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ABSTRACT OF THE DISSERTATION 

 

 

Latinos’ Use of Mental Health-Related Services: 

Using a HealthCrit and LatCrit Lens to Examine the Role of Perceived Ethnic 

Discrimination as an Indicator of the Socio-Environmental Consequences of Living in a 

Racialized Society 

 

by 

 

Donna Imelda Padilla-Frausto 

Doctor of Philosophy in Public Health 

University of California, Los Angeles, 2018 

Professor Steven P. Wallace, Chair 

 

 

The current political climate has erupted long standing undercurrents of racism 

and hatred in the U.S. with a particular focus on Latinos and immigrants. The ill effects 

of this climate have been well established. However, little research has examined how 

discrimination or neighborhood crime can contribute to Latinos’ need for and use of 

mental health services.  Building upon existing research and drawing from the Public 

Health Critical Race praxis and Latino Critical Theory, this dissertation aims to ascertain 

the relationship between perceived ethnic discrimination, perceived neighborhood crime 
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and Latinos’ use of mental health-related services; whether a diagnosable disorder 

mediates or moderates this relationship; and how these relationships differ by nativity 

and citizenship status. Data are drawn from the National Latino and Asian American 

Study (NLAAS). Multiple multivariate logistic regression models with mediation and 

moderation methods were used.  

 This study finds perceived ethnic discrimination and perceived neighborhood 

crime have a statistically significant positive association with mental health-related 

service use and varied by Latinos’ nativity and citizenship status. From mediation 

analyses, this study supports a hypothesized causal mechanism which finds that having 

a disorder may partially explain the relationship between perceived ethnic discrimination 

and services use among U.S.-born Latinos only, and may fully explain the relationship 

between perceived neighborhood crime and service use among noncitizen Latinos only. 

From moderation analyses, this study supports the conditioning effect of having a 

disorder. Increases in perceived ethnic discrimination increased service use among 

U.S.-born Latinos without a disorder, but was a slight barrier to service use for similar 

Latinos with a disorder. Also, increases in perceived neighborhood crime increased 

service use for noncitizen Latinos with a disorder, but had no service effect for similar 

Latinos without a disorder. 

This study moves the field forward by establishing a relationship between 

perceived ethnic discrimination, perceived neighborhood crime and mental health-

related services use among Latinos. Different aspects of racialization in the U.S. need 

to be critically identified and assessed to properly address the social and political 
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determinants of poor mental health and service use among Latinos. The findings of this 

study have important implications for theory, practice and policy.  
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Chapter 1: Background & Literature Review 

1.1 Latinos in the United States: Use and Need for Mental Health Services 

1.1.1 Latino Demographics 

Latinos are the largest and one of the fastest growing ethnic populations in the 

United States (U.S. Census Bureau, 2016).  In the past few decades, the United States 

has seen a 166% increase in the Latino population, growing from 14.8 million or 6.5% of 

the total U.S. population in 1980 to 55.3 million or 17.3%  in 2014 (Pew Research 

Center, 2016).  Mexicans make up the largest proportion with 64%, followed by 9.2% of 

Puerto Ricans and 3.7% Cuban – the three largest groups of Latinos in the U.S. – with 

the remaining percent of Latinos coming from different parts of Central and South 

American, and Spain (Pew Research Center, 2012).  Latinos have a large young 

population with nearly six in ten who are age 33 or younger – 32% under the age of 18 

and 26% between the ages of 18 and 33 (Patten, 2016). Projections estimate that 

Latinos will make up more than a quarter (28.6%) of the total U.S. population by 2060 

(Colby & Ortman, 2015), making Latinos a significant presence throughout most of the 

United States.   

The current and projected growth of Latinos is driven by two main factors - 

immigration and fertility among both immigrant and U.S.-born Latinos (Durand, Telles, & 

Flashman, 2006 2006).  More than one-third of the Latino population is foreign-born 

(Pew Research Center, 2016) and more than half of all immigrants in the United States 

are Latino - 28% migrate from Mexico and an additional 24% migrate from other parts of 

Latin America (Pew Research Center, 2015a). Projections indicate that Latino 

immigrants will continue to be a significant proportion of future immigrant populations in 
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the United States (Cohn, 2015).  Fertility trends among Latinos from 1980 through 2025 

demonstrate almost 90% of Latino children in the United States are U.S. born – about 

50% are second generation Latinos with foreign-born parents and about 40% are third 

or higher generation with U.S.-born parents (Fry & Passel, 2009).  Extant research 

shows factors associated with nativity and generational status to be important indicators 

related to Latino’s need and use of mental health services (Alegria, Mulvaney-Day, et 

al., 2007; Alegría, Sribney, Woo, Torres, & Guarnaccia, 2007 Torres, & Guarnaccia, 

2007; Kim et al., 2011; Lee & Matejkowski, 2012), and as such, will be discussed and 

assessed in this dissertation. 

Latinos disproportionally face a lower socioeconomic class status compared to 

other racial and ethnic groups.  Data on socioeconomic class status, commonly 

measured by wealth, education, income and poverty, show Latinos lag behind on 

almost every indicator.  For example, with regards to wealth, non-Latino white 

households have 10 times the net worth or wealth compared to Latino households 

($141,900 vs. $13,700) (Kochhar & Fry, 2014).  It has been well documented the 

Latinos are the least educated of all major ethnic groups (Gándara, 2010). Data on 

important educational outcomes in a report published by the U.S. Department of 

Education (2010) finds only 13 percent of Latino adults, age 25 years or older, have a 

Bachelor’s degree compared to 52 percent of Asian/Pacific Islanders, 33 percent of 

non-Latino white, 20 percent of blacks and 15 percent of American Indian/Alaskan 

Natives.  The link between education, income and poverty is evident in data showing 

Asian households to have the highest median income ($74, 297) and Latinos to have 

the lowest ($42,491), or put another way, Latinos and blacks have the highest poverty 



3 
 

rates (23.6% and 26.2%, respectively) compared to non-Latino whites and Asians 

(10.1% and 12%, respectively) (DeNavas-Walt & Proctor, 2015).  Another study also 

finds gender playing a role in the link between education and income among racial and 

ethnic groups - among adults with at least a bachelor’s degree, the median income was 

highest for white males ($71,000) and lowest for Latinas (female) ($43,000) with Latinos 

(male) having a comparable median income to Asian females ($54,000), the highest 

median income among all female groups (Aud, Fox, & KewalRamani, 2010 2010).   

It is well documented that lower socioeconomic status is associated with poor 

mental health (Everson, Maty, Lynch, & Kaplan, 2002 & Kaplan, 2002; Kaplan, Shema, 

& Leite, 2008 2008) and low levels of service use (Alegría et al., 2002; Steele, Dewa, & 

Lee, 2007 2007).  However, critical race researchers view low socioeconomic class 

status, as seen among Latinos and other populations of color, as an indicator of broader 

social processes of racialization which include discrimination and segregation (Ford & 

Airhihenbuwa, 2010a).  However, very few studies on the inequities in mental health 

and service use among Latinos examine these factors.  As such, ethnic discrimination 

perceived among Latinos will be discussed as a risk factor for needing mental health 

services and assessed as a barrier or facilitator to service use in this dissertation. 

Before discussing discrimination as a socio-environmental consequence of racialization 

contributing to mental health service use, I provide an overview of Latinos’ use of 

mental health services and their mental health needs in the following sections.  

1.1.2 Use of Mental Health-Related Services  

Mental health-related services are commonly grouped into two sectors of care, 

the formal sector which includes services provided in mental health specialty or general 
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medical, and the informal sector which includes services provided by human services or 

consists of complementary and alternative medicine.   Underutilization of mental health 

services in both sectors has been well documented in national psychiatric 

epidemiological surveys with less than half of the population with identified need using 

any type of service for care, however, disparities in service use are disproportionally 

seen among Latinos (Alegría  et al., 2008 2008; Wang, Lane, et al., 2005 2005).  For 

instance, for persons with symptoms meeting criteria for depressive disorder, 63.7% of 

Latinos compared to 40.2% of non-Latino whites did not access any past year mental 

health treatment in the formal sector – mental health specialty or general medical 

(Alegría  et al., 2008 2008).  Latino adolescents with psychiatric disorders were 

underserved by mental health specialty more than their non-Latino white counterparts 

(Hough et al., 2002) and adult Latinos living in poverty also had lower access to mental 

health specialty than comparable non-Latino whites (Alegría et al., 2002).  

Despite concerns about the inadequacy of mental health treatment from the 

general medical sector  (Wang, Berglund, et al., 2005 2005), multiples studies have 

shown an increasing trend in the use of general medical services for mental health problems 

over the years (Wang et al., 2006)  and among Latinos in particular (Cabassa, Zayas, & 

Hansen, 2006 2006).  One study found Latinos more likely to use a combination of 

services from the general medical and informal sector than from any one source. 

Preliminary findings on the sequence of mental health care use among Puerto Ricans 

found that among the pathways of care reported, more than three-quarters never 

received treatment from specialty mental health; (40%) received mental health care 

from lay or folk systems or from general practitioners but never a mental health 
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professional, and (37%) reported doing nothing in response to a perceived mental 

health problem. Only 17.5% received treatment in the specialty mental health sector 

with no subsequent use of other professionals or advisors and a small percentage (5%) 

had pathways where specialty mental health services were used initially but then other 

systems were used for care (Pescosolido, Boyer, & Medina, 2013 2013).   

These findings point to two important issues.  The first is the underutilization of 

mental health specialty among Latinos because some  studies suggest that a 

combination of pharmacological and psychological therapies may result in better 

outcomes for common mental disorders such as depression, anxiety, and substance 

use than either therapy alone (Bystritsky, 2006; McGovern & Carroll, 2003; Tanenbaum, 

2005).  The second important issue is Latinos’ use of multiple sources of care, 

specifically general medical and the informal sector because these services may be the 

only ones accessible to some Latinos.  As such, it is important to consider the different 

types of mental health-related service sectors and to identify the barriers and facilitators 

to each. 

Even though Latinos’ underuse of mental health services is well documented, 

there is a complementary and growing body of literature finding additional disparities in 

service use within the Latino population.  In particular, a few studies find evidence that 

Latino subgroups differ in their likelihood of using services (Alegria, Shrout, et al., 2007; 

Berdahl & Torres Stone, 2009).  For instance, of the three major Latino groups in the 

U.S. – Mexican, Puerto Rican and Cuban, Mexicans were the least likely to use any 

type of service, including mental health specialty, compared to non-Latino whites 

(Berdahl & Torres Stone, 2009).  Nativity status is another important indicator of service 
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use with immigrants less likely to use services than their U.S. born counterparts (Abe-

Kim et al., 2007; Alegria, Mulvaney-Day, et al., 2007).  However, nativity status alone 

does not provide a complete picture regarding use of services.  In particular, U.S. 

citizenship status is an important indicator of having health insurance and access to 

care for immigrant populations.  Many foreign-born Latinos are not U.S. citizens and 

may face greater obstacles to receiving mental health care due to their noncitizen 

status.  For instance, existing literature on assessing citizenship status among Latinos 

and Asians found non-U.S. citizens to be less likely to have a usual source of care (S. 

Lee & Choi, 2009) and 40% less likely to use mental health services (Lee & 

Matejkowski, 2012) than their U.S. citizen counterparts.  Language and time spent in 

the U.S. have also been factors associated with disparities in care among Latinos.  For 

example, limited English proficiency has been found to be another barrier to mental 

health services among Latino immigrants (Kim et al., 2011).  Preference for speaking 

Spanish and fewer years spent in the U.S. fully accounted for lower use of all types of 

services among Cubans, but only partially accounted for Mexican’s lower use (Berdahl 

& Torres Stone, 2009).  With subgroups of Latinos facing more barriers to care than 

others, it is imperative to have a better understanding of the need for mental health 

services among vulnerable Latino subgroups.    

1.1.3 Mental Health Needs  

According to the National Latino and Asian American Study (NLAAS), a national 

epidemiological survey of both English and Spanish speaking Latinos residing in the 

United States, approximately one-third of Latinos will have a need for mental health 

services in their lifetime (Alegría, Mulvaney-Day, et al., 2007 2007).  However, many 
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studies show that some Latinos face a differential risk for needing mental health 

services.  For instance, across all subethnic Latino groups, four out of five Puerto 

Ricans had a need for services in their lifetime compared to almost one-third of 

Mexicans, Cubans and other Latinos from Central and South America (Alegría, 

Mulvaney-Day, et al., 2007 2007).  In addition, recent studies find being born in the U.S. 

increases Latinos risk for needing services with two out of five U.S.- born Latinos 

compared to only one out of four foreign-born Latinos needing services in their lifetime 

(Alegría, Mulvaney-Day, et al., 2007 2007).  In  particular, second and third generation 

U.S. born Latinos have two to three times the need for services compared to first 

generation Latinos for some disorders such as substance abuse and any disorder 

among men and nine to seventeen times the need for services for substance disorders 

among women (Alegría, Mulvaney-Day, et al., 2007 2007).  In addition, a cross-national 

study examining the effects of nationality and having a U.S. migrant family member 

found that second and third generation U.S.-born Mexicans were three times more likely 

to have a need for services for any type of disorder and six to eight times more likely to 

have a need for services due to substance disorders compared to Mexican nationals 

residing in Mexico who did not have any U.S. migrant family members (Borges et al., 

2015).   

Even though Latino immigrants in aggregate seem to have a lower risk of 

needing services compared to U.S.-born Latinos, findings in more recent studies 

suggest the immigrant paradox, i.e. immigrants are healthier than their U.S. born 

counterparts, does not apply to all Latino immigrants for all health conditions.  For 

instance, multiple studies have found nativity status to be more of a protective factor for 
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some subethnic groups such as Mexican immigrants (Alegría et al., 2008 2008; Ortega, 

Rosenheck, Alegria, & Desai, 2000 & Desai, 2000) than for others such as mainland 

born Puerto Ricans or Cuban immigrants, and only for specific disorders such as 

substance disorders for Cubans and other Latinos (Alegria, Canino, Stinson, & Grant, 

2006 & Grant, 2006).  Furthermore, Latino immigrants who have a long residence in the 

United States and those who migrated at earlier ages tend to have a higher need for 

services compared to more recent immigrants or those who migrated at later ages 

(Alegría, Sribney, et al., 2007 2007), with exposure to discrimination possibly playing a 

significant role in the association between time in the U.S. and the need for services 

(Cook, Alegría, Lin, & Guo, 2009 & Guo, 2009).  Findings from these studies suggest 

that assessing nativity status alone and aggregating Latino immigrants may mask 

important information about the needs and use of mental health services among 

Latinos.  As such, looking beyond nativity status to include indicators of length of time in 

the U.S., such as generational status among U.S. born Latinos and age of migration 

and number of years spent in the U.S. among Latino immigrants, in conjunction with 

subethnicity and exposure to discrimination will provide useful information about 

particular vulnerable populations who have a higher risk of needing mental health 

services (Viruell-Fuentes, Miranda, & Abdulrahim, 2012).  

1.2 Discrimination as a Socio-Environmental Consequence of Racialization 

among Latinos 

While a majority of research on discrimination focuses on black vs. white 

relations, there is a growing body of literature on how other racial and ethnic groups 

residing in the United States are impacted by differential treatment due to their national 
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origin or racial background, their phenotype or other distinguishing characteristics 

relevant to Latinos, such as their nativity status, legal status, the language spoken or 

their accent.  Overall, in comparison to other racial and ethnic groups, recent studies 

suggest Latinos may experience just as much discrimination as blacks in the United 

States.  For example, similar to historical studies documenting discriminatory behavior 

against black research-acting renters compared to white research-acting renters 

(Donnerstein, Donnerstein, & Koch, 1975 1975; Johnson, Porter, & Mateljan, 1971 

1971), recent studies find evidence of discrimination against Latino research-acting 

shoppers compared to white research-acting shoppers (Dovidio, Gluszek, John, 

Ditlmann, & Lagunes, 2010 Ditlmann, & Lagunes, 2010) and against Latino victims and 

perpetrators in mock jury decision-making contexts compared to similar whites 

(Bottoms, Davis, & Epstein, 2004 2004).  The prevalence of perceived discrimination is 

also comparable between Latinos and blacks in general (Pérez, Fortuna, & Alegría, 

2008 2008; Seaton, Caldwell, Sellers, & Jackson, 2008 & Jackson, 2008) and among 

Latino and black health consumers in particular (LaVeist, Nicole C Rolley, & 

Chamberlain Diala, 2003 2003). 

Empirical data regarding attitudes towards Latinos, Latino immigrants and their 

legal status also suggest Latinos experience high levels of discrimination.  For example, 

one study found non-Latino white Americans to have more negative attitudes towards 

Latinos than they do towards blacks or Asians and these negative attitudes towards 

Latinos were also associated with their opposition to immigrants, “suggesting whites 

may be thinking of Latinos when they think about immigration” (Valentino, Brader, & 

Jardina, 2013 2013).  In addition, recent panel survey indicates Americans have more 
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negative views about immigrants from Latin American and the Middle East than 

immigrants from Asia and Europe (Pew Research Center, 2015b), suggesting Latino 

and middle-eastern immigrants may experience more negative treatment than their 

Asian, European or Canadian counterparts.  Another study found a statistically 

significant association between economic factors and attitudes towards undocumented 

Mexican immigrants; as unemployment increased and gross domestic product growth 

rates decreased, positive attitudes towards undocumented Mexican immigrants 

decreased over a three year period during the Great Recession (Diaz, Saenz, & Kwan, 

2011 2011), suggesting undocumented Mexican immigrants are often the scapegoats 

for poor economic climate in the United States.      

Empirical evidence also shows Latinos are subjected to racism due to 

stratification by their skin color and that this type of phenotypic discrimination has a 

detrimental effect on Latinos’ life chances and psychological well-being.  For example, 

phenotype explained the differences in educational attainment among Mexican 

Americans, with lighter-skinned and European-looking Mexican Americans having 1.5 

more years of schooling than those with darker-skin and more Indian looking, net of 

other predictors (Murguia & Telles, 1996).  Since educational attainment is linked with 

occupation and income, other studies have further found  darker-skinned Mexicans and 

Cubans to have lower occupational status than their lighter-skinned counterparts 

(Espino & Franz, 2002), and having darker-skin color negatively impacted earnings 

among Mexican Americans (Telles & Murguia, 1990), and Puerto Rican, Cuban, 

Dominican and other Latino men from the Caribbean (Gómez, 2000).  A couple of 

studies found having darker-skin color to be associated with negative self-perceptions 
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among Latina college students (Telzer & Garcia, 2009) and with depression among men 

(Codina & Montalvo, 1994).  

Given the negative attitudes, discrimination, and racism Latinos face, it is not 

surprising for empirical studies to find self-reports of discriminatory experiences to be 

more prevalent among particular groups of Latinos.  For instance, higher perceived 

discrimination was found among Latinos who were darker-skinned and racially self-

identified as black and medium-skinned who self-identified as Hispanic or “other race” 

compared to those who were lighter-skinned and self-identified as white (Golash-Boza 

& Darity Jr, 2008). Mexican Americans also reported more discrimination compared to 

other Latinos in the U.S. (Gee, Ryan, Laflamme, & Holt, 2006 & Holt, 2006).  Perez et al 

(2008) also found higher perceived discrimination among Latinos with low ethnic identity 

such as Mexicans, Puerto Ricans and other Latinos from Central and South American 

compared to Cubans and other Latinos with high ethnic identity.  Additionally, U.S.-born 

Latinos and foreign-born Latinos who arrived in the United States at younger ages were 

more likely to perceive more discrimination compared to foreign-born Latinos who 

arrived in the U.S. at older ages (Pérez, Fortuna, & Alegría, 2008).  These findings 

suggest that factors such as phenotype, internalized discrimination, and length of 

discriminatory exposure play an important role in Latinos experiences of discrimination 

and may shed light on how discrimination may influence the use of mental health 

services. 

1.2.1 Discrimination and Service Use 

Racial discrimination experienced by individuals may be a factor that influences 

the use of mental health services among Latinos and where they chose to use services.  
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Even though there has been a lot of research on discrimination and mental health, few 

studies assess the relationship between racial discrimination and mental health services 

use.  As such, I draw from the literature on the relationship between discrimination and 

medical service use. Even though Latinos make up a large proportion of the U.S. 

population, very few studies have focused on Latinos experiences with discrimination 

and its effect on service use. Of the few that exist, experiences of discrimination among 

Latinos was found to be a risk-factor for delays in health seeking (Lee, Ayers, & 

Kronenfeld, 2009), and lower quality of care and worse doctor-patient communication 

(Perez, Sribney, & Rodríguez, 2009 2009).  Due to the sensitive nature of discussing 

mental health problems and the importance of doctor-patient communication, 

experiences of discrimination are likely to have a similar association with lower levels of 

using the formal sector of mental health services.  

Among other racial and ethnic groups, one study on mental health service use 

among Asian Americans found discrimination was associated with higher levels of using 

informal services, i.e. non-mental health specialists, and was stronger for those who did 

not speak English compared to those who did (Spencer, Chen, Gee, Fabian, & 

Takeuchi, 2010; Fabian, & Takeuchi, 2010).  Given this evidence which suggests 

discrimination is a barrier to mental health service use among Asian Americans, and 

due to the similar experiences of discrimination that Latinos face, it is likely that this 

relationship may also hold for Latinos.  With the empirical evidence that supports the 

relationship between discrimination and low levels of medical service use among all 

marginalized racial and ethnic groups, it is reasonable to assume that experiences of 

discrimination may also be a barrier in using the formal sector of mental health services 
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among Latinos.  For all of these reasons, discrimination will be analyzed as a predictor 

to mental health-related service use among Latinos.  

1.2.2 Discrimination and Latino Mental Health Needs 

Racial discrimination is a life-stressor and has been well documented to increase 

the need for mental health services (Kessler, Mickelson, & Williams, 1999 1999) 

especially among marginalized racial populations in general (Hwang & Goto, 2008; 

Moradi & Hasan, 2004; Noh, Kaspar, & Wickrama, 2007 2007; Williams, Yu, Jackson, & 

Anderson, 1997 & Anderson, 1997), and among Latinos (Araújo & Borrell, 2006; Chou, 

Asnaani, & Hofmann, 2012 2012) and Latino immigrants (Gee et al., 2006) in particular.  

For some Latinos, discrimination can lead to a differential need for services.  For 

example, among U.S. born Latinos and Mexicans, discrimination was associated with 

an increased need for services due to alcohol and drug use disorders compared to 

other Latinos (Otiniano Verissimo, Grella, Amaro, & Gee, 2014 & Gee, 2014).  Another 

study on the association between experiences of health care discrimination and need 

for mental health services indicated a stronger association for Mexicans relative to other 

Latinos and a weaker association for recent immigrants compared to immigrants with 

longer residence in the U.S. (Gee et al., 2006).  As such, discrimination may increase 

the need for services and will be examined in this study. 
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Chapter 2: Theoretical Framework and Conceptual Model 

 A review of epidemiological studies on access to mental health care among 

Latino adults finds the majority have been informed by Andersen’s behavioral model 

(Cabassa et al., 2006).  While these studies have helped shed light on the individual 

determinants of service use, very few have addressed the social determinants such as 

the social consequences of racialization that may be contributing to Latinos use of 

services.   Other studies that have considered neighborhood and social context often do 

so without a theoretical framework to support the connection between individuals, their 

social context and use of services (Cook, Doksum, Chen, Carle, & Alegría, 2013; 

Dinwiddie, Gaskin, Chan, Norrington, & McCleary, 2013).  Building on the literature, I 

adopt Andersen’s Behavioral Model (Andersen, 1995) as the model for individual 

determinants.  To provide a theoretical framework for the social determinants, I use the 

Public Health Critical Race (PHCR) praxis (Ford & Airhihenbuwa, 2010b) and Latino 

Critical Theory (Huber, Lopez, Malagon, Velez, & Solórzano, 2008 Velez, & Solórzano, 

2008; Solórzano & Bernal, 2001).  In the following section, I discuss each model, praxis 

and theory individually and then provide a combined theoretical framework which 

informs the integrated conceptual framework for this dissertation.  

2.1 Andersen’s Behavioral Model  

Andersen’s behavioral model was initially developed in the late 1960’s to better 

understand “why families use health services; to define and measure equitable access 

to health care, to assist in developing policies to promote equitable access;…” and even 

though the model has evolved since the 1960’s, the key components have remained 

(Andersen, 1995). The four key components in Andersen’s behavioral model include 
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societal or environmental determinants, the health services system, individual 

determinants and the behavior outcomes or health service utilization.   

The most widely used form of the Anderson model focuses only on the individual 

determinants which are grouped into predisposing, enabling and need factors.  

Predisposing factors are conceptualized to be immutable, meaning indicators that are 

inherent to the individual and cannot be changed.  Enabling factors are conceptualized 

to be mutable, indicators that can be changed, often through policy, to reduce 

inequities.  Need factors can include both subjective and objective indicators of need.  

In his later writing, Anderson also acknowledged the importance of contextual factors, 

especially health system characteristics. In this framework, societal determinants of 

service use are shown to affect the individual determinants directly and indirectly 

through the health services system.  Then individual determinants are depicted to 

influence services used by the individual.   Though the behavioral model has been 

informative about individual determinants of service use among Latinos, theoretically 

based research is needed which includes an explicit focus on the societal determinants 

to broaden our understanding of the barriers and facilitators to service use among 

Latinos. The following section provides the theoretical tools that will guide my analysis 

of the social determinants of mental health service use by Latinos.     

2.2 Public Health Critical Race Praxis & Critical Race Theory 

The Public Health Critical Race (PHCR) praxis brings Critical Race Theory (CRT) 

to public health and health equity research.  Grounded in social justice, CRT originated 

in legal studies to address and transform the relationship among race, racism, and 

power (Delgado & Stefancic, 2012) and it “compels us to confront critically the most 
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explosive issue in American civilization: the historical centrality and complicity of law in 

upholding white supremacy (and concomitant hierarchies of gender, class, and sexual 

orientation” (Crenshaw, Gotanda, Peller, & Thomas, 1996 & Thomas, 1996).  CRT has 

also been adopted in the field of education to address educational inequities among 

marginalized populations (Ladson‐Billings, 2005; W illiam F. Tate, 1997)  and to better 

understand the experiences of marginalized students (Bernal, 2002; Solórzano, Ceja, & 

Yosso, 2000 2000; Yosso, Smith, Ceja, & Solórzano, 2009 & Solórzano, 2009).  With 

the development of PHCR, CRT has been extended to the field of Public Health and 

health equity research.  

PHCR has tailored CRT concepts to facilitate the ease and fidelity of using CRT 

in public health equity research. PHCR is informed by four distinguishing characteristics 

of CRT – 1) Issues of Racialization are at the core of CRT which seeks to address 

how racialization contributes to the problem at hand. Racialization describes the social 

process in which socially constructed racial and ethnic categories are used to 

hierarchically order groups in society.  2) Race Consciousness is defined as “Explicit 

acknowledgment of the workings of race and racism in social contexts or in one’s 

personal life.” Race consciousness seeks to move away from attributing racial and 

ethnic inequities to non-racial and non-ethnic factors, such as social economic status 

(SES) and move towards a better understanding of how unexamined and potentially 

relevant racial and ethnic factors such as discrimination contributes to inequities (Ford & 

Airhihenbuwa, 2010b).  3) Centering in the Margins, which recognizes the social 

location relative to the social power structures informs the perspectives people have, 

and actively privileges the perspectives of the marginalized group(s) and 4) Address 
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inequities by using research findings to develop strategies that will help to address 

inequities in health outcomes (Ford & Airhihenbuwa, 2010b).  By tailoring CRT to public 

health research, PHCR helps to address health inequities from the perspective of 

marginalized populations.  

PHCR offers a semi-structured process, termed a HealthCrit approach, for 

conducting health equity research that retains a primary focus on issues of racial equity 

while also upholding methodological rigor (Ford & Airhihenbuwa, 2010b).  PHCR has 10 

basic principles associated with one or more of the four main focuses as seen in Figure 

1 and is discussed in detail elsewhere (Ford & Airhihenbuwa, 2010b).  The terms race, 

racism and racialization used in PHCR have historical roots in black versus white 

relations and continues to invoke discourse limited to these historical relations. While 

these dynamics are still important today, the experiences and racial dynamics of other 

oppressed populations in the U.S., such as Latinos, Asians, and Native Americans, are 

different and need additional conceptual tools.  As such, to help inform the use of 

PHCR’s focuses and basic principles and their application in health equity research 

among Latino populations, I draw from and discuss Latino Critical Theory (LatCrit) in the 

following section to first introduce the conceptualization and definitions of additional 

concepts that capture the racialized experiences of Latinos, and then describe a 

combined PHCR HealthCrit and LatCrit theoretical framework which builds on the 

PHCR praxis and draws from both Critical Race Theory and Latino Critical Theory.   

2.3 Latina/o Critical Theory  

Latina/o Critical Theory (LatCrit) derives from but also contests some aspects of 

CRT as it originated in Law. It was developed to challenge dominant ideologies that 
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mask the experiences of racism that uniquely disadvantage Latinas/os.  LatCrit has 

similar guiding concepts of CRT, but it goes beyond the historical oversimplification of 

racism being an issue solely between black and white populations, which is often 

employed when discussing racism and racialized exposure. LatCrit also goes beyond 

the social construction of race and ethnicity to include the social and political processes 

used to hierarchically order immigrant populations in U.S. society. As such, LatCrit 

captures the experiences of other populations of color residing in the United States, in 

particular Latinas/os.  LatCrit is a theory that elucidates Latinas and Latinos 

multidimensional identities and seeks to address the intersectionality of racism, sexism, 

classism and other forms of oppression (Bernal, 2002), including nativism (Galindo & 

Vigil, 2006; Kilty & Haymes, 2000), racist nativism (Huber et al., 2008; Lippard, 2011), 

and new parallel concepts of ethnicism and racist ethnicism introduced in this paper.  

LatCrit complements and supplements CRT used in the PHCR praxis by adding 

important dimensions to health equity analyses among Latina/o populations, such as 

language, immigration, ethnicity, culture, identity, phenotype and sexuality (Solórzano & 

Bernal, 2001).   LatCrit has yet to be used in the field of public health in the way PHCR 

has, and as such is one of the contributions to health equity research provided by this 

dissertation.  

Racism, ethnic bias, and nativism are all important intersecting dimensions of the 

lived experiences of Latinos in the United States.  However, very few studies explore 

the links between these dimensions or conceptualize the intersectionality of them and 

their effect on Latino’s mental health (Borges et al., 2009; Borges et al., 2015) and 

access to care, specifically mental health care (Orozco, Borges, Medina-Mora, Aguilar-
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Gaxiola, & Breslau, 2013 Aguilar-Gaxiola, & Breslau, 2013).  The concept of nativism in 

immigrant discrimination studies is either ignored all together or confused and used 

interchangeably with racism and confounded with notions of black versus white relations 

(Galindo & Vigil, 2006; Huber et al., 2008).  In addition, studies on the effect of the 

intersecting political and legal process that restricts certain immigrant populations from 

residing in the U.S. or residing in the U.S. with proper documentations would be 

improved by conceptualizing these processes as racist, nativist, or racist nativism (De 

Genova, 2004). Public health research often uses Latino ethnicity and nativity status as 

markers of what is conceptualized as a natural process of acculturation, failing to 

problematize the social exclusion that occurs based on Latino ethnicity, nativity and 

citizenship status. Furthermore, the effects of racism on health is predominately studied 

among African American or black populations and rarely studied among other 

marginalized groups in general or among Latinos or immigrants in particular (Krieger, 

Smith, Naishadham, Hartman, & Barbeau, 2005; Hartman, & Barbeau, 2005; Paradies, 

2006).  For these reasons, it is imperative to provide a more inclusive concept of racism 

and how it intersects with nativity status and ethnicity to differentially impact Latinos and 

Latino immigrants.  I first draw from LatCrit and its application in the field of education to 

elucidate the link between racism and nativity status to provide a theoretical foundation 

for “racist nativism”.  Then, building on the concept of racist nativism, I draw from LatCrit 

to provide a theoretical foundation for racist ethnicism by elucidating the link between 

racism and ethnicism.  Please see Table 1 for an overview of these definitions and the 

conceptual link between racism, nativism and ethnicism, and definitions for racist 

nativism and racist ethnicism. 
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2.3.1 Conceptualizing Racist Nativism – The Link between Racism, Nativism, 

Racist Nativism 

Since racism has historically been conceptualized as, and continues to be 

predominately understood, as a relationship existing between black and white racial 

groups, Huber et al (2008) utilized LatCrit to link the concepts of racism and nativism to 

demonstrate how the effects of racism extends beyond the black and white binary 

categories and impacts immigrant populations through anti-immigrant policies and 

discourse that disproportionally focus on Latino immigrants, particularly those from 

Mexico (Huntington, 2009; Sensenbrenner, 2005).  Agreeing with other scientists that 

race is a socially constructed category used to promote racial hierarchies that support 

ideologies of a superior race (Haney-Lopez, 1994; Smedley & Smedley, 2005; 

Solórzano & Yosso, 2002), Huber et al, draw from various sources on the definition of 

racism (Lorde, 1980; Marable, 1992; Memmi, 1968) and the conceptualization of 

nativism (Higham, 2002) to situate racism and racist nativism within the notion of white 

supremacy and the system of power relations that differentially structure social 

institutions in ways that privilege white natives and immigrant whites and oppress non-

white natives and non-white immigrants.  Racist nativism has shaped historic and 

current relationships between the United States and immigrant populations (Higham, 

2002; Lippard, 2011), but rarely discussed as racist nativism (Galindo & Vigil, 2006).  As 

such, Huber et al. provide a more inclusive definition of racism as it applies to the 

experiences of all people of color residing in the United States which then allows them 

to make the conceptual link between racism and nativism in order to arrive at their 

definition of racist nativism.   
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In applying their description of racism to defining nativism, there are three 

important characteristics of nativism posited by Huber et al which help to conceptualize 

racist nativism in the U.S.  First, nativism is a racialized phenomenon (Higham, 2002) 

“rooted in notions of white supremacy that deemed Anglo-Saxons to be native to the 

United States.” where Anglo-Saxons deemed themselves to be native to the United 

States during the early periods of the U.S. (1860-1925) and then later included other 

non-Anglo Saxons with southern and eastern European ancestry.  The second, 

following Lorde (1992), is the belief that natives have inherent superiority over non-

natives which justifies the native’s right to dominance. And lastly, building on Marable 

(1992), nativism is a system of ‘ignorance, exploitation and power’ used to oppress non-

natives.  As such, for the purposes of my dissertation, I use Huber et al.’s definition of 

racism as: “The assigning of values to real or imagined differences, in order to justify 

white supremacy, to the benefit of whites and at the expense of People of Color, and 

thereby to defend the right of whites to dominance,”, which they then use to define 

nativism as “The practice of assigning values to real or imagined differences, in order 

to justify the superiority of the native, to the benefit of the native and at the expense of 

the non-native, thereby defending the native’s right to dominance,” and racist nativism 

as “The assigning of values to real or imagined differences, in order to justify the 

superiority of the native, who is perceived white1, over that of the non-native, who is 

                                            
1 Since Huber et al.’s definition of racist nativism merges notions of racism with that of nativism and is 
rooted in notions of white supremacy, it is designed to capture the racialized process and the social 
mindset of some that being “native” is synonymous with being “white” and therefore distinguishes other 
native People and Immigrants of Color from “native whites”, who are conceptualized to be primarily U.S.-
born white ethnic groups with ancestry from Europe.  As such, the “racist” component of defining racist 
nativism and who is perceived as native does not include any non-white native groups such as native 
groups residing in North America before European colonization or other native groups such as African-
Americans, Asian-Americans or Latino-Americans, that is U.S.-born ethnic groups with ancestry from 
Africa, Asia and Latin America, respectively. 
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perceived to be People and Immigrants of Color, and thereby defend the rights of 

whites, or the natives, to dominance.”(Huber et al., 2008)  

 The distinction between who is considered native and non-native to the U.S., that 

is, who is perceived as belonging and not belonging in U.S. society, is important to 

understanding the effects of the pervasive anti-immigrant sentiments, deportation 

threats and other racialized experiences faced by Latino immigrants in general and 

Mexican and Central American immigrants in particular.  Racist nativism does not just 

impact Latino immigrants, but depending on the socio-political-economic climate of the 

U.S., it has historically impacted other immigrants from Asia, for example, and it 

currently impacts immigrants from Muslim-majority countries.  Racist nativism towards 

one group not only impacts individuals in the targeted group but individuals in other 

groups who are mistaken for members of the targeted group are impacted as well (Ford 

& Harawa, 2010).  In short, depending on the temporal or historical moment, racist 

nativism has impacted and will continue to impact both U.S.-born and foreign-born 

ethnic groups residing in the U.S. who are socially and/or politically considered the other 

or outsider,  

2.3.2 Conceptualizing Racist Ethnicism – The Link between Racism, Ethnicism, 

and Racist Ethnicism 

Utilizing CRT and LatCrit, the construction and definition of racist ethnicism 

builds on Huber’s work of theorizing racist nativism, which is based on the notions of 

white supremacy for the purposes of homogenization or assimilation into a white 

English-speaking Anglo-American culture (Kazal, 1995).  Racist ethnicism has 

historically shaped the relationships among immigrant ethnic groups from Europe during 
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the early immigration period of the U.S. (Conzen, Gerber, Morawska, Pozzetta, & 

Vecoli, 1992 Pozzetta, & Vecoli, 1992), and between European immigrants and 

Mexican Americans residing in annexed portions of the U.S. (Molina, 2010). Racist 

ethnicism continues to shape the relationship between white ethnic groups and ethnic 

groups of color in the U.S (Samari, 2016).   

