

25. Misra, S.; Jackson, V.W.; Chong, J.; Choe, K.; Tay, C.; Wong, J.; Yang, L.H. Systematic review of cultural aspects of stigma and 
mental illness among racial and ethnic minority groups in the United States: Implications for interventions. Am. J. Community 
Psychol. 2021, 68, 486–512. 

26. Martinez, A.B.; Co, M.; Lau, J.; Brown, J.S. Filipino help-seeking for mental health problems and associated barriers and 
facilitators: A systematic review. Soc. Psychiatry Psychiatr. Epidemiol. 2020, 55, 1397–1413. 

27. Kim, H.J.; Park, E.; Storr, C.L.; Tran, K.; Juon, H.-S. Depression among Asian-American adults in the community: Systematic 
review and meta-analysis. PLoS ONE 2015, 10, e0127760. 

28. Gabbidon, J.; Clement, S.; van Nieuwenhuizen, A.; Kassam, A.; Brohan, E.; Norman, I.; Thornicroft, G. Mental Illness: Clinicians’ 
Attitudes (MICA) Scale—Psychometric properties of a version for healthcare students and professionals. Psychiatry Res. 2013, 
206, 81–87. 

29. Siddiqua, A.; Foster, A. Critical synthesis package: Mental Illness Clinicians’ Attitudes Scale (MICA). MedEdPORTAL 2015, 11, 
10024. 

https://doi.org/10.3390/healthcare14142166


Healthcare 2026, 14, 2166 17 of 17 
 

https://doi.org/10.3390/healthcare14142166 

30. Fernandes, R.H.H.; Sanches, M.; Bobbili, S.J.; Godoy, S.d.; de Sousa, Á.F.L.; González-Ângulo, P.; Vedana, K.G.G.; Ventura, 
C.A.A. Validation of the mental illness: Clinicians’ attitudes scale: The factor structure and psychometric properties of the 
Brazilian version. Healthcare 2024, 12, 2265. 

31. Gjersing, L.; Caplehorn, J.R.; Clausen, T. Cross-cultural adaptation of research instruments: Language, setting, time and 
statistical considerations. BMC Med. Res. Methodol. 2010, 10, 13. 

32. Shen, Z. Cultural competence models and cultural competence assessment instruments in nursing: A literature review. J. 
Transcult. Nurs. 2015, 26, 308–321. 

33. Hajjar, S. Statistical analysis: Internal-consistency reliability and construct validity. Int. J. Quant. Qual. Res. Methods 2018, 6, 27–
38. 

34. Revelle, W.; Revelle, M.W. Package ‘psych’. Compr. R Arch. Netw. 2015, 337, 161–165. 
35. The R Core Team. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna, 

Austria, 2020. 
36. Edman, J.; Andrade, N.N.; Glipa, J.; Foster, J.; Danko, G.; Yates, A.; Johnson, R.; McDermott, J.; Waldron, J. Depressive symptoms 

among Filipino American adolescents. Cult. Divers. Ment. Health 1998, 4, 45. 
37. Viernes, N.; Zaidan, Z.A.; Dorvlo, A.S.; Kayano, M.; Yoishiuchi, K.; Kumano, H.; Kuboki, T.; Al-Adawi, S. Tendency toward 

deliberate food restriction, fear of fatness and somatic attribution in cross-cultural samples. Eat. Behav. 2007, 8, 407–417. 
38. Kiang, L.; Huynh, V.W.; Cheah, C.S.; Wang, Y.; Yoshikawa, H. Moving beyond the model minority. Asian Am. J. Psychol. 2017, 

8, 1–6. 
39. Park, L.T.; Zarate, C.A., Jr. Depression in the primary care setting. N. Engl. J. Med. 2019, 380, 559–568. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual au-
thor(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to 
people or property resulting from any ideas, methods, instructions or products referred to in the content. 

https://doi.org/10.3390/healthcare14142166

	1. Introduction
	COM-B Framework

	2. Materials and Methods
	2.1. Design and Participants
	2.2. Participant Recruitment and Data Collection
	2.3. Measures
	2.4. Data Analysis

	3. Results
	3.1. Participant Characteristics
	3.2. Reliability
	3.3. Capability: Training, Cultural Awareness, and Clinical Readiness
	3.4. Opportunity: Communication and Workflow Barriers
	3.5. Motivation: Attitudes Toward Mental Health Screening
	3.6. COM-B Integration of Implementation Determinants

	4. Discussion
	Practice and Policy Implications

	5. Limitations
	6. Conclusions
	References