For the purposes of this study, race and racism not only differentiate between 

racial groups to promote a hierarchy that justifies the superiority of one race over others 

(Bonilla-Silva, 2001), but race and racism also intersect with ethnicity to promote a 

hierarchy that supports the superiority of one ethnic group over others within a racial 

group, and sometimes within a socially constructed pan ethnic group such as Latinos 

(Duany, 2006; Valdez, 2009).  For example, it could be argued that racist ethnicism in 

the U.S. was officially documented with the creation of a separate Latino category in the 

1970 U.S. Census in which OMB directive 15 indicated that Latinos were not of a 

different race but of a different ethnicity.  This new category now made a distinction 

between white European ethnic groups and white Latino/Hispanic ethnic groups, such 

as Mexican-Americans, who were previously aggregated into the same racial category 

of “white”, before 1970.  It could also be argued that racist ethnicism existed unofficially 

as well before 1970 and not only impacted Mexican-Americans but also impacted 

“ethnic whites” from Southern and Eastern Europe, who were also not considered white 

early in their immigration history and like many Mexican-Americans held an ambivalent 

racial status and exploited socioeconomic state in U.S. society for years (Steinberg, 

2001). To conceptualize racist ethnicism in the U.S. for the purposes of my dissertation, 

I apply Huber et al’s definition of racism, and parallel their process in defining nativism 



24 
 

to define ethnicism as ‘The practice of assigning values to real or imagined differences, 

in order to justify the superiority of [one or several ethnic groups united by a distinct 

group association or common group identity] (such as European-American, English-

speaking Americans, etc.), to the benefit of [these ethnic groups] and at the expense of 

[all other ethnic groups considered to be outside of the distinct group association or 

common group identity], thereby defending the former groups’ right to dominance.’ (See 

first three rows in Table 1)  The conceptual link between racism and ethnicism therefore 

leads to the definition of  racist ethnicism, which in the United States can be depicted 

as ‘The assigning of values to real or imagined differences, in order to justify the 

superiority of [one or several ethnic groups united by a distinct group association or 

common group identity, who are perceived to be white ethnic groups], over that of [all 

other ethnic groups considered to be outside of the distinct group association or 

common group identity, who are perceived to be People and Ethnic Groups of Color], 

and thereby to defend the rights of whites, [or white ethnic groups] to dominance.’  

The distinction between white ethnic groups and ethnic groups of color is 

important to the conceptualization and definition of racist ethnicism because it centers 

on Latinos’ identity with their national or ancestral origin, their own understanding and 

self-identification with a particular racial group or the racial group that others socially 

perceive they belong to, which result in the racialized experiences that some Latinos 

face on a day to day basis. Racist ethnicism in the U.S. does not just impact Latino 

ethnic groups but impacts other ethnic groups who are currently categorized as white 

for the purposes of the Census but who are socially not treated as white because they 

are distinct from the European-American white race.  For example those from the 
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Middle East and North Africa, who for historical political reasons due to immigration 

policies restricting Asian immigrants, fought against being categorized as Asian so they 

could be categorized as part of the white race and be allowed to migrate to the U.S. 

(Krogstad, 2014).  However, due to the intersectionality of nationality, phenotype and 

religion, they have not been treated as or perceived to be part of the white race in U.S. 

society.  As such, many Middle Easterners and North Africans have advocated for their 

own ethnic category in the Census (Nasser, 2013).  While recognizing that other ethnic 

groups are also impacted by racist ethnicism in the U.S., the focus of this paper is on 

Latino ethnic groups and therefore, the social and political construction of the 

Latino/Hispanic ethnic category is discussed in the following section to provide a 

theoretical conceptualization of the Latino ethnic category and how the aggregate 

categorization of Latinos hides the effects of racist ethnicism and racist nativism that 

some Latinos face more than others.  

2.3.3 The Latino/Hispanic Ethnic Category – A Social and Political Construction 

Like race, the Hispanic/Latino ethnic category is a social construction, both of 

which are prone to social and political processes that are used to create a hierarchical 

social ordering and grouping of the multiple ethnic groups immigrating to and residing in 

the U.S.  Since the 1848 Treaty of Guadalupe Hidalgo until 1930, Mexican Americans, 

many of whom had been part of the territory annexed by the U.S. from Mexico, had 

been categorized as part of the white race (U.S. Census Bureau., 2015). However, 

being categorized in the Census as part of the white race did not guarantee Mexican 

American would be treated as white (Guglielmo, 2006) and it did not protect Mexican 

Americans from brutal forms of discrimination such as lynching (Carrigan & Webb, 
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2015) and being segregated into poor and disadvantaged neighborhoods with 

deplorable schools (Aguirre, 2005; McCormick & Ayala, 2007).  In addition, under the 

Treaty of Guadalupe, Mexican Americans were guaranteed U.S. citizenship status (L. E. 

Gómez, 2009).  Unfortunately for many Mexican Americans, they were not socially 

considered to part of the white race, especially if they appeared to be too dark or looked 

too indigenous, and as such, many were not granted U.S. citizenship status (L. E. 

Gómez, 2009).  After many years of socially excluding Mexican American in the United 

States, the political process of separating whites from Mexicans followed when the 1930 

Census created a separate racial categorization specifically for Mexicans.   

Mexican-Americans, with the help of the Mexican government, lobbied against 

the continued use of “Mexican” as a separate racial category for multiple reasons, one 

being the immigration law of 1924 which denied permanent residency to anyone 

ineligible for naturalization due to race which excluded anyone nonwhite except for 

Africans (De Genova, 2004; Hochschild & Powell, 2008). This separate categorization 

would have jeopardized Mexican migrants and Mexican Americans eligibility for U.S. 

citizenship status.  Due to political pressures, the Mexican race category was removed 

for the 1940 Census.  However, since anti-discrimination laws during the time of the 

Civil Rights Movement of the 1950’s only included race and focused on discrimination 

against black populations, it was difficult for Mexican Americans to gain protection under 

anti-discrimination laws and various law makers argued against making special 

protection laws for a subgroup of the white race (Guglielmo, 2006).  

Thirty years after the Mexican race category was removed from the Census, the 

category of “Origin or Descent: Mexican; Puerto Rican; Cuban; Central or South 
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American; Other Spanish” appeared in the 1970 U.S. Census.  OMB directive 15 

indicated that Latinos were not of a different race but of a different ethnicity, meaning 

they were ethnic groups considered not able to assimilate to fit into the conceptions of 

what it meant to be a U.S. American.  This change provided much needed anti-

discrimination protection for Mexican Americans and Puerto Ricans as 

antidiscrimination laws under the civil rights act of 1964 included national origin as a 

basis of discrimination.  However, the separate ethnic categorization for Latinos also 

included Cubans and Europeans from Spain, which were not groups disproportionally 

burdened by the effects of discrimination and their inclusion was not the initial intent of 

creating a separate ethic category to protect Mexicans and Puerto Ricans from 

discrimination.  By creating one pan ethnic Latino group, some ethnic groups like white 

Cubans and Spaniards benefited from this protection, but it ultimately hid and continues 

to hide the racialized effects still faced by many Mexicans, Puerto Ricans, Mariel and 

other Afro Caribbean Cuban migrants.   

Today, Federal policy uses the term “Hispanic/Latino” as an ethnic category, not 

as a racial category  - “Hispanic origin can be viewed as the heritage, nationality group, 

lineage, or country of birth of the person or the person’s parents or ancestors before 

their arrival in the United States.  People who identify their origin as Hispanic, Latino, or 

Spanish may be any race.” Therefore, according to the Census “’Hispanic or Latino’ 

refers to a person of Cuban, Mexican, Puerto Rican, South or Central American, or 

other Spanish culture or origin regardless of race.” (U.S. Census Bureau, 2010).  The 

notion that Latinos can be of any race has led to some interesting trends in how Latinos 

self-identify their race.  Since the 1980 Census almost half of all Latinos self-identify 
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with the “some other race” category rather than the five racial categories provided - 

white, black, Asian, American Indian or Alaskan Native, Native Hawaiian or Pacific 

Islander (U.S. Census Bureau, 2010), suggesting that many Latinos view themselves as 

a separate race.  In addition, Census data also reflects another trend with some 

subethnic groups of Latinos being more likely to self-identify as part of the white race 

and other subethnic Latinos identify more with “some other race”.  For example, Cubans 

and Europeans from Spain were more likely than any other Latino subethnic group to 

self-identify as white, while other groups such as Mexicans, Puerto Ricans and Central 

American were more likely to identify with some other race. These data suggests that 

Latino as an “ethnicity” operates at both the individual-level for self-identification and the 

social-level for group status where the majority of Latinos are either accepted or treated 

as part of the white race or part of another currently non-specified race.  As such, the 

Latino ethnic category will be critically assessed for this dissertation. 

I theorize that race and ethnicity, as social constructions, intersect with nativism 

and white supremacy to have a multiplicative effect that powerfully manifests itself in the 

everyday lives of Latinos.  As a result, the racialized experiences of discrimination 

become social determinants of health equities and equal access to care in the United 

States.  For the purposes of this paper, the Latino category is conceptualized to be 

socially and politically constructed based on racist nativism and racist ethnicism that is 

typically used as an aggregate ethnic category which masks the discrimination faced by 

some subethnic Latino groups, in particular Mexicans, Puerto Ricans and other Latino 

ethnic groups who are not socially considered or treated as part of the white race.  
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2.4 Combined HealthCrit and LatCrit Theoretical Framework 

The theoretical framework for this dissertation uses the PHCR framework (Figure 

1) and adds important dimensions from LatCrit theory (Valdes, 1997).  In the following 

section, a brief description is provided for  the four basic focuses of PHCR - 1) 

Contemporary racial relations, 2)Knowledge production, 3)Conceptualization and 

measurement and 4) Action; and the ten principles that inform the four focuses – 1) race 

consciousness, 2) primacy of racialization, 3) race as a social construct, 4) ordinariness 

of racism, 5) structural determinism 6) social construction of knowledge, 7) critical 

approaches, 8) intersectionality, 9) disciplinary self-critique, and 10) voice.  For each 

description, I add relevant terms and concepts from LatCrit theory to address how each 

principle and focus helps to inform the conceptualization and analyses among Latinos 

for this dissertation.  For a crosswalk of the principles and focuses and the added 

language from LatCrit, please see Table 2.  Unless noted otherwise, all definitions and 

discussion pertaining to PHCR in the rest of this section are from one source (Ford & 

Airhihenbuwa, 2010b).  In the following two sections, I provide a brief overview of the 

four foci in PHCR followed by the ten basic principles informing the four foci. 

2.4.1 – Four Foci of PHCR 

2.4.1.1 Focus 1: Contemporary Patterns of Racial, Ethnic, and Nativity Relations – 

The Latino Experience 

With a race consciousness lens, PHCR Focus 1 - Contemporary Patterns of 

Racial Relations pertains to the awareness of how racism operates and changes over 

time and at the same time acknowledges how racism is permanent within racialized 

societies.  As such, a critical analysis of how racism affects health, racism must be 
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conceptualized based on how racism operated in the time period of interest.  For 

example, overt racism during pre-civil rights era will need to be conceptualized 

differently from more subtle forms of racism post-civil rights era.  

With a HealthCrit and LatCrit lens, adding awareness of how racism intersects 

with nativity status and ethnicity and how this intersectionality operates and changes 

over time is essential for the critical analysis of how racist nativism and racist ethnicism 

impacts the health and access to care for all Latinos.  Historical and present day anti-

immigrant sentiments targeted at specific subethnic Latino groups in different regions of 

the U.S. ultimately impacts all Latinos regardless of nativity, citizenship status or 

nationality (Adler, 2006). In addition, I would argue that anti-immigrant sentiments 

targeted at specific groups also impacts other groups of color, regardless if they part of 

the targeted group or not.  For instance, the data for this study was collected after the 

passage of the USA PATRIOT Act, a law that increased racial profiling between 2001 

and 2007 due to national security concerns related to immigration after 9/11 (Brabeck & 

Xu, 2010; Sinnar, 2003).   Even though these efforts were anti-Muslim, the call for 

tighter borders may have disproportionally impacted our neighbors on the southern 

border and those with ancestry from Mexico (Michaelsen, 2005). To conceptualize 

contemporary patterns of racism, racist ethnicism and racist nativism, the four basic 

principles associated with Focus 1 are Principles 2-5 discussed in the following section. 

2.4.1.2 Focus 2: Knowledge Production 

PHCR Focus 2 – Knowledge Production pertains to understanding “…how 

racialization may shape a project or conversely, how the project may reinforce existing 

beliefs about racial groups or phenomena.”  The three basic principles associated with 
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this focus are Principle 6 – Social construction of knowledge, Principle 7 – Critical 

Approaches and Principle 10 – Voice – discussed in the following section.  

2.4.1.3 Focus 3 - Conceptualization and Measurement 

 Focus 3 - Conceptualization and Measurement deals with defining a study’s 

race- or racism-related constructs, hypothesizing the relationships between constructs, 

and clarifying the social contexts in which the constructs and relationships exist.  The 

two basic principles associated with Focus 3 is basic principle 3 - race as a social 

construct, and basic principle 8 – intersectionality, both of which are discussed further in 

the following section. 

2.4.1.4 Focus 4 - Action 

Focus 4 – Action brings the PHCR praxis full circle when the knowledge 

obtained from health equity research is used to help disrupt one or more causes of 

health inequities.  Focus 4 is informed by basic principles 7, 8, 9, and 10 as discussed 

in the following section.  

2.4.2 – 10 Basic Principles of PHCR  

2.4.2.1 Principle 1: Race, Ethnicity, and Nativity Consciousness  

As depicted in Figure 1, PHCR Basic Principle 1- Race consciousness 

encompasses all four focuses of PHCR.  Race consciousness in PHCR is defined as 

“deep awareness of one’s racial position; awareness of racial stratification processes 

operating in colorblind contexts”.  Race consciousness is the backbone of PHCR and 

informs all other focuses and principles.  Drawing from LatCrit, this theoretical 

framework posits a consciousness about how the concepts of race, ethnicity, nativism 
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and citizenship status are politicalized in a social process that disadvantages people of 

color in the U.S.  In addition to being conscious about race, one’s racial position and 

racial stratification, this combined framework includes being conscious about one’s 

ethnicity, and nativity and citizenship status and how that fits within the racial positioning 

and stratification present in U.S. society.  Therefore, similar to CRT and PHCR 

addressing the relationship between race, racism and power, this theoretical framework 

also seeks to address the relationships between ethnicity, racist ethnicism and power; 

nativity and citizenship status, racist nativism and power; and the intersectionality of 

these relationships and their contribution to how particular Latino groups are stratified 

along these dimensions. 

2.4.2.2 Principle 2: Primacy of Racialization Including Racist Ethnicism, and 

Racist Nativism 

PHCR’s Basic Principle 2 - Primacy of racialization informs Focus 1 and is 

defined as “The fundamental contribution of racial stratification to societal problems; the 

central focus of CRT scholarship on explaining racial phenomena.”  The conventional 

approach of many studies is to attribute the effects of race rather than the effects of 

racialization or racism on health inequities.  However, the PHCR approach would entail 

a study on neighborhood characteristics and would include factors, such as 

neighborhood concentrated poverty, hypothesized to reflect structural racism.   

Expanding on this principle and drawing from LatCrit, the primacy of racialization 

including racist ethnicism and racist nativism seeks to understand the contribution of 

race, ethnic, nativity and U.S. citizenship stratification, and their intersectionality with so 

called “societal problems”, which then in turn contribute to health inequities and barriers 



33 
 

to care among populations stratified along these multiple dimensions and who therefore 

live in high-risk neighborhoods.  As such, this framework moves this study away from 

attributing the effects of ethnicity, nativity and citizenship status, and SES on health 

inequities and access to care and moves this study towards attributing the effects of 

racist ethnicism and racist nativism on creating high-risk environments that increase the 

need for mental health services while at the same time creates barriers to care.    

2.4.2.3 Principle 3: Race and Ethnicity as Social Constructs 

PHCR’s Basic Principle 3 - Race as a social construct informs Focus 1 and is 

defined as “Significance that derives from social, political and historical forces”, and it 

challenges the social and sometimes scientific belief that “race is meaningful and 

provides insights about one’s biology and propensities “.  Similarly, drawing from 

LatCrit, positing ethnicity as a social construct challenges the social belief and the 

common scientific use of ethnicity as providing insight about one’s culture and one’s 

innate predisposition and applying it to all members of that group.   Therefore, drawing 

from CRT and LatCrit, considering race and ethnicity as social constructs moves 

researchers away from assessing race and ethnicity as a risk factor and instead uses 

race and ethnicity to identify a population at risk for exposure to racism and racist 

ethnicism.  More importantly it enables identification of the social factors acting on these 

constructs.  

2.4.2.4 Principle 3a: Politicalization of and Social Ordering by Nativity & 

Citizenship Status 

 Adding to the PHCR basic principle 3 and Focus 1– race and ethnicity as social 

constructs, I propose the addition of another social construct - the politicalization of and 
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social ordering by nativity and citizenship status.  The added principle takes into 

consideration the social and political processes that contributed to the early social 

construction of the “Mexican race” as one of several ways of othering people of Mexican 

heritage (Guglielmo, 2006), and the current Latino/Hispanic pan-ethnic category 

(Golash-Boza, 2006). This principle also takes into consideration the political and legal 

processes that have impacted the social ordering of Latino and Latino immigrants based 

on their nativity and citizenship status.   For instance, anti-immigration policies including 

policies eliminating students’ use of or being taught in languages other than English in 

the U.S. (Huber, 2011) have profoundly reduced a much needed bilingual mental health 

work force not just for Latinos but for many non-English speaking immigrant 

communities (Aguilar-Gaxiola et al., 2002; Vega & Lopez, 2001).  

 Other anti-immigrant policies have directly impacted Latino immigrants’ access 

to health care, such as the Personal Responsibility and Work Opportunity 

Reconciliation Act of 1996 (Shin, 2006), in which immigrants were considered 

ineligible for federally-funded Medicaid during their first 5 years of residency in the 

U.S. and continued exclusion of undocumented immigrants from all but emergency 

Medicaid services, specifically impacting recent Mexican immigrants and those with 

temporary status, unless they are eligible for state-funded Medicaid, from accessing 

needed mental health treatment (Choi, 2006).  Even though undocumented 

immigrants outside of Latin America make up about a quarter of the undocumented 

population (Passel & Cohn, 2014) and are impacted as well, the politics around the 

issue only focuses on Latino immigrants, specifically Mexican immigrants, reflecting 

another aspect of racialization that Latinos face. The greed for power, control and 
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dominance by the early settlers of the U.S., began and continues to influence the 

political and social process of being racialized according to one’s ethnicity or national 

origin, nativity and citizenship status, and the language one speaks. This racialization 

in turn has resulted in past and current hierarchical social ordering based on these 

characteristics with U.S.-born English speaking populations being at the top and 

foreign-born non U.S. Citizens and those with limited or no English proficiency being 

at the bottom.     

2.4.2.5 Principle 4: Ordinariness of Racism, Racist Ethnicism and Racist Nativism 

PHCR Basic Principle 4 - Ordinariness of racism also informs Focus 1 and is 

defined as “Racism is embedded in the social fabric of society”, and challenges notions 

of “racism as rare, discrete and overtly egregious incidents” (prior to 2016 presidential 

election) and instead operationalizes racism as routine and part of individuals’ day to 

day experiences.  Building on this principle and drawing from LatCrit, there are other –

isms, such as racist ethnicism and racist nativism that are also entrenched in the social 

fabric of U.S. society.  For example, the bulk of the literature on racism and 

discrimination focuses on black versus white relations, which is important and deserves 

a great deal of attention given the historical and current treatment of blacks in U.S. 

society.  However, other groups such as Latinos, Mexicans and Puerto Ricans in 

particular as double colonized populations, also have a long history of being subjected 

to racism in the U.S. but they are less often the population of focus within discussions or 

studies on the effects of racism.  Latinos, in particular Mexican, also experience 

racialized treatment based on their nativity or citizenship status.  Due to these other 

dimensions of racialization, it is important to identify and address the intersectionality of 
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these other -isms as common and routine in U.S. society, and a part of Latinos’ every 

day experiences.    

2.4.2.6 Principle 5: Structural Determinism 

PHCR Basic Principle 5- Structural determinism informs Focus 1 and is 

defined as “The fundamental role of macro-level forces in driving and sustaining 

inequities across time and contexts; the tendency of dominant group members and 

institutions to make decisions or take actions to preserve existing power hierarchies.” 

Structural determinism moves health equity research from emphasizing individual or 

interpersonal factors to emphasizing macro-level factors such as policies that may 

promote or sustain residential segregation. In this vein, structural determinism with a 

LatCrit lens would need to consider macro-level forces that drive and sustain inequities 

across time and contexts for Latinos such as anti-immigrant policies, policies that 

exclude immigrants from accessing health care services, and past English only polices 

that have created a majority monolingual work force in the formal sector of mental 

health services. 

Some groups of Latino are disproportionally impacted by macro-level factors 

such as anti-immigrant policies and racialized legal status policies (Asad & Clair, 2018).  

In particular, Mexicans in general but undocumented Mexican immigrants more 

specifically, are often disproportionally impacted by anti-immigrant sentiments and the 

racialized legal status policies compared to Cuban immigrants who have a protected 

status and island-born Puerto Ricans who are born U.S. citizens, though many are also 

impacted by racial profiling.  Some Latinos in each of the sub-ethnic Latino groups – 

Mexican, Puerto Rican, Cuban, Central Americans, South Americans, however, may 
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face discrimination based on their phenotype and as such are more likely to be 

segregated from more affluent neighborhoods with more resources and integrated into 

more impoverished neighborhoods.  These sentiments, policies, and discrimination may 

force some Latinos to live in unsafe neighborhoods.  As such, perceived neighborhood 

crime, as a proxy for these macro-level factors, will be examined in this study to 

ascertain the extent to which the structural forms of racialization might influence Latinos’ 

use of services.   

2.4.2.7 Principle 6: Social Construction of Knowledge  

 PHCR Basic Principle 6 claims that established knowledge within a discipline can 

and needs to be re-evaluated using antiracism modes of analysis. This principle informs 

focus 2 – knowledge production.  PHCR recognizes that the social construction of 

knowledge has been predominantly produced from the perspectives of those in power.  

As such, a critical assessment of existing literature has to be undertaken to better 

understand whose perspective is being presented and what interpretation of the findings 

is being given based on that perspective.   

2.4.2.8 Principle 7: Critical Approaches 

PHCR Basic Principle 7 moves health equity researchers away from accepting 

phenomena or explanation at face value and towards more critical analysis of 

alternative explanations for findings than status quo explanations the have been 

previously posited.  This principle informs focus 2 – knowledge production and focus 4 – 

action.  
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2.4.2.9 Principle 8: Intersectionality 

 Intersectionality in basic principle 8 is defined as “The interlocking nature of co-

occurring social categories (e.g., race and gender) and the forms of social stratification 

that maintain them.” Principle 8 informs focus 3 – conceptualization and measurement 

and focus 4 – action. PHCR recognizes many health equity research studies consider 

and treat co-occurring social categories as additive factors with little regard for their 

multiplicative effect on health.  As such, PHCR moves health equity research away from 

simple additive models to complex models to address health equity for individuals with 

co-occurring social categories which place them at higher risk for health inequities. For 

example critical analysis of Latinos’ nativity status moves beyond whether they are 

immigrants or not and may include factors about where they migrated from, whether or 

not they are granted citizenship status, the duration for which they have lived in the 

United States. In addition, it may also include other factors that intersect with 

immigration status such skin shade or other phenotypic characteristics.  Each of these 

factors, separately and jointly, has important implications for Latinos need for mental 

health services and their access to care.   

2.4.2.10 Principle 9: Disciplinary Self-Critique 

Disciplinary Self-Critique in basic principle 9 is defined as “the systematic 

examination by members of a discipline of its conventions and impacts on the broader 

society”.  This principle informs focus 4 – action and challenges health equity 

researchers to critically examine how their discipline’s norms might influence the 

knowledge on a topic and the implications of these norms to inadvertently reinforce 

health disparities.  For example, a majority of the literature on service use focuses on 
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individual characteristics without considering how mutable enabling factors i.e. factors 

changeable via policies, in the behavioral model such as income, education and health 

insurance, may be influenced by the social and political processes of racism and as 

such prevent the use of services.  In this study, these factors are considered to be 

socio-economic consequences of racialization and conceptualized as societal 

determinants instead of individual determinants.  

2.4.2.11 Principle 10: Voice 

PHCR Basic Principle 10 prioritizes the perspectives of marginalized populations 

and informs focus 2 – knowledge production and focus 4 - action.  As indicated by the 

two-headed arrow in Figure 1, a dynamic relationship exists between Focus 2 and 

Focus 3 to refine the assessment of study concepts and relationships. Drawing on the 

basic principles of knowledge production, this focus guided a critical assessment of the 

social construction of knowledge by looking at which literature has used Latino ethnicity 

as a risk factor in their analysis versus literature that have restricted analysis to 

particular Latino groups.  Interpretation of the outcomes in the former literature focuses 

on how Latino ethnicity influences services use compared to the latter literature that 

shifts the focus towards a better understanding of how racialized experiences of Latinos 

might influence the use of services. The latter focus also leads me to think through more 

critical analysis of alternative explanations such as the effects of discrimination on the 

needs and use of services.  Lastly, voice helps me to prioritize the perspective of 

marginalized and vulnerable populations, which for this study is to critically assess the 

intersectionality of subethnic Latino groups, immigration and citizenship status.  
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By using a combined HealthCrit and LatCrit lens, the theoretical framework for 

this dissertation expands on the PHCR praxis’ notions of race and racism to include 

other dimensions of U.S. racialization experienced by Latinos. For instance, in addition 

to being conscious about race, one’s racial position and racial stratification, LatCrit 

brings voice to the Latino lived experience by including other aspects of Latino identity 

which includes being conscious about one’s ethnicity, and nativity and citizenship status 

and how that fits within the racial positioning and stratification present in U.S. society.  

In addition, this combinations adds awareness of how racism intersects with nativity 

status and ethnicity and how this intersectionality operates and changes over time, 

which is essential for the critical analysis of how racist nativism and racist ethnicism 

impacts the health and access to care for all Latinos.  As such, this combined 

framework moves this study away from attributing the effects of Latino heritage, nativity 

and citizenship status, and SES on health inequities and access to care and moves this 

study towards attributing the effects of racist ethnicism and racist nativism on creating 

high-risk environments that increase the need for mental health services while at the 

same time creates barriers to care.    
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2.5 Specific Aims and Research Questions 

The overarching goal of this dissertation is to ascertain to what extent do socio-

environmental consequences of racialization such as perceived ethnic discrimination 

play a role in adult Latinos’ use of mental health-related services and to what extent 

does having a diagnosable disorder either mediate or moderate this relationship, net of 

confounders such as age, gender, and socioeconomic status.  Literature suggests use 

of services by Latinos differ by nativity and citizenship status.  As such, service use will 

be examined among three Latino subgroups: 1) Foreign Born Non U.S. Citizens, 2) 

Foreign-born U.S. Citizens, and 3) U.S. Born U.S. Citizens.  Latinos use multiple service 

sectors to address their mental health needs. As such, mental health-related services to 

be examined include three broad service sectors: 1) mental health specialty which 

includes professionals such as psychiatrist, psychologists and social workers and 

counselors in a mental health setting, 2) general medical which includes medical 

professionals such as primary care doctors, nurse practitioner or other non-MD medical 

professionals, and 3) other mental –health related services which includes services from 

social workers and counselors in non-mental health settings, hotlines, internet support 

groups, natural healers or religious clergy.  Service use is more common among 

persons with a disorder than among those who have never had a disorder, however, 

those who do not meet criteria for a diagnosable disorder use a significant amount of 

services and have been found to have other indicators of need such as being in current 

treatment for a lifetime disorder that is currently in remission, having a subthreshold of 

symptoms or having a lifetime hospitalization (Druss, Wang, & Sampson, 2007 2007).  

Therefore, those with and without a diagnosable disorder will be included.  To 
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accomplish the overall goal of this dissertation, the following specific aims and research 

questions will be investigated.  

Specific Aim 1: To determine the association between perceived ethnic discrimination 

and the use of mental health-related services for adult Latinos, net having a 

diagnosable disorder and other established covariates. 

Research Questions for Specific Aim 1:  

Q1a.  To what extent is perceived ethnic discrimination associated with mental health-

related service use, and to what extent does this association remain after adjusting 

for covariates that commonly predict service use in the general population? 

Q1b.  To what extent does this relationship differ by nativity and citizenship status?  

Specific Aim 2: To determine if having symptoms meeting criteria for a diagnosable 

disorder plays a role in either moderating or mediating the relationship between 

perceived ethnic discrimination and the use of mental health-related services among 

adult Latinos, net of covariates. 

Research Questions for Specific Aim 2:  

Q2a.  To what extent does having symptoms meeting criteria for a diagnosable disorder 

either moderate or mediate the relationship between perceived ethnic 

discrimination and different types of mental health-related services, net of 

covariates.  

Q2b.  To what extent do these relationships differ by nativity and citizenship status?  

2.6 Purpose of the Study 

 This study will contribute to the field of mental health service research in several 

unique ways. This study will introduce LatCrit Theory to the field of public health to 
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further our understanding of how racialized exposure as experienced by Latinos may 

influence their use of mental health-related services.  By building on existing research to 

examine the role of discrimination on medical service use, this study will lead to a better 

understanding about the extent to which discrimination influences the use of mental 

health-related services among Latinos. This study will also contribute to health equity 

research by testing hypothesized causal pathways that may shed light on the extent to 

which the consequences of racialization influences service use through its impact on 

Latinos mental health.  Lastly, this study will contribute to mental health services 

literature by ascertaining the unique effects of racialization among vulnerable 

populations who are at high-risk of being exposed to and effected by racialization.        
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2.7 Integrated Conceptual Framework 

 Using the behavioral model as a framework in which to apply PHCR and LatCrit, 

this conceptual framework has three major sections – societal determinants, individual 

determinants and behavioral outcomes.  As seen in Figure 2, these are all situated 

within the social context of racism in the U.S.   

2.7.1 Societal Determinants  

Drawing from PHCR and LatCrit, societal determinant includes two main 

sections. The first section is the social and political processes of racialization, these are 

conceptualized to lead to the second section, the social consequences of racialization. 

The first section includes two subsections, one for the social construction of the 

other/outsider, such as race and ethnicity, and the second is the politicalization and 

social ordering of characteristics of the relationship between the other/outsider and 

society such as race, ethnicity, nativity, and citizenship status. The social and political 

process of racialization are conceptualized to lead to the social consequences of 

racialization.  These include the socio-environmental consequences of racialization 

such as discrimination, anti-immigrant threats, segregation and other neighborhood 

indicators which are conceptualized to directly influence service use and indirectly 

influence service use by influencing the need for services. The other social 

consequence of racialization is the socio-economic consequences of racialization such 

as income, education, and health insurance.  These are factors conceptualized to be 

enabling factors under individual determinants in the behavioral model.  However, this 

conceptualization overlooks the social processes of racism that determine the income, 

education, and availability and type of health insurance of marginalized populations.  
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Therefore, these factors are conceptualized in this model to be socio-economic 

consequences of racialization that help facilitate or impede the use of services.  Like 

enabling factors in the behavioral model, the socio-economic consequences of 

racialization are considered mutable, that is changeable through policies, in particular 

for this study, anti-racist policies.  

Indicators of race and ethnicity are typically considered individual determinants 

conceptualized to predispose groups toward particular behaviors and as such are often 

included as risk-factors in statistical analysis.  However, since race and ethnicity are 

socially constructed, using these categories as indicators of risk in statistical analyses 

may mask important markers of exposure to racism or discrimination-related factors 

(Ford & Airhihenbuwa, 2010a).  As such, this conceptual framework removes indicators 

of race and ethnicity from statistical models as individual determinants to shift the focus 

away from how race and ethnicity might influence behaviors and move the focus 

towards how Latinos’ experiences of racialization might influence their use of mental 

health-related services (Ford & Airhihenbuwa, 2010b).  For example, this conceptual 

framework is intended to be applied for specific populations at high-risk of racialized 

exposure. Instead of including race and ethnicity as risk-factors, this framework 

encourages the use of stratified analysis to better ascertain the racialized experiences 

of a specific population of interest.  

Similarly, according to LatCrit and drawing from the intersectionality of PHCR, 

Latinos have multidimensional identities, such as their nativity status, citizenship status, 

and English language proficiency, which due to the politicalization of these factors are 

also dimensions in which Latinos are marginalized (Ford & Harawa, 2010).  Like the 
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social constructs of race and ethnicity, nativity status, citizenship status, and English 

language proficiency are also typically considered as individual determinants and 

included as risk factors in statistical analysis; however, adding these indicators as risk-

factors may further mask important markers of exposure to racialized experiences of 

Latinos resulting from politicalized processes based on nativism, citizenship status and 

language.  As such, this conceptual framework removes these indicators as risk factors 

from statistical models and instead uses these indicators to restrict that analysis to 

subpopulations at high-risk of racialized exposure.  This change shifts the focus away 

from how nativity and citizenship status influence behaviors of service use and moves 

the focus towards a better understating of how racialized experiences of Latinos 

resulting from politicalized processes based on nativism and citizenship status might 

influence the use of mental health services among Latino immigrants and Latinos who 

are not U.S. citizens.   This approach is informed by CRT and LatCrit’s concept of 

“centering in the margins”. 

2.7.2 Centering in the Margins - The Latino Experience 

The concept of “centering in the margins” from CRT, the basic principles of 

“Voice” and “Intersectionality” from PHCR, and racist nativism and racist ethnicism from 

LatCrit provides guidance on which Latinos groups are marginalized and most at risk for 

racialized exposure.  As such, the integrated conceptual framework treats the social 

construction of race and ethnicity; and the politicalization of nativity and citizenships 

status as indicators to restrict analysis to subpopulations at high-risk of racialized 

exposure. Therefore, the dash lines from social construction and politicalization to the 

conceptualized relationship between socio-environmental consequences and the use of 
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mental health-related services represent that these indicators can be used to restrict 

analyses to a particular subgroup or preferably be used as a moderator to test for 

statistical significance between group differences (Aneshensel, 2012).   

2.7.3 Individual Determinants 

 Drawing from the behavioral model, the individual determinants in the integrated 

conceptual model consist of predisposing and need factors.  Enabling factors from the 

behavioral model have been conceptualized in this model to be socio-economic 

consequences of racism under societal determinants (see above).  According to 

Andersen, predisposing factors are factors that are immutable, that is factors that 

cannot be changed (Andersen, 1995).  As such, for the purposes of this dissertation, 

predisposing factors include only age and gender, which are conceptualized to influence 

service use directly and indirectly via need factors as depicted in the conceptual 

framework in Figure 2.  Need factors are conceptualized to be influenced by the socio-

environmental consequences of racialization, and to influence the use of services. 

Having a need, whether objective or subjective, is the strongest predictor of service use 

(Andersen, 1995), and in particular of mental health service use among Latinos 

(Fortuna, Porche, & Alegria, 2008 2008; S. Lee & Matejkowski, 2012).  

2.7.4 Behavioral Outcome – the Use of Mental Health-Related Services 

Behavioral outcomes include the use of mental health-related services in the past 

year.  These services include the formal sector consisting of mental health specialists 

and general medical practices, as well as other mental health-related services not in 

mental health settings and that are part of the informal sector. 
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Chapter 3: Research Design and Methodology 

 Data from the National Latino and Asian American Study (NLAAS) and the 2000 

U.S. Census Bureau’s American Community Survey (ACS) will be used for this 

dissertation.  NLAAS is one of three nationally representative surveys in the 

Collaborative Psychiatric Epidemiology Survey (CPES) to collect data about the 

prevalence of mental disorders, impairments associated with these disorders, and their 

treatment patterns among the general population in the United States.  NLAAS provides 

a special emphasis on Latino and Asian populations (Alegria, Takeuchi, et al., 2004 

2004).  ACS is an annual nationwide survey that collects data on demographic, social, 

economic and housing characteristics among the U.S. population.  The NLAAS and 

ACS dataset will be merged using geocoded MSA code and multilevel modeling 

methods will be used to analyze individual-level variables from NLAAS and group-level 

variables from ACS.  

3.1 Data Set Description: The National Latino and Asian American Study 

(NLAAS) 

 Conducted between May 2002 and December 2003, the NLAAS is a nationally 

representative community household survey that estimates the prevalence of mental 

disorders and rates of mental health service utilization among Latinos and Asian 

Americans in the United States.  Using nationally representative samples of Latino and 

Asian American groups, there were three central aims of NLAAS: the  first aim was  to 

describe the lifetime and 12-month prevalence of psychiatric disorders and the rates of 

mental health services; the second aim included assessing the associations among 

social position, environmental context, and psychosocial factors with the prevalence of 
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psychiatric disorders and utilization rates of mental health services; and the third aim 

included a comparison of lifetime and 12-month prevalence of psychiatric disorders, and 

utilization of mental health services among Latinos and Asian Americans with a 

nationally representative sample of non-Latino whites drawn from the National 

Comorbidity Study-Replication (NCS-R) and of African Americans drawn from the 

National Survey of American Life (NSAL) – the other two studies in CPES (Heeringa et 

al., 2004).  

3.1.1 NLAAS Sample 

 Unless stated otherwise, the following information about the NLAAS sample was 

obtained from one comprehensive article describing the sampling methods for all CPES 

studies (NCS-R, NLAAS, and NSAL) (Heeringa et al., 2004).  The NLAAS sample was 

designed to yield a nationally representative sample of Latino and Asian adults, age 18 

and over, residing in households.  Excluded from the study population were 

institutionalized persons including individuals in prisons, jails, nursing homes and long-

term medical or dependent care facilities.  Military personnel living on a military base or 

military reservation were excluded from the study due to security restrictions; however 

those residing in civilian housing were eligible for the study.  All CPES studies used a 

four-stage national area probability sample, which is the core national sample for 

NLAAS.  The core sample had a very low density of some of the population of interest in 

NLAAS.  Therefore, NLAAS also included a special high-density supplement sample for 

adults of Puerto Rican, Cuban, Chinese, Filipino and Vietnamese national origin.  

Mexican, other Latinos and other Asians did not require a supplemental oversampling 
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since sufficient numbers of eligible adults could be identified in the core national sample 

screening and as a byproduct of screening in the high-density sample.        

 The primary stage of the NLAAS Core national sample sampled U.S. 

Metropolitan Statistical Areas (MSAs) and counties, the second stage sampled area 

segments stratified at the county level by geographic location and race/ethnicity 

composition of residents’ households, the third stage sampled housing units within the 

selected area segments and the final stage randomly selected eligible respondents from 

the sample housing units.  The primary and secondary stages of the NLAAS Core 

national sample design were completely integrated with the National Comorbidity 

Survey Replication (NCS-R) national sample design to maximize the statistical 

efficiency of comparisons between the NLAAS survey population and the larger U.S. 

adult population captured in NCS-R.  

The NLASS high-density supplemental samples oversampled geographic areas 

with greater than 5% residential density for each of the groups that had low density in 

the core sample.  The proportions of each of these groups living in higher density areas 

in 2000 varied considerably – 64% of Puerto Ricans lived in high-density Puerto Rican 

areas followed by Cubans with 61%, Chinese with 57%, and Filipinos with 50%, and 

Vietnamese with 48%.  The geographic domains used for the NLAAS oversample were 

nested within the national sampling frame from which the fully representative NLAAS 

core sample was selected.  As such, respondents residing in the high density domains 

had two chances of selection, one under the core sample and another under the 

supplemental sample.  Therefore, the sample weights for NLAAS corrected for this joint 

probability of selection under the two sample design components.   
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The NLAAS survey population was stratified based on eligible adults’ ancestry or 

national origin.  The Latino survey population was divided into four strata of interest – 

Mexican, Puerto Rican, Cuban and all Other Latinos.  There were also four strata of 

interest for the Asian American survey population – Chinese, Filipino, Vietnamese, and 

all other Asians.  This stratification of the NLAAS survey population relied on self-

reports by household members at the time of the household screening.  In cases where 

a member of the survey population reported that they belonged to more than one Latino 

or Asian American group, these individuals were assigned to a single group for 

stratification purposes based on the following order of priority 1)Vietnamese 2)Cuban 3) 

Filipino 4) Puerto Rican 5)Chinese 6)Mexican 7)Other Asian and 8) Other Latino.   

Overall, the NLAAS sampling frame included 27, 026 housing units screened for 

eligible adults resulting in a sample size of 4,649 completed interviews with a 73.2%  

AAPOR RR3 weighted response rate for the total NLAAS sample (75.5% for Latinos 

and 65.6% for Asian Americans).  The response rate for the total NLAAS sample was 

weighted over two-phases and combined the primary and second adult samples.   The 

total response rate for the primary adult sample was 75.7% (77.6% for Latinos and 

69.3% for Asian Americans).  For the secondary adult sample, the total response rate 

was 80.3% (82.4% for Latinos and 73.7% for Asian Americans).  Among all completed 

interviews, 54.9% (2,554) are Latino adults with 18.7% having Mexican origin or 

ancestry, 12.4% Cuban, 10.7% Puerto Rican and 13.2% comprising all other Latinos.    

3.1.2 NLAAS Data Collection 

The primary mode of data collection for all three studies in CPES was in-person 

interviewing in the respondent’s home using computer assisted interviewing (CAI).  
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Telephone interviews were permitted if the respondent requested one in lieu of an in-

person interview.  A respondent’s concerns about privacy were generally the reasons 

for requesting a telephone interview.  Telephone interviews were also used to complete 

long interview that took two or more sessions to complete or where travel costs to the 

respondent’s home was prohibitive.  Data collection for the three studies was conducted 

in a total of 252 geographic areas or primary sampling units across the country.  Only 

50 of these areas were shared by all three studies as they were the most densely 

populated areas in the country and met the sampling needs of each study.  NLAAS had 

18 unique areas to reflect the Latino and Asian populations needed for this study 

(Pennell et al., 2004). 

3.1.3 NLAAS Survey Instrument  

 The core questionnaire used by all three CPES studies was based largely on the 

World Health Organization’s (WHO) expanded version of the Composite International 

Diagnostic Interview (CIDI) developed for the World Mental Health (WMH) Survey 

Initiative (WMH-CIDI) (Kessler & Üstün, 2004).  The CIDI was an expansion of the 

Diagnostic Interview Schedule (DIS), the first standardized psychiatric diagnostic 

interview developed to be administered by lay interviewers.  The CIDI was designed to 

produce diagnoses based on the WHO International Classification of Disease (ICD) 

criteria in addition to the diagnostic criteria based on the American Psychiatric 

Association (APA) Diagnostic and Statistical Manual (DSM) of Mental Disorders found 

in the DIS (Pennell et al., 2004).      

Each of the three CPES studies used a modified version of the WMH-CIDI.  The 

content of the core sections of the instrument remained essentially the same across 
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studies with the exception of some additional service use questions that were added in 

the diagnostic modules for NLAS and NLAAS. Both NLAAS and NLAS added content 

areas before and after the disorder sections to address issues unique to the populations 

in their study.  NLAAS for example added questions about social position, migration 

status and history, context of migrating, family cohesion, discrimination, and 

acculturative stress.  The complete survey instrument in NLAAS was translated into 

Spanish, Vietnamese, Tagalog and Mandarin (Pennell et al., 2004).  Techniques to 

achieve cultural relevance and equivalence and to attain internal consistency of 

translated measures across languages are discussed in full detail elsewhere (Alegria, 

Vila, et al., 2004 2004). NLAAS data has been used in numerous studies investigating 

the socioeconomic and cultural correlates of diagnosable mental disorders (Alegría et 

al., 2008 2008; Alegría, Mulvaney-Day, et al., 2007 2007; Cochran, Mays, Alegria, 

Ortega, & Takeuchi, 2007 Ortega, & Takeuchi, 2007; Cook et al., 2009), and services 

use among Latinos (Alegria, Mulvaney-Day, et al., 2007; Fortuna et al., 2008; Kim et al., 

2011; Kim, Jang, Chiriboga, Ma, & Schonfeld, 2010 Ma, & Schonfeld, 2010); as well as 

studies on the prevalence and correlates every day discrimination among Latinos (Cook 

et al., 2009; Pérez, Fortuna, & Alegría, 2008), the effects of discrimination (Pérez, 

Fortuna, & Alegría, 2008) and neighborhood characteristics on mental health outcomes 

(Hong, Zhang, & Walton, 2014 2014; K. M. Molina, Alegría, & Chen, 2012) among 

Latinos.  Data from NLAAS has also been used in one study addressing the effect of 

discrimination on mental health service use among Asian Americans (Spencer et al., 

2010). 
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3.2 Constructs and Study Variables 

 The following section provides a description of the constructs and the key 

variables that will be used in this dissertation.  The variables in the focal relationships 

are discussed first followed by key variables conceptualized to moderate the focal 

relationship and common covariates.   

3.2.1 Focal Relationship Variables 

Focal Dependent Variable 

Mental Health-Related Service Use in the Past Year 

 The focal dependent variable is past year use of mental health-related services 

and is assessed with the question, “In the past 12 months, did you go to see [list of 

providers] for problems your emotions, nerves, or your use of alcohol or drugs?” Service 

use is restricted to past 12 months to limit issues with recall bias and temporal ordering 

of causal factors (Alegria, Mulvaney-Day, et al., 2007; Wang, Lane, et al., 2005 2005). 

Past year service use was selected over lifetime service use to minimize recall bias. 

The construct for past year service use is conceptualized to capture the use of 

outpatient mental health-related services used for more common mental health 

problems and does not include the use of inpatient care such as being hospitalized or 

urgent, crisis type care found in hospital emergency rooms indicative of more serious 

and less common mental illnesses such as schizophrenia or bipolar disorders.   

Outpatient care consists of three major service sectors – mental health specialty, 

general medical and other services, similar to the major service sectors used in other 

studies (Abe-Kim et al., 2007; Alegria, Mulvaney-Day, et al., 2007; Spencer et al., 

2010).   
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Mental health specialty includes seeing a psychiatrist, psychologist, other mental 

health professional, or social worker or counselor in a mental health setting. General 

medical includes seeing a general doctor, nurse or other non-MD medical professionals 

for mental health problems. Other mental health-related services include seeing a social 

worker or counselors in non-mental health settings such as social services, or seeking 

help with clergy in religious buildings, hotlines, self-help groups (including internet 

groups), and with spiritual advisors or healers.  Past year services use is coded 1 for the 

use of any of the three sectors in the past year and 0 for no use of mental health-related 

services in the past year.   

Focal Independent Variable 

Perceived Ethnic Discrimination as an Indicator of the Socio-Environmental 
Consequences of Racialization 

Perceived ethnic discrimination is examined in this study as an indicator of the 

socio-environmental consequence of living in a racialized society. It captures 

individual’s perceptions of discrimination due to their ethnicity. As such, perceived 

ethnic discrimination is assessed in this study to determine to what extent these 

responses are associated with the use of mental health-related services in the past 

year.  Perceived discrimination has been used in numerous studies and found to have a 

positive association with mental disorders among Latinos (Carter & Forsyth, 2010; Chou 

et al., 2012; Otiniano Verissimo et al., 2014) and a positive association with the use of 

informal mental health services among Asians (Spencer et al., 2010).    

Perceived ethnic discrimination is assessed using three questions asking 

respondents 1) How often do people dislike you because you are [Mexican/Mexican 

American/Chicano/Puerto Rican/Cuban/American]? 2) How often do people treat you 
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unfairly because you are [Mexican/Mexican American/Chicano/Puerto 

Rican/Cuban/American]? 3) How often have you seen friends treated unfairly because 

they are [Mexican/Mexican American/Chicano/Puerto Rican/Cuban/American]? 

Responses including “often, sometimes, rarely, or never”.  Variables were reverse 

coded so that never=0 and often = 3.  Adopting methods from Spencer et al, 2010, 

responses to these three questions were summed and averaged and have a 

standardized Cronbach alpha score of .81 for the Latino sample.  Additional exploratory 

factor analysis indicated the 3-items to be unidimensional with an eigenvalue of 1.94 

and factor loadings between .69 and .91.  

3.2.2 Mediating or Moderating Variables 

Having Symptoms that Meet DSM-IV Criteria for a Diagnosable Disorder 

 The focal independent variable, diagnosable disorder, captures symptoms that 

meet all DSM-IV diagnostic criteria for any mood, any anxiety and any substance 

disorder, recognized by the APA in 2000, in the past year.  These disorders are 

assessed using the World Mental Health Survey Initiative version of the WMH-CIDI, a 

fully structured diagnostic interview instrument (Kessler & Üstün, 2004). The composite 

diagnosable disorder variable will be created from fourteen dichotomous disorder 

variables provided by the CPES researchers in the public and restricted data files.  The 

fourteen disorders assessed are categorized into three main groups – in NLAAS, DSM-

IV Mood Disorders includes, major depressive disorder, major depressive episode and 

dysthymia; DSM-IV Anxiety Disorders includes panic attack, panic disorder, general 

anxiety disorder, social phobia, agoraphobia with and without panic, and post-traumatic 

stress disorder (PTSD); and DSM-Substance Disorders includes alcohol and drug 
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abuse and dependence.   The composite variable is coded 1 if respondent has 

symptoms meeting diagnostic criteria for at least one of the fourteen diagnosable 

disorders and coded 0 for respondents who do not meet diagnostic criteria for any of the 

disorders.  The diagnosable disorder variables created by using the DSM-IV diagnostic 

algorithms have been validated (Kessler et al., 2004) and used in numerous studies on 

the prevalence of diagnosable disorders (Kessler, Chiu, Demler, & Walters, 2005 & 

Walters, 2005) and in numerous mental health service use studies (Demyttenaere et al., 

2004; Wang et al., 2007; Wang, Lane, et al., 2005 2005). To ascertain whether 

symptoms reported by respondents meet criteria for a diagnosable disorder, two sets of 

key variables were used by CPES researchers. The first set of key variables comes 

from the Symptom Screener.  At the beginning of each interview, respondents are 

screened for a series of symptoms associated with particular disorders.  Respondents 

are first asked if they are willing to think carefully before answering a set of questions 

about their physical and emotional well-being. Those who responds affirmatively are 

then asked a series of screener questions about symptoms related to these disorders 

such as “Have you ever in your life had a period of time lasting several days or longer 

when most of the day you felt sad, empty or depressed?” for depression; “Did you ever 

have a time in your life when you were a ‘worrier’ – that is, when you worried a lot more 

about things than other people with the same problem as you?” – for anxiety disorders 

(see Table 19 in Appendix A for a full list of screener questions).   

 The second set of key variables comes from the diagnostic battery modules. 

These variables are based on DSM-IV criteria for having a diagnosable disorder.  These 

variables are created by the CPES research team and provided in the public use files.  
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These variables captures whether individuals meet diagnostic criteria in the past year or 

in the respondent’s lifetime for the disorders associated with the symptoms they 

responded affirmatively to in the symptom screener.  Respondents are then asked an 

additional in-depth series of question in each disorder module for which they responded 

affirmatively to in the symptom screener.  For each disorder module, questions cover 

symptoms experienced, duration and severity of symptoms, age of onset and time 

period for which each of these episodes occurred.  NLAAS uses diagnostic algorithms 

based on DSM-IV criteria to provide lifetime and past twelve month variables for the 

prevalence of each disorder.   

 For example, there are five specific criteria that must be met for depression.  The 

first criterion addresses duration, the second criteria covers minimum number of 

symptoms, the third criteria addresses severity of symptoms and impairment, the fourth 

criteria rules out alternative explanations for physical illness, alcohol or drug use and 

bereavement, and the fifth criteria considers symptoms associated with bereavement 

that have persisted for longer than two months or more severe symptoms.  As seen in 

Table 20 in the Appendix for Diagnostic Algorithm for Major Depressive Episode, 

questions about duration and symptoms are preceded by stem questions that elicit 

respondents to identify and think about a bad or worst episode.  Once respondents 

have a bad or worst episode in mind, respondents are then asked questions related to 

meeting diagnostic criteria for a disorder. For the first criterion, respondents must have 

reported having symptoms for two or more weeks.  For the second criteria, respondents 

must respond affirmatively to five or more of the nine symptoms associated with 

depression, all five symptoms must have been present for the same two-week period 
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and they must represent a change from previous functioning.  At least one of the five 

symptoms must either be “depressed mood most of the day, nearly every day, as 

indicated by either subjective report (e.g., feels sad or empty) or observations made by 

others” OR “markedly diminished interest loss of interests or pleasure in all, or almost 

all, activities most of the day, nearly every day (as indicated by either subjective account 

or observation made by others)” AND four or more of the following symptoms: 

“significant weight loss when not dieting or weight gain”, “psychomotor agitation or 

retardation nearly every day (observable by others not merely subjective feelings of 

restlessness or being slowed down.)”, “fatigue or loss of energy nearly every day”, 

“feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) 

nearly every day (not merely self-reproach or guilt about being sick)”, “diminished ability 

to think or concentrate, or indecisiveness, nearly every day (either by subjective account 

or as observed by others)”, or “recurrent thoughts of death (not just fear of dying”, 

recurrent suicidal ideation without a specific plan, or a suicide attempt or a specific plan 

for committing suicide.” (Please refer to example in Table 21in Appendix A for 

diagnostic algorithm for major depressive episode.)    

Politicalization and Social Ordering of Nativity and Citizenship Status  

Since U.S. citizenship status is an integral part of the politicalization of nativity 

status in deciding which immigrant groups are granted U.S. citizenship status and which 

are not, as well as a crucial aspect of civil liberties for immigrant groups in the U.S ., 

Nativity and U.S. Citizenship Status captures both nativity and U.S. citizenship status 

among Latinos.  It is a categorical variable coded – 1 for U.S.-born Citizen, 2 for 
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Foreign-born & U.S. Citizen2, and 3 for Foreign-born & Not U.S. Citizen.  Foreign-born 

U.S. citizen includes those who became U.S. citizen through naturalization, while 

foreign-born non U.S. citizens can include those who are in the U.S. permanently (e.g. 

lawful permanent residents, refugees), those in the U.S. temporarily (e.g. students, 

temporary workers), and those in the U.S. without authorization (e.g. undocumented 

immigrants including those who came to the U.S. as children).   

3.2.3 Covariates for All Models 

 Covariates include age and gender as demographic factors which have been 

shown to be correlated with mental health service use and enabling factors. Gender is 

dichotomized into females and males; age is a continuous variable with a range of 18 to 

97 for the Latino sample.  Other covariates include education, income, and health 

insurance as indicators for the socio-economic consequences of racialization that would 

enable service use and have been shown to be correlated with service use. Number of 

years of education is a categorical variable coded as 1=0-11 years, 2=12 years, 3=13 to 

15 years, 4=Greater than 15 years. Family income is a continuous variable in units of 

$10K and top coded at $200K.  Health insurance is a composite variable that captures 

whether a person is insured and if so, whether insurance is Medicaid, Private or 

Medicare.  Health insurance is hierarchically coded as 1=Public, 2=Private, 

3=Medicare/Military/Other and 4= Uninsured.  Medicaid is top coded because in 2002-

2003 when the NLAAS data was collected, Medicaid provided mental health coverage 

whereas private did not have good coverage and Medicare did not have mental health 

coverage at all.  The last covariate, perceived neighborhood crime, is another indicator 

                                            
2 This category includes those who are foreign-born and have been naturalized as U.S. citizens. 
Therefore, it excludes children of U.S. citizens who were abroad when the person was born. 
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of the socio-environmental consequences of racialization which may be a barrier to 

service use.  

3.2.4 Missing Data 

 For all adult Latinos in NLAAS, the sample size is 2554 and 90.3% of the sample 

had no missing information on any of the variables used in this study and less than 10% 

or 249 observations were dropped.  The noncitizen Latino subgroup had the most 

dropped observations n=108, U.S.-born Latinos had the least with 58 dropped 

observations, and 76 observations were dropped from the naturalized Latino subgroup 

(Table 3).  For all groups, missing data was found in the three questions that make up 

the constructed perceived ethnic discrimination variable and from the two questions that 

make up the constructed perceived neighborhood crime variable (Table 4).  If at least 

one question for each constructed variable had missing data, the observation was 

dropped.  This approach was taken because each constructed variable represented an 

average of the set of questions.  Therefore, if the average included missing data this 

would not reflect an accurate measure and interpretation of the findings would be 

misleading.    

3.3 Analytic Plan  

This section describes the analytic plan that will be used to address the specific 

aims of this dissertation.  For both specific aims, the focal relationship consists of 

perceived ethnic discrimination as the focal independent variable and the use of mental 

health-related services in the past year as the focal dependent variable. Past year use 

of mental health-related services includes mental health specialty, general medical, and 

other mental health-related services such as clergy, healer, online support groups, etc. 
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Indicators for having symptoms that meet DSM-IV criteria for a diagnosable disorder are 

conceptualized to either mediate or moderate the focal relationship between perceived 

ethnic discrimination and service use.  Diagnosable disorders include any mood 

disorder, any anxiety disorder or any substance disorder. Stratified analyses for both 

aims will be conducted for the entire adult Latino sample in NLAAS, and then for three 

separate adult Latino samples identified by their joint nativity and citizenship status – 1) 

Foreign-born Non U.S. Citizen Latinos, 2) Foreign-born U.S. Citizen Latinos, and 3) 

U.S.-born U.S. Citizen Latinos. If differences in service use are seen across the 

stratified analyses, then the moderating effect will be tested to determine if these 

differences are statistically significant. 

3.3.1 Analyses 

 All preliminary analyses will be conducted using Stata version 13 (StataCorp., 

2013).  I will begin my analyses by looking at the univariate and bivariate distributions of 

all study variables.   Histograms and scatterplots will used to graphically visualize 

univariate descriptive and bivariate associations, respectively.  Any continuous variables 

that deviate from normality will be appropriately transformed.  For univariate analyses, 

descriptive statistics and frequency counts will be computed. To examine bivariate 

associations between the dependent variable, any service use in the past 12 months, 

and all independent variables, chi-square tests will be conducted for categorical 

variables and adjusted Wald test will be conducted for continuous variables.  

The main analyses will consist of logistic regression using Stata 13 (StataCorp., 

2013). Multiple logistic regressions will be used to test hypotheses for the entire adult 

Latino population, and then stratified analyses will be conducted for the three separate 
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Latino populations identified by their joint nativity and citizenship status. If differences in 

service use are seen across the stratified analyses, then the moderating effect will be 

tested to determine if these differences are statistically significant. Regression models 

will be built in a hierarchical manner to ascertain the incremental effect of adding new 

variables.   

3.3.1.1 Logistic Regression 

The Stata command svyset will be used to specify the survey design for the 

CPES dataset; this provide the parameters for populations weights, PSU (Primary 

Sampling Units or clusters), and strata specific to the NLAAS survey design.3  Logistic 

regression analysis of the survey data will be conducted with the command svy, along 

with the option subpop to be used for subpopulation analysis of the Latino sample in 

NLAAS4, and the command logit.  The Adjusted Wald test using post estimation 

command test will be applied to compare nested models.  For example, for models 

assessing the effect modification (i.e. the interaction effect of two variables), the 

adjusted Wald test will be used to test the null hypothesis that all the coefficients for the 

interactions equal zero. If the null hypothesis cannot be rejected, this will suggest that 

adding the interactions to the regression analysis does not improve the fit of the model 

and will therefore not be included and the more parsimonious main effects model will be 

used.  If however, the null hypothesis can be rejected, this will suggest that at least one 

of the coefficients for the interaction terms may differ from zero and will support my 

hypothesis of a conditional effect existing.  The goodness of fit for estimated models will 

                                            
3 CPES Weights Charts http://www.icpsr.umich.edu/files/CPES/CPES%20Weights%20Chart.pdf 
4 CPES Support – handling no subpopulation members in stratum for analysis of only Latino group in 
NLAAS http://cpes-support.blogspot.com/2012/04/how-should-i-conduct-analyses-for-only.html 



64 
 

be conducted by applying the F-adjusted mean residual goodness-of-fit test with 

svylogitgof (Archer & Lemeshow, 2006).   

3.2.1.2 Mediation and Moderation Analysis 

 The Stata command sgmediation will be used to test mediation hypotheses. The 

survey design and subpopulation can be specified by first specifying the survey design 

as mentioned above and then adding prefix (svy:) at the end of the sgmediation 

command for survey correction and adding option subpopulation() in the prefix 

command to specify the subpopulation.  This command in Stata provides the 

standardized regression coefficients needed for testing mediation with a logistic 

regression. To test for conditional hypothesis for moderation analysis, an interaction 

term will be added to the fully adjusted model, Model V, in the previous chapter.  

 As a brief overview, the difference between a mediator and a moderator is that a 

mediator is a variable that is in a causal sequence between two variables called the 

focal relationship, whereas a moderator is not part of a causal sequence between the 

two variables but changes the relationship (slope) of the focal relationship at different 

levels of the moderator. As discussed in the literature review, having a diagnosable 

disorder is documented to be the strongest predictor of service use and it is also 

associated with perceived ethnic discrimination. In this case, it is conceivable that 

having a diagnosable disorder could either mediate or moderate the relationship 

between perceived ethnic discrimination and service use. 

 A variable may be considered a moderator if it is hypothesized to change the 

effect of a given independent variable (IV) on a given dependent variable (DV) at each 

level of the moderating variable.  For instance, it is hypothesized in this study that for 



65 
 

every unit increase in perceived ethnic discrimination, those with a diagnosable disorder 

with have statistically different levels of service use compared to those without a 

disorder.  

 Similarly, a variable may be considered a mediating variable (MV) if it is 

hypothesized to carry the influence of a given IV to a given DV.  For instance, it is 

hypothesized in this study that perceived ethnic discrimination leads to an increase in 

symptoms meeting the criteria for a diagnosable disorder which then leads to an 

increase in service use in the past year. There are four criteria that must be met before 

concluding that there is possible mediation (Baron & Kenny, 1986):  

(1) The IV significantly affects the MV (path a),  

(2) The IV significantly affects the DV in the absence of the MV 

(path c),  

(3) The MV has a significant unique effect on the DV (controlling for 

IV-path b), and  

(4) The effect of the IV on the DV shrinks upon the addition of the 

MV to the model (controlling for the mediator-path c’).    
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Chapter 4 – The Association between Perceived Ethnic Discrimination 

and Past Year Use of Mental Health-Related Services 

4.1 Introduction 

Perceived racial or ethnic discrimination as a barrier to using medical services has 

been well documented.  For example, discrimination was found to be a risk-factor for 

delays in health care seeking (Lee et al., 2009) and lower quality of care and worse 

doctor-patient communication (Perez et al., 2009) among Latinos.  However, very little 

is known about the role of discrimination on the utilization of mental health-related 

services (Spencer & Chen, 2004).  A recent study found perceived discrimination to be 

associated with more informal mental health services among Asian immigrants with 

English proficiency moderating this relationship resulting in the use of more informal 

services among those with limited English proficiency compared to those with better 

English proficiency (Spencer et al., 2010).  Due to the sensitive nature of discussing 

mental health problems and the importance of doctor-patient communication, it is 

conceivable that perceived ethnic discrimination may have a similar influence in the use 

of mental health-related services among adult Latinos.   

The goal of specific aim one for this study is to determine the extent to which 

perceived ethnic discrimination is associated with the use of mental health-related 

services for adult Latinos, net of having a diagnosable disorder and other established 

covariates. The first research question under specific aim one asks: 

RQ1-1: To what extent is perceived ethnic discrimination associated with mental 

health-related service use among Latinos residing in the United States, and to 
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what extent does this association remain after adjusting for covariates that 

commonly predict service use in the general population? 

The second research question under specific aim one asks:  

RQ1-2: To what extent does this relationship differ by nativity and citizenship status? 

 For the second research question, Latinos in the U.S are separated into three 

mutually exclusive groups.  These groups are distinguished by the intersections of their 

nativity and U.S. citizenship status in order to examine the effects of the racialized 

political and social context given to their nativity and citizenship status in the U.S.  

These groups consist of 1) noncitizen Latinos which includes Latinos who are foreign-

born and do not have U.S. citizenship status, 2) naturalized Latinos which includes 

foreign-born Latinos who have been granted U.S. citizenship, and 3) U.S.-born Latinos 

who by default are U.S. citizens.  In preliminary analyses, Latinos’ nativity and 

citizenship status did not moderate the relationship between perceived ethnic 

discrimination and services use.  Therefore, I conduct stratified analyses for the three 

groups to determine if the predictors of use differ, even if the intensity of use does not.   

This chapter is divided into four major sections: the first is for the aggregate 

group of adult Latinos, and then the following three sections are for the stratified groups. 

Each section begins with the results for the bivariate associations between mental 

health-related services and key predictors of service use, followed by the results for 

multiple multivariate logistic regressions, and ends with a discussion of the findings for 

each group. This chapter concludes with a summary of key findings across all groups 

and introduces the next steps to determine the mechanism underlying the relationship 
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between perceived ethnic discrimination and services use to be discussed in the 

following chapter. 

4.2 All Adult Latinos, Age 18 and Over 

4.2.1 Bivariate Associations for All Adult Latinos 

Table 3 presents weighted statistics on societal and individual determinants for 

mental health-related services use in the past year, along with tests of significance and 

unweighted number of cases for each determinant.  Ethnicity and nativity and 

citizenship status, as indicators of the social and political ordering of a racialized 

society, are statistically associated with any mental health-related service use in the 

past year.  Among the major Latino ethnic groups in the U.S., Puerto Ricans are nearly 

twice as likely as Mexicans, and about one and one-half times more likely than Cuban 

and other Latino ethnic groups to use mental health-related services. U.S. citizenship 

status is an important indicator for having health insurance and access to care in the 

U.S. and when combined with nativity status, both U.S.-born and naturalized Latinos are 

two to two and one-half times more likely to utilize mental health services than 

noncitizen Latinos. 

 Perceived ethnic discrimination and perceived neighborhood crime, both 

indicators of the socio-environmental consequences of racialization, are positively 

associated with the use of services in the past year. For those using services in the past 

year, a statistically significant higher level of perceived discrimination and neighborhood 

crime is reported compared to those who did not use services (means 1.78 and 1.79, 

respectively, p<.001).  
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 Poverty, health insurance and education, indicators for the socio-economic 

consequences of racialization, are all statistically associated with service use in the past 

year. Those with incomes at the highest percentage of the federal poverty threshold 

(600% + FPL) are one and one-half times more likely to use services than those with 

incomes at the second to lowest poverty threshold (200-399% FPL).  Those covered by 

public insurance are one and one-half to two times more likely to use services than 

private only or other insurance and almost three times more likely than those without 

insurance.  Those with a college level education or higher are more than twice as likely 

to report using services than those with less than a high school education.  

Both indicators for predisposing demographics, age and gender, are statistically 

associated with service use. The second to oldest age group, age 45 to 64, are about 

twice as likely to use services as the oldest age group, age 65 and over, and almost one 

and one-half times as likely as the youngest age group, age 18-24. Women are two 

times more likely to report service use than men. Lastly, respondents with symptoms 

meeting DSM-IV criteria for a diagnosable disorder are more than four times as likely to 

use services than those without symptoms or with symptoms that do not meet the 

diagnostic criteria. To determine if perceived ethic discrimination remains associated 

with the use of services net of the selected common predictors of service use, results 

for multivariate logistic regressions are provided next.  

4.2.2 Logistic Regressions for All Adult Latinos  

 The regression for the focal relationship between perceived ethnic discrimination 

and the use of mental health-related services is shown in Table 4. Model I shows the 

bivariate regression, Model II adds demographic factors for age and gender, Model III 
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includes factors for the socio-economic consequences of racialization - poverty index, 

education, and health insurance which are factors that would enable service use, Model 

IV includes perceptions of neighborhood crime as another indicator for the socio-

environmental consequences of racism, and Model V includes whether or not 

respondents have symptoms meeting criteria for one or more DSM-IV diagnosable 

disorders as an indicator of needing mental health services.  

In Model 1Table 4, the odds of using services is over 3 times greater for those 

who reported they often perceive ethnic discrimination compared to those who reported 

never (OR 1.477^3 = 3.22). When controlling for demographic factors in Model II, the 

odds of service use remain approximately the same for those perceiving ethnic 

discrimination. Consistent with other literature, women have greater odds of using 

services than men, and those in the middle-age group, age 45 to 64, also have higher 

odds of using services than the oldest age group.  With additional controls for poverty, 

education and insurance type in Model III, the odds of service use for those perceiving 

ethnic discrimination remains consistent with previous models, however statistical 

differences in age group disappears even though trends remain the same. Compared to 

those with private insurance the odds of service use is highest for those with public 

insurance and lowest for those who are uninsured.  The odds in service use decrease 

with lower levels of education compared to those with a college education or higher.  In 

Model IV, controlling for perceived neighborhood crime, the odds of service use for 

perceived ethnic discrimination remains relatively consistent with previous models.  

Perceived neighborhood crime has a statistically significant positive association with 

service use. Controlling for having symptoms that meet criteria for a diagnosable 
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disorder in Model V, the statistical difference between private and public health 

insurance disappears but those who are uninsured have statistically lower odds than 

those with private insurance. Perceived ethnic discrimination remains statistically 

significant and perceived neighborhood crime is associated with services use at p=.052, 

with both having slightly lower odds than in the previous model.   

Other statistically significant independent variables in Model V are of interest as 

well.  The odds of service use among women 1.7 times higher than men. Those with 

private insurance have 1.7 times greater odds of using services than those who are 

uninsured but those with public insurance have 1.6 times greater odds of service use 

than those with private insurance.  The odds of service use among those with a college 

education is 1.5 times higher than those with some college, 1.7 times higher than those 

with a high school diploma, and 2.6 times higher than those with less than a high school 

education.  The odds of using services increases by a factor of 7 for those with 

symptoms meeting criteria for a diagnosable disorder compared to those with symptoms 

not meeting diagnostic criteria or who are symptom free. 

4.2.3 Discussion for All Adult Latinos  

A positive statistically significant association between perceived ethnic 

discrimination and mental health-related service use was found for adult Latinos 

residing in the United States, indicating that as adult Latinos’ perception of ethnic 

discrimination increases so does their use of services. Longitudinal studies have found 

discrimination to be causally associated with diminishing health and poor mental health 

(G. Gee & Walsemann, 2009; Pavalko, Mossakowski, & Hamilton, 2003; Schulz et al., 

2006).  As such, these findings may indicate that the relationship found in this study 
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between perceived ethnic discrimination and the use of mental health-related services is 

perhaps due to the effect of discrimination on Latino’s mental health.  Longitudinal 

studies on the effect of discrimination on mental health and the use of mental health-

related services are needed. 

Of the three indicators for the socio-economic consequences of racialization, only 

health insurance and education were found to predict service use.  Adult Latinos in the 

U.S. with public insurance had the highest odds of using services; higher than those 

with private insurance or other types of insurance, and those who were uninsured fared 

the worst.  The use of services increased as educational attainment increased among 

adult Latinos.  However, poverty, as measured by taking the ratio of household income 

to federal poverty thresholds, was not statistically associated with service use among 

adult Latinos.  

Consistent with other mental health service use literature (Mackenzie, Gekoski, & 

Knox, 2006), gender predicts service use among adult Latinos residing in the United 

States. Latinas were more likely to use services than their male counterparts.  Although 

differences in age groups were not statistically significant at p<.05 for adult Latinos after 

controlling for the socio-economic and socio-environmental consequences of 

racialization, the trends in service use remained consistent with existing literature 

(Mackenzie et al., 2006). That is, there was a trend for adult Latino respondents, age 45 

to 64, to seek services more than any other age group, although the statistical 

significance of that pattern disappeared in the fully adjusted multivariate model.  

Though these findings for all adult Latinos are informative in and of themselves, 

they findings do not necessarily capture the effects of particular socio-political context 
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that some adult Latinos may face while residing in the U.S.  Of particular focus in this 

study is the socio-political context surrounding nativity and citizenship status, both of 

which are politically charged issues with immense socio-environmental, socio-

economic, and socio-psychological ramifications for Latinos.  As such, the following 

sections provide the results for stratified analysis for three mutually exclusive Latinos 

groups – foreign-born Latinos who are not U.S. citizens, naturalized Latinos (including 

island-born Puerto Ricans), and U.S.-born Latinos (including U.S.-born Puerto Ricans) 

who by default are U.S. citizens. 

4.3 Noncitizen Latinos 

4.3.1 Bivariate Associations for Noncitizen Latinos 

Table 5 presents weighted statistics on societal and individual determinants for 

mental health-related services use in the past year among noncitizen Latinos. The tests 

of significance and unweighted number of cases for each determinant are also 

provided.  Several indicators for societal determinants are statistically associated with 

any mental health-related service use in the past year.  Among the major Latino ethnic 

groups in the U.S.5, noncitizen Cubans are nearly twice as likely to use mental health-

related services as noncitizen Mexicans. Perceived ethnic discrimination and perceived 

neighborhood crime are both positively associated with the use of services in the past 

year. A statistically significant higher level of discrimination and neighborhood crime is 

reported among those who sought out services in the past year compared to those who 

did not seek services (means 1.80 and 1.77), respectively, p<.01).  

                                            
5 Puerto Ricans, whether born in the U.S. or on the Island are U.S. citizens and thus are not included in 
these analyses. 
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 Poverty was not associated with service use among noncitizen Latinos, although 

trends suggest that those with incomes at the highest percentage of the federal poverty 

threshold (600% + FPL) may use more services than those with incomes in the lower 

percentages of the poverty thresholds. Those covered by public insurance are three 

times more likely to use services than those without insurance. Those with a college 

level education or higher are more than three times as likely to report using services 

than those with less than a high school education.  

Age is not associated with service use, with about ten percent in each age group 

using mental health-related services.  Women are twice as likely to report service use 

as men. Lastly, respondents with symptoms meeting DSM-IV criteria for a diagnosable 

disorder are about eight times more likely to use services than those without symptoms 

or with symptoms that do not meet diagnostic criteria. To determine if perceived ethic 

discrimination remains associated with the use of services among noncitizen Latinos, 

net of the selected common predictors of service use, multivariate logistic regressions 

are assessed next.  

4.3.2 Logistic Regressions for Noncitizen Latinos 

The bivariate regression for the focal relationship between perceived ethnic 

discrimination and the use of mental health-related services among noncitizen Latinos is 

shown in Table 6, Model I.  Model II adds demographic factors for age and gender, 

Model III includes poverty index, education, and health insurance, Model IV includes 

perceptions of neighborhood crime, and Model V includes whether or not respondents 

have symptoms meeting DSM-IV criteria for one or more diagnosable disorders.  
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Model I shows the odds of using any mental health-related services among 

noncitizen Latinos increases with increases in perceive ethnic discrimination.  When 

controlling for demographic factors in Model II, the odds of service use remains 

approximately the same for perceived ethnic discrimination. Consistent with other 

literature women have higher odds of using services than men. With additional controls 

for poverty index, education and insurance type in Model III, the odds of service use for 

perceived ethnic discrimination remains consistent with previous models. Compared to 

those with no insurance, the odds of service use increases for those with public 

insurance and for those with private insurance.  Compared to those with less than a 

high school education, the odds of service use increases for those with a higher formal 

education.  

In Model IV, the odds of service use for perceived ethnic discrimination remains 

consistent when controlling for perceived neighborhood crime.  The odds of service use 

increases with increases in perceived neighborhood crime.  All other covariates 

remained consistent with results in Model III.  Controlling for having symptoms that meet 

criteria for a diagnosable disorder in Model V, statistically significant differences 

between income levels emerged. Compared to those with incomes at 0-199% of the 

FPL, the odds of service use is lower for those with incomes at 400-599% FPL. Even 

though the statistical significance for perceived ethnic discrimination and perceived 

neighborhood crime drops below the p<.05 level when controlling for need, the direction 

and magnitude for these measures remains with perceived neighborhood crime being 

associated with use of services at p=.073.  Additionally, in Model V, the odds of using 
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services for noncitizen Latinos is higher for those with an identified need for services 

than for those whose symptoms did not meet criteria or who are symptom free. 

For other statistically significant variables in the fully adjusted model (Model V), 

the odds of service use is greater for women than for men. Compared to those with no 

insurance, the odds of using services are greater for those with public insurance and for 

those with private insurance. The odds of using services increase with higher education 

which is consistent with other literature. Compared to noncitizen Latinos with less than a 

high-school education, the odds of service use is greater for similar Latinos with more 

formal education.  

4.3.3 Discussion for Noncitizen Latinos 

 Of the two indicators for the socio-environmental consequences of racialization, 

perceived neighborhood crime remained associated with service use at p=.073 in the 

final adjusted model. The statistical significance for perceived ethnic discrimination 

dropped in the final model, even though the direction and the magnitude remained 

relatively similar to the previous models where it was statistically significant. The lack of 

statistical significance for perceived ethnic discrimination may be due to a relatively 

smaller sample size (n=771).  

 Consistent with existing literature, health insurance, education, and poverty are 

associated with the use of mental health-related services among noncitizen Latinos. 

Health insurance is a very important predictor for service use in the United States and 

even though a large proportion of noncitizen Latinos are uninsured, those with public 

insurance had the highest odds of using services; higher than those with private or other 

types of insurance compared to those who were uninsured.  Similar to existing 
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literature, the use of services increases as education increases among noncitizen 

Latinos.  However, inconsistent with other literature, poverty does not have a linear 

relationship with service use.  Compared to noncitizen Latinos with incomes at or below 

the poverty threshold, those with an income four to five times the poverty threshold have 

lower odds of using services.  The trends in the parameters suggest a u-shaped 

relationship with service use; those with the lowest and highest income having higher 

odds of service use than those with incomes in the middle.   

Consistent with existing literature, gender is a predictor of service use among 

noncitizen Latinos.  Women in general are more likely to seek medical and mental 

health-related services than their male counterparts. This trend remains consistent for 

mental health-related services among noncitizen Latinos.  However, contrary to other 

literature, age was not a predictor for mental health-related service use.  

4.4 Naturalized Latinos 

4.4.1 Bivariate Associations for Naturalized Latinos 

As in previous sections, Table 7 presents weighted statistics on societal and 

individual determinants for mental health-related services use in the past year for 

naturalized Latinos.  This table includes tests of significance and unweighted number of 

cases for each determinant.  Ethnicity, as an indicator of the social and political ordering 

of a racialized society, is statistically associated with any mental health-related service 

use in the past year.  Among the major Latino ethnic groups in the U.S., island-born 

Puerto Ricans are nearly three times as likely to use services as naturalized Mexicans, 

and about twice as likely as naturalized Cubans. 
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 Perceived ethnic discrimination and perceived neighborhood crime show a 

positive trend with the use of services in the past year at p=.052 and p=.061, 

respectively. Health insurance was statistically associated with service use in the past 

year, but poverty and education were not.  Additionally, neither age nor gender is 

statistically associated with service use. Lastly, foreign-born Latinos with U.S. 

citizenship who have symptoms meeting DSM-IV criteria for a diagnosable disorder are 

about four times more likely to use services than those without symptoms or with 

symptoms that do not meet the diagnostic criteria. To determine the extent to which 

perceived ethic discrimination is associated with the use of services among foreign-born 

Latinos who are citizens of the U.S., net of the selected common predictors of service 

use, multivariate logistic regressions are assessed next. 

4.4.2 Logistic Regression for Naturalized Latinos 

The bivariate regression for the focal relationship between perceived ethnic 

discrimination and the use of mental health-related services is shown in Table 8, Model 

I.  Model II adds demographic factors for age and gender, Model III includes poverty 

index, education, and health insurance – indicators for the socio-economic 

consequences of racialization that would enable service use, Model IV includes 

perceptions of neighborhood crime as another indicator for the socio-environmental 

consequences of racialization, and Model V includes whether or not respondents have 

symptoms meeting criteria for a diagnosable disorder as an indicator of needing mental 

health services.   

Table 8, Model I shows the bivariate regression with the odds of using any 

mental health-related services among naturalized Latinos increase with increases in 
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perceived ethnic discrimination.  When controlling for age and gender in Model II, the 

odds of service use remains approximately the same for perceived ethnic 

discrimination.  Differences in age group at p=.053 were found with lower odds of 

service use among naturalized Latinos age 65 and over compared to similar Latinos 

age 45-64. Gender is not statistically associated with services use, though the odds 

ratio does suggest females may have higher odds of using services than men.  

With additional controls for poverty, education and insurance type in Model III, 

the odds of service use for perceived ethnic discrimination remains consistent with 

previous models. Naturalized Latinos with a household income at 400 to 599% of the 

federal poverty threshold have statistically significant higher odds of service use 

compared to similar Latinos with income at 200 to 399% of the FPL. A statistically 

significant difference by educational attainment was not found for naturalized Latinos.  

Compared to naturalized Latinos with private insurance, those who are uninsured have 

lower odds of services use.  Within group testing, differences between public and 

private insurance was not statistically significant for naturalized Latinos.  

In Model IV, perceived ethnic discrimination remains statistically significant when 

controlling for perceived neighborhood crime, which is not significant itself.  The 

difference in age groups, age 65 and over, and age 45-64 remains at p=.066. In the fully 

adjusted model, Model V, which controls for having symptoms that meet criteria for a 

diagnosable disorder, the odds of service use is slightly reduced for perceived ethnic 

discrimination and remains associated at p=.074, which may be due to a relatively small 

sample size (n=668).  The statistical difference in poverty remains and the significance 
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for age groups becomes statistically significant at p<.05 with those age 65 and over 

having lower odds of service use compared to those age 45 to 64.  

Among the other independent variables in Model V, gender and education do not 

predict service use among naturalized Latinos, although the parameters are in the 

expected direction.  Consistent with other literature, those who are age 45-64 have 

higher odds of service use than those who are age 65 and over. Similarly, those who 

are uninsured have the lowest odds of service use compared to those with any type of 

health insurance, but there are no differences between private and public insurance or 

by education level. Lastly, the odds of using services was much greater for those with 

symptoms meeting criteria for a diagnosable disorder than those with symptoms not 

meeting diagnostic criteria or who are symptom free.  

4.4.3 Discussion for Naturalized Latinos 

 Results for noncitizen Latinos provides evidence that perceived ethnic 

discrimination has a statistically significant positive association with the use of mental 

health-related services in the past year, net of other covariates that commonly predict 

mental health service use, and remains associated with services use at p=.07 when 

controlling for presence of a diagnosable disorder. The declining statistical significance 

after controlling for diagnosable disorder may have been due to the sample size being 

too small (n=668) to detect difference at the p<.05 level given the number of covariates.  

These findings suggest that a larger sample size for naturalized Latinos may be needed 

to better ascertain the relationship between perceived ethnic discrimination and mental 

health-related service use for this population.   
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The results of other covariates among naturalized Latinos were inconsistent with 

existing literature.  For example, type of insurance, education and poverty were not 

statistically associated with service use in the past year.  Those who were uninsured 

were statistically less likely to use services than those who had any type of insurance, 

but differences between insurance types, especially between private and public, were 

not found for this group. These findings suggest that there are other factors that need to 

be considered to better understand barriers and facilitators of service use among 

naturalized Latinos.  

4.5 U.S.-Born Latinos 

4.5.1 Bivariate Associations for U.S.-Born Latinos 

As in previous sections, Table 9 presents weighted statistics on societal and 

individual determinants for mental health-related services use in the past year for U.S.-

born Latinos who by default are U.S. citizens.  This table includes tests of significance 

and unweighted number of cases for each determinant.  Beginning with ethnicity, the 

trends in the data suggest that U.S. mainland-born Puerto Ricans use the most services 

while U.S.-born Mexicans use the least among U.S.-born Latino ethnic groups, but 

these narrow differences were not statistically significant.   

 Perceived ethnic discrimination has a statistically significant positive associated 

with the use of services in the past year while perceived neighborhood crime is 

associated at p=.089. Health insurance was statistically associated with service use in 

the past year, while education and poverty were not. Differences in age group was 

found at p=.061. Lastly, U.S.-born Latinos with symptoms meeting DSM-IV criteria for a 

diagnosable disorder are about four times as likely to use services than those without 
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symptoms or with symptoms that do not meet the diagnostic criteria. To determine the 

extent to which perceived ethic discrimination is associated with the use of services 

among U.S-born Latinos, net of the selected common predictors of service use, 

multivariate logistic regressions are assessed next. 

4.5.2 Logistics Regression for U.S.-Born Latinos 

The bivariate regression for the focal relationship between perceived ethnic 

discrimination and the use of mental health-related services is shown in Table 10, 

Model I.  Model II adds demographic factors for age and gender, Model III includes 

poverty index, education, and health insurance as indicators of the socio-economic 

consequences of racialization that would enable service use, Model IV includes 

perceptions of neighborhood crime, and Model V includes whether or not respondents 

have symptoms meeting criteria for a diagnosable disorder as an indicator of needing 

mental health services.   

Model I shows the odds of using any mental health-related services among U.S.-

born Latinos increases with each unit increase in perceived ethnic discrimination. When 

controlling for demographic factors in Model II, the odds of service use remains 

approximately the same for those perceiving ethnic discrimination. Consistent with other 

literature, women have greater odds of using services than men. With additional 

controls for poverty index, education and insurance type in Model III, the odds of service 

use for those perceiving ethnic discrimination remains consistent with previous models. 

The odds of service use are higher for those with public insurance compared to those 

with private insurance, although there is no difference for the uninsured. The odds in 

service use decrease with lower levels of education, especially for those with some 
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college and those with a high school education compared to those with a college 

education or higher, all statistically significant.  In Model IV, controlling for perceived 

neighborhood crime, perceived ethnic discrimination remains statistically significant and 

all other parameters remain consistent with the previous model.   

In the fully adjusted model, Model V, controlling for having a diagnosable 

disorder, the odds of service use are slightly reduced for perceived ethnic discrimination 

but the positive association remains statistically significant. Statistically significant 

differences between those age 45 to 64 and age 18 to 24 emerged and the difference 

between private and public health insurance remains at p=.058. Women continue to 

have higher odds of using services than men, and compared to those with public 

insurance, the odds of using services is lower for those with private insurance.  Among 

U.S.-born Latinos, the odds of using services are greater for those with a college or 

higher education than those with less than a college education.  The odds of using 

services was much greater for those with symptoms meeting criteria for a diagnosable 

disorder than those with symptoms not meeting diagnostic criteria or who are symptom 

free.  

4.5.3 Discussion for U.S-Born Latinos 

 Perceived ethnic discrimination has a statistically significant positive association 

with the use of mental health services in the past year for U.S.-born Latinos.  This 

association remains after controlling for covariates and the need for services which 

commonly predict service use.  These findings are inconsistent with medical service use 

literature which often finds discrimination to be a barrier to service use.  However, 

mental health-related services, in this study, includes both formal and informal sectors 
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and findings may be more in alignment with medical services if analyses were restricted 

to just the formal sector. Nevertheless, these findings suggest that perceived ethnic 

discrimination is an important indicator for understanding U.S.-born Latinos’ overall use 

of mental health-related services.   

Having health insurance, a higher income, and a higher education are often 

found to facilitate more service use.  However, for U.S.-born Latinos, only health 

insurance and a higher education facilitated more use, but differences by income were 

not present.  Having private or public health insurance facilitated more service use than 

those who were uninsured and those with other types of health insurance (i.e. Medicare, 

military, or other). Even though U.S.-born Latinos were more likely to have private 

health insurance, those with public health insurance had higher odds of using services 

than those with private insurance. Similarly, compared to U.S.-born Latinos with a 

college or higher education, those with less formal education were less likely to use 

services.   

Gender, age, and having a diagnosable disorder are common predictors of 

service use with women, those in the second to oldest group, age 45 to 64, and those 

with either an objective or subjective need for services using more services than men, 

other age groups, and those without a need for services, respectively.  Consistent with 

other literature, U.S.-born Latinas are more likely to use services than their male 

counterparts, and U.S.-born Latinos with an objective identified need are more likely to 

use services than similar Latinos without an objective identified need.  However, 

differences in the use of services by age group were not found for U.S.-born Latinos.     
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4.6 Summary and Discussion 

 Common predictors of service use such as income, health insurance, education, 

age, gender and having a need for services varied across Latino subgroups based on 

nativity and citizenship status (see summary Table 11).  For bivariate associations, all of 

these predictors had a statistically significant relationship with service use among all 

adult Latinos.  However, the bivariate association between income and service use did 

not hold true for any of the Latino subgroups.  Statistically significant differences for 

educational attainment was not found for all groups except for naturalized of U.S.-born 

Latinos.  Age was associated with service use at p=.061 for U.S.-born Latinos but not 

for noncitizen or naturalized Latinos.  Gender differences were found for noncitizen and 

U.S.-born Latinos but not for naturalized Latinos.  Health insurance was the only 

predictor associated with service use for all three groups.  For other independent 

variables of interest, perceived ethnic discrimination had a statistically significant 

relationship with services use for noncitizen and U.S.-born Latinos and an association at 

p=.052 for naturalized Latinos.  Perceived neighborhood crime was statistically 

associated with service use for noncitizen Latinos and associated at p=.061 for 

naturalized Latinos and at p=.089 for U.S.-born Latinos.  Statistically significant 

differences by ethnic groups were found for noncitizen and naturalized Latinos but not 

for U.S.-born Latinos.  

 In multivariate logistic regressions, perceived ethnic discrimination, as an 

indicator for the socio-environmental consequences of racialization, has a statistically 

significant positive association with past year use of mental health services, net of 

covariates and the identified need of services, among all adult Latinos residing in the 
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United States (see summary Table 12).  This relationship remained statistically 

significant in the stratified analysis for U.S.-born Latinos and associated at p=.074 for 

naturalized Latinos.  Even though the statistical significance of this relationship for 

noncitizen Latinos dropped after controlling for identified need for services, the direction 

and the magnitude remained similar to previous models suggesting a larger sample size 

may be needed to detect statistical significance.  Overall, these findings show a positive 

relationship between perceived ethnic discrimination and service use in the past year 

among Latinos who reside in the United States net of other common predictors of 

mental health service use.    

The positive association between perceived ethnic discrimination and the use of 

mental health-related services is paradoxical on the one hand, but could be reasonable 

on the other.  On the one hand, these findings are contradictory to medical service use 

literature which documents perceived discrimination to be a barrier to service use, 

whereas this study finds perceived ethnic discrimination to increase the use of mental 

health-related services among adult Latinos residing in the United States. However, this 

study includes mental health-related services found in the informal sector, which Latinos 

are more likely to use for mental health problems (Pescosolido et al., 2013).  As such, if 

Latinos are more likely to use the informal sector, the inclusion of these services in my 

outcome variable might explain why perceived ethnic discrimination is positively 

associated with service use in this study. On the other hand, perceived ethnic 

discrimination, as an emotional and mental stressor, could lead to more service use as 

a way to cope with the stress from discrimination and possibly other socio-

environmental consequences from living in a racialized society.  As such, perceived 
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ethnic discrimination may be an important but understudied factor in understanding the 

use of mental health-related service use among Latinos residing in the United States.  

While perceived racial or ethnic discrimination has been extensively researched 

in the medical services sector (Crawley, Ahn, & Winkleby, 2008; Lee et al., 2009; Van 

Houtven et al., 2005), very little research has been conducted to ascertain the extent to 

which it predicts the use of mental health-related services (Spencer et al., 2010). These 

findings suggest a need for more research to understand how and why perceived ethnic 

discrimination influences more mental health-related service use and to what extent it 

influences higher use in the formal sector, that is mental health specialty or general 

medical, in comparison to the informal sector such as clergy, traditional healers, online 

support groups, etc.  

 Perceived neighborhood crime, another indicator for the socio-environmental 

consequences of racialization included in the full regression with discrimination, has as 

statistically significant and positive relationship with past year service use among adult 

Latinos residing in the U.S.  However, when Latino adults are stratified by their joint 

nativity and citizenship status, the magnitude and statistical significance of that 

relationship is strongest for noncitizen Latinos compared to their U.S.-born and 

naturalized counterparts (Table 12).  These findings suggest that citizenship may 

condition the relationship between perceived neighborhood crime and service use. For 

instance, noncitizen Latinos include many who are undocumented and are forced to 

work in low-paying jobs (Pew Research Center, 2007). As such, their citizenship status 

may be an indicator of having a lower income and they may be more vulnerable to living 

in high-risk neighborhoods with worse crime. To the extent that they do not have valid 
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immigration documents, they are also more likely to fear going to the police and 

therefore are more vulnerable to being victimized. This in turn may lead to an increase 

in the use of mental health-related services as a way to cope with the additional stress 

from living in crime ridden neighborhoods with little recourse.  

 Health insurance, one of the three indicators for the socio-economic 

consequences of racialization assessed in this study, is an important facilitator in 

access and use of formal mental health services in the United States. At the aggregate 

level, adult Latinos residing in the U.S. were predominately covered by the private 

sector. However, when Latinos were stratified by their nativity and citizenship status, 

U.S.-born Latinos had the highest rates of coverage in the private sector followed by 

naturalized Latinos and then noncitizen Latinos. Noncitizen Latinos fared the worst with 

any type of health care coverage because almost one-half of the population was 

uninsured.  The inequities in health care coverage for noncitizen Latinos may be due to 

several factors. For example, with insurance in the private sector, noncitizen Latinos are 

more likely to be employed in sectors that do not provide insurance and may not having 

enough income to purchase private insurance due to low paying employment (Passel & 

Cohn, 2015). For insurance in the public sector, there are policies that create barriers 

for noncitizen Latinos who are lawful permanent residents who must reside in the U.S. 

for at least five years before they are eligible for federally-financed public insurance, and 

for undocumented noncitizen Latinos, most are only eligible for emergency public health 

coverage.   

 Adult Latinos with public insurance tend to have higher odds of service use than 

similar Latinos with private coverage and this finding held true for U.S.-born Latinos.  
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These findings contradict what has been established in medical service use literature 

which indicates that private insurance provides more coverage and accessibility to 

services than public insurance. The inconsistent findings between medical care and 

mental health care may be due to the different levels of mental health coverage 

provided by the different insurance sectors. The NLAAS study was conducted between 

2002 and 2003, a time before the Paul Wellstone and Pete Dominici Mental Health 

Parity and Addiction Act of 2008 was enacted to end health insurance benefits inequity 

between medical and mental health coverage in private health plans. Additionally, 

Medicare did not provide full parity in mental health coverage until 2014 (American 

Psychological Association, 2013).  These findings suggest the importance of adequate 

mental health coverage to be provided in all insurance sectors for those with a 

diagnosable disorder and also for those who may be seeking preventive and early 

intervention services, which includes those who have symptoms but not severe enough 

to meet criteria for having a diagnosable disorder.  

 Another one of the socio-economic consequences of racialization in the U.S. is 

that populations of color disproportionally have lower educational attainment. This is 

true for adult Latinos as a whole, but disproportionally impacts those who are foreign-

born with the worst outcomes for those who are not citizens. Similar to existing literature 

education was positively associated with service use for some Latinos (Alegria, 

Mulvaney-Day, et al., 2007).  At the aggregate level, this relationship held true. 

However, when stratified by nativity and citizenship status, it only held true for U.S.-born 

Latinos and noncitizen Latinos but not for naturalized Latinos. The parameters for the 

latter group suggest education does not have an effect on service use.  However, in this 
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study and others it is not clear whether those with a higher education are more aware of 

services because they have more formal education or whether those with a higher 

education have less stigmatized attitudes about the use of mental health services.  As 

such, more research is warranted to better understand the higher use of services 

among those with a higher education.  

 Poverty is another socio-economic consequence of racialization in the U.S. for 

populations of color.  This is particularly true for Latinos residing in the U.S. as their 

income is disproportionally at or below poverty, especially among foreign-born Latinos 

(Kochhar & Fry, 2014).  Existing literature finds a positive linear relationship between 

relative income and use of specialty mental health service (Alegría et al., 2002), but for 

mental health-related services which includes services in the informal sector, this 

relationship did not always exist.  For instance, at the aggregate level, this association 

did not hold true for all adult Latinos residing in the U.S., with no association between 

income and service use at all. However when Latinos were stratified by nativity and 

citizenship status, the parameters for this relationship among naturalized Latinos 

suggested a possible linear relationship but the sample size may have been too small to 

detect statistical significance.  Additionally, a statistically significant difference emerged 

for foreign-born Latinos in which those with the lowest relative income group (0-199% 

FPL) having higher odds of service use than those with incomes between 400-500% 

FPL. These findings may indicate that those with low-incomes may have more 

accessibility to no or low-cost mental health services and those with higher-incomes 

were able to afford out-of-pockets costs for these services, whereas those with incomes 

in the middle make too much money to qualify for free or low-cost services but not 
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enough income to cover the associated costs. Overall, these findings highlight the 

importance of assessing the unique racialized experiences of vulnerable populations.  

It is well documented that having a need for mental health services is one of the 

strongest predictors in using services, and this held true for all Latinos regardless of 

nativity or citizenship status.  However, less than half of the adult Latinos residing in the 

U.S., who were identified as having a need in the past year, used services during the 

same time period. These findings are consistent with the percent of those with identified 

need in the general population who use services (Wang, Lane, et al., 2005).  However, 

when Latinos were stratified by their nativity and citizenship status, the proportion of 

those with identified need that used services, decreased with U.S.-born Latinos having 

the highest proportion and noncitizen Latinos have the smallest proportion (see Table 5, 

Table 7, and Table 9), which is likely explained by no insurance and low education 

(which are highest among noncitizens) being barriers to needed care. For all groups, 

having a diagnosable disorder was positively associated with service use net of all other 

covariates.   

Age and gender are considering predisposing demographic factors, 

characteristics that are inherent to the individual and cannot be changed by policy 

interventions. Somewhat consistent with existing literature (Mackenzie et al., 2006), this 

study finds that those ages 45-64 have higher odds of service use compared to some of 

the other age groups. For instance, among naturalized Latinos, those ages 45-64 have 

statistically significant higher odds of services use than those age 65 and over, and for 

U.S.-born Latinos, those age 45-64 have statistically significant higher odds than the 

younger age group, age 18-24. For noncitizen Latinos, these relationships were 
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suggestive by the trends in the parameters but were not statistically significant. Overall, 

these findings and existing evidence are on the one hand inconsistent with what is 

known about the early onset of disorders, and on the other hand consistent with what is 

known about delays in care.  For instance, psychiatric epidemiological studies find that 

the onset of many disorders often occur during adolescence and early adulthood (De 

Girolamo, Dagani, Purcell, Cocchi, & McGorry, 2012; Kessler, P., et al., 2005) and 

therefore higher service use would be expected for the younger adult age group.  

However there are often long delays in care or no care after first onset (De Girolamo et 

al., 2012; Wang, Berglund, et al., 2005), which may explain the lower use among the 

younger age group.  As such, these findings suggest that more outreach is needed for 

younger adults and research is needed to understand the occurrence, remission, and 

possible reoccurrence of disorders across the lifespan as well as the barriers to service 

use during onset across the lifespan.  

Consistent with existing literature (Mackenzie et al., 2006), women in general are 

more likely to seek medical and mental health-related services than their male 

counterparts.  This trend remains consistent for mental health-related services among 

adult Latinos.  These findings suggest that more research is needed to understand the 

barriers men encounter in seeking services to help inform better and more accessible 

services.   

  Establishing that a relationship exists between perceived ethnic discrimination 

and mental health related-service use among Latinos is fundamental to having a better 

understanding of how racialized experiences might influence the use of these services. 

The findings from Specific Aim 1 support the link between perceived ethnic 
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discrimination and service use in the integrated conceptual framework (Figure 2) and in 

the analytic framework (arrow for focal relationship, Figure 3). However, with cross-

sectional data, an association between two variables does not prove causation.   

 From Figure 2, it is conceptualized that the relationship between perceived ethnic 

discrimination and service use also exists indirectly via having symptoms that meet the 

criteria for a diagnosable disorder.  In other words, theorizing a possible causal 

mechanism could help shed light on the direction of the relationship and the process by 

which the observed relationship exists. In order to better suggest a mechanism or 

process that underlies the observed relationship between perceived ethnic 

discrimination and service use, mediation analysis is necessary to test a hypothesized 

causal chain when using cross-sectional data (Aneshensel, 2012; Baron & Kenny, 

1986).  The causal chain hypothesized in this dissertation is that perceived ethnic 

discrimination may increase severity and duration of symptoms indicative of having a 

diagnosable disorder that, in turn, affects the use of mental health services (dashed 

arrows in Figure 4).  This hypothesis is tested in Specific Aim 2 and the results are 

discussed in the next chapter.  
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Chapter 5 – The mediating or moderating effect of having a 

diagnosable disorder on the relationship between perceived ethnic 

discrimination and the use of mental health-related services. 

5.1 Introduction  

 It is well documented that having a diagnosable disorder is one of the strongest 

predictors of using mental health services (Neighbors, Caldwell, Williams, & et al., 2007; 

Wang, Lane, et al., 2005). It is also well documented that an increase in perceived racial 

or ethnic discrimination is associated with an increase in mental health disorders among 

Latinos (Araújo & Borrell, 2006; Chou et al., 2012) and Latino immigrants (Gee et al., 

2006).  However, what has not been assessed or documented is how these three 

factors, having a diagnosable disorder, perceived ethnic discrimination and the use of 

mental health services, are related in the Latino population.     

 The goal of specific aim two is to determine if having symptoms meeting criteria 

for a diagnosable disorder plays a role in either moderating or mediating the relationship 

between perceived ethnic discrimination and the use of mental health-related services 

among adult Latinos, net of covariates. Therefore, the first research question under 

specific aim two asks: 

RQ2-1: Among adult Latinos, to what extent does having symptoms 

meeting criteria for a diagnosable disorder either moderate or mediate the 

relationship between perceived ethnic discrimination and the use of 

mental health-related services, net of covariates? 

The second research question under specific aim two asks: 
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RQ2-2: To what extent do these relationships differ by nativity and 

citizenship status?  

 This chapter is divided into two sections, the first section provides a description 

and discussion of the results for the extent to which having a diagnosable disorder 

either mediates or moderates the relationship between perceived ethnic discrimination 

and service use.  The second section describes and discusses the results from post-hoc 

analyses, which examines the extent to which having a diagnosable disorder either 

mediates or moderates the relationship between perceived neighborhood crime, as 

another indicator of the socio-environmental consequences of racialization, and service 

use.  

 The first section begins with a step-by-step process with multiple figures to 

demonstrate the results of the mediation analysis for adult Latinos, age 18 and over, 

who reside in the United States, followed by a discussion of these results. The following 

three sub-sections will condense the multiple figures into one to discuss the results of 

the stratified mediation analyses for noncitizen, naturalized, and U.S.-born Latinos, 

respectively. The second section also condenses the step-by-step process into one 

figure for each of the four Latinos groups.    

 For all groups assessed, Table 13 for the first section and Table 16 for the 

second section provide the standardized regression coefficients for each of the four 

criteria that must be met before testing for mediation.  All models controlled for 

covariates, coefficients are not displayed in these tables but can be found in Table 22 

through Table 24 for the first section and Table 25 through Table 27 for the second 

sections (Appendix B). 
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5.2 All Adult Latinos, age 18 and over 

The top row of Table 13 shows the coefficients for adult Latinos, age 18 and 

over.  In the first model, criteria one for mediation analysis6 is met (β=.059) – a 

statistically significant relationship exists between perceived ethnic discrimination and 

the use of mental health-related service use in the past year, net of covariates, as was 

also documented in the last chapter.  In the same table, Model 2, criteria two is also met 

(β=.044), establishing a relationship between perceived ethnic discrimination and the 

mediating variable, having a diagnosable disorder.  The relationships for the first two 

criteria are represented in Figure 5, path c, the total effect, and path a, respectively.  In 

the same table, the coefficients for criteria three and four have been met and are shown 

in Table 13, Model 3. The third criterion requires a statistically significant relationship 

between the mediator, having a diagnosable disorder, and the use of mental health-

related services. Lastly, criteria four requires the effect of perceived ethnic 

discrimination on the use of services to be reduced after controlling for the mediator, 

having a diagnosable disorder.  To determine whether the reduction is statistically 

significant, the Sobel-Goodman tests are used and the p-values of the z-score show 

that the change is statistically significant.  Criteria three and four are represented in 

Figure 6 as path b and path c’ (the direct effect), respectively.  Figure 7 demonstrates 

the comparison between the effect of perceived ethnic discrimination and the use of 

services while controlling for having a diagnosable disorder, the mediator, path c’ or the 

direct effect, and the same effect without controlling for the mediator, path c, or the total 

effect. The comparison does show a shrinkage of about 25% ((.059-.044)/.059)*100).  

                                            
6 For an overview of the four criterion for mediation analysis, please see Mediation and Moderation 
Analysis under Analytic Plan in Chapter 3.  
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The direct effect is still statistically significant indicating the relationship between 

perceived ethnic discrimination and mental health-related service is partially mediated 

by having symptoms meeting the criteria for a diagnosable disorder, net of covariates.  

Now that all four criteria have been met to proceed with mediation analysis, the 

indirect effect is calculated by multiplying the standardized regression coefficients for 

paths a and b, and the resulting coefficient is tested using Sobel –Goodman Mediation 

tests.  The standardized indirect effect is .015 (.044 (path a) x.348 (path b)). The results 

of the three z-tests range from 2.433 to 2.454, indicating the indirect effect is statistically 

significant (Table 14). The percent of the total effect that is mediated is calculated by 

dividing the indirect effect by the total effect and multiplying by 100 which in this 

instance is (.015 x .059)*100 = 25.9%.  The indirect effect and its relationship to the total 

effect is represented in Figure 8.     

 Moderation was tested by entering one variable to represent the interaction of a 

continuous variable, perceived ethnic discrimination and a binary variable, having a 

diagnosable disorder (0=no, 1=yes), into a fully adjusted model, Model V, from the 

previous chapter.  The effect of the interaction was not statistically significant indicating 

that having a diagnosable disorder did not moderate the relationship between perceived 

ethnic discrimination and service use among adult Latinos residing in the United States 

(first column, Table 15) 

5.2.1 Discussion for All Adult Latinos 

 The results for mediation analysis among adult Latinos residing in the U.S. 

indicate that the relationship between perceived ethnic discrimination and mental 

health-related services is partially mediated by having symptoms that meet DSM-IV 
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criteria for having a diagnosable disorder in the past year.  These findings support the 

hypothesized causal pathway in which an increase in perceived ethnic discrimination 

leads to an increase in having symptoms severe enough to meet DSM-IV diagnostic 

criteria for a diagnosable disorder, which then, in turn, leads to an increase in service 

use in the past year. These findings also indicate that among adult Latinos, perceived 

ethnic discrimination remains to have a direct effect on service use, net of any indirect 

effect it might have through having symptoms severe enough to have a diagnosable 

disorder.   

 The results for moderation analysis among adult Latinos residing in the U.S. 

indicate that having a diagnosable disorder does not change the relationship between 

perceived ethnic discrimination and service use compared to those without a 

diagnosable disorder.  As such, the hypothesized moderated effect was not supported 

among adult Latinos. 

 If these results are generalized to all Latino adults in the U.S. it would assume 

that they are one homogenous group with the same experiences of living in a racialized 

society. However, this would be an inaccurate generalization and may overlook other 

important indicators reflecting the socio-environmental consequences of racism that 

disproportionally impact some Latinos more than others.  For instance, there are 

detrimental social and political processes that uniquely impact Latinos based on their 

nativity status as well as their citizenship status.  As such, the unique experiences of 

adult Latinos based on their joint nativity and citizenship status will be assessed in the 

next three sub-sections. 
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5.3 Noncitizen Latinos 

The second row in Table 13 shows the coefficients for adult Latinos, age 18 

and over, who are noncitizens.  In the first model, a statistically significant 

relationship exists between perceived ethnic discrimination and the use of mental 

health-related service use in the past year, net of covariates (β=.029, path c), as was 

also documented in the last chapter. In the second model, perceived ethnic 

discrimination did not have a statistically significant relationship with having a 

diagnosable disorder among noncitizen Latinos (path a).  In the third model, there is 

a statistically significant relationship between having a diagnosable disorder and 

services use (path b), and the focal relationship remains statistically significant at 

p<.1 with a very slight shrinkage (path c’).  These paths and their coefficients are 

shown in Figure 9.  The red circle around path a in the figure indicates this pathway 

does not exist statistically and therefore one of the criteria to assess for possible 

mediation was not met. As such, the hypothesized mediated effect was not 

supported for Latinos born outside of the U.S. and who do not have U.S. citizenship 

status.    

 Moderation was tested by entering one variable to represent the interaction of a 

continuous variable, perceived ethnic discrimination and a binary variable, having a 

diagnosable disorder (0=no, 1=yes), into a fully adjusted model, Model V, from the 

previous chapter. The effect of the interaction was not statistically significant indicating 

that having a diagnosable disorder did not moderate the relationship between perceived 

ethnic discrimination and service use among noncitizen Latinos (second column, Table 

15). 
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5.3.1 Noncitizen Latinos  

 Among noncitizen Latinos, having symptoms meeting criteria for a diagnosable 

disorder did not mediate or moderate the relationship between perceived ethnic 

discrimination and use of mental health-related services.  The hypothesized causal 

pathway for mediation analysis was not supported for this subgroup because perceived 

ethnic discrimination was not statistically associated with having a diagnosable disorder, 

the mediating variable. The size of the betas between all adult Latinos and noncitizen 

Latinos (β=.044 vs. β=.003, respectively) does not suggest that these findings are due 

to small sample size issues. The differences in the betas are large enough to suggest 

that this relationship may not empirically exist for noncitizen Latinos.     

 On possible explanation is that immigrant Latinos may have less exposure to 

chronic discrimination depending on the length of time they have been in the U.S.  

Existing literature suggests that immigrant Latinos who have been in the U.S. for longer 

periods of time have worse mental health than more recent immigrants (Abe-Kim et al., 

2007; Fortuna et al., 2008; Kim et al., 2010). These findings may suggest that 

noncitizen Latinos might be more recent immigrants than naturalized Latinos and as 

such have not had been chronically exposed to discrimination over a long period of time 

that would eventually impact their mental health (Cook et al., 2009).  Being that short-

term and long-term residing immigrants may have different experiences of racialization 

in the U.S., it would be important to consider length of time in the U.S. as conditioning 

the effect of perceived ethnic discrimination on having a diagnosable disorder.    

 Another possible explanation for not finding an association between perceived 

ethnic discrimination and having a diagnosable disorder may have to do with the age in 
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which Latinos migrated to the U.S.  Current literature suggests that those who migrate 

during the formative years of their life may be more susceptible to having mental health 

problems compared to those who migrate during later years of their life (Alegría, 

Sribney, et al., 2007). These findings may suggest that noncitizen Latinos are those 

who migrated after their formative years and are thus less susceptible to the mental 

health effects of racialization. Being that those who migrated during their formative 

years may have be at a higher-risk of the detrimental mental health effects of racism, it 

would be important to conduct stratified analysis for them as this would center the 

margins to capture their unique experiences.  

 Furthermore, it may be that these findings are due to more significant stressors 

such as anti-immigrant threats or possible deportation, all of which are consequences of 

the racialized social and political processes that disproportionally impact Latinos in the 

U.S. These factors may be more detrimental to noncitizen Latinos’ mental health than 

perceived ethnic discrimination.  As such, other consequences of racism need to be 

identified and studied to this group of Latinos. Additional explanation and further 

research suggestions are in the conclusion chapter.   

5.4 Naturalized Latinos  

Row three in Table 13 provides the standardized regression coefficients for 

the four criteria in mediation analysis.  Similar to findings in the last chapter for 

naturalized Latinos, a statistically significant relationship between perceived ethnic 

discrimination and service use exists in the absence of the mediator (β=.057, Model 

1). The relationship between perceived ethnic discrimination and having a 

diagnosable disorder is statistically significant at p=.055 (β=.056, Model 2). In Model 
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3, the relationship between the mediator, having a diagnosable disorder, and 

services use is statistically significant (β=.343). Lastly in the same model, the 

relationship between perceived ethnic discrimination and service use when 

controlling for having a diagnosable disorder does show shrinkage. These 

relationships are depicted in Figure 10 as path c (bold line), path a (dashed line), 

path b (bold line), and path c’, respectively.  Only three of the four criteria are met 

with the last criteria for establishing a relationship between perceived ethnic 

discrimination and having a diagnosable disorder being on the edge of statistical 

significance. However, the magnitude and direction of the parameters are similar to 

the parameters for all adult Latinos suggesting a larger sample size may have been 

needed to detect statistically significant effects.   These findings are purely 

suggestive that among naturalized Latinos, having symptoms that meet DSM-IV 

criteria for having a diagnosable disorder may be a partial causal pathway linking 

perceived ethnic discrimination and the use of mental health-related services in the 

past year. If it had been significant, 33.3% of the total effect would be potentially 

mediated.  

 In the fully adjusted model from the previous chapter, an interaction variable was 

entered into the model to determine the extent to which having a diagnosable disorder 

would condition the effect of perceived ethnic discrimination on service use. The results 

showed the interaction was not statistically significant indicating that among naturalized 

Latinos, having a diagnosable disorder did not moderate the relationship between 

perceived ethnic discrimination and service use (third column,  

Table 15).  



103 
 

5.4.1 Discussion for Naturalized Latinos  

 Among naturalized Latinos, having symptoms meeting criteria for a diagnosable 

disorder did not mediate or moderate the relationship between perceived ethnic 

discrimination and use of mental health-related services.  The hypothesized causal 

pathway for mediation analysis was not supported at statistical significance of p<.05 for 

this group because the relationship between perceived ethnic discrimination and having 

a diagnosable disorder was associated at p=.055.  The lack of statistical significance 

may have been due to a small sample size or it may support the healthy immigrant 

effect (Abraido-Lanza, Dohrenwend, Ng-Mak, & Turner, 1999). These findings may also 

indicate that perceived ethnic discrimination may be a minor stressor in comparison to 

other stressors resulting from the racialized social and political processes in the U.S. 

such as anti-immigrant sentiments and threats stemming from racist nativism.  These 

factors may have a larger impact on naturalized Latinos’ mental health than perceived 

ethnic discrimination.  As such, other consequences of racialization for naturalized 

Latinos need to be studied.  Additional explanation and further research suggestions are 

in the conclusion chapter.   

5.5 U.S.-born Latinos  

 The bottom row in Table 13 provides the standardized regression coefficients for 

the four criteria in mediation analysis for U.S.-born Latino Adults.  Model 1 shows a 

statistically significant relationship between perceived ethnic discrimination and service 

use exists in the absence of the mediator (β=.090), which also reflects the findings in 

the previous chapter. The relationship between perceived ethnic discrimination and 

having a diagnosable disorder is also statistically significant (β=.077, Model 2). In Model 



104 
 

3, the relationship between the mediator, having a diagnosable disorder, and services 

use is statistically significant (β=.337). Lastly in the same model, the relationship 

between perceived ethnic discrimination and service use is reduced when controlling for 

having a diagnosable disorder but it remains statistically significant, indicating partial 

mediation. These relationships are depicted in Figure 11 as path c (bold line), path a 

(dashed line), path b (bold line), and path c’ (bold line), respectively.  All four criteria are 

met, indicating mediation.  Table 14 provides the standardized regression coefficient for 

the indirect effect (β=.026) with the Sobel-Goodman tests indicating the mediated effect 

to be statistically significant.  The percent of the total effect that is mediated is 28.8%. 

The indirect effect and its relationship to the total effect are represented in Figure 11. 

These findings suggest that among U.S.-born adult Latinos, having symptoms that meet 

DSM-IV criteria for having a diagnosable disorder may be a partial causal pathway 

linking perceived ethnic discrimination and the use of mental health-related services in 

the past year.   

 Building on the fully adjusted model in the previous chapter, an interaction 

variable was entered into the model to determine the extent to which having a 

diagnosable disorder would condition the effect of perceived ethnic discrimination on 

service and the results show the interaction was associated with service use at p=.053  

(last column, Table 15).  These findings suggest that with increases of perceived ethnic 

discrimination, those whose symptoms meet criteria for a diagnosable disorder had 

lower odds of using services compared to those who do not have a diagnosable 

disorder. In Figure 12, the suggested conditional effect on the focal relationship is 

represented with a graph of the predictive margins for having a diagnosable disorder in 
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the past year.  The dotted line is the relationship between perceived ethnic 

discrimination and services use for those who do not have a diagnosable disorder, and 

the solid line is for those who do have a diagnosable disorder in the past year. The 

upward slope of the dotted line indicates that increasing perceived ethnic discrimination 

increases service use for U.S.-born Latinos only when they do not have a diagnosable 

disorder. Conversely, the slight downward slope of the solid line indicates that increases 

in perceived ethnic discrimination might acts as a barrier to services for U.S.-born 

Latinos only when they do have a diagnosable disorder.   

5.5.1 Discussion for U.S.-born Latinos 

 The results for U.S.-born Latinos show that having a diagnosable disorder both 

partially mediates and moderates the relationship between perceived ethnic 

discrimination and the use of mental health-related services in the past year. These 

findings support the hypothesized causal pathway in which among U.S.-born Latinos, 

an increase in perceived ethnic discrimination leads to an increase in having symptoms 

severe enough to meet DSM-IV diagnostic criteria for a diagnosable disorder, which 

then, in turn, leads to an increase in service use in the past year. These findings also 

indicate that among U.S.-born adult Latinos, perceived ethnic discrimination continues 

to have a direct effect on service use net of any indirect effect it might have through 

having symptoms severe enough to have a diagnosable disorder.   

 In addition, these findings may also support the moderation hypothesis that 

among U.S.-born Latinos, the effect of perceived ethnic discrimination on services use 

would be statistically different between those with a disorder and those without a 

disorder. In particular, increases in perceived ethnic discrimination may act as a slight 
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barrier to service use for those with a diagnosable disorder compared to those without a 

disorder and may lead to an increase in service use for those without a diagnosable 

disorder.  Since mental health-related services in this study include services found in 

both the formal and informal sector, it is difficult to determine if discrimination is a barrier 

in all sectors or in just one or the other. Future research would need to tease this apart 

to determine if discrimination is a barrier to services in the formal sector, that is mental 

health specialty and general medical, like it is for medical services.  

 Another indicator of the socio-environmental consequences of racialization is 

perceived neighborhood crime and it was added in all analyses thus far to control for the 

effects of neighborhood context which is documented to be associated with mental 

health outcomes and access to care (Chow, Jaffee, & Snowden, 2003; Stockdale et al., 

2007).  Like perceived ethnic discrimination, it is conceivable that perceived 

neighborhood crime may differentially impact Latinos depending on their nativity and 

citizenship status and may also play a role in the use of services among Latinos.  As 

such, post hoc analyses were conducted and the results are discussed in the following 

section.   

5.6 Post Hoc Analysis – The mediating or moderating effect of having a 

diagnosable disorder on the relationship between perceived neighborhood 

crime and service use. 

 Neighborhood context has been documented to be associated with mental health 

outcomes and service use.  In particular, living in a neighborhood with high crime rates 

are associated with poor mental health (Stockdale et al., 2007), and similarly those who 

fear crime also have worse mental health outcomes (Lorenc et al., 2012; Stafford, 
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Chandola, & Marmot, 2007). Neighborhoods with high crime rates also tend to have 

high poverty rates, which in turn is associated with disparities in mental health service 

use among minority populations (Chun-Chung, 2003).  As such, perceived 

neighborhood crime, another indicator of the socio-environmental consequences of 

racialization is being examined in post hoc analysis: 

To what extent does having diagnosable disorders either mediate or 

moderate the relationship between perceived neighborhood crime and the 

use of mental health-related services? And to what extent do these 

relationships differ by nativity and citizenship status? 

 A positive relationship between perceived neighborhood crime and the use of 

mental health services, net of covariates including perceived ethnic discrimination has 

been established in the previous chapter. Therefore, the following sections focus on the 

results for the mediation and moderation analyses with perceived neighborhood crime 

as the focal independent variable. Table 16 provides the standardized regression 

coefficients for each of the four criteria that must be met before testing for mediation.  

All models controlled for covariates, coefficients can be found in Table 25 through Table 

27 in Appendix B. 

5.6.1 All Adult Latinos, age 18 and over 

 The top row of Table 16 shows the coefficients for adult Latinos, age 18 and 

over. Model 1 shows a statistically significant relationship between perceived 

neighborhood crime and service use exists in the absence of the mediator (β=.036), 

which also reflects the findings in the previous chapter. The relationship between 

perceived neighborhood crime and having a diagnosable disorder is also statistically 
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significant (β=.058, Model 2). In Model 3, the relationship between the mediator, having 

a diagnosable disorder, and services use is statistically significant (β=.348). Lastly in the 

same model, the relationship between perceived neighborhood crime and service use 

when controlling for having a diagnosable disorder does not remain statistically 

significant, indicating a possible full mediation. These relationships are depicted in 

Figure 13 as path c (bold line), path a (dashed line), path b (bold line), and path c’ (bold 

line), respectively, and illustrate all four criteria for mediation analysis are met. Table 17 

provides the standardized regression coefficient for the indirect effect (β=.020) with the 

Sobel-Goodman tests indicating it to be statistically significant.  The percent of the total 

effect that is mediated is 55.3% - almost two time the percent for perceived ethnic 

discrimination. The indirect effect and its relationship to the total effect are represented 

in Figure 13.  These findings suggest that among adult Latinos residing in the United 

States, having symptoms that meet DSM-IV criteria for having a diagnosable disorder 

may be a causal pathway linking perceived neighborhood crime and the use of mental 

health-related services in the past year.   

 Moderation was tested by entering one variable to represent the interaction of a 

continuous variable, perceived neighborhood crime and a binary variable, having a 

diagnosable disorder (0=no, 1=yes), into the fully adjusted model from the previous 

chapter.  The effect of the interaction was not statistically significant indicating that 

having a diagnosable disorder did not moderate the relationship between perceived 

neighborhood crime and service use among adult Latinos residing in the United States 

(first column, Table 18). 
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5.6.1.1 Discussion for All Adult Latinos, age 18 and over 

 The relationship between perceived neighborhood crime and mental health-

related service use is fully mediated by having symptoms meeting the criteria for a 

diagnosable disorder among adult Latinos residing in the U.S. These findings support 

the hypothesized causal mechanism that increases in perceived neighborhood crime 

leads to an increase in having a diagnosable disorder, which, in turn, leads to an 

increase in the use of mental health-related services. Since the direct effect was not 

statistically significant, this suggests that the relationship between perceived 

neighborhood crime and services use is completely mediated by having a diagnosable 

disorder.    

 Similar to the previous section, if these results are generalized to all Latino adults 

in the U.S., it would assume that they are one homogenous group with the same 

experiences. However, this would be an inaccurate generalization and may overlook 

particular groups that are disproportionally impacted. As such, the next three sub-

sections ascertain the extent to which this relationship is experienced by all Latino 

groups.  

5.6.2 Noncitizen Latinos 

 The second row of Table 16 shows the coefficients for noncitizen adult Latinos, 

age 18 and over. Model 1 shows a statistically significant relationship between 

perceived neighborhood crime and service use exists in the absence of the mediator 

(β=.039), which also reflects the findings in the previous chapter. The relationship 

between perceived neighborhood crime and having a diagnosable disorder is also 

statistically significant (β=.058, Model 2). In Model 3, the relationship between the 
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mediator, having a diagnosable disorder, and services use is statistically significant 

(β=.318). Lastly in the same model, the relationship between perceived neighborhood 

crime and service use when controlling for having a diagnosable disorder does not 

remain statistically significant, indicating full mediation. These relationships are depicted 

in Figure 14 as path c (bold line), path a (dashed line), path b (bold line), and path c’ 

(bold line), respectively, and illustrate all four criteria for mediation analysis are met.  

Table 17 provides the standardized regression coefficient for the indirect effect (β=.018) 

with the Sobel-Goodman tests indicating it to be statistically significant.  The percent of 

the total effect that is mediated is 47.4%, indicating there are other mediators not 

assessed that may explain the rest of the total effect.  The indirect effect and its 

relationship to the total effect are represented in Figure 14. These findings indicate that 

among noncitizen Latinos, having symptoms that meet DSM-IV criteria for having a 

diagnosable disorder may be a causal pathway linking perceived neighborhood crime 

and the use of mental health-related services in the past year.  

 The moderated effect of having a diagnosable disorder on the relationship 

between perceived neighborhood crime and service use was tested by entering one 

variable to represent the interaction of a continuous variable, perceived neighborhood 

crime and a binary variable, having a diagnosable disorder (0=no, 1=yes), into the fully 

adjusted model from the previous chapter.  In the second column of Table 18, the effect 

of the interaction was statistically significant with an odds ratio of 2.365 (95% CI 1.18, 

4.74) indicating that having a diagnosable disorder conditioned the relationship between 

perceived neighborhood crime and service use among noncitizen Latinos.   
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 With an increase in perceived neighborhood crime, the odds of services for those 

with a diagnosable disorder were greater than the odds for those without a disorder. In 

Figure 17, the conditional effect on the focal relationship is represented with a graph of 

the predictive margins for having a diagnosable disorder in the past year.  The dotted 

line is the relationship between perceived neighborhood crime and services use for 

those who do not have a diagnosable disorder, and the solid line is for those who do 

have a diagnosable disorder in the past year. The upward slope of the solid line 

indicates that increases in perceived neighborhood crime increases service use for 

noncitizen Latinos but only for those who have a diagnosable disorder. Conversely, the 

lack of a slope for the dotted line indicates that increases in perceived neighborhood 

crime do not have an effect on service us among noncitizen Latinos but only for those 

who do not have a diagnosable disorder.  

5.6.2.1 Discussion for Noncitizen Latinos 

 The results for noncitizen Latinos demonstrate that having a diagnosable 

disorder both mediates and moderates the relationship between perceived 

neighborhood crime and the use of mental health-related services in the past year. 

These findings support the hypothesized causal pathway in which among noncitizen 

Latinos, increases in perceived neighborhood crime may lead to increases in symptoms 

meeting criteria for a diagnosable disorder, which then in turns, may increase the use of 

services. The relationship between perceived neighborhood crime and mental health-

related service may be fully mediated by having symptoms meeting the criteria for a 

diagnosable disorder among foreign-born non-U.S.-citizen Latinos, indicating that this 

relationship exists because of symptoms severe enough to meet DSM-IV criteria for a 
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diagnosable disorder. These findings for perceived neighborhood crime among 

noncitizen Latinos are interesting because they are in complete contrast to the findings 

for this group in the previous section which finds no mediated effect between perceived 

ethnic discrimination and service use due to the lack of association between perceived 

ethnic discrimination and having a diagnosable disorder.  The combined findings 

suggest that perceived neighborhood crime is a more salient consequence of racism for 

noncitizen Latinos than perceptions of ethnic discrimination.   

 In addition, these findings also support the moderation hypothesis that among 

non-citizen Latinos, the effect of perceived neighborhood crime on services use would 

be statistically different between those with a disorder and those without a disorder. In 

particular, increases in perceived neighborhood crime increases service use for those 

with a diagnosable disorder compared to those without a disorder.  Since mental health-

related services in this study include services found in both the formal and informal 

sector, it is difficult to determine if perceived neighborhood crime increases use in all 

sectors of care or in just one or the other. Future research would need to tease this 

apart. 

5.6.3 Naturalized Latinos 

 The third row of Table 16 shows the coefficients for naturalized adult Latinos, age 

18 and over. Model 1 shows a non-statistically significant relationship between 

perceived neighborhood crime and service use in the absence of the mediator, which 

also reflects the findings in the previous chapter. The relationship between perceived 

neighborhood crime and having a diagnosable disorder is statistically significant 

(β=.091, Model 2). In Model 3, the relationship between the mediator, having a 
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diagnosable disorder, and services use is statistically significant (β=.342). Lastly in the 

same model, the relationship between perceived neighborhood crime and service use is 

not statistically significant in either Model 1 or Model 3, the magnitude of the effect is 

similar to other groups and the effect in Model 1 does shrink when controlling for having 

a diagnosable disorder.  These findings are suggestive and due to the small sample 

size for this group (n=668) may have been too small to detect a statistically significant 

effect to proceed with mediation analysis.  These relationships are depicted in Figure 15 

as path c (bold line), path a (dashed line), path b (bold line), and path c’ (bold line), the 

red circle around paths c and c’ is there to draw attention to the two of the four criteria 

for mediation analysis which were not met and therefore did not support mediation 

hypothesis for Latinos who are foreign-born.  As such mediation analysis was not 

conducted.  

 Moderation was tested by entering one variable to represent the interaction of a 

continuous variable, perceived neighborhood crime and a binary variable, having a 

diagnosable disorder (0=no, 1=yes), into the fully adjusted model from the previous 

chapter.  The interaction was associated with service use at p=.070 suggesting that with 

a larger sample size, having a diagnosable disorder might be found to moderate the 

relationship between perceived neighborhood crime and service use among naturalized 

Latinos (third column, Table 18). A graph of this suggestive conditional effect is shown 

in Figure 18 in Appendix B.  The graph suggests that increases in perceived 

neighborhood crime might increase service use for naturalized Latinos but only for 

those who do not have a diagnosable disorder.  Conversely, increases in perceived 
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neighborhood crime might be a barrier for similar Latinos who do have a diagnosable 

disorder.  

5.6.3.1 Discussion for Naturalized Latinos  

 The relationship between perceived neighborhood crime and mental health-

related service use, net of covariates is not mediated by having symptoms meeting the 

criteria for a diagnosable disorder among naturalized Latinos.  Perceived neighborhood 

crime is not associated with the use of mental health related services but it is associated 

with having a diagnosable disorder among naturalized Latinos.  As such, the 

hypothesized causal pathway was not supported for this group. The result for the 

conditional effect of having a diagnosable disorder on the relationship between 

perceived neighborhood crime and service use was not supported at p<.05 and 

remained associated at p=.070.  However, the magnitude and direction of the 

parameters suggest that increases in perceived neighborhood crime might be a barrier 

to service use for naturalized Latinos who have a diagnosable disorder and conversely, 

increase service use for similar Latinos who do not have a diagnosable disorder.  The 

conditional effect might have been supported with a larger sample.  As such, future 

research on naturalized Latinos needs to ensure a large enough sample size.   

5.6.4 U.S.-born Latinos 

The last row of Table 16 shows the coefficients for U.S.-born adult Latinos, age 

18 and over. Model 1 shows the relationship between perceived neighborhood crime 

and service use in the absence of the mediator is not statistically significant, which also 

reflects the findings in the previous chapter. The relationship between perceived 

neighborhood crime and having a diagnosable disorder is also not statistically 
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significant (Model 2). In Model 3, the relationship between the mediator, having a 

diagnosable disorder, and services use is statistically significant (β=.337). Lastly in the 

same model, the relationship between perceived neighborhood crime and service use 

does show a slight shrinkage when the mediator is added to the model.  These 

relationships are depicted in Figure 16 as path c (bold line), path a (dashed line), path b 

(bold line), and path c’ (bold line), the red circles around path a and paths c and c’ are 

there to draw attention to the three out of the four criteria that were not met and 

therefore did not support mediation hypothesis for U.S.-born Latinos.  As such, 

mediation analysis was not conducted. 

 Moderation was tested by entering one variable to represent the interaction of a 

continuous variable, perceived neighborhood crime and a binary variable, having a 

diagnosable disorder (0=no, 1=yes), into the fully adjusted model from the previous 

chapter.  The effect of the interaction was not statistically significant indicating that 

having a diagnosable disorder did not moderate the relationship between perceived 

neighborhood crime and service use among U.S.-born adult Latinos (last column, Table 

18) 

5.6.4.1 Discussion for U.S.-born Latinos  

 Among U.S.-born Latinos, perceived neighborhood crime did not have a 

statistically significant association with the use of mental health-related services nor with 

having a diagnosable disorder.  As such, the hypothesized causal pathway was not 

supported for U.S.-born Latinos nor was the conditioning hypothesis for moderation. 
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5.7 Summary of Key Findings and Discussion 

5.7.1 Key Findings from Mediation Analysis and Discussion 

 The findings for Specific Aim 2 support the hypothesized causal mechanism that 

perceived ethnic discrimination leads to an increase in symptoms meeting DSM-IV 

diagnostic criteria for a diagnosable disorder, which in turn, then leads to an increase in 

service use in the past year among all adult Latinos. However, when adult Latinos are 

disaggregated by their joint nativity and citizenship status, this hypothesized causal 

mechanism remains supported for U.S.-born Latinos only.  Even though all groups 

reported the same moderate amount of perceived ethnic discrimination (Table 12 from 

Chapter 4), U.S.-born Latino adults fared the worst in terms of its association with 

having a diagnosable disorder.  

 In addition, the findings for the hypothesized conditional effect were supported for 

U.S.-born Latinos only.  In this study, increases in perceived ethnic discrimination 

increases service use for U.S.-born Latinos only when they do not have a diagnosable 

disorder and conversely as a slight barrier to services for similar Latinos who have 

symptoms that meet criteria for a DSM-IV diagnosable disorder in the past year.  These 

findings may shed light on a possible reason for why those without a diagnosable 

disorder are using mental health services and why those with a diagnosable disorder 

are not using services.    

 The results for naturalized Latinos suggest that the causal hypothesis might have 

been supported with a larger sample size.  For noncitizen Latinos, the break in the 

causal chain occurred with the lack of evidence that there was a relationship between 

perceived ethnic discrimination and having a diagnosable disorder. These findings 
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suggest that perceived ethnic discrimination, as an indicator of the socio-environmental 

consequences of living in a racialized society, impacts Latinos’ mental health differently 

depending on their nativity and citizenship status, which then in turn leads to an 

increase in the use of mental health-related services.  Since both formal and informal 

sectors of mental health services are included in the outcome variable, it is not clear 

whether the increase in service use was in both sectors or in one or the other. Since 

Latinos tend to use a mix of both sectors, this will need to be teased out in future 

research to determine which sector Latinos turn to when coping with the distress of 

discrimination.  

5.7.3 Key Findings from Moderation Analysis and Discussion     

 The results of the moderation analyses indicate the importance of centering the 

margins for particular groups of Latinos based on their joint nativity and citizenship 

status.  If analyses had stopped at the aggregate Latino level, it would have seemed 

that having a diagnosable disorder did not condition the effect of perceived ethnic 

discrimination or perceived neighborhood crime on the use of mental health-related 

services.  However, when Latinos are stratified based on their joint nativity and 

citizenship status, the results point out that this would have been an erroneous 

conclusion.  In fact, having a diagnosable disorder did condition the effect of perceived 

ethnic discrimination on service use for U.S.-born Latinos only.  Similarly having a 

diagnosable disorder conditioned the effect of perceived neighborhood crime on service 

use for noncitizen Latinos only.  These findings highlight the value of a HealthCrit and 

LatCrit lens to elucidate the ways in which different indicators of the socio-
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environmental consequences of racialization differentially impact Latinos based on their 

joint nativity and citizenship status.   

 Interestingly, the conditioning effect found for U.S.-born Latinos was in the 

opposite direction of the conditioning effect found for noncitizen Latinos.  For U.S.-born 

Latinos with a diagnosable disorder, increases in perceived ethnic discrimination acted 

as a barrier to service use compared to those without a disorder, and conversely, for 

noncitizen Latinos, increases in perceived neighborhood crime increased service use 

for those with a diagnosable disorder compared to those without a disorder.   Since 

mental health-related services included those found in both the formal and informal 

sector, it is difficult to determine if the barrier or facilitator to care is one sector or the 

other, or in both.  It may be that U.S.-born Latinos use more services in the formal 

sector and as such may be more reluctant to seek services in the formal sector but do 

not substitute with informal care the more they perceived ethnic discrimination.  

Similarly, it may be that noncitizen Latinos use more services in the informal sector and 

as such are more likely to use these services to cope with the distress of neighborhood 

crime.  

 Even though each group of Latinos reported the same moderate levels of 

perceived neighborhood crime, not all groups reported the same effect on their mental 

health or service use.  One possible explanation for these findings is the perceived 

neighborhood crime is relative to the types of neighborhoods they live in.  For instance, 

neighborhoods high in poverty also tend to have more frequent crime and more severe 

forms of crime such as shootings in which the chronicity and severity of neighborhood 

crime would have a greater impact on one’s mental health and may lead to increases in 
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service use.  Conversely, neighborhoods low in poverty may have less frequent and 

less severe forms of criminal activity that does not impacts one’s mental health.  Latinos 

who have not established citizenship status or those who cannot are more likely to work 

in low paying sectors of employment, which in turn, would make them more likely to live 

in neighborhoods high in poverty with worse criminal activity, whereas U.S.-born Latinos 

may be more likely to have better employment opportunities, which in turns allows them 

to live in neighborhoods with less severe forms of crime.  Future research would need to 

look at actual neighborhood indicators of poverty and crime to better understand why 

perceived neighborhood crime facilitates the use of services for some Latinos and not 

others.      
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Chapter 6: Overall Summary, Implications, and Conclusion  

6.1 Introduction 

The overarching goal of this study was to determine the extent to which 

perceived ethnic discrimination, an indicator of the socio-environmental consequences 

of racism, plays a role in the use of mental health-related services among adult Latinos 

in the U.S. Analyses for this study were restricted to all adult Latinos and then further 

stratified based on Latinos’ nativity and citizenship status.  This approach was an 

attempt to capture any differences in adult Latinos’ experiences of racism, which may 

be considered as a way of “centering in the margins” – one of the distinguishing 

characteristics of critical race theory (CRT).  

The summary and discussion of the results are in the first main section of this 

chapter with the first two sub-sections covering specific aims 1 and 2, and the third sub-

section covering the results from the post-hoc analysis. The second main section of this 

chapter focuses on the implications of this study for theory, practice, and policy.  The 

fourth and fifth sections discuss the study limitations and strengths, and the last two 

sections focus on future directions and the conclusions of this study.  

6.2 Summary and Discussion  

6.2.1 Specific Aim 1  

 For the research questions in specific aim 1 - to what extent is perceived ethnic 

discrimination associated with mental health-related service use, and to what extent 

does this association remain after adjusting for covariates that commonly predict service 

use in the general population? And to what extent does this relationship differ by nativity 

and citizenship status? - this study finds that perceived ethnic discrimination has a 
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statistically significant positive association with mental health-related service use among 

Latino adults, net of covariates that commonly predict service use such as age, gender, 

health insurance, income, education, and perceptions of neighborhood crime. This 

relationship was found for all adult Latinos, regardless of nativity and citizenship status.  

However, the odds of service use for perceived ethnic discrimination had an increasing 

pattern based on nativity and citizenship status with discrimination having the weakest 

effect on service use for noncitizen Latinos and the strongest effect for U.S.-born 

Latinos   These findings may suggest that either access to services to cope with the 

distress of discrimination differed across the groups or that the effect of the perceptions 

of discrimination differed across the groups. 

 After controlling for one of the strongest predictors of service use, the presence 

of symptoms meeting DSM-IV criteria for a diagnosable disorder, the positive 

relationship between increasing perceived ethnic discrimination and a higher odds of 

service use remained statistically significant for all adult Latinos combined.  However, 

when stratified by nativity and citizenship status, the statistically significant association 

remained for only U.S.-born Latinos. The parameters for foreign-born Latinos who have 

U.S. citizenship status suggested a larger sample size may have been needed to detect 

statistical significance. These findings demonstrate that net of needing services and 

other covariates, increases in perceived ethnic discrimination may lead to increases in 

service use among some adult Latinos, in particular among Latinos born in the U.S., 

and possibly for foreign-born Latinos with U.S. citizenship status as well.  These 

findings suggest that some U.S.-born Latinos and possibly foreign-born Latinos who 

have U.S. citizenship may be using mental health-related services to cope with the 
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distress of discrimination regardless if they have symptoms severe enough to meet 

DSM-IV criteria for a diagnosable disorder.  

 The directionality of the relationship between perceived ethnic discrimination and 

service use cannot be proven due to the cross-sectional nature of the data used in this 

study.  However, longitudinal studies provide evidence that perceptions and 

experiences of discrimination do lead to various indicators of poor mental health (Gee & 

Walsemann, 2009; Pavalko et al., 2003; Schulz et al., 2006).  As such, it is 

hypothesized that the relationship between perceived ethnic discrimination and service 

use found in specific aim1 might be explained by the relationship between 

discrimination and poor mental health.  In other words, perceived ethnic discrimination 

may lead to poor mental health, which then in turn leads to an increase in service use.  

This hypothesized causal explanation is tested with mediation analysis in specific aim 2 

and discussed in the following section.  It is further hypothesized that the relationship 

between perceived ethnic discrimination and services use differs by whether or not a 

diagnosable disorder is present and is tested with moderation analysis and discussed 

after the findings for the mediation analysis. 

6.2.2 Specific Aim 2 

 For the research questions in specific aim 2 - to what extent does having 

symptoms meeting criteria for a diagnosable disorder either moderate or mediate the 

relationship between perceived ethnic discrimination and different types of mental 

health-related services, net of covariates? And to what extent do these relationships 

differ by nativity and citizenship status? - this study found that perceived ethnic 

discrimination indirectly affected mental health-related service partially use through its 
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effect on having a diagnosable disorder.  In other words, the results from mediation 

analysis showed that increases in perceived ethnic discrimination increases the odds of 

having a diagnosable disorder, which then in turn, leads to an increase in service use.  

Even though the mediating effect was found for all adult Latinos when assessed in 

aggregate, the mediated effect existed only among U.S.-born adult Latinos when the 

analysis was stratified by nativity and citizenship status.  These findings support the 

hypothesized causal mechanism that the relationship between perceived ethnic 

discrimination and services use may be explained, in part, by discrimination increasing 

the symptoms that meet DSM-IV criteria for a diagnosable disorder for U.S.-born 

Latinos.  

 The direct effect of perceived ethnic discrimination on service use and the 

indirect effect via having a diagnosable disorder are counterintuitive at first glance. The 

evidence in the medical services literature finds that discrimination is often a barrier to 

medical care (Lauderdale, Wen, Jacobs, & Kandula, 2006; LaVeist, Nicole C. Rolley, & 

Chamberlain Diala, 2003; LaVeist et al., 2003) and to increase delays in care (Lee et 

al., 2009), which is the opposite of the findings in this study. One possible explanation 

may be that medical services literature includes services found in only in the formal 

sector, which is to say the professional medical sector, and does not include services 

found in the informal sector (Andersen, Rice, & Kominski, 2011). The informal sector, 

which is commonly included in the mental health services literature, can include clergy, 

traditional healers, and other mental health-related services provided by those who are 

not in the professional medical sector like psychiatrists, psychologists, and social 
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workers who work in a medical setting (Abe-Kim et al., 2007; Alegria, Mulvaney-Day, et 

al., 2007; Spencer et al., 2010).    

In addition, it is well documented that Latinos tend to use more informal services 

or a combination of formal and informal services when seeking help for their mental 

health problems (Pescosolido et al., 2013; Wang et al., 2006). Given the inclusion of the 

informal sector in this study and the tendency of Latinos to use these services more 

often, it is conceivable that the increase in service use seen in this study may be due to 

an increase in use of the informal sector.  If future research finds a positive association 

between perceived ethnic discrimination and the use of services in the informal sector 

among Latinos, these findings will be consistent with those found among Asian 

Americans (Spencer et al., 2010).  Similarly, if future research finds a negative 

association between discrimination and service use in the formal sector, these findings 

will be consistent with medical services literature. 

Nevertheless, these findings support the integrated conceptual framework 

(Figure 2), particularly for U.S.-born Latinos, which posits both a direct and an indirect 

effect of societal determinants on behavioral outcomes.  Specifically, it supports the 

hypothesized causal mechanism in which the socio-political processes of racialization, 

the overarching societal determinant, leads to the social consequences of racialization, 

such as discrimination, which is conceptualized to have a direct effect on the behavioral 

outcome of using mental health services as well as an indirect effect via indicators for 

the need of services.  The link between discrimination and poor mental health in the 

integrated conceptual framework has been well established (Araújo & Borrell, 2006; 

Gee et al., 2006) as has the link between poor mental health and use of mental health 
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services (Cabassa et al., 2006). The link in the causal pathway that had not been well 

established in mental health services literature is the relationship between 

discrimination and service use.    

The results of this study demonstrate that the hypothesized causal mechanism 

may not be completely supported for foreign-born Latinos. The results of this study 

show that the link between discrimination and poor mental health did not exist at a 

statistical significance of p<.05 for all foreign-born Latinos.  This relationship is one of 

four criteria that must be met in order to conclude a possible mediation may exist.  For 

noncitizen Latinos, this relationship was not statistically significant nor did the parameter 

suggest an issue with sample size.  However, for foreign-born Latinos with citizenship 

status this relationship existed at p=.055, which suggest this may have been due to a 

small sample size because the magnitude and direction of the relationship are similar to 

those found among U.S.-born Latinos. As such, these findings suggest that the effect of 

perceived ethnic discrimination on mental health may be worse among U.S.-born 

Latinos and possibly for foreign-born Latinos who have citizenship.  Existing literature 

suggests that discrimination has worse health and mental health effects on U.S.-born 

Latinos and foreign-born Latinos who have resided in the U.S. for a longer period of 

time than more recent migrants (Gee et al., 2006; Viruell-Fuentes, 2007). As such, the 

chronicity of perceived discrimination may be one explanation for why it is associated 

with having a diagnosable disorder among U.S.-born Latinos and not for noncitizen 

Latinos.   

 In the analysis for moderation, the conditioning effect of having a diagnosable 

disorder on the discrimination effect was found to exist for only U.S.-born Latinos.  For 
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U.S.-born Latinos without a disorder, perceived ethnic discrimination was positively 

associated with service use but for those with a diagnosable disorder perceived ethnic 

discrimination had a slightly negative associated with service use.  These findings 

suggest that among U.S.-born Latinos, increases in perceived ethnic discrimination 

might act as a barrier for those with a diagnosable disorder but it promoted more service 

use for those who did not have a diagnosable disorder.  Since mental health-related 

services in this study includes services found in both the formal and informal sector, it is 

difficult to determine if discrimination is a barrier in all sectors or in just one or the other.  

These findings may shed light on a possible reason for why those without a diagnosable 

disorder are using mental health services and why those with a diagnosable disorder 

are not using services.    

 As predicted, perceived ethnic discrimination plays a role in the use of mental 

health-related services, but not in the hypothesized direction and not for all Latinos 

when stratified by nativity and citizenship status.  The findings of this study are in 

alignment with other studies that find U.S.-born Latinos to be more likely to report 

discrimination than their foreign-born counterparts, but U.S.-born and foreign-born 

Latinos who have lived in the U.S. longer look more similar when compared to more 

recent Latino immigrants (Pérez, Fortuna, & Alegria, 2008). The findings of this study 

suggest that foreign-born Latinos with U.S. citizenship look more like their U.S.-born 

counterparts and this may be due to foreign-born Latinos with U.S. citizenship have a 

longer residence in the U.S. than noncitizen Latinos.  Overall, the findings from specific 

aims 1 and 2 suggest that perceived ethnic discrimination, as an indicator of the socio-

environmental consequences of racism, plays a stronger role for U.S. born Latinos than 
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noncitizen Latinos.  As such, a closer examination of the role of perceived neighborhood 

crime, another indicator of the socio-environmental consequences of racism which was 

included as a covariate in previous analysis, is assessed and discussed in the following 

section.  

6.2.3 Post Hoc Analysis 

In post-hoc analysis, the goal was to determine the extent to which perceived 

neighborhood crime, another indicator of the socio-environmental consequences of 

racialization, played a role in the use of mental health-related service use.  This study 

finds that perceived neighborhood crime is positively associated with past year use of 

mental health-related services among all adult Latinos in the U.S., net of covariates that 

commonly predict service use including perceived ethnic discrimination.  With stratified 

analysis, this relationship existed for only noncitizen Latinos.  After controlling for the 

presence of a diagnosable disorder, the parameters for perceived neighborhood crime 

were attenuated and the association remained at p=.052 for all adult Latinos and p=.073 

for noncitizen Latinos.   

Similar to findings for perceived ethnic discrimination, these findings are 

counterintuitive at first glance because neighborhood crime would seem to deter the 

availability of services.  Existing literature suggests neighborhood socioeconomic 

disadvantage, which is often linked with neighborhood crime, to be a barrier to services 

use (Kirby & Kaneda, 2005), possibly due to availability of services (Macintyre, Ellaway, 

& Cummins, 2002). Since mental health-related services in this study includes services 

found in both the formal and informal sector, it is difficult to determine if increases in 

perceived neighborhood crime increases the use of informal services which may be 
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more prevalent in disadvantage neighborhoods or in the formal sector which existing 

literature suggest may be less available.  Future research would need to disaggregate 

these services to determine which services are being utilized.    

The results for post-hoc mediation analysis demonstrate that among adult 

Latinos in the U.S., increases in perceived neighborhood crime lead to increases in 

having a diagnosable disorder, which in turn, led to an increase in service use all adult 

Latinos and for noncitizen Latinos. Furthermore, the results of these findings suggest 

that having a diagnosable disorder may fully explain the relationship between perceived 

neighborhood crime and service use in the past year for noncitizen Latinos.  Even 

though each group of Latinos reported the same moderate levels of perceived 

neighborhood crime, not all groups experienced the same effect on their mental health 

or service use.  One possible explanation for these findings is the perceived 

neighborhood crime is relative to the types of neighborhoods they live in.  For instance, 

neighborhoods high in poverty also tend to have more frequent crime and more severe 

forms of crime such as shootings in which the chronicity and severity of neighborhood 

crime would have a greater impact on one’s mental health and may lead to increases in 

service use.  Conversely, neighborhoods low in poverty may have less frequent and 

less severe forms of criminal activity, such that even though the level of perceived crime 

does not vary significantly between groups, those living in less poor areas may have a 

lower impact of that perception on mental health. Latinos who have not established 

citizenship status, or those who cannot, are more likely to work in low paying sectors of 

employment, which in turn, would make them more likely to live in neighborhoods high 

in poverty with more severe criminal activity, whereas U.S.-born Latinos are more likely 
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to have better employment opportunities, which in turns allows them to live in 

neighborhoods with less severe forms of crime.   

In addition, moderation analysis showed perceived neighborhood crime to 

increase service use for noncitizen Latinos who have a diagnosable disorder, but has 

no effect on noncitizen Latinos who do not have a diagnosable disorder. One possible 

explanation for these findings is that noncitizen Latinos may be more likely to live in 

ethnic enclaves which may have more informal support services and those with a 

diagnosable disorder may be using more of the informal services. Despite existing 

research that finds ethnic enclaves to be a protective factor for health, this may not hold 

true for mental health outcomes (Durazo, 2016).  As mentioned previously, the mental 

health-related services in this study includes services in both formal and informal 

sectors. As such, it is difficult to discern if the increase in services use is in both or one 

or the other sectors.    

Comparing the effects between perceived ethnic discrimination and perceived 

neighborhood crime shows that the conditioning effect found for U.S.-born Latinos was 

in the opposite direction of the conditioning effect found for noncitizen Latinos.  For 

U.S.-born Latinos with a diagnosable disorder, increases in perceived ethnic 

discrimination may act as a barrier to service use compared to those without a disorder, 

and conversely, for noncitizen Latinos, increases in perceived neighborhood crime 

increased service use for those with a diagnosable disorder compared to those without 

a disorder. Since mental health-related services included those found in both the formal 

and informal sector, it is difficult to determine if the barrier or facilitator to care is one 

sector or the other, or in both.  It may be that U.S.-born Latinos use more services in the 



130 
 

formal sector and as such may be more reluctant to seek services in the formal sector 

but do not substitute with informal care the more they perceived ethnic discrimination.  

Similarly, it may be that noncitizen Latinos use more services in the informal sector and 

as such are more likely to use these services to cope with the distress of neighborhood 

crime. 

6.3 Implications 

The aims of this study align with a wider body of literature in behavioral sciences 

and health services but it does so with a focus to examine the effects of perceived 

ethnic discrimination, as an indicator of the socio-environmental consequences of 

racism, on mental health-related service use and how this relationship may be mediated 

or moderated by the presence of having a diagnosable disorder. This study moves the 

field forward by establishing a relationship between perceived ethnic discrimination and 

mental health-related service use and perceived neighborhood crime and mental health-

related services use, specifically among U.S.-born Latinos and immigrant Latinos 

(citizens and noncitizens). Latinos as a whole are an understudied and growing 

population in the U.S. Different aspects of racialization in the U.S., such as racist 

nativism (Huber et al., 2008), racialized legal status (Asad & Clair, 2018) and racist 

ethnicism, need to be critically identified and assessed to properly identify and address 

racism as a social determinant of mental health and access to care. Similarly, it is 

imperative to also identify and address the social and political determinants of 

racialization that perpetuate the social, environmental and economic inequities which 

may exacerbate poor mental health and barriers to care or, in some cases, increases in 
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service use. The findings of this study have important implications for theory, practice 

and policy.  

6.3.1 Implications for Theory  

 The findings in this study have several important theoretical implications. The first 

addresses the shortcomings of the behavioral model which has been widely used in 

health services research in general (Andersen et al., 2011) and in particular in mental 

health services research among Latinos (Cabassa et al., 2006).  Even though the 

Anderson model has provided an important framework in which to understand the 

predisposing, enabling and need factors that influence service use, it has not been 

extensively used to make the link between societal and individual determinants nor 

does it necessarily capture the context or the processes that contribute to creating these 

determinants and the consequent health inequities (Andersen et al., 2011).  As such, I 

applied a HealthCrit and LatCrit approach to better understand the social and political 

processes of racialization that influence these determinants and the link between them.   

 This approach informed the reconceptualization of the predisposing and enabling 

factors in the behavioral model and it helped to theoretically position them within the 

social context of racism in the United States. The resulting theoretical framework 

provided a better understanding of the link between the social and individual 

determinants. Specifically, that the social and political processes of racialization in the 

U.S. lead to particular socio-environmental consequences of racism, such as perceived 

ethnic discrimination and perceived neighborhood crime, that can then impact Latinos’ 

mental health and their use of mental health-related services.  
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 Furthermore, in the behavioral model, race and ethnicity are considered 

predisposing individual determinant and as such are included as risk-factors in 

statistical analysis which fails to recognize that race and ethnicity are social and political 

constructs. By assessing race and ethnicity as risk-factors, this approach may mask 

important risk-factors stemming from the processes of racialization in the U.S.  Similar 

to race and ethnicity, nativity and citizenship status are also typically considered 

individual determinants in the behavioral model and as such are included as risk factors 

in statistical analysis. This approach, often used in public health research, uses Latinos’ 

nativity and citizenship status as markers of what is conceptualized as a natural process 

of acculturation, failing to problematize the social exclusion that occurs based on Latino 

ethnicity, nativity and citizenship status.  As such, adding these indicators as risk-factors 

may further mask important markers of exposure to racialized experiences of Latinos 

resulting from the social and political processes of racialization that are based on their 

nativity and citizenship status.   

 The integrated conceptual framework in this study removes these indicators as 

risk factors from statistical models and instead uses these indicators to restrict that 

analysis to subpopulations who are at high-risk of racialized exposure.  This change 

shifts the focus away from how nativity and citizenship status influence behaviors of 

service use and moves the focus towards a better understating of how racialized 

experiences of Latinos might influence the use of mental health services among Latino 

immigrants, those who are noncitizens, naturalized citizens, and U.S.-born Latinos. 

From a theoretical standpoint, the findings in this study support the importance of 
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“centering the margins” and giving critical thought to how best to define and capture the 

perspectives of marginalized populations.  

 In the beginning stages of the study design, I knew that Latinos were often 

treated as a homogenous group in research even though there are important 

differences between and within the major Latino ethnic groups in the U.S., Mexican, 

Cuban, and Puerto Rican, and the smaller Latino ethnic groups aggregated as “other”. 

Yet, I was struggling to grasp and articulate the differences that I thought were 

important, and even more challenging, how best to assess these differences.  My initial 

approach was to examine difference across the major Latino ethnic groups, which is 

often done in existing literature. However, as I worked through the 10 basic principles 

associated with one or more the four main focus of the PHCR praxis (Figure 1) and 

integrated important Latino-specific aspects from LatCrit theory such as racist nativism 

(Huber et al., 2008), I began to think through more critically about each of these groups’ 

histories with the U.S. and how there has been a long history of racialization based on 

nativity and citizenship status (Galindo & Vigil, 2006; Lippard, 2011).  As such, I 

changed the study design to examine differences across Latinos’ nativity and citizenship 

status and found unique effects of racialization on Latino’s mental health and their use 

of mental health-related services. 

 By stratifying my analysis by nativity and citizenship status, which in HealthCrit 

and LatCrit could be considered “centering the margins”, I was able to gain a better 

understanding of the different racialized experiences from the perspective of each 

marginalized group. Racism that is experienced in the form of discrimination was worse 

for U.S.-born Latinos’ mental health and increased service use for those without a 
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diagnosable disorder but acted as a barrier for those with a disorder, and racism that is 

experienced in the form of living in crime-ridden neighborhoods was worse for 

noncitizen Latinos’ mental health and increased service use for those with a 

diagnosable disorder and had no effect on those without a disorder. If I had not used a 

HealthCrit and LatCrit approach, these findings may not have been captured.   

 From a theoretical perspective, the differences in the impact on mental health 

and use of services from these two indicators of the socio-economic consequences of 

racialization suggests the need to give critical thought to the different social and political 

forms of racism that contribute to many of the social determinants of mental health and 

access to care for specific populations. For these reasons, the findings in this study 

highlight the importance of using a HealthCrit and LatCrit approach to understand how 

different aspects of racialization may uniquely impact the mental health and subsequent 

use of services among populations who are racialized and marginalized along one or 

more dimensions of their social position in U.S. society. These findings also support the 

identification of and specifically defining other types of racialization such a racist 

nativism (Huber et al., 2008) and racist ethnicism, introduced in this dissertation, which 

particularly impact Latino populations and other marginalized migrant populations in the 

U.S.   

 Second, by theorizing links between the consequences of racialization, mental 

health and use of services and finding evidence that supports a hypothesized causal 

mechanism, the findings from this study help to reframe the issue of poor mental health 

and mental health-related service use, or the lack thereof, as an issue stemming partly 

from the effects of living in a racialized society and not necessarily an issue stemming 
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solely from the characteristics of an individual.  The indirect and direct effect findings 

also bolster support for understanding how the experiences of racialization impacts 

one’s mental health which then influences their use of services (indirect effect) but may 

also shed light on why those without a diagnosable disorder are using services (direct 

effect). Making the links between the social consequences of racialization with poor 

mental health and use of services draws attention to the need for more theoretical work 

to better understand the social determinants of racism and other forms of oppression 

and their role in the health inequities seen among marginalized populations. 

 Lastly, as important as it was to use a HealthCrit and LatCrit approach to better 

understand the role played by perceived ethnic discrimination in the use of services 

among Latinos, there were challenges along the way on deciding how best to 

conceptualize, define, and operationalize the socio-political process of racialization and 

its effect on mental health and use of services.  To that end, there is more work to be 

done that will continue to build on the foundation of HealthCrit, to bolster the language, 

methods, and data needed that will help to identify, address, and eliminate the effects of 

racism on health inequities.  

6.3.2 Implications for Practice 

 The findings of this study have important implications in public health practice. In 

public health research, the framework in which we identify and frame the issues being 

studied is crucial because it often informs practitioners and policymakers about where to 

intervene to have the best outcomes. By not considering the socio-political context of 

racism in the U.S. and its effect on mental health and use of services, we are left with 

mid and downstream interventions at the individual level that may have little to no 
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lasting effect.  Moving away from individual level factors which tend to focus more on 

changing the individuals’ attitudes and behaviors, and moving towards a better 

understanding of the socio-political forces at play might help us, as a society, to focus 

more efforts on changing socio-political ideologies and practice that perpetuate racism 

and inequities. In this study, the mediation findings suggest that perceived ethnic 

discrimination leads to worse mental health which then leads to more service use in 

particular for U.S.-born Latinos and possibly for naturalized Latinos.  To reduce the 

need for mental health services, the upstream approach in public health would be to 

eliminate the racialization and marginalization of non-white populations in the U.S. as 

this would then eliminate the consequences of perceived ethnic discrimination leading 

to poor mental health, the need for higher use of services, and many other outcomes 

not included in this study.  I recognize this goal is lofty and long-term, but I believe it is 

imperative for the overall health and well-being of everyone in U.S. society that we 

collectively and continually orient all of our actions, whether short of long-term, towards 

that goal.   

 In the meantime, the framework and findings of this study can be used to help 

communities better understand the effects of racism on their mental health, such as 

those caused by discrimination and/or being forced to live in crime ridden 

neighborhoods. Communities can use this knowledge to advocate for anti-racist and 

anti-discriminatory policies, and for better resources and support in their communities to 

deter criminal behavior.  With this knowledge, communities have some evidence that 

can help validate their experiences with being marginalized and provide them with the 

language to speak about these experiences.   
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 Findings from this study may also help to inform clinical and public health 

practices by highlighting the extent to which the effects of discrimination and 

neighborhood crime influence the mental health of Latinos and their use of mental 

health-related services.  With this understanding, programs and services can be tailored 

to better meet the needs of racialized populations with tailored therapy, services, and 

community programs like those that exist and have been tailored for those who have 

experienced trauma in their lifetime.  Relevant therapies include trauma-informed 

cognitive behavioral therapy (Black, Woodworth, Tremblay, & Carpenter, 2012; W. 

Steele & Malchiodi, 2012) or programs and services such as trauma-informed 

education, parenting, and healthcare (Ko et al., 2008; Sullivan, Murray, & Ake III, 2016; 

Walkley & Cox, 2013), all of which attempt to address mental health disorders or 

behavioral problems from the perspective of the person who has been traumatized. 

Similarly, racist-informed therapies, services, and programs can be tailored for those 

who have experienced racism in their lifetime and can likewise seek to address mental 

health disorders or behavioral problems from the perspective of the person who has 

been marginalized and oppressed (Carter & Forsyth, 2010; Fortuna et al., 2008; Myer, 

Stein, Grimsrud, Seedat, & Williams, 2008) 

 In addition, as psychiatric epidemiological research has sufficiently documented 

(Kessler, P., et al., 2005), the early onset of many mental health disorders suggests that 

higher rates of service use would be expected among young adults in comparison to 

other age cohorts.  However, in this study and in others, the results show that the young 

adult cohort are less likely to use services compared to the middle-aged cohort 

(Mackenzie et al., 2006). These findings suggest that prevention and early intervention 
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efforts need to be focused on this age group as well as increasing outreach and 

education efforts for young adults who may not fully understand the signs and 

symptoms of needing to seek help for a mental disorder. As such, they may not seek 

proper treatment, but instead may turn to alcohol and drugs to self-medicate (Bolton, 

Robinson, & Sareen, 2009; Leeies, Pagura, Sareen, & Bolton, 2010; Robinson, Sareen, 

Cox, & Bolton, 2009).     

 Another important implication in public health research is the need to collect 

better data on structural and institutionalized forms of racism and other experiences of 

racialization.  For instance, capturing data on the fear of deportation and other anti-

immigrant threats would help get at the effects of a detrimental form of racist nativism. 

For foreign-born Latinos, especially those who are noncitizens and undocumented, the 

vast amount of anti-immigrant and anti-undocumented immigrant rhetoric and policies 

are bound to incite fear that is detrimental to the mental health and use of services 

among undocumented Latinos. Existing literature finds that fear of crime is just as 

detrimental to one’s mental health as the crime itself (Lorenc et al., 2012; Stafford et al., 

2007). As such, HealthCrit research would need to be mindful of capturing both 

objective and subjective indicators of racialization to best examine the effects from more 

structural and institutional forms of racism.   

6.3.3 Implications for Policy 

 Health insurance in the U.S. is one of the key facilitators to accessing mental 

health services in the professional medical sector.  As the findings in the study show, 

noncitizen Latino adults fare the worst in having any health care coverage and as a 

result, they are also the least likely to use services when they have a diagnosable 
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disorder needing treatment. The racialized inequities in health care coverage for 

noncitizen Latinos must be addressed if equitable mental health care is a goal. In the 

private sector, noncitizen Latinos are more likely to be employed in jobs that do not 

provide insurance and they may not having enough income to purchase private 

insurance due to their low paying employment (Passel & Cohn, 2015). For insurance in 

the public sector, there are policies that create barriers for noncitizen Latinos who are 

lawful permanent residents who must reside in the U.S. for at least five years before 

they are eligible for federally-financed public insurance, and for undocumented 

noncitizen Latinos, most of whom are only eligible for emergency health insurance 

coverage (Broder & Blazer, 2011).   

 The findings for the conditional effect of having a diagnosable disorder may have 

important policy implications for those who either reported no symptoms or their 

reported symptoms did not meet DSM-IV diagnostic criteria for a diagnosable disorder 

because, despite not having a diagnosable disorder, service use among U.S.-born 

Latinos increased with increases in perceived ethnic discrimination. However, in the 

public sector, mental health services are rendered only for those whose condition is 

medically necessary, which in other words means that symptoms must be severe 

enough to indicate a diagnosable disorder (Fox & McManus, 2001; Sabin & Daniels, 

1994).  Likewise in the private sector, clinicians must be able to specify a diagnosable 

disorder for insurance reimbursement purposes (Braun & Cox, 2005).  

 Given these policies and the paradoxical findings of increased service use 

among those without a diagnosable disorder, it begs the question about whether the 

increase in service use is in the informal or formal sector because many of those who 
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fall in this group do not meet the criteria for services in the formal sector (Druss et al., 

2007). Since prevention and early intervention are of paramount importance from a 

public health perspective, the policies in the private and public sector must be 

reassessed to provide coverage for those who may be coping with the distress of living 

in a racialized society but whose symptoms have not yet manifested to the level of 

severity that would meet the criteria for having a diagnosable disorder or being 

medically necessary.  As such, these findings suggest policy changes to include 

coverage for those seeking care before their symptoms reach a level of severity that 

ultimately costs more to treat than it would to intervene early and prevent symptoms 

from exacerbating.   

 In addition, the conditional effect findings for those with a diagnosable disorder 

also have important policy implications because they suggest that perceived ethnic 

discrimination is a barrier to services for those with symptoms severe enough that they 

meet the criteria for being eligible to use these services.  Research shows that those 

with a diagnosable disorder who do not receive care, or timely care, have worse overall 

health outcomes than those who get timely care (Cook, McGuire, & Miranda, 2007). 

These findings suggest that policies are needed to support the development of services 

that are sensitive to the effects of racialization and to provide racist-sensitive training to 

those providing these services.  In addition, policies are needed to bolster funding for 

community supportive services and training for community peer support specialists that 

could intervene during gaps in service use and also help to facilitate connections with 

proper services (Repper & Carter, 2011).    
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6.4 Study Limitations  

 From a methodological perspective, a number of limitations apply to this study.  

First, the data for this study come from a cross-sectional rather than a longitudinal study 

design which limits the inference of causality between perceived discrimination and 

service use, and limits my ability to account for selection processes, such as individuals 

choosing to reside in ethnic enclaves. However, establishing a cross-sectional baseline 

association among Latinos is an important first step to build upon for future research.   

Furthermore, even though these findings are suggestive, this study has a strong 

theoretical basis for this causal ordering.  

 Second, the NLAAS dataset excludes institutionalized and homeless populations 

who may have more serious mental illnesses that are less common in the community 

and potentially under- or untreated.  As such, the results from this study applies only to 

the noninstitutionalized and non-homeless Latino population.  Third, severe disorders 

with psychosis such as those with psychotic features were excluded from the diagnostic 

instrument because validation studies have shown lay administered diagnostic 

instruments substantially overestimated the prevalence of these disorders.  Therefore, 

results of this study cannot be generalized to Latinos with severe and persistent mental 

illnesses such as schizophrenia.  Since these populations often have more severe 

forms of mental disorder and are more likely to have experienced more severe forms of 

racialization in the U.S., it is conceivable that the associations in this study would have 

been stronger and larger.  As such, the findings in this study may underestimate the 

effects of racialization on Latinos mental health and their use of services.   



142 
 

 Lastly, questions about service use in the past year are retrospective self-reports 

with no information available to validate use, and as such, responses are subject to 

recall bias.  There is some evidence that self-reported measures of mental health 

service use tend to overestimate the amount of services used compared to use 

recorded by administrative data, suggesting that if recall bias existed it would be in the 

direction of overestimating use of mental health specialty services or primary care visits 

for mental health problems, especially among those who were highly distressed in the 

past month or depressed (Rhodes & Fung, 2004).  Furthermore, there is other evidence 

suggesting survey conditioning of the service use questions in NLAAS which may have 

resulted in an underestimation of service use for services asked later in the sequence of 

services in the survey (Duan, Alegria, Canino, McGuire, & Takeuchi, 2007 McGuire, & 

Takeuchi, 2007).  In NLAAS, the underestimated service use would have been among 

services found in the informal sector as those were asked at the end of the service use 

questions. However, any possible recall bias or survey conditioning would apply equally 

across all Latino subgroups assessed in this study.  As such, there would not be any 

differences in service use responses across groups, but there may have been more of 

an overestimated use of services in the formal sector compared to the informal sector.   

 In terms of the conceptualization of the study, the operationalization of perceived 

discrimination is another limitation.  The three discrimination items used for this study 

capture a specific attribute associated with discrimination - one’s ethnicity or nationality, 

which is desirable because empirical evidence shows that racialized discrimination 

tends to be a stronger risk factor for delays in care and help seeking than discrimination 

due to other attributes such as gender or age.  However, these items tend to capture 
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very generalized forms of discrimination such as being treated unfairly and being 

disliked and it does not capture more specific types of discrimination that some Latinos 

may face such as being discriminated against or treated inferior due to socioeconomic 

status, phenotype, nativity status, citizenship status, legal status, English language 

proficiency or accent.  The shortcomings of this variable speaks to the need for a 

discrimination measure tailored to specific experiences of discrimination among Latinos 

and a more systematic investigation of how these different forms of discrimination may 

influence their use of mental health-related services.   

6.5 Study Strengths  

 The data for this dissertation come from a large national psychiatric 

epidemiological survey with a particular focus on Latino and Asian populations that has 

robust numbers of U.S.-born, foreign-born U.S. citizens, and those who are not U.S. 

citizens, which allows for comparisons across groups by important socio-environmental 

contextual factors that may contribute to differences in service use.  Unlike data from 

previous national psychiatric epidemiological surveys, the data for this study includes 

both English- and Spanish- speaking Latinos, capturing recent Latino immigrants, 

Latinos with limited English proficiency, and includes a nationally representative sample 

of the major Latino subethnic groups residing in the U.S – Mexicans, Puerto Ricans and 

Cubans.  The more inclusive and diverse sampling of Latinos allows for more 

informative subgroup analyses.  In addition, using diagnostic criteria to assess mental 

health status is another methodological strength.  The CIDI diagnostic instrument 

captures symptoms, severity and duration and has been validated in clinical studies to 
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identify individuals with symptoms meeting diagnostic criteria for a diagnosable disorder 

(See Appendix A for details).   

 Lastly, another conceptual strength is the integrated theoretical framework which 

draws from Critical Race Theory to integrate the Public Health Critical Race praxis and 

Latino Critical Theory with the widely used behavioral model in service use literature.  

Each of these provides theoretical guidance and empirical support for different aspects 

of this study. The behavioral model provides guidance on the individual-level 

determinants of service use which include predisposing, enabling and need factors.  

The Public Health Critical Race praxis provides guidance on the social process of 

racialized discrimination that may ascertain group differences in service use.  The 

Latino Critical Theory provides guidance on additional attributes associated with racism 

to capture other dimensions of racialization as experienced by Latinos, such as 

racialization based on ethnicity, nativity and citizenship status.  The integration of these 

theoretical models provides a more comprehensive assessment of the racialized socio-

political determinants of services use among Latinos than any one of these theories 

used alone.  

6.6 Future Directions 

 This study provides a base knowledge for the effects of perceived ethnic 

discrimination on Latinos’ use of mental health-related services and the underlying 

mechanisms that may help to explain this effect.  The results of this study support the 

hypothesized relationship under specific conditions: the hypothesized causal 

mechanism in which perceived ethnic discrimination leads to having a diagnosable 

disorder which then leads to an increase in service use is limited primarily to U.S.-born 



145 
 

Latinos and perceived neighborhood crime leads to having a diagnosable disorder 

which then leads to an increase in service use is limited primarily to noncitizen Latinos. 

However, additional studies will need to be conducted to replicate these findings.  

 In addition, the mental health-related services used in this study includes 

services in both the formal sector, that is mental health specialty and general medical, 

and in the informal sector, clergy, traditional healers, internet support groups, etc.  

Having shown that the structural conditions of racism and crime condition the use of 

mental health-related services, the next step is to disaggregate that use into formal and 

formal services. Specifically, future research will need to determine the extent to which 

perceived ethnic discrimination may be a barrier to service use specifically in the formal 

sector for U.S.-born Latinos with a diagnosable disorder.  In addition, it will also need to 

determine the extent to which increases in service use for similar Latinos without a 

diagnosable disorder are seen in both the formal and informal sector or in just one or 

the other.  Similarly, future research will need to determine the extent to which 

perceived neighborhood crime increases informal vs. formal services use among 

noncitizen Latinos with a diagnosable disorder.  It is possible that some conditions 

increase or discourage use in one sector preferentially over the other.   

 Future studies, both qualitative and quantitative, will need to capture other forms 

of discrimination, both perceived and experienced.  For immigrant populations it is 

important for future research to capture other sources of racism that may be contributing 

to the problem being studied.  For instance, immigrant populations are not only 

racialized due to their racial or ethnic status but they can also be racialized because of 

their nativity and citizenship status, their religious background, the language they speak, 
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and their phenotype.  As such, they may perceive or experience racialization in the 

forms of anti-immigrant sentiments, policies, and threats in addition to the 

intersectionality of these different forms of racism.  Therefore, the HealthCrit praxis and 

LatCrit theory are important to critically assess the social and political processes of 

racialization and the subsequent consequences.  

 In addition, short-term and long-term residing immigrants would have different 

experiences and understandings of racialization in the U.S. Therefore, future research 

would need to consider the extent to which the length of time in the U.S. might condition 

the effect of perceived ethnic discrimination on having a diagnosable disorder and on 

the use of mental health services. Furthermore, as the current literature suggests, those 

who migrated to the U.S. during their formative years may be at an increased risk of 

experiencing the detrimental mental health effects of racism (Gonzales, Suárez-Orozco, 

& Dedios-Sanguineti, 2013; J., Minji, A., & Li‐Ling, 2011). As such, it would be important 

for future research to conduct stratified analysis specifically for Latinos who migrated 

during their formative years as this would help to “center the margins” and capture their 

experiences of marginalization.   

 To better understand how racism impacts Latino’s mental health and use of 

services, future qualitative and quantitative research will need to identify and examine 

structural and institutionalized forms of racialization. Though HealthCrit and LatCrit 

theory were extremely important in this study to better understand how subjective forms 

of racism impact the mental health and use of services of Latinos, it would be equally 

important to identify and assess more objective forms of racism such as gentrification, 

disproportionate incarceration, inequitable educational attainment, inequitable 
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naturalization and other anti-immigrant policies and procedures.  This approach would 

help shed light on upstream solutions needed to eliminate racism and the detrimental 

effects it has on marginalized.   

 In this study, having a diagnosable disorder only partially mediated the 

relationship between perceived ethnic discrimination and services.  This means that 

future studies will need to consider other factors that may mediate this relationship.  In 

addition, since this study only looked at whether or not Latinos used mental health-

related services and did not capture the amount of services use, it would be important 

for future research to look at the amount of services used to ascertain whether 

discrimination would influence the intensity of their use.  

 Lastly, the data used for this study was collected during 2002-2003, and even 

though it was useful in this study, the age of the data speaks to the need for more 

current data to be collected.  In addition, given the recent overtly racialized political 

environment, more explicit forms of racism are being seen in immigration policies and 

being experienced socially.  As such, it would be an unfortunate opportune time to 

collect recent psychiatric epidemiological data and to include questions about specific 

forms of marginalization and oppression.         

6.7 Conclusion 

 The purpose of this study was to determine the role perceived ethnic 

discrimination, as an indicator of the socio-environmental consequences of racialization, 

played in past-year use of mental health-related services among adult Latinos in the 

U.S.  Additionally, the purpose of the post-hoc analysis was to determine the role 

perceived neighborhood crime, as another indicator for the socio-environmental 
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consequences of racialization, played in service use. This study found that when adult 

Latinos were assessed in aggregate, perceived ethnic discrimination was positively 

associated with service use, net of covariates including having symptoms severe 

enough to meet DSM-IV diagnostic criteria for a diagnosable disorder. Similarly, 

perceived neighborhood crime was positively associated with services use, net of 

covariates, at p=.052 when controlling for having a diagnosable disorder.  

 However, when Latinos were stratified by their nativity and citizenship status, this 

study demonstrated that the two indicators for the socio-environmental consequences of 

racialization impacted some groups more than others. Perceived ethnic discrimination 

had a bigger impact on U.S.-born Latinos compared to the other groups and perceived 

neighborhood crime had a bigger impact on noncitizen Latinos.  In fact, there seemed to 

be an increasing linear pattern going from noncitizen Latinos to foreign-born citizen to 

U.S.-born Latinos when perceived ethnic discrimination was assessed; and conversely, 

a decreasing pattern in the opposite direction when perceived neighborhood crime was 

assessed.   

 Furthermore, the results of this study support the hypothesized causal pathway in 

which increases in perceived ethnic discrimination may lead to having a diagnosable 

disorder which, in turn may lead to more service use among U.S.-born Latinos, 

indicating partial mediation.  Similarly, among noncitizen Latinos, perceived 

neighborhood crime may lead to having a diagnosable disorder that then leads to more 

service use, showing a more complete mediation effect than was observed for 

discrimination. Lastly, this study finds that increases in perceived ethnic discrimination 

increased service use for U.S.-born Latinos but only for those who do not have a 
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diagnosable disorder, and slightly decreased the use of services for U.S.-born Latinos 

when they do have a diagnosable disorder. Moreover, increases in perceived 

neighborhood crime increased service use among noncitizen Latinos with a diagnosable 

disorder, but made no difference for similar Latinos without a disorder.   

 I hope this study increases awareness about some of the consequences of 

racialization experienced by adult Latinos in the U.S. and the effects on Latinos’ mental 

health and use of services. Furthermore, I hope this study highlights the unequivocal 

importance of using the Public Health Critical Race (PHCR) praxis and integrating 

LatCrit theory in future research that seeks to address health equity and access to care 

among marginalized and racialized populations in the U.S.  Lastly, I hope this study 

contributes to evidence-based policies promoting social and health equity by identifying 

the social changes needed to reduce the effects of racism and improve the mental 

health among Latinos and other marginalized populations. 
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Figures 

Figure 1: Public Health Critical Race (PHCR) praxis:  
Race Consciousness and the four focuses and ten affiliated principles  
(Ford & Airhihenbuwa, 2010b) 
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Figure 2: Integrated Conceptual Framework among Populations at High-Risk for Racialized Exposure 
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Figure 3: Specific Aim 1: Analytic Framework among Adult Latinos, Noncitizen Latinos, Naturalized Latinos, and U.S.-born 
Latinos at High-Risk for Racialized Exposure 
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Figure 4: Specific Aim 2: Analytic Framework, Mediation Analysis among All Adult Latinos, Noncitizen Latinos, Naturalized 
Latinos, and U.S.-born Latinos at High-Risk for Racialized Exposure 
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Figure 5: All Adult Latinos, age 18 and over: Standardized Regression Coefficients for 
Mediation Analysis Criteria 1 (path c) and Criteria 2 (path a)  

 

Figure 6: All Adult Latinos, age 18 and over: Standardized Regression Coefficients for 
Mediation Analysis Criteria 3 (path b) and Criteria 4 (path c’) 
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Figure 7: All Adult Latinos, age 18 and over: Standardized Regression Coefficients for 
Mediation Analysis, Determining Full or Partial Mediation 

 

Figure 8: All Adult Latinos, age 18 and over: Standardized Regression Coefficients for 
the relationship between perceived ethnic discrimination and service use as mediated by 
having a diagnosable disorder. 
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Figure 9: Noncitizen Adult Latinos, age 18 and over: Standardized regression coefficients 
for the relationship between perceived ethnic discrimination and service use as mediated 
by having a diagnosable disorder, NLAAS 

 

Figure 10: Naturalized Adult Latinos, age 18 and over: Standardized Regression 
Coefficients for the relationship between perceived ethnic discrimination and service use 
as mediated by having a diagnosable disorder.  
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Figure 11: U.S.-born Adult Latinos, age 18 and over: Standardized Regression 
Coefficients for the relationship between perceived ethnic discrimination and service use 
as mediated by having a diagnosable disorder.   
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Figure 12: U.S.-Born Adult Latinos, age 18 and over: The Conditional Effect of Having a 
Diagnosable Disorder Past Year on the Relationship between Perceived Ethnic 
Discrimination and Mental Health-Related Service Use in the Past Year, NLAAS, p=.053 
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Figure 13: All Adult Latinos, age 18 and over: Standardized Regression Coefficients for 
the relationship between perceived neighborhood crime and service use as mediated by 
having a diagnosable disorder.  

  

Figure 14: Noncitizen Adult Latinos, age 18 and over: Standardized Regression 
Coefficients for the relationship between perceived neighborhood crime and service use 
as mediated by having a diagnosable disorder.   
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Figure 15: Naturalized Adult Latinos, age 18 and over: Standardized Regression 
Coefficients for the relationship between perceived neighborhood crime and service use 
as mediated by having a diagnosable disorder.   

 

Figure 16: U.S.-Born Adult Latinos, age 18 and over: Standardized Regression 
Coefficients for the relationship between perceived neighborhood crime and service use 
as mediated by having a diagnosable disorder.   
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Figure 17: Noncitizen Adult Latinos, age 18 and over: The Conditional Effect of Having a 
Diagnosable Disorder in the Past Year on the Relationship between Perceived 
Neighborhood Crime and Mental Health-Related Service Use in the Past Year, NLAAS 
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Tables 

Table 1: Definition of Racism and Conceptual Link of Racism to Nativism and Ethnicism 
Definitions of Racism as cited in 

Huber et al. article: 

Conceptual Link of Racism to 

Nativism in Huber et al. article: 

Conceptual Link of Racism to 

Ethnicism – proposed in this 

dissertation 

Racism is “the belief in the 

inherent superiority of one race 

over all others and thereby the 

right to dominance” (Audre, 

Lord, 1992 p.496) 

Following Lorde, 1992: 

“Nativism is a ‘belief in the 

inherent superiority of the [native] 

over the [non-native] and therby 

the right to dominance.’” (Huber 

et al., p. 42) 

Following Lorde and Huber et al.: 

Ethnicism is a ‘belief in the 

inherent superiority of [one or 

several ethnic groups united by a 

distinct group association or 

common group identity] over [all 

other ethnic groups considered to 

be outside of the distinct group 

association or common group 

identity] and therby the right to 

dominance. 

Racism is a system of 

“ignorance, exploitation and 

power” used to oppress People 

of Color (Manning Marable, 

1992 p.5) 

Following Marable, 1992: 

“Regarding nativism as a system 

of ‘ignorance, exploitation and 

power’ used to oppress non-

natives.” (Huber et al., p. 42) 

Following Marable and Huber et 

al.: Ethnicism is ‘a system of 

ignorance, exploitation and power 

used to oppress [all other ethnic 

groups considered to be outside 

of the dominant distinct group 

association or common group 

identity]’.  

“Racism is the generalized and 

final assigning of values to real 

or imagined differences, to the 

accuser’s benefit and at his 

victim’s expense, in order to 

justify the former’s own 

privileges and aggression. 

(Albert Memmi, 1968 p. 185) 

Following Memmi, 1968: 

“Nativism may be depicted as the 

‘generalized and final assigning of 

values real or imagined 

differences, to the [native’s] 

benefit and at the [non-native’s] 

expense, in order to justify the 

former’s own privileges and 

aggression.” (Huber et al. p. 42) 

Following Memmi and Huber et 

al.: Ethnicism ‘may be depicted as 

the generalized and final 

assigning of values real or 

imagined differences, to the 

benefit of [one or several ethnic 

groups united by a distinct group 

association or common group 

identity] and at the expense of [all 

other ethnic groups considered to 

be outside of the distinct group 

association or common group 
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identity], in order to justify the 

former’s own privileges and 

aggression.’ 

Combined Definition of Racism Combined Definition of Nativism Combined Definition of Ethnicism 

 “The assigning of values to real 

or imagined differences, in 

order to justify white 

supremacy, to the benefit of 

whites and at the expense of 

People of Color, and thereby to 

defend the rights of whites to 

dominance.” Huber et al. p.41 

 “The practice of assigning values 

to real or imagined differences, in 

order to justify the superiority of 

the native, to the benefit of the 

native and at the expense of the 

non-native, thereby defending the 

native’s right to dominance.” 

Huber et al., p. 42 

  

Ethnicism is ‘The practice of 

assigning values to real or 

imagined differences, in order to 

justify the superiority of [one or 

several ethnic groups united by a 

distinct group association or 

common group identity], to the 

benefit of [these ethnic groups] 

and at the expense of [all other 

ethnic groups considered to be 

outside of the distinct group 

association or common group 

identity], thereby defending the 

former groups’ right to 

dominance. 

 Definition of Nativism as cited 

in Huber et al. article 

 Merging notion of racism with 

that of nativism to define Racist 

Nativism 

 

Nativism is defined as the 

“intense opposition to an 

internal minority on the ground 

of its foreign (i.e. un-American) 

connections”.  As the 

“ideological core” of nativism, 

nationalism justifies the fear 

“that some influence originating 

from abroad threatens the very 

life of the nation from within”.  

As a racialized phenomenon, 

nativism in the U.S. is rooted in 

notions of Anglo-Saxon 

superiority (i.e. white 

supremacy) which helps to 

 “The assigning of values to real 

or imagined differences, in order 

to justify the superiority of the 

native, who is to be perceived 

white, over that of the non-native, 

who is perceived to be People 

and Immigrants of Color, and 

therby defend the rights of whites, 

or the natives, to dominance.” 

(Huber et al., p. 43) 
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justify the belief “that the United 

States belongs in some special 

sense to the Anglo-Saxon 

“race” (p.9)”  (Higham, 1955 as 

cited in Huber et al.) 

Definition of Ethnicism from 

dissertation proposal 

 Merging notions of racism with 

those of ethnicism to define 

Racist Ethnicism 

Adadevoh (2002) discusses the 

link between ethnocentric 

behavior and ethnicism and 

posits ethnicism “exists only 

within a conglomerate political 

structure consisting of diverse 

ethnic groups, and 

characterized by a common 

consciousness and 

commonality of a distinct group 

association…” or “any form of 

common identity that unites 

them.”  Adadevoh compares 

the power relationships 

between ethnic groups in Africa 

to the multi-ethnic grouping 

system that has led to the 

existing power structure in the 

United States.   Ethnicism has 

also been defined as the 

“politicalization of one’s ethnic 

background within a nation-

state”, and he further discusses 

how ethnicism erodes the 

substance of citizenship in 

Africa, which is crucial to the 

freedom of movement between 

nation-states (William, 2004) 

 Following Huber et al. 

Racist ethnicism in the United 

States can be depicted as ‘The 

assigning of values to real or 

imagined differences, in order to 

justify the superiority of [one or 

several ethnic groups united by a 

distinct group association or 

common group identity], who are 

perceived to be white, over that of 

[all other ethnic groups 

considered to be outside of the 

distinct group association or 

common group identity, who are 

perceived to be People and 

Ethnic Groups of Color], and 

thereby to defend the rights of 

whites, [or white ethnic groups] to 

dominance.’ 
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Table 2: Crosswalk of PHCR Focuses and Principles with Additional Concepts from 
LatCrit 

 Focus 1: 

Contemporary 

Patterns of Racial, 

Ethnic and 
Nativity Relations 

Focus 2: 

Knowledge 

Production 

Focus 3: 

Conceptualization 

and Measurement 

 Focus 4: 

Action 

Principles 1: Race, Ethnicity and 
Nativity Consciousness 

X X X X 

Principle 2: Primacy of Racialization 

including Racist Nativism and Racist 

Ethnicism 

X    

Principle 3: Race and ethnicity as a 

social construct 

X    

Principle 3 a: Politicalization and 

Social Ordering of Nativity & 

Citizenship Status 

X    

Principle 4: Ordinariness of racism, 

racist nativism, and racist 
ethnicism 

X    

Principle 5: Structural determinism X    

Principle 6: Social construction of 

knowledge 

 X   

Principle 7: Critical approaches  X  X 

Principle 8: Intersectionality   X X 

Principle 9: Disciplinary self-critique    X 

Principle 10: Voice  X  X 

Note: Plain text is original text from PHCR; Bold and underlined text is additional concepts from LatCrit 
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Table 3: Number of Missing Variables by Latino Subsamples 
Missing for how 
many 
variables? 

All Adult 
Latinos 

Noncitizen 
Latinos 

Naturalized 
Latinos 

U.S.-born 
Latinos 

 Freq % Freq % Freq % Freq % 
0 2305 90.3 771 87.7 668 89.8 866 93.7 
1 196 7.7 81 9.2 57 7.7 51 5.5 
2 40 1.6 21 2.4 12 1.6 7 .76 
3 4 .2 3 .3     
4 2 .1 2 .2 1 .1   
5 7 .3 1 .1 6 .81   
Total 2554 100 879 100 774 100 924 100 

 

Table 4: Variables with Missing Information by Latino Subsamples 
Variable All Adult 

Latinos 
Noncitizen 
Latinos 

Naturalized 
Latinos 

U.S.-
Born 
Latinos 

Perceived Ethnic 
Discrimination 

    

Disliked 30 15 12 3 
Treated Unfairly 14 6 7 1 
Friends Treated Unfairly 17 7 8 2 
Perceived 
Neighborhood Crime 

    

Muggings 59 23 23 13 
Drug Dealings 204 94 64 46 
U.S. Citizen 7    
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Table 5: All Adult Latinos, Age 18 and Over, Percent of Past Year Mental Health-Related 
Service Use by Selected Respondent Characteristics: NLAAS, May 2002-December 2003 

  
 Mental Health-Related Service Use 

– Past Year,  
Sample n Weighted % (95% CI) 

Sample Mean (SD) Weighted Mean (95% CI) 
Latino NLAAS Sample 2305 18.7 (16.5-21.2) 
Politicalization And Social Ordering of     
Ethnicity    
  Mexican 773 16.0 (13.5-18.9) 
  Puerto Rican 448 30.9 (24.8-37.8) 
  Cuban 524 18.2 (14.7-22.2) 
  Other Latino 560 19.9 (16.4-23.9) 
   F=11.8 (p<.001) 
Nativity & Citizenship Status    
  Noncitizen Latinos 771 10.6 ( 8.2-13.5) 
  Naturalized Latinos 668 20.7 (16.9-25.0) 
  U.S.-born Latinos 866 25.0 (21.4-28.9) 
   F=22.4 (p<.001) 
Socio-Environmental Consequences of Racialization   
Perceived Ethnic Discrimination    
Scale (range 1 to 4) 1.78 (.77) 2.02 (1.94-2.10) 
   F=27.6 (p<.001) 
Perceived Neighborhood Crime    
Scale (range 1  to 4) 1.84 (.90) 2.03 (1.92-2.14) 
   F =21.3 (p<.001) 
Socio-Economic Consequences of Racialization   
Percent Federal Poverty Threshold (FPL)   
  0-199% FPL 802 16.9 (13.3-21.2) 
  200-399% 646 16.7 (13.7-20.3) 
  400-599% 374 19.2 (14.8-24.4) 
  600% and above 483 25.6 (20.8-31.1) 
   F=3.7 (p<.05) 
Health Insurance     
  Uninsured 681 11.7 (  8.7-15.7) 
  Medicare/Military/Other 155 15.7 (10.7-22.5) 
  Private 1013 21.0 (18.6-23.6) 
  Public 456 29.0 (24.5-33.9) 
   F=17.1 (p<.001) 
Education    
  Less than High School 965 14.1 (10.6-18.5) 
  High School 628 19.4 (15.9-23.4) 
  Some College 562 22.0 (17.8-27.0) 
  College or More 356 29.8 (25.9-34.0) 
   F=8.4  (p<.001) 
Demographics    
Age     
  18-24 373 17.3 (13.7-21.5) 
  25-44 1152 19.4 (16.5-22.5) 
  45-64 574 21.5 (18.0-25.4) 
  65 and over 206 11.3 (  6.9-18.1) 
   F=3.0 (p<.05) 
Gender    
  Male 1036 14.6 (12.2-17.4) 
  Female 1269 23.3 (20.1-26.8) 
   F=26.3 (p<.001) 
Need     
Diagnosable Disorder Past 12 Months    
  No 1819 11.3 ( 9.6-13.2) 
  Yes 486 49.0 (42.9-55.1) 
   F=212.8 (p<.001) 
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Table 6: All Adult Latinos, Age 18 and Over, Mental Health-Related Service Use, Past Year 
Regressed on Perceived Ethnic Discrimination and Other Covariates, Nested Logistic 
Regression Models, NLAAS, n=2305 

  Used Any Mental Health-Related Services in the Past Year 
  Model I Model II Model III Model IV Model V    

 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
            
Perceived Ethnic Discrimination 1.477*** 1.542*** 1.588*** 1.506*** 1.403*** 
Scale Range 1(Never)-4(Often) [1.28,1.71] [1.34,1.78] [1.38,1.83] [1.30,1.75] [1.20,1.63]    
Perceived Neighborhood Crime    1.289*** 1.163† 
Scale Range 1(Not True)-4(Very True)       [1.13,1.47] [1.00,1.35]    
Any Diagnosable Disorder Past Year     7.183*** 
          [5.21,9.91]    
Covariates      
Age 18-24 (reference age 45-64)   0.764 0.863 0.823 0.746 

  [0.54,1.08] [0.59,1.26] [0.56,1.21] [0.51,1.09] 
Age 25-44   0.822 0.856 0.851 0.806 

  [0.63,1.08] [0.65,1.13] [0.65,1.12] [0.60,1.08] 
Age 65 and Over   0.467** 0.474† 0.507† 0.531 

  [0.27,0.82] [0.22,1.01] [0.24,1.09] [0.24,1.16] 
Female (reference male)   1.936*** 1.748*** 1.764*** 1.740*** 

  [1.57,2.38] [1.40,2.18] [1.42,2.19] [1.31,2.31]    
Public Insurance (reference Private Insurance)     1.897** 1.739** 1.597† 

   [1.27,2.83] [1.16,2.61] [0.95,2.69]    
Medicare/Military/Other Insurance     1.103 1.025 0.964 

   [0.61,1.98] [0.59,1.79] [0.51,1.81]    
Uninsured     0.618** 0.596*** 0.591**  

   [0.46,0.82] [0.44,0.80] [0.42,0.83]    
Less than High School (reference College +)     0.435*** 0.425*** 0.390*** 

   [0.30,0.62] [0.29,0.62] [0.26,0.59]    
High School     0.619** 0.606** 0.593*   

   [0.44,0.87] [0.43,0.86] [0.40,0.89]    
Some College     0.661* 0.643* 0.648*   

   [1.60,3.29] [1.62,3.41] [1.69,3.89]    
200-399% FPL (reference 0-199% FPL)     0.937 0.949 0.982 

   [0.69,1.27] [0.70,1.28] [0.70,1.37]    
400-599% FPL     1.024 1.058 1.097 

   [0.73,1.44] [0.76,1.48] [0.77,1.56]    
600% + FPL     1.324 1.392 1.445 

   [0.85,2.07] [0.89,2.18] [0.91,2.29]    
Constant 0.110*** 0.088*** 0.140*** 0.099*** 0.084*** 

 [0.08,0.14] [0.07,0.12] [0.10,0.20] [0.07,0.14] [0.05,0.13]    
Goodness of Fit      

F-adjusted test statistic F(6,52) 
=.26 

F(9,49) 
=1.46 

F(9,49) 
=1.05 

F(9,49) 
=2.07 

F(9,49)= 
.87 

Prob > F p = .95 p =.19 p = .41 p = .05 p=.557 
n 2305 2305 2305 2305 2305 

† p<0.1, * p<0.05, ** p<0.01, *** p<0.001; OR=Odds Ratio, CI 95=95% Confidence Intervals.  
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Table 7: Noncitizen Latinos, Percent of Past Year Mental Health-Related Service Use by 
Selected Respondent Characteristics: NLAAS, May 2002-December 2003 

  

  
Mental Health-Related Service Use – 

Past Year,  
Sample n Weighted % (95% CI) 

Sample Mean (SD) Weighted Mean (95% CI) 
Noncitizen Latinos, NLAAS 771 10.6 ( 8.2-13.5) 
Politicalization And Social Ordering of      
Ethnicity    
  Mexican 336 8.6 ( 6.2-11.8) 
  Cuban 195 16.6 (12.1-22.2) 
  Other Latino 240 14.1 ( 9.4-20.6) 
   F=3.9 (p<.05) 
Socio-Environmental Consequences of Racialization   
Perceived Ethnic Discrimination    
Scale (range 1 to 4) 1.75 (.77) 2.03 (1.88-2.17) 
   F=7.41 (p<.01) 
Perceived Neighborhood Crime    
Scale (range 1 to 4) 1.81 (.86) 2.11 (1.90-2.33) 
    F =8.9 (p<.01) 
Socio-Economic Consequences of Racialization   
 Percent Federal Poverty Threshold (FPL)    
  0-199% FPL 347 11.4 ( 8.4-15.1) 
  200-399% 246  8.3 ( 5.7-12.0) 
  400-599% 96 8.2 ( 2.9-20.1) 
  600% and above 82 17.8 (10.1-29.4) 
    F=1.7 (p=.18) 
Health Insurance     
  Uninsured 380 6.5 (  4.0-10.3) 
  Medicare/Military/Other 21 16.2 ( 2.8-56.1) 
  Private 240 13.4 ( 9.1-19.3) 
  Public 130 19.7 (13.6-27.7) 
    F=4.5 (p<.05) 
Education    
  Less than High School 408  6.6 ( 4.6- 9.5) 
  High School 178 15 ( 9.3-23.2) 
  Some College 106 19.9 (10.7-34.2) 
  College or More 79 18.3 ( 9.5-32.2) 
    F=5.5  (p<.01) 
Demographics     
Age     
  18-24 114 9.4 ( 4.9-17.3) 
  25-44 455 10.9 ( 8.4-14.2) 
  45-64 167 10.5 ( 5.6-18.8) 
  65 and over 35 10.4 (  2.2-36.8) 
    F=.07 (p=.96) 
Gender    
  Male 357 7.2 ( 4.7-11) 
  Female 414 14.3 (11-18.3) 
    F=11.1 (p<.01) 
Need      
Diagnosable Disorder Past 12 Months    
  No 654 5.8 ( 3.7-9.0) 
  Yes 117 40.1 (28.5-52.9) 
    F=61.7 (p<.001) 
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Table 8: Noncitizen Latinos, Mental Health-Related Service Use in the Past Year 
Regressed on Perceived Ethnic Discrimination and Other Covariates, Nested Logistic 
Regression Models, NLAAS, n=771 
  Used Any Mental Health-Related Services in the Past Year 
  Model I Model II Model III Model IV Model V    

 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
            
Perceived Ethnic Discrimination 1.417** 1.458** 1.662** 1.445* 1.373‡ 
Scale Range 1(Never)-4(Often) [1.10,1.83] [1.13,1.88] [1.22,2.26] [1.03,2.02] [0.91,2.06]    
Perceived Neighborhood Crime    1.499* 1.377† 
Scale Range 1(Not True)-4(Very True)       [1.08,2.08] [0.97,1.96]    
Any Diagnosable Disorder Past Year     11.260*** 
          [5.81,21.84]    
Covariates      
Age 18-24 (reference age 25-44)   0.849 0.82 0.874 0.882 

  [0.38,1.88] [0.35,1.94] [0.36,2.10] [0.38,2.07]    
Age 45-64   1.015 1.188 1.199 1.208 

  [0.51,2.02] [0.62,2.26] [0.63,2.30] [0.61,2.39]    
Age 65 and Over   0.828 1 1.011 0.948 

  [0.15,4.69] [0.20,5.01] [0.19,5.43] [0.11,7.83]    
Female (reference male)   2.226*** 1.924** 2.051** 1.942*   

  [1.41,3.52] [1.22,3.05] [1.27,3.31] [1.15,3.29]    
Public Insurance (reference Uninsured)     3.283** 3.194** 2.880*   

   [1.63,6.62] [1.59,6.42] [1.15,7.24]    
Private Insurance     2.128* 2.263* 2.468*   

   [1.00,4.52] [1.05,4.90] [1.08,5.65]    
Medicare/Military/Other Insurance     3.159 3.486† 3.982 

   [0.70,14.27] [0.81,14.92] [0.55,29.06]    
High School (reference < High School)     3.030** 2.959* 2.855*   

   [1.35,6.81] [1.29,6.78] [1.17,6.96]    
Some College     3.465* 3.144* 4.842**  

   [1.27,9.44] [1.07,9.24] [1.84,12.73]    
College & Beyond     3.336*** 3.445*** 4.156*** 

   [1.68,6.63] [1.74,6.84] [1.93,8.97]    
200-399% FPL (reference 0-199% FPL)     0.647 0.657 0.681 

   [0.37,1.15] [0.37,1.15] [0.37,1.26]    
400-599% FPL     0.468 0.484 0.370*   

   [0.15,1.45] [0.16,1.48] [0.14,0.98]    
600% + FPL     1.035 1.092 0.906 

   [0.50,2.13] [0.52,2.28] [0.39,2.11]    
Constant 0.061*** 0.038*** 0.013*** 0.007*** 0.005*** 

 [0.03,0.12] [0.02,0.08] [0.00,0.04] [0.00,0.02] [0.00,0.02]    
Goodness of Fit      

F-adjusted test statistic F(6,45) 
=13.12 

F(9,42) 
=6.91 

F(9,42) 
=4.31 

F(9,42) 
=4.74 

F(9,42)= 
4.33 

Prob > F p<.001 p<.001 p<.01 p<.001 p<.001 
n 711 771 771 771 771 

 †<0.1, * p<0.05, ** p<0.01, *** p<0.001, ‡ p=.124; OR=Odds Ratio, CI 95=95% Confidence Intervals.    
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Table 9: Naturalized Latinos, Percent of Past Year Mental Health-Related Service Use by 
Selected Respondent Characteristics: NLAAS, May 2002-December 2003 

  

  
Mental Health-Related Service Use – Past 

Year,  
Sample n Weighted % (95% CI) 

Sample Mean (SD) Weighted Mean (95% CI) 
Naturalized Latinos in NLAAS 668 20.7 (16.9-25.0) 
Politicalization And Social Ordering of      
Ethnicity    
  Mexican 88 13.1 ( 7.4-22.2) 
  Puerto Rican 190 34.7 (24.8-46.1) 
  Cuban 254 17.3 (11.9-24.3) 
  Other Latino 136 20.1 (14.5-27.1) 
  F=5.7 (p<.01) 
Socio-Environmental Consequences of Racialization   
Perceived Ethnic Discrimination    
Scale (range 1 to 4) 1.81 (.78) 2.03 (1.87-2.20) 
   F=3.97 (p=.052) 
Perceived Neighborhood Crime    
Scale (range 1 to 4) 1.76 (.91) 1.95 (1.73-2.16) 
    F =3.67 (p=.061) 
Socio-Economic Consequences of Racialization   
Percent Federal Poverty Threshold (FPL)    
  0-199% FPL 219 19.5 (13.3-27.6) 
  200-399% 166  13.5 ( 7.9-22.0) 
  400-599% 121 26.6 (16.5-40.0) 
  600% and above 162 26.4 (16.9-38.7) 
    F=1.8 (p=.17) 
Health Insurance     
  Uninsured 104 5.7 ( 2.2-13.6) 
  Medicare/Military/Other 87 22.5 ( 9.4-44.8) 
  Private 328 24.0 (19.4-29.4) 
  Public 149 26.4 (16.0-40.4) 
    F=3.6 (p<.05) 
Education    
  Less than High School 227  19.5 (13.9- 26.5) 
  High School 155 19.0 (11.8-29.1) 
  Some College 161 21.0 (14.5-29.5) 
  College or More 125 26.2 (15.8-40.1) 
    F=.44  (p=.69) 
Demographics     
Age     
  18-24 40 19.7 (10.3-34.4) 
  25-44 251 21.0 (15.4-28.0) 
  45-64 245 24.4  (18.5-31.4) 
  65 and over 132 12.4 ( 6.1-23.6) 
    F=1.43 (p=.24) 
Gender    
  Male 294 16.6 (10.8-24.6) 
  Female 374 25.3 (18.6-33.3) 
    F=2.15 (p=.15) 
Need      
Diagnosable Disorder Past 12 Months    
  No 519 12.4 (9.0-17.0) 
  Yes 149 48.6 (32.4-65.1) 
    F=21.7 (p<.001) 
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Table 10: Naturalized Latinos, Mental Health-Related Service Use in the Past Year 
Regressed on Perceived Ethnic Discrimination and Other Covariates, Nested Logistic 
Regression Models, NLAAS, n=668 

  Used Any Mental Health-Related Services in the Past Year 
  Model I Model II Model III Model IV Model V    

 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
            
Perceived Ethnic Discrimination 1.367* 1.451** 1.490* 1.451* 1.333† 
Scale Range 1(Never)-4(Often) [1.00,1.87] [1.12,1.89] [1.10,2.02] [1.07,1.96] [0.97,1.83]    
Perceived Neighborhood Crime    1.287 1.066 
Scale Range 1(Not True)-4(Very True)       [0.91,1.81] [0.73,1.56]    
Any Diagnosable Disorder Past Year     7.451*** 
          [3.22,17.24]    
Covariates      
Age 18-24 (reference age 45-64)   0.777 1.107 1.11 1.045 

  [0.35,1.73] [0.43,2.82] [0.43,2.88] [0.44,2.51]    
Age 25-44   0.804 1.001 1.011 0.994 

  [0.48,1.34] [0.54,1.86] [0.54,1.89] [0.49,2.00]    
Age 65 and Over   0.446† 0.309† 0.337† 0.335*   

  [0.19,1.05] [0.09,1.01] [0.11,1.08] [0.11,0.99]    
Female (reference male)   1.905† 1.685† 1.598 1.529 

  [0.91,3.99] [0.83,3.42] [0.78,3.27] [0.71,3.27]    
Public Insurance (reference Private)     1.337 1.259 1.275 

   [0.55,3.26] [0.50,3.15] [0.49,3.30]    
Medicare/Military/Other Insurance     2.182 2.125 1.758 

   [0.64,7.39] [0.63,7.11] [0.63,4.93]    
Uninsured     0.189*** 0.179*** 0.152**  

   [0.07,0.49] [0.07,0.48] [0.05,0.46]    
High School (reference < High School)     0.816 0.841 0.835 

   [0.45,1.49] [0.45,1.57] [0.45,1.57]    
Some College     0.8 0.851 0.875 

   [0.43,1.48] [0.46,1.56] [0.44,1.74]    
College & Beyond     0.938 0.944 0.999 

   [0.42,2.09] [0.43,2.07] [0.41,2.45]    
0-199% FPL (reference 200-399% FPL)     1.644 1.560 1.295 

   [0.78,3.45] [0.74,3.28] [0.64,2.61]    
400-599% FPL     2.246* 2.208† 2.220* 

   [1.01,5.00] [0.99,4.92] [1.06,4.67]    
600% + FPL     2.079† 2.108 2.327† 

   [0.83,5.22] [0.85,5.25] [0.97,5.56]    
Constant 0.143*** 0.114*** 0.078*** 0.054*** 0.051*** 

 [0.07,0.27] [0.05,0.25] [0.03,0.23] [0.02,0.19] [0.02,0.17]    
Goodness of Fit      

F-adjusted test statistic F(6,44) 
=1.22 

F(9,41) 
=3.85 

F(9,41) 
=8.73 

F(9,41) 
=2.19 

F(9,41)= 
4.42 

Prob > F p=.31 p<.01 p<.001 p=.15 p<.001 
n 668 668 668 668 668 

† p<0.1, * p<0.05, ** p<0.01, *** p<0.001; OR=Odds Ratio, CI 95=95% Confidence Intervals.    
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Table 11: U.S-Born Latinos, Percent of Past Year Mental Health-Related Service Use by 
Selected Respondent Characteristics: NLAAS, May 2002-December 2003 

  

  
Mental Health-Related Service Use – 

Past Year,  
Sample n Weighted % (95% CI) 

Sample Mean (SD) Weighted Mean (95% CI) 
U.S.-Born Latinos in NLAAS 866 25.0 (21.4-28.9) 
Politicalization And Social Ordering of      
Ethnicity    
  Mexican 349 24.2 (20.1-28.9) 
  Puerto Rican 258 30.0 (22.0-34.9) 
  Cuban 75 25.0 (17.2-35.0) 
  Other Latino 184 25.1 (17.6-34.4) 
    F=.27 (p=.76) 
Socio-Environmental Consequences of Racialization   
Perceived Ethnic Discrimination    
Scale (range 1 to 4) 1.78 (.75) 2.01 (1.91-2.11) 
   F=33.7 (p<.001) 
Perceived Neighborhood Crime    
Scale (range 1 to 4) 1.92 (.93) 2.03 (1.86-2.20) 
    F =3.00 (p=.089) 
Socio-Economic Consequences of Racialization   
Percent Federal Poverty Threshold (FPL)    
  0-199% FPL 236 23.4 (17.8-30.1) 
  200-399% 234  26.5 (20.0-34.2) 
  400-599% 157 22.0 (16.6-28.5) 
  600% and above 239 27.6 (21.7-34.4) 
    F=.70 (p=.53) 
Health Insurance     
  Uninsured 197 23.9 (17.3-32.2) 
  Medicare/Military/Other 47 11.9 ( 5.5-23.9) 
  Private 445 23.6 (19.7-27.9) 
  Public 177 36.8 (26.6-48.5) 
    F=3.97 (p<.05) 
Education    
  Less than High School 229  24.7 (16.1-35.8) 
  High School 249 21.9 (17.0-27.8) 
  Some College 258 23.2 (18.3-28.9) 
  College or More 130 37.4 (30.0-45.3) 
    F=2.36  (p=.097) 
Demographics     
Age     
  18-24 219 21.2 (16.2-27.2) 
  25-44 446 28.8 (23.7-34.6) 
  45-64 162 27.4 (21.6-34.2) 
  65 and over 39 10.7 ( 3.0-31.6) 
    F=2.71 (p=.061) 
Gender    
  Male 385 20.2 (16.1-24.9) 
  Female 481 30.3 (25.2-35.9) 
    F=11.01 (p<.01) 
Need      
Diagnosable Disorder Past 12 Months    
  No 646 16.1 (12.7-20.2) 
  Yes 220 53.8 (47.4-60.0) 
    F=133.1 (p<.001) 
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Table 12: U.S.-Born Latinos, Mental Health-Related Service Use in the Past Year 
Regressed on Perceived Ethnic Discrimination and Other Covariates, Nested Logistic 
Regression Models, NLAAS, n=866 

  Used Any Mental Health-Related Services in the Past Year 
  Model I Model II Model III Model IV Model V    

 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
            
Perceived Ethnic Discrimination 1.638*** 1.676*** 1.685*** 1.633*** 1.474*** 
Scale Range 1(Never)-4(Often) [1.37,1.95] [1.38,2.03] [1.38,2.05] [1.31,2.04] [1.18,1.84]    
Perceived Neighborhood Crime    1.181 1.12 
Scale Range 1(Not True)-4(Very True)       [0.88,1.58] [0.85,1.47]    
Any Diagnosable Disorder Past Year     5.452*** 
          [3.66,8.12]    
Covariates      
Age 18-24 (reference Age 45-64)   0.721 0.763 0.721 0.627**  

  [0.48,1.08] [0.49,1.20] [0.47,1.10] [0.45,0.87]    
Age 25-44   0.97 0.954 0.941 0.827 

  [0.64,1.48] [0.60,1.51] [0.59,1.50] [0.51,1.33]    
Age 65 and Over   0.34† 0.436 0.451 0.513 

  [0.10,1.19] [0.11,1.68] [0.12,1.69] [0.16,1.66]    
Female (reference Male)   1.944*** 1.767** 1.778** 1.755*   

  [1.36,2.77] [1.19,2.63] [1.20,2.64] [1.08,2.86]    
Public Insurance (reference Private)     2.096** 1.969* 1.898† 

   [1.22,3.61] [1.10,3.52] [0.98,3.68]    
Medicare/Military/Other     0.61 0.569 0.582 

   [0.22,1.73] [0.22,1.45] [0.21,1.60]    
Uninsured     1.166 1.136 1.091 

   [0.81,1.68] [0.79,1.63] [0.71,1.67]    
Less than High School (reference College+)     0.576 0.563 0.484† 

   [0.28,1.18] [0.27,1.18] [0.21,1.12]    
High School     0.461*** 0.451*** 0.484**  

   [0.30,0.71] [0.29,0.71] [0.28,0.82]    
Some College     0.493** 0.481** 0.483**  

   [0.31,0.79] [0.30,0.78] [0.29,0.81]    
0-199% FPL (600% + FPL)     0.735 0.712 0.705 

   [0.45,1.20] [0.44,1.16] [0.41,1.23]    
200-399% FPL     0.9 0.87 0.86 

   [0.59,1.37] [0.57,1.34] [0.47,1.57]    
400-599% FPL     0.781 0.773 0.8 

   [0.54,1.14] [0.53,1.12] [0.54,1.18]    
Constant 0.133*** 0.107*** 0.198*** 0.165*** 0.150*** 
  [0.10,0.18] [0.06,0.18] [0.09,0.43] [0.08,0.33] [0.07,0.33]    
Goodness of Fit      

F-adjusted test statistic F(6,52) 
=6.93 

F(9,49) 
=6.83 

F(9,49) 
=12.51 

F(9,49) 
=11.09 

F(9,49)= 
12.14 

Prob > F p<.001 p<.001 p<.001 p<.001 p<.001 
n 866 866 866 866 866 

† p<0.1, * p<0.05, ** p<0.01, *** p<0.001, OR=Odds Ratio, CI 95=95% Confidence Intervals.   
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Table 13: Summary Table of Bivariate Association between Mental Health-Related 
Service Use and Key Characteristics 

 Mental Health-Related Service Use Past Year 

 

All Adult Latinos 
n=2305 

Noncitizen 
Latinos  
n=771 

Naturalized 
 Latinos  
n=668 

U.S.-born 
Latinos  
n=866 

 18.7 (16.5-21.2) 10.6 ( 8.2-13.5) 20.7 (16.9-25.0) 25.0 (21.4-28.9) 
Politicalization And Social Ordering of    
Ethnicity     
  Mexican 16.0 (13.5-18.9) 8.6 ( 6.2-11.8) 13.1 ( 7.4-22.2) 24.2 (20.1-28.9) 
  Puerto Rican 30.9 (24.8-37.8) N/A 34.7 (24.8-46.1) 30.0 (22.0-34.9) 
  Cuban 18.2 (14.7-22.2) 16.6 (12.1-22.2) 17.3 (11.9-24.3) 25.0 (17.2-35.0) 
  Other Latino 19.9 (16.4-23.9) 14.1 ( 9.4-20.6) 20.1 (14.5-27.1) 25.1 (17.6-34.4) 
  F=11.8 (p<.001) F=3.9 (p<.05) F=5.7 (p<.01) F=.27 (p=.76) 
Socio-Environmental Consequences of Racialization    
Perceived Ethnic Discrimination     
Scale (range 1 to 4) 2.02 (1.94-2.10) 2.03 (1.88-2.17) 2.03 (1.87-2.20) 2.01 (1.91-2.11) 
  F=27.6 (p<.001) F=7.41 (p<.01) F=3.97 (p=.052) F=33.7 (p<.001) 
Perceived Neighborhood 
Crime         

Scale (range 1  to 4) 2.03 (1.92-2.14) 2.11 (1.90-2.33) 1.95 (1.73-2.16) 2.03 (1.86-2.20) 
  F =21.3 (p<.001) F =8.9 (p<.01) F =3.67 (p=.061) F =3.00 (p=.089) 
Socio-Economic Consequences of Racialization     
% Federal Poverty Threshold (FPL)        
  0-199% FPL 16.9 (13.3-21.2) 11.4 ( 8.4-15.1) 19.5 (13.3-27.6) 23.4 (17.8-30.1) 
  200-399% 16.7 (13.7-20.3)  8.3 ( 5.7-12.0)  13.5 ( 7.9-22.0)  26.5 (20.0-34.2) 
  400-599% 19.2 (14.8-24.4) 8.2 ( 2.9-20.1) 26.6 (16.5-40.0) 22.0 (16.6-28.5) 
  600% and above 25.6 (20.8-31.1) 17.8 (10.1-29.4) 26.4 (16.9-38.7) 27.6 (21.7-34.4) 
  F=3.7 (p<.05) F=1.7 (p=.18) F=1.8 (p=.17) F=.70 (p=.53) 
Health Insurance          
  Uninsured 11.7 (  8.7-15.7) 6.5 (  4.0-10.3) 5.7 ( 2.2-13.6) 23.9 (17.3-32.2) 
  Medicare/Military/Other 15.7 (10.7-22.5) 16.2 ( 2.8-56.1) 22.5 ( 9.4-44.8) 11.9 ( 5.5-23.9) 
  Private 21.0 (18.6-23.6) 13.4 ( 9.1-19.3) 24.0 (19.4-29.4) 23.6 (19.7-27.9) 
  Public 29.0 (24.5-33.9) 19.7 (13.6-27.7) 26.4 (16.0-40.4) 36.8 (26.6-48.5) 
  F=17.1 (p<.001) F=4.5 (p<.05) F=3.6 (p<.05) F=3.97 (p<.05) 
Education         
  Less than High School 14.1 (10.6-18.5)  6.6 ( 4.6- 9.5)  19.5 (13.9- 26.5)  24.7 (16.1-35.8) 
  High School 19.4 (15.9-23.4) 15 ( 9.3-23.2) 19.0 (11.8-29.1) 21.9 (17.0-27.8) 
  Some College 22.0 (17.8-27.0) 19.9 (10.7-34.2) 21.0 (14.5-29.5) 23.2 (18.3-28.9) 
  College or More 29.8 (25.9-34.0) 18.3 ( 9.5-32.2) 26.2 (15.8-40.1) 37.4 (30.0-45.3) 
  F=8.4  (p<.001) F=5.5  (p<.01) F=.44  (p=.69) F=2.36  (p=.097) 
Demographics         
Age          
  18-24 17.3 (13.7-21.5) 9.4 ( 4.9-17.3) 19.7 (10.3-34.4) 21.2 (16.2-27.2) 
  25-44 19.4 (16.5-22.5) 10.9 ( 8.4-14.2) 21.0 (15.4-28.0) 28.8 (23.7-34.6) 
  45-64 21.5 (18.0-25.4) 10.5 ( 5.6-18.8) 24.4  (18.5-31.4) 27.4 (21.6-34.2) 
  65 and over 11.3 (  6.9-18.1) 10.4 (  2.2-36.8) 12.4 ( 6.1-23.6) 10.7 ( 3.0-31.6) 
  F=3.0 (p<.05) F=.07 (p=.96) F=1.43 (p=.24) F=2.71 (p=.061) 
Gender         
 Male 14.6 (12.2-17.4) 7.2 ( 4.7-11) 16.6 (10.8-24.6) 20.2 (16.1-24.9) 
 Female 23.3 (20.1-26.8) 14.3 (11-18.3) 25.3 (18.6-33.3) 30.3 (25.2-35.9) 
  F=26.3 (p<.001) F=11.1 (p<.01) F=2.15 (p=.15) F=11.01 (p<.01) 
Need         
Diagnosable Disorder Past 12 Months       
  No 11.3 ( 9.6-13.2) 5.8 ( 3.7-9.0) 12.4 (9.0-17.0) 16.1 (12.7-20.2) 
  Yes 49.0 (42.9-55.1) 40.1 (28.5-52.9) 48.6 (32.4-65.1) 53.8 (47.4-60.0) 
  F=212.8 (p<.001) F=61.7 (p<.001) F=21.7 (p<.001) F=133.1 (p<.001) 
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Table 14: Summary of Fully Adjusted Logistic Regression Model V 
 Mental Health-Related Service Use Past Year 

 
All Adult Latinos 

n=2305 
Noncitizen 

Latinos  
n=771 

Naturalized 
 Latinos  
n=668 

U.S.-born  
Latinos  
n=866 

Perceived Ethnic 
Discrimination  1.40*** 

1.37 p=.124 
(1.44* in Model 
IV) 

1.33†  
(1.451* in Model IV) 1.474*** 

Perceived 
Neighborhood 
Crime  

1.16† 
(1.29*** in Model IV) 

1.38† 
(1.50* in Model 
IV) 

  

Diagnosable 
Disorder  7.183*** 11.3*** 7.45*** 5.45*** 

Age   
Age65 and over<age45-
64* 
Age 65+<age25-44† 

age 18-24<age45-64** 

Female 1.74*** 2.05** 1.53 p=.267 1.75* 

Insurance 
Public>Private† 
Public & Private > 
Uninsured*** 

Public & Private > 
Uninsured 

Public=Private 
Private>Uninsured*** 
Other & 
Public>Uninsured** 

Public>Private† 
Public>Other* 
Public>uninsured† 

Education + +  
High School and Some College 
< College and beyond** 
Less than HS<College  and 
beyond† 

Poverty  0-199% FPL> 
400-599% FPL* 

200-399% FPL<400-
599% FPL* 
200-399% FPL<600% + 
FPL† 

 

† p<0.1, * p<0.05, ** p<0.01, *** p<0.001; + positive association – increase in education associated with 
increase in service use across all levels. Model IV contains all independent variables except diagnosable 
disorder. 
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Table 15: Standardized Regression Coefficients: Mediated Effect of Having a Diagnosable 
Disorder (M) on the relationship between Perceived Ethnic Discrimination (IV) and Mental 
Health-Related Service Use (DV) in the Past Year, NLAAS 

  
Model 1 with   

DV regressed on IV 
Model 2 with  

M regressed on IV 
Model 3 with 

DV regressed on M and IV 
 Total Effect    Direct Effect 

 (path c) (path a) (path b) (path c') 
 Coefficient (SE) Coefficient (SE) Coefficient (SE) Coefficient (SE) 
All Latinos  
n=2305 .059*** (.013) .044* (.017) .348*** (.033) .044*** (.011) 

Noncitizen Latinos  
n=771 .029* (.014) .003 (.019) .318*** (.060) .028† (.015) 

Naturalized Latinos  
n=668 .057* (.025) .056† (.028) .343*** (.085) .038† (.023) 

U.S.-born Latinos  
n=866 .090*** (.022) .077*** (.022) .337*** (.037) .064** (.021) 

† p<.1, * p<.05, ** p<.01, *** p<.001; DV – Dependent Variable, IV – Independent Variable, M – Mediation 
Variable – Having Symptoms that Meet DSM-IV criteria for a diagnosable disorder; Coefficients are 
Standardized, SE - Standard Error; All models adjust for perceived neighborhood crime, education, 
income, poverty, age, and gender. Paths c, a, b, and c’ are found in Figure 8 through Figure 11. 
 

Table 16: Standardized Regression Coefficients for Indirect Effect Calculations and 
Sobel-Goodman Mediation Tests, Mediated Effect of Having a Diagnosable Disorder (M) 
on the relationship between Perceived Ethnic Discrimination (IV) and Mental Health-
Related Service Use (DV) in the Past Year, NLASS 

  Indirect Effect  Sobel-Goodman Mediation Tests 
Percent of Total 
Effect Mediated 

 (paths a x b) 
Sobel Goodman -1 

(Aroian) Goodman -2 
((axb)/c) x100 

 Coefficient (SE) Z-score Z-score Z-score   
All Latinos  
n=2305 .015* (.006) 2.44* 2.43* 2.45* 25.8 

Noncitizen Latinos 
n=771 

N/A N/A N/A N/A N/A 

Naturalized  
Latinos 
n=668 

.019† (.011) 1.77† 1.73† 1.81† 33.3 

U.S.-born Latinos  
n=866 .026** (.008) 3.23** 3.21** 3.25** 28.8 

† p<.1, * p<.05, ** p<.01, *** p<.001 
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Table 17: Odds Ratio, Moderation Effect of Having a Diagnosable Disorder on the 
Relationship between Perceived Ethnic Discrimination and Past Year Use of Mental 
Health-Related Services, NLAAS 

 Used Any Mental Health-Related Services In the Past Year 

 
All Adult 
Latinos  

Noncitizen 
Latinos 

Naturalized 
Latinos 

U.S.-born 
Latinos   

 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
No Diagnosable Disorder (NDD) 1 1 1 1 

 [1.00,1.00] [1.00,1.00] [1.00,1.00] [1.00,1.00]    
Has a Diagnosable Disorder (DD) 10.028*** 10.961** 3.003† 20.182*** 

 [5.41,18.58] [1.98,60.76] [0.96,9.40] [4.49,90.73]    
Perceived Ethnic Discrimination 1.496*** 1.365 1.135 1.893*** 

 [1.24,1.80] [0.93,2.00] [0.74,1.75] [1.43,2.51]    
NDD # Perceived Ethnic Discrimination 1 1 1 1 

 [1.00,1.00] [1.00,1.00] [1.00,1.00] [1.00,1.00]    
DD # Perceived Ethnic Discrimination 0.844 1.014 1.589 0.511† 

 [0.60,1.19] [0.50,2.06] [0.89,2.85] [0.26,1.01]    
Perceived Neighborhood Crime 1.162† 1.378† 1.074 1.126 

 [1.00,1.35] [0.97,1.96] [0.73,1.58] [0.87,1.46]    
Public Insurance 1.599† 1.165 1.309 1.807† 

 [0.95,2.70] [0.42,3.22] [0.52,3.27] [0.97,3.38]    
Medicare/Military/Other 0.952 1.612 1.826 0.539 

 [0.51,1.79] [0.22,11.93] [0.63,5.29] [0.20,1.48]    
Uninsured 0.590** 0.405* 0.141** 1.025 

 [0.42,0.83] [0.18,0.93] [0.04,0.45] [0.68,1.54]    
High School 1.522* 2.847* 0.85 0.901 

 [1.05,2.21] [1.19,6.81] [0.45,1.59] [0.50,1.63]    
Some College 1.673* 4.831** 0.893 0.945 

 [1.01,2.77] [1.86,12.54] [0.45,1.77] [0.52,1.72]    
College & Beyond 2.550*** 4.146*** 1.051 1.825 

 [1.69,3.85] [1.84,9.36] [0.42,2.61] [0.88,3.79]    
Poverty Index 2-3 0.985 0.681 0.744 1.175 

 [0.70,1.38] [0.37,1.26] [0.37,1.49] [0.71,1.94]    
Poverty Index 4-5 1.101 0.369* 1.672 1.09 

 [0.78,1.56] [0.14,0.99] [0.69,4.03] [0.67,1.77]    
Poverty Index 6-17 1.452 0.904 1.722 1.358 

 [0.91,2.31] [0.39,2.10] [0.58,5.12] [0.81,2.27]    
Age 18-24 0.744 0.73 1.04 0.603**  

 [0.51,1.08] [0.26,2.03] [0.42,2.55] [0.42,0.87]    
Age 25-44 0.805 0.828 1.013 0.835 

 [0.60,1.07] [0.42,1.65] [0.49,2.08] [0.52,1.35]    
Age 65 and Over 0.525 0.785 0.351† 0.468 

 [0.24,1.15] [0.08,8.00] [0.12,1.03] [0.15,1.49]    
Female 1.740*** 1.945* 1.52 1.820*   

 [1.31,2.32] [1.12,3.37] [0.71,3.26] [1.12,2.96]    
Constant 0.029*** 0.014*** 0.089*** 0.035*** 

 [0.01,0.06] [0.00,0.04] [0.03,0.30] [0.01,0.10]    
†p=.053, * p<0.05, ** p<0.01,*** p<0.001; OR – Odds Ratio; CI 95 – 95% confidence intervals 
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Table 18: Standardized Regression Coefficients: Mediated Effect of Having a Diagnosable 
Disorder (M) on the relationship between Perceived Neighborhood Crime (IV) and Mental 
Health-Related Service Use (DV) in the Past Year, NLAAS 

  
Model 1 with   

DV regressed on IV 
Model 2 with  

M regressed on IV  
Model 3 with 

DV regressed on M and IV 
 Total Effect    Direct Effect 

 (path c) (path a) (path b) (path c') 
 Coefficient (SE) Coefficient (SE) Coefficient (SE) Coefficient (SE) 
All Latinos  
n=2305 .036*** (.011) .058*** (.017) .348*** (.033) .016 (.010) 

Noncitizen Latinos  
n=771 .039* (.016) .058** (.018) .318*** (.060) .020 (.015) 

Naturalized  
Latinos  
n=668 

.041 (.027) .091*** (.026) .343*** (.085) .009 (.027) 

U.S.-born Latinos  
n=866 .029 (.027) .041 (.028) .337*** (.037) .015 (.022) 

† p<.1, * p<.05, ** p<.01, *** p<.001; DV – Dependent Variable, IV – Independent Variable, M – Mediation 
Variable – Having Symptoms that Meet DSM-IV criteria for a diagnosable disorder; Coefficients are 
Standardized, SE - Standard Error; All models adjust for perceived ethnic discrimination, education, 
income, poverty, age, and gender. Paths c, a, b, and c’ are found in Figure 13 through Figure 16. 
. 
 
Table 19: Standardized Regression Coefficients for Indirect Effect Calculations and 
Sobel-Goodman Mediation Tests, Mediated Effect of Having a Diagnosable Disorder (M) 
on the relationship between Perceived Neighborhood Crime (IV) and Mental Health-
Related Service Use (DV) in the Past Year, NLASS 

  Indirect Effect  Sobel-Goodman Mediation Tests 
Percent of Total 
Effect Mediated 

 (paths a x b) 
Sobel Goodman -1 

(Aroian) Goodman -2 
((axb)/c) x100 

 Coefficient (SE) Z-score Z-score Z-score   
All Latinos  
n=2305 .020** (.006) 3.18** 3.16** 3.19** 55.3 

Noncitizen Latinos 
n=771 

.018 **(.007) 2.74** 2.71** 2.78** 47.4 

Naturalized Latinos 
n=668 

N/A N/A N/A N/A N/A 

U.S.-born Latinos  
n=866 N/A N/A N/A N/A N/A 

† p<.1, * p<.05, ** p<.01, *** p<.001 
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Table 20: Odds Ratio: Moderation Effect of Having a Diagnosable Disorder on the 
Relationship between Perceived Neighborhood Crime and Past Year Use of Mental 
Health-Related Services, NLAAS 

  Used Any Mental Health-Related Services In the Past Year 

 
All Adult 
Latinos 

Noncitizen 
Latinos 

Naturalized 
Latinos 

U.S.-born 
Latinos    

 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
OR 

[CI 95] 
No Diagnosable Disorder (NDD) 1 1 1 1 

 [1.00,1.00] [1.00,1.00] [1.00,1.00] [1.00,1.00]    
Has a Diagnosable Disorder (DD) 8.472*** 1.983 22.449*** 7.268*** 

 [4.24,16.92] [0.57,6.86] [4.57,110.37] [3.03,17.43]    
Perceived Ethnic Discrimination 1.203 1 1.37 1.185 

 [0.98,1.48] [0.64,1.57] [0.83,2.27] [0.84,1.67]    
NDD # Perceived Neighborhood Crime 1 1 1 1 

 [1.00,1.00] [1.00,1.00] [1.00,1.00] [1.00,1.00]    
DD # Perceived Neighborhood Crime 0.922 2.365* 0.571† 0.867 

 [0.70,1.21] [1.18,4.74] [0.31,1.05] [0.56,1.34]    
Perceived Ethnic Discrimination 1.401*** 1.406 1.316 1.474**  

 [1.20,1.63] [0.92,2.15] [0.98,1.76] [1.18,1.85]    
Public Insurance 1.587 1.226 1.239 1.865 

 [0.94,2.69] [0.44,3.43] [0.47,3.24] [0.95,3.68]    
Medicare/Military/Other 0.967 1.451 1.656 0.593 

 [0.52,1.81] [0.20,10.52] [0.64,4.29] [0.22,1.62]    
Uninsured 0.588** 0.413* 0.147** 1.074 

 [0.42,0.83] [0.18,0.97] [0.05,0.44] [0.69,1.66]    
High School 1.510* 2.884* 0.792 0.981 

 [1.04,2.20] [1.17,7.08] [0.42,1.50] [0.49,1.95]    
Some College 1.652* 5.586** 0.847 0.992 

 [1.01,2.71] [2.07,15.04] [0.42,1.69] [0.51,1.94]    
College & Beyond 2.555*** 4.820*** 0.924 2.07 

 [1.68,3.88] [2.21,10.51] [0.39,2.20] [0.91,4.73]    
Poverty Index 2-3 0.988 0.576 0.762 1.226 

 [0.71,1.38] [0.29,1.14] [0.39,1.50] [0.75,2.00]    
Poverty Index 4-5 1.098 0.293* 1.66 1.124 

 [0.77,1.56] [0.11,0.76] [0.71,3.89] [0.68,1.86]    
Poverty Index 6-17 1.438 0.835 1.809 1.381 

 [0.90,2.29] [0.37,1.91] [0.63,5.16] [0.76,2.51]    
Age 18-24 0.745 0.713 1.023 0.621**  

 [0.51,1.08] [0.25,2.01] [0.42,2.47] [0.45,0.86]    
Age 25-44 0.803 0.833 0.981 0.819 

 [0.60,1.07] [0.40,1.72] [0.49,1.97] [0.51,1.32]    
Age 65 and Over 0.529 0.874 0.336* 0.502 

 [0.24,1.15] [0.10,7.90] [0.13,0.89] [0.15,1.65]    
Female 1.733*** 2.104** 1.47 1.740*   

 [1.30,2.30] [1.22,3.62] [0.71,3.04] [1.07,2.83]    
Constant 0.031*** 0.023*** 0.048*** 0.048*** 
  [0.02,0.06] [0.01,0.09] [0.01,0.18] [0.02,0.11]    

†p<0.1, * p<0.05, ** p<0.01,*** p<0.001 
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Appendix A 

Table 21: DSM-IV Symptom Screener Questions 
Screener Questions for Disorder Diagnostic Batteries – Responses Yes, No, Don’t Know, Refused 

SC20. Have you ever in your life had an attack of fear or panic when all of a sudden you felt very 

frightened, anxious, or uneasy? 

*SC20a. Have you ever had an attack when all of a sudden 

· you became very uncomfortable, 

· you either became short of breath, dizzy, nauseous, or your heart pounded, 

· or you thought that you might lose control, die, or go crazy? 

*SC20b. Have your ever in your life had an anxiety attack, when you thought you might lose your 

mind? 

*SC20.1 Have you ever in your life had attacks of anger when all of sudden you lost control and 

broke or smashed something worth more than a few dollars? 

*SC20.2 Have you ever had attacks of anger when all of a sudden you lost control and hit or tried to 

hurt someone? 

*SC20.3 Have you ever had attacks of anger when all of a sudden you lost control and threatened to 

hit or hurt someone? 

*SC21. Have you ever in your life had a period of time lasting several days or longer when most of 

the day you felt sad, empty or depressed? 

*SC22. Have you ever had a period of time lasting several days or longer when most of the day you 

were very discouraged about how things were going in your life? 

*SC23. Have you ever had a period of time lasting several days or longer when you lost interest in 

most things you usually enjoy like work, hobbies, and personal relationships? 

*SC23a. Have you ever had a period lasting several days or longer when you thought your life had 

no meaning, and things were not worth the trouble? 

*SC24. Some people have periods of time lasting several days or longer when they feel much more 

excited and full of energy than usual. Their minds go too fast. They talk a lot. They are very restless 

or unable to sit still and they sometimes do things that are unusual for them, such as driving too fast 

or spending too much money. Have you ever had a period of time like this lasting several days or 

longer? 

*SC25. Have you ever had a period of time lasting several days or longer when most of the time you 

were very irritable, grumpy, or in a bad mood? (Negative Endorsements skip to SC25b) 

*SC25a. Have you ever had a period of time lasting several days or longer when most of the time 

you were so irritable that you either started arguments, shouted at people, or hit people? 

*SC25b. Have you ever had a period lasting several days or longer when your thoughts were going 

so fast you could not control them, you felt restless, or you had difficulty controlling your behavior? 
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*SC26. Did you ever have a time in your life when you were a “worrier” – that is, when you worried a 

lot more about things than other people with the same problems as you? 

*SC26a. Did you ever have a time in your life when you were much more nervous or anxious than 

most other people with the same problems as you? 

*SC26b. Did you ever have a period of time lasting one month or longer when you were anxious or 

worried most days? 

*SC26c. Have you ever in your life had excessive worries or nervousness, when you were feeling on 

the edge or worrying a lot about different things? 

*SCAT1. Have you ever had an episode or nervous attack where you felt totally out of control? 
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DSM-IV Diagnostic Algorithm for Major Depressive Episode 

Table 22: Stem Questions for Duration and Symptoms for Major Depressive Episode – 
DSM-IV Diagnostic Algorithm 

Questions Response 

Q1. People with episodes of being 

(sad/or/discouraged/or/uninterested/or/with the 

feeling that life has no meaning) often have other 

problems at the same time. These include things 

like changes in sleep, appetite, energy, the ability 

to concentrate and remember, feelings of low self-

worth, and other problems. Did you ever have any 

of these problems during one of your episodes of 

being (sad/or/discouraged/or/uninterested/or/with 

the feeling that life had no meaning)? 

(If Q1=yes, then ask Q2)  

Or 

(If Q1 does not = yes, then ask Q3) 

 

 

Q2. Please think of an episode of being 

(sad/or/discouraged/or/uninterested/or/with the 

feeling that life has no meaning), lasting (several 

days/two weeks) or longer, when you also had the 

largest number of these other problems at the 

same time. Is there one particular episode of this 

sort that stands out in your mind as the worst one 

you ever had? 

 

 

OR  

Q3. Then think of the last time you had a bad 

episode [of being 

(sad/or/discouraged/or/uninterested/or/with the 

feeling that life has no meaning)] like this. How old 

were you when that last episode occurred? 

How long did that episode last?  

 

 

Q4. In answering the next questions, think about 

the period of (several days/two weeks) or longer 

during that episode when your 

(sadness/and/discouragement/and/loss of 

interest/or/feeling that life has no meaning) and 

other problems were most severe and frequent. 
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During that period, which of the following 

problems did you have most of the day nearly 

every day: 
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Table 23: DSM-IV Diagnostic Algorithm for Major Depressive Episode – All five criteria 
must be met to be considered having symptoms meeting criteria for a diagnosable 
disorder. 
Diagnostic Criteria  Survey Questions Response Criteria 
Criteria 1: Duration   

 Episode > 2 weeks How long did the worst episode last? (> 2 weeks OR 
How long did a bad episode last? > 2 weeks)  

AND   
Criteria 2: Five of the Nine 
Symptoms 

  

Mood 

Did you feel sad, empty, or depressed most of 
the day nearly every day during that period? 

(Yes  OR 

Did you feel so sad that nothing could cheer 
you up nearly every day? 

Yes  OR 

During that period, did you feel discouraged 
about how things were going in your life most 
of the day nearly every day? 

Yes OR 

Did you feel hopeless about the future nearly 
every day? 

Yes) 

OR   

Loss of Interest 

During that period, did you lose interest in 
almost all things like work and hobbies and 
things you like to do for fun?  

(Yes OR 

Did you feel like nothing was fun even when 
good things were happening? 

Yes)   

AND Four of the Seven following symptoms:  

Weight Loss or Gain (when 
not trying to) 

Did you have a much smaller appetite than 
usual nearly every day during that period? 

(Yes OR 

Did you lose weight without trying to? (Yes AND 
How much did you lose? >=10 lbs/5 kilos)) 

OR 
Did you have a much larger appetite than 
usual nearly every day? 

(Yes OR 

Did you gain weight without trying to? (Yes AND 
How much did you gain? >= 10 lbs/5 kilos) 

OR   

Insomnia or Hypersomnia 

Did you have a lot more trouble than usual 
either falling asleep, staying asleep, or waking 
too early nearly every night during that period? 

(Yes  OR 

Did you sleep a lot more usual nearly every 
night during that period? 

Yes)  

OR   

Psychomotor Agitation or 
Retardation 

Did you talk or move more slowly than is 
normal for you nearly every day? 

(Yes AND 

Did anyone else notice that you were talking or 
moving slowly? 

Yes) OR 

Were you so restless or jittery nearly every day 
that you paced up and down or couldn’t sit 
still? 

(Yes AND 

Did anyone else notice that you were restless? Yes) 
OR   

Fatigue 
Did you feel tired or low in energy nearly every 
day during that period even when you had not 
been working very hard? 

Yes 
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Diagnostic Criteria  Survey Questions Response Criteria 
OR   

Diminished ability to think or 
concentrate, 
or Indecisiveness 

Did your thoughts come much more slowly 
than usual or seem mixed up nearly every day 
during that period? 

(Yes OR 

Did you have a lot more trouble concentrating 
than is normal for you nearly every day? 

Yes OR 

Were you unable to make up your mind about 
things you ordinarily have no trouble deciding 
about? 

Yes) 

OR   
Feelings of  
worthlessness Did you feel totally worthless nearly every day? Yes 

OR   

Recurrent thoughts of death, 
suicidal ideation, suicide 
attempt or plan 

Did you often think a lot about death, either 
your own, someone else’s or death in general? 

(Yes OR 

During that period, did you ever think you 
would be better if you were dead? 

Yes OR 

Did you think about committing suicide? Yes OR 
Did you make a suicide plan? Yes OR 
Did you make a suicide attempt?  Yes) 

AND   
Criteria 3: Level of Severity   

Clinically significant distress 

How severe was your emotional distress 
during those times – mild, moderate severe or 
very severe? 

(Moderate, 
Severe, or 
Very Severe) OR 

How often, during those times, was your 
emotional distress so severe that nothing could 
cheer you up – often, sometimes, rarely, or 
never? 

(Often, or  
Sometimes) OR 

How often, during those times, was your 
emotional distress so severe that you could not 
carry out your daily activities – often, 
sometimes, rarely, or never? 

(Often, 
Sometimes, or 
Rarely) OR 

Did you feel so sad that nothing could cheer 
you up nearly every day? 

Yes 

OR   

Clinically significant 
impairment in social, 
occupational, or other 
important areas of 
functioning 

How much did your 
(sadness/discouragement/lack of interest) and 
these other problems interfere with either your 
work, your social life, or your personal 
relationships during that episode – not at all, a 
little, some, a lot or extremely? 

(Some,  
A lot, or  
Extremely) OR 

How often during that episode were you unable 
to carry out your daily activities because of 
your (sadness/discouragement/lack of interest) 
– often, sometimes rarely or never? 

(Often,  
Sometimes, or 
Rarely) OR 

Using a 0 to 10 scale where 0 means no 
interference and 10 means sever 
interference,…, what number describes how 
much your (sadness/discouragement/lack of 
interest/feeling that life had no meaning) 
interfered with each of the following activities… 
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Diagnostic Criteria  Survey Questions Response Criteria 
Your home management, like cleaning, 
shopping, and taking care of the 
(house/apartment)? 

(4-6 Moderate, 
7-9 Severe, or 
10 Very Severe 
Interference) OR 

Your ability to work? (4-6 Moderate, 
7-9 Severe, or 
10 Very Severe 
Interference) OR 

Your ability to form and maintain close 
relationships with other people? 

(4-6 Moderate, 
7-9 Severe, or 
10 Very Severe 
Interference) OR 

Your social life? (4-6 Moderate, 
7-9 Severe, or 
10 Very Severe 
Interference) OR 

AND   
Criteria 4: Rule out 
Alternative Explanations 

  

Episode not the result of 
physical illness or use of 
medication, drugs or alcohol. 

Episodes of this sort sometimes occur as a 
result of physical causes such as physical 
illness or injury or the use of medication, drugs 
or alcohol. Do you think your episodes of 
(sadness/discouragement/lack of interest) ever 
occurred as the result of such physical 
causes? 

Algorithm indicates 
that any affirmative 
responses are 
reviewed by a 
clinician to 
determine organic 
exclusion. Missing 
responses are not 
allowed for 
algorithm. 

Do you think your episodes were always the 
result of physical causes? 
Briefly, what were the physical causes? 

AND   

Not better accounted for by 
Bereavement 

 Algorithm indicates 
Question D23a 
should not be value 
of 3 but I cannot find 
the question D23a in 
the questionnaire.  

OR   
Criteria 5: If symptoms are associated  
with bereavement: 

 

Duration  
> two months 

How long did the worst episode last? (> 2 months OR 
How long did a bad episode last? > 2 months)  

OR   

Marked functional 
impairment 

How often during those times, was your 
emotional distress so severe that nothing could 
cheer you up – often, sometimes, rarely, or 
never? 

((Often OR 

How much did your 
sadness/discouragement/lack of interest and 
these other problems interfere with either your 
work, your social life, or your personal 
relationship during that episode – not at all, a 
little, some, a lot or extrememly? 

(A lot, or 
Extremely) OR 

How often during that episode were you unable 
to carry out your daily activities because of 

(Often or 
Sometimes) OR 
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Diagnostic Criteria  Survey Questions Response Criteria 
your sadness/discouragement/lack of interest – 
often, sometimes, rarely, or never? 
Using a 0 to 10 scale where 0 means no 
interference and 10 means sever 
interference,…, what number describes how 
much your (sadness/discouragement/lack of 
interest/feeling that life had no meaning) 
interfered with each of the following activities… 

 

Your home management, like cleaning, 
shopping, and taking care of the 
(house/apartment)? 

(7-9 Severe, or 
10 Very Severe 
Interference) OR 

Your ability to work? (7-9 Severe, or 
10 Very Severe 
Interference) OR 

Your ability to form and maintain close 
relationships with other people? 

(7-9 Severe, or 
10 Very Severe 
Interference) OR 

Your social life? (7-9 Severe, or 
10 Very Severe 
Interference) OR 

About how many days out of 365 in the past 12 
months were you totally unable to work or 
carry out your normal activities because of 
your (sadness/discouragement/lack of 
interest/feeling that life has no meaning)? 

10 thru 365) 

Morbid preoccupation with 
worthlessness 

Did you feel totally worthless nearly every day? Yes 

OR   

Suicidal Ideation 
Did you think about committing suicide? (Yes OR 
Did you make a suicide plan? Yes OR 
Did you make a suicide attempt? Yes) 

OR   

Psychomotor Retardation 

Did you talk or move more slowly than is 
normal for you nearly every day? 

(Yes OR 

Did anyone else notice that you were talking or 
moving more slowly? 

Yes) 
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Appendix B  

Mediated Effect of Having a Diagnosable Disorder on the Relationship between 
Perceived Ethnic Discrimination and Mental Health-Related Services in the Past 
Year, NLAAS 

Table 24: Standardized Regression Coefficients for Path C in Mediation Analysis, 
Regressing Use of Mental Health-Related Services on Perceived Ethnic Discrimination 
Controlling for Covariates, NLAAS 

 Use of Mental Health Services Past Year 

 
All  

Latinos  
Noncitizen  

Latinos  
Naturalized 

 Latinos  
U.S.-Born  

Latinos 
 β SE  β SE  β SE  β SE 

Discrimination (Path c) 0.059*** 0.013  0.029* 0.014  0.057* 0.025  0.090*** 0.022 

Crime 0.037*** 0.011  0.039* 0.016  0.041 0.027  0.029 0.027 

Public Insurance 0.096** 0.032  0.114** 0.037  0.049 0.076  0.134* 0.058 

Other Insurance 0.017 0.040  0.064* 0.032  0.125 0.094  -0.064 0.059 

Uninsured -0.062** 0.018  0.120 0.100  -0.185*** 0.038  0.025 0.031 

High School 0.045† 0.025  0.091* 0.038  -0.021 0.045  -0.117† 0.066 

Some College 0.055† 0.032  0.118† 0.063  -0.022 0.045  -0.156** 0.042 

College and Beyond 0.134*** 0.025  0.118* 0.045  -0.002 0.064  -0.146* 0.045 

200-399% FPL -0.005 0.019  -0.029* 0.023  -0.055 0.044  -0.062 0.043 

400-599% FPL 0.005 0.023  -0.070* 0.040  0.058 0.061  -0.025 0.038 

600% FPL + 0.051 0.035  0.012* 0.043  0.049 0.089  -0.045 0.033 

Age 18-24 -0.030 0.027  -0.011* 0.035  0.017 0.070  -0.052 0.036 

Age 25-44 -0.024 0.021  0.016* 0.028  0.004 0.050  -0.007 0.043 

Age 65 + -0.099* 0.046  -0.025† 0.060  -0.166* 0.073  -0.104 0.069 

Female 0.081*** 0.016  0.058* 0.019  0.079 0.053  0.100** 0.033 

Constant -0.040† 0.021  -0.106* 0.031  0.034 0.082  0.145* 0.064 
† p<.01, * p<.05, ** p<.01, ***p<.001; β – Standardized Regression Coefficients, SE – Standard Error 
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Table 25: Standardized Regression Coefficients for Paths B and C’ in Mediation Analysis, 
Regressing Use of Mental Health-Related Services on Perceived Ethnic Discrimination 
and Having a Diagnosable Disorder Controlling Covariates, NLAAS 

 Past Year Use of Mental Health-Related Services 

 
All  

Latinos  
Noncitizen  

 Latinos  
Naturalized 

 Latinos  
U.S.-Born  

Latinos 

 β SE  β SE  β SE  β SE 
Diagnosable Disorder 
(Path B) 0.348*** 0.033  0.318*** 0.060  0.343*** 0.085  0.337*** 0.037 

Discrimination (Path C’) 0.044*** 0.011  0.028† 0.016  0.038† 0.023  0.064** 0.021 

Crime 0.016 0.010  0.02 0.015  0.009 0.027  0.015 0.022 

Public Insurance 0.068† 0.036  0.091* 0.041  0.031 0.073  0.109† 0.055 

Other Insurance 0.011 0.040  0.056† 0.028  0.088 0.071  -0.05 0.062 

Uninsured -0.059** 0.019  0.121 0.116  -0.180*** 0.036  0.009 0.033 

High School 0.041* 0.020  0.073* 0.035  -0.019 0.039  -0.121† 0.065 

Some College 0.054† 0.029  0.128* 0.056  -0.025 0.045  -0.131** 0.048 

College and Beyond 0.123*** 0.027  0.115** 0.041  0.005 0.065  -0.127** 0.046 

200-399% FPL 0.002 0.019  -0.014 0.022  -0.036 0.038  -0.052 0.041 

400-599% FPL 0.008 0.021  -0.064† 0.034  0.073 0.057  -0.02 0.043 

600% FPL + 0.047 0.032  0.011 0.042  0.07 0.081  -0.034 0.030 

Age 18-24 -0.033 0.023  -0.005 0.030  0 0.055  -0.066* 0.025 

Age 25-44 -0.025 0.019  0.012 0.026  -0.002 0.048  -0.024 0.040 

Age 65 + -0.088* 0.039  -0.034 0.064  -0.150* 0.063  -0.083 0.059 

Female 0.066*** 0.017  0.042* 0.018  0.066 0.048  0.085* 0.037 

Constant -0.033 0.026  -0.104** 0.034  0.046 0.067  0.144* 0.067 
† p<.01, * p<.05, ** p<.01, ***p<.001; β – Standardized Regression Coefficients, SE – Standard Error 
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Table 26: Standardized Regression Coefficients for Path A in Mediation Analysis, 
Regressing Having a Diagnosable Disorder on Perceived Ethnic Discrimination 
Controlling for Covariates, NLAAS 

 Has Diagnosable Disorder Past Year 

 
All  

Latinos  
Noncitizen   

Latinos  
Naturalized 

 Latinos  
U.S.-Born  

Latinos 

 β SE  β SE  β SE  β SE 

Discrimination (Path A) 0.044* 0.017  0.004 0.019  0.056† 0.028  0.077*** 0.022 

Crime 0.058** 0.017  0.058** 0.018  0.091*** 0.026  0.041 0.028 

Public Insurance 0.080† 0.042  0.073† 0.039  0.053 0.051  0.077 0.068 

Other Insurance 0.017 0.062  0.027 0.036  0.108 0.093  -0.042 0.058 

Uninsured -0.007 0.022  -0.002 0.141  -0.015 0.081  0.047 0.051 

High School 0.01 0.032  0.057 0.037  -0.005 0.054  0.011 0.065 

Some College 0.002 0.021  -0.032 0.045  0.011 0.052  -0.075 0.071 

College and Beyond 0.03 0.035  0.011 0.039  -0.019 0.067  -0.057 0.058 

200-399% FPL -0.02 0.031  -0.046 0.034  -0.056 0.064  -0.029 0.047 

400-599% FPL -0.009 0.029  -0.021 0.058  -0.045 0.055  -0.014 0.053 

600% FPL + 0.011 0.035  0.003 0.060  -0.061 0.063  -0.033 0.050 

Age 18-24 0.01 0.028  -0.018 0.034  0.05 0.105  0.043 0.061 

Age 25-44 0.003 0.024  0.015 0.032  0.015 0.048  0.051 0.050 

Age 65 + -0.031 0.049  0.029 0.089  -0.045 0.095  -0.064 0.097 

Female 0.042† 0.021  0.051† 0.029  0.037 0.046  0.043 0.037 

Constant -0.022 0.035  -0.004 0.067  -0.036 0.085  0.002 0.084 
† p<.01, * p<.05, ** p<.01, ***p<.001; β – Standardized Regression Coefficients, SE – Standard Error 
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Mediated Effect of Having a Diagnosable Disorder on the Relationship between 
Perceived Neighborhood Crime and Mental Health-Related Services in the Past 
Year, NLAAS 

Table 27: Standardized Regression Coefficients for Path C in Mediation Analysis, 
Regressing Use of Mental Health-Related Services on Perceived Neighborhood Crime 
Controlling for Covariates, NLAAS 

 Use of Mental Health Services Past Year 

 
All  

Latinos  
Noncitizen  

Latinos  
Naturalized 

 Latinos  
U.S.-Born  

Latinos 
 β SE  β SE  β SE  β SE 

Crime (Path C) 0.037*** 0.011  0.039* 0.016  0.041 0.027  0.029 0.027 

Discrimination  0.059*** 0.013  0.029* 0.014  0.057* 0.025  0.090*** 0.022 

Public Insurance 0.096** 0.032  0.114** 0.037  0.049 0.076  0.134* 0.058 

Other Insurance 0.017 0.040  0.064* 0.032  0.125 0.094  -0.064 0.059 

Uninsured -0.062** 0.018  0.120 0.100  -0.185*** 0.038  0.025 0.031 

High School 0.045† 0.025  0.091* 0.038  -0.021 0.045  -0.117† 0.066 

Some College 0.055† 0.032  0.118† 0.063  -0.022 0.045  -0.156** 0.042 

College and Beyond 0.134*** 0.025  0.118* 0.045  -0.002 0.064  -0.146* 0.045 

200-399% FPL -0.005 0.019  -0.029* 0.023  -0.055 0.044  -0.062 0.043 

400-599% FPL 0.005 0.023  -0.070* 0.040  0.058 0.061  -0.025 0.038 

600% FPL + 0.051 0.035  0.012* 0.043  0.049 0.089  -0.045 0.033 

Age 18-24 -0.030 0.027  -0.011* 0.035  0.017 0.070  -0.052 0.036 

Age 25-44 -0.024 0.021  0.016* 0.028  0.004 0.050  -0.007 0.043 

Age 65 + -0.099* 0.046  -0.025† 0.060  -0.166* 0.073  -0.104 0.069 

Female 0.081*** 0.016  0.058* 0.019  0.079 0.053  0.100** 0.033 

Constant -0.040† 0.021  -0.106* 0.031  0.034 0.082  0.145* 0.064 
† p<.01, * p<.05, ** p<.01, ***p<.001; β – Standardized Regression Coefficients, SE – Standard Error  
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Table 28: Standardized Regression Coefficients for Paths B and C’ in Mediation 
‘Analysis, Regressing Use of Mental Health-Related Services on Perceived Neighborhood 
Crime and Having a Diagnosable Disorder Controlling Covariates, NLAAS 

 Past Year Use of Mental Health-Related Services 

 
All  

Latinos  
Noncitizen  

 Latinos  
Naturalized 

 Latinos  
U.S.-Born  

Latinos 

 β SE  β SE  β SE  β SE 
Diagnosable Disorder 
(Path B) 0.348*** 0.033  0.318*** 0.060  0.343*** 0.085  0.337*** 0.037 

Crime (Path C’) 0.016 0.010  0.02 0.015  0.009 0.027  0.015 0.022 

Discrimination  0.044*** 0.011  0.028† 0.016  0.038† 0.023  0.064** 0.021 

Public Insurance 0.068† 0.036  0.091* 0.041  0.031 0.073  0.109† 0.055 

Other Insurance 0.011 0.040  0.056† 0.028  0.088 0.071  -0.05 0.062 

Uninsured -0.059** 0.019  0.121 0.116  -0.180*** 0.036  0.009 0.033 

High School 0.041* 0.020  0.073* 0.035  -0.019 0.039  -0.121† 0.065 

Some College 0.054† 0.029  0.128* 0.056  -0.025 0.045  -0.131** 0.048 

College and Beyond 0.123*** 0.027  0.115** 0.041  0.005 0.065  -0.127** 0.046 

200-399% FPL 0.002 0.019  -0.014 0.022  -0.036 0.038  -0.052 0.041 

400-599% FPL 0.008 0.021  -0.064† 0.034  0.073 0.057  -0.02 0.043 

600% FPL + 0.047 0.032  0.011 0.042  0.07 0.081  -0.034 0.030 

Age 18-24 -0.033 0.023  -0.005 0.030  0 0.055  -0.066* 0.025 

Age 25-44 -0.025 0.019  0.012 0.026  -0.002 0.048  -0.024 0.040 

Age 65 + -0.088* 0.039  -0.034 0.064  -0.150* 0.063  -0.083 0.059 

Female 0.066*** 0.017  0.042* 0.018  0.066 0.048  0.085* 0.037 

Constant -0.033 0.026  -0.104** 0.034  0.046 0.067  0.144* 0.067 
† p<.01, * p<.05, ** p<.01, ***p<.001; β – Standardized Regression Coefficients, SE – Standard Error  
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Table 29: Standardized Regression Coefficients for Path A in Mediation Analysis, 
Regressing Having a Diagnosable Disorder on Perceived Neighborhood Crime 
Controlling for Covariates, NLAAS 

 Has Diagnosable Disorder Past Year 

 
All  

Latinos  
Noncitizen   

Latinos  
Naturalized 

 Latinos  
U.S.-Born  

Latinos 

 β SE  β SE  β SE  β SE 

Crime (Path A) 0.058** 0.017  0.058** 0.018  0.091*** 0.026  0.041 0.028 

Discrimination  0.044* 0.017  0.004 0.019  0.056† 0.028  0.077*** 0.022 

Public Insurance 0.080† 0.042  0.073† 0.039  0.053 0.051  0.077 0.068 

Other Insurance 0.017 0.062  0.027 0.036  0.108 0.093  -0.042 0.058 

Uninsured -0.007 0.022  -0.002 0.141  -0.015 0.081  0.047 0.051 

High School 0.01 0.032  0.057 0.037  -0.005 0.054  0.011 0.065 

Some College 0.002 0.021  -0.032 0.045  0.011 0.052  -0.075 0.071 

College and Beyond 0.03 0.035  0.011 0.039  -0.019 0.067  -0.057 0.058 

200-399% FPL -0.02 0.031  -0.046 0.034  -0.056 0.064  -0.029 0.047 

400-599% FPL -0.009 0.029  -0.021 0.058  -0.045 0.055  -0.014 0.053 

600% FPL + 0.011 0.035  0.003 0.060  -0.061 0.063  -0.033 0.050 

Age 18-24 0.01 0.028  -0.018 0.034  0.05 0.105  0.043 0.061 

Age 25-44 0.003 0.024  0.015 0.032  0.015 0.048  0.051 0.050 

Age 65 + -0.031 0.049  0.029 0.089  -0.045 0.095  -0.064 0.097 

Female 0.042† 0.021  0.051† 0.029  0.037 0.046  0.043 0.037 

Constant -0.022 0.035  -0.004 0.067  -0.036 0.085  0.002 0.084 
† p<.01, * p<.05, ** p<.01, ***p<.001; β – Standardized Regression Coefficients, SE – Standard Error 
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Figure 18: Naturalized Adult Latinos, age 18 and over: The Conditional Effect of Having a 
Diagnosable Disorder Past Year on the Relationship between Perceived Neighborhood 
Crime and Mental Health-Related Service Use Past Year, NLAAS, Statistical Significance 
p=.070, n=668 
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